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Introduction

Acute kidney injury definition based on Kidney Disease Improving
Global Outcomes (KDIGO) consensus guidelines which build on RIFLE
criteria(Risk ,Injury , Failure ,loss and End-stage kidney disease) and the
AKIN criteria (Acute Kidney Injury Network) is the increase in serum
creatinine level of 0.3 mg per deciliter (26.5 umol per liter) or more within
48 hours; a serum creatinine level that has increased by at least 1.5 times the
baseline value within the previous 7 days; or a urine volume of less than 0.5

ml per kilogram of body weight per hour for 6 hours ( Khwaja., 2012).

Acute Kkidney injury (AKI) has multiple possible etiologies. Among
hospitalized patients, AKI is most commonly due to acute tubular necrosis
(ATN) from ischemia, nephrotoxin exposure or sepsis, other frequent causes
of AKI among either ambulatory or hospitalized patients include volume
depletion, urinary obstruction, rapidly progressive glomerulonephritis, and

acute interstitial nephritis (Nash et al., 2002 ).

Acute tubular necrosis is the most common cause of hospital-acquired
acute kidney injury and usually results from ischemic or nephrotoxic injury
to the tubules. In the ICU, acute tubular necrosis is usually multifactorial and
may develop from a combination of sepsis, impaired renal perfusion, and

nephrotoxic medications (Schrier et al., 2004).

There is no specific medical treatment for AKI so management is largely
supportive. Renal-replacement therapy (RRT) is the mainstay of supportive

treatment of patients with severe acute kidney injury; RRT use is required in
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