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Effects of cardiorenal syndrome type 1 on in-hospital mortality in patients with

acute myocardial infarction
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[ Abstract] Objective To observe the effects of cardiorenal syndrome type 1( CRS1) of different severity on in-hospital mortality in
patients with acute myocardial infarction( AMI). Methods A retrospective analysis was conducted of 2094 AMI patients in the Cardi-
ovascular Center of Beijing Friendship Hospital Database Bank. The clinical data were collected for analysis, including demography,
biochemical examination, previous medical history and treatment after admission. According to the heart and kidney function, patients
were classified as mild, moderate and severe. The relationship between different severity of CRS1 and AMI in-hospital mortality was
evaluated. Kaplan-Meier survival analysis and Cox proportional hazard regression were used to assess the effects of CRS1 of different
severity on AMI in-hospital mortality. Statistical analysis were performed using SPSS statistics 22. 0. Results The all-cause in-hospital
mortality increased in AMI patients as CRS1 aggravated (P<0.001). Kaplan-Meier survival analysis showed that the cumulative
survival rate in CRS1 group was lower than that in the non-CRS1 group (P<0.001) and decreased with the severity of CRSI
(P<0.001). CRSI occurrence was an independent risk factor for in-hospital death in AMI patients (RR=4. 233, 95%CI 2.013-8.901;
P<0.001). Conclusion The presence of CRSI adversely affects the prognosis of AMI patients. The risk of in-hospital death increases
with the severity of CRSI.
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Figure 1 Kaplan-Meier survival analysis of CRS1 patients
and non-CRS1 patients
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Figure 2 Kaplan-Meier survival analysis of CRS1 groups
with different severity

CRSI: cardiorenal syndrome type 1
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Table 1  Cox proportional hazard regression analysis of

all-cause in-hospital death in patients with AMI

Item RR 95%CI P value
CRS1 4.233 2.013-8.901 <0.001
Age 1.051 1.011-1. 094 0.013
Female 0.963 0.473-1.962 0.918
Hemoglobin at admission 0.976 0.910-1. 046 0. 488
Hematocrit at admission 1.061 0.841-1.340 0.616
Albumin at admission 1.070 0.969-1. 181 0.178
Glucose at admission 0.999 0.995-1. 003 0. 660
Previous coronary artery 1.721 0.857-3.457 0.127
disease
Previous hypertension 1.242 0.593-2. 600 0. 566
Previous diabetes mellitus 1. 888 0.862-4.133 0.112
Previous chronic kidney 0.277 0.057-1.350 0.112
disease
ACEI and(or) ARB after 0.016 0.002-0. 116 <0.001
admission
Diuretics after admission 0. 069 0.009-0. 523 0.010
Coronary arteriography 0. 486 0.224-1. 056 0.068
after admission
hs-CRP at admission 0.995 0.967-1.023 0.716
NT-proBNP at admission 1. 000 1.000-1. 000 0.498
eGFR at admission 1. 006 0.988-1.024 0.507

AMI; acute myocardial infarction; CRS1: cardiorenal syndrome type 1;
ACEI; angiotensin-converting enzyme inhibitor; ARB: angiotensin recep-
tor blocker; hs-CRP: high-sensitivity C-reactive protein; NT-proBNP .
N-terminal pro-brain natriuretic peptide; eGFR: estimated glomerular fil-

tration rate.
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