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Abstract
Acute kidney injury after cardiac surgery (AKICS) is common. Previous studies examining the role that mean arterial pres-
sure (MAP) during cardiopulmonary bypass (CPB) may have on AKICS have not taken into account how baseline central 
venous pressure (CVP) and mean perfusion pressure (MPP) (i.e. MAP − CVP) can influence its evolution. To assess whether 
the change in MPP to the kidneys (i.e. delta MPP or DMPP) during CPB compared to baseline is an independent predictor of 
AKICS. After ethical approval, a retrospective observational study was performed on all patients undergoing CPB between 
October 2013 and June 2015 at a university-affiliated hospital. Known risk factors for the development of AKICS were 
recorded, as were the MPP values at baseline and during CPB. From this, statistical modelling was performed to identify 
predictors of postoperative AKICS. 664 patients were identified. Analysis was performed on 513 patients after exclusion. 
On logistic regression, significant and independent predictors of AKICS included: d20DMPP (cumulative duration of MPP 
values during CPB that were 20% below baseline and exceeded three consecutive minutes) (P = 0.010); baseline CVP; age; 
pre-operative creatinine level; and left ventricular (LV) dysfunction (ejection fraction (EF) < 45%). On alternative modelling, 
the cumulative number of MPP values during CPB that were 10% below baseline was also independently associated with 
AKICS (P = 0.003). Modelling without taking into account CVP also supported this association. The duration of differences 
in perfusion pressure to the kidneys during CPB compared to baseline is an independent predictor of AKICS.

Keywords Acute kidney injury · Cardiac surgery · Cardiopulmonary bypass · Central venous pressure · Mean arterial 
pressure · Mean perfusion pressure

Introduction

Acute kidney injury (AKI) can be defined by a rise in cre-
atinine of greater than 50% from baseline, according to the 
RIFLE criteria [1]. In patients who have undergone cardiac 
surgery, the rate of AKI has been found in up to 30% of 
patients in high risk populations, with 1–2% of patients 
requiring renal replacement therapy [2, 3]. AKI after car-
diac surgery (AKICS) is associated with increased morbid-
ity, mortality including long-term mortality, and increasing 
hospital costs [4–7].

Patients who develop AKICS are known to have a higher 
EuroScore, and be more likely to have valve surgery, emer-
gency surgery or previous cardiac surgery [8, 9]. Neverthe-
less, these associations do not provide information as to the 
pathophysiological mechanism for the evolution of AKI. 
Conversely, careful blood pressure management during 
cardiopulmonary bypass has been suggested as an impor-
tant strategy to minimise AKICS [10, 11]. For example, 
maintaining a mean arterial pressure (MAP) of less than 
60 mmHg during cardiopulmonary bypass (CPB) has been 
associated with renal impairment [10, 12–14]. However, 
such findings have not been supported by other studies [2, 
15–18]. Aiming for an individualized target for CPB MAP 
that takes into account baseline MAP may be more impor-
tant than aiming for a particular numerical value [19]. This 
approach is in line with data in the critical care literature that 
also suggests that accounting for baseline MAP is important 
when setting a MAP target to avoid AKI in sepsis [20, 21].
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A high central venous pressure (CVP) has also been asso-
ciated with AKI in the critical care setting and in cardiac sur-
gical patients, which has been attributed to renal congestion 
[22–25], which would markedly reduce perfusion pressure 
to the kidneys (MAP − CVP).

Despite the above considerations, previous studies exam-
ining the effect of MAP during CPB on AKI in the cardiac 
surgical population have not accounted for CVP nor for per-
fusion pressure (MAP − CVP) to the kidneys. Accordingly, 
we aimed to explore the association between the difference 
in perfusion pressure to the kidneys during bypass com-
pared to perfusion pressure to the kidneys at baseline on the 
development of AKICS. This difference has been termed the 
“Delta Mean Perfusion Pressure” (DMPP). We performed 
this modelling using DMPP and other factors with the view 
of ascertaining the particular components of pathophysiol-
ogy that might be associated with AKICS genesis.

Materials and methods

Study design and setting

In a retrospective, observational cohort study, the medical 
records of patients who underwent cardiopulmonary bypass 
between October 2013 and June 2015 at our tertiary referral 
centre were identified. Study approval was granted (LNR/17/
Austin/561) and written informed consent was waived.

Data collection

Intra-arterial MAP values were recorded on a CPB data stor-
age software (Stoeckert S3, Munich Germany), immediately 
after aortic cannulation and recorded every 20 s until the 
end of CPB. Baseline hemoglobin values and creatinine 
values were taken from electronic medical records from the 
immediate pre-operative visit of each patient (approximately 
0–7 days preoperatively). Post-operative serum creatinine 
was measured at least daily for all patients during their hos-
pital stay. Patient data on comorbidities and vasopressor 
support were obtained from local Australian and New Zea-
land Society of Cardiac and Thoracic Surgeons (ANZCTS) 
database.

We excluded patients if baseline hemodynamic data was 
unavailable; if AKICS could not be determined [due to death 
within 24 h, or if the patient had preoperative end stage kid-
ney disease (ESKD)]; continuous systemic arterial pressure 
during cardiopulmonary bypass was not available (viz. any 
period of circulatory arrest or anterograde cerebral perfu-
sion or missing data during bypass); if the cardiac surgery 
was not the first operation during their admission; or if cross 
clamp was not applied (viz. pump assist or off-pump cases).

Patient management

Patients were managed as described by Haase et al. [12]. 
In brief, this involved the same team of cardiologists, sur-
geons and anesthetists; the cessation of nephrotoxic agents 
the day before surgery such as non-steroidal anti-inflam-
matory agents, angiotensin converting enzyme inhibitors, 
angiotensin II receptor antagonists and diuretics; standard-
ized incision and monitoring; standardized CPB and MAP 
targets; consistent myocardial perfusion strategy involving 
blood cardioplegia; and defined postoperative hemody-
namic and renal replacement therapy strategies. In particu-
lar, target arterial flow intraoperatively was achieved by 
non-pulsatile CPB flow of 2.4 L/min/m2 whilst postopera-
tive cardiac index target was > 2.4 L/min/m2 as measured 
by pulmonary artery catheter. Postoperative MAP targets 
was > 60 mmHg (or > 70 mmHg in patients with chronic 
kidney disease, hypertension or otherwise deemed to be at 
risk of ischemia–reperfusion injury). The use of crystal-
loids or colloids, and vasopressors was allowed to achieve 
these targets. Postoperative renal replacement therapy 
was considered if there was at least one of: urine output 
< 100 mL for > 6 h unresponsive to fluid resuscitation, 
potassium > 6.5 mmol/L, pH < 7.2 or clinically significant 
organ oedema in the setting of renal failure.

Baseline MAP measurements were performed by 
sphygmomanometry in the holding bay area after rou-
tine premedication with opioids (oral oxycodone 10 mg 
or intramuscular morphine 10 mg) and benzodiazepines 
(oral diazepam 10 mg or oral lorazepam 1 mg) to remove 
anxiety as a possible contributor to hypertension, which 
is our routine practice. Baseline MAP was estimated as 
diastolic blood pressure + 1/3 times pulse pressure differ-
ence. Baseline CVP was taken from the first reading post 
induction.

MPP and DMPP and AKI

Baseline mean perfusion pressure  (MPPbaseline) was derived 
from baseline MAP − baseline CVP. Mean perfusion pres-
sure during bypass  (MPPCPB) was assumed to equal MAP 
during bypass, as CVP falls to 0 with venous drainage. 
Three-minutely median MAP values were obtained dur-
ing CPB to provide a more robust definition of central 
tendency, and to mitigate against the effect of transient 
outliers of MAP values.

DMPP was a priori defined in three separate ways:

• uDMPP (mean DMPP)
•  = MPPbaseline − time weighted  MPPCBP values.

• d20DMPP
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•  = cumulative number of median 3-minutely MPP 
values that are > 20% below  MPPbaseline.

• t20DMPP
•  = number of times that  MPPCPB values are > 20% 

below  MPPbaseline (when the preceding value had 
been < 20% below  MPPbaseline).

AKI after cardiac surgery was defined by the RIFLE cri-
teria, i.e. increase in serum creatinine of greater than 50% 
from baseline to a peak value within the first seven days, 
postoperatively [26].

Statistical method and analysis

Statistical plan consisted of logistic regression modelling 
using the three definitions of DMPP as the key independent 
variable and AKICS within 7 days as the outcome, in the 
presence of other variables.

Model was as outlined by Hosmer et al. [27], while tak-
ing into account the limitations set by the number of AKI 
events and the recorded patient data. For the purpose of 
building a prediction model, the minimum sample size used 
was ten AKI events, for each regression coefficient in the 
logistic regression model. AKI incidence was judged to be at 
least 15% in this general cohort of cardiac surgical patients. 
With a plan of 600 records examined, it was anticipated that 
90 patients will experience AKI, therefore, the estimated 
number of regression coefficients that could be utilised was 
around 9 (including intercept). Additionally, our model-
ling allowed for confounding and co-linearity as well as the 
potential for the inability to achieve the minimum number 
of associated events for each variable.

The following variables were considered for the predic-
tion of AKICS: coefficient of variation of  MPPCPB, base-
line CVP, age, pre-operative creatinine, diabetes, moderate 
or severe left ventricular (LV) dysfunction (i.e. estimated 
LVEF < 45%), stroke, New York Heart Association (NYHA) 
Class III or IV, bypass time, cross clamp time, lowest hemo-
globin on bypass, use of intraoperative inotropes, use of 
ventricular assist device (VAD)/extra corporeal membrane 
oxygenation (ECMO) and use of intra arterial balloon pump 
(IABP). These data were obtained from the ANZCTS data-
base according to their data definitions manual (https ://anzsc 
ts.org/wp-conte nt/uploa ds/2018/01/ANZSC TS-Data-Defin 
ition -Manua l-v4.1.pdf) or from the medical records. These 
variables were reduced following univariate analysis of each 
potential independent variable and then using best subset 
selection with models being tested for the strongest fit using 
the Hosmer–Lemeshow goodness-of-fit test and a likelihood 
ratio test [27].

Planned testing for robustness of the model included:

• Alternate modelling examining the following variables as 
covariates in the model instead of the original definitions 
of DMPP:

• d10DMPP = cumulative number of median 
3-minutely  MPPCBP values that are > 10% below 
 MPPbaseline.

• t10DMPP = number of times that  MPPCBP values 
are > 10% below  MPPbaseline (when the preceding 
value had been < 10% below  MPPbaseline).

• Alternate modelling without accounting for CVP. Note 
that DMPP is mathematically the same as the difference 
in MAP on bypass compared to baseline + CVP. That is, 
delta mean arterial pressure (DMAP) + CVP = DMPP. 
Therefore, removing CVP from modelling would mean 
that the following corresponding variables would be 
tested for significance:

• uDMAP = MAPbaseline − time weighted  MAPCBP val-
ues.

• d20DMAP = cumulative number of median 
3-minutely  MAPCPB values that are > 20% below 
 MAPbaseline.

• t20DMAP = number of times that  MAPCBP values 
are > 20% below  MAPbaseline (when the preceding 
value had been < 20% below  MAPbaseline).

• d10DMAP = cumulative number of median 
3-minutely  MAPCPB values that are > 10% below 
 MAPbaseline.

• t10DMAP = number of times that  MAPCBP values 
are > 10% below  MAPbaseline (when the preceding 
value had been < 10% below  MAPbaseline).

All statistical calculations were performed using STATA/
SE Version 15.1 software, StatCorp LLC, College Station, 
TX, USA. The STROBE statement guidelines were followed 
for reporting of observational studies [28].

Results

Of the 664 records identified, 513 records were used in this 
model (Fig. 1). Sixty-five patients (12.6%) developed AKI 
within seven days. Table 1 shows patient demographics 
and clinical characteristics, prior to CPB and during CPB 
amongst those who did and did not develop AKI. The vari-
ables considered associated with AKICS base on univariate 
analysis are presented in Table 2 (Model 0).

https://anzscts.org/wp-content/uploads/2018/01/ANZSCTS-Data-Definition-Manual-v4.1.pdf
https://anzscts.org/wp-content/uploads/2018/01/ANZSCTS-Data-Definition-Manual-v4.1.pdf
https://anzscts.org/wp-content/uploads/2018/01/ANZSCTS-Data-Definition-Manual-v4.1.pdf
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Logistic regression

The final logistic regression model utilised (Model 1) incor-
porated all variables with P values < 0.20 on univariate 
analysis and also included baseline CVP because its inclu-
sion strengthened the fit of the model with no evidence of 
collinearity. In this final model, only d20DMPP (cumula-
tive number of median 3-minutely  MPPCPB values that were 
> 20% less than baseline), baseline CVP, age, pre-operative 
creatinine, and LV dysfunction (EF < 45%) were found to 
be significant, and independently associated with AKICS 
(OR > 1, 95% CI). (Table 3).

Alternative analysis

Alternative analysis using a 10% deviation of mean perfu-
sion pressure from baseline also showed that this variable 
(d10DMPP) was independently associated with AKICS. 
Similar associations were found for CVP, age, preoperative 
creatinine and LV dysfunction (Table 4).

Alternate modelling without accounting for CVP, meas-
uring the difference between  MAPbaseline and  MAPCPB (delta 
MAP or DMAP) also revealed that d20DMAP (cumulative 

number of median 3-minutely  MAPCPB values were > 20% 
below  MAPbaseline) and d10MAP (cumulative number of 
median 3-minutely  MAPCPB values that were > 10% below 
 MAPbaseline) were independently associated with AKICS 
together with age, preoperative creatinine and LV dysfunc-
tion (Tables 5 and 6).

Discussion

Key findings

We performed a retrospective observational study involv-
ing 664 cardiac surgery patients receiving cardiopulmo-
nary bypass to assess the independent association between 
changes in mean perfusion pressure during CPB compared 
to baseline values and the development of AKICS. On 
a dataset involving 513 patients, our modelling found 
that the cumulative number of median 3-minutely val-
ues of MPP during bypass that were > 20% from baseline 
(d20DMPP) was independently associated with the devel-
opment of AKICS. In particular, every additional minute 
of d20DMPP was associated with an adjusted odds ratio 
of 1.006, meaning that if d20MPP was 30, the odds for 

Fig. 1  STROBE flow chart. 
DHCA deep hypothermic cir-
culatory arrest, SCAP selective 
cerebral antegrade perfusion, 
CPB cardiopulmonary bypass
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Table 1  Patient characteristics

AKI acute kidney injury, CABG coronary artery bypass graft, MI myocardial infarction
*P value < 0.05 for AKI vs. No AKI group. The p values for differences amongst age, any valve surgery, emergency status, previous cardiac 
surgery, infective endocarditis, EuroScore, LogEuro and AusScore were: 0.002, 0.001, < 0.001, 0.023, 0.003, < 0.001, < 0.001 and < 0.001, 
respectively

All (n = 513) AKI (n = 65) No AKI (n = 448)

Median (IQR) Count (%) Median (IQR) Count (%) Median (IQR) Count (%)

Age (years)* 66 (16.3) 72 (18.0) 66 (16.0)
Type of surgery
 Any CABG 333 (64.9) 41 (63.1) 292 (65.2)
 Any valve surgery* 219 (42.7) 41 (63.1) 178 (39.7)
 Any other cardiac surgery 37 (7.2) 6 (9.2) 31 (6.9)
 Elective 377 (73.5) 41 (63.1) 336 (75.0)
 Emergency* 10 (1.9) 7 (10.8) 3 (0.7)
 Urgent 125 (24.4) 16 (24.6) 109 (24.3)
 Salvage 1 (0.2) 1 (1.5) 0 (0)

Cardiovascular history
 Hypertension 392 (76.4) 55 (84.6) 337 (75.2)
 Atrial fibrillation 80 (15.6) 10 (15.4) 70 (15.6)
 Previous MI 175 (34.1) 25 (38.5) 150 (33.5)
 Previous cardiac surgery* 19 (3.7) 6 (9.2) 13 (2.9)
 Infective endocarditis* 17 (3.3) 7 (10.8) 10 (2.2)

EuroScore* 4 (4.5) 7 (4.5) 4 (4.0)
LogEuro* 0.032 (0.042) 0.063 (0.096) 0.030 (0.038)
AusScore* 0.011 (0.014) 0.021 (0.033) 0.010 (0.013)

Table 2  Patient variables used 
in Model 0

Data presented as mean (SD) [n] or proportion
MPP mean perfusion pressure, DMPP delta mean perfusion pressure, uDMPP MPPbaseline − time weighted 
average  MPPCBP, d20DMPP cumulative duration that  MPPCBP values that were 20% below  MPPbaseline and 
exceeded three consecutive minutes, t20DMPP number of times that  MPPCBP values were more than 20% 
below  MPPbaseline and exceeded three consecutive minutes, CVP central venous pressure, LV left ventricu-
lar, NYHA New York Heart Association, VAD ventricular assist device, ECMO extra corporeal membrane 
oxygenation, IABP intra articular balloon pump

Variable No AKI AKI p value

uDMPP (mmHg) 21.1 (15.6) [448] 19.4 (17.7) [65] 0.423
d20DMPP (number) 67.4 (49.0) [448] 81.0 (61.0) [65] 0.138
t20DMPP (number) 3.2 (2.1) [448] 3.6 (2.4) [65] 0.214
Coefficient of variation  MPPbypass 1.4 (0.3) [448] 1.4 (0.3) [65] 0.6180
CVP (mmHg) 8.2 (4.4) [448] 7.8 (5.7) [65] 0.602
Age (years) 63.9 (12.0) [448] 68.6 (12.9) [65] 0.002
Preop creatinine (μmol/L) 89.0 (24.2) [448] 106.7 (52.2) [65] 0.031
Diabetes 132/448 28/65 0.027
Stroke 35/448 9/65 0.166
LV dysfunction 59/448 19/65 0.001
NYHA class III or IV 75/448 20/65 0.010
Lowest hemoglobin on bypass (g/L) 85 (16) [448] 78 (16) [64] 0.003
Bypass time (min) 115 (47) [448] 141 (72) [65] 0.005
Cross clamp time (min) 89 (37) [448] 104 (52) [65] 0.061
Intraoperative inotropes 121/448 30/65 0.003
VAD/ECMO 0/448 2/65 0.016
IABP 3/448 4/65 0.006
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developing AKICS would be 1.20. Of note, CPB time 
and cross clamp time did not emerge as independent risk 
factors after accounting for d20DMPP, which takes into 
account duration of  MPPCPB values that are below base-
line. We also found an independent association between 
CVP, age, pre-operative creatinine and LV dysfunction on 
the development of AKICS. On alternative analysis, we 
found that cumulative duration that MPP during bypass 

that exceeded 10% from baseline and lasted for longer than 
three consecutive minutes (d10DMP) was also associated 
with the development of AKICS; furthermore, these rela-
tionships remained when CVP was excluded in the model-
ling. Our study is the first to explore the relationship of 
DMPP relationship on AKICS. It also confirms the asso-
ciation of baseline CVP as an independent predictor of the 
development of AKICS.

Table 3  Model 1: patient 
variables independently 
associated with AKICS (acute 
kidney injury after cardiac 
surgery) within 7 days

d20DMPP cumulative duration that MPP (mean perfusion pressure) values during bypass are > 20% below 
baseline MPP and exceeded three consecutive minutes, CVP central venous pressure, LV left ventricle

Adjusted odds 
ratio

Standard error p value 95% Confidence interval

d20DMPP (min) 1.006 0.002 0.010 1.002–1.011
CVP (mmHg) 1.064 0.031 0.031 1.006–1.126
Age (years) 1.030 0.013 0.022 1.004–1.057
Preoperative creatinine 

(μmol/L)
1.011 0.004 0.006 1.003–1.019

LV dysfunction 2.671 0.870 0.003 1.411–5.058

Table 4  Alternative modelling 
for variables independently 
associated with AKICS within 
7 days using DMPP as defined 
by a > 10% difference in MPP 
values during bypass compared 
to baseline

See text for further details

Adjusted 
odds ratio

Standard error p value 95% Confidence interval

d10DMPP (min) 1.007 0.002 0.003 1.002–1.012
CVP (mmHg) 1.065 0.031 0.028 1.007–1.128
Age (years) 1.031 0.013 0.018 1.005–1.057
Preop creatinine (μmol/L) 1.011 0.004 0.007 1.003–1.019
LV dysfunction 2.78 0.910 0.002 1.465–5.285

Table 5  Alternative modelling 
for variables independently 
associated with AKICS within 
7 days using DMAP as defined 
by a > 20% difference in MAP 
values during bypass compared 
to baseline

DMAP delta mean arterial pressure, d20DMAP cumulative duration that MAP (mean arterial pressure) val-
ues during bypass are > 20% below baseline MAP and exceeded three consecutive minutes, LV left ventri-
cle. See text for further details

Adjusted 
odds ratio

Standard error p value 95% Confidence interval

d20DMAP (min) 1.008 0.002 0.001 1.003–1.012
Age (years) 1.032 0.013 0.010 1.008–1.058
Preop creatinine (μmol/L) 1.011 0.004 0.006 1.003–1.019
LV dysfunction 2.925 0.904 0.001 1.596–5.361

Table 6  Alternative modelling 
for variables independently 
associated with AKICS within 
7 days using DMAP as defined 
by a > 10% difference in MAP 
values during bypass compared 
to baseline

See text for further details

Adjusted odds 
ratio

Standard error p value 95% Confidence interval

d10DMAP 1.008 0.002 0.000 1.004–1.012
Age 1.034 0.013 0.007 1.009–1.059
Preop creatinine 1.011 0.004 0.005 1.003–1.109
LV dysfunction 2.835 0.874 0.001 1.549–5.186
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Relationship to previous studies

Post-operative AKI occurred in 65 patients (12.6% of 
patients). This is similar to the incidence of post-operative 
AKI (3.7–9%) in two previous observational studies inves-
tigating AKICS [7, 29]. In our study, patients with a greater 
pre-operative plasma creatinine level, who were older than 
65 years of age, diabetic, with a history of stroke, LV dys-
function or NYHA class III or IV were more likely to have 
AKI, which is in line with previously documented known 
non-modifiable risk factors for AKICS [22, 30–35].

As expected, there were differences between those who 
did and those who did not develop AKICS with regard to 
their global scores for survival (EuroScore, logEuro, Aus-
Score) as well as the proportion of patients who had valve 
surgery, emergency surgery, previous cardiac surgery, and 
infective endocarditis (Table 1). These associations have 
been noted previously [8, 9]. However, our modelling ena-
bled us to determine the contribution that particular aspects 
of pathophysiology had towards adverse renal outcomes 
amongst the entire cohort and our modelling can, therefore, 
assist with hypothesis generation for therapeutic targets.

Several previous studies have investigated the relationship 
between MAP during CPB and the incidence of AKI, yield-
ing conflicting results. A study by Haase et al. explored the 
synergistic effect of severe hypotension (MAP < 60 mmHg) 
and anaemia during CPB. Patients with severe hypotension 
and anaemia developed AKI more frequently than those 
patients with severe hypotension [12]. This finding was not 
corroborated by Sickeler et al., who did not find differences 
in the rates of AKI between patients who had anaemia with 
hypotension compared to those patients who only had anae-
mia [19]. In both these studies however, baseline MAP was 
not accounted for.

Kanji et al. performed a prospective observational cohort 
study examining the hemodynamic management of patients 
undergoing CPB for cardiac surgery, investigating the impact 
of the difference between baseline MAP and the average 
MAP on CPB on the development of AKI postoperatively 
[19]. Using multivariate analysis, there was a significant 
increase in the odds of AKI with a greater difference in 
MAP. A drop in MAP of greater or equal to 26 mmHg from 
a preoperative baseline blood pressure was found to have 
an odds ratio of 2.8 (95% confidence interval 1.3–6.1) for 
developing CSA-AKI. However, this study did not account 
for baseline CVP which is increasingly recognized to con-
tribute to AKI.

The influence of CVP on AKI in cardiac patients has been 
investigated in both medical and surgical settings. In a study 
by Palomba et al. involving the use of an ‘Acute Kidney 
Injury in Cardiac Surgery’ (AKICS) score to predict AKI in 
cardiac surgery patients, it was found that low cardiac out-
put and CVP were the only independent hemodynamic risk 

factors for the development of postoperative AKI [22]. Using 
univariate regression analysis, as the CVP value approached 
14 mmHg postoperatively, there was a two-fold risk in AKI 
risk [22]. It has also been found that the incidence of AKI is 
more common in cardiac surgery populations where there 
is a significant systemic venous congestion, which may be 
seen in pathological states involving the right heart [36]. 
Several other studies have found that increased CVP has 
been associated with worsening renal function with heart 
failure [23–25].

Mean perfusion pressure (MPP), defined as the difference 
between MAP and CVP has been explored in the manage-
ment of septic shock, as an important factor in the develop-
ment of AKI. Two previous studies involving septic ICU 
patients, have found that new onset or progressive AKI has 
been associated with greater MPP deficits compared to those 
without AKI progression [20, 21].

Implications of study findings

Our results add support to the notion that the management 
of mean arterial pressure during bypass is important to 
mitigate the risk of acute kidney injury after cardiac sur-
gery and needs to consider baseline mean arterial pressure. 
Additionally, our results suggest that the deleterious effects 
of a change in mean arterial pressure during bypass from 
baseline although modest are cumulative. Whilst other risk 
factors are associated with a higher adjusted odds ratio of 
developing AKICS (particularly LVEF < 45%), the man-
agement of arterial pressure on bypass remains the only 
modifiable risk factor in the development of acute kidney 
injury after cardiac surgery. This needs to be investigated 
in a prospective manner in a wider population. The role of 
CVP management on renal outcomes also deserves further 
inquiry and should be investigated in future trials.

Strengths and limitations

Our study utilised multiple known variables that have been 
associated with AKICS and has examined the role that 
hemodynamic management at baseline and during bypass 
may have on AKICS and is the first study to do so. Our study 
confirmed associations found in other studies in our univari-
ate analysis, which supports the choice of variables inves-
tigated. The verification of our findings with pre-planned 
alternative assumption analyses also supports the role that 
hemodynamic management may have on AKICS.

Our study has some notable limitations. First, our planned 
statistical analysis was based on anticipated high rates of 
AKI. Additionally, the RIFLE criteria is known to under-
estimate AKI when compared with the Kidney Disease 
Improving Global Outcomes (KDIGO) classification [37]. 
Nevertheless, RIFLE criteria has been extensively used 
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and validated, and our modelling provides sufficient proof 
of concept to support further investigations examining the 
effect of both CVP and DMPP on kidney outcomes after 
cardiac surgery. Furthermore, using a more conservative 
criteria for AKI in modelling may reduce the risk of Type 
I error (i.e. establishing a relationship where there is no 
relationship) which may occur if a less stringent criteria for 
AKI were used. Several patient groups were excluded from 
the study including patients with no baseline blood pres-
sure measurements which included many patients undergo-
ing emergency surgery. Additionally, patients undergoing 
selective anterograde cerebral perfusion or those requiring 
deep hypothermic circulatory arrest were also excluded. 
These patients would be expected to have a higher rate of 
AKICS, and the exclusion of these patients may further 
explain the low rate of AKI in our study. On the other hand, 
we included patients who had endocarditis in our analysis 
which is a group that may have significant confounders in 
relation to renal outcome to account for a higher rate of AKI 
(e.g. antibiotic nephrotoxicity). Notwithstanding this, our 
model can still be useful for hypothesis generation, as has 
been performed by other investigators who did not exclude 
patients with endocarditis when investigating AKICS [12].

The measurement of pre-induction blood pressure by 
sphygmomanometry may not reflect blood pressure at other 
points of the day or night [38] and may not provide the same 
value as an invasive reading [39]. However, our cardiac 
surgical population serves as a unique cohort for model-
ling baseline blood pressure because of the routine use of 
anxiolytics for premedication which would be expected to 
mitigate the effects of stress on blood pressure. Additionally, 
we recorded blood pressure in the holding bay area which 
is known to provide a lower value than measurements taken 
immediately pre-induction [40]. Therefore, the use of this 
blood pressure as a baseline value in our modelling is still 
able to provide insights for a pragmatic target for therapy, 
irrespective of its accuracy as a predictor of “normal” blood 
pressure at any other point in time before surgery.

Our study was an observational, single centred study, 
which needs to be replicated in a larger setting. As with all 
observational studies, confounders may not be accounted for 
and the potential for bias is possible. An important aspect 
that was not modelled was the hemodynamics of patients in 
the pre-bypass period and immediate postoperative period. 
On the other hand, the potential for collinearity when exam-
ining similar variables across different timeframes would 
have been a limitation with this strategy.

Conclusions

The cumulative duration of a difference of more than 20% 
between mean perfusion pressure to the kidneys during car-
diopulmonary bypass compared to mean perfusion pressure 
to the kidneys at baseline is an independent and modifiable 
predictor of postoperative AKI. This effect was also seen 
at more modest deviations in perfusion pressure and when 
CVP values were not known. These observations suggest the 
need to conduct randomized trials comparing different blood 
pressure targets during cardiopulmonary bypass relative to 
baseline values to determine whether limiting the duration 
of differences can safely prevent or attenuate post-operative 
AKI.

Acknowledgements Margaret Shaw, data manager of Australian and 
New Zealand Society of Cardiac and Thoracic Surgeons Database pro-
gram at Austin Health.

Compliance with ethical standards 

Conflict of interest No funding was received for the conduct of this 
study. The authors declare they have no competing commercial inter-
ests.

Open Access This article is licensed under a Creative Commons Attri-
bution 4.0 International License, which permits use, sharing, adapta-
tion, distribution and reproduction in any medium or format, as long 
as you give appropriate credit to the original author(s) and the source, 
provide a link to the Creative Commons licence, and indicate if changes 
were made. The images or other third party material in this article are 
included in the article’s Creative Commons licence, unless indicated 
otherwise in a credit line to the material. If material is not included in 
the article’s Creative Commons licence and your intended use is not 
permitted by statutory regulation or exceeds the permitted use, you will 
need to obtain permission directly from the copyright holder. To view a 
copy of this licence, visit http://creat iveco mmons .org/licen ses/by/4.0/.

References

 1. Moore EM, Bellomo R, Nichol AD (2012) The meaning of acute 
kidney injury and its relevance to intensive care and anaesthesia. 
Anaesth Intensive Care 40:929–948

 2. Sickeler R, Phillips-Bute B, Kertai MD, Schroder J, Mathew JP, 
Swaminathan M, Stafford-Smith M (2014) The risk of acute kid-
ney injury with co-occurrence of anemia and hypotension during 
cardiopulmonary bypass relative to anemia alone. Ann Thorac 
Surg 97:865–871

 3. Corwin HL, Sprague SM, Delaria GA, Norusis MJ (1989) Acute 
renal failure associated with cardiac operations. A case–control 
study. J Thorac Cardiovasc Surg 98:1107–1112

 4. Pickering JW, James MT, Palmer SC (2015) Acute kidney injury 
and prognosis after cardiopulmonary bypass: a meta-analysis of 
cohort studies. Am J Kidney Dis 65:283–293

 5. Corredor C, Thomson R, Al-Subaie N (2016) Long-term conse-
quences of acute kidney injury after cardiac surgery: a systematic 
review and meta-analysis. J Cardiothorac Vasc Anesth 30:69–75

http://creativecommons.org/licenses/by/4.0/


1162 Heart and Vessels (2020) 35:1154–1163

1 3

 6. Zakeri R, Freemantle N, Barnett V, Lipkin GW, Bonser RS, Gra-
ham TR, Rooney SJ, Wilson IC, Cramb R, Keogh BE, Pagano D 
(2005) Relation between mild renal dysfunction and outcomes 
after coronary artery bypass grafting. Circulation 112:I270–I275

 7. Dasta JF, Kane-Gill SL, Durtschi AJ, Pathak DS, Kellum JA 
(2008) Costs and outcomes of acute kidney injury (AKI) follow-
ing cardiac surgery. Nephrol Dial Transpl 23:1970–1974

 8. Englberger L, Suri RM, Li Z, Dearani JA, Park SJ, Sundt TM 
3rd, Schaff HV (2010) Validation of clinical scores predicting 
severe acute kidney injury after cardiac surgery. Am J Kidney Dis 
56:623–631

 9. Chen S-W, Chang C-H, Fan P-C, Chen Y-C, Chu P-H, Chen T-H, 
Wu VC-C, Chang S-W, Lin P-J, Tsai F-C (2016) Comparison of 
contemporary preoperative risk models at predicting acute kidney 
injury after isolated coronary artery bypass grafting: a retrospec-
tive cohort study. BMJ Open 6:e010176

 10. Gold JP, Charlson ME, Williams-Russo P, Szatrowski TP, Peter-
son JC, Pirraglia PA, Hartman GS, Yao FSF, Hollenberg JP, Bar-
but D, Hayes JG, Thomas SJ, Purcell MH, Mattis S, Gorkin L, 
Post M, Krieger KH, Isom OW (1995) Improvement of outcomes 
after coronary artery bypass: a randomized trial comparing intra-
operative high versus low mean arterial pressure. J Thorac Car-
diovasc Surg 110:1302–1314

 11. Lannemyr L, Bragadottir G, Krumbholz V, Redfors B, Sellgren J, 
Ricksten SE (2017) Effects of cardiopulmonary bypass on renal 
perfusion, filtration, and oxygenation in patients undergoing car-
diac surgery. Anesthesiology 126:205–213

 12. Haase M, Bellomo R, Story D, Letis A, Klemz K, Matalanis G, 
Seevanayagam S, Dragun D, Seeliger E, Mertens PR, Haase-
Fielitz A (2012) Effect of mean arterial pressure, haemoglobin 
and blood transfusion during cardiopulmonary bypass on post-
operative acute kidney injury. Nephrol Dial Transpl 27:153–160

 13. Habib RH, Zacharias A, Schwann TA, Riordan CJ, Engoren M, 
Durham SJ, Shah A (2005) Role of hemodilutional anemia and 
transfusion during cardiopulmonary bypass in renal injury after 
coronary revascularization: implications on operative outcome. 
Crit Care Med 33:1749–1756

 14. Karkouti K, Beattie WS, Wijeysundera DN, Rao V, Chan C, Dat-
tilo KM, Djaiani G, Ivanov J, Karski J, David TE (2005) Hemodi-
lution during cardiopulmonary bypass is an independent risk 
factor for acute renal failure in adult cardiac surgery. J Thorac 
Cardiovasc Surg 129:391–400

 15. Nigwekar SU, Kandula P, Hix JK, Thakar CV (2009) Off-pump 
coronary artery bypass surgery and acute kidney injury: a meta-
analysis of randomized and observational studies. Am J Kidney 
Dis 54:413–423

 16. Swaminathan M, Phillips-Bute BG, Conlon PJ, Smith PK, New-
man MF, Stafford-Smith M (2003) The association of lowest 
hematocrit during cardiopulmonary bypass with acute renal 
injury after coronary artery bypass surgery. Ann Thorac Surg 
76:784–791

 17. Azau A, Markowicz P, Corbeau JJ, Cottineau C, Moreau X, Bau-
freton C, Beydon L (2014) Increasing mean arterial pressure dur-
ing cardiac surgery does not reduce the rate of postoperative acute 
kidney injury. Perfusion 29:496–504

 18. Kandler K, Jensen ME, Nilsson JC, Moller CH, Steinbruchel DA 
(2015) Arterial pressure during cardiopulmonary bypass is not 
associated with acute kidney injury. Acta Anaesthesiol Scand 
59:625–631

 19. Kanji HD, Schulze CJ, Hervas-Malo M, Wang P, Ross DB, Zib-
dawi M, Bagshaw SM (2010) Difference between pre-operative 
and cardiopulmonary bypass mean arterial pressure is indepen-
dently associated with early cardiac surgery-associated acute kid-
ney injury. J Cardiothorac Surg 5:71

 20. Panwar R, Lanyon N, Davies AR, Bailey M, Pilcher D, Bel-
lomo R (2013) Mean perfusion pressure deficit during the initial 

management of shock—an observational cohort study. J Crit Care 
28:816–824

 21. Wong BT, Chan MJ, Glassford NJ, Martensson J, Bion V, Chai 
SY, Oughton C, Tsuji IY, Candal CL, Bellomo R (2015) Mean 
arterial pressure and mean perfusion pressure deficit in septic 
acute kidney injury. J Crit Care 30:975–981

 22. Palomba H, De Castro I, Neto ALC, Lage S, Yu L (2007) Acute 
kidney injury prediction following elective cardiac surgery: 
AKICS Score. Kidney Int 72:624–631

 23. Mullens W, Abrahams Z, Francis GS, Sokos G, Taylor DO, Star-
ling RC, Young JB, Tang WHW (2009) Importance of venous 
congestion for worsening of renal function in advanced decom-
pensated heart failure. JACC 53:589–596

 24. Nohria A, Hasselblad V, Stebbins A, Pauly DF, Fonarow GC, 
Shah M, Yancy CW, Califf RM, Stevenson LW, Hill JA (2008) 
Cardiorenal interactions. Insights from the ESCAPE Trial. JACC 
51:1268–1274

 25. Damman K, Van Deursen VM, Navis G, Voors AA, Van Veld-
huisen DJ, Hillege HL (2009) Increased central venous pressure 
is associated with impaired renal function and mortality in a 
broad spectrum of patients with cardiovascular disease. JACC 
53:582–588

 26. Bellomo R, Ronco C, Kellum JA, Mehta RL, Palevsky P (2004) 
Acute renal failure - definition, outcome measures, animal mod-
els, fluid therapy and information technology needs: the Second 
International Consensus Conference of the Acute Dialysis Quality 
Initiative (ADQI) Group. Crit Care 8:R204–212

 27. Hosmer DW, Lemeshow S, Sturdivant RX (2013) Applied logistic 
regression. Wiley, Hoboken, pp 35–47

 28. Von Elm E, Altman DG, Egger M, Pocock SJ, Gotzsche PC, Van-
denbroucke JP (2007) The Strengthening the Reporting of Obser-
vational Studies in Epidemiology (STROBE) statement: guide-
lines for reporting observational studies. Lancet 370:1453–1457

 29. Heringlake M, Knappe M, Vargas Hein O, Lufft H, Kindgen-
Milles D, Bottiger BW, Weigand MR, Klaus S, Schirmer U 
(2006) Renal dysfunction according to the ADQI-RIFLE system 
and clinical practice patterns after cardiac surgery in Germany. 
Minerva Anestesiol 72:645–654

 30. Janssen DPB, Noyez L, JaM VD, Skotnicki SH, Lacquet LK 
(2002) Predictors of nephrological morbidity after coronary artery 
bypass surgery. Cardiovasc Surg 10:222–227

 31. Doddakula K, Al-Sarraf N, Gately K, Hughes A, Tolan M, Young 
V, Mcgovern E (2007) Predictors of acute renal failure requiring 
renal replacement therapy post cardiac surgery in patients with 
preoperatively normal renal function. Interact Cardiovasc Thorac 
Surg 6:314–318

 32. Brown JR, Cochran RP, Leavitt BJ, Dacey LJ, Ross CS, Macken-
zie TA, Kunzelman KS, Kramer RS, Hernandez F Jr, Helm RE, 
Westbrook BM, Dunton RF, Malenka DJ, O’Connor GT (2007) 
Multivariable prediction of renal insufficiency developing after 
cardiac surgery. Circulation 116:I139–I143

 33. Salis S, Mazzanti VV, Merli G, Salvi L, Tedesco CC, Veglia F, 
Sisillo E (2008) Cardiopulmonary bypass duration is an independ-
ent predictor of morbidity and mortality after cardiac surgery. J 
Cardiothorac Vasc Anesth 22:814–822

 34. Fischer UM, Weissenberger WK, Warters RD, Geissler HJ, 
Allen SJ, Mehlhorn U (2002) Impact of cardiopulmonary bypass 
management on postcardiac surgery renal function. Perfusion 
17:401–406

 35. Lombardi R, Ferreiro A (2008) Risk factors profile for acute kid-
ney injury after cardiac surgery is different according to the level 
of baseline renal function. Ren Fail 30:155–160

 36. Gambardella I, Gaudino M, Ronco C, Lau C, Ivascu N, Girardi 
LN (2016) Congestive kidney failure in cardiac surgery: the rela-
tionship between central venous pressure and acute kidney injury. 
Interact Cardiovasc Thorac Surg 23:800–805



1163Heart and Vessels (2020) 35:1154–1163 

1 3

 37. Wlodzimirow KA, Abu-Hanna A, Slabbekoorn M, Chamuleau 
RA, Schultz MJ, Bouman CS (2012) A comparison of RIFLE 
with and without urine output criteria for acute kidney injury in 
critically ill patients. Crit Care 16:R200

 38. Saugel B, Reese PC, Sessler DI, Burfeindt C, Nicklas JY, 
Pinnschmidt HO, Reuter DA, Sudfeld S (2019) Automated ambu-
latory blood pressure measurements and intraoperative hypoten-
sion in patients having noncardiac surgery with general anesthe-
sia: a prospective observational study. Anesthesiology 131:74–83

 39. Wax DB, Lin HM, Leibowitz AB (2011) Invasive and concomitant 
noninvasive intraoperative blood pressure monitoring: observed 

differences in measurements and associated therapeutic interven-
tions. Anesthesiology 115:973–978

 40. Ard JL, Kendale S (2016) Searching for baseline blood pressure: a 
comparison of blood pressure at three different care points. J Clin 
Neurosci 34:59–62

Publisher’s Note Springer Nature remains neutral with regard to 
jurisdictional claims in published maps and institutional affiliations.


	Decreased mean perfusion pressure as an independent predictor of acute kidney injury after cardiac surgery
	Abstract
	Introduction
	Materials and methods
	Study design and setting
	Data collection
	Patient management
	MPP and DMPP and AKI
	Statistical method and analysis

	Results
	Logistic regression
	Alternative analysis

	Discussion
	Key findings
	Relationship to previous studies
	Implications of study findings
	Strengths and limitations

	Conclusions
	Acknowledgements 
	References




