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ABSTRACT: 
Background: The present study was undertaken for assessing renal profile in liver cirrhosis patients. Materials & methods: 
A total of 100 patients with cirrhosis of liver were enrolled. Complete demographic details were obtained. Patients were 
graded according to Child Pugh Grade with Grade A indicating minimal severity while grade C indicating maximum 
severity. Renal profile was assessed. Results: Mean blood urea levels and serum creatinine levels were found to be 40.1 

mg/dL and 1.9 mg/dL respectively. While assessing statistically, a significant positive correlation was observed between 
deranged renal profile and severity of liver cirrhosis. Conclusion: From the above results, the authors concluded that there is 
significant alteration in the Renal profile with increasing severity of cirrhosis of liver.  
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INTRODUCTION 

Hepatorenal Syndrome [HRS] is defined as the 

development of renal failure in patients with 

advanced liver failure (acute or chronic) in the 

absence of any identifiable causes of renal pathology. 
Renal dysfunction is a frequent complication in 

cirrhotic patients, occurring in one of every five 

inpatients with cirrhosis. Renal dysfunction in this 

population may present acutely, or may be a result of 

underlying chronic kidney disease (CKD). In any 

situation, it is associated with increased morbidity 

and mortality. There are different proposed 

classifications of renal dysfunction in cirrhotic 

patients. In general, renal dysfunction in the cirrhotic 

patients can be divided by acuity of presentation 

(acute kidney disease, acute on CKD, and CKD) and 
by the cause of renal dysfunction [prerenal azotemia 

(PRA), intrinsic renal disease, hepatorenal syndrome 

(HRS) type 1 and 2 and postrenal disease].1- 

3Hepatorenal syndrome (HRS) is a common 

complication of advanced cirrhosis, characterised by 

renal failure and major disturbances in circulatory 

function. Renal failure is caused by intense 

vasoconstriction of the renal circulation. The 

syndrome is probably the final consequence of 

extreme underfilling of the arterial circulation 

secondary to arterial vasodilatation in the splanchnic 

vascular bed. As well as the renal circulation, most 

extrasplanchnic vascular beds are vasoconstricted. 

The diagnosis of HRS is currently based on the 
exclusion of other causes of renal failure. The 

prognosis is very poor, particularly when there is 

rapidly progressive renal failure (type 1).4- 6Hence; 

the present study was undertaken for assessing renal 

profile in liver cirrhosis patients. 

 

MATERIALS & METHODS 

The present study was undertaken for assessing renal 

profile in liver cirrhosis patients. A total of 100 

patients with cirrhosis of liver were enrolled. Patients 

were graded according to Child Pugh Grade with 
Grade A indicating minimal severity while grade C 

indicating maximum severity. Renal profile was 

assessed. Physical examination was concentrated to 

detect stigmata of chronic liver disease like clubbing 

in fingers and toes, central and peripheral cyanosis, 

presence of spider angioma, telangiectasia, jaundice, 

collateral veins in abdomen, ascites, level of 

consciousness, splenomegaly, dyspnoea, peripheral 

edema, palmar erythema and pleural effusion for 
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underlying etiology. Pearson’s correlation was used 

for assessment.  

 

RESULTS 

A total of 100 patients with cirrhosis of liver were 
analyzed. Mean age of the patients was 45.1 years. 60 

percent of the patients were males while the 

remaining were females. The most common etiologic 

factor was Alcohol. According to Child Pugh 

Grading, 26 patients were of grade A, 61 patients 

were of Grade B and 13 patients were of Grade C. 

Mean blood urea levels and serum creatinine levels 

were found to be 40.1 mg/dL and 1.9 mg/dL 
respectively. While assessing statistically, a 

significant positive correlation was observed between 

deranged renal profile and severity of liver cirrhosis.  

 

Table 1: Renal profile 

Renal profile Mean SD 

Blood Urea (mg/dL) 40.1 13.1 

Serum Creatinine (mg/dL) 1.9 0.5 

 

Table 2: Correlation of patients with Blood urea and severity of liver cirrhosis 

Variable Value Df P- value 

Pearson Chi-Square 13.78 2 0.000 (Significant) 

Likelihood Ratio 16.18 2 0.000 (Significant) 

 

Table 3: Correlation of patients with serum creatinine and severity of liver cirrhosis 

Variable Value df P- value 

Pearson Chi-Square 15.38 2 0.001 (Significant) 

Likelihood Ratio 14.28 2 0.001 (Significant) 

 

DISCUSSION 

Cirrhosis is the final stage attained by various chronic 

liver diseases after years or decades of slow 

progression. There are, however, ways to prevent 
cirrhosis, because the diseases that most commonly 

lead to it progress slowly, and measures are available 

to prevent and treat them. Moreover, most cases of 

hepatocellular carcinoma (HCC) arise in a cirrhotic 

liver, so cirrhosis prevention is, in fact, also HCC 

prevention. The risk of developing HCC depends on 

the underlying disease: It is low, for example, when 

the underlying disease is autoimmune hepatitis (2.9% 

in 10 years), and high when the underlying disease is 

chronic hepatitis B with a viral burden greater than 

107copies/mL (19.8% in 13 years). Aside from 

chronic viral hepatitis, fatty liver disease due to any 
of the very common underlying disorders (obesity, 

diabetes, alcohol abuse) commonly progresses to 

cirrhosis and thus merits both specialized medical 

treatment and close follow-up by the primary-care 

physician.6- 9Hence; the present study was undertaken 

for assessing renal profile in liver cirrhosis patients. 

A total of 100 patients with cirrhosis of liver were 

analyzed. Mean age of the patients was 45.1 years. 60 

percent of the patients were males while the 

remaining were females. The most common etiologic 

factor was Alcohol. According to Child Pugh 
Grading, 26 patients were of grade A, 61 patients 

were of Grade B and 13 patients were of Grade C. In 

a similar study conducted by JK Kim et al, authors 

investigated the prevalence and clinical significance 

of renal dysfunction due to bacterial infections other 

than SBP in patients with liver cirrhosis. Eighty 

patients were recruited for the analysis. The types of 

infections included that of urinary tract (37.5%), 

pneumonia (23.8%), biliary tract (20%), cellulitis 

(12.5%), and bacteremia of unknown origin (6.3%). 

Renal dysfunction developed in 29 patients (36.3%), 

of which 11 patients had irreversible renal 

dysfunction. The initial MELD score, neutrophil 
count, albumin, and blood pressure were significant 

risk factors in the univariate analysis, whereas only 

the MELD score was an independent risk factor for 

the development of renal dysfunction (p<0.001) after 

multivariate analysis. The prevalence of renal 

dysfunction during bacterial infection other than SBP 

in patients with liver cirrhosis was 36.3%, and its 

development was related to the severity of the liver 

disease.10 

Mean blood urea levels and serum creatinine levels 

were found to be 40.1 mg/dL and 1.9 mg/dL 

respectively. While assessing statistically, a 
significant positive correlation was observed between 

deranged renal profile and severity of liver cirrhosis. 

In another study conducted by Ruız-del-Arbol L et al, 

authors investigated left ventricular diastolic 

dysfunction (LVDD) and its relationship with 

circulatory function and prognosis in cirrhosis with 

portal hypertension and normal creatinine. 

Conventional and tissue Doppler (TDI) 

echocardiography, systemic and hepatic 

hemodynamics, and the activity of endogenous 

vasoactive systems (AEVS) were measured 
prospectively in 80 patients. Plasma renin activity 

(PRA; >4 ng/mL/hour) was used as a surrogate of 

effective arterial blood volume. Patients were 

followed up for 12 months. Thirty-seven patients had 

LVDD (19 with grade 1 and 18 with grade 2). Left 

ventricular hypertrophy, left atrial volume, AEVS, 

and natriuretic peptide levels were significantly 

greater in patients with LVDD than without LVDD. 

Patients with grade 2 LVDD, compared to grade 1 
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LVDD and without LVDD, had significantly lower 

mean arterial pressure and higher Model for End-

Stage Liver Disease (MELD) score, E-wave 

transmitral/early diastolic mitral annular velocity 

(E/e’ ratio), cardiopulmonary pressures, PRA, and 
natriuretic peptide levels. Systolic and cardiac 

chronotropicfunction were significantly lower in 

patients with grade 2 LVDD than without LVDD. 

LVDD was more frequent in patients with ascites and 

increased PRA than patients without ascites or with 

ascites but normal PRA. Fourteen patients with 

LVDD developed hepatorenal syndrome (HRS) type 

1 on follow-up. Survival was different according to 

degree of LVDD (without LVDD: 95%; grade 1 

LVDD: 79%; grade 2 LVDD: 39%; P < 0.001). 

LVDD occurred simultaneously with other changes 

in cardiac structure and function and is associated 
with an impairment of effective arterial blood 

volume. LVDD is a sensitive marker of advanced 

cirrhosis, type 1 HRS development, and mortality.11 

 

CONCLUSION 

From the above results, the authors conclude that 

Renal profile is severely altered with increasing 

severity of cirrhosis of liver.  
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