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Tk ol 43 A 2 A S BE BE 2013 4F 12 1 —2016 4F 12 J 193 i Stanford B 8 & ) ik 3¢ J2 17
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( ¥ P<0.05) . Z A & Logsitic [0l 543 §7 W%, # R %6 52 ( OR=4.458, 95% CI=1.176~16.897,
P=0.028) ; A B 4i 5 (OR=1.036, 95% CI=1.011~1.063, P<0.01) ; ¥ % /& ( OR=1.025,
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P B E (22.6% vs. 6.3%, x°=8.00, P<0.005) , A3 BEIRFGHG S 84 ARG AE 7 R0 BAK 5 TC R IR
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Analysis of risk factors and prognosis for acute kidney injury in
patients with Stanford type B aortic dissection after thoracic
endovascular aortic repair
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Abstract Objective: To investigate the risk factors associated with acute kidney injury and prognosis in patients with

Stanford type B aortic dissection after thoracic endovascular aortic repair (TEVAR).

BEETHR: ZHARIT 2017 AEA s HEHOR N RIS BE BT H (1704£0804013 ) .
W EE: 2018-09-19; {EITHHA: 2018-11-20,

YEERIN: RS, LRIERIR A E A S B B I, 2 F A SME )y I RS
BIE1EE: $M7Y, Email: HuHejie@hotmail.com

© AR )T F 5 EANF AT 1539 http://www.zpwz.net



1540

E LA AR R 5507 %

Key words

Methods: The clinical data of 193 patients with Stanford type B aortic dissection undergoing TEVAR from
December 2013 to December 2016 in Anhui Provincial Hospital were retrospectively analyzed. The acute kidney
injury was diagnosed according to the criteria proposed by Acute Kidney Injury Network (AKIN).

Results: In the 193 patients, acute kidney injury after TEVAR occurred in 36 cases (18.7%). Univariate
analysis indicated that the history of diabetes, systolic blood pressure at admission, diastolic blood pressure at
admission, dose of contrast agent administered during operation and scope of involvement of the renal artery
were significantly related to post-TEVAR acute kidney injury (all P<0.05). Multivariate Logsitic regression
analysis demonstrated that the history of diabetes (OR=4.458, 95% CI=1.176-16.897, P=0.028), systolic
pressure at admission (OR=1.036, 95% CI=1.011-1.063, P<0.01); dose of contrast agent administered during
operation (OR=1.025, 95% CI=1.012-1.038, P<0.01); renal artery involvement (OR=3.130, 95% CI=1.222
-8.017, P=0.017) were independent risk factors for post- TEVAR acute kidney injury. Analysis of the follow-up
results showed that the early mortality in patients who developed acute kidney injury was significantly higher
than that in patients without acute kidney injury (22.6% vs. 6.3%, ’=8.00, P<0.005), and the survival rate in
patients having a history of diabetes was significantly lower than that in patients without a history of diabetes
(P<0.05).

Conclusion: High systolic blood pressure at admission, history of diabetes, dose of contrast agent used and
involvement of bilateral renal arteries are closely related to the occurrence of acute kidney injury in patients
with Stanford type B aortic dissection after TEVAR. The patients with post-TEVAR acute kidney injury have an
increased risk of early death, and the history of diabetes has predictive value for the prognosis of the patients after
operation.

Aneurysm, Dissecting; Endovascular Procedures; Acute Kidney Injury; Risk Factors; Prognosis
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2013—2016%4F, #4437 & B itif Stanford B
R F B ke 2 R k241, MR HERR AR S g A
1936 3 . ABEARME: (1) ARIECTALS R IHHIZ W
AStanford B F 8 ik )2y E; (2 ABEE TN
TTTEVARAR B . HEBRPRE: (1) BEFEA £ 3k
TATENBEE AR ES ; (2 Bk WTEFE AR B
W ERE; Q) BIFEa USRI, @) %
A B Bl ki A R AT (5) KRG Ek = B Yi6e
KA s = CTA AR F R B o
1.2 ARA*
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o, PR 20 (the Acute Kidney Injury
Network, AKIN) PR 2 S iie Xl 7
48 hNSer FTF=26.4 pmol/LESer I TF & = JEfli i
M LSRE, Ry Sk B
1.3 RIKEH

BB G BEVT R EIE T2 R 1255 .
BE VIR ARG 1. 64 H 5 14E, LUR 1IR/AE
R N SR 2R e il el (| WA ol K| AN = A1
O M AEAEAE L (BB T BB T WA L B0 T e [A) Je AE
TRE) .
1.4 it ahE

BOAEAHT R FHSPSS 19.058 154 647 40 07
LA R IR £ ARt S (R =s) sib % (0
SEOLECRNEE ) (M (Q) 15878, Al 22 57 R H ek 3
W AE S B Mann-whitney UKL . 1509 BE R FH I
BOAME S (%) 1En, 4225 x KRR
S Fisherkf iR 56 o K80 R 00T A G i 24 L

Aol A2 H ELogistic M A4 M A A FF Mt
FH Cox M43 Hr, P<0.05HESASH¥E XL,

2 # =R

2.1 REI—MHFREARPER

FFEmUER 193 B F G, B1576], Z36fil;
HHEIME1386H] (71.50% ) . iR E 164
(8.30% ) . WML 65% (33.68% ) . 361
(18.7% ) KEZMEE B, S0 B B0 4l R
S S LB B FAE SR B4 (16.7% vs.
6.37%, P=0.043) . 200 4 0 dc4s & .
ok RS TESEEBRAGA (HP<0.01) .
(LIS el 1 I o N TN VI R T N =
WMFAR., FHEEHZSLSEITHRE L (B
P>0.05) . KRR, 2EEHO 4
m P E S E 4] (P<0.01) (F1) .

FR1AREAEBERGASEIEBERGE—RBEBMFRAABBRRSTER

Table 1 Results of univariate analysis of the general data and surgical variables of patients with and without acute kidney injury

SE SEEBUEA (n=36) 2B (n=157) P
e (%, xxs) 54.69 +11.78 57.48 +11.98 0.209
B (%) ] 32 (88.89) 126 (80.25) 0.225
I [n (%) ] 29 (80.56) 109 (69.43) 0.182
BRI [n (%) ] 6 (16.67) 10 (6.37) 0.043
WS [n (%) ] 17 (47.22) 57 (36.31) 0.224
ABEEANM (10771, x+s) 10.42 +3.17 9.89 +3.17 0.374
RIGH 1 KRR (C, xxs) 37.58 +0.80 37.49 +0.82 0.590
ABeltZaE (mmHg, x+5) 172.14 £ 23.19 150.77 + 24.03 <0.01
ABEETKIE (mmHg, X+5) 96.11 + 17.88 88.04 + 13.99 <0.01
ABE# (IR /min, X+s) 78.33 + 12.65 81.61 + 13.11 0.176
FARBE] [min, M (Q) ] 84.58 (65.00~88.75) 79.96 (60.00~115.00) 0.656
HUMGES BT A] [min, M (Q) | 115.86 ( 82.50~120.00) 101.66 (80.00~115.00) 0.241
WA HE mL, M (Q) | 109.72 (90.00~122.50 ) 75.92 (60.00~82.50 ) <0.01
2FARN (%) ] 6 (16.67) 17 (10.58) 0.329
SEEERBEH [d, M (Q) ] 17.72 (13.25~20.00 ) 18.17 (15.00~22.00) 0.444
AR Ser (pmol/L, x+s) 96.23 + 41.57 92.75 + 16.60 0.517
22 EHlkFEERRSFA 2.3 ek EZEE RS
MR CTAZ R, B gh bkt 48 = . & MR ESNPERITZEXHHE RS A

. BEE3FIER, B mat X, 2y
WOGA S E G EMGA TG ¥ 2E57 (Pryay=
0.071. Pyysyp=0.123) o {05 3 ik 32 2505 Wi 4l
FAEAE G222 5, UM sh k¥ 22 B2k B &tk
B 1 W] T R B k2 R B ik ok 2 R
BFE (P=0.013) (F£2) .,
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Z W HE Logistic T4 8 v s« BE FR 9 5 8
( OR=4.458, 95% CI=1.176~16.897, P=0.028) .
ABEW 4 5 (OR=1.036, 95% CI=1.011~1.063,
P<0.01) . @A MHE (OR=1.025, 95% ClI=
1.012~1.038, P<0.01) . B 5 3h k2 2
( OR=3.130, 95% CI= 1.222~8.017, P=0.017)
ETEVARAJG 8 2P B 5245 19 2l 7 fa 16 [ R
(#£3) .
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Table2 Analysis of the involvement of the renal arteries in patients with and without acute kidney injury [n (%)]
I H SPEERUEA (n=36) T4 (n=157) P

2 B Bl ik 4k
i 28 (77.78) 142 (90.45)

B 7 (19.44) 12 (7.64) 0.071
HARME 1(2.78) 3(1.91)

A B Bk o At
HiE 29 (80.56) 143 (91.08)

3 6 (16.67) 11 (7.01) 0.123
FUER I 1(2.78) 3(1.91)

B k2 S50 0.013
Kz B 13 (36.11) 97 (61.78) >0.05"
AN B kA 2 1 (2.78) 4 (2.55) <0.05”
BN Bhksz 5 22 (61.11) 56 (35.67) <0.05"

TE: 1) SRMESIKZ RILE: 2) SOUNE SR RILES: 3) SARZ R

Note: 1) Compared with unilateral renal artery involvement; 2) Compared with bilateral renal artery involvement; 3) Compared with no

renal artery involvement

%3 TEVAR RFHII2MEHRGEIM I R E = Logistic

S

Table 3 Logistic analysis of the risk factors for acute kidney
injury after TEVAR

5B OR 959% Cl P
ik 0.340 0.092~1.256 0.106
AR >60 % 0.943 0.354~2.514 0.907
BH IR Ipad L 4.458 1.176~16.897 <0.05
ARl & 1.036 1.011~1.063 <0.05
ABEEF ik R 1.015 0.977~1.055 0.436
ABE A 41 K 1.347 0.517~3.512 0.542
TS 1.025 1.012~1.038 <0.01

U B ik 3z 2 3.130 1.222~8.017 <0.05

2.4 BEIHLER

SRR AR D A B L, RSB, dE &
PR L B DT AN B 42, KUFLIB . SEH R
BFE18.34H o RJG30 dBEVIgEH, 2k S

TR A S, b 358 T A B, LEISE T
SO NREZE, HIRE T MR JE SRR
P FE T B E 69, H b 245 ki 1l A = AR SE T,
3 Je R R T, 1B R E Ik A% T hE v At
oo RIG18A A VISR, 200k B B 1 4 3 5t
ToE 2, o ge a2, 1B B R A
T AR 2B B Al B g sE T R A 3, 1B SE
T 06 M AN, VB8 T OB M, 1658 TR
B, I T IR TR, WAL BRI R A Gt
XS (22.6% vs. 6.3%, x’=8.00, P<0.005) .
TEVARAR G B & RIS T R0, R s
PEERERERGHET- W EMKAE (£4) .
D718 H NFET- &, 8 Cox M1 1H 43 H7
N, RETHERIR S IMTEVARA G B HI5E T KUK
(OR=20.8, P=0.03) , HBA M EAFIZILE.

Table 4 Results of univariate analysis of risk factors for early death in patients after TEVAR

X4 TEVAR REEEERHIETRKEEREZESHTER

ESES LT (n=16) s (n=157) P
Ty (%, xxs) 60.69 + 12.87 56.69 + 11.85 0.204
ELE [n (%) ] 13 (81.25) 115 (73.25) 0.487
BRI [n (%) ] 6 (37.50) 2(1.27) <0.01
WA [ (%) ] 7 (43.75) 68 (43.31) 0.973
ABEF4AE (1071, x+s) 9.47 +3.04 9.96 +3.05 0.520
A4 (mmHg, x+s) 163.13 + 20.44 152.25 +25.87 0.105
ABiF K E (mmHg, X+s) 95.63 + 18.91 88.52 + 14.17 0.066
ABELZF (K fmin, x+s) 78.50 + 10.55 81.80 + 13.30 0.337
RS [mL, M (Q) | 88.44 (52.50~100.00 ) 81.24 (60.00~90.00 ) 0.329
W'E Shliksz 2 [n (%) ] 7 (43.75) 47 (29.94) 0.256
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Figure 1 Survival curves of patients with and without a history

of diabetes
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