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Abstract: Background and aims: Acute kidney injury (AKI) is a great burden not only during hospitalization but also 
after hospital discharge. The objective of this meta-analysis was to evaluate the hospital readmission rates and the 
mortality after survival of AKI. Methods: Pubmed, Web of Science, Cochrane Library, OVID and EMBASE databases 
through November 2015 were searched to identify studies reporting hospital readmission rates after AKI. The pri-
mary outcome were hospital readmission rates during 30-day, 60-day, 90-day and 1-year after discharge. And the 
mortality rates within 30-day and 1-year were also identified. Results: Eleven studies were eligible for inclusion. The 
pooled 30-day hospital readmission rates were 21.0% (95% confidence interval [CI], 16.3%-26.8%) in AKI group and 
10.9% (95% CI, 9.7%-12.1%) in Non-AKI group, while the pooled 1-year rates were 48.0% (95% CI, 34.9%-61.3%) 
and 27.9% (95% CI, 16.3%-43.5%), respectively. The pooled unadjusted odds ratio (OR) for 30-day and 1-year hos-
pital readmission in patients with AKI was 0.536 (95% CI, 0.443 to 0.649) and 0.453 (95% CI, 0.310 to 0.663), 
respectively, compared to patients without AKI (P = 0.000). The pooled 30-day post-discharge mortality was 10.7% 
in AKI group and 2.3% in Non-AKI group (P = 0.001), respectively, while the pooled 1-year mortality was 33.2% in AKI 
group and 13.8% in Non-AKI group (P = 0.000). Conclusions: There is a higher risk of short and long-term hospital 
readmission and death in patients who have survived the initial onset of AKI compared to Non-AKI patients. These 
patients deserve more attention after hospital discharge.
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Introduction

Acute kidney injury (AKI) is a great burden in 
critically ill patients around the world. App- 
roximately 30% to 60% of critically ill patients 
have AKI [1, 2], while the incidence is about 
21.6% in hospitalized adults [3]. In intensive 
care units (ICU), the mortality of AKI patients 
can increase to as high as 60% to 70% [4, 5]. 
The mortality of hospitalized patients with AKI 
is approximately 20% to 40%, and among them, 
the patients with greater AKI severity tend to 
have higher mortality [6, 7]. The increased mor-
tality of AKI was observed not only during hospi-
talization but also after hospital discharge. It is 
proved that survivors of episodes of AKI are at 
risk for the development or worsening of CKD 
[8]. In addition to this, there is growing evidence 

of an increased risk of myocardial infarction 
and heart failure in patients surviving AKI, 
especially in AKI patients without renal recov-
ery at hospital discharge [9-11]. 

For patients, hospitalization can be stressful 
and even more so when it results in subsequent 
readmissions to the hospital. Researchers have 
found wide variation in hospital readmission 
rates [12] and a number of studies show that 
hospitals can engage in several activities to 
lower their rate of readmissions [13]. In USA, 
Medicare has started implementing incenti- 
ves to reduce hospital readmissions, such as 
the Hospital Readmission Reduction Program 
(HRRP). Hospital readmissions contribute sig-
nificantly to the cost of inpatient care and are 
targeted as a marker for quality of care [14]. 
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Recently, a study [15] included 62,096 adult 
survivors of critical illness and examined 
30-day hospital readmission rate as the main 
outcome. Patients without AKI had a 30-day 
readmission risk of 12%, whereas patients with 
AKI had an admission risk of 19-21% depend-
ing on severity of AKI. But this was not the first 
study examining the association between AKI 
and readmission rate in survivors of AKI and 
this topic has not been systematically reviewed. 
So we conducted a meta-analysis to estimate 
the pooled hospital readmission rates and 
long-term mortality rates after discharge of AKI 
during various follow-up periods. By doing so, 
we hope to raise awareness of hospital read-
missions after AKI and provide considerable 
healthcare resources after hospital discharge.

Methods

Search strategy and data sources

We performed a computerized search to iden-
tify relevant published original studies (1985  
to november 2015). Pubmed, Web of Science, 
Cochrane Library, OVID and EMBASE databas-
es were searched using medical subject head-
ings (MeSH) or keywords. These search key-
words were “acute kidney failure, acute kidney 
injury, acute kidney dysfunction, acute kidney 
insufficiency, acute tubular necrosis, acute re- 
nal failure, acute renal injury, acute renal dys-
function, acute renal insufficiency” and “re*hos- 
pital*, re*admission*”. This search was not lim-
ited to English language or publication type. 
Table 1 shows the number of studies found. 

Selection criteria

An initial eligibility screening of all retrieved 
titles and abstracts was conducted, and only 
studies reporting AKI were selected for further 
review. The following inclusion criteria were 
used for final selection: (1) studies reporting 
the hospital readmissions after AKI, (2) studies 
providing detailed information about the re-
hospitalization rates and (or) long-term mortal-
ity rates during follow-up periods (30-day, 
60-day, 90-day, and 1-year), (3) studies show-
ing clear definitions of AKI. We restricted our 
search to clinical studies performed in adult 
populations. Studies without clear re-hospital-
ization rates or experimental studies were 
excluded.

Data extraction and quality assessment

Two reviewers (Z.T. and H.J.C.) independently 
examined the studies, and disagreement was 
resolved by discussion. Data extraction includ-
ed country of origin, year of publication, clinical 
settings, primary diseases, sample size, patient 
characteristics (age and sex), and definitions of 
AKI. The primary outcome were hospital read-
mission rates during 30-day, 60-day, 90-day 
and 1-year after discharge. The mortality rates 
within 30-day and 1-year were also identified. 
The study selection, data extraction, and re- 
porting of results were all based on the Pre- 
ferred Reporting Items for Systematic reviews 
and Meta-Analyses checklist [16]. The quality 
of the cohort studies was assessed indepen-
dently by pairs of two authors, using the 

Table 1. Characteristics of studies included in the meta-analysis

Source (Year) Country Clinical 
settings

Primary 
diseases

No. of
patients

Female (%) Age (y) Definition
of AKINon-AKI AKI Non-AKI AKI

Wattad (2015) [19] Israel Cardiology AHF 762 51 47 77 78 ≥0.3 mg/dl increase in Scr 
above baseline

Koulouridis (2015) [20] USA Whole hospital All-cause 22001 54 50 63 70 KDIGO
Horkan (2015) [15] USA ICU All-cause 62096 40 43 57 57 RIFLE
Brown (2014) [25] USA Cardiac surgery Cardiac surgery 2183 NR NR NR NR AKIN
Roy (2013) [27] Ireland HF service AHF 637 18 45 65 64 KDIGO
Thakar (2012) [28] USA Internal Medicine AHF 5635 NR NR NR NR ≥0.3 mg/dl increase in Scr 

above baseline
Shirakabe (2012) [29] Japan ICU AHF 500 15 40 69 72 RIFLE
Metra (2012) [30] Italy Cardiology AHF 594 31 20 68 70 ≥0.3 mg/dl increase in Scr 

above baseline
Eren (2012) [31] Turkey CCU ACS 289 25 46 61 72 AKIN
Belziti (2010) [32] Argentina Coronary unit AHF 200 40 52 71 81 ≥0.3 mg/dl or 25% increase 

in Scr above baseline
Goldberg (2009) [23] Israel Cardiology AMI 1957 20 26 59 67 AKIN
AKI = acute kidney injury, Scr = serum creatinine, AHF = acute heart failure, ACS = acute coronary syndrome, AMI = acute myocardial infarction, RIFLE = the risk, injury, 
failure, loss of kidney function and end stage criteria, AKIN = acute kidney injury network criteria, KDIGO = kidney disease: improving global outcomes classification systems, 
USA = United States of America, ICU = intensive care unit, CCU = coronary care unit, NR = not reported.
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Newcastle-Ottawa scale (NOS) [17], which allo-
cates a maximum of 9 points for quality of the 
selection, comparability, and outcome of study 
populations. Study quality scores were defined 
as poor (0-3), fair (4-6), or good (7-9). 

Data synthesis and statistical analysis

Comprehensive Meta-Analysis (version 2.0; 
Biostat) was used to perform the meta-analy-
sis. Heterogeneity across trials was evaluated 
using the I2 index and the Q-test p-value. A 
p-value of less than 0.05 and an I2 index of 
more than 25% indicated the presence of inter-
study heterogeneity [18]. Random-effects mo- 
del meta-analysis was conducted to generate 
pooled rates of hospital readmission and mor-
tality rates after AKI and to compute pooled 
odds ratios (ORs) in patients with AKI compared 
to those without AKI. All pooled estimates are 
provided with 95% confidence intervals (CI). We 
also conducted subgroup meta-analysis of 
30-day re-hospitalization rates by different pri-
mary diseases, and compared effects at differ-
ent levels of subgroup within studies. Publi- 
cation bias was assessed by constructing a 
funnel plot and Egger’s regression test.

Results

Study selection

The article selection process is outlined in 
Figure 1. The electronic database searches 
identified 472 citations. After removal of dupli-
cates, 282 articles were selected for full-text 
review for their relevance to this study and elev-
en were included in this systematic review. At 
the full-text review stage, 85 articles were not 

Study description and quality assessment

A detailed description of the included studies is 
provided in Table 1. Most of the included stud-
ies were retrospective except of two studies 
[15, 19]. Four studies (n = 4) occurred in the 
United States of America, and the others scat-
tered across the continents around the world. 
The patients were mostly admitted to the 
department of cardiology and acute heart fail-
ure was mostly discussed primary disease. 
Only one study [15] came from general ICU and 
observed all-cause AKI, while another study 
[20] discussing all-cause AKI was from the 
whole hospital. The total number of patients 
included in the primary meta-analysis was 
96,854 with a median (interquartile range) of 
762 (500-5,635) patients per study. The 
detailed information of age and gender was 
also listed in Table 1. The risk, injury, failure, 
loss of kidney function and end stage (RIFLE) 
criteria, acute kidney injury network (AKIN) cri-
teria, and kidney disease: improving global out-
comes classification systems (KDIGO) were 
mostly applied to define AKI, while four studies 
used the definition of more than 0.3 mg/dl or 
25% increase in Scr above baseline, which is 
similar to the former criteria. Overall study qual-
ity was good with a mean NOS score of 8.2 out 
of a possible 9 (range, 6-9) and with 9 studies 
(82%) receiving a NOS greater than or equal to 
7 (Table 2).

Hospital readmission rates after AKI

Six studies reported 30-day and 1-year post-
discharge hospital readmission, while only two 
and three reported 60-day and 90-day re-hos-
pitalization, respectively. The pooled 30-day 

Figure 1. Flow Chart of Literature Search and Study Selection.

about AKI, 146 did not invol- 
ve re-hospitalization and 21 
used informal criteria of AKI. 
Fifteen reviews were also ex- 
cluded. Four studies were ex- 
cluded from the primary meta-
analysis as they did not report 
the number of patients rehos-
pitalizing during the follow-up 
periods, and the correspond-
ing authors were unable to 
provide the requisite data. 
Agreement between investi-
gators at the full-text review 
stage was excellent as indi-
cated by a κ of 0.8.
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hospital readmission rate was 21.0% (95% CI, 
16.3%-26.8%) in AKI group and 10.9% (95% CI, 
9.7%-12.1%) in Non-AKI group, while the pooled 
1-year rate was 48.0% (95% CI, 34.9%-61.3%) 
and 27.9% (95% CI, 16.3%-43.5%), respectively 
(Figure 2). The pooled unadjusted odds ratio 
(OR) for 30-day and 1-year hospital readmis-
sion in patients with AKI was 0.536 (95% CI, 
0.443 to 0.649) and 0.453 (95% CI, 0.310 to 
0.663), respectively, compared to patients 
without AKI (p = 0.000). The pooled 60-day and 
90-day hospital readmission rates of the two 
groups and unadjusted OR for 60-day and 
90-day hospital readmission in AKI group com-
pared to Non-AKI group were also shown in 
Figures 2 and 3.

30-day and 1-year mortality after discharge of 
AKI

There were three and six studies reporting 
30-day and 1-year mortality after discharge of 

and 0.337 (95% CI, 0.202 to 0.560, P = 0.000), 
respectively, compared to patients without AKI 
respectively (Figure 5).

Subgroup analyses

The results of subgroup analyses of 30-day 
hospital readmissions were presented in Figure 
6. There were two studies reporting 30-day 
hospital readmission rate after all-cause AKI, 
and three studies reporting 30-day hospital 
readmission rate after acute heart failure (AHF) 
induced AKI. The pooled 30-day hospital read-
mission rate after all-cause AKI was 17.4% 
(95% CI, 13.0%-22.8%) and 11.6% (95% CI, 
10.4%-13.0%) in Non-AKI group, respectively, 
while the rate after AKI induced by AHF were 
18.1% (95% CI, 12.8%-24.9%) and 8.5% (95% 
CI, 4.3%-15.9%), respectively. The pooled unad-
justed OR for 30-day hospital readmission in 
patients with all-cause and AHF induced AKI 
was 0.624 (95% CI, 0.503 to 0.774, P = 0.000) 

Table 2. Quality of the studies utilizing the Newcastle-Ottawa quality assessment scale (Cohort studies)

Reference
(Year)

Selection Comparability Outcome

Total
score

Represen-
tativeness 
of exposed 

cohort

Selection 
of the non-

exposed 
cohort

Ascer-
tain-

ment of 
exposure

Demonstration
that outcome

was not present 
at start of study

Comparability of 
cohorts on the 
basis of the de-
sign or analysis

Assess-
ment 

of out-
come

Follow 
up long 
enough

Adequacy 
of follow 

up of 
cohorts

Wattad (2015) [19] ☆ ☆ ☆ ☆ ☆☆ ☆ ☆ ☆ 9
Koulouridis (2015) [20] ☆ ☆ ☆ ☆ ☆☆ ☆ – ☆ 8
Horkan (2015) [15] ☆ ☆ ☆ ☆ ☆☆ ☆ – ☆ 8
Brown (2014) [25] ☆ ☆ ☆ ☆ – ☆ – ☆ 6
Roy (2013) [27] ☆ ☆ ☆ ☆ ☆☆ ☆ ☆ ☆ 9
Thakar (2012) [28] ☆ ☆ ☆ ☆ – ☆ – ☆ 6
Shirakabe (2012) [29] ☆ ☆ ☆ ☆ ☆☆ ☆ ☆ ☆ 9
Metra (2012) [30] ☆ ☆ ☆ ☆ ☆☆ ☆ ☆ ☆ 9
Eren (2012) [31] ☆ ☆ ☆ ☆ ☆☆ ☆ – ☆ 8
Belziti (2010) [32] ☆ ☆ ☆ ☆ ☆☆ ☆ ☆ ☆ 9
Goldberg (2009) [23] ☆ ☆ ☆ ☆ ☆☆ ☆ ☆ ☆ 9

Figure 2. The pooled hospital readmission rates after acute kidney injury.

AKI, respectively. The pooled 
30-day post-discharge mor-
tality was 10.7% (95% CI, 
2.4%-36.9%) in AKI group and 
2.3% (95% CI, 1.4%-3.8%) in 
Non-AKI group, while the po- 
oled 1-year mortality were 
33.2% (95% CI, 22.1%-46.6%) 
and 13.8% (95% CI, 6.2%-
18.1%) in AKI group and Non-
AKI group, respectively (Fig- 
ure 4). The pooled unadjusted 
OR for 30-day and 1-year hos-
pital readmission in patients 
with AKI was 0.381 (95% CI, 
0.215 to 0.676, P = 0.001) 
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Figure 3. Odds ratios of hospital readmissions after acute kidney injury. Closed diamonds indicate pooled result for 
all studies. Vertical lines indicate odds ratio for each study. Horizontal lines indicate CI.

Figure 4. The pooled mortality rates after discharge of acute kidney injury.

and 0.423 (95% CI, 0.209 to 0.857, P = 0.000), 
respectively, compared to patients without AKI 
(Figure 6). 

studies and 96,854 patients to assess the bur-
den and significance of AKI and its impact on 
the hospital readmission rates and the mortal-

Publication bias

The funnel plots for Figure 7A 
and 7B showed no evidence 
of publication bias. Egger’s 
test for a regression intercept 
gave a p-value of 0.530 and 
0.431 for 30-day and 1-year 
re-hospitalization rates after 
AKI, respectively, indicating 
no publication bias. 

Discussion

In this study, we conducted  
a meta-analysis including 11 
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ity after hospital discharge. Overall, we con-
cluded that AKI is associated with higher re-
hospitalization rates and post-discharge mor-
tality. To our knowledge, this is the first meta-
analysis to examine the risk of readmission or 
death following hospital discharge of AKI. 

Patients who suffer AKI are at higher risk of 
early hospital readmissions, according to our 

meta-analysis. The 30-day time frame for hos-
pital readmission, which is commonly used in 
outcomes research [15], has been demonstrat-
ed to be the statistically optimal choice for 
identifying readmission rates [21]. We found 
that the 30-day hospital readmission rates 
were 21.0% in AKI group and 10.9% in Non-AKI 
group (OR = 0.536, P = 0.000). In a cohort 
study of all hospitalized patients, AKI was asso-

Figure 5. Odds ratios of death after discharge of acute kidney injury. Closed diamonds indicate pooled result for all 
studies. Vertical lines indicate odds ratio for each study. Horizontal lines indicate CI.

Figure 6. Subgroup analyses of 30-day hospital readmissions after acute kidney injury.
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ciated with a 16.2% readmission rate within 30 
days after discharge compared with 8.7% in 
patients without AKI [22]. Another cohort study 
[15] of ICU patients demonstrated that the 
absolute risk of 30-day readmission was 
12.3%, 19.0%, 21.2%, and 21.1% in patients 
with No AKI, Risk, Injury, Failure stages of RIFLE 
criteria respectively. In addition, we also found 
that patients with AKI are at higher risk of late 
hospital readmissions after discharge. The 
pooled 1-year hospital readmission rate was 

48.0% in AKI group and 27.9% in Non-AKI gro- 
up (OR = 0.453, P = 0.000), respectively. All 
these data indicate that patients survived from 
AKI will have higher risk of re-hospitalization 
compared to patients without AKI.

Hospital readmission rates after acute kidney 
injury might vary depending on the degree of 
recovery of renal function. There was only one 
study [23] reporting the AKI subgroups in accor-
dance with the transient and persistent AKI 

Figure 7. Funnel plots to evaluate for publication bias for 30-day (A) and 1-year (B) re-hospitalization rates after 
acute kidney injury.
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classification during hospitalization. In each of 
the AKI subgroups, the patients experienced 
transient AKI had better outcomes than the 
patients with persistent AKI in terms of the 
long-term mortality and readmission after 
5-year discharge. However, the adjusted hazard 
ratios of mortality and readmission rate due to 
heart failure and recurrent myocardial infarc-
tion in patients with transient mild AKI was 
similar to that of patients without AKI. There- 
fore, early detection of AKI and timely recover-
ing of the patient’s kidney function in the mild 
AKI might reduce long-term mortality and read-
mission rate.

Hospital readmission rates might vary depend-
ing on the primary diseases. But our subgroup 
meta-analysis found that the 30-day hospital 
readmission rate after AHF-induced AKI was 
similar to all-cause AKI (18.1% vs 17.4%). On 
the other hand, approximately 20% to 30% of 
patients admitted for AHF had worsening renal 
function (WRF), which further worsened the 
prognosis [24]. Besides AHF, patients with AKI 
after cardiac surgery were also at increased 
risk of 30-day readmission (16-29% depending 
on the severity of AKI vs 9% in non-AKI patients) 
[25]. Due to the limitation of the studies, we 
could not compare hospital readmission rates 
among more cause-specific AKI.

In addition, AKI is not only associated with high-
er in-hospital mortality, but also with increased 
long-term mortality. In a study in population of 
patients who survived at least 90 days after 
discharge, 17.4% died during follow-up with 
29.8% being the patients with AKI and 16.1% 
being the patients without AKI. The adjusted 
mortality risk associated with AKI was 1.41 
(95% CI 1.39 to 1.43) and increased with the 
increased AKI stage [26]. We found that the 
pooled 30-day post-discharge mortality was 
10.7% in AKI group and 2.3% in Non-AKI group, 
while the pooled 1-year mortality were 33.2% 
and 13.8%, respectively.

Study limitations

The present study may have limitations. 
Although AKI is common in ICU, we only found 
one study discussing re-hospitalization after 
all-cause AKI in general ICU. Another study also 
observed all-cause AKI, but was from the whole 
hospital. Most of the included studies focused 
on cause-specific AKI, but mainly induced by 
cardiac diseases, such as acute heart failure or 

acute coronary syndrome. Although septic AKI 
accounts for nearly 50% of all cases of acute 
kidney injury in ICU and contrast medium-
induced AKI has become the third most com-
mon cause for hospital-acquired AKI, there 
were limited studies evaluating the hospital 
readmission rates in these situations. The sub-
group study concerning the recovery of renal 
function or the effect on re-hospitalization of 
AKI should be further strengthen. Further study 
on whether the degree of the recovery of the 
renal function at the time of hospital discharge 
has any effect on re-hospitalization of AKI is 
warranted.

In conclusion, results of our systematic review 
suggest that there is high risk of early and long 
term hospital readmission and death after sur-
vival of AKI. These patients deserve more 
attention after hospital discharge. Further 
large-scale, multicenter studies about various 
cause-specific AKI with careful matching and 
enough follow-up periods are needed for more 
convincing analysis.

Acknowledgements

This work was supported by Grants 81430015 
from Key Program of National Natural Scien- 
ce Foundation of China and 81270779 from 
General Program of National Natural Science 
Foundation of China.

Disclosure of conflict of interest

None.

Address correspondence to: Dr. Xiaoqiang Ding, 
Division of Nephrology, Zhongshan Hospital, Fudan 
University, China. No. 180, Fenglin Road, Xuhui 
District, Shanghai 200032, China. Tel: +86-021-
64041990-2138; Fax: +86-021-64041990-2138; 
E-mail: ding.xiaoqiang@zs-hospital.sh.cn 

References

[1] Ostermann M, Chang R; Riyadh ICU Program 
Users Group. Correlation between the AKI clas-
sification and outcome. Critical Care 2008; 12: 
R144.

[2] Bagshaw SM, George C, Dinu I and Bellomo R. 
A multi-centre evaluation of the RIFLE criteria 
for early acute kidney injury in critically ill pa-
tients Reply. Nephrology Dialysis Transplan- 
tation 2008; 23: 1203-1210.

[3] Susantitaphong P, Cruz DN, Cerda J, Abulfaraj 
M, Alqahtani F, Koulouridis I, Jaber BL and for 

mailto:ding.xiaoqiang@zs-hospital.sh.cn


Hospital readmissions after acute kidney injury

13464 Int J Clin Exp Med 2016;9(7):13456-13465

the Acute Kidney Injury Advisory Group of the 
American Society of N. World Incidence of AKI: 
A Meta-Analysis. Clin J Am Soc Nephrol 2013; 
8: 1482-1493.

[4] Uchino S, Kellum JA, Bellomo R, Doig GS, 
Morimatsu H, Morgera S, Schetz M, Tan I, 
Bouman C, Macedo E, Gibney N, Tolwani A and 
Ronco C. Acute renal failure in critically ill pa-
tients: a multinational, multicenter study. JAMA 
2005; 294: 813-818.

[5] Liano F, Junco E, Pascual J, Madero R and 
Verde E. The spectrum of acute renal failure in 
the intensive care unit compared with that 
seen in other settings. The Madrid Acute Renal 
Failure Study Group. Kidney Int Suppl 1998; 
66: S16-24.

[6] Hou SH, Bushinsky DA, Wish JB, Cohen JJ and 
Harrington JT. Hospital-acquired renal insuffi-
ciency: a prospective study. Am J Med 1983; 
74: 243-248.

[7] Nash K, Hafeez A and Hou S. Hospital-acquired 
renal insufficiency. Am J Kidney Dis 2002; 39: 
930-936.

[8] Goldstein SL, Jaber BL, Faubel S, Chawla LS; 
Acute Kidney Injury Advisory Group of American 
Society of Nephrology. AKI Transition of Care: A 
Potential Opportunity to Detect and Prevent 
CKD. Clin J Am Soc Nephrol 2013; 8: 476-483.

[9] Hansen MK, Gammelager H, Mikkelsen MM, 
Hjortdal VE, Layton JB, Johnsen SP and 
Christiansen CF. Post-operative acute kidney 
injury and five-year risk of death, myocardial 
infarction, and stroke among elective cardiac 
surgical patients: a cohort study. Crit Care 
2013; 17: R292. 

[10] Gammelager H, Christiansen CF, Johansen 
MB, Tonnesen E, Jespersen B and Sorensen 
HT. Three-Year Risk of Cardiovascular Disease 
among Intensive Care Patients with Acute 
Kidney Injury: A Population-Based Cohort 
Study. Intensive Care Med 2014; 40: S11.

[11] Ryden L, Ahnve S, Bell M, Hammar N, Ivert T, 
Sartipy U and Holzmann MJ. Acute kidney inju-
ry after coronary artery bypass grafting and 
long-term risk of myocardial infarction and 
death. Int J Cardiol 2014; 172: 190-195.

[12] Epstein AM, Jha AK and Orav EJ. The Rela- 
tionship between Hospital Admission Rates 
and Rehospitalizations. N Engl J Med 2011; 
365: 2287-2295.

[13] Ahmad FS, Metlay JP, Barg FK, Henderson RR 
and Werner RM. Identifying Hospital Organi- 
zational Strategies to Reduce Readmissions. 
Am J Med Qual 2013; 28: 278-285.

[14] Rumball-Smith J and Hider P. The validity of re-
admission rate as a marker of the quality of 
hospital care, and a recommendation for its 
definition. N Z Med J 2009; 122: 63-70.

[15] Horkan CM, Purtle SW, Mendu ML, Moromizato 
T, Gibbons FK and Christopher KB. The 

Association of Acute Kidney Injury in the 
Critically III and Postdischarge Outcomes: A 
Cohort Study. Crit Care Med 2015; 43: 354-
364.

[16] Moher D, Liberati A, Tetzlaff J, Altman DG and 
Group P. Preferred reporting items for system-
atic reviews and meta-analyses: the PRISMA 
statement. J Clin Epidemiol 2009; 62: 1006-
1012.

[17] Wells GA SB, O’Connell D, Peterson J, Welch  
V, Losos M, Tugwell P. The Newcastle-Ottawa 
Scale for assessing the quality of nonrandom-
ized studies in meta-analyses. Available at: 
http://www.ohri.ca/programs/clinical_epide-
miology/oxford.asp. Accessed April 20, 2013. 

[18] Higgins JP and Thompson SG. Quantifying het-
erogeneity in a meta-analysis. Stat Med 2002; 
21: 1539-1558.

[19] Wattad M, Darawsha W, Solomonica A, Hijazi 
M, Kaplan M, Makhoul BF, Abassi ZA, Azzam 
ZS and Aronson D. Interaction Between 
Worsening Renal Function and Persistent 
Congestion in Acute Decompensated Heart 
Failure. Am J Cardiol 2015; 115: 932-937.

[20] Koulouridis I, Price LL, Madias NE and Jaber 
BL. Hospital-Acquired Acute Kidney Injury and 
Hospital Readmission: A Cohort Study. Am J 
Kidney Dis 2015; 65: 275-282.

[21] Halfon P, Eggli Y, van Melle G, Chevalier J, 
Wasserfallen JB and Burnand B. Measuring 
potentially avoidable hospital readmissions. J 
Clin Epidemiol 2002; 55: 573-587.

[22] Zeng X, McMahon GM, Brunelli SM, Bates DW 
and Waikar SS. Incidence, Outcomes, and 
Comparisons across Definitions of AKI in 
Hospitalized Individuals. Clin J Am Soc Nephrol 
2014; 9: 12-20.

[23] Goldberg A, Kogan E, Hammerman H, 
Markiewicz W and Aronson D. The impact of 
transient and persistent acute kidney injury on 
long-term outcomes after acute myocardial in-
farction. Kidney Int 2009; 76: 900-906.

[24] Damman K, Navis G, Voors AA, Asselbergs FW, 
Smilde TD, Cleland JG, van Veldhuisen DJ and 
Hillege HL. Worsening renal function and prog-
nosis in heart failure: systematic review and 
meta-analysis. J Card Fail 2007; 13: 599-608.

[25] Brown JR, Parikh CR, Ross CS, Kramer RS, 
Magnus PC, Chaisson K, Boss RA Jr, Helm RE, 
Horton SR, Hofmaster P, Desaulniers H, Blajda 
P, Westbrook BM, Duquette D, LeBlond K, 
Quinn RD, Jones C, DiScipio AW, Malenka  
DJ; Northern New England Cardiovascular 
Disease Study Group. Impact of Perioperative 
Acute Kidney Injury as a Severity Index for 
Thirty-Day Readmission After Cardiac Surgery. 
Ann Thorac Surg 2014; 97: 111-117.

[26] Lafrance JP and Miller DR. Acute kidney injury 
associates with increased long-term mortality. 
J Am Soc Nephrol 2010; 21: 345-352.



Hospital readmissions after acute kidney injury

13465 Int J Clin Exp Med 2016;9(7):13456-13465

[27] Roy AK, Mc Gorrian C, Treacy C, Kavanaugh E, 
Brennan A, Mahon NG and Murray PT. A 
Comparison of Traditional and Novel Definitions 
(RIFLE, AKIN, and KDIGO) of Acute Kidney 
Injury for the Prediction of Outcomes in Acute 
Decompensated Heart Failure. Cardiorenal 
Med 2013; 3: 26-37.

[28] Thakar CV, Parikh PJ and Liu Y. Acute Kidney 
Injury (AKI) and Risk of Readmissions in 
Patients With Heart Failure. Am J Cardiol 2012; 
109: 1482-1486.

[29] Shirakabe A, Hata N, Kobayashi N, Shinada T, 
Tomita K, Tsurumi M, Matsushita M, Okazaki H, 
Yamamoto Y, Yokoyama S, Asai K and Mizuno 
K. Long-Term Prognostic Impact After Acute 
Kidney Injury in Patients With Acute Heart 
Failure Evaluation of the RIFLE Criteria. Int 
Heart J 2012; 53: 313-319.

[30] Metra M, Davison B, Bettari L, Sun H, Edwards 
C, Lazzarini V, Piovanelli B, Carubelli V, Bugatti 
S, Lombardi C, Cotter G and Cas LD. Is 
Worsening Renal Function an Ominous 
Prognostic Sign in Patients With Acute Heart 
Failure? The Role of Congestion and Its 
Interaction With Renal Function. Circ-Heart Fail 
2012; 5: 54-62.

[31] Eren Z, Ozveren O, Buvukoner E, Kaspar E, 
Degertekin M and Kantarci G. A Single-Cen- 
tre Study of Acute Cardiorenal Syndrome: 
Incidence, Risk Factors and Consequences. 
Cardiorenal Med 2012; 2: 168-176.

[32] Belziti CA, Bagnati R, Ledesma P, Vulcano N 
and Fernandez S. Worsening Renal Function in 
Patients Admitted With Acute Decompensated 
Heart Failure: Incidence, Risk Factors and 
Prognostic Implications. Rev Esp Cardiol 2010; 
63: 294-302.


