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[Abstract] Objective To investigate the clinical value of contrast-enhanced ultrasound in the
differential diagnosis of acute kidney injury (AKI) and chronic kidney disease (CKD). Methods A total
of 85 patients with abnormal renal structure and/or function were enrolled and divided into a CKD group
(n=64) and an AKI group (n=21). Laboratory biochemical indicators, including serum creatinine (Scr) ,

uric acid (UA) , hemoglobin, and others, were measured in both groups. Bilateral renal color Doppler
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contrast-enhanced ultrasound was performed, and the differences in ultrasound parameters between the
two groups were compared. Results In the univariate analysis, compared with the AKI group, the CKD
group had a significantly prolonged arrival time (AT), defined as the time from the start of contrast injec-
tion to the first appearance of contrast in the renal cortical sampling frame [ (14.60+4.71) s vs (12. 54+
3.74) s, P<C0.05]. No statistically significant differences were found between the two groups in time to
peak (TTP), defined as the time from the start of contrast injection to the peak contrast signal intensity
in the renal cortex [ (36.33%8.70) s vs (32.27+7.70) s], peak intensity (PI) [ (51.22+4.92) db wvs
(52.43+4.62) db], descending slope (DS) [ (-0.18+0.04) db/s vs (-0.19+0.04) db/s], ascending
slope (AS) [ (0.96+0.15) db/s vs (1.024+0.19) db/s], area under the curve (AUC) [ (4696. 44+
1263.08) db-s vs (4692. 36+1022.79) db+s], or mean transit time (MTT), defined as the average time
required for contrast microbubbles to pass through the renal cortical vascular bed [ (122.20+24.93) s vs
(120. 71£24.20) s] (P>>0.05). After adjustment for confounding factors such as age and sex, multivari-
ate regression analysis showed that, compared with the AKI group, the CKD group had a 2. 65 s prolon-
gation in AT, a 5. 69 s prolongation in TTP, and a 0. 10 db/s reduction in AS, with statistically signifi-
cant differences (P<<0.05). There were no statistically significant differences between the two groups in
PI, DS, AUC, or MTT (P>0.05). Conclusion

TTP, and AS have certain clinical value in the differential diagnosis of acute kidney injury and chronic

Contrast-enhanced ultrasound parameters AT,

kidney disease.
[Key words] Acute kidney injury; Chronic kidney disease ; Contrast-enhanced ultrasound ; Renal
function
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Tab 2 Univariate analysis of ultrasonographic parameters in
patients with CKD or AKI(Z+s)
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TTP(s) 36. 33%8. 70 32.27+7.70 2.01 0.051
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Tab 3 Multivariate regression analysis of ultrasonographic

parameters in patients with CKD or AKI
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