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[ Abstract] Objective To investigate the status quo and influencing factors of acute kidney injury ( AKI) in elderly patients with
acute myocardial infarction (AMI) after percutaneous coronary intervention (PCI). Methods The clinical data of 189 elderly AMI
patients admitted to our hospital from June 2020 to June 2022 were retrospectively analyzed. All patients underwent PCI and were
divided into AKI group (n=65) and non-AKI group (n=124) according to whether AKI occurred after surgery. General data, results
of laboratory examination, and prognosis status were recorded among the patients. SPSS statistics 19. 0 was used for data analysis.
According to the data types, student’s ¢ test or Chi-square test was performed for comparison between groups. Multivariate logistic
regression analysis was adopted to analyze the related factors affecting AKI after PCI in the elderly AMI patients. Results Among the
189 elderly AMI patients, 65 patients were complicated with AKI (34.39% ). The AMI group had significantly longer hospital stay and
larger proportions of heart failure, infection, bleeding, automatic discharge and death than the non-AKI group ( P<0.05). Multivariate
logistic regression analysis revealed that diabetes mellitus ( OR=3.766, 95%CI 2.031-6.982) , cardiac function Killip grade (OR=
3.043, 95%CI 1.966—4.712) , white blood cell (WBC) count (OR=1.877, 95%CI 1.058-3.364) and N-terminal pro-brain natri-
uretic peptide ( NT-proBNP) level ( OR=2.590, 95% CI 1.386-4.765) were risk factors for occurrence of AKI in elderly AMI
patients after PCI, and estimated glomerular filtration rate (eGFR, OR =0.470, 95% CI 0.327-0.676) was a protective factor.
Conclusion The incidence of AKI is quite high in elderly AMI patients after PCI, and AKI will increase poor prognosis. For the
patients complicated with diabetes mellitus and poor cardiac function, special attention should be paid to their treatment and nursing in
clinical practice. In addition, baseline eGFR, WBC count and NT-proBNP level can be used to assess the risk of AKI in the patients.
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Table 1  AKI staging criteria
Staging SCr Urine volume
Stage 1 1.5-1.9 times of baseline value <0.5 ml/ (kg * h), duration of 6-12 h
Stage 2 2.0-2.9 times of baseline value <0.5 ml/(kg - h), duration=12 h
Stage 3 3 times of baseline value, or = 4.0 mg/dl, or initiating <0.3 ml/(kg * h), duration=24 h, or anuria=12 h

renal replacement therapy

AKI: acute kidney injury; SCr: serum creatinine.
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Table 2 Comparison of baseline data between two groups
Item AKI group(n=65) Non-AKI group(n=124) X* P value

Age[n(%) ] 3. 689 0.055

60-75 years 32(49.23) 79(63.71)

>75 years 33(50.77) 45(36.29)
Gender[ n(%) ] 0.853 0.336

Male 30(46.15) 66(53.23)

Female 35(53.85) 58(46.77)
Diabetes mellitus[ n( %) ] 26(40.00) 20(16. 13) 13.196 <0.001
Hypertension[ n( %) ] 32(49.23) 65(52.42) 0.174 0.677
Chronic kidney disease[ n( %) ] 9(13.85) 9(7.26) 2. 148 0.143
Cerebral infarction[ n( %) | 23(35.38) 19(15.32) 9.931 0. 002
Myocardial infarction[ n( %) ] 22(33.85) 43(34.68) 0.013 0.909
Alcohol drinking[ n( %) ] 12(18.46) 20(16.13) 0.165 0. 685
Smoking[ n( %) ] 34(52.31) 61(49.19) 0.165 0. 684
Cardiac function Killip grading[ n(%) ] 74.517 <0.001

-1 45(69.23) 11(8.89)

- 20(30.77) 113(91. 13)
SCr( pmol/L, x+s) 110. 15+16. 15 80.36+11.37 14.735 <0.001
eGFR[ ml/(min » 1.73m?) , &+s] 74.1512.07 96. 17+14. 85 10. 300 <0.001
WBC(x10°, xs) 11.631.59 9.37+1.43 9.927 <0.001
RDW (%, x+s) 13.43+1.96 13.09+1. 83 1. 184 0.238
NT-proBNP ( pg/ml, x+s) 4 351.15+536.78 1 236. 58+669. 58 32.423 <0.001
hs-CRP (mg/L, x+s) 12.36+2.35 9.73+1.86 8.415 <0.001
HDL-C( mmol/L, x+s) 1.18+0.24 1.16+0.25 0.530 0.597
LDL-C( mmol/L, x+s) 2.56+0. 32 2.61+0. 35 0. 960 0.338
UA( pmol/L, x+s) 391.15+33. 61 387.68+31.47 0.703 0.483
ALB(g/L, x=s) 38.79+4.98 39.43+5. 11 0. 825 0.410
LVEF (x+s) 0.41+0.12 0.42+0. 11 0.575 0.566
LAD(mm, x+s) 41.85+10. 38 40.98+10. 84 0.532 0.596
LVEDD(mm, x+s) 51.15+12. 36 52.03+11.33 0.491 0.624

AKI: acute kidney injury; SCr; creatinine; eGFR: estimated glomerular filtration rate; WBC: white blood cell; RDW: red blood cell distribution width;

NT-proBNP ; N-terminal pro-brain natriuretic peptide; hs-CRP: high-sensitivity C-reactive protein; HDL-C: high-density lipoprotein cholesterol; LDL-C:

low-density lipoprotein cholesterol; UA; serum uric acid; ALB: albumin; LVEF; left ventricular ejection fraction; LAD; left atrial diameter; LVEDD: left

ventricular end diastolic diameter.
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Table 3  Comparison of prognosis status between two groups [n(%)]

Group n Heart failure Infection Bleeding Automatic discharge 28 d death
AKI 65 32(49.23) 25(38.46) 7(10.77) 8(12.31) 20(30.77)
Non-AKI 124 14(11.29) 19(15.32) 2(1.61) 1(0.81) 4(3.23)
X2 333.336 12.784 7.884 12. 439 129. 184
P value <0.001 <0.001 0. 005 <0.001 <0.001
AKI: acute kidney injury.

®4 BMEF AMI BE PCI R AKI £ %K) % E X logistic 547
Table 4  Multivariate logistic regression analysis of AKI in elderly patients with AMI after PCI
Factor B SE Wald X* OR 95%CI P value

Diabetes mellitus 1.326 0.315 17.720 3.766 2.031-6.982 <0.001
Previous cerebral infarction 0.744 0.415 3.214 2.104 0.933-4.746 0.074
Cardiac function Killip grading 1.113 0.233 24.910 3.043 1.966-4.712 <0.001
eGFR -0.754 0.185 16. 611 0. 470 0.327-0. 676 <0.001
WBC 0.635 0.295 4.633 1.887 1.058-3.364 0.032
NT-proBNP 0.944 0.315 8.981 2.570 1.386-4.765 0.003
hs-CRP 0.635 0.441 2.073 1.887 0.795-4.479 0. 151

AMI; acute myocardial infarction; PCI; percutaneous coronary intervention; AKI: acute kidney injury; eGFR: estimated glomerular filtration rate;

WBC; white blood cell count; NT-proBNP: N-terminal pro-brain natriuretic peptide; hs-CRP; high-sensitivity C-reactive protein.
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