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Abstract
Background: Development of acute kidney injury (AKI) after out-of-hospital cardiac
arrest (OHCA) is associated with mortality and poor neurological outcome. However,
the effect of recovery from AKI after OHCA is uncertain. This study investigates
whether recovery from AKI was associated with the rate of survival and neurological
outcome at 30 days after OHCA.
Methods: This is a prospective multicentre observational cohort study of adult OHCA
patients treated with targeted temperature management (TTM) across five hospitals in
South Korea between February 2019 and July 2020. AKI was diagnosed using the
Kidney Disease: Improving Global Outcomes criteria. The primary outcome was the
rate of survival at 30 days, and the secondary outcome was the rate of survival with
a favourable neurological outcome at 30 days, defined by a score of 3 or less on the
modified Rankin scale.
Results: Among the 2,018 patients with OHCA, 79 were treated with TTM. After
excluding two patients with incomplete data on outcomes, 77 were analysed. AKI
developed in 43 (56%) patients. Among them, 22 (51%) recovered from AKI. Although
the rate of survival at 30 days for the recovery group was superior to the non-recovery
group (82% vs. 24%, P < 0.001), the rate of survival with a favourable neurological
outcome at 30 days for the recovery group was not different than that for the non-recovery
group (32% vs. 10%, P = 0.132). Recovery from AKI was an independent predictor of
survival at 30 days after OHCA in the multivariate analysis (adjusted odds ratio, 22.737;
95% confidence interval, 3.814-135.533; P = 0.001); however, it was not associated with
a favourable neurological outcome at 30 days after OHCA in the multivariate analysis.
Conclusion: Recovery from AKI was an independent predictor of survival at 30 days
only after OHCA who were treated by TTM.
Keywords
Acute kidney injury; Out-of-hospital cardiac arrest; Targeted temperature management;
Therapeutic hypothermia

1. Introduction
Acute kidney injury (AKI) is associated with increased risk
of death and poor neurological outcome after out-of-hospital
cardiac arrest (OHCA) [1, 2]. Because AKI has been confirmed as a risk factor of mortality, recovery from AKI might
be associated with a good outcome. In case of critically
ill patients, the rate of survival of patients who recovered
from AKI was significantly higher than those who did not
recover [3]. However, the effect of recovery from AKI after
OHCA is uncertain. Although one retrospective cohort study
reported that the recovery from AKI was a potent predictor
of survival and good neurological outcome at discharge, there

were several limitations to the study, including that the development of AKI and recovery from AKI were determined
retrospectively and the outcomes could not be determined at
the same time point among the patients [4]. To address these
limitations, our prospective cohort study aims to identify the
effect of recovery from AKI on the rate of survival and good
neurological outcome at 30 days after OHCA. We hypothesised
that the rate of survival at 30 days after OHCA in patients who
recovered from AKI was superior to the patients who did not
recover from AKI.
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2. Materials and methods
2.1 Study design and setting
This is a prospective multicentre observational cohort study.
Data were collected from five academic hospitals in South Korea between February 2019 and July 2020. The development
of AKI and recovery from AKI were defined prospectively
considering both the serum creatinine level and hourly urine
output. The study design and plan, including the informed
consent form, were approved by the institutional review board
of each hospital and were registered at the International Clinical Trials Registry Platform (Clinical Research Information
Service; Korea Centers for Disease Control and Prevention,
Ministry of Health and Welfare, Osong, Chungcheongbuk-do,
Republic of Korea, (https://cris.nih.go.kr [registered
No. KCT0003544])) on February 21, 2019. The first participant was enrolled on March 18, 2019, and the last participant
was enrolled on July 22, 2020.

2.2 Study population
All adult patients with OHCA irrespective of the cause of
arrest who were unconscious after the return of spontaneous
circulation (ROSC) and treated with targeted temperature management (TTM) were enrolled in the registry. Patients aged <
19 years, those who were dead on arrival to the hospital and did
not receive cardiopulmonary resuscitation (CPR), those who
did not achieve ROSC despite cardiopulmonary resuscitation,
those who did not receive TTM despite achieving ROSC,
those diagnosed with end-stage renal disease with dialysis
(peritoneal dialysis or haemodialysis) before developing cardiac arrest, those who had a Do-Not-Attempt-Resuscitation
(DNAR) order, those who had acute intracranial haemorrhage
or acute ischaemic stroke, and those who had active bleeding
were excluded. In addition, patients were excluded from the
study when patients’ legal surrogates refused to participate or
withdrew informed consent during the study period. Enrolled
patients received care for post-cardiac arrest syndrome according to the standard operating procedures for OHCA at each hospital. The principal investigator of each participating hospital
collected data from the hospital records of OHCA survivors
treated with TTM and determined the development of AKI and
recovery from AKI prospectively. The independent data input
researcher investigated survival status and modified Rankin
scale (MRS) at 30 days after OHCA. If patients died before
30 days, the death date was recorded.

2.3 Indication and contraindication of TTM
Regardless of the initial rhythm, patients who did not show
meaningful responses to verbal commands after ROSC for
more than 20 minutes were treated with TTM. Cardiac arrest
associated with trauma, severe sepsis, having poor cognition
or poor neurological condition before cardiac arrest, pregnancy, arrhythmia not responding to treatment or coronary
vasospasm, refractory shock not responding to fluid or vasopressors, active bleeding or thrombolytic use, and therapeutic
hypothermia were relatively contraindicated; thus, TTM could
be decided by the institution’s expert. However, TTM was

contraindicated for patients with terminal illness before cardiac
arrest, those who had a DNAR order, and those with other
aetiologies for coma.

2.4 Deﬁnition of AKI
The development and staging of AKI were defined using the
Kidney Disease: Improving Global Outcomes criteria [5].
AKI was defined when one of the following conditions were
fulfilled. First, an increase in serum creatinine more than 1.5
times baseline within 7 days after OHCA. Second, an increase
in serum creatinine more than 0.3 mg/dL within 48 hours.
Third, a decrease in hourly urine output lower than 0.5 mL/kg/h
for 6 hours. The baseline serum creatinine was defined as the
last available serum creatinine level within the last 3 months.
If the last available serum creatinine level within the last 3
months was unknown, the baseline serum creatinine level was
defined as the lowest value between the post-ROSC value
and estimated serum creatinine value through the use of the
Modification of Diet in Renal Disease equation [5]. Recovery
from AKI was defined when all the AKI criteria were not
fulfilled (decrease in the serum creatinine level within 150%
of the baseline serum creatinine level without oliguria [hourly
urine output ≥ 0.5 mL/kg/h for 6 h]).

2.5 Variables
The primary outcome was the rate of survival at 30 days,
and the secondary outcome was the rate of survival with a
favourable neurological outcome at 30 days, which was defined by a score of 3 or less on the MRS. Other variables were
as follows: age (years), sex (male or female), weight (kg),
past medical history (hypertension, diabetes mellitus, heart
failure), witnessed cardiac arrest (witnessed or not witnessed),
bystander CPR (yes or no), first monitored rhythm (shockable
or non-shockable), CPR time (min), epinephrine dose (mg),
coronary angiography (yes or no), extracorporeal membrane
oxygenation (yes or no), urine output (mL/kg/h) in the intensive care unit, event of shock (mean arterial pressure < 70
mmHg) after OHCA, daily serum creatinine level (mg/dL),
renal replacement therapy (yes or no), survival status at 30
days after OHCA, MRS at 30 days after OHCA, and the date
of death if the patient died within 30 days after OHCA. If
the serum creatinine level was checked two or more times a
day, the highest value was recorded. All dates were calculated
from the day of the OHCA. The MRS was used for assessing
neurological outcomes, with an MRS of 0-3 considered as a
good outcome and an MRS of 4-6 as a poor outcome [6].
The MRS was calculated using a 9-question telephone survey
(modifiedrankin.com) [7]. The telephone survey was performed by independent data input researcher.

2.6 Sample size
The sample size was calculated on the basis of relative risk
precision using the relative risk of survival rate for the AKI
recovery group. Although the primary outcome was the rate
of survival at 30 days, no other studies have reported a cohort
of AKI recovery group after OHCA with a rate of survival at 30
days prior to the start of this study. Therefore, the relative risk
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of the rate of survival at discharge for the AKI recovery group
was used for calculating the sample size. A previous study
reported that the proportion of the AKI non-recovery group and
the relative risk of survival at discharge for the AKI recovery
group were 0.61 and 4, respectively [4]. The probability of
type I error was set at 0.05, and the relative risk precision was
set at 10%. Using these parameters, a web-based sample size
calculator estimated a minimum sample size of 18 for each
group [8]. Therefore, 36 patients with AKI after OHCA would
be needed.

2.7 Statistical methods
Descriptive statistics were reported as median (interquartile
range) or mean ± standard deviation for continuous variables
according to the normality of distribution. Data normality was
analysed using the Shapiro-Wilk test or Kolmogorov-Smirnov
test. Categorical variables were reported as frequency (percentage). Demographics and clinical differences between the
groups were assessed using Pearson’s chi-squared test, Fisher’s
exact test, independent sample t-test, or Mann-Whitney U
test, as appropriate. The association between predictors and
outcome was quantified using the odds ratio (OR) with 95%
confidence interval (CI). To determine the independent factors
associated with the outcomes, the multivariate logistic regression analysis was performed, which included all variables with
a P-value of < 0.2; a stepwise backward selection of the
variables was then applied, which remained significant. The
Hosmer-Lemeshow test was used for evaluating the goodness
of fit of the logistic regression model. Differences in the
Kaplan-Meier survival curves between the groups (non-AKI
group vs. AKI group and AKI recovery group vs. AKI
non-recovery group) were compared using the log-rank test.
A P-value of < 0.05 was considered statistically significant.
Statistical analyses were performed using IBM SPSS version
25.0 (IBM Corp., Armonk, NY, USA).

3. Results
3.1 Study population
Of the 2,018 patients with OHCA screened during the study
period, 79 were treated with TTM at five academic hospitals
(Fig. 1). After excluding two patients with incomplete data
on outcomes, 77 were analysed. The baseline characteristics
of the patients according to AKI and recovery status from AKI
are summarised in Table 1.

3.2 Descriptive data
The mean age of the patients was 58 ± 16 years, and their mean
weight was 68 ± 12 kg, with most patients being men (56/77,
73%). The median duration of CPR was 26 ± 18 mins, and the
median dose of adrenaline (epinephrine) was 1 mg (0-4 mg).
The baseline serum creatinine was 1.00 (1.00-1.10) mg/dL.

3.3 Clinical course of AKI
AKI developed in 43/77 (56%) patients, and 22/43 (51%)
recovered from AKI. In total, 35/43 (81%) patients were diagnosed with AKI based on serum creatinine level, and 8/43

(19%) were diagnosed on the basis of the hourly urine output
criteria. In all the cases, AKI developed within 3 days since
ROSC (29/43 [68%] on day 1, 7/43 [16%] on day 2, and 7/43
[16%] on day 3). Renal recovery occurred in 6 (3-7) days
after OHCA, and the median duration of AKI was 4 (2-10)
days. The duration of AKI was significantly longer for the
AKI non-recovery group than for the AKI recovery group (7
[3-13] vs. 4 [2-6] days; P = 0.02). The distribution of AKI
stages was as follows: stage 1, 18/43 (42%); stage 2, 7/43
(16%); and stage 3, 18/43 (42%). The recovery rate from AKI
was significantly different among the stages of AKI (14/18
[78%] in stage 1, 5/7 [71%] in stage 2, 3/18 [17%] in stage
3, P < 0.001) (Fig. 2). Renal replacement therapy (RRT)
was conducted in 14/43 (33%) patients. The most common
modality of RRT was continuous renal replacement therapy
(13/14 [93%]). The median duration of RRT was 9 ± 6 days.
There were no differences in the duration of RRT according
to renal recovery (10 ± 8 days in recovery group vs. 9 ± 6
days in non-recovery group, P = 0.787). None of the RRT
patients required RRT at 30 days after ROSC. Among 14 RRT
patients, eight expired, three recovered from AKI, two stopped
RRT by withdrawing life sustaining therapy, and one converted
to chronic kidney disease.

3.4 Rate of survival at 30 days after OHCA
In total, 51/77 (66%) patients survived at 30 days after OHCA.
The rate of survival at 30 days after OHCA for the non-AKI
group was significantly higher than that for the AKI group
(28/34 [82%] vs. 23/43 [54%], P = 0.008); the rate of survival
was significantly different according to the stages of AKI
(14/18 [78%] in stage 1, 3/7 [43%] in stage 2, and 6/18 [33%]
in stage 3, P = 0.008) (Fig. 3). For the AKI group, the rate
of survival at 30 days after OHCA for the recovery group was
significantly higher than that for the non-recovery group (18/22
[82%] vs. 5/21 [24%], P < 0.001). Recovery from AKI and
shock were independent predictors of survival at 30 days after
OHCA in patients with AKI (recovery from AKI: adjusted OR
22.737, 95% CI 3.814-135.533, P = 0.001; shock: adjusted OR
0.112, 95% CI 0.015-0.807, P = 0.030; Hosmer and Lemeshow
test: chi-square = 0.366; df = 2; P = 0.833).

3.5 Survival analysis
The Kaplan-Meier survival curves differed significantly between the non-AKI and AKI groups (P = 0.006) (Fig. 4).
In the AKI group, the Kaplan-Meier survival curves differed
significantly between the recovery and non-recovery groups (P
< 0.001) (Fig. 5). However, there was no difference between
the non-AKI and AKI recovery groups (P = 0.99) (Fig. 5).

3.6 Favourable neurological outcome at 30
days after OHCA
The distribution of MRS at 30 days after OHCA according to
the group are summarised in Table 2. In total, 32/77 (42%)
patients had a score of 3 or less on the MRS at 30 days after
OHCA. The rate of favourable neurological outcome at 30 days
after OHCA for the non-AKI group was significantly higher
than that for the AKI group (23/34 [68%] vs. 9/43 [21%],
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F I G U R E 1. Study flow diagram. AKI, acute kidney injury; OHCA, out-of-hospital cardiac arrest; MRS, modified Rankin
scale; TTM, targeted temperature management.

F I G U R E 2. Recovery rate from different stages of acute
kidney injury. AKI, acute kidney injury.
P < 0.001), and the rate of favourable neurological outcome
was significantly different according to the stages of AKI (8/18
[44%] in stage 1, 0/7 [0%] in stage 2, and 1/18 [6%] in stage
3, P = 0.005). For the AKI group, the rate of favourable
neurological outcome at 30 days after OHCA for the recovery

F I G U R E 3. Rate of survival at 30 days for different
stages of acute kidney injury. AKI, acute kidney injury.
group was not different than that for the non-recovery group
(7/22 [32%] vs. 2/21 [10%], P = 0.13) (Fig. 6). There were no
independent predictors of favourable neurological outcome at
30 days after OHCA in patients with AKI.
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Variables

TA B L E 1. Baseline characteristics according to the groups
Non-AKI group (n = 34)
AKI group (n = 43)
P value
AKI recovery group (n = 22) AKI non-recovery group (n = 21)

Demographics
Male sex
20 (59)
18 (82)
18 (86)
Age (years)
52 ± 16
61 ± 15
62 ± 14
Weight (kg)
66 ± 14
69 ± 8
71 ± 13
Medical history
Hypertension
14 (41)
11 (50)
8 (38)
Diabetes mellitus
4 (12)
8 (36)
7 (33)
Heart failure
2 (6)
2 (9)
1 (5)
Baseline sCr (mg/dL)
1.10 (0.90-1.10)
1.00 (1.00-1.10)
1.00 (1.00-1.10)
Resuscitation
Witnessed arrest
23 (68)
18 (82)
15 (71)
Bystander CPR
20 (61)
14 (64)
16 (76)
Shockable rhythm
19 (70)
7 (37)
3 (18)
CPR time (min)
20 (9-30)
30 (19-38)
37 (17-40)
Epinephrine dose (mg)
0 (0-3)
2 (0-4)
3 (1-6)
Post-resuscitation
TT of 33 ◦ C
23 (32)
4 (18)
11 (52)
TT of 36 ◦ C
11 (68)
18 (82)
10 (48)
TTM of 24-hour
27 (79)
20 (91)
14 (67)
TTM of 48-hour
7 (20)
2 (9)
7 (33)
Shock
21 (62)
15 (68)
15 (71)
Coronary angiography
19 (56)
8 (36)
4 (19)
ECMO
0 (0)
0 (0)
2 (5)
AKI stage
Stage 1
N/A
14 (64)
4 (19)
Stage 2
N/A
5 (23)
2 (10)
Stage 3
N/A
3 (14)
15 (71)
CRRT
N/A
2 (9)
11 (52)
Outcome
Survival at 30 days
28 (82)
18 (82)
5 (24)
Good MRS (0 to 3) at 30 days
23 (68)
7 (32)
2 (10)
Values are expressed as number (%) or mean ± standard deviation (or median [interquartile range]).
P < 0.05 are presented in bold.
AKI, acute kidney injury; CPR, cardiopulmonary resuscitation; CRRT, continuous renal replacement therapy;
extracorporeal membrane oxygenation; MRS, modified Rankin scale; N/A, not applicable; sCr, serum creatinine; TT,
temperature; TTM, targeted temperature management.

0.02
0.04
0.27
0.71
0.05
0.93
0.76
0.66
0.49
< 0.001
0.004
0.03
0.204
0.204
0.363
0.363
0.74
0.01
0.16
< 0.001

< 0.001
< 0.001
< 0.001

ECMO,
targeted

TA B L E 2. Modified Rankin scales at 30 days after cardiac arrest according to the groups
Modified Rankin Scale Total (n = 77) Non-AKI group (n = 34)
AKI group (n = 43)
AKI recovery group (n = 22) AKI non-recovery group (n = 21)
1

17 (22)

12 (35)

4 (18)

1 (5)

2

11 (14)

9 (26)

2 (9)

0 (0)

3

4 (5)

2 (6)

1 (5)

1 (5)

4

3 (4)

2 (6)

1 (5)

0 (0)

5

15 (19)

3 (9)

10 (45)

2 (10)

6

27 (35)

6 (18)

4 (18)

17 (81)

Values are expressed as number (%).

4. Discussion
In this prospective multicentre observational cohort study, we
found that recovery from AKI was an independent predictor

of survival at 30 days after OHCA. However, it was not
associated with a favourable neurological outcome at 30 days
after OHCA. Although brain injury has been identified as the
leading cause of death after OHCA, AKI is a well-known risk
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F I G U R E 4. Thirty-day cumulative survival for patients with or without acute kidney injury after out-of-hospital cardiac
arrest. AKI, acute kidney injury; OHCA, out-of-hospital cardiac arrest.

F I G U R E 5. Thirty-day cumulative survival according to recovery status from acute kidney injury after out-of-hospital
cardiac arrest. AKI, acute kidney injury; OHCA, out-of-hospital cardiac arrest.

factor for mortality in critically ill patients, including those
with post-cardiac arrest [9–15]. Even mild reversible AKI,
such as stage 1 AKI, could increase the risk of death [2, 5, 11].
In the epidemiologic studies of critically ill patients, the rate
of recovery after AKI was markedly higher for survivors, and
the rate of survival was significantly higher for the group of
recovery after AKI [3, 16]. Therefore, maximising recovery of
renal function is the goal of any AKI prevention and treatment
strategy in the critical care area [17].

In our cohort, recovery from AKI played an important role
in improving patients’ outcome. Considering the results of
previous retrospective study, it was expected that the rate of
survival would be higher for the AKI recovery group than for
the AKI non-recovery group [4]. We could not expect that
the rate of survival for the AKI recovery group was similar
to that for the non-AKI group because even stage 1 AKI could
increase mortality. However, the rate of survival at 30 days
after OHCA for the AKI recovery group was not different than
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rate according to the stages of AKI (Fig. 2). Especially, the
recovery rate in the AKI stage 3 was only 17%. It was significantly lower than that of the stage 1 or 2 AKI. Recovery from
AKI itself was an independent predictor of survival outcome;
a significantly lower recovery rate of AKI stage 3 could affect
the lower rate of survival at 30 days for the AKI stage 3 (33.3%)
(Fig. 3). A chicken-or-egg question might arise here. The
severity of AKI stage 3 itself might decrease the rate of renal
recovery because a more severe AKI was a risk factor for nonrecovery [3, 17]. However, a lower recovery rate in stage 3
AKI might be a reason for high mortality. Further research
will be needed for investigating the role of renal recovery for
different stages of AKI and clinical outcomes.

5. Limitations
F I G U R E 6. Differences of outcomes among the groups.
AKI, acute kidney injury.
that for the non-AKI group (P = 1.00) (Fig. 6). In addition,
there were no differences in the Kaplan-Meier survival curves
between the non-AKI group and AKI recovery group (Fig.
5). These unexpected results suggested that renal recovery
could be a treatment target for improving the rate of survival
after OHCA. Furthermore, renal recovery could be used as a
survival predictor when AKI develops after OHCA.
However, the rate of favourable neurological outcome at 30
days after OHCA for the AKI recovery group was significantly
lower than that for the non-AKI group and was not different
than that for the non-recovery group (Fig. 6). Discrepant
results between the rate of survival and the favourable neurological outcome show the potential and limitation of renal
recovery for its usage as an outcome predictor and treatment
goal. In addition, the dilemma remains that recovery from
AKI might be a significant independent predictor only for
short-term survival of OHCA patients and not for long-term
outcome. This issue should be evaluated in the additional
study by using long-term primary outcome such as survival and
neurological outcome at 6-month or 12-month after OHCA.
A previous retrospective study reported renal recovery as
a potent predictor of survival and favourable neurological
outcome at discharge [4]. Several factors might contribute to
the differences in the results between our study and those of
previous studies. First, although the previous study assessed
the outcomes at different time points according to patients
(e.g., at discharge), the assessment of outcome in our study
was determined at the same time point (30 days after OHCA).
Second, although the development of AKI and renal recovery
had been determined considering both the serum creatinine
and hourly urine output in both studies, there were limitations
in defining AKI on the basis of hourly urine output in the
retrospective cohort because of incomplete data. While 19%
of AKI was diagnosed by applying hourly urine output criteria
in our study, only 3% of AKI was diagnosed using urine output
criteria in the previous study. This difference might affect the
defining process of AKI and recovery from AKI.
Another interesting result was the difference in the recovery

Our study has several limitations. First, the predictor of
renal recovery could not be determined because the number
of participants was small. Another clinical trial, including a
large number of patients, will be needed for determining the
factors associated with renal recovery. Second, although ‘recovery from AKI’ was defined as the absence of AKI criteria,
using this definition might underestimate or overestimate renal
recovery [17]. New biomarkers for accurate estimation of renal
recovery will be needed for overcoming this limitation. Third,
a significant number of patients (n = 150) were excluded from
the screening process because they were not treated with TTM.
Although TTM had been regarded as a standard treatment after
cardiac arrest, it was not provided to some patients because of
several reasons, including relative contraindications of TTM
and financial issues [4]. Additionally, a relatively large number of patients (n = 86) were excluded because their legal
surrogates refused to participate in the study. As a result, there
was a possibility in the occurrence of selection bias. Although
this study was not an interventional but an observational study,
legal surrogates hesitated to provide written informed consent.
Therefore, the possibility of selection bias exists.

6. Conclusions
Recovery from AKI was an independent predictor of survival
at 30 days only after OHCA who were treated by TTM.

A UTHOR CONTRIBUTIONS

Oh JH contributed to the study conception and design. Cha
KC, Cho IS, Oh JH, Park YS, Choi YH, Kim SJ, and Kim
TY contributed to data acquisition. Cha KC, Cho IS, and
Oh JH contributed to data analysis and interpretation. Oh
JH contributed to statistical analysis and revisions. Oh JH
contributed to funding acquisition. Cha KC, Cho IS, and Oh
JH contributed to the drafting of the manuscript and its critical
revision for important intellectual content. All authors have
read and approved the final version of the manuscript.

126

E T H IC S APPR OVA L A ND CONS E N T TO
PA RTI C I PAT E

The study design and plan, including the informed consent
form, were approved by the institutional review board (IRB)
of each hospital (Approval No, Chung-Ang University Hospital IRB: 1803-014-348, Yonsei University Health System
Severance Hospital IRB: 4-2018-1199, Ewha Womans University Mokdong Hospital IRB: EUMC-2018-11-020-002, Hanil
General Hospital IRB: HGH-2018-OBS-018, and Yonsei University Wonju Severance Cristian Hospital IRB: CR318107).
According to the national requirements and the principles of
the Declaration of Helsinki, written informed consent was
obtained from all patients’ legal surrogates.

[3]

[4]

[5]

[6]

[7]

[8]

AC KNOWLE D G ME NT

We would like to thank our researcher Yiseul Jeon RN for her
help in continuing this project.

[9]

[10]

F UND I N G

This work was supported by the National Research Foundation
of Korea (NRF) grant funded by the Korea government (MSIT)
(grant no. NRF-2018R1C1B5082969).

[11]

[12]

CO NFL I CT O F I N TE RES T

The authors declare no competing interests.

[13]

AVA I LAB I LI T Y O F DATA AND M AT E R I A L S

[14]

The datasets used and/or analysed for this study are available
from the corresponding author upon reasonable request.

[15]

S UP PLE M EN TARY MAT E RI AL

Supplementary material associated with this article
can be found, in the online version, at https:
//oss.signavitae.com/mre-signavitae/article/
1351449359038726144/attachment/SV2020120902_
Supplementary_material.docx.
RE F E R EN CE S
[1]

[2]

Storm C, Krannich A, Schachtner T, Engels M, Schindler R, Kahl A, et
al. Impact of acute kidney injury on neurological outcome and long-term
survival after cardiac arrest - a 10 year observational follow up. Journal
of Critical Care. 2018; 47: 254-259.
Oh JH, Lee DH, Cho IS, Youn CS, Lee BK, Wee JH, et al. Association
between acute kidney injury and neurological outcome or death at
6 months in out-of-hospital cardiac arrest: a prospective, multicenter,
observational cohort study. Journal of Critical Care. 2019; 54: 197-204.

[16]

[17]

Kellum JA, Sileanu FE, Bihorac A, Hoste EAJ, Chawla LS. Recovery
after acute kidney injury. American Journal of Respiratory and Critical
Care Medicine. 2017; 195: 784-791.
Park YS, Choi YH, Oh JH, Cho IS, Cha K, Choi B, et al. Recovery from
acute kidney injury as a potent predictor of survival and good neurological
outcome at discharge after out-of-hospital cardiac arrest. Critical Care.
2019; 23: 256.
Section 2: AKI Definition. Kidney international supplements. 2012; 2:
19-36.
Haywood K, Whitehead L, Nadkarni VM, Achana F, Beesems S,
Böttiger BW, et al. COSCA (Core Outcome Set for Cardiac Arrest) in
adults: an advisory statement from the international liaison committee on
resuscitation. Resuscitation. 2018; 127: 147-163.
Patel N, Rao VA, Heilman-Espinoza ER, Lai R, Quesada RA, Flint AC.
Simple and reliable determination of the modified rankin scale score
in neurosurgical and neurological patients: the mRS-9Q. Neurosurgery.
2012; 71: 971-975.
Sample Size Estimation. Centre for Clinical Research and Biostatistics,
The Chinese University of Hong Kong. Available at: http://www2.
ccrb.cuhk.edu.hk/stat/epistudies/cohort1.htm.
Levy EM, Viscoli CM, Horwitz RI. The effect of acute renal failure
on mortality. A cohort analysis. The Journal of the American Medical
Association. 1996; 275: 1489-1494.
Uchino S, Bellomo R, Goldsmith D, Bates S, Ronco C. An assessment of
the RIFLE criteria for acute renal failure in hospitalized patients. Critical
Care Medicine. 2006; 34: 1913-1917.
Beitland S, Nakstad ER, Staer-Jensen H, Draegni T, Andersen G,
Jacobsen D, et al. Impact of acute kidney injury on patient outcome in
out-of-hospital cardiac arrest: a prospective observational study. Acta
Anaesthesiologica Scandinavica. 2016; 60: 1170-1181.
Dragancea I, Rundgren M, Englund E, Friberg H, Cronberg T. The
influence of induced hypothermia and delayed prognostication on the
mode of death after cardiac arrest. Resuscitation. 2013; 84: 337-342.
Geri G, Guillemet L, Dumas F, Charpentier J, Antona M, Lemiale V, et al.
Acute kidney injury after out-of-hospital cardiac arrest: risk factors and
prognosis in a large cohort. Intensive Care Medicine. 2015; 41: 12731280.
Sandroni C, Dell’anna AM, Tujjar O, Geri G, Cariou A, Taccone FS.
Acute kidney injury after cardiac arrest: a systematic review and metaanalysis of clinical studies. Minerva Anestesiologica. 2016; 82: 989-999.
Choi YH, Lee DH, Oh JH, Wee JH, Jang TC, Choi SP, et al. Renal
replacement therapy is independently associated with a lower risk of
death in patients with severe acute kidney injury treated with targeted
temperature management after out-of-hospital cardiac arrest. Critical
Care. 2020; 24: 115.
Schetz M, Gunst J, De Vlieger G, Van den Berghe G. Recovery from AKI
in the critically ill: potential confounders in the evaluation. Intensive Care
Medicine. 2015; 41: 1648-1657.
Forni LG, Darmon M, Ostermann M, Oudemans-van Straaten HM, Pettilä
V, Prowle JR, et al. Renal recovery after acute kidney injury. Intensive
Care Medicine. 2017; 43: 855-866.

How to cite this article: Kyoung-Chul Cha, In Soo Cho, Je Hyeok
Oh, Yoo Seok Park, Yoon Hee Choi, Sun Ju Kim, et al. Recovery
from acute kidney injury is an independent predictor of survival at
30 days only after out-of-hospital cardiac arrest who were treated by
targeted temperature management. Signa Vitae. 2021;17(2):119-126.
doi:10.22514/sv.2021.011.

