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MODERN APPROACHES TO THE DIAGNOSIS OF ACUTE KIDNEY INJURY
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Abstract. A review of scientific publications analyzing modern approaches to the diagnosis of acute kidney injury using innovative
biomarkers in patients with concomitant trauma is presented. The authors of the review note that pathological processes of cellular dam-
age, which determine the efiology and pathogenesis of acute kidney injury syndrome, require prompt and early initiation of preven-
tive measures. Given this, the problem of early diagnosis of acute kidney injury and the scientific search for ways to optimize it remain
relevant at the present time. In cases associated with the possibility of formation of acute kidney injury, as well as in situations when
the renal tissue is already damaged, it is very relevant to determine markers of acute kidney injury in biological fluids.
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COBPEMEHHBIE MOAXodbl K AMATHOCTUKE OCTPOTO NMOBPEXXAEHMSA MOYEK
C NIPUMEHEHUEM MHHOBALIMOHHbIX BUOMAPKEPOB Y NMALMEHTOB
C COYETAHHOWM TPABMOW: OB30P HAYYHbIX MYBJIMKALUA

M.X.Maxos!, N.A.Musmes', 1.0.Kapaarosa', A.B.Kapaaros?

1 ®rBOY BO «KabapamHo-bankapckuit rocyaapcteenHbiit yHusepcutet um. X.M.Bepbekosa», Hanbumk, Poccus
2 [BY3 «KabapanHo-bankapckuit LeHTp MearumHbI KatacTpod U CKOpPOi MEAULIMHCKO#M nomolum», Hanbuuk, Poccus

Pesiome. MNpeacrasneH 0630p HayuHbIX MyBAMKALMN, B KOTOPLIX QHANM3UPYIOTCS COBPEMEHHBIE MOAXOMAbI K AMArHOCTUKE OCTPOTO
nospexaetus nosek (OMM) ¢ npUMeHeHHEM MHHOBALMOHHbIX GUMOMAPKEPOB Y NALMEHTOB C COMETAHHOM TPABMOM. ABTOpPLI 0630-
pa OTMEYQIOT, YTO NATONOMMYECKME MPOLLECCHI KETOYHOTO NOBPEXAEHMS, ONpeaensioLme STMonoruio 1 naroreHes cuHapoma OIM,
TpebytoT BLICTPOro 1 PAHHETO HAYANA NPOBEAEHMS MPOPUIAKTUHECKUX MEPONPUSITUIA. YumTbIBAS 5TO, NPobaema paHHe anarHo-
CTMKM OCTPOFO NOBPEXAEHMS MOYEK M HAYUHbINA MOMCK CMTOCOBOB €€ ONTUMM3ALMM OCTAIOTCS AKTYATbHBIMU W B HOCTOSsILLEE Bpems. B
Cry4asiX, CBS3AHHBIX C BO3MOXHOCTbIO popmuposams ONI, a Takke B CUTyaumsix, KOFAA MOYEYHAS TKOHb YK€ MOBPEXAEHA, OYEHb
QKTyQnbHO ornpegesneHne B GUONOrUYECKUX KXMAKOCTAX TAKMUX BELLECTB, KOK MAPKEPbI OCTPOTO MOBPEXAEHMS MOYEK.

Kniouessle cnoBa: anarHocTka, MHHOBALMOHHbIE BHOMApPKepPb, KNaccumkaLms GUOMApKepPoOB, OCTPOE MOBPEXAEHHE MOYEK,
NALUMEHTbI C COYETAHHOM TPABMOM
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In recent years, there has been a steady increase in the
number of victims with injuries of various localizations,
which are the leading cause of death, as well as temporary
and permanent disability in persons under age of 40. A
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characteristic feature of modern trauma is the prevalence
of multiple and combined injuries. This leads to a high and
not decreasing mortality rate. Co-injury is characterized by
simultaneous damage to several anatomical and function-
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al areas. It is observed in 50-70% of the patients with
severe mechanical injuries. In the Russian Federation, more
than 35,000 people die annually as a result of combined
trauma. Combined trauma is one of the three main causes
of death among the population. Moreover, this cause
comes first for people under age of 40. In Russia, the mor-
tality rate from combined trauma is 59-65 cases per
100,000 people [1, 2].

Mechanical trauma causes distinct changes in the func-
tioning of almost all organs and systems of the body. Thus,
changes in renal function in trauma can increase the dura-
tion of treatment, worsen the prognosis, and lead to the
development of late complications. In the pathogenesis of
traumatic shock, renal dysfunction is a constant factor.
Often they determine, in case of acute renal failure devel-
opment, the outcome of traumatic disease [2-4]. This is
especially true when the trauma is of multiple or combined
nature and is accompanied by extensive soft tissue injuries.
Acute renal failure is one of the most severe complications
of the urinary system in patients with concomitant trauma.
Unfortunately, there is still no unified approach to early
diagnosis of this disease in polytrauma patients. In routine
clinical practice, creatinine and urea are classic indicators
of acute renal failure. However, since their levels rise in
blood when more than 60% of nephrons are involved in
the pathological process (on the 3rd and 4th day of olig-
uria), creatinine and urea do not play a significant role in
the early diagnosis of acute renal failure. In particular, ele-
vated serum creatinine levels are informative neither in
terms of the exact timing of acute renal failure, nor in terms
of its localization, much less in terms of the severity of
glomerular or tubular damage [5-7]. The issues of correc-
tion of changes and prevention of renal dysfunction in com-
bined trauma also remain unresolved. Thus, there is an
urgent need to develop a technique for early diagnosis of
renal dysfunction in patients with concomitant trauma.

Acute renal injury is a syndrome in which renal dysfunc-
tion forms and develops rapidly. It leads to significant
changes in homeostasis and — sometimes — to death.
Acute kidney injury is quite frequent — 181-288 cases per
100,000 population — and the number of patients with
acute kidney injury tends to grow continuously [8-10].

The success of preventive measures directly depends on
the timely detection of these disorders. All methods of lab-
oratory diagnosis of acute kidney injury are based on
determining the concentration and/or content of biomark-
ers of acute renal injury [11]. The functional capacity of
kidneys is usually determined by detecting the quantity and
quality of serum and urine creatinine and urea. Currently,
these diagnostic methods are not sensitive enough and are
not suitable for the detection of acute renal impairment
[12]. For example, the concentration of serum creatinine
occurs only 48-72 h after damaging effect on the kidneys,
which indicates the impossibility of early diagnosis of acute
renal damage [13]. At the current stage of medical science
development, innovative methods with high sensitivity and
reliability, capable of responding immediately to the dam-
aging effect, are being developed. In the future, such meth-
ods will make it possible to evaluate the dynamics of the
features of glomerular-tubular renal dysfunction develop-
ment and to use the results in the development of methods
of preventive treatment of acute kidney damage [14].

Biological substances, the levels of which in the urine
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and blood are of great importance for diagnosis and prog-
nosis in the treatment of patients with renal dysfunction,
were given the unified name of biomarkers of acute kidney
damage. Their timely detection requires the use of unified
techniques, which is possible in any medical treatment
organization. Thanks to scientific developments performed
at the end of the 20th-beginning of the 2 1st centuries, a list
of possible biological markers of acute kidney damage
was created, classification of these compounds was devel-
oped, and their informative role in pathological process
detection was revealed, including determination of dam-
age level (glomeruli or tubules) and etiology of biological
marker synthesis [15, 16].

Biological compounds used as markers of acute kidney
injury must meet certain requirements [17]. First of all, bio-
logical material should be easily accessible, and sample
detection should be noninvasive and atraumatic. In addi-
tion, standardization of the used methods of laboratory
diagnosis is necessary. Detectable markers must have a
high tropicity to the localization of the site of nephron dam-
age (vessels, tubules, glomeruli). Also, they should corre-
spond to: causes of damage and time since its receipt; clin-
ical features of the development of the pathological
process; patient's need for hemodialysis; final stage of
pathology (reconvalescence, lethal outcome, transition to
chronic course); presence of an adequate response to the
ongoing therapy [18]. At present, it has been proved that
a number of markers of acute kidney injury absolutely com-
ply with the above requirements [19, 20]. In spite of this,
the problem of scientific research on the search for bio-
markers of acute kidney damage is still relevant [21-23].

Scientists have developed 4 classifications of biomarkers
of acute kidney damage - pathophysiological, topical,
clinical and working (Table 1).

According to the pathophysiological classification,
markers of acute kidney injury are divided into groups
depending on their ability to determine one or another
stage of the development of the pathological process in
kidneys. For example, renal dysfunction can be determined
by creatinine and cystatin C in blood; fat peroxidation by
4-ON-2-nonenal and 8-A2x-isoprostane; damaging
effects on nephrons and intferstitial tissue by IKM-1, L-FABP,
NGAL; immune response by immunogram; annexin-5 is a
marker of apoptosis of cell structures [26].

Topical classification divides markers into 5 groups: t1-
microglobulin, B2-microglobulin, albumin, s-cystatin C —
indicate glomerular nephrocyte alteration; cystatin C,
NGAL (neutrophil gelatinase-associated lipocalin-2),
interleukin-18 (IL-18), IKM-1 (renal damage molecule-1),
®-GST (o-glutathione-S-transferase), L-FABP (protein-
binding fatty acid BSA), etc. are markers of proximal tubule
damage.etc.; TT-GST (TT-glutathione-S-transferase) togeth-
er with NGAL can identify damage to the distal parts of the
tubule system. In EG.Henle loop damage, sodium hydro-
gen exchanger-3 acts as a marker, and OPN (osteopon-
tin) is an indicator of collecting tubule alteration [26].

The clinical classification considers the ability to use
these markers for: early diagnosis of acute kidney injury;
monitoring of factors that determine the risk of pathological
process; identification of characteristic features in the etiol-
ogy and pathogenesis of acute kidney injury; dynamics of
treatment and effectiveness of ongoing therapeutic meas-
ures, etc. [28].



Tabnmua 1 / Table No. 1

Knaccndpumkaums 6nomapkepos ocTporo NoBpexaeHUs noYek
Classification of biomarkers of acute kidney damage

Tonnueckas knaccubukay

us / Topical classification

1. Kny6ouek / Glomerulus

Anbbymun, unctatun C ceisopoTku, anséa | -mukpornobynuu, 6eta2-
mukpornobynun u ap. / Albumin, serum cystatin C, alpha-
microglobulin, beta2-microglobulin, etc.

2. MpokcumansHbiit kananew, / Proximal tubule

NGAL, KIM-1, L-FABP, umnctatun C moum, IL-18 u gp. / NGAL, KIM-T,
L-FABP, urinary cystatin C, IL-18, etc.

3. Iductanehbiit kaHanew / Distal tubule

GST, NGAL

4. Cobupartenshas pybka / Collection tube

Kanubuugun D28 / Calibindin D28

5. Metns lenne / Loop of Henle

Ocreonontns NHE-3 / Osteopontin NHE-3

Marodusmonornueckas knaccudpukauna / Pathophysiological classification

1. Bruomapkepsi dyHkuumn nodek / Biomarkers of renal function

KpeatuHun, umctatnn C ceisopotku u ap. / Creatinine, serum cystatin
C, etfc.

2. biomapkepbl oKcMAATHBHOTO CTpecca / Biomarkers of oxidative
stress

8(A2a)-nsonpocran, 4-OH-2-HoneHan u ap. / 8(A2a)-isoprostane,
4-ON-2-nonendl, etc.

3. Bromapkepbl CTPYKTYPHOTO U KIIETOMHOTO MOBPEXAEHMS:
- nogouuTos

- TyGynonHTepcTMLmS

- baKTOpbI 5K30COMANBLHOM TPAHCKPUALMM /

Biomarkers of structural and cellular damage:

- podocytes

- tubulointerstitium

- exosomal transcription factors

Mogmokanukeun, Hedpun NGAL, KIM-1, L-FABP, AT®-3 / Podocalyxin,
NGAL nephrine, KIM-1, L-FABP, ATP-3

4. Mapkepbl ummyHHoro oteeta / Markers of immune response

MMMYHOTNOBYNMHBI, XEMOKMHBI, KOMMOHEHTbI KOMMeMeHTa /
Immunoglobulins, chemokines, complement components

5. Mapkepsl dpubposa / Fibrosis markers

TGF- B1, CTGF, Big-H3, Collagen type IV

6. Mapkepsl anontosa / Apoptosis markers

Annekcun-5, TIMP-2, IGFBP7 / Annexin-5, TIMP-2, IGFBP7

7. Mapkepbl saaepxku knetouHoro umkna B dpase G2 / Markers of cell
cycle delay in the G2 phase

TIMP2/1GFBP

Knununueckas knaccuoukaumns / Clinical classification

1. Mapkep B kauectse dakTopa pucka paseutus OTM / Marker as a risk factor for the development of acute kidney damage

2. Mapkep, ucnonbaytowmiics npu ckpunmure O / Marker used in acute kidney damage screening

kidney damage

3. [InarHocTuyeckmit Mapkep, ykasbisatoLuii Ha natorexetueckuit eapuant ONMM / Diagnostic marker indicating pathogenetic variant of acute

4. Biomapkep, cTpaTMdULMPYIOWMI TAXECTb Npouecca

Biomarker stratifying the severity of the process

5. Mapkep c Bbicokol npeamnkTueHoit 3Haunmoctsio / Marker with high p

redictive value

6. Mapkep, xapakTtepuaytowmii oteeT Ha Tepanuio / Marker describing response to therapy

Pa6ouas knaccudpukaums

/ Working classification

1. Benku, akcnpeccus kotopbix nossiwaetcs npu OTM / Proteins that
are up-regulated in acute kidney damage

NGAL, L-FABP, KIM-1, IL-18

2. OynkumoHansHbie mapkepst / Functional markers

Lncratnn C coisopotku / Serum cystatin C

3. HuskomonekynspHbie 6enkn moun / Low-molecular-weight urine
proteins

Lincratnn C moun, ansda 1-mukpornobynmt, 6eta2-mmukpornobynun /
Urinary cystatin C, alpha1-microglobulin, beta2-microglobulin

4. Brytpuknetourbie sH3nmbl / Intracellular enzymes

NAG, a-GST, p-GST, ITTMN, LLUP / NAG, a-GST, p-GST, GGT, ALP

Mpumedanme: NGAL - nunokanut, accoummpoBaHHbin ¢ xenatHasoi weintpodunos; KIM-1 —monekyna noueunoro noepexpenus; L-FABP —
NeyYeHONHbI NPOTEUH, CBA3bIBAIOWMIT XHpPHble kuncnoTbl; GST —ryTatuon-S-tpancdepasa; NHE-3 —Hatpuit-sopopopaHbiit obmentmk 3; TGF-B1 -
daktop pocta onyxoneit B1; CTGF - daktop pocra coeamumtensHoit Tkanu; NAG - N-auetun-D-rniokosamuungasa; T - ramma-
rnytamuntpannentuaasa; WP - wenounas ocdatasza; TIMP-2 - uurubutop metannonentupas-2; IGFBP7 - 6enok, ceasbiBaiowwmit
uHCynuHonopobHeIM paktop pocta 7 [24, 25]

Note: NGAL —lipocalin associated with neutrophil gelatinase; KIM-1 —renal injury molecule; L-FABP —hepatic fatty acid binding protein; GST —
glutathione-S-transferase; NHE-3 —sodium-hydrogen exchanger 3; TGF-B1 —tumor growth factor B1; CTGF —eonnective tissue growth factor; NAG
—N-acetyl-D-glucosaminidase; GGT —gamma-glutamyltranspeptidase; ALP —alkaline phosphatase; TIMP-2 —metallopeptidase inhibitor-2; IGFBP7 —

insulin-like growth factor 7 binding protein [24, 25]

The working classification is represented by 4 groups:
Group 1 are proteins whose formation is significantly
increased in acute kidney injury (L-FABP, NGAL, IL-18,
IKM-1); Group 2 is a marker of renal dysfunction, serum
cystatin C; Group 3 is a number of low molecular weight
urinogenic proteins, such as &1-microglobulin, B2-
microglobulin, cystatin C. Group 4 includes intracellular
enzymes (alkaline phosphatase (ALP), lactate dehydroge-
nase (LDH), NAG (N-acetylglutamate), &- and TT-GST,
GGTP-y-glutamyl transpeptidase [28].

In recent years, in acute kidney injury, it became possi-
ble to detect parenchymal damage 24-48 h before the
appearance of clinical signs of disease. In acute kidney
damage, the effect of ischemic, toxic and other causes on
kidneys initially provokes molecular transformations that
turn into damage of cellular structures. The lafter begin to
form specific markers, and only then the pathognomonic
symptomatology of renal pathology appears.

For the purpose of preventive diagnosis of ischemic
acute tubular necrosis it is appropriate to detect the number
of granular cylinders, tubular enzymes (X-glutathione-S-
transferase, leucinaminopeptidase, alkaline phosphotase,
N-acetyl-B-D-glucosaminidase  (NAG), y-glutamyl
transpeptidase), cells of tubular epithelium in the urine.
Currently, for the early detection of acute kidney damage
the most promising are biological markers associated with
renal parenchyma damage, cell proliferation, apoptosis,
differentiation, immune disorders, formation of chemokines
and cytokines, but not with a decrease in glomerular filtra-
tion rate. The study of biomarker excretion processes is
used fo investigate preventive diagnosis and other clinical
problems of acute renal failure, which cannot be solved
using conventional functional tests. The latter include: early
differentiation of prerenal, renal, postrenal acute renal fail-
ure; study of its causes (renal toxins, sepsis, ischemia, acute
inflammation of renal parenchyma in nephropathy and
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urinary tract infections, ischemia-reperfusion syndrome);
completion of terminal uremia as a prognosis of possible
fatal outcome; reaction to the ongoing therapy. Of great
importance are markers associated with the early stage of
acute kidney injury.

Among the markers of acute kidney injury, the defection
of which is increasingly used, we should mention lipocalin
associated with neutrophil gelatinase (NGAL), a protein
with a molecular weight of 25 kDa, initially detected in
neutrophils and subsequently — in a small volume — in the
tubular epithelium. Due to ischemia and toxic effects on the
kidneys, its excretion in tubule cells increases significantly,
its excretion in the urine also increases, indicating in one to
two days an increase in serum creatinine blood levels.
Increased amount of NGAL in serum and urine is detected
2-6 hours after cardiac surgical treatment and reflects the
initial stage of postoperative acute kidney injury.

The sensitivity and specificity of this study are over 90%.
As a predictor of renal transplant ischemia-reperfusion syn-
drome, an increased number of NGAL indicates delayed
functional capacity and the need of the recipient for urgent
hemodialysis.

The first clinical studies on this issue were performed in
pediatric practice in patients after cardiac surgical inter-
ventions. The role of this marker as a sensitive predictor of
the development of acute kidney damage after surgical
infervention with the use of a heart-lung machine as well as
after coronarography was proved. In clinical practice, in
the diagnosis of acute kidney injury, a number of limitations
of NGAL use should be considered. There is evidence that
serum NGAL levels can increase in chronic kidney disease,
arterial hypertension, infections, anemia, hypoxia, and
malignant neoplasms. In addition, there is experimental
and clinical data showing the dependence of NGAL
excretion with urine on the level of proteinuria. The latter
fact is particularly important in the diagnosis of acute kid-
ney damage in patients with nephrotic syndrome, who are
known to be initially predisposed to prerenal acute kidney
damage. Examination of 79 patients with primary

glomerular pathology revealed that proteinuria above 3.5
g/day significantly increased urinary NGAL excretion.
Table 2 presents data on the diagnostic significance of
serum and urinary NGAL determination in the diagnosis of
acute kidney injury.

Dynamic monitoring of urinary NGAL level is informative:
when building a prognosis of the severity of acute kidney
damage due to post-diarrheal hemolytic-uremic syndrome
in childhood; in patients of intensive care units; in X-ray-con-
trastinduced nephropathies. An increase in blood serum
o 1-microglobulin, which also belongs to the lipocalin
group, is specific in the early diagnosis of acute tubular
necrosis (specificity — 81%, sensitivity — 88%) and in the
diagnosis of the need for acute hemodialysis (Table 3).

Cystatin C is a cysteine protease inhibitor formed in a
significant number of cells containing the nucleus and is fil-
tered by the glomeruli. Because serum cystatin C concen-
tration is unrelated to age, muscle mass volume, and gen-
der identity, it is a significantly better determinant of the
functional state of renal filtration capacity compared with
creatinine. The increase of serum cystatin C outstrips the
increase of creatinine level in blood for 24-48 hours, it is
considered as I-Il stages of acute kidney damage in
patients after surgical treatment and patients of intensive
care units. This method, unlike the determination of N-
acetyl-B-D-glucosaminidase (NAG) and  1-microglobulin
in urine, belongs to the most specific and highly sensitive
diagnostic methods. It should be noted that in acute kidney
injury, an increase in serum concentration of cystatin C
occurs 10 h after the detection of increased NGAL excretion.

Cystatin C is a 13 kDa polypetide chain consisting of
120 amino acids. It belongs to the inhibitors of lysosomal
proteinases and is produced by all nuclear cells of the
body, protecting it from uncontrolled activation of proteol-
ysis of its own proteins. Cystatin C enters the bloodstream
uniformly from the cells, and its serum concentration is
maintained at a constant level [14, 25]. The small molecu-
lar weight and low affinity to other serum proteins deter-
mine the ability of this molecule to filter freely in the renal

Ta6nmua 2 / Table No. 2

Pone NGAL B gnarHocT1ke ocTporo noepexpeHuns nouek ™
Role of NGAL in the diagnosis of acute kidney damage™®

. . Buomartepman AUC, mkr/ mn x MuH o o o o

Bapwant OMM / Acute kidney damage variant BiomafF;rial / AUC, ”é mlxmin | PPVe% | NPV, % | Se, % Sp, %

Mocne kapanoxupypriyecknx emewarenscts / After Kpoeb / Blood 0,76 52,3 20,6 67,9 83,0

cardiac surgery interventions Moua / Urine 0,77 48,4 67,7 75,7 76,0

*x . Kposs / Blood 0,79 64,7 81,5 78,5 77,5

Y naunentos OPUT** / In ICU patients Moua 7 Urine 0.76 87.7 82.0 706 76.0
MoctkontpactHoe ONM / Postcontrast acute kidney Kpoeb / Blood 0,73 20,0 97,0 - =
damage Movua / Urine - - - - -
Yy NAUMEHTOB NPUEMHOTO OTAeneH s / In emergency Kposs / Blood 0,82 70,0 99.0 B _

room patients

Mpumeyanme (specs u panee): *p <0,05; ** OPUT - orpenenne peannmaumm u uxteHcusHoit tepanmn; AUC (area under curve) —cpearee
3HQYeHMe MNOWAAW NOA XaPAKTEPUCTMUYECKON KpuBoM auarHocTuueckoro Tecta (ROC-kpueoit —receiver operating characteristics); PPV (positive
predictive value) — cpepHee 3HauYeHME NPOrHOCTMYECKONM LEHHOCTU MONOXWTENLHOrO Pe3ynbTaTa (OTHOLWEHME MCTMHHO MONOXWTENbHBIX
pesynbTaToB K MOMOXMTENbHbIM PE3ynbTaTam, ONpeAeneHHbIM C NpumeHeHnem amarHoctuuyeckoro Tecta); NPV (negative predictive value) -
cpeaHee 3HQYEHWEe NPOTHOCTMYECKOM LEHHOCTM OTPULATENLHOTO Pe3ynbTaTa (OTHOWEHME MCTUHHO OTPMLATENbHBIX PE3yNbTATOB K OTPULIATENbHBIM
pesynbTaTtam, onpeaeneHHbM C NPUMEHEHMEM auarHocTuueckoro Tecta); Se (sensitivity) — yyecTeuTENnbHOCTS AMArHOCTMYECKOO TecTa (aons AuL ¢
3060neBaHNEM, MMEIOLLMX MONOXMTENbHBIMA pe3ynbTaT AMarHocTuyeckoro Tecta); Sp (specificity) — cneundunurocts anarHoctyeckoro tecta (pons
mmy 6e3 30601€BAHMS, WUMEIOWMX OTPULIATENbHBIM PE3yNbTaT AUArHOCTUYECKOrO TecTa); AAHHble NPeACTaBAeHbl HA OCHOBAHMM 0630poB
uceneposaHuit, onybankosanmbix 8 2013 1. [22, 23, 25]

Note (hereafter): *p < 0.05; ** ICU —intensive care unit; AUC (area under curve) —mean value of the area under the diagnostic test characteristic
curve (ROC curve —receiver operating characteristics); PPV (positive predictive value) — mean value of the prognostic value of a positive result (ratio
of true positive results to positive results determined using a diagnostic test); NPV (negative predictive value) — mean value of the prognostic value of
a negative result (ratio of true negative results to negative; Se (sensitivity) is the sensitivity of the diagnostic test (the proportion of people with the
disease who have a positive diagnostic test result); Sp (specificity) is the specificity of the diagnostic test (the proportion of people without the disease

who have a negative diagnostic test result); data are based on reviews of studies published in 2013 [22, 23, 25]
Meanumna katactpodp N242021



Ta6nmua 3 / Table No. 3

MH$OopMaTMBHOCT HEKOTOPBIX BOMAPKEPOB NPU OCTPOM MOBPEXAECHUN NOYEK
Informativity ot some biomarkers in acute kidney damage

Bapuantsl u ctagum OMM / Variants and stages of acute kidney damage
Bromapkepsl NoCneonepauuoHHoe PKC-Hedpponatus naunentel OPUT, 8 T.u. ¢ | CUP nocne TpaHcnnaxTaumm noyku
Biomarkers OMMMN / postoperative X-ray contrast cencucom / ICU patients, | Ischemia reperfusion syndrome after
acute kidney damage nephropathy including those with sepsis kidney transplantation

NGAL, nnasma, moya ++ ++ ++ ++
NGAL, plasma, urine | | | |
Uncratnn C, nnasma, moua + + ++ +
Cystatin C, plasma, urine = =] = =]
MI1-18, moua ++ He nnpopmartusro ++ ++
Interleukin-18, urine =] Not informative =] =]
KIM-1, moua ++ He undpopmartmeHo He nsyyeHo He usyyeHo
KIM-1, urine 11 Not informative Not explored Not explored

Mpumeuanme. PKC - pentreHokonTtpactHas Hedponatus; CUP — curapom nwemnn — penepdyamm; MJI1-18 — untepneitkmn-18; IKM-1 (KIM - kidney

injury molecule-1 — monekynsl noyedroro nospexaenms-|)
Note. KIM-1 (KIM - kidney injury molecule-1)

tubules, enter the tubules, where it is reabsorbed by mega-
lin-cubulin-mediated endocytosis and then completely
metabolized in the proximal tubule epithelial cells. As a
consequence, cystatin C is excreted in minimal amounts in
the urine in normal conditions.

The average parameters of diagnostic significance of
cystatin C in patients with acute kidney injury are present-
ed in Table 4.

L-FABP (liver fatty acid binding protein) is a cytoplasmic
protein with a molecular weight of 15 kDa that is
expressed in tissues with increased fatty acid metabolism. It
belongs to the family of fatty acid transporter proteins that
are involved in the transport of long-chain fatty acids
between the intra- and extracellular space and regulate
oxidative stress by binding lipophilic products, limiting their
damaging effects on cell membranes.

In humans, this molecule is mainly synthesized in the liv-
er; in small amounts, it is found in the kidneys and small
intestine. Under normal conditions, L-FABP is not present in
the urine. Since, filtered in the glomeruli, it is then com-
pletely reabsorbed in the proximal tubules, which allows
the diagnosis of acute kidney damage. This was first
demonstrated in an animal model of ischemic tubular
necrosis. This marker proved to be a sensitive predictor of
acute kidney damage in children after cardiac surgical
interventions with the use of a heart-lung machine. In
patients with acute kidney damage against the back-
ground of septic shock, L-FABP levels are elevated and
determine the relative risk of mortality. The study of urinary
concentrations of this marker suggested it as an acceptable
biomarker of acute kidney damage in patients admitted to
intensive care units (AUC, 0.95; PPV, 100%; NPV, 85%) -
[21, 25].

KIM-1, the renal injury molecule or cell receptor-1 of
hepatitis A virus, is also a biomarker of early renal dam-
age. Itis a membrane protein that is not detected in normal
renal tissue and urine, but is detected in damaged proximal
tubule epithelium due to ischemia or nephrotoxic effects.
High sensitivity of KIM-1 determination in urine enables to
differentiate acute kidney damage of ischemic and toxic
origin from prerenal hyperazotemia, chronic kidney dis-
ease, urinary tract infection, X-ray-contrast-induced
nephropathy. In acute kidney injury, a high concentration
of KIM-1 in the urine is prognostically unfavorable.

Interleukin-18 is a proinflammatory cytokine that is local-
ized in renal macrophages, podocytes, and dendritic cells.
An increase in interleukin-18 provokes the formation of
free oxygen radicals, which alters the epithelium of the

convoluted tubules. Increased urinary excretion of inter-
leukin-18 in ischemic acute tubular necrosis and ischemia-
reperfusion syndrome is correlated with enzymuria (X-glu-
tathione-S-transferase, NAG) and preempts changes in
serum creatinine concentration. Given its high (over 90%)
specificity and by dynamically monitoring IL-18 levels, we
can distinguish between: ischemic acute kidney injury,
including renal transplant ischemia-reperfusion syndrome;
chronic kidney disease; urinary tract infection; prenatal
acute renal failure. In patients who are in the intensive
care unit with adult respiratory distress syndrome (ARDS),
increased urinary excretion of interleukin-18 becomes a
marker of acute renal failure, outpacing hyperazotemia
by two days.

Tabnuua 4 / Table No. 4
Ponb uncratmha C B guarHoctuke
OCTPOro NoBpexXaAeHMs novek
Role of cystatin C in the diagnosis
of acute kidney damage™*

Bapuant OMM AUC, mkr/ mn x
Acute kidney ET;.)MGTep‘fmn mun / AUC, PEV’ va’
damage variant iomaterial ml x min 7 &
g Mg

Mocne Kposeb/Blood 0,73 63 84
KAPAMOXMPYPrUdec-
KMX BMELWATENbCTB Movua/ Urine 0,65 52 82
After cardiac surgery
Y naupentos OPUT Kposb/Blood 0,80 42 85
In ICU patients Moua / Urine 0,68 75 95
MocTkoHTpacTHoe
OMM / Postcontrast | Kpoeb/Blood 0,93 56,7 | 98,0
acute kidney damage
Y naupmentos npuem- | Kpoeb/Blood 0,87 48,0| 94,0
HOTO OTAENeHUs
In emergency room Movua / Urine 0,59 32,0| 84,0
patients

Mpumeuanme (3pecs u panee): * p <0,05; AUC (area under curve)

CpeaHee 3HOYEHME MMOWAAM MOA XAPAKTEPMUCTUYECKOW KpWBOY
puarHoctyeckoro  Tecta  (ROC-kpusoit  — receiver  operating
characteristics); PPV (positive predictive value) - cpeanee 3Hauenme
NPOrHOCTUYECKOMN LIEHHOCTH MONOXMTENLHOTO Pe3ynbTaTa (OTHOWEHME
MCTUHHO MONOXWTENbHBIX PE3YbTATOB K MOMOXMTENbHBIM PE3yNbTaTAM,
onpeaeneHHbIM C MpUMeHeHWem auarHoctuyeckoro Tecta); NPV
(negative predictive value) - cpeaHee 3Hauenne nporHocTMueckor
LEHHOCTM OTPMLATENLHOMO Pe3ynsTata (OTHOLWEHUe MCTUHHO OTpHLQ:
TeMbHbIX PE3yNbTATOB K OTPMULATENbHBIM PE3YNbTATAM, ONPERENEHHBIM ¢
NPUMEHEHNEM AMArHOCTUYECKOTO TecTa) — AQHHBIE MPEeACTABNEHb HC
OCHOBAHMM 0630pOB MccnepoBaHuit, onybnnkosanHsix B 2013 r. [25]

Note (hereafter): * p < 0.05; AUC (area under curve) —average value
of area under the diagnostic test characteristic curve (ROC curve
receiver operating characteristics); PPV (positive predictive value)
average value of prognostic value of a positive result (ratio of true
positive results to positive results determined using a diagnostic test),
NPV (negative predictive value) —average value of prognostic value o
a negative result (ratio of true negative results to negative result:
determined using a diagnostic test) [25]
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Other marker proteins are used in experimental work on
acute renal failure and have not yet been tested clinically.
These include, for example, uromodulin or Tamm-Horsfall
protein found in the epithelium of the distal renal tubules. In
the early stages of acute renal failure, the concentration of
uromodulin is significantly reduced.

The detection of several markers in the urine at the same
time is very promising. In particular, detection of NGAL,
KIM-1, matrix metalloproteinase makes it possible with
high sensitivity to early diagnose acute renal failure as a
consequence of cardiac surgery in pediatric patients.

In a multicenter study, simultaneous assessment of uri-
nary excretions of NGAL and KIM-1 has been shown to
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529 patients admitted to the intensive care unit compared
the role of 6 urinary biomarkers-Gamma glutamyl
transpeptidase, alkaline phosphatase, NGAL, cystatin C,
KIM-1, and IL-18. The biomarkers NGAL, cystatin C, and
IL-18 were predictors of the need for dialysis therapy,
whereas all markers except KIM-1 were predictors of mor-
tality risk [16, 25]. Currently, there is no answer to the
question which combination of biomarkers is optimal.
According to some authors, that should be a combination
of markers with high sensitivity on the one hand, and with
specificity on the other.
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