
by a patient. Results of logistic regression models show that in-hospital mortality
increased as the stage of AKI events increased for both KDIGO-4 and AKIN-4 (Table
1). Table 2 shows the same results using the original KDIGO and AKIN definitions.
CONCLUSION: The results of both definitions (AKIN-4 and KDIGO-4) show a
significant association with mortality, but KDIGO-4 has a larger odds ratio meaning
that AKI classification based on KDIGO-4 has a stronger association with mortality
than AKI classification based on AKIN-4. However, based on our results, splitting stage
1 to stage 1a and stage 1b does not seem to make a difference; hence, using KDIGO-4
as a replacement for KDIGO would not have a significant impact on capturing AKI
events.

MO364 Table 1 Association between AKI-stages using KDIGO-4 and AKIN-4 and
in-hospital mortality

KDIGO-4 AKIN-4

Odds ratio 95% CI Odds ratio 95% CI

Intercept 0.018 0.010 - 0.030 0.027 0.016 - 0.044

Age 1.006 0.999 - 1.013 1.006 1.000 - 1.013

Sex (Male) 1.272 1.042 - 1.552 1.298 1.075 - 1.567

Stage 1a 4.689 2.978 – 7.156 10.381 8.254 – 13.049

Stage 1b 11.863 9.284 – 15.179 22.753 17.780 – 29.178

Stage 2 39.794 30.614 – 51.956 24.281 16.536 – 35.821

Stage 3 62.884 45.227 – 88.237 37.448 16.062 – 94.035

MO364 Table 2 Association between AKI-stages using KDIGO and AKIN and
in-hospital mortality.

KDIGO AKIN

Odds ratio 95% CI Odds ratio 95% CI

Intercept 0.019 0.011 - 0.032 0.031 0.019 - 0.050

Age 1.006 0.999 - 1.012 1.005 0.999 - 1.011

Sex (Male) 1.22 1.002 - 1.486 1.248 1.036 – 1.504

Stage 1 9.725 7.702 – 12.30 14.671 12.144 – 17.759

Stage 2 39.72 30.548 – 51.865 24.482 16.677 - 36.112

Stage 3 62.675 45.143 – 87.801 37.593 16.139 - 94.327

MO365 URINARY BIOMARKERS AND POOR OUTCOMES IN
PATIENTS WITH COVID-19 ADMITTED TO A REFERENCE
HOSPITAL IN NORTHEAST BRAZIL

Gdayllon Cavalcante Meneses1, Gabriela Freire Bezerra1, Lana Andrade Lucena
Lima1, Izabel Cristina Justino Bandeira1, Nicole Coelho Lopes1, M�arcia
Maria Pinheiro Dantas2, Sandra Maria Brasileiro Mota2, Polianna Lemos Moura
Moreira Albuquerque2,3, Alice Maria Costa Martins1, Elizabeth De Francesco
Daher1, Geraldo Bezerra da Silva Junior3
1Federal University of Cear�a, Fortaleza, Brazil, 2Toxicological Assistance Center,
Instituto Dr Jose Frota Hospital, Fortaleza, Brazil and 3University of Fortaleza, Fortaleza,
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BACKGROUND AND AIMS: Kidney biomarkers improve early and specific AKI
detection and also poor outcomes in different clinical contexts. Kidney disease is an
important risk factor for poor outcomes in COVID-19. The aim of this study was to
evaluate association of early levels of kidney biomarkers with poor outcomes in
hospitalized patients with COVID-19.
METHOD: This is a prospective study conducted at the Instituto Dr. Jose Frota
Hospital, an important public reference hospital for COVID-19 in northeast Brazil.
Medical records with clinical, epidemiologic, laboratory and outcomes were collected.
The urinary NGAL, KIM-1, MCP-1 and nephrin were the kidney biomarkers
quantified at hospital admission. ELISA assays were used for analysis and biomarkers
urinary concentrations were adjusted for urinary creatinine. Data were expressed as
mean6 standard deviation or median.
RESULTS: A total of 69 patients collected urine and were included in this study. Male
gender was predominant (65%) and mean age was 56619 years. Regarding outcomes, the
group had 62% of death, 92% of ICU admission and 65% of invasive respiratory support in
ICU. Urinary NGAL and MCP-1 were significantly elevated in patients that needed invasive
respiratory support in comparison with non-invasive support: uNGAL (median=104
[IQR=74-153] vs 71 [31-79] ng/mg-Cr, p=0.013), and uMCP-1 (3055 [1127-5008] vs 1315
[574-2127] pg/mg-Cr, p=0.027). Urinary nephrin and KIM-1 was also elevated, however
with no statistical significance. Moreover, all urinary biomarkers were higher in ICU
admission group and death group, but with p>0.05. In ROC curve analysis for prediction of
invasive respiratory support, uNGAL had AUC=0.696 (0.565-0.827),p=0.012 and cut-off=78
ng/mg-Cr; uMCP-1 had AUC=0.676 (0.539-0.813), p=0.023 and cut-off=1354 pg/mg-Cr. In
survival analysis, patients with uNGAL>78 ng/mg-Cr had worse prognosis and died more

quickly (19 vs 48 days, log-rank test; p=0.01). In patients with uMCP-1>1354 pg/mg-Cr,
they also died more quickly, but with no significance (25 vs 48 days, log-rank test; p=0.08).
CONCLUSION: Urinary biomarkers NGAL and MCP-1 quantified at hospital
admission were associated with poor outcomes, mostly with needed of invasive
respiratory support in ICU. Prediction cut-off values for invasive respiratory support
was useful to determine the survival prognosis.

MO366 CONCORDANCE BETWEEN FIVE CLASSIFICATION SYSTEMS
OF COMMUNITY-ACQUIRED ACUTE KIDNEY INJURY

Jose Maria Pe~na Porta1, José Antonio Ferreras Gasc�o1, Almudena Castellano
Calvo1, Ana Coscojuela Otto1, Paula Juarez Mayor1, Rafael Alvarez Lipe1

1Hospital Clinico Universitario Lozano Blesa, Nephrology, Zaragoza, Spain

BACKGROUND AND AIMS: In recent years, up to five classification systems have
appeared according to the severity of acute kidney injury (AKI), some based on relative
increases in creatinine (RIFLE, AKIN, KDIGO) and others in absolute increases: the
kinetic method of creatinine (KC) and delta creatinine (DC) method. It is discussed in
the literature which methodology offers better diagnostic performance.
The aim of this study was to analyze the concordance using the Kappa index of the 5
classification systems in a cohort of patients with community-acquired AKI (CA-AKI)
treated in the Nephrology Service of a tertiary hospital.
METHOD: All the CA-AKI cases admitted to our service in the period: January 2010 -
December 2016 were analyzed.
RESULTS: 536 patients (59,9% male) of 73.13 6 13,6 years of age. Etiology of AKI:
prerenal 72.8%; renal 20.5%; obstructive 6.7%. 69.6% of patients were carriers of
previous chronic kidney disease (CKD-EPI glomerular filtration <60 ml/min). The
table shows the Kappa index among the various classification systems. Agreement was
absolute (Kappa = 1) between the three systems based on percentage increase in
creatinine. When comparing KDIGO with CK and DC, the agreement was much lower
(Kappa 0.35). Concordance between CK and DC was good (Kappa = 0.84). These last
two systems classify a greater number of stage 3 cases compared to KDIGO, while
KDIGO classifies more cases as stage 1 (Stage 1: KDIGO 89, KC 27; DC 19; Stage 2:
KDIGO 56, KC 56; DC 54; Stage 3: KDIGO 391, CK 453; DC 463)

RIFLE AKIN KDIGO Kinet. Creat. Delta
Creat.

RIFLE - 1 1 0,406 0,351

AKIN 1 - 1 0,406 0,351

KDIGO 1 1 - 0,406 0,351

Kinet. Creat 0,406 0,406 0,406 - 0,841

Delta Creat 0,351 0,351 0,351 0,841 -

CONCLUSION: KDIGO system is valid as a reference system with respect to AKIN

Abstracts Nephrology Dialysis Transplantation

i252 | Abstracts


