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INTRODUCTION
Acute kidney injury (AKI) is a syndrome characterized 

by a sudden loss of renal concentration and excretion 
function within hours to days, characterized by oliguria.1 
Although renal replacement therapy has made technological 
progress, it still incurs high morbidity and mortality.2,3 AKI is 
common in hospitalized patients, especially in the intensive 
care unit (ICU), and sepsis is considered to be the most 
common cause of AKI in critically ill ICU patients.4,5 
According to an analysis from 409 hospitals in the United 
States where a large number of patients were admitted from 
2004 to 2009, more than 40% of patients with sepsis had 
accompanying AKI, in accordance with the standard 
definition of sepsis-Ш.6 The incidence of AKI increases with 

ABSTRACT
Background • The aim of this study was to evaluate the 
predictive value of urinary neutrophil gelatinase-
associated lipid (uNGAL) for the prediction of sepsis-
associated acute kidney injury (SA-AKI). 
Methods • From September to December 2012, 110 patients 
were prospectively enrolled from the intensive care units 
(ICUs) of 3 general hospitals. After being admitted to the 
ICU, the patients were continuously observed for 72 hours. 
According to the Kidney Disease Improving Global 
Outcomes (KDIGO) criteria for the diagnosis of acute 
kidney injury (AKI), the patients were divided into the AKI 
group (33 patients) and non-AKI group (77 patients). Per 
the sepsis diagnostic criteria, the patients were classified as 
septic (79 patients) and non-septic (31 patients). Serum 
creatinine and uNGAL of the patients were analyzed daily. 
The difference in uNGAL in septic and non-septic patients, 
patients with and without AKI, and septic patients with 
with and without AKI were compared. In addition, the 
difference in serum creatinine and uNGAL in patients with 
and without AKI were recorded and compared, and the 
sensitivity and specificity of uNGAL and sCr for the 
diagnosis of AKI in the ICU patients were evaluated using 
the receiver operating characteristic (ROC) curve. 

 
Results • uNGAL levels were all significantly different in 
septic and non-septic  patients (P = .001, P = .028, P = .010, 
respectively), patients with and without AKI (P = .001,  
P = .042, P = .001, respectively), septic patients with AKI 
and septic patients without AKI (P = .003, P = .012,  
P = .001, respectively) at 24, 48 and 72 hours after being 
admitted to the ICU, while the difference in sCr was not 
significant (P = .169) after 24 hours. The area under the 
ROC curve of uNGAL and sCr in patients admitted to the 
ICU at 24 hours were 0.828 (95% CI, 0.742 to 0.914) and 
0.583 (95% CI, 0.471 to 0.695), respectively. The cutoff 
value of uNGAL was 170 ng/mL in patients admitted to 
the ICU at 24 hours, and the sensitivity and specificity 
were 0.778 and 0.784, respectively. The sensitivity of 
uNGAL was superior sCr. 
Conclusion • uNGAL has relatively high sensitivity and 
specificity in predicting the occurrence of AKI in septic 
patients, which is superior to sCr and has certain clinical 
early diagnostic value. uNGAL could be used as an 
indicator for early diagnosis of AKI in septic patients in 
the ICU. (Altern Ther Health Med. 2022;28(7):120-124).
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This study was approved by the Ethics Committee of 
Baoshan Branch Hospital of Shuguang Hospital, Affiliated 
with Shanghai University of Traditional Chinese Medicine 
(Ethical No. IRB2018-YX-013). All patients signed informed 
consent forms before participating in the study. Urinary 
NGAL measurement is part of standard ICU protocol in 
these 3 hospitals.

Exclusion Criteria
Patients with (1) chronic renal insufficiency,  

(2) malignant tumor, (3) who died within 24 hours of being 
admitted to the ICU were not enrolled in the study.

Inclusion Criteria 
Patients older than age 18 years with sepsis that met the 

diagnostic criteria for sepsis were included in the study.
In accordance with the new definition of “sepsis-3” 

published in 2016 in The Third International Consensus 
Definitions for Sepsis and Septic Shock (Sepsis-3),25 the 
patients were divided into the non-sepsis group and the 
sepsis group. The diagnostic criteria of sepsis are as follows: a 
sequential organ failure assessment (SOFA) score of 
sequential organ failure caused by infection of ≥2 points, 
acute change; that is, sepsis = infection + SOFA ≥2.

According to the Kidney Disease Improving Global 
Outcomes (KDIGO) criteria for AKI diagnosis, the patients 
were divided into the AKI group and the non-AKI group. 
AKI was defined as: (1) sCR increase ≥26.5 µmol/L within 48 
h; (2) sCR increase of more than 1.5 times the baseline value 
within 7 days; (3) urine volume decrease of 0.5ml /kg/) that 
lasted for more than 6 hours.26

Data Collection
Patient baseline information including gender, age, body 

temperature, heart rate, respiratory rate and white blood cell 
count was obtained. Urine and blood samples were collected 
for 4 consecutive days: the day of admission to ICU, and 24, 
48 and 72 hours after admission to the ICU. 

Measurements 
The method for collecting urine samples was as follows: 

in patients with or without an indwelling catheter, a sample 
of approximately  2 mL of mid-stream urine was collected. 
The urine sample was placed in a test tube free of pyrogen 
and endotoxins, and the supernatant was collected after 
centrifugation at 3000 RPM for 1 minute via 800D desktop 
low-speed centrifuge (Jiangsu Zhengyi Instrument Co, Ltd). 
The blood samples were sent to the hospital clinical laboratory 
for Cr measurement.

Urine samples were directly tested for uNGAL with a 
bedside NORMAN-2 scatter turbidimetry analyzer (Nanjing 
Norman Biotechnology Co., Ltd), and the immune-enhanced 
turbidimetric method was used. The reagents R1 and R2 were 
provided by Nanjing Norman Biotechnology Co., Ltd., and 
the sample was kept away from light and stored in a 
refrigerator at 2° to 8℃. 

increased sepsis severity. AKI occurs in 19% of patients with 
sepsis, 23% of patients with severe sepsis and 51% to 64% of 
patients with septic shock, and the mortality in AKI with 
sepsis increased significantly.7 The main reason the incidence 
of AKI remains high is that it is difficult to diagnose and treat 
in the early stages. Therefore, early diagnosis of AKI is 
particularly important.8 

The diagnosis of AKI currently is mainly based on an 
increase in serum creatinine (sCr) in the light of  risk, injury, 
failure, loss and end-stage kidney disease, or according to 
Acute Kidney Injury Network (AKIN) standards.9 In patients 
with sepsis-associated acute kidney injury (SA-AKI), sCr 
cannot reflect the glomerular filtration rate (GFR) accurately, 
because of the patients’ unstable state. In addition, sCr can 
also be affected by renal tubular creatinine excretion and 
other non-renal factors, such as muscle mass, liver function 
and non-renal gastrointestinal excretion.10-12 Moreover, Doi, 
et al.13 found, in animal studies, that sepsis can lower sCR 
production significantly. A large number of patients with 
AKI lose their optimal treatment window because of the lack 
of early sensitive diagnostic indicators,14 failing to correct the 
decrease in renal perfusion and reverse hemodynamic 
damage, finally leading to serious cell damage and acute 
tubular necrosis (ATN).15 Therefore, looking for an effective 
marker that can fully reflect the pathophysiological changes 
of AKI has become the research trend. 

Many clinical studies have proven that neutrophil 
gelatinase-associated lipid (NGAL) has a stronger ability to 
predict AKI than sCR in the early stages, and it can be 
detected in serum and urine within a short period of time 
(such as 2 hours) after the onset of AKI.16-21 However, the 
implementation of the early diagnosis of AKI using NGAL in 
the ICU is still controversial,22 because severe sepsis and 
septic shock are known to increase plasma NGAL levels in 
patients without AKI.23,24 However, it is not clear whether 
sepsis could affect the specificity of urinary NGAL (uNGAL) 
as an early AKI marker. 

In this study, uNGAL and sCR were evaluated to 
compare the difference in uNGAL levels between septic and 
non-septic patients, patients with and without AKI and 
septic patients with and without AKI. The difference in sCR 
and uNGAL between patients with and without AKI after 24 
hours in the ICU were also compared. Our study aimed to 
explore the diagnostic value of uNGAL in the ICU patients 
who developed AKI. 

MATERIALS AND METHODS
General Patient Data

From September to December 2012, 110 consecutive 
patients admitted to the ICU were enrolled in this prospective 
study. Among them, 59 patients were from Baoshan Branch 
Hospital of Shuguang Hospital, Affiliated with Shanghai 
University of Traditional Chinese Medicine, 27 were from 
Shanghai Pudong New Area People’s Hospital and 24 patients 
were from Changzheng Hospital, Second Military Medical 
University. 
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admission, but the difference in uNGAL levels between the  
2 groups increased significantly after 24 hours. There was no 
significant difference in sCr levels between the 2 groups at 
the 24th hour (P = .169), as shown in Table 3. 

Comparison of uNGAL levels in septic patients in the 
ICU with and without AKI found no significant difference in 
uNGAL levels on admission to the ICU (P = .078). However, 

The detection method was as follows: 240 µL reagent R1 
and 20 µL urine samples after centrifugation were obtained by 
pipette and mixed in a colorimetric cup. Then the colorimetric 
cup was pre-heated in the measurement channel of the scattering 
turbidimetric analyzer. Investigators took out the colorimetric 
cup and added 120 µL reagent R2, and then returned the 
colorimetric cup to the analyzer to test the uNGA level.

Statistical Analysis
All the data collected in this study were analyzed with IBM® 

SPSS 22.0 software. The measurement data were expressed as 
mean ± standard deviation (x ± s). The Shapiro-Wilk method 
combined with histogram was used to test whether the data 
were of normal distribution. Independent sample t-test was used 
for the 2 groups of data conforming to normal distribution. 
Otherwise, the Mann-Whitney non-parametric test was used to 
compare the difference between groups, and the chi-square test 
was used for counting data. The software was used to draw the 
ROC curve and calculate and analyze the area under the curve 
(AUC). The difference between the AUC and 0.5 was compared 
with a 95% CI. The sensitivity and specificity of the 2 groups 
were compared by chi-square test. All P values <.05 were 
considered statistically significant.

RESULTS
Demographic Characteristics

Among the 110 patients, there were 67 men and  
43 women, age 33 to 96 years. There were 16 patients with 
cerebral hemorrhage and cerebral infarction, 26 with acute 
exacerbation of chronic obstructive pulmonary disease, 
severe multiple injuries (cerebral contusion and laceration, 
cervical fracture and high paraplegia, lung contusion and 
laceration). There were 39 patients with splenic rupture, 
multiple rib fractures, pelvic fractures and limb fractures;  
12 with severe pneumonia;, 6 with severe electrolyte 
disturbance, 5 with acute severe pancreatitis; 3 with 
suppurative cholangitis; 2 with diabetic ketoacidosis 
complicated by pneumonia and urinary tract infection, and 1 
patient with extensive intestinal adhesions. 

There was no significant difference in gender ratio and 
age range in septic (n = 79) and non-septic (n = 31) patients in 
the ICU (P > .05). Patient demographic characteristics are 
shown in Table 1.

uNGAL Level in Septic and Non-septic Patients in the ICU
In comparing the uNGAL level in patients in the ICU 

with and without sepsis, we found that there was no significant 
difference in uNGAL levels in the 2 groups upon admission 
to the ICU (P = .073). However, the level of uNGAL in the 
septic patients was significantly higher than in the non-septic 
patients 24 to 72 hours after admission to the ICU (P < .05) as 
shown in Table 2.

uNGAL Level in Patients With and Without AKI
There was no significant difference in uNGAL levels in 

patients in the ICU with and without AKI (P = .059) on 

Table 1. Demographics of Non-Septic and Septic Patients in 
the ICU

Data

Non-Septic 
Patients  
(n = 31)

Septic Patients 
(n = 79) P value

Gender
(male /female) 20/11 47/32 .67

Age (years) 72.92 ± 13.98 73.7 ± 15.35 .614
T (°C) 36.9 ± 0.46 37.82 ± 1.03 .001
HR (n/min) 79.39 ± 5.89 108.85 ± 24.21 <.001
RR (n/min) 16.87 ± 2.40 23.7 ± 4.40 <.001
WBC (109/L) 7.28 ± 1.75 13.65 ± 6.39 <.001

Abbreviations: HR, heart rate; ICU, intensive care unit;  
R, respiratory rate; T, temperature; WBC, white blood cell 
count.

Table 2. Comparison of uNGAL in Septic and Non-Septic 
Patients (ng/mL)

Time

Non-Septic 
Patients 
(n = 31)

Septic Patients 
(n = 79) Z P value

0 h 276.06 ± 257.92 552.38 ± 622.93 -1.792 .073
24 h 226.45 ± 237.07 649.19 ± 603.55 -3.24 .001
48 h 230.45 ± 172.93 700.48 ± 703.05 -2.197 .028
72 h 282.97 ± 229.24 750.61 ± 698.72 -2.571 .010

Abbreviations: uNGAL, urinary neutrophil gelatinase-
associated lipid.

Table 3. Comparison of sCr and uNGAL in Patients With 
and Without AKI

Without AKI 
(n = 77)

With AKI 
(n = 33) Z/t P value

sCr @ 24 h 
(μmol/L) 73.74 ± 25.70 80.89 ± 24.69 t = -1.385 .169

uNGAL @  
0 h (ng/mL) 378.76 ± 433.42 749.43 ± 759.70 -1.889 .059

uNGAL @  
24 h (ng/mL) 356.66 ± 389.99 945.01 ± 739.64 -3.316 .001

uNGAL @  
48 h (ng/mL) 447.69 ± 499.21 992.67 ± 869.62 -2.032 .042

uNGAL @ 
72h (ng/mL) 406.54 ± 402.81 1184.48 ± 829.28 -3.213 .001

Abbreviations: AKI, acute kidney injury; sCr, serum creatinine; 
uNGAL, urinary neutrophil gelatinase-associated lipid.
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difference in sensitivity between uNGAL and sCr (χ2 = 8.134; 
P = .004), but there was no significant difference in specificity 
(χ2 = 0.26; P = .61).

DISCUSSION
Sepsis is a heterogeneous syndrome with atypical and 

non-specific clinical signs. In the past, the diagnosis of AKI 
was mainly based on changes in urine volume and sCr. This 
study aimed to evaluate the predictive value of uNGAL in 
patients with sepsis secondary to acute renal injury. After 
observing 110 patients admitted to the ICU for 72 hours, we 
found that the uNGAL levels were significantly different in 
patients with and without AKI after admission to the ICU at 24 
h (P = .001), while the difference in sCR was not significant (P 
= .169). NGAL levels may increase due to bacterial infection 
and systemic inflammation.23 Because NGAL can be detected 
in serum and urine a short time after the occurrence of AKI 
(within 2 hours), it is also called troponin of the kidney.

In this study, uNGAL levels in critically ill patients in the 
ICU were compared in septic and non-septic patients. There 
was no significant difference in uNGAL levels on admission to 
the ICU, primarily because of the severity of their condition at 
that time. Although they did not meet the diagnostic criteria 
for sepsis, there was usually severe infection, shock or organ 
injury present, which can increase the level of plasma NGAL. 
When NGAL enters the kidneys via the blood, although 
plasma NGAL can be filtered freely through the glomeruli, it 
can be reabsorbed by megalin receptors in the proximal tubule 
by phagocytosis in vivo.27 Despite the fact that sepsis or 
inflammation can lead to a high expression of plasma NGAL, 
uNGAL will not increase until AKI is present.27 Therefore, 
there was no obvious abnormality in uNGAL levels in either 
group. This study also compared uNGAL levels from 24 to 72 
hours after ICU admission, and the results showed that 
uNGAL levels in septic patients was significantly higher than 
in non-septic patients. This may be due to the fact that the 
longer a patient with sepsis stays in the ICU, the more the 
incidence of AKI increases with the severity of the sepsis. 

In order to explore the possibility of uNGAL as a marker for 
early diagnosis of AKI in the ICU, uNGAL expression in 
patients with and without AKI were compared. There was no 
significant difference in uNGAL between patients with and 
without AKI upon admission to the ICU. The uNGAL levels in 
patients with AKI significantly increased 24 hours after 
admission to the ICU, but there was no significant difference in 
sCr levels at 24 hours. Furthermore, the results showed that 
there was no significant difference in uNGAL levels between 
patients with sepsis and AKI and patients without AKI upon 
admission to the ICU. The reason may be that both sepsis and 
AKI can lead to an increase in uNGAL levels. The increase in 
uNGAL upon admission to the ICU may be mainly caused by 
sepsis itself, and the effect of renal injury on the increase in 
uNGAL is not significant. However, with the gradual aggravation 
of renal injury, the reabsorption of plasma NGAL in renal 
tubules is decreased, while the level of uNGAL produced by the 
kidney itself is increased. Hence, the level of uNGAL in septic 

there was a significant difference in the levels in the 2 groups 
at 24, 48 and 72 hours after admission to the ICU (P = .003, 
P = .012 and P = .001, respectively), as shown in Table 4.

Comparison of the Diagnostic Value of uNGAL and sCr in 
AKI

In order to study the predictive value of uNGAL as a 
marker for early diagnosis of AKI, the ROC curve was used 
to calculate AUC as shown in the Figure. The AUC of 
uNGAL was 0.828 (95% CI, 0.742-0.914), while 0.5 fell 
outside the 95% CI, and the difference was significant. The 
AUC of sCr was 0.583 (95% CI, 0.471-0.695), and 0.5 fell 
within 95% CI, which means the difference was not 
significant. When the cutoff value of uNGAL was 170 ng/mL, 
the sensitivity and specificity for diagnosing AKI were 0.778 
and 0.784, respectively. When the cutoff value of sCr was 84 
μ mol/L, the sensitivity and specificity of diagnosing AKI was 
0.528 and 0.662, respectively. There was a significant 

Table 4. Comparison of uNGAL Septic Patients Without AKI 
and Septic Patients With AKI (g/mL)

Time 

Septic Patients 
without AKI  

(n = 49)
Septic Patients 

with AKI (n = 30) Z P value
0 h 429.79 ± 516.81 815.31 ± 806.25 -1.764 .078
24 h 450.01 ± 450.79 1081.78 ± 732.65 -3.022 .003
48 h 487.34 ± 520.00 1163.01 ± 853.24 -2.506 .012
72 h 460.80 ± 442.38 1351.33 ± 796.10 -3.238 .001

Abbreviations: AKI, acute kidney injury; uNGAL, urinary 
neutrophil gelatinase-associated lipid.

Figure. Comparison of diagnostic value of uNGAL and sCr 
in AKI.

Abbreviations: AKI, acute kidney injury; sCr, serum 
creatinine; uNGAL, urinary neutrophil gelatinase-associated 
lipid.



This article is protected by copyright. To share or copy this article, please visit copyright.com. Use ISSN#1078-6791. To subscribe, visit alternative-therapies.com

Hu—Urinary NGAL in Acute Kidney Injury124   ALTERNATIVE THERAPIES, OCTOBER 2022 VOL. 28 NO. 7

2.	 Koza Y. Acute kidney injury: current concepts and new insights. J Inj Violence Res. 
2016;8(1):58-62.

3.	 Kidney Disease: improving Global Outcomes (KDIGO). KDIGO clinical practice 
guidelines for anemia in chronic kidney disease. Kidney Int. 2012;279-335.

4.	 Pinheiro KHE, Azêdo FA, Areco KCN, Laranja SMR. Risk factors and mortality in 
patients with sepsis, septic and non septic acute kidney injury in ICU. Rev Assoc 
Med Bras (1992). 2019;41(4):462-471. doi:10.1590/2175-8239-jbn-2018-0240

5.	 Passoni Dos Passos R, Silva Carvalho AR, Batista Peres LA, Ronco C, Macedo E.. 
An epidemiologic overview of acute kidney injury in intensive care units. Rev 
Assoc Med Bras (1992). 2019;65(8):1094-1101.

6.	 Rhee C, Dantes R, Epstein L, et al; CDC Prevention Epicenter Program. Incidence 
and trends of sepsis in US hospitals using clinical vs claims data. JAMA. 
2017;318(13):1241-1249. doi:10.1001/jama.2017.13836

7.	 Mayeux PR, MacMillan-Crow LA. Pharmacological targets in the renal 
peritubular microenvironment: implications for therapy for sepsis-induced acute 
kidney injury. Pharmacol Ther. 2012;134(2):139-155. doi:10.1016/j.
pharmthera.2012.01.004

8.	 Shang P, Chang H, Yue ZJ, et al. Acute kidney injury caused by consumption of 
melamine-contaminated infant formula in 47 children: a multi-institutional 
experience in diagnosis, treatment and follow-up. Urol Res. 2012;40(4):293-298. 
doi:10.1007/s00240-011-0422-6

9.	 Bellomo R, Ronco C, Kellum JA, Mehta RL, Palevsky P; Acute Dialysis Quality 
Initiative workgroup. Acute renal failure - definition, outcome measures, animal 
models, fluid therapy and information technology needs: the Second International 
Consensus Conference of the Acute Dialysis Quality Initiative (ADQI) Group. Crit 
Care. 2004;8(4):R204-R212. doi:10.1186/cc2872

10.	 Devarajan P. Review: neutrophil gelatinase-associated lipocalin: a troponin-like 
biomarker for human acute kidney injury. Nephrology (Carlton). 2010;15(4):419-
428. doi:10.1111/j.1440-1797.2010.01317.x

11.	 Moore E, Bellomo R, Nichol A. Biomarkers of acute kidney injury in anesthesia, 
intensive care and major surgery: from the bench to clinical research to clinical 
practice. Minerva Anestesiol. 2010;76(6):425-440.

12.	 Shemesh O, Golbetz H, Kriss JP, Myers BD. Limitations of creatinine as a 
filtration marker in glomerulopathic patients.  Kidney Int. 1985;28(5):830-
838. doi:10.1038/ki.1985.205

13.	 Doi K, Yuen PST, Eisner C, et al. Reduced production of creatinine limits its use 
as marker of kidney injury in sepsis.  J Am Soc Nephrol. 2009;20(6):1217-1221. 
doi:10.1681/ASN.2008060617

14.	 Adiyanti SS, Loho T. Acute kidney injury (AKI) biomarker.  Acta Med Indones. 
2012;44(3):246-255.

15.	 Nadim MK, Genyk YS, Tokin C, et al. Impact of the etiology of acute kidney 
injury on outcomes following liver transplantation: acute tubular necrosis versus 
hepatorenal syndrome. Liver Transpl. 2012;18(5):539-548. doi:10.1002/lt.23384

16.	 Shang W, Wang Z. The Update of NGAL in acute kidney injury. Curr Protein Pept 
Sci. 2017;18(12):1211-1217. doi:10.2174/1389203717666160909125004

17.	 Bullen AL, Katz R, Lee AK, et al. The SPRINT trial suggests that markers of tubule 
cell function in the urine associate with risk of subsequent acute kidney injury 
while injury markers elevate after the injury.  Kidney Int. 2019;96(2):470-479. 
doi:10.1016/j.kint.2019.03.024

18.	 Yuan SM. Acute kidney injury after cardiac surgery: risk factors and novel biomarkers. 
Rev Bras Cir Cardiovasc. 2019;34(3):352-360. doi:10.21470/1678-9741-2018-0212

19.	 Siddappa PK, Kochhar R, Sarotra P, Medhi B, Jha V, Gupta V. Neutrophil 
gelatinase-associated lipocalin: an early biomarker for predicting acute kidney 
injury and severity in patients with acute pancreatitis. JGH Open. 2018;3(2):105-
110. doi:10.1002/jgh3.12112

20.	 Albert C, Haase M, Albert A, et al. Urinary Biomarkers may Complement the 
Cleveland Score for Prediction of Adverse Kidney Events After Cardiac Surgery: 
A Pilot Study. Ann Lab Med. 2020;40(2):131-141. doi:10.3343/alm.2020.40.2.131

21.	 Ji H, Xu L, Su J, et al. Absolute quantification of urinary neutrophil gelatinase-
associated lipocalin by ultra-high-performance liquid chromatography/tandem 
mass spectrometry and the diagnostic efficacy of acute kidney injury.  Rapid 
Commun Mass Spectrom. 2020;34(7):e8637. doi:10.1002/rcm.8637

22.	 Seeman T, Vondrak K, Dusek J, et al. Urinary neutrophil gelatinase-associated 
lipocalin does not distinguish acute rejection from other causes of acute kidney 
injury in pediatric renal transplant recipients.  Clin Lab. 2017;63(1):111-114. 
doi:10.7754/Clin.Lab.2016.160702

23.	 Chang W, Zhu S, Pan C, et al. Predictive utilities of neutrophil gelatinase-
associated lipocalin (NGAL) in severe sepsis.  Clin Chim Acta. 2018;481:200-
206. doi:10.1016/j.cca.2018.03.020

24.	 Izquierdo-Garcia JL, Nin N, Cardinal-Fernandez P, et al. Identification of novel 
metabolomic biomarkers in an experimental model of septic acute kidney injury. 
Am J Physiol Renal Physiol. 2019;316(1):F54-F62. doi:10.1152/ajprenal.00315.2018

25.	 Singer M, Deutschman CS, Seymour CW, et al. The Third International 
Consensus Definitions for Sepsis and Septic Shock (Sepsis-3).  JAMA. 
2016;315(8):801-810. doi:10.1001/jama.2016.0287

26.	 Kidney Disease: Improving Global Outcomes KDIGO Diabetes Work Group. 
2020 Clinical Practice Guideline for Diabetes Management in Chronic Kidney 
Disease. Kidney Int. 2020;98(4S):S1-S115.

27.	 Ozelsancak R. New biomarkers of acute kidney injury.  Arsiv Kaynak Tarama 
Dergisi. 2013;36(4)(suppl):159-165. 

patients without AKI changed little, and there would be a 
significant difference in uNGAL levels between the two.

Based on the above observation in septic and non-septic 
patients, patients with and without AKI, and septic and non-
septic patients and AKI, there was a significant difference in 
uNGAL levels 24 hours after admission to the ICU, while there 
is no significant difference in sCr levels between patients with 
and without AKI. The ROC curve was also used to further 
analyze sCr and uNGAL levels 24 hours after ICU admission. 
Statistical analysis showed that when the area of uNGAL under 
the ROC curve is 0.828 (95% CI, 0.742-0.914), the cut-off value 
of uNGAL was 170 ng/mL, and the sensitivity and specificity 
for the diagnosis of AKI were 0.778 and 0.784, respectively; 
while the area of sCr under the ROC curve was only 0.583 
(95% CI, 0.471-0.695), when the cutoff value of sCr was 84.3 
μmol/L, and the sensitivity and specificity for the diagnosis of 
AKI were 0.528 and 0.662, respectively. There was a significant 
difference between these 2 kinds of sensitivities, but the 
specificity difference was not significant, which may be due to 
the small sample size. Nevertheless, our study suggests that the 
diagnostic value of uNGAL in the early stages of AKI was 
obvious compared with sCr.

Study Limitations
There were some study limitations, as follows: (1) The 

study was short, and the sample size limited. In addition, the 
standard deviation and the means were very close, indicating 
a high degree of data dispersion, which may be due to the 
small sample size. A prospective study with a larger sample 
size should be conducted to validate the value of uNGAL in 
the early diagnosis of AKI. (2) T﻿here are still some influencing 
factors such as infection and sepsis that would affect uNGAL 
levels. Cutoff levels and NGAL concentrations in patients 
with sepsis are generally considered higher than in patients 
after cardiac surgery, for example. It would be better to 
conduct the study with a larger sample size, and without 
possible interfering factors.   

CONCLUSION
uNGAL has relatively high sensitivity and specificity in 

predicting the occurrence of AKI in patients with sepsis, 
which is a superior marker to sCr and has early diagnostic 
value. Therefore, it can be used as a marker for early diagnosis 
of AKI in septic patients in the ICU.
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