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1. Introduction   
Contrast-induced nephropathy (CIN) is defined as acute deterioration of renal function after 

intravascular administration of iodinated contrast agents, in the absence of other causes. 

Laboratory diagnosis is expressed as an increase in serum creatinine levels of 0.5 mg/dL (or 

44 μmol/L) or a 25% or greater relative increase from baseline 48-72 hours after a diagnostic 

or interventional procedure, even if the clinical significance of this definition in the absence 

of pre-existing renal failure is questionable (Thomsen & Morcos, 2006). 

The Acute Kidney Injury (AKI) Network was estabilished in 2007 to study the improvement 

of outcomes associated with various forms of acute renal failure; recently, it has expressed 

the hope that the diagnostic criteria for all cases of acute kidney injury are standardized in 

sudden reduction (within 48 hours) of renal function with a serum creatinine increase ≥ 0.3 

mg/dL or a 50% or greater increase from baseline, or after onset of oligoanuria (urinary 

output < 0.5 mL/kg/hour for 6 hours) (Mehta et al., 2007).  

However, there is no consensus in bringing CIN parameters in AKI criteria, because contrast 

medium damage usually causes a serum creatinine peak on the third-fifth day after contrast 

medium exposure, and rarely occurs with oligoanuria, except in patients with advanced 

impairment of renal function (Detrenis et al., 2007a). Nevertheless, recent literature uses the 

term “radiocontrast-induced acute kidney injury” (RCI-AKI) rather than CIN, although the 

clinical implications of different definitions have never been tested on a large scale 

(Goldfarb et al., 2009). 

2. Epidemiology 

RCI-AKI is today the third nosographic entity related to hospital-acquired acute renal 

failure, after organ hypoperfusion and nephrotoxic drugs (eg, nonsteroidal anti-

inflammatory drugs) (Nash et al, 2002). RCI-AKI incidence is significantly greater in the 

case of intra-arterial (from 10-20% for moderate to 25-70% for high-risk patients; 0.15-

2.30% in general population) compared to intravenous administration (~5%) (Detrenis et 

al., 2007a). 
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The probability of renal replacement therapy is closely related to individual patient 

comorbidities, but it is reasonable to assume that it varies from less than 1% of all patients 

undergoing percutaneous coronary intervention to 10%of those with pre-existing alteration 

in renal function parameters who have RCI-AKI after coronary angiography (Meschi et al., 

2006). In other words, the probability of RCI-AKI requiring dialysis increases from 0.04 to 

48% if measured glomerular filtration rate is reduced from 50 to 10 mL/min; on the other 

hand, 13-50% of subjects undergoing dialysis after RCI-AKI tends to prolong renal 

replacement therapy definitively (Toprak, 2007).    

As in general for nephropatic patients, even for those affected by RCI-AKI the incidence of 

associated cardiovascular events or major adverse cardiac effects was assessed: a study on 

16.000 hospitalized subjects who underwent coronary angiography (Levy et al., 1996) shows 

that those with RCI-AKI develop a risk for complications and death 5-fold higher than in 

controls, even after data correction for any existing comorbidities. Even for the majority of 

cases, with benign clinical course (pre-existing serum creatinine values restoration in 1-3 

weeks, no symptoms or dialysis), there was a significant increase in 1- and 5-years mortality 

(Rihal et al., 2002). This evidence is greater for cases with unfavourable renal prognosis 

requiring temporary renal replacement therapy (McCullough et al., 1997).  

Consequently, even if the pathophysiological relationship between contrast nephropathy, 

morbidity and mortality it is not clear, RCI-AKI is today definitely considered an 

independent predictor for long term mortality. It is possible to hypothesize that the 

pathogenic process underlying RCI-AKI may interfere with pro-atherogenic mechanisms of 

cardiovascular disease, although there are no definitive studies on this issue (Detrenis et al., 

2005). 

3. Risk markers for contrast nephropathy 

The pathogenetic events underlying RCI-AKI are still not completely understood and the 
identification of “risk factors” for disease is difficult, because the term usually refers to a 
medical condition or nosographic entity associated with a therapeutic intervention or 
preventive approach. It is therefore considered that the term “marker” is more useful to 
identify patients predisposed to acute deterioration of renal function in this context, due to 
specific pathophysiological features (Toprak, 2007).  

In one third of cases, these markers do not correspond to changeable conditions. Instead, the 

early recognition of remaining situations becomes a prerequisite to the use of prophylactic 

protocols. Even in the absence of incontrovertible evidence, these protocols have shown a 

variable reduction in the incidence of RCI-AKI during prospective or retrospective studies 

(Toprak, 2007) (Fig. 1). 

3.1 Advancing age, chronic nephropathy and accurate assessment of renal function  

Between markers of risk, the reduction in renal function before the administration of 

iodinated contrast medium plays a predominant significance, particularly if baseline 

glomerular filtration rate values are < 60 mL/min/1.73 m2, that is in the course of 

chronic kidney disease at stage 3, 4, 5 for the National Kidney Foundation (Nelson & 

Tuttle, 2007). 
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The decrease of renal function can not be revealed by routine measurement of  serum 
creatinine, because there is an inverse, non-linear relationship between serum creatinine 
(varying with the muscle mass, age and sex of the patient) and corresponding glomerular 
filtration rate. In any case, glomerular filtration rate tends to decrease progressively with 
increasing age and can be measured indirectly by creatinine clearance (Detrenis et al., 
2007b). A recent analysis of more than 20000 patients undergoing coronary angiography 
showed that there is a significantly higher incidence of RCI-AKI in the elderly, especially 
women, who usually have a net reduction of glomerular filtration rate even when there is an 
apparently normal serum creatinine. Indeed, a relative reduction in muscle mass is 
frequently observed in these subjects (Sidhu et al., 2008) (Fig. 2). 

 

Fig. 1. Risk markers for contrast nephropathy 

When the creatinine clearance (1) is not easily achieved trough the urinary output collection, 
so-called MDRD or Levey equation (from the Modification of Diet in Renal Disease Study) 
(2) can be used to estimate glomerular filtration rate (Levey et al., 1999). However, the 
simple evaluation of creatinine clearance by classical Cockcroft and Gault formula (3), which 
consider daily urinary creatinine and only requires knowledge of body weight, age and sex 
of the patient, it is appropriate to clinical practice (Cockcroft & Gault, 1976). 

 urine creatinine  daily urinary output
creatinine clearance 

serum creatinine  1440

×
=

×
 (1) 

 
(140 - age) x body weight

creatinine clearance  x 0.85 (if female)
serum creatinine  72

=
×

  (2) 

 

( )
1.154 0.203  

1.154 0.203  

estimated GFR 186  serum creatinine (age) x 0.742 (if female)

                       186  (serum creatinine) (age) x 1.210 (if afro-american) 

                      (for 1.

− −

− −

= × ×

= × ×

276 m  body surface area)

 (3) 
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Cystatin C, produced at a constant rate by nucleated cells and released into circulation 

(normal values <0.95 mg/L in subjects aged < 45 years, up to 1.2 mg/L in older), was 

recently identified as a marker of renal injury early and easily measurable. It is freely filtered 

by the glomerulus and completely reabsorbed and metabolized, but not secreted by cells of 

the proximal tubule. Furthermore, it is not subject to significant urinary excretion, and is not 

affected by gender or muscle mass of the patient (Perkins et al., 2005). 

Some studies have used direct measurements of glomerular filtration rate as a gold standard 

to compare the use of cystatin C with serum creatinine and serum creatinine-based 

assessments, demostrating the superiority of the former especially in diabetic patients 

(Perkins et al., 2005). 

The data on clinical use of this method, however, are controversial. The serum 

concentrations of cystatin C identify a condition of preclinical renal damage earlier than 

other laboratory parameters, and are also a possible risk marker for heart failure and other 

cardiovascular events in elderly patients. On the contrary, is not yet clear the real influence 

of other factors (cigarette smoking, thyroid disease, high levels of C-reactive protein, 

corticosteroid therapy) on these measurements (Burkhardt et al., 2002). 

In other words, the accuracy of this diagnostic test has been documented when the 
sensitivity of serum creatinine measurement is reduced. However, cystatin C can be 
interpreted not only as a marker of renal function, but also as generic indicator of 
inflammatory processes (Burkhardt et al., 2002). In addition, quantitative data on extrarenal 
clearance of the molecule are not available. Therefore, because its early serum increase 
(within 24 hours after contrast administration) it could be a useful parameter for RCI-AKI 
after angiographic procedures, but requires further prospective evaluation for large-scale 
use (Detrenis et al., 2007b). 

 

Fig. 2. Serum creatinine, creatinine clearance and age. 1: male, 60 kg, 40 years. 2: female, 60 
kg, 40 years. 3: male, 60 kg, 60 years. 4: male, 60 kg, 80  years. 5: male, 60 kg, 90 years 
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3.2 Impaired fasting glucose, diabetes mellitus and its complications 

Between changes in carbohydrate, lipid and protein profile (dyslipidemia, hyperuricemia, 
metabolic syndrome), diabetes mellitus – according to definition in use, two measurements 
of fasting plasma glucose > 126 mg/dL – does not seem constitute an additional risk for 
RCI-AKI in itself, but only if there is consequent impairment of renal function (Parfrey PS et 
al., 1989). 

Conversely, a prospective evaluation suggests a slight, but significant increase in the 
incidence of RCI-AKI in diabetic, non-nephropatic subjects, and even for those with 
impaired fasting glucose, compared to the general population (Toprak et al., 2007). 

This is consistent with the hypothesis that the so-called endothelial dysfunction contributes 
to development of disease. In fact, it is present in all the above conditions of dysglycemia. At 
the level of the renal glomerulus, it leads to reduced availability of vasodilatory substances, 
such as nitric oxide and prostaglandins, which are synthesized in the endothelium. In this 
way, the renal ischemia associated with administration of iodinated contrast is encouraged, 
through the role of oxygen free radicals, which are able to induce the formation of reactive 
species in enzymes and membrane protein structures, using mechanisms of nitrosylation 
and oxidation (Detrenis et al., 2005). 

3.3 Dehydration and relative hypovolemia 

Even patients with heart failure and low cardiac output leading to reduced renal perfusion 
should be considered at increased risk for RCI-AKI (Thomsen & Morcos, 2003). This 
condition may worsen hypoxia and ischemia of the kidney caused by iodinated contrast 
agents. After an initial vasodilation, contrast media lead to a prolonged vasoconstriction in the 
medulla of the nephron, which already is less perfused than the cortex (Detrenis et al., 2005). 

Subjects with the effective blood volume depletion, peripheral hypoperfusion, hypotension 
can be found under the same conditions. A similar trend is observed during sepsis, liver 
disease with severe hypoalbuminemia and dysproteinaemia, or in severe protein loss from 
any cause (Savazzi et al., 1997). 

Periprocedural hydration and consequent volume expansion of the patient appear as the 
only safe options for RCI-AKI prophylaxis. They stimulate physiological diuresis and dilute 
concentrations of contrast medium and circulating mediators of vasoconstriction (adenosine, 
endothelin, angiotensin II). Therefore, true effectiveness of parenteral infusion protocols 
does not depend on the characteristics of the fluids used, or peculiar infusion rate. The use 
of solutions of sodium bicarbonate (154 mEq/L, 3 mL/kg/hour to 1 hour before the 
procedure, 1 mL/kg/ hour in the next 6 hours) (Merten et al., 2004) or isotonic saline (1 
mL/kg/hour, 12 hours before and 12 hours after the procedure) (Mueller et al., 2002) is 
designed to correct the evident or latent depletion of the extra- and intracellular body 
compartments (Meschi et al., 2006). 

4. Iodinated contrast media and other drugs 

High-osmolal appear to be more nephrotoxic than current low-osmolal contrast media and 
recent iso-osmolal dimers, which did not demonstrate a favorable cost-effectiveness ratio 
(Savazzi et al., 2005; Detrenis et al., 2007c). 
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Although the CM-induced renal damage is dose-dependent, the volume below which the 
risk is reduced has not been identified, particularly when there is a preexisting decrease in 
renal function associated with diabetes (Meschi et al., 2006). 

The intra-arterial route of administration (eg, interventional cardiology) is associated with 

an increased risk of RCI-AKI that the intravenous (eg, computed tomography), especially 

when examinations are repeated in succession at an interval of time less than 72 hours 

(Detrenis et al., 2007a). 

In the case of concomitant use of contrast media, it is mandatory to avoid traditional 

nephrotoxic drugs (eg aminoglycosides), as well as nonsteroidal anti-inflammatory drugs, 

which can reduce the filtrate due to inhibition of intrarenal vasodilatation (Meschi et al., 

2006). 

The continuous treatment with agents that interfere with the renin-angiotensin system 

(angiotensin converting enzyme inhibitors, angiotensin receptor antagonists) contribute to 

the increase in the incidence of RCI-AKI in patients with chronic kidney disease. In fact, they 

cause efferent arteriolar vasodilation and thus the relative reduction of pressure within the 

glomerulus. According to some evidence, angiotensin converting enzyme inhibitors, 

angiotensin receptor blockers and diuretics should be discontinued the day before and day 

of the procedure with contrast, and should be taken after 2 days, unless contraindicated 

(Komenda et al., 2007; Cirit et al., 2006). However, more recent studies refute the efficacy of 

withdrawal (Rosenstock et al., 2008); on the contrary, telmisartan may play a protective role, 

at least in animals (Duan et al., 2009). 

Extreme caution must be observed in the administration of contrast media in patients with 

diabetes treated with metformin. In fact, renal failure caused or worsened by concomitant 

AKI-RCI tends to result in a significant accumulation of biguanide, with possible 

development of lactic acidosis (Thomsen & Morcos, 1999). 

5. The myth of monoclonal gammopathies 

Until a few years ago, many clinicians prescribing the so called "screening for Bence Jones 

proteinuria" before performing an examination with contrast medium (Strada et al., 2008).  

Many laboratories provided (and still provide) a report in mg/dL, compared with a normal 

range (0 – 0.8 mg/dL). With this system, “Bence Jones proteinuria” greater than 0.8 mg/dL 

was defined as positive. 

Many criticisms can be conducted in this model. Under normal conditions, immunoglobulin 

light chains (kappa, lambda) are freely filtered by the glomerulus and subsequently 

reabsorbed from the tubule to 99%. A normal urinary excretion of light chains is estimated 

at 20-40 mg per day (Strada et al., 2008). This amount increases significantly in case of 

impaired tubular reabsorption, for example during tubule-interstitial nephropathy, but 

concerns polyclonal light chains that are not of neoplastic origin.  

On the contrary, the real Bence Jones protein was first described in 1962 as "consisting of 
monoclonal light chains" and produced by a single clone of B lymphocytes. It appears in the 
urine when the efficiency of tubular reabsorption is saturated, as in the course of diseases 
such as multiple myeloma, Waldenstrom's macroglobulinemia and lymphoproliferative 
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disorders (Strada et al., 2008).   For this reason, a pathological parameter (M monoclonal 
component), which under normal conditions should not be detected, can not be expressed in 
a range defined as physiological (0 – 0.8 mg/dL). 

Moreover, despite the monoclonal gammopathies have been reported as risk markers for 

RCI-AKI for a long time, all the reviews of the scientific literature indicate that the 

association between the two comorbidities occurs only if a severe depletion of water and 

blood volume of the patient is demonstrated, or when the hematological malignancy has led 

to renal failure or hypercalcemic syndrome. 

Thus, the monoclonal gammopathies should not be considered as primary contributing 

factors of the RCI-AKI, and screening of the so-called Bence Jones proteinuria has no clinical 

significance in patients undergoing contrast media (Meschi et al., 2006; Toprak, 2007). The 

presence of monoclonal gammopathy should be considered critically and the procedure 

with contrast medium, when necessary, can be implemented after evaluating volume, fluid 

and electrolyte status and renal function of the patient (Fig. 3). 

 

Fig. 3. Management of the patient undergoing contrast medium examination. 

6. Acknowledgment   

Our sincere thanks to Giorgio Savazzi, MD, associate professor of Internal Medicine and 
Nephrology, for his teachings and inspiration of this work. 

www.intechopen.com



 
Renal Failure – The Facts 

 

194 

7. References   

Burkhardt, H., Bojarsky, G., & Gladisch, R. (2002). Diagnostic efficiency of cystatin C and 
serum creatinine as markers of reduced glomerular filtration rate in the elderly. 
Clinical Chemistry and Laboratory Medicine, Vol. 40, N. 11, pp. 1135-1138 

Cirit, M.; Toprak, O.; Yesil, M.; Bayata, S.; Postaci, N.; Pupim, L., & Esi E. (2006). 
Angiotensin-converting enzyme inhibitors as a risk factor for contrast-induced 
nephropathy. Nephron Clinical Practice, Vol. 104, N. 1, pp. c20-c27 

Cockcroft, D.W, & Gault, M.H. (1976). Prediction of creatinine clearance from serum 
creatinine. Nephron, Vol. 16, N. 1, pp. 31-41 

Detrenis, S.; Meschi, M., & Savazzi, G. (2007). Contrast nephropathy: isosmolar and low-
osmolar contrast media. Journal of the American College of Cardiology, Vol. 49, N. 8, 
pp. 922-923 (c) 

Detrenis, S.; Meschi, M.; Bertolini, L., & Savazzi, G. (2007). Contrast medium administration 
in the elderly patient: is advancing age an independent risk factor for contrast 
nephropathy after angiographic procedures? Journal of Vascular and Interventional 
Radiology, Vol. 18, N. 2, pp. 177-185 (b) 

Detrenis, S.; Meschi, M.; Jordana-Sanchez, M., & Savazzi, G. (2007). Contrast medium 
induced nephropathy in urological practice. The Journal of Urology, Vol. 178, N. 4, 
pp. 1164-1170 (a) 

Detrenis, S.; Meschi, M.; Musini, S., & Savazzi, G. (2005). Lights and shadows on the 
pathogenesis of contrast-induced nephropathy: state of the art. Nephrology, Dialysis, 
Transplantation, Vol. 20, N. 8, pp. 1542-1550  

Duan, S.B.; Wang, Y.H.; Liu, F.Y.; Xu, X.Q.; Wang, P.; Zou, Q., & Peng, Y.M. (2009). The 
protective role of telmisartan against nephrotoxicity induced by X-ray contrast 
media in rat model. Acta Radiologica, Vol. 50, N. 7, pp. 754-759 

Goldfarb, S.; McCullough, P.A.; McDermott, J., & Gay, S.B. (2009). Contrast-induced acute 
kidney injury: speciality-specific protocols for interventional radiology, diagnostic 
computed tomography radiology, and interventional cardiology. Mayo Clinic 
Proceedings, Vol. 84, N. 2, pp. 170-179 

Komenda., P; Zalunardo, N.; Burnett, S.; Love, J.; Buller, C.; Taylor, P.; Duncan, J.; Djurdjev, 
O., & Levin, A. (2007). Conservative outpatient renoprotective protocol in patients 
with low GFR undergoing contrast angiography: a case series. Clinical and 
Experimental Nephrology, Vol. 11, N. 3, pp. 209-213 

Levey, A.S.; Stevens, L.A.; Schmid, C.H.; Zhang, Y.L.; Castro, A.F. 3rd; Feldman, H.I. ; 
Kusek, J.W. ; Eggers, P. ; Van Lente, F. ; Greene, T., & Coresh, J. (2009). A new 
equation to estimate glomerular filtration rate. Annals of Internal Medicine, Vol. 150, 
N. 9, pp. 604-612 

Levy, E.M.; Viscoli, C.M., & Horwitz, R.I. (1996). The effect of acute renal failure on 
mortality. A cohort analysis.  Journal of American Medical Association (JAMA), Vol. 
275, N. 19, pp. 1489-1494 

Marenzi, G.; Lauri, G.; Assanelli, E.; Campodonico, J.; De Metrio, M.; Marana, I.; Grazi, M.; 
Veglia, F., & Bartorelli, A.L. (2004). Contrast-induced nephropathy in patients 
undergoing primary angioplasty for acute myocardial infarction. Journal of the 
American College of Cardiology, Vol. 44, N. 9, pp. 1780-1785     

www.intechopen.com



 
Contrast Nephropathy: A Paradigm for Cardiorenal Interactions in Clinical Practice 

 

195 

McCullough, P.A.; Wolyn, R.; Rocher, L.L.; Levin, R.N., & O'Neill, W.W. (1997). Acute renal 
failure after coronary intervention: incidence, risk factors, and relationship to 
mortality. American Journal of Medicine, Vol. 103, N. 5, pp. 368-375     

Mehta, R.L.; Kellum, J.A.; Shah, S.V.; Molitoris, B.A.; Ronco, C.; Warnock, D.G., & Levin, A. 
(2007). Acute Kidney Injury Network: report of an initiative to improve outcomes 
in acute kidney injury. Critical Care, Vol. 11, N. 2, pp. R 31   

Merten, G.J.; Burgess, W.P.; Gray, L.V.; Holleman, J.H.; Roush, T.S.; Kowalchuk, G.J.; Bersin, 
R.M.; Van Moore, A.; Simonton, C.A. 3rd; Rittase, R.A.; Norton, H.J., & Kennedy, 
T.P. (2004). Prevention of contrast-induced nephropathy with sodium bicarbonate: 
a randomized controlled trial. Journal of the American Medical Association (JAMA), 
Vol. 291, N. 19, pp. 2328-2334     

Meschi, M.; Detrenis, S.; & Savazzi, G. (2008). Contrast-induced nephropathy. Current 
concepts and propositions for Italian guidelines. Recenti Progressi in Medicina, Vol. 
99, N. 3, pp. 155-162    

Meschi, M.; Detrenis, S.; Musini, S; Strada, E., & Savazzi, G. (2006). Facts and fallacies 
concerning the prevention of contrast medium-induced nephropathy. Critical Care 
Medicine, Vol. 34, N. 8, pp. 2060-2068    

Mueller, C.; Buerkle, G.; Buettner, H.J.; Petersen, J.; Perruchoud, A.P.; Eriksson, U.; Marsch, 
S., & Roskamm, H. (2002). Prevention of contrast media-associated nephropathy: 
randomized comparison of 2 hydration regimens in 1620 patients undergoing 
coronary angioplasty. Archives of Internal Medicine, Vol. 162, N. 3, pp. 329-336 

Nash, K.; Hafeez, A., & Hou, S. (2002). Hospital-acquired renal insufficiency. American 
Journal of Kidney Diseases, Vol. 39, N. 5, pp. 930-936     

Nelson, R.G., & Tuttle, K.R. (2007). The new KDOQI clinical practice guidelines and clinical 
practice recommendations for diabetes and CKD. Blood Purification, Vol. 25, N. 1, 
pp. 112-114    

Parfrey, P.S.; Griffiths, S.M.; Barrett, B.J.; Paul, M.D.; Genge, M.; Withers, J.; Farid, N., & 
McManamon, P.J. (1989). Contrast material-induced renal failure in patients with 
diabetes mellitus, renal insufficiency, or both. A prospective controlled study. New 
England Journal of Medicine, Vol. 320, N. 3, pp. 143-149    

Perkins, B.A.; Nelson, R.G.; Ostrander, B.E.; Blouch, K.L.; Krolewski, A.S.; Myers, B.D., & 
Warram, J.H. (2005). Detection of renal function decline in patients with diabetes 
and normal or elevated GFR by serial measurements of serum cystatin C 
concentration: results of a 4-year follow-up study. Journal of the American Society of 
Nephrology, Vol. 16, N. 5, pp. 1404-1412    

Rihal, C.S.; Textor, S.C.; Grill, D.E.; Berger, P.B.; Ting, H.H.; Best, P.J.; Singh, M.; Bell, M.R.; 
Barsness, G.W.; Mathew, V.; Garratt, K.N., & Holmes, D.R. Jr. (2002). Incidence and 
prognostic importance of acute renal failure after percutaneous coronary 
intervention. Circulation, Vol. 105, N. 19, pp. 2259-226 

Rosenstock, J.L.; Bruno, R.; Kim, J.K.; Lubarsky, L.; Schaller, R.; Panagopoulos, G.; DeVita, 
M.V., & Michelis, M.F. (2008) The effect of withdrawal of ACE inhibitors or 
angiotensin receptor blockers prior to coronary angiography on the incidence of 
contrast-induced nephropathy. International Urology and Nephrology, Vol. 40, N. 3, 
pp. 749-755 

www.intechopen.com



 
Renal Failure – The Facts 

 

196 

Savazzi, G.; Detrenis, S.; Meschi, M., & Musini S. (2005). Low-osmolar and iso-osmolar 
contrast media in contrast-induced nephropathy. American Journal of Kidney 
Diseases, Vol. 45, N. 2, pp. 435-436 

Savazzi, G.; Cusmano, F.; Allegri, L., & Garini, G. (1997). Physiopathology, clinical aspects 
and prevention of renal insufficiency caused by contrast media. Recenti Progressi in 
Medicina, Vol. 88, N. 3, pp. 109-114 

Sidhu, R.B.; Brown, J.R.; Robb, J.F.; Jayne J.E.; Friedman, B.J.; Hettleman, B.D.; Kaplan, 
A.V.; Niles, N.W., & Thompson, C.A. (2008). Interaction of gender and age on post 
cardiac catheterization contrast-induced acute kidney injury. American Journal of 
Cardiology, Vol. 102, N. 11, pp. 1482-1486 

Strada, E.; Battistelli, L., &  Savazzi, G. (2008). Bence-Jones proteinuria and kidney's 
damages. Recenti Progressi in Medicina, Vol. 99, N. 7, pp. 389-394 

Thomsen, H.S. & Morcos, SK. (2003). Contrast media and the kidney: European Society of 
Urogenital Radiology (ESUR) guidelines. British Journal of Radiology, Vol. 76, N. 908, 
pp. 513-518 

Thomsen, H.S. & Morcos, SK. (2006). Contrast medium induced nephropathy: is there a new 
consensus? A review of published guidelines. European Radiology, Vol. 16, N. 8, pp. 
1835-1840 

Thomsen, H.S., & Morcos, S.K. (1999). Contrast media and metformin: guidelines to 
diminish the risk of lactic acidosis in non-insulin-dependent diabetics after 
administration of contrast media. ESUR Contrast Media Safety Committee. 
European Radiology, Vol. 9, N. 4, pp. 738-740 

Toprak, O. (2007). Conflicting and new risk factors for contrast induced nephropathy. The 
Journal of Urology, Vol. 178, N. 6, pp. 2277-2283 

Toprak, O. (2007). Risk markers for contrast-induced nephropathy. American Journal of 
Medical Sciences, Vol. 334, N. 4, pp. 283-290 

Toprak, O.; Cirit, M.; Yesil, M.; Bayata, S.; Tanrisev, M.; Varol, U.; Ersoy, R.; Esi, & E. (2007). 
Impact of diabetic and pre-diabetic state on development of contrast-induced 
nephropathy in patients with chronic kidney disease. Nephrology, Dialysis, 
Transplantation, Vol. 22, N. 3, pp. 819-826 

www.intechopen.com



Renal Failure - The Facts
Edited by Dr. Momir Polenakovic

ISBN 978-953-51-0630-2
Hard cover, 270 pages
Publisher InTech
Published online 23, May, 2012
Published in print edition May, 2012

InTech Europe
University Campus STeP Ri 
Slavka Krautzeka 83/A 
51000 Rijeka, Croatia 
Phone: +385 (51) 770 447 
Fax: +385 (51) 686 166
www.intechopen.com

InTech China
Unit 405, Office Block, Hotel Equatorial Shanghai 
No.65, Yan An Road (West), Shanghai, 200040, China 

Phone: +86-21-62489820 
Fax: +86-21-62489821

The book "Renal Failure - The Facts" consists of some facts about diagnosis, etiopathogenis and treatment of
acute and chronic renal failure. Acute, as well as chronic renal failure is great medical problems and their
treatment is a burden for the budget of each government. The purpose of the chapters is to present some
important issues of diagnosis and causes of AKI, as well as caused by snakes and arthropods, after cardiac
surgery, as well as some therapeutic achievements in AKI. Well presented are the psychological condition in
patients on haemodialysis, as well as the treatment of diabetic uremics. The book is aimed at clinicians with a
special interest in nephrology, but it should also prove to be a valuable resource for any generalists who
encounter a nephrological problems in their day-to-day practice.

How to reference
In order to correctly reference this scholarly work, feel free to copy and paste the following:

Michele Meschi, Simona Detrenis, Laura Bianchi and Alberto Caiazza (2012). Contrast Nephropathy: A
Paradigm for Cardiorenal Interactions in Clinical Practice, Renal Failure - The Facts, Dr. Momir Polenakovic
(Ed.), ISBN: 978-953-51-0630-2, InTech, Available from: http://www.intechopen.com/books/renal-failure-the-
facts/contrast-nephropathy-a-paradigm-for-cardiorenal-interactions-in-clinical-practice


