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Abstract 

Background and objectives: The clinical and pathological impact factors for renal function recovery in acute kidney 
injury (AKI) on the progression of renal function in primary membranous nephropathy (PMN) with AKI patients have 
not yet been reported, we sought to investigate the factors that may influence renal function recovery and develop a 
nomogram model for predicting renal function recovery in PMN with AKI patients.

Methods: Two PMN with AKI cohorts from the Nephrology Department, the First Affiliated Hospital of Wenzhou 
Medical University during 2012–2018 and 2019–2020 were included, i.e., a derivation cohort during 2012–2018 and 
a validation cohort during 2019–2020. Clinical characteristics and renal pathological features were obtained. The out-
come measurement was the recovery of renal function within 12 months. Lasso regression was used for clinical and 
pathological features selection. Prediction model was built and nomogram was plotted. Model evaluations including 
calibration curves were performed.

Result: Renal function recovery was found in 72 of 124 (58.1%) patients and 41 of 72 (56.9%) patients in the deriva-
tion and validation cohorts, respectively. The prognostic nomogram model included determinants of sex, age, the 
comorbidity of hypertensive nephropathy, the stage of glomerular basement membrane and diuretic treatment with 
a reasonable concordance index of 0.773 (95%CI,0.716–0.830) in the derivation cohort and 0.773 (95%CI, 0.693–0.853) 
in the validation cohort. Diuretic use was a significant impact factor with decrease of renal function recovery in PMN 
with AKI patients.

Conclusion: The predictive nomogram model provides useful prognostic tool for renal function recovery in PMN 
patients with AKI.

Keywords: Acute kidney injury, Nomogram, Renal function recovery, Membranous nephropathy, Nephrotic 
syndrome
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Introduction
Acute kidney injury (AKI) is a relatively frequent com-
plication among patients with idiopathic nephrotic syn-
drome (NS) [1, 2]. Primary membranous nephropathy 

(PMN) and minimal change disease are the two most 
common renal pathological types of NS. AKI has been 
reported to occur in 25–35% of patients with mini-
mal change disease (MCD) [2–8]. There are few studies 
to investigate the epidemiology, pathophysiology and 
prognosis of AKI in PMN patients. Our previous study 
showed the incidence of AKI in PMN was similar to that 
in MCD. Compared with AKI in MCD, AKI in PMN was 
usually mild and easy to be overlooked but had lower 
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renal function recovery rate [1, 9]. The present study 
builds upon our previous findings by conducting contin-
uous follow-up of AKI patients in PMN with NS. Con-
ducting this additional follow-up evaluation may help us 
to further understanding the clinical features and prog-
nosis of these patients. The present study is exploratory 
in nature, with two aims. The first aim was to assess the 
factors that may influence renal function recovery. The 
second aim was to develop a nomogram model for pre-
dicting renal recovery in PMN with AKI patients.

Patients and methods
Patients
Between Jan 2012 to Dec 2018, a retrospective derivation 
cohort of PMN with AKI was established and described 
in our previous study [9]. The validation cohort using the 
same criteria was identified from the Nephrology Depart-
ment, the First Affiliated Hospital of Wenzhou Medi-
cal University between Jan 2019 to Dec 2020. Baseline 
demographic, clinical characteristics and renal pathologi-
cal changes were derived from the electronic medical sys-
tem. This retrospective study protocol was approved by 
the ethics committees of the First Affiliated Hospital of 
Wenzhou Medical University.

Data collection and follow‑up
Extended follow up of PMN with AKI patients were 
conducted. Patients would have follow-up for at least 
12 months after discharge from hospital. Except the data 
reported in previous study [9], the comorbidity of infec-
tion, thrombosis, diabetes and hypertensive nephropathy 
and laboratory data of Anti-Phospholipase A2 receptor 
(Anti-PLA2R) antibody were collected in this study.

Definition and primary outcome
Hypertensive nephropathy was defined as medical his-
tory of hypertension with histological lesions of myoin-
timal hyperplasia of arterioles, hyaline arteriosclerosis, 
wrinkling of basement membrane, collapse of the glo-
merular tuft, ischemic glomerulosclerosis and tubuloint-
erstitial involvement. The primary outcome in this study 
was complete renal function recovery, which was defined 
as Scr convalescence to the patient’s pre-AKI baseline.

Statistical analysis
Data was presented as mean ± SD for continuous vari-
ables and number (frequency, %) for categorical varia-
bles. Missing data was addressed by multiple imputation. 
Parameters were compared using the analysis of variance 
test or χ2 test. P < 0.05 was considered as significance. 
The least absolute shrinkage and selection operator 
(LASSO) analysis including 20-fold cross-validation via 
minimum criteria and the one standard error of the 

minimum criteria (the 1-SE criteria) was used to select 
the most useful predictive factors from the derivation 
cohort. The predictive factors identified by LASSO were 
entered into Cox regression. Variables that were statisti-
cally significant were used to construct the final model. 
The optimal cut-offs were chosen based on the highest 
Youden Index and then the nomogram model was plot-
ted accordingly to predict the individual probability of 
3-month, 6-months and 12 -month renal function recov-
ery in PMN patients with AKI. Calibration curves were 
plotted to assess the performance of nomogram in the 
derivation and validation cohorts.

Results
Patients’ characteristics and the outcome of renal function 
recovery
72 of 124 (58.1%) AKI patients in derivation cohort and 
41 of 72 (56.9%) validation cohort had complete renal 
function recovery. The characteristics of patients from 
two cohorts stratified by renal function recovery were 
listed in Table  1. The clinical features of patients with 
renal function recovery were compared with those non-
recovery patients in the derivation and validation cohort. 
Diuretic use was significantly lower in patients with renal 
function recovery than that in non-recovery patients (6.9 
vs 67.3% and 7.3 vs 64.5% in derivation and validation 
cohort respectively). Patients with renal function recov-
ery were tended to be younger than nonrecovery patients 
(56 ± 12 vs 60 ± 10 and 56 ± 13 vs 62 ± 9 in derivation 
and validation cohort respectively). Recovery patients 
had lower proportion of male than nonrecovery patients 
(55.6 vs 82.7% and 65.9 vs 80.6% in derivation and vali-
dation cohort respectively). In validation cohort, more 
recovery patients received methylprednisolone (MP) 
with cyclophosphamide (CTX). There were no significant 
differences in other characters among four groups.

Feature selection, nomogram model and calibration curves
10 potential determinants (Supplemental Table  1) were 
selected from 25 clinical and pathological features 
(treatment included) based on the derivation cohort by 
LASSO regression model (Fig. 1). The optimal cut-off of 
age was set by ROC analysis (Supplementary Table  2). 
Cox logistic regression was further performed to confirm 
that 5 determinants were independent clinical predictors 
for renal function recovery (Table 2). With sex, age, glo-
merular basement membrane (GBM) stage, hypertensive 
nephropathy and diuretic use, the proposed nomogram 
model was developed with C-index of 0.773 (95%CI, 
0.716–0.830) in the derivation cohort and 0.773 (95%CI, 
0.693–0.853) in the validation cohort, respectively. Nom-
ogram of prediction model was plotted in Fig.  2. The 
predicted recovery probability of renal function during 
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3-month, 6-month and 12-month can be determined in 
nomogram models. Each variable was given a score on 
the points scale. If a 60-year-old female PMN with AKI 
patient has stage-1 GBM pathological change, the cor-
responding score is approximately 35. If the patient has 
the comorbidity of hypertensive nephropathy and does 
not require diuretic treatment, the corresponding score 
is approximately 100. In this case, by adding up the total 

score was 135, which indicates the 3-, 6- and 12-month 
recovery rates would be 0.7, 0.7 and 0.75 respectively.

The calibration curves of the nomogram Model to pre-
dict the renal function recovery during 3 months and 
12 months after AKI, demonstrated good consistency 
between predictive recovery probability and observa-
tional recovery probability in both derivation (Fig. 3) and 
validation cohort (Fig. 4).

Table 1 The characteristics of derivation and validation cohort stratified by renal function recovery

SBP Systolic blood pressure, DBP Diastolic blood pressure, hbg Hemoglobin, TC Total cholesterol, TG Triglycerides, HDL High-density lipoprotein, LDL Low-density 
lipoprotein, Salb Serum albumin, Upro Urine protein, GBM Glomerular basement membrane, MPCTX Methylprednisolone with cyclophosphamide, FK506 Tacrolimus, 
CsA Cyclosporin A, RSAI Renin angiotesin system inhibitors
a Derivation cohort: non-recovery vs recovery, p = 0.022; Validation cohort: non-recovery vs recovery, p = 0.004;
b Derivation cohort: non-recovery vs recovery, p = 0.041; Validation cohort: non-recovery vs recovery, p = 0.024;
c Derivation cohort: non-recovery vs recovery, p = 0.022; Validation cohort: non-recovery vs recovery, p = 0.004
d Derivation cohort: non-recovery vs recovery, p = 0.042; Validation cohort: non-recovery vs recovery, p = 0.003
e Derivation cohort: non-recovery vs recovery, p = 0.063; Validation cohort: non-recovery vs recovery, p = 0.007
f Derivation cohort: non-recovery vs recovery, p < 0.001; Validation cohort: non-recovery vs recovery, p < 0.001

Characteristics Derivation cohort (n = 124) Validation cohort (n = 72) P

nonrecovery (n = 52) recovery (n = 72) nonrecovery (n = 31) recovery (n = 41)

sex (male), n (%) 43 (82.7) 40 (55.6) 25 (80.6) 27 (65.9) 0.005a

age (yr) 60 ± 10 56 ± 12 62 ± 9 56 ± 13 0.023b

SBP (mmHg) 146 ± 25 141 ± 21 147 ± 23 142 ± 19 0.523

DBP (mmHg) 81 ± 12 82 ± 14 80 ± 12 82 ± 13 0.865

hgb(g/l) 125 ± 21 126 ± 17 122 ± 18 125 ± 17 0.863

glucose (mmol/l) 5.3 ± 1.4 4.9 ± 1.1 4.9 ± 1.2 5.0 ± 1.3 0.383

TC (mmol/l) 8.3 ± 2.4 8.2 ± 2.9 8.0 ± 2.0 7.9 ± 2.9 0.860

TG (mmol/l) 3.3 ± 3.0 3.1 ± 2.1 2.9 ± 1.7 3.2 ± 2.5 0.875

HDL (mmol/l) 1.3 ± 0.4 1.4 ± 1.1 1,3 ± 0.4 1.3 ± 0.6 0.689

LDL (mmol/l) 5.0 ± 2.2 4.8 ± 2.2 4.8 ± 1.7 4.5 ± 2.1 0.660

Scrmax (umol/l) 121 ± 32 111 ± 27 122 ± 34 111 ± 20 0.076

Salb (gl/l) 19.6 ± 3.9 20.7 ± 3.5 19.7 ± 3.7 20.7 ± 3.9 0.239

Upro (g/24 h) 7.3 ± 4.0 6.7 ± 3.3 6.4 ± 2.8 6.9 ± 3.6 0.722

Anti-PLA2R positive，n(%) 49 (94.2) 70 (97.2) 30 (96.8) 41 (100) 0.457

AKI stage, n (%)

 1 stage 37 (71.2) 63 (87.5) 22 (71.0) 39 (95.1) 0.005c

 2 stage 13 (25.0) 8 (11.1) 8 (25.8) 1 (2.4) 0.006d

 3 stage 2 (3.8) 1 (1.4) 1 (3.2) 1 (2.4) 0.849

GBM stage, n (%)

 I stage 40 (76.9) 50 (69.4) 22 (71.0) 30 (73.2) 0.827

 II stage 12 (23.1) 22 (30.6) 9 (29.0) 11 (26.8) 0.827

Infection, n (%) 4 (7.7) 5 (6.9) 3 (9.7) 2 (4.9) 0.886

Thrombosis, n (%) 0 (0) 1 (1.4) 0 (0) 1 (2.4) 0.622

Hypertensive nephropathy, n(%) 41 (78.8) 59 (81.9) 24 (77.4) 33 (80.1) 0.951

Diabetes, n (%) 12 (23.1) 16 (22.2) 7 (29.3) 12 (24.0) 0.848

MPCTX, n (%) 23 (44.2) 44 (61.1) 9 (29.0) 25 (61.0) 0.009e

FK506, n (%) 17 (32.7) 23 (31.9) 10 (32.3) 13 (31.7) 1.000

CSA, n (%) 7 (13.5) 13 (18.1) 4 (12.9) 3 (7.3) 0.462

RSAI, n (%) 48 (92.3) 64 (88.9) 30 (96.8) 37 (90.2) 0.609

Diuretics, n (%) 35 (67.3) 5 (6.9) 20 (64.5) 3 (7.3) < 0.001f
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Discussion
Most previous retrospective studies aimed to investigate 
the incidence, risk factors, and the associated outcomes 
of AKI in NS [1–4]. To date, few reports have discussed 
on the impact factors of renal function recovery in PMN 
with AKI. The published literature has been limited to 

the retrospective analysis of risk factors associated with 
the development of AKI in NS. In this study, we sought 
to identify specific factors affecting the renal function 
recovery of PMN with AKI patients. The outcome of 
AKI in PMN patients is very complicated and multifac-
torial in origin. To evaluate this, 25 variables including 
clinical characters, pathological changes, comorbidities 
and treatments were plotted. Ten potential determinants 
were selected from the derivation cohort by LASSO 
regression model and multivariate Cox regression analy-
sis confirmed that male gender, age(> 55 yr), GBM (II 
stage), hypertensive nephropathy and diuretic use were 
important impact factors for renal function recovery. A 
nomogram model for predicting 3-month, 6-month and 
12-month outcomes of AKI in PMN was developed and 
furthermore we validated the model of power parallel 
speedup through simulation and calibration analysis.

Fig. 1 Feature selection by the least absolute shrinkage and selection operator (LASSO) model. A LASSO coefficient profiles of 25 clinical and 
pathological features. B The deviance profiles of LASSO Cross-Validation

Table 2 Five determinants for predicting recovery base on Cox 
regression

GBM Glomerular basement membrane

Impact Factor Exp(B) 95.0% CI P

Age (> 55 yr) 0.535 0.33 0.867 0.011

Sex (female) 1.745 1.091 2.791 0.02

GBM (II stage) 0.560 0.329 0.953 0.033

Hypertensive nephropathy 0.294 0.145 0.595 0.001

Diuretics 0.047 0.014 0.119 < 0.001

Fig. 2 Nomogram of prediction model based on derivation. Sex: 1. male, 2. female; age:1. < 55 yr, 2. > 55 yr; GBM: 1. stage I, 2. stage II; hypertensive 
nephropathy: 1. patients with comorbidity of hypertensive nephropathy, 0. without hypertensive nephropathy; Diuretics: 1. patients with diuretic 
use, 0. without diuretic use
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Although diuretics are used commonly in AKI, there 
is no clear evidence that they improve outcomes in AKI. 
In our study, more than 60% nonrecovery patients were 
administrated with diuretics and diuretic use was associ-
ated with a significant decrease of renal function recovery 
(odds ratio, 0.047; 95%CI, 0.014–0.119) in PMN with AKI 
patients. According to the study reported by Mehta et al., 
diuretic use was associated with an increased in-hospital 
mortality and nonrecovery of renal function in critically 
ill patients with acute renal failure [10]. A recent study 
using real-world data reported that diuretics (furosem-
ide) administration was associated with improved recov-
ery of renal function in critically ill patients with AKI but 
it was not effective in those with chronic kidney disease 
[11]. Randomized blinded controlled trials showed furo-
semide did not improve renal function recovery in criti-
cal ill patients [12, 13].

Our study found one important clinical implication 
that hypertensive nephropathy was the risk factor for 

nonrecovery of renal function in PMN with AKI. It is well 
known that hypertensive nephropathy is second only to 
diabetes as a leading cause of progressive chronic kidney 
disease [14]. Major aspects of clinical hypertensive renal 
damage remain poorly understood [15]. Dysfunction of 
renal autoregulation due to myointimal hyperplasia of 
arterioles and hyaline arteriosclerosis was recognized 
to contribute significantly to the deterioration of renal 
function. In recent years, novel evidence has demon-
strated that persistent high blood pressure injures tubular 
cells, leading to epithelial-mesenchymal transition and 
changes in post-glomerular peritubular capillaries induce 
endothelial damage and hypoxia [16]. Microvasculature 
dysfunction by inducing hypoxic environment may be 
the main pathophysiological mechanisms mediating poor 
functional recovery in AKI accompanied by hypertensive 
nephropathy.

Rates of renal function recovery from AKI differ dra-
matically among populations and can vary between 

Fig. 3 The calibration curves of the nomogram Model in derivation cohort. A predictive recovery probability and observational recovery 
probability during 12 months; B predictive recovery probability and observational recovery probability during 3 months

Fig. 4 The calibration curves of the nomogram Model in validation cohort. A, predictive recovery probability and observational recovery 
probability during 12 months; B, predictive recovery probability and observational recovery probability during 3 months
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33 and 90% in published studies [17–25]. Recovery 
rates of AKI patients in our study were 58.1 and 56.9% 
in derivation cohort and validation cohort respec-
tively. In derivation cohort, our previous study showed 
16(12.9%) of 124 AKI patients progressed slowly and 
were diagnosed as chronic renal insufficiency. However, 
6 of these 16 patients had complete recovery of renal 
function for more than 3 months after diagnosis in the 
present extended follow up study.

There are several limitations of our study. First and 
for most, it was a retrospective observational study 
with limited sample size from a single center. Although 
the predictive model calibrated in validation cohort, 
prospective multi-center studies are mandatory to fur-
ther validate the utility of our model. Second, there 
are no adult guidelines available on managing oedema 
and volume overload in nephrotic syndrome. The lack 
of guidelines means that there is considerable hetero-
geneity in the treatment of overloaded nephrotic indi-
viduals. There was also no consensus on the indication, 
starting dose, dosage change and monitoring of fluid 
balance; consequently, there are considerable differ-
ences in treatment pathways in our study. The associa-
tion of diuretic type and dosage with renal recovery was 
not deeply analyzed. Third, extensive pathohistological 
data mining along with emerging biomarkers will prob-
ably offer more detailed information for the prediction 
of recovery, but was not plotted in this study. Fourth, 
Corticorsteriods with CTX or calcineurin inhibitors 
were used as initial therapy based on KDIGO guide-
lines. In order to reduce the risk of toxicity, the doses 
of cyclophosphamide or calcineurin inhibitors were 
adjusted according to patients’age and estimated glo-
merular filtration rate. Immunosuppressive induction 
agents were not mutually exclusive (e.g. some patients 
would be prescribed with low-dose corticosteroids 
with calcineurin inhibitors after first cycle of high-dose 
corticosteroids with CTX regimens due to significant 
adverse effects), which may be the main reason that 
induction agents was not the impact factor for recovery 
in our study.

In conclusion, our two-sets of nomogram provides 
useful prognostic tool for renal function recovery 
with in PMN patients with AKI. The prognostic model 
assists clinicians’ decision making, for instances, to 
facilitate timely appropriate treatments to void nephro-
toxic drugs and also to tailor the diuretic treatment for 
PMN patients with delayed renal function recovery.

Abbreviations
AKI: Acute kidney injury; PMN: Primary membranous nephropathy; NS: 
Nephrotic syndrome; MCD: Minimal change disease; Anti-PLA2R: Anti-
Phospholipase A2 receptor antibody; LASSO: The least absolute shrinkage and 

selection operator; MP: Methylprednisolone; CTX: Cyclophosphamide; GBM: 
Glomerular basement membrane; KDIGO: Kidney Disease: Improving Global 
Outcomes.

Supplementary Information
The online version contains supplementary material available at https:// doi. 
org/ 10. 1186/ s12882- 022- 02882-9.

Additional file 1: Supplemental Table 1. The coefficients of 10 potential 
determinants by LASSO regression. Supplemental Table 2. The optimal 
cut-off of age determined by ROC analysis.

Acknowledgments
The authors wish to thank nurses and doctors in the Department of Nephrol-
ogy, which have contributed with their effort in the care of the patients.

Authors’ contributions
TXC wrote the main manuscript text, YZ, XXC and JFZ collected patients’ 
data and prepared figures 1, 2, 3 and 4. TXC and JYP conceived study. All 
authors reviewed the manuscript. The author(s) read and approved the final 
manuscript.

Funding
This research was supported by Zhejiang Provincial Natural Science Founda-
tion of China under Grant No. LY21H050004 and National Natural Science 
Foundation of China under Grant No 81873949.

Availability of data and materials
The data are available from the first author upon reasonable request and with 
permission of the First Affiliated Hospital of Wenzhou Medical University.

Declarations

Ethics approval and consent to participate
This retrospective study protocol was approved by the ethics committees of 
the First Affiliated Hospital of Wenzhou Medical University. All methods were 
carried out in accordance with relevant guidelines and regulations.Informed 
consent was waived by the ethics committees of the First Affiliated Hospital of 
Wenzhou Medical University. Data were collected anonymously.

Consent for publication
Not applicable.

Competing interests
All the authors declared no competing interests.

Author details
1 Department of nephrology, The First Affiliated Hospital of Wenzhou Medical 
University, Wenzhou, China. 2 Department of endoscopy Center, The First 
Affiliated Hospital of Wenzhou Medical University, Wenzhou, China. 3 Depart-
ment of ICU, The First Affiliated Hospital of Wenzhou Medical University, 
Wenzhou 325000, Zhejiang Province, PR China. 4 Key Laboratory of Intelligent 
Critical Care and Life Support Research of Zhejiang Province, Beijing, China. 

Received: 5 April 2022   Accepted: 4 July 2022

References
 1. Chen T, Lv Y, Lin F, Zhu J. Acute kidney injury in adult idiopathic nephrotic 

syndrome. Renal Fail. 2011;33:144–9.
 2. Smith JD, Hayslett JP. Reversible renal failure in the nephrotic syndrome. 

Am J Kidney Dis. 1992;19:201–13.
 3. Meyrier A, Niaudet P. Acute kidney injury complicating nephrotic syn-

drome of minimal change disease. Kidney Int. 2018;94:861–9.

https://doi.org/10.1186/s12882-022-02882-9
https://doi.org/10.1186/s12882-022-02882-9


Page 7 of 7Chen et al. BMC Nephrology          (2022) 23:247  

•
 
fast, convenient online submission

 •
  

thorough peer review by experienced researchers in your field

• 
 
rapid publication on acceptance

• 
 
support for research data, including large and complex data types

•
  

gold Open Access which fosters wider collaboration and increased citations 

 
maximum visibility for your research: over 100M website views per year •

  At BMC, research is always in progress.

Learn more biomedcentral.com/submissions

Ready to submit your researchReady to submit your research  ?  Choose BMC and benefit from: ?  Choose BMC and benefit from: 

 4. Rheault MN, Zhang L, Selewski DT, Kallash M, Tran CL, Seamon M, et al. 
AKI in children hospitalized with nephrotic syndrome. Clin J Am Soc 
Nephrol. 2015;10:2110–8.

 5. Waldman M, Crew RJ, Valeri A, Busch J, Stokes B, Markowitz G, et al. 
Adult minimal-change disease: clinical characteristics, treatment, and 
outcomes. Clin J Am Soc Nephrol. 2007;2:445–53.

 6. Chen CL, Fang HC, Chou KJ, Lee JC, Lee PT, Chung HM, et al. Increased 
endothelin 1 expression in adult-onset minimal change nephropathy 
with acute renal failure. Am J Kidney Dis. 2005;45:818–25.

 7. Keskar V, Jamale TE, Kulkarni MJ, Kiggal JP, Fernandes G, Hase N. Minimal-
change disease in adolescents and adults: epidemiology and therapeutic 
response. Clin Kidney J. 2013;6:469–72.

 8. Fenton A, Smith SW, Hewins P. Adult minimal-change disease: observa-
tional data from a UK centre on patient characteristics, therapies, and 
outcomes. BMC Nephrol. 2018;19:207.

 9. Chen T, Zhou Y, Chen X, Chen B, Pan J. Acute kidney injury in idi-
opathic membranous nephropathy with nephrotic syndrome. Ren Fail. 
2021;43(1):1004–11.

 10. Mehta RL, Pascual MT, Soroko S, Chertow GM, PICARD Study Group. Diu-
retics, mortality, and nonrecovery of renal function in acute renal failure. 
JAMA. 2002;288(20):2547–53.

 11. Zhao GJ, Xu C, Ying JC, Lü WB, Hong GL, Li MF, et al. Association between 
furosemide administration and outcomes in critically ill patients with 
acute kidney injury. Crit Care. 2020;24(1):75.

 12. Abraham S, Rameshkumar R, Chidambaram M, Soundravally R, Sub-
ramani S, Bhowmick R, et al. Trial of furosemide to prevent acute kidney 
injury in critically ill children: a double-blind, randomized. Controlled Trial 
Indian J Pediatr. 2021;88(11):1099–106.

 13. Bagshaw SM, Gibney RTN, Kruger P, Hassan I, McAlister FA, Bellomo R. The 
effect of low-dose furosemide in critically ill patients with early acute kid-
ney injury: A pilot randomized blinded controlled trial (the SPARK study). 
J Crit Care. 2017;42:138–46 In this pilot trial, furosemide did not reduce 
the rate of worsening AKI, improve recovery or reduce RRT; however, was 
associated with greater electrolyte abnormalities.

 14. Hill GS. Hypertensive nephrosclerosis. Curr Opin Nephrol Hypertens. 
2008;17(3):266–70.

 15. Griffin KA. Hypertensive kidney injury and the progression of chronic 
kidney disease. Hypertension. 2017;70(4):687–94.

 16. Costantino VV, Gil Lorenzo AF, Bocanegra V, Vallés PG. Molecular Mecha-
nisms of Hypertensive Nephropathy: Renoprotective Effect of Losartan 
through Hsp70. Cells. 2021;10(11):3146. Published 2021 Nov 12. https:// 
doi. org/ 10. 3390/ cells 10113 146.

 17. Kellum JA, Sileanu FE, Bihorac A, Hoste EA, Chawla LS. Recovery after 
acute kidney injury. Am J Respir Crit Care Med. 2017;195:784–91.

 18. 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 
Med. 2015;41:1648–57.

 19. Srisawat N, Murugan R, Lee M, Kong L, Carter M, Angus DC, et al. Genetic, 
inflammatory markers of Sepsis study I plasma neutrophil gelatinase-
associated lipocalin predicts recovery from acute kidney injury following 
community-acquired pneumonia. Kidney Int. 2011;80:545–52.

 20. Alves SC, Tomasi CD, Constantino L, Giombelli V, Candal R, Bristot Mde L, 
et al. Hypomagnesemia as a risk factor for the non-recovery of the renal 
function in critically ill patients with acute kidney injury. Nephrol Dial 
Transpl. 2013;28:910–6.

 21. Bihorac A, Yavas S, Subbiah S, Hobson CE, Schold JD, Gabrielli A, et al. 
Long-term risk of mortality and acute kidney injury during hospitalization 
after major surgery. Ann Surg. 2009;249:851–8.

 22. Gammelager H, Christiansen CF, Johansen MB, Tonnesen E, Jespersen B, 
Sorensen HT. Three-year risk of cardiovascular disease among intensive 
care patients with acute kidney injury: a population-based cohort study. 
Crit Care. 2014;18:492.

 23. Garzotto F, Piccinni P, Cruz D, Gramaticopolo S, Dal Santo M, Aneloni G, 
et al. RIFLE-based data collection/management system applied to a pro-
spective cohort multicenter Italian study on the epidemiology of acute 
kidney injury in the intensive care unit. Blood Purif. 2011;31:159–71.

 24. Kellum JA, Chawla LS, Keener C, Singbartl K, Palevsky PM, Pike FL, et al. 
The effects of alternative resuscitation strategies on acute kidney injury in 
patients with septic shock. Am J Respir Crit Care Med. 2016;193:281–7.

 25. Chen T, Ding X, Chen B. Value of the RIFLE classification for acute kidney 
injury in diffuse proliferative lupus nephritis. Nephrol Dial Transplant. 
2009;24(10):3115–20.

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

https://doi.org/10.3390/cells10113146
https://doi.org/10.3390/cells10113146

	Prediction model of renal function recovery for primary membranous nephropathy with acute kidney injury
	Abstract 
	Background and objectives: 
	Methods: 
	Result: 
	Conclusion: 

	Introduction
	Patients and methods
	Patients
	Data collection and follow-up
	Definition and primary outcome
	Statistical analysis

	Results
	Patients’ characteristics and the outcome of renal function recovery
	Feature selection, nomogram model and calibration curves

	Discussion
	Acknowledgments
	References


