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ARTICLE INFO  ABSTRACT 
 
 

Objective: To evaluate the complications and main nursing diagnoses in patients with chronic 
kidney disease (CKD). Method: This is a quantitative and retrospective study with 73 medical 
records of patients with a medical diagnosis of chronic kidney disease. A structured script was 
used for data collection. Categorical variables were presented as absolute and relative frequency 
and numerical variables were presented as minimum, maximum, mean and standard error, and 
quartiles. For the analysis of nursing diagnoses, those with a frequency equal or greater than 50% 
were included. Results: The following complications were found: infection (60.27%); 
hydroelectrolytic imbalance (49.32%); arrhythmias (36.99%); anemia (35.62%); heart failure 
(34.25%) and bleeding (20.55%). Regarding the five main nursing diagnoses, there is the risk of 
infection, the risk of vascular trauma, the deficit in self-care for the bath, the risk of injury and the 
risk of unstable capillary glycemia. Conclusion: the infection and the risk for infection were the 
main complications and the main nursing diagnoses, respectively. It is important to highlight the 
practical implications of the results obtained in the planning of nursing interventions, which 
directs care to the actual or potential needs of these patients and also contributes to the scientific 
advances in the nursing process.  
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INTRODUCTION 
 
Chronic kidney disease (CKD) is considered a serious public 
health problem worldwide in recent years (Rehman et al., 
2017), with high rates of morbidity and mortality, which 
affects approximately 13% of the adult population and 
generates social and economic problems (KDIGO, 2013) and 
and strong impact on quality of life (Jesus et al., in press). 
Also, scientific research show that the CKD is no longer a 
dilemma only for health services, due to the costs and 
demands, and it has become the object of study with the aim of 
improving healthcare (Santos et al., 2017). In this scenario, the 
Brazilian academic environment becomes an important actor  
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with the mission of fostering research aimed at the needs of 
this growing segment of the Brazilian population composed of 
people with CKD, to provide tools for improving healthcare. 
In this sense, the nursing team as responsible for the integral 
care of the human being in different conditions and levels of 
healthcare needs tools to improve the quality of nursing care. 
Thus, it was sought to identify the main complications, 
associated comorbidities and nursing diagnosis presented by 
patients with CKD to provide scientific evidence for the 
improvement of care provided to these people. 
 
Objective 
 
To evaluate the clinical complications and the main nursing 
diagnosis in hospitalized patients with CKD. 
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MATERIALS AND METHODS 
 
This is a retrospective and documental study carried out with a 
quantitative approach, in which records of patients with ICD 
N-18, chronic kidney disease developed in Clinical Hospital of 
Uberlândia “Hospital de Clínicas de Uberlândia”, a public and 
university hospital, located in the Triângulo Mineiro region of 
Minas Gerais state, Brazil.Data collection in the medical 
records was carried out from August to September 2017, using 
a semi-structured script, containing information on 
sociodemographic data, hospitalization sector, number of days 
of hospitalization, medical diagnosis, anthropometric data, 
nursing diagnosis and their frequency, outcome of discharge or 
death in the unit. There were 82 medical records of patients 
who had ICD-18 and who were hospitalized in the from 2016 
to July 2017 selected in the Intensive Care Units (Adult ICU), 
Cardiac Intensive Care Unit (CICU) and Surgical Clinic 2 
(SC2), and only 73 were included, since they met the inclusion 
and exclusion criteria. The inclusion criteria were records of 
ICD-18 patients and medical records of patients older than 18 
years old, and the exclusion criteria were those patients who 
did not present the nursing diagnosis. 
 
The international norms of experimentation with humans were 
adopted and those established by the Brazilian National Health 
Council for this study. The study was approved by the 
Research Ethics Committee of the Federal University of 
Uberlândia (UFU), under Protocol 1,881,208 and CAAE 
number: 59568916.3.0000.5152. The categorical variables 
were presented as absolute and relative frequency and the 
numerical variables as minimum, maximum, mean and 
standard error, and quartiles (Q1, Q2, and Q3) were presented. 
The Statistical Package for Social Sciences version 20.0 
(SPSS), Bio Estat 5.3 and FITOPAC 2.1 (Shepherd 2010) were 
used to analyze the nursing diagnosis. Nursing diagnosis with 
a frequency equal or greater than 50% in patients were 
included in the study. The profile difference between the units 
was tested with a G test with Williams correction. To evaluate 
the care profile of the units, excluding patients who were 
hospitalized in more than one unit, a Principal Component 
Analysis was also performed. In this case, two separate 
analyzes were performed. In the first phase, all the nursing 
diagnosis presented by the patients were considered, and in the 
second phase, only the 23 most prevalent diagnosis by the 
patients were considered. 
 

RESULTS 
 
The study sample was composed of 81 medical records, and 
only 73 of them were included in the study, being possible to 
note the presence of a greater number of medical records of 
males (69.86%, n=51); with a partner (69.86%, n=51); living 
in Uberlândia (57.53%, n=42); white self-reportedskin race 
(54.93%, n=39) and hospitalized in the Adult ICU (47.95%, 
n=35), as shown in Table 1.The prevalent comorbidity, 
systemic arterial hypertension (SAH) was detected, with 
82.19% of patients affected. Then, the heart diseases were 
highlighted with 56.16% of the cases; diabetes mellitus (DM) 
with 35.62%; cancer and hypothyroidism with 15.07% each 
and obesity and dyslipidemia with 13.7% each (Table 1).A 
mean age of 67.6 years old was identified, ranging from 26 to 
92 years old. The mean weight found was 72.52 Kg, mean 
height of 1.67 meters and body mass index (BMI) with a mean 
of 25.69 Kg/m2. Seventeen patients were excluded from the 

BMI assessment because the height was not recorded. It is 
noteworthy that 35.62% of the patients had smoking a risk 
factor and 21.92% had alcoholism (Table 1).In the records 
studied (n=73), 38 of the patients died. Most deaths occurred 
in the Adult ICU sector with 44.74% (17) of the patients; in 
other sectors, with 28.95% (11); CICU with 21.05% (8) and 
SC2 (2). The mean hospitalization time in the sector was 12.67 
days and mean hospital stay was 33.04 days. In the evaluated 
population, patients who underwent hemodialysis 
predominated 67.12% (49), as shown in Table 2.  
 
The main complications in the chronic kidney patients were 
infection in 60.27% of the cases; the hydroelectrolytic 
imbalance was in 49.32%; arrhythmias in 36.99%; anemia in 
35.62%; heart failure in 34.25% and bleeding in 20.55% 
(Table 2).There were 96 different types of nursing diagnosis 
found, of which 23 were selected and studied in more detail, 
present in more than 50% of the patients. The risk of infection 
was found to be prevalent in 87.67% of the patients and also to 
a greater number of patient-day (572), with prevalence in the 
CICU sector; the risk of vascular trauma was identified in 
83.56% of the patients in 526 patient-day, with prevalence in 
Clinical Surgery 2; self-care deficit for bath 82.19% of 
patients, present in 505 patient-day and with prevalence in the 
Adult ICU sector; risk of injury 79.45% of the patients, present 
in 462 patient-day and with prevalence in the Adult ICU 
sector; risk of unstable capillary glycemia 76.71% of patients, 
present in 404 patient-day and prevalent in the CICU sector 
(Table 3).Table 4 shows the distribution of nursing diagnosis 
according to their domain and their class, established in the 
nomenclature of the North American Nursing Diagnosis 
Association (NANDA) 2015-2017. The spacing and opposite 
directions of the indicators in Figure 1 show that the profile of 
nursing diagnosis differed between the three sectors: Adult 
ICU, CICU, and SC2. If the profiles were similar, the 
indicators would be superimposed on each other. The sectors 
presented different diagnostic profiles (G=64.76; P=0.224) 
when evaluating the 23 most prevalent diagnosis. The nursing 
diagnosis found in patients with chronic kidney disease and 
ordered by the relative frequency according to the number of 
patients evaluated were Risk of infection, n = 64 (87.67%); 
Risk of vascular trauma, n = 61 (83.56%); Deficit in selfcare 
for bathing, n = 60 (82.19%); Risk of injury, n = 58 (79.45%); 
Impaired urinary elimination, n = 56 (76.71%); Risk of 
impaired skin integrity, n = 56 (76.71%); Risk of unstable 
glycemia, n = 56 (76.71%); urinary retention, n = 53 (72.6%); 
Ineffective breathing pattern, n = 52 (71.23%); Impaired 
spontaneous ventilation, n = 52 (71.23%); Unbalanced 
nutrition: Less than body needs, n = 51 (69.86%); Deficient in 
fluid volume, n = 51 (69.86%); Decreased cardiac output, n = 
50 (68.49%); Excessive fluid volume, n = 49 (67.12%); Risk 
of trauma, n = 49 (67.12%); Risk of shock, n = 48 (65.75%); 
Ineffective airway clearance, n = 46 (63.01%); Risk of falls, n 
= 41 (56.16%); Deficit in selfcare for feeding, n = 40 
(54.79%); Ineffective protection, n = 39 (53.42%); Risk of 
ineffective cerebral tissue perfusion, n = 39 (53.42%); 
Impaired swallowing, n = 37 (50.68%); Risk of bleeding, n = 
37 (50.68%); Impaired gas exchange, n = 35 (47.95%); 
Impaired tissue integrity, n = 35 (47.95%); Delayed surgical 
recovery, n = 35 (47.95%); Risk of ineffective renal perfusion, 
n = 35 (47.95%); Dysfunctional response to ventilatory 
weaning, n = 33 (45.21%); Risk of ineffective gastrointestinal 
perfusion, n = 31 (42.47%); Risk of imbalance in body 
temperature, n = 29 (39.73%); Risk of dysfunctional 
gastrointestinal motility, n = 29 (39.73%); Risk of decreased  
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Table 1. Baseline from patients with chronic renal disease hospitalized in a public and university hospital (n=73). Uberlândia, Brazil, 2017 

 
Factor Stratum % (n) Stratum % (n) 

Gender Male 69.86 (51) Female 30.14 (22) 
Partner living together Absent 30.14 (22) Present 69.86 (51) 
City of origin Uberlândia 57.53 (42) Others 42.47 (31) 
Self-reported Race White 54.93 (39) Black 40.85 (29) 
Hospitalization Sector AD ICU 47.95 (35) AD ICU + CICU 1.37 (1) 
 CICU 30.14 (22) AD ICU + SC2 8.22 (6) 
 SC 2 12.33 (9)   
Systemic Arterial Hypertension No 17.81 (13) Yes 82.19 (60) 
Diabetes Mellitus No 64.38 (47) Yes 35.62 (26) 
Obesity No 86.3 (63) Yes 13.7 (10) 
Dyslipidemia No 86.3 (63) Yes 13.7 (10) 
Alcoholism No 78.08 (57) Yes 21.92 (16) 
Cardiopathy No 43.84 (32) Yes 56.16 (41) 
Hypothyroidism No 84.93 (62) Yes 15.07 (11) 
Smoking No 64.38 (47) Yes 35.62 (26) 

Factor (unit) Average ± SE Min - Max Q1 - Q2  (Median) - Q3 N 

Age (year) 67.6 ± 1.46 26 - 92 62 - 68.5 - 75.25 73 
Weight (Kg) 72.52 ± 1.62 42 - 140 65 - 70 - 80 73 
Height (m) 1.67 ± 0.01 1.45 - 1.8 1.63 - 1.67 - 1.73 56 
Body mass index (Kg/m2) 25.69 ± 0.62 16.7 - 43.2 23.29 - 25.2 - 27.25 56 

Legend: SE: standard error, Min: Minimum, Max: Maximum, AD ICU: Adult IntensiveCare Unit; CICU: Cardiac Intensive Care Unit; SC2: Surgical Clinic2. 
Q1,Q2,Q3: Quartis 1, 2 and 3, respectively. 
 
 

Table 2. Clinical complications, death, hospitalization time and number of nursing diagnosis presented of patients with Chronic Kidney 
Disease in a public and university hospital (n=73). Uberlândia, Brazil, 2017 

 

Factor Stratum % (n) Stratum % (n) 

Unit where death occurs AD ICU 44.74 (17) SC 2 5.26 (2) 
 CICU 21.05 (8) Other 28.95 (11) 
Death during hospitalization No 47.95 (35) Yes 52.05 (38) 
Hemodialysis No 32.88 (24) Yes 67.12 (49) 
Infection No 39.73 (29) Yes 60.27 (44) 
Anemia No 64.38 (47) Yes 35.62 (26) 
Arrhythmia No 63.01 (46) Yes 36.99 (27) 
Cardiac insufficiency No 65.75 (48) Yes 34.25 (25) 
Bleeding No 79.45 (58) Yes 20.55 (15) 
Hydroelectrolytic Imbalance No 50.68 (37) Yes 49.32 (36) 

 Average ± SE Min - Max Q1 - Q2 (Median) - Q3 N 

Time of Sector Stay (day) 12.67 ± 1.27 1 - 49 5 - 8.5 - 17 73 
Hospitalization days 33.04 ± 3.55 1 - 179 14 - 26 - 40.25 73 
Number Nursing Diagnosis 26.99 ± 1.52 1 - 56 18 - 28 - 36.25 73 

Legend: AD ICU: Adult IntensiveCare Unit; CICU: Cardiac intensive care unit; SC2: Surgical Clinic 2, SE: standard error, Min: Minimum, Max: 
Maximum, Q1,Q2,Q3: Quartis 1, 2 and 3, respectively. 
 

Table 3. 23 main nursing diagnosis and their frequency in patients with Chronic Kidney Disease based patient, patient-day and patient to 
each unit from a public and university hospital (n=73). Uberlândia, Brazil, 2017 

 

Diagnosis of nursing n (p) % S n(p-d) % Score ADICU (n=35) CICU (n=22) SC2 (n=9) 

Risk of infection 64 87.67 1 572 4.54 1 85.71(30) 95.45(21) 66.67(6) 
Risk of vascular trauma 61 83.56 2 526 4.17 2 80(28) 86.36(19) 88.89(8) 
Self-care deficit for bath 60 82.19 3 505 4.00 3 91.43(32) 86.36(19) 22.22(2) 
Risk of injury 58 79.45 4 462 3.66 4 85.71(30) 81.82(18) 44.44(4) 
Risk of unstable glycemia 56 76.71 5 404 3.20 7 77.14(27) 86.36(19) 33.33(3) 
Integrity risk of impaired skin 56 76.71 6 436 3.46 6 88.57(31) 72.73(16) 22.22(2) 
Impaired urinary output 56 76.71 7 384 3.04 9 85.71(30) 63.64(14) 55.56(5) 
Urinary retention 53 72.60 8 316 2.51 15 82.86(29) 59.09(13) 44.44(4) 
Impaired Spontaneous Ventilation 52 71.23 9 294 2.33 19 82.86(29) 68.18(15) 44.44(4) 
Ineffective respiratory pattern 52 71.23 10 452 3.58 5 91.43(32) 59.09(13) 22.22(2) 
Poor fluid volume 51 69.86 11 264 2.09 22 91.43(32) 59.09(13) 0(0) 
Unbalanced Nutrition: Less Than Body Needs 51 69.86 12 326 2.58 14 80(28) 72.73(16) 11.11(1) 
Decreased cardiac output 50 68.49 13 312 2.47 17 71.43(25) 77.27(17) 22.22(2) 
Risk of trauma 49 67.12 14 394 3.12 8 77.14(27) 54.55(12) 33.33(3) 
Excessive fluid volume 49 67.12 15 384 3.04 10 88.57(31) 54.55(12) 0(0) 
Shock risks 48 65.75 16 351 2.78 12 71.43(25) 77.27(17) 0(0) 
Ineffective airway clearance 46 63.01 17 343 2.72 13 82.86(29) 45.45(10) 22.22(2) 
Risk of falls 41 56.16 18 255 2.02 23 45.71(16) 77.27(17) 44.44(4) 
Self-care deficit for food 40 54.79 19 368 2.92 11 77.14(27) 27.27(6) 22.22(2) 
Risk of ineffective cerebral tissue perfusion 39 53.42 20 270 2.14 21 62.86(22) 50(11) 0(0) 
Ineffective protection 39 53.42 21 287 2.28 20 68.57(24) 22.73(5) 44.44(4) 
Risk of bleeding 37 50.68 22 219 1.74 24 51.43(18) 54.55(12) 11.11(1) 
Impaired swallowing 37 50.68 23 315 2.50 16 77.14(27) 13.64(3) 11.11(1) 

      Legend: S: Score; p: patient; p-d: patient-day; ADICU: Adult Intensive Care Unit; CICU: Cardiac Intensive Care Unit; SC2: Surgical Clinic 2. 

25627                                     International Journal of Development Research, Vol. 09, Issue, 02, pp. 25625-25632, February, 2019 
 



cardiac tissue perfusion, n = 28 (38.36%); Risk of electrolytic 
imbalance, n = 26 (35.62%); Ineffective peripheral tissue 
perfusion, n = 26 (35.62%); impaired oral Mucosa, n = 23 
(31.51%); Impaired skin integrity, n = 23 (31.51%); Impaired 
ambulation, n = 22 (30.14%); Sleep deprivation, n = 22 
(30.14%); Dysfunctional gastrointestinal motility, n = 22 
(30.14%); Deficit in self for intimate hygiene, n = 19 
(26.03%); Constipation, n = 17 (23.29%); Aspiration risk, n = 
17 (23.29%); Activity intolerance, N = 17 (23.29%); Risk of 
constipation, n = 14 (19.18%); Decreased intracranial adaptive 
capacity, n = 14 (19.18%); Functional urinary Incontinence, n 
= 12 (16.44%); Risk of deficient fluid volume, n = 12 (16.44%); 
Impaired physical mobility, n = 12 (16.44%); Fragile elderly 
syndrome, n = 12 (16.44%); Impaired dentition, n = 11 
(15.07%); Acute confusion, n = 11 (15.07%); Ineffective 
regulation term, n = 10 (13.7%); Diarrhea, n = 10 (13.7%); 
Obesity and overweight, n = 9 (12.33%); Hypothermia, n = 9 
(12.33%); Allergic response to Latex, n = 9 (12.33%); 
Impaired bed mobility, n = 9 (12.33%); Fatigue, n = 9  

(12.33%); Impaired sleep pattern, n = 9 (12.33%); Impaired 
comfort, n = 9 (12.33%); Hyperthermia, n = 8 (10.96%); 
Impaired verbal communication, n = 8 (10.96%); Acute pain, n 
= 8 (10.96%); Intestinal incontinence, n = 7 (9.59%); Urinary 
incontinence reflex, n = 7 (9.59%); Sexual dysfunction, n = 7 
(9.59%); Ineffective infant feeding pattern, n = 7 (9.59%); 
Risk of contamination, n = 7 (9.59%); Risk of acute confusion, 
n = 6 (8.22%); Risk of impaired hepatic function, n = 6 
(8.22%); Impaired environmental interpretation syndrome (it 
was removed in the 2012-2014 edition), n = 5 (6.85%); Risk of 
peripheral neurovascular dysfunction, n = 4 (5.48%); Deficit in 
self for dressing, n = 4 (5.48%); Chronic pain, n = 4 (5.48%); 
Urgency urinary incontinence risk, n = 3 (4.11%); Impaired 
transfer capacity, n = 3 (4.11%); Insomnia, n = 3 (4.11%); 
Risk of activity intolerance, N = 2 (2.74%); ambulation, n = 2 
(2.74%); Sedentary lifestyle, n = 2 (2.74%); Overflowing 
urinary incontinence, n = 2 (2.74%); Stress urinary 
Incontinence, n = 1 (1.37%); Risk of disuse syndrome, N = 1 
(1.37%); Social isolation, n = 1 (1.37%); Caregiver Role 

Table 4. Nursing diagnosisin patients with Chronic Kidney Disease hospitalized in a public and university hospital stratified for 
domain and class according to NANDA (2015-2017). Uberlândia (MG), Brazil, 2017 

 
Domain Class  Nursing Diagnosis n % 

1- Health promotion 2- Health Control Ineffective protection 39 53.42 
2- Nutrition 1- Ingestion Impaired swallowing 

Unbalanced nutrition: less than the bodily needs 
37 50.68 
51 69.86 

4 - Metabolism Risk of unstable glycemia 56 76.71 
5- Hydration Poor fluid volume 

Excessive fluid volume 
51 69.86 
49 67.12 

3- Elimination and 
Exchange 

1- Urinary function Impaired urinary output 
Urinary retention 

56 76.71 
53 72.60 

4- Activity/Rest  
 
4- Cardiovascular/pulmonary 
responses 

Decreased cardiac output 
Ineffective respiratory pattern 
Risk of ineffective cerebral tissue perfusion 
Impaired Spontaneous Ventilation 

 
50 

68.49 

52 71.23 
39 53.42 
52 71.23 

5- Self-Care Self-care deficit for food 
Self-care deficit for bath 

40 54.79 
60 82.19 

11- Security/Protection 1- Infection Risk of infection 64 87.67 
2- Physical injury Shock risk 

Impaired skin integrity risk 
Ineffective airway clearance 
Risk of injury 
Risk of falls 
Risk of bleeding 
Risk of trauma 
Risk of vascular trauma 

48 65.75 
56 76.71 
46 63.01 
58 79.45 
41 56.16 
37 50.68 
49 67.12 
61 83.56 

 

 
Figure 1. Principal Component Analysis of Chronic Kidney Disease patientsbased on profile of the nursing diagnosis in three units 

from a public and university hospital, Brazil, 2017. A. Based on all diagnosis presented. B. Based on the 23 most prevalent 
diagnosis. Uberlândia, Brazil, 2017 

 

25628                   Ana Paula Malagoli Ribeiro et al. Nursing diagnosisandclinical complications in hospitalized patients with chronic kidney disease 
 



Tension, n = 1 (1.37%); Ineffective health control, n = 1 
(1.37%); Ineffective family health control, n = 1 (1.37%); Risk 
of injury by perioperative positioning, n = 1 (1.37%); Deficient 
recreation activity, n = 1 (1.37%); Ineffective breastfeeding, n 
= 1 (1.37%); Delay in growth and development (it was 
removed in the 2012-2014 edition), n = 1 (1.37%); 
Hopelessness, n = 1 (1.37%); Chronic confusion, n = 1 
(1.37%); Nausea, n = 1 (1.37%); Anxiety, n = 1 (1.37%); Self-
mutilation, n = 1 (1.37%). 
 

DISCUSSION 
 
Scientific studies for patients with chronic kidney disease are 
similar to the sociodemographic profile of this study. Male and 
white skin variables predominated, which corroborate the 
results of a study that characterized the profile of chronic 
kidney patients living in the city of Itabuna (Oliveira et al., 
2015). Such information is also similar with the results of the 
Brazilian Society of Nephrology (SBN), which describes the 
percentage of patients in Brazil with CKD undergoing 
hemodialysis (Sesso et al., 2012). In this study, most patients 
had a partner. There was a study that also identified the 
prevalence and factors associated with CKD in patients 
admitted to a university hospital (Pinho, 2015). Regarding the 
comorbidities found, systemical arterial hypertension stands 
out as a prevalent condition in patients with a medical 
diagnosis of CKD. This fact is also found in several studies 
with adults with CKD. The presence of this variable is justified 
by the male vulnerability to chronic diseases, such as 
systemical arterial hypertension and diabetes mellitus, the 
main risk factors for the development of CKD. Elevated blood 
pressure is a significant risk factor for cardiovascular 
morbidity and mortality in patients undergoing dialysis and it 
is associated with loss of renal function (Lieder et al., 2017). 
Also, men attend health services less frequently and this may 
be considered as one of the causes that make early diagnosis 
and treatment of associated comorbidities difficult. This fact 
may justify the findings (Brasil, 2009). It has also been found 
that CKD is diagnosed worldwide in the late years, justifying 
the fact that people belonging to the risk groups do not 
perform laboratory tests to assess renal function (Stevens et 
al., 2005), especially in basic health care in which the CKD is 
poorly diagnosed by general professionals (Schieppati et al., 
2005). It is also emphasized that the early diagnosis of CKD is 
of great importance since it provides a decrease in the 
mortality of cardiovascular causes; decreases treatment costs, 
both for delaying CKD progress and the onset of renal 
substitutive therapy, referral to the nephrologist in advance, 
and improvement of patients' quality of life. 
 
Then, the heart diseases were highlighted with 56.16% of the 
patients. The scientific literature shows a significant 
association of heart failure with CKD, and having heart failure 
increases 2.6 times the chance of the patient having CKD 
(Pinho et al., 2015). Diabetes mellitus was found as another 
comorbidity, reaching 35.62% of patients with CKD, which 
corroborates a study that identified as one of the main findings 
the association between CKD patients and the main 
cardiovascular risk factors: systemic arterial hypertension and 
diabetes mellitus, considered factors for intervention and early 
prevention of complications (Pinho et al., 2015). Regarding 
hypothyroidism (15.07%), one of the hypotheses that 
associates this condition with CKD is that altered thyroid 
function causes a decrease in myocardial contractility and 
cardiac output, increased peripheral resistance and results in 

systemic and renal vasoconstriction. These factors decrease 
renal blood flow and, consequently, glomerular filtration rate 
(Van Hoek, 2009).Obesity (13.7%) was associated with 
hemodynamic, structural and histological renal alterations 
among patients with CKD, as well as metabolic and 
biochemical disorders predisposing to CKD (Kopple, 2011). 
Regarding the relationship between CKD and dyslipidemia 
(13.7%), it has already been described in the literature, but the 
reasons are still unknown. Regarding the age group, the mean 
age was 67.6 years, with extremes ranging from 26 to 92 years 
old. A study performed at a university hospital in the state of 
São Paulo also found a similar result, that is, prevalence of 
CKD among older people (Pinho, 2015). The average Body 
mass index of 25.69 was considered to be above the ideal 
weight. This variable is justified by the growth of overweight 
and morbidly obese populations in the last decades. Smoking 
and alcoholism were found in less than 50% of the patients´ 
medical records. This factor is considered to be a trigger for 
SAH and other comorbidities that may further compromise the 
chronic condition presented by the patients, and the individuals 
who smoke are more vulnerable to CVD, pulmonary diseases, 
AC and other chronic conditions when compared to patients 
who do not smoke (Brasil, 2009). Furthermore, it is evident 
that smoking is related to increased mortality and the 
occurrence of HF in patients with CKD, especially in patients 
whose disease is more advanced (Thomas, 2008). Regarding to 
alcohol consumption, it is advisable to pay attention to the 
habits of life that potentially cause damages to the health of the 
population. In a study of 32,389 people with the objective of 
determining the impact of alcohol consumption and the 
incidence of SAH, it was concluded that high alcohol 
consumption increased the risk of Systemic arterial 
hypertension, especially among men (Peng et al., 2013). 
 
A study showed a higher mortality rate among patients with 
CKD when compared with those who did not present the 
disease (Pinho et al., 2015). Therefore, the number of patients 
that evolved to death in this study is justified, especially in the 
Adult ICU sector, which presented patients with high 
complexity in a serious condition with a prognosis that is often 
unfavorable, which predisposes them to the outcome of 
death.An average of 12.67 days and an average hospitalization 
of 33.04 days were identified. These data are similar to a study 
that assessed the financial cost of CKD management in 
patients referred early or late to the nephrologist, who 
demonstrated an average of 25 days of hospitalization for 
patients with early nephrology follow-up and 41 days for 
patients sent later (McLaughlin et al., 2001). Most patients 
with CKD underwent hemodialysis (67.12%), according to the 
medical records. The survival of people with CKD is related to 
methods of artificial blood filtration, such as hemodialysis. 
One study showed an average of 4.7 years (ranging from 1 to 
13 years) and 23.9% of the cases had one to two years of 
hemodialysis treatment (Oliveira et al., 2015). The infection 
was the main complication, totaling 60.27% of the cases. This 
can be explained by the large number of patients admitted to 
the Intensive Care Unit (ICU). Critical ICU patients are more 
susceptible to hospital infection compared to other sectors 
since they end up providing assistance to more severe cases, 
and the patients who are attended are more exposed to 
infections. It should be mentioned the severity of the case and 
the variety of invasive procedures they are subjected, resulting 
in a high mortality rate in this place when compared to others 
in the hospital context. Also, infection is highlighted as one of 
the main complications in patients with CKD. Many of these 
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infections are related to the need of these patients for a 
vascular access for the performance of Renal Substitutive 
Therapy. The possibility of NANDA-I/NOC/NIC binding for 
the patient undergoing central venous catheter for 
hemodialysis was identified: Risk of infection/Risk control: 
Infectious process/Care with vascular device, using scientific 
evidence for justifying such a connection, recognizing the 
mechanical and infectious risk that the use of the device brings 
about the patient undergoing hemodialysis and the clinical 
severity of its complications (Lima Guimarães et al., 2017). As 
a second major complication, hydroelectrolytic imbalance was 
found in 49.32% of the patients. With renal injury, the kidneys 
are unable to perform their homeostatic functions, leading to 
serious clinical repercussions in the organism, such as altered 
neurological status or cardiac arrhythmias (Freitas Dutra et al., 
2012). The cardiac arrhythmias were also found in this study 
as an important complication in patients with CKD, 
corresponding to 36.99% of the records analyzed. Anemia is 
one of the most frequent clinical manifestations in patients 
with CKD, identified as one of the complications diagnosed in 
35.62% of medical records. A significant portion of CKD 
patients with anemia were identified in a study, even in the 
early stages, and iron deficiency was a determining factor in 
this condition. Thus, correction of this complication is 
essential, since the scientific evidence suggests that the 
correction of anemia may decrease the rate of progression of 
CKD (Canziani et al., 2006). Hemorrhage is shown as a 
complication in the research (20.55%), corroborating the data 
of patients with anemia. According to some studies, patients 
with CKD who undergo hemodialysis with anticoagulation of 
the heparin system are more likely to have hemorrhages 
(Breitsameter et al., 2008). Regarding the nursing diagnosis, 
there were 23 major nursing diagnosis were identified, 
according to the NANDA classification 2015-2017 (NANDA, 
2015-2017), of which seven were observed in more than 75% 
of the studied population. It is observed that ten of the 23 
nursing diagnosis (43.48%) are risk diagnosis: unstable 
glycemic risk; risk of ineffective cerebral tissue perfusion; risk 
of infection; risk of vascular trauma; risk of injury; risk of 
impaired skin integrity; risk of trauma; risk of shock; risk of 
falls and risk of bleeding. Of the identified diagnosis, thirteen 
(56.52%) can be classified as a nursing diagnosis with a focus 
on the problem: ineffective protection; volume of liquids 
deficient; unbalanced nutrition: less than bodily needs; 
excessive volume of liquids; deglutition impaired; impaired 
urinary output; urinary retention; self-care deficit for bath; 
impaired spontaneous ventilation; ineffective respiratory 
pattern; decreased cardiac output; deficits in self-care for food 
and ineffective airway clearance. 
 
In this study, nursing diagnosis focused on physiological and 
non-psychosocial problems were concentrated, which was also 
observed in another study with patients in chronic conditions 
(Park et al., 2017). These findings were not surprising because 
patients hospitalized with CKD had more physiological 
problems than psychological problems in comparison with 
other patients. On the other hand, nurses should be encouraged 
to identify psychological nursing diagnosis to provide holistic 
care and establish a plan of care for these patients (Park et al., 
2017). To this end, nurses should use clinical reasoning and 
thorough evaluation to select accurate nursing diagnosis (Park 
et al., 2017). It should be noted that the nursing diagnosis of 
this study were formulated by nurses who work in clinical 
practice, and there is little evidence that these professionals 
reach the accuracy of their diagnosis in clinical practice. Lack 

of attention to diagnosis and accuracy, inadequate knowledge 
about the complexity of interpreting human responses and the 
existence of other priorities in the health setting may be 
reasons for such an occurrence (Park et al., 2017; Cruze, 
2009). Therefore, this study provides scientific evidence on the 
use of clinical reasoning to select nursing diagnosis. It is 
shown the importance of nurses to develop skills and abilities 
for the elaboration of nursing diagnosis to become good 
diagnosticians. In short, the accuracy of nursing diagnosis is 
fundamental for the provision of high-quality care. Thus, 
research focused on the identification of NANDA-I5 nursing 
diagnosis is essential for the quality and excellence of nursing 
care, which makes the decision-making process based on 
scientific evidence (Park et al., 2017). In relation to the 
domains, the nursing diagnosis were distributed in five: health 
promotion, nutrition, elimination and exchange, activity/rest, 
safety/protection. The safety/protection domain stands out with 
9 (39.13%) diagnosis, followed by activity and rest with 6 
(26.09%); nutrition with 5 (21.74%); elimination and exchange 
with 2 (8.69%) and, finally, health promotion with 1 (4.35%). 
In another study that also searched for nursing diagnosis in 
renal patients submitted to hemodialysis, seven different 
nursing diagnosis were identified, and three of them were also 
found in this study: risk of infection, excessive fluid volume, 
and risk of electrolyte imbalance (Debone, 2017). It is 
emphasized that nursing diagnosis is of great importance since 
many have their origin in the onset of CKD and remain over 
time. Thus, the identification of nursing diagnosis allows for 
the strengthening and applicability of care provided, since 
nursing diagnosis conduct nursing care for specific 
interventions to be implemented in the care plan of these 
patients (Frazão et al., 2014). Finally, it is also emphasized the 
importance of the holistic approach to the patient, enabling to 
determine the nursing diagnosis related to all aspects. Thus, 
the identified nursing diagnosis provided information 
necessary for a better targeting of nursing care, contributing to 
the quality of life of these patients (Muniz et al., 2015). 
 
Conclusion 
 
From the results of this study, it was possible to understand 
that infection, electrolyte imbalance, arrhythmias, anemia, and 
heart failure were the main complications among patients with 
CKD, as the main nursing diagnosis were the risk of infection, 
the risk of vascular trauma, the deficit in self-care for the bath, 
the risk of injury and the risk of unstable capillary glycemia. It 
is important to highlight the relevance of these scientific data, 
since when applied in the provision of care they contribute to 
the planning of nursing interventions, directing care to the 
actual or potential needs of these patients. It is evidenced that 
this study contributes to the scientific advances in the nursing 
process by favoring the reduction of scientific knowledge gaps 
on the main complications and on the main nursing diagnosis 
in patients with CKD in the care settings. It is also suggested 
the development of new scientific studies regarding patients 
with such a pathological process for a more detailed analysis 
of the complications and nursing diagnosis, to provide better 
care and consequent increase in the quality of life of these 
patients. 
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