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Abstract Objective: To analyze the risk factors of death and the relationship between the timing of continuous renal
replacement therapy (CRRT) and prognosis in patients with acute renal injury( AKI) after Stanford type A aortic dissection
surgery (AD). Methods: Totally, 39 patients with Stanford type A AD complicated with AKI were selected retrospectively,
including 18 patients in survival group and 21 patients in death group. The perioperative parameters and risk factors of death
were analyzed. The effect of early (within 48 h after operation) and late (after 48 h after operation) CRRT on survival rate
was analyzed. Results: There were no significant differences in age, sex, body mass index ( BMI) , relevant medical history,
blood routine, serum creatinine, cardiac ultrasound, data of cardiopulmonary bypass, blood loss during operation, transfu-
sion of red blood cell suspension, hemostasis after twice thoracotomy and use of vasoactive drugs between the two groups
(P>0.05). Age (HR=1.115, P=0.01,95% CI: 1.046-1.189) and serum creatinine (HR =1.013, P =0.035,95%
CI: 1.006-1.067) were independent risk factors for the outcome of patients with Stanford type A postoperative AKI undergo-
ing CRRT. The 3-month mortality rate in early CRRT group was lower than that in late CRRT group, but the difference was
not significant (P =0.624). Conclusion; Age and creatinine are independent risk factors for the prognosis of patients under-
going CRRT with postoperative AKI of Stanford type A. Whether or not to do CRRT early had no effect on the prognosis of
patients within 3 months.
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;A A H8(n=18) e (n=21) P14
FH(H % xs) 53 +11.07 59.67 £10.23 0.059
B[ #(%)] 16(89) 13(62) 0.10
BMI( % +5) 27.49 £3.95 26.81 £2.90 0.54
FIA L[4 (% ) ] 14(78) 12(57) 0.307
SB[ (%) ] 7(39) 5(24) 0.46
AR ( %) ] 0 1(5) 0.49
B[ (%) ] 1(6) 2(10) 0.10
BAg bz #H)(% ) ] 1(6) 6(29) 0.098
F b E[ (%) ] 13(72) 17(81) 0.706
ARHT 06 R FA
EF(% ,% +5) 59.90 =6.07 58.58 £4.91 0.458
Hb(g/L,% %5) 127.78 £14.70 131.86 +29. 44 0.597
a%a(g/L,x £s) 37.96 £4.27 37.19 £2.71 0.503
A2 DUEF (umol/L, % +5) 116.99 +52.21 107.67 +49.79 0.646
BNP(pg/mL, % ) 1024. 48 +1002. 52 862.80 +742.77 0.567
CRP(mg/L,x +5) 60.53 £45.85 61.62 £52.30 0.952
EHABREAL (%) ] 8(44) 5(24) 0.201
Bahkz R[#1(%) ] 13(72) 8(47) 0.157
Ak B[ ) (% ) ] 3(17) 5(24) 0.702
ARl A
F AR (h, % £s) 8.64 £2.43 9.46 £2.45 0.307
% fn3(mL,x £5) 967.78 +618.67 1066. 67 +500. 33 0.584
Hreomin ik (ml, % £5) 627.83 +216.28 706.33 +436.23 0.493
RSB ZRAE 18] (min, & +5) 230.06 +71.58 238.05 +83.86 0.753
T Bk LI B ] (min, & £5) 156.60 £99.21 128. 44 +50.55 0.535
RAKBAZ A EREE 8] (min, & +5) 26.71 £9. 10 35.98 £29.55 0.44
#HHA[ (%) ] 1(6) 1(5) 0.809
ARG FA#1(% ) ]
AJE 2d 47 CRRT 10(56) 7(33) 0.206
1% A o E 2 17(94) 20(95) 0. 861
2 ki 0 3(14) 0.235

®2 2ARAREINMANARTHALE[A(%)]

B ?%ﬂnczlﬂgi)“ 4 Hﬁii(iﬂn(lzlzlgl)’ Pzl Pk
1 4R 6(35.3) 11(50) 0.358
2 /A 7(41.2) 12(54.6) 0. 408
3A4A 8(47.1) 13(59.1) 0.624
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