<&
KRL G &KL

Chang Gung Memorial Hospital

Prognostic Nutritional Index as a Predictive Marker for Acute Kidney Injury in
the Adult Critical lliness Population: A Systematic Review and Meta-Analysis
AKI & CRRT Conference

Jia-Jin Chen, MD?; Tao-Han Lee, MD ?; Chih-Hsiang Chang, MD PhD?'; Cheng-Chia Lee, MD?*; Ming-Jen Chan , MD?; Yen-Ta Huang, MD, PhD3
INephrology Department, Chang Gung Memorial Hospital, Linkou, Taiwan, 2Chansn Hospital, Taoyuan City, Taiwan,
3Department of Surgery, National Cheng Kung University Hospital, National Cheng Kung University, Tainan, Taiwan

. ntoducon W Resuts |

«  Acute kidney injury (AKI) is a frequent complication in the critically ill, with varying * The analysis encompassed 16 studies with 17 separate cohorts, totaling 21,239 patients
incidences across patient groups * The pooled sensitivity and specificity of PNI for AKI prediction were 0.67 (95% CI 0.58—

+ Multiple factors contribute to AKI susceptibility, such as sepsis, pre-existing diabetes or 0.74) and 0.74 (95% Cl 0.67-0.80), respectively. The pooled positive likelihood ratio was
cardiovascular disease, chronic kidney disease, advanced age, anemia, and 2.49 (95% C1 1.99-3.11), and the negative likelihood ratio was 0.46 (95% Cl 0.37-0.56).
hypoalbuminemia * The pooled diagnostic odds ratio (DOR) was 5.54 (95% Cl 3.80-8.07), with an SROC

*  The Prognostic Nutritional Index (PNI), initially developed by Buzby and later modified by indicating a pooled diagnostic accuracy of 0.76. (Figurf-: 1 &?) ) )
Onodera and Kosaki, is a readily accessible marker evaluating nutritional and *  Subgroup analysis showed that PNI's sensitivity was higher in medical versus surgical
inflammatory status populations (0.72 vs. 0.55; p < 0.05) and in studies excluding CKD patients compared to

« Calculated by 10 x serum albumin (g/dL) + 0.005 x total lymphocyte count (/mm3) those including them (0.75 vs. 0.56; p < 0.01). Overall, diagnostic performance was

* Linked to post-operative or peri-treatment morbidity and mortality across various patient superior in the non-CKD group (Table).
groups, including those with various malignancy, heart failure and diabetes mellitus

* PNl as a prognostic factor for outcomes or AKI risk factor in critically ill populations, A gy Sensitivity 95% I ® gy Specificity 95% 1
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analysis or meta-regression analysis to explore the sources of heterogeneity. Between-
study variance (tau-squared) was evaluated through maximum likelihood estimation and
the result of heterogeneity examination was presented as the I2index and p value of Chi-

Figure 1. Forest plot of prognostic nutritional index diagnostic accuracy for acute kidney injury
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PNI serves as an effective tool for identifying patients at low risk for AKI development (Figure
3), particularly in non-CKD populations.

Figure 2. Pooled Diagnostic odds ratio (right) and SROC curves (left) of prognostic nutritional index for prediction of AKI
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* P value for subgroup difference < 0.05; ** P value for subgroup difference < 0.01
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