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Candidate Surrogate End Points for ESRD after AKI

Morgan E. Grams,*† Yingying Sang,† Josef Coresh,*†‡ Shoshana H. Ballew,†

Kunihiro Matsushita,† Andrew S. Levey,§ Tom H. Greene,| Miklos Z. Molnar,¶

Zoltan Szabo,**†† Kamyar Kalantar-Zadeh,‡‡§§ and Csaba P. Kovesdy¶||

*Department of Medicine, Johns Hopkins University School of Medicine, Baltimore, Maryland; †Departments of
Epidemiology and ‡Biostatistics, Johns Hopkins University Bloomberg School of Public Health, Baltimore, Maryland;
§Division of Nephrology, Tufts Medical Center, Boston, Massachusetts; |Division of Clinical Epidemiology, University
of Utah School of Medicine, Salt Lake City, Utah; ¶Division of Nephrology, University of Tennessee Health Science
Center, Memphis, Tennessee; **Department of Cardiothoracic Surgery and Cardiothoracic Anesthesia, Linköping
University Hospital, Linköping, Sweden; ††Division of Cardiovascular Medicine, Department of Medical and Health
Sciences, Linköping University, Linköping, Sweden; ‡‡Harold Simmons Center for Chronic Disease Research and
Epidemiology and §§Division of Nephrology and Hypertension, University of California Irvine Medical Center, Irvine,
California; and ||Nephrology Section, Memphis Veterans Affairs Medical Center, Memphis, Tennessee

ABSTRACT
AKI, a frequently transient condition, is not accepted by the US Food andDrug Association as an end point
for drug registration trials. We assessed whether an intermediate-term change in eGFR after AKI has a
sufficiently strong relationship with subsequent ESRD to serve as an alternative end point in trials of AKI
prevention and/or treatment. Among 161,185 United States veterans undergoing major surgery between
2004 and 2011, we characterized in-hospital AKI by KidneyDisease ImprovingGlobalOutcomes creatinine
criteria and decline in eGFR from prehospitalization to postdischarge time points and quantified associ-
ations of these values with ESRD andmortality over a median of 3.8 years. An eGFR decline of$30% at 30,
60, and 90 days after discharge occurred in 3.1%, 2.5%, and 2.6%, of survivors without AKI and 15.9%,
12.2%, and 11.7%, of survivors with AKI. For patients with in-hospital AKI comparedwith thosewith noAKI
and stable eGFR, a 30% decline in eGFR at 30, 60, and 90 days after discharge demonstrated adjusted
hazard ratios (95% confidence intervals) of ESRD of 5.60 (4.06 to 7.71), 6.42 (4.76 to 8.65), and 7.27 (5.14 to
10.27), with corresponding estimates for 40% decline in eGFR of 6.98 (5.21 to 9.35), 8.03 (6.11 to 10.56),
and 10.95 (8.10 to 14.82). Risks formortalitywere smaller but consistent in direction. A 30%–40%decline in
eGFR after AKI could be a surrogate end point for ESRD in trials of AKI prevention and/or treatment, but
additional trial evidence is needed.

J Am Soc Nephrol 27: 2851–2859, 2016. doi: 10.1681/ASN.2015070829

AKI is a common inpatient and outpatient condition
and associated with myriad morbidity, including a
substantially increased risk of development and pro-
gression of CKD as well as ESRD.1–4 Despite increas-
ing recognition of AKI as a serious public health
concern, few effective therapies are available. One
reason for the lack of therapies is the controversy
over whether AKI itself causes an irreversible loss of
kidney function.5,6 The current consensus guide-
lines define AKI by an increase in serum creatinine
from baseline of 0.3 mg/dl within 48 hours or 50%
within 7 days, without requirement that the decreased
kidney function be sustained.7 People who develop

AKI tend to be older with a higher burden of
comorbidities, including reduced eGFR and elevated
albuminuria.8,9 Some have argued that the adverse
outcomes after mild AKI may simply be a result of
the underlying phenotype and not related to AKI.6,10
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As such, AKI is not currently accepted by the US Food and
Drug Association (FDA) as an end point for registration
trials.

Abetter understanding of the risk for ESRDafter AKI could
inform the design and execution of phase 3 clinical trials and
facilitate drug development. In clinical trials of CKDprogression,
a 30% decline in eGFR has been suggested as an alternative
surrogate end point for ESRD, which may enable better powered
trials with a smaller sample size than those with the tradition-
ally accepted surrogate end point of doubling of serum creati-
nine.11–13 A comparable surrogate outcome after AKI might do
the same; indeed, the FDA has accepted an irreversible loss of
kidney function after AKI as an end point in some studies. How-
ever, there are little data to support what magnitude of eGFR
decline after a transient loss in kidney function is meaningful
and when the end point should be assessed (i.e., when the change
likely constitutes an irreversible loss).

The objective of this study was to quantify the continuous
associationbetween thedecrement in eGFRat various timepoints
post-AKI and subsequent ESRD, thus providing evidence to
support apotential surrogate endpoint in trialsofAKIprevention
or treatment. We focused on AKI occurring after major surgery,
becausepostoperativeAKI isoneof themost commonsettings for
trials of AKI prevention. Because mortality is an important and
competing end point to ESRD after AKI, we also evaluated the
association of post–AKI eGFR decline with mortality.

RESULTS

Baseline Characteristics
The 161,185 United States veterans comprising the study pop-
ulationweremostlymen (96.3%), 16.9%were black, and theyhad
an average age of 64 years old (Table 1). Mean prehospitalization
eGFRwas 80ml/min per 1.73m2, and 12%of the population had
eGFR,60 ml/min per 1.73 m2. The mean number of creatinine
levels in the year before surgery was 3.5 (SD of 2.7). The most
common type of surgery was general (28%) followed by ortho-
pedic (21%), vascular (16%), and cardiac (14%). Postopera-
tively, there were 19,025 patients with AKI, with 14,477 (76%)
classified as stage 1, 2780 (15%) classified as stage 2, and 1768
(9%) classified as stage 3. Among the patients with stage 3 AKI,
420 required postoperative dialysis.

Survival to Postdischarge Time Points and Frequency
of eGFR Assessment
Survival to postdischarge time points differed by postoperative
AKI status (Table 2). At 30, 60, and 90 days posthospital dis-
charge, 98%, 97%, and 96% of those without postoperative
AKIwere alive as were 89%, 88%, and 87% of the patients with
postoperative AKI. At 1 year, comparable estimates were 92%
and 81% of the patients without and with postoperative AKI,
respectively.

The frequency of creatinine checks among survivors also
differed by post-AKI status: at 30 days (615 days), 41% of

people without postoperative AKI and 54%of those with post-
operative AKI had a creatinine assessment; at 60 days (630
days), 53% without postoperative AKI and 63% with postop-
erative AKI had a creatinine assessment; at 90 days (630 days),
49% without postoperative AKI and 57% with postoperative
AKI had a creatinine assessment; and at 1 year (63 months),
78% without postoperative AKI and 82% with postoperative
AKI had a creatinine assessment. Average number of eGFR
assessments during each time window was greater among those
who had experienced postoperative AKI and ranged from 2.7
and 3.9 at 30615 days postdischarge to 3.4 and 4.5 at 1 year63
months among persons without and with postoperative AKI,
respectively. Persons who did not have creatinine checks tended
to be younger, more often women, and more often black with
few comorbid conditions (Supplemental Table 1). Persons with-
out measurements of creatinine also had lower proportions of
subsequent ESRD and death as did participants without AKI
(Supplemental Table 2).

Table 1. Baseline characteristics of veterans undergoing
major surgery from 2004 to 2011

Characteristic Overall

N 161,185
Demographics
Age, yr 64 (10)
Women, % 4
Black race, % 17

Comorbid conditions
Systolic BP, mmHg 133 (14)
Diastolic BP, mmHg 76 (9)
Body mass index, kg/m2 29 (6)
Baseline eGFR, ml/min per 1.73 m2 80 (17)
With eGFR,60 ml/min per1.73 m2, % 12
With eGFR,45 ml/min per 1.73 m2, % 2
Diabetes mellitus, % 35
Hypertension, % 75
Coronary artery disease, % 35
Congestive heart failure, % 10
Cerebral vascular disease, % 18
Peripheral arterial disease, % 20
Lung disease, % 33
Malignancy, % 30
Liver disease, % 1
Statin use, % 28
Diuretic use, % 26
Angiotensin–converting enzyme/angiotensin

receptor blocker use, %
40

Surgical factors, %
Cardiac 14
Ear-nose-throat 3
General 28
Orthopedic 21
Thoracic 7
Urology 11
Vascular 16
Laparoscopic 7

All values reflect mean (SD) unless otherwise stated.
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Frequency of eGFR Decline Postdischarge by AKI
Stage
Higher AKI stage was associated with greater likelihood of
eGFR decline, although this associationwas attenuated in later
time periods. For example, the frequencies of a 30% decline at
30 days were 3%, 12%, 21%, and 39% for no AKI, AKI stage 1,
AKI stage 2, and AKI stage 3. At 60 days, the frequencies were
2%, 10%, 17%, and 29% for no AKI, AKI stage 1, AKI stage 2,
and AKI stage 3. At 90 days, the frequencies were 3%, 10%,
16%, and 26% for no AKI, AKI stage 1, AKI stage 2, and AKI
stage 3, and at 1 year, the frequencies were 3%, 12%, 15%, and
25% for no AKI, AKI stage 1, AKI stage 2, and AKI stage 3. In
adjusted analyses, the odds of a 30% eGFR decline at 30 days
were 4.06 (95% confidence interval [95% CI], 3.72 to 4.44),
7.69 (95%CI, 6.65 to 8.88), and 18.60 (95%CI, 15.83 to 21.84)
for AKI stage 1, stage 2, and stage 3 with or without dialysis
compared with people without postoperative AKI; at 90 days,
the oddswere 3.67 (95%CI, 3.33 to 4.04), 6.34 (95%CI, 5.40 to
7.46), and 12.08 (95% CI, 10.11 to 14.44), respectively. The
corresponding odds of eGFR decline$30% at 1 year were 3.58
(95% CI, 3.33 to 3.85), 5.36 (95% CI, 4.67 to 6.15), and 9.56
(95% CI, 8.12 to 11.25), respectively. Among those with mea-
sures of creatinine, most people with an eGFR decline.30%
at 90 days also had an eGFR decline .30% at 60 and 30 days
(79% and 60%, respectively).

Risk of ESRD after Postdischarge Decline in eGFR
There were 787 patients with ESRD and 43,668 deaths over
a median follow-up of 3.8 years after hospital discharge, with
greater risk in those with AKI and 30% decline compared
with those without AKI or without 30% decline (Supple-
mental Figure 1). There was a graded relationship between
postdischarge eGFR decline and subsequent ESRD risk among
patients with and without postoperative AKI (Figure 1). Risks of
ESRD exceeded fivefold at an eGFR decline of 30% for all time
points postdischarge and were higher with greater magnitude

of decline (Table 3). For example, compared with patients with-
out postoperative AKI and with stable eGFR at 30 days, people
with postoperative AKI and an eGFR decline of 30% had a 5.6-
fold (95% CI, 4.1 to 7.7) higher risk of subsequent ESRD. The
risk gradient associated with a 30% eGFR decline was generally
higher at later time windows: 6.4-fold (95% CI, 4.8 to 8.7) at 60
days, 7.3-fold (95% CI, 5.1 to 10.3) at 90 days, and 10.8-fold
(95% CI, 7.6 to 15.4) at 1 year. There was no consistent pattern
suggesting an interaction of AKI stage and magnitude of eGFR
decline with subsequent risk of ESRD, and there was not a dif-
ference in risk of ESRD by AKI stage after eGFR decline was
accounted for. Of note, persons experiencing eGFR decline
without AKI also had higher risk of developing ESRD: 2.6-fold
(95%CI, 1.8 to 3.9) at 30 days, 3.0-fold (95%CI, 2.1 to 4.3) at 60
days, 4.4-fold (95% CI, 3.1 to 6.3) at 90 days, and 7.3-fold (95%
CI, 5.3 to 10.0) at 1 year. The likelihood ratio of eGFR decline
of 30% at 30 days was 5.78, with lower sensitivity but higher
specificity (Figure 2, Table 4).

Risk of Death after Postdischarge Decline in eGFR
The risk of death associated with eGFR decline after post-
operative AKI was smaller than that of ESRD and fairly
consistent over the various time windows (Supplemental Ta-
ble 3). For example, compared with stable eGFR and no post-
operative AKI, the risks of death associated with a 30%decline
in eGFR after postoperative AKI were 1.55 (95% CI, 1.42 to
1.69) at 30 days, 1.59 (95% CI, 1.46 to 1.73) at 60 days, 1.68
(95%CI, 1.54 to 1.83) at 90 days, and 1.60 (95%CI, 1.48 to 1.72)
at 365days.Mortality risks were higher with greatermagnitude
of eGFR decline. There was no consistent difference in risk of
death by AKI stage after eGFR decline was accounted for, and
persons experiencing eGFR decline without AKI also had a
higher risk of mortality: 1.3-fold (95% CI, 1.3 to 1.4) at 30
days, 1.5-fold (95% CI, 1.4 to 1.6) at 60 days, 1.5-fold (95%
CI, 1.4 to 1.6) at 90 days, and 1.4-fold (95% CI, 1.4 to 1.5) at
1 year (Supplemental Figure 2).

Table 2. Survival after major surgery by stage of AKI and frequency of eGFR assessment postdischarge

Statistic 30 d 60 d 90 d 180 d 365 d

Survival, %
All persons 97 96 95 93 91
With AKI 89 88 87 84 81
Without AKI 98 97 96 95 92

Frequency of postoperative eGFR check among
survivors at various time points postdischarge, %

30615 d 60630 d 90630 d 180660 d 365690 d

All persons 42 54 50 68 79
With AKI 54 63 57 73 82
Without AKI 41 53 49 68 78

Mean no. of postoperative eGFR check at various
time points postdischarge (SD)

30615 d 60630 d 90630 d 180660 d 365690 d

All persons 2.8 (4.0) 3.3 (5.2) 2.9 (4.6) 3.3 (5.5) 3.5 (5.9)
With AKI 3.9 (5.3) 4.4 (7.1) 3.8 (6.3) 4.2 (7.4) 4.5 (7.9)
Without AKI 2.7 (3.7) 3.1 (4.8) 2.8 (4.3) 3.1 (5.2) 3.4 (5.6)

Mortality calculated on basis of Kaplan–Meiermethods. Frequency of postoperative eGFR check includes both inpatient and outpatientmeasures.Mean number
of postoperative eGFR check includes only those persons with at least one measure of creatinine.
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Sensitivity Analyses
In sensitivity analyses requiring that a patient have at least two
creatinine measurements during the postdischarge window
to confirm eGFR decline, results were similar (Supplemental
Figure 3). The risks associated with an eGFR decline of 30%
after AKI were 4.25 (95% CI, 2.84 to 6.36) at 30 days, 5.63
(95% CI, 3.91 to 8.10) at 60 days, 5.55 (95% CI, 3.64 to 8.45)
at 90 days, 6.42 (95% CI, 4.42 to 9.31) at 180 days, and 10.8
(95%CI, 7.32 to 16.0) at 1 year. Similarly, results from analyses
excluding ear-nose-throat surgery, accounting for the com-
peting risk of death, and using inverse weighting by the prob-
ability of having creatinine measured in that time period were
similar to the primary analysis (Supplemental Figure 4).

Mediation Analyses
Mediation analysis suggested that the eGFR decline after
surgery statistically explained much of the increased risk of
ESRD after postoperative AKI. For example, 56%, 73%, and
61%of the risks associatedwith AKI stage 1, stage 2, and stage 3

were accounted for by 30-day eGFR decline. These estimates
were 62%, 76%, and 60% at 60 days; 62%, 84%, and 67% at
90 days; and 75%, 83%, and 100% at 1 year.

DISCUSSION

This national study of 161,185United States veterans at risk for
postoperative AKI provides a rigorous investigation of possible
surrogate end points in clinical trials of AKI prevention and
treatment. We quantify risk of ESRD across the full spectrum
of post–AKI eGFR decline at various time points, thus inform-
ing decisions about when and what magnitude of eGFR de-
cline after AKI is clinically important. Our results show that
postdischarge eGFR decline was strongly associated with sub-
sequent risk of ESRD, with greater than fivefold higher risk
associated with a 30% decline at each time point of 30, 60, 90,
180, and 365 days. The association strengthened in later time
periods and with higher percentage declines in eGFR. Although

Figure 1. Risk of ESRD increases with postdischarge decline in eGFR after major surgery. (Upper panels) Risk of ESRD associated with
postdischarge change in eGFR after major surgery by postoperative AKI status. (Lower panels) Distribution of postdischarge change in
eGFR after major surgery by postoperative AKI status. Both estimates are at (A) 30, (B) 60, (C) 90, (D) 180, and (E) 365 days postdischarge.
Black diamonds refer to stable eGFRs among those without AKI (the reference). Red circles refer to eGFR declines of 30% among those
with AKI. Red lines are at eGFR decline of 30%, and red percentages refer to the prevalence of eGFR decline $30% among those
survivors with postoperative AKI. The y axis is depicted on the log scale. HR, hazard ratio.
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AKI itself was associated with subsequent risk of ESRD, sub-
sequent eGFR decline seemed to mediate this association to a
large extent, and there was no graded relationship between AKI

severity and ESRD after accounting for subsequent eGFR de-
cline. Taken together, this may suggest that a 30% decline mea-
sured even as early as 30 days postdischarge could be a suitable

Table 3. Hazard ratios for ESRD associated with stable eGFR, 30% eGFR decline, and 40% eGFR decline after major surgery
by presence and stage of postoperative AKI at 30, 60, 90, and 180 days and 1 year posthospital discharge

Timepoint
Postdischarge

Hazard Ratio (95% CI)

Without AKI AKI Stage 1 AKI Stage 2 AKI Stage 3 or RRT AKI Any Stage

30615 d
40% decline 3.81 (2.66 to 5.47) 7.39 (5.32 to 10.3) 7.17 (4.21 to 12.2) 6.45 (3.19 to 13.0) 6.98 (5.21 to 9.35)
30% decline 2.63 (1.79 to 3.88) 5.14 (3.60 to 7.35) 7.18 (3.85 to 13.4) 5.59 (2.19 to 14.3) 5.60 (4.06 to 7.71)
Stable Reference 1.69 (1.16 to 2.45) 1.18 (0.40 to 3.45) 1.44 (0.43 to 4.82) 1.68 (1.18 to 2.38)

60630 d
40% decline 4.19 (2.98 to 5.89) 8.10 (5.97 to 11.0) 7.80 (4.71 to 12.9) 6.42 (3.05 to 13.5) 8.03 (6.11 to 10.56)
30% decline 3.01 (2.12 to 4.27) 6.19 (4.44 to 8.62) 7.42 (4.09 to 13.5) 6.85 (3.01 to 15.6) 6.42 (4.76 to 8.65)
Stable Reference 1.62 (1.14 to 2.30) 1.39 (0.50 to 3.84) 1.87 (0.61 to 5.68) 1.64 (1.18 to 2.27)

90630 d
40% decline 6.54 (4.67 to 9.14) 10.4 (7.48 to 14.5) 9.66 (5.38 to 17.3) 9.75 (3.97 to 23.9) 11.00 (8.10 to 14.8)
30% decline 4.39 (3.07 to 6.28) 7.22 (4.98 to 10.5) 8.74 (4.50 to 17.0) 2.85 (0.64 to 12.7) 7.27 (5.14 to 10.3)
Stable Reference 2.66 (1.78 to 3.70) 2.97 (1.28 to 6.87) 2.52 (0.64 to 9.91) 2.65 (1.88 to 3.74)

180660 d
40% decline 8.61 (6.53 to 11.3) 12.5 (9.29 to 16.8) 12.3a (7.02 to 21.4) 7.15 (2.65 to 19.3) 12.50 (9.54 to 16.5)
30% decline 4.86 (3.58 to 6.59) 7.83 (5.60 to 10.9) 4.27a (1.85 to 9.85) 2.51 (0.50 to 12.6) 7.02 (5.09 to 9.67)
Stable Reference 1.87 (1.27 to 2.75) 4.06 (1.87 to 8.34) 2.57 (0.56 to 11.8) 2.20 (1.56 to 3.11)

365690 d
40% decline 15.0 (11.3 to 19.9) 16.2 (11.7 to 22.4) 18.6 (10.7 to 32.2) 9.79 (4.11 to 23.4) 15.80 (11.6 to 21.4)
30% decline 7.29 (5.29 to 10.0) 9.70 (6.59 to 14.3) 13.0 (6.24 to 27.2) 22.2 (8.66 to 56.7) 10.80 (7.59 to 15.4)
Stable Reference 2.53 (1.57 to 4.09) 3.63 (1.31 to 10.0) 2.62 (0.48 to 14.3) 2.78 (1.81 to 4.27)

aAdjusted for age, sex, race, body mass index (linear spline with a knot at 25 kg/m2), hypertension, baseline eGFR (linear spline with knots at 60 and 90 ml/min per
1.73 m2), diabetes, congestive heart failure, peripheral arterial disease, cerebrovascular disease, lung disease, liver disease, body mass index, angiotensin–con-
verting enzyme inhibitor/angiotensin receptor blocker use, diuretic use, statin use, surgery type, laparoscopic procedure, hospital day of surgical procedure
(hospital days 0–4, 5–14, or 15–30), and stage of AKI.

Figure 2. Receiver-operating characteristic (ROC) for ESRD according to eGFR declines at 30, 60, 90, and 180 days postmajor
surgery overall and within the population with postoperative AKI.
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surrogate for ESRD after AKI. A more conservative end point
would be a 40% decline; however, this end point is less com-
mon, which would necessitate larger trials. However, addi-
tional evidence from clinical trials showing that treatment
effects on eGFR decline predict treatment effects on ESRD is
necessary.

A large body of work recently addressed a similar issue of
surrogate end points in trials of kidney disease progres-
sion.11,12,14–18 To approve a drug, the FDA requires that a
development program show that a drug has an effect on a clin-
ically meaningful end point or its reliable surrogate.19 ESRD
is a widely accepted, clinically meaningful end point; however,
ESRD is simply too late an event for themajority of clinical trial
participants—a rationale that applies to both clinical trials of
AKI prevention and treatment and CKD progression. A surro-
gate end point for ESRD, such as an eGFRdecline of 30%–40%,
can result in more events in a shorter period of time, thereby
providing greater power for a given clinical trial design. The
demonstration of an epidemiologic association is a first step in
determining surrogacy and should be followed by investigation
in clinical trials, which can address the issue of whether treat-
ment effects on the proposed surrogate predict treatment ef-
fects on ESRD.

Although a decline in eGFR at a specified time point post-
AKI is on the pathway fromAKI to ESRD, it is not equivalent to
ESRD, which is a severe and relatively rare event. In addition,
ESRD has many causes apart from AKI, which can include
acute events that occur after an intermediate end point (e.g.,
medication toxicity ormyocardial infarction). Thus, both sen-
sitivity and positive predictive value are low, because eGFR
decline within an early follow-up interval post-AKI is not nec-
essary or sufficient to cause ESRD. This point is exemplified by
the prediction statistics, which show some of the differences
between a potentially useful surrogate and a perfect predictor.
Although prediction statistics are informative, even widely ac-
cepted surrogates, such as LDL cholesterol for myocardial

infarction, have low sensitivity and positive
predictive value.20 However, a low sensitiv-
ity may also hamper evaluation of treat-
ment effects on ESRD in clinical trials.

Similar to recent work in CKD, our
results suggest that a 30%–40%declinemay
be a surrogate for ESRD after in-hospital
AKI. They also suggest that the most im-
portant aspect of AKI prevention may be
lessening the risk of subsequent eGFR de-
cline or the irreversible loss of kidney func-
tion after an episode of AKI. When eGFR
decline should be measured postinjury is
uncertain, but associations were strong
even at 30 days posthospital discharge
and stronger with confirmed eGFR decline
as assessed by repeat measurement. The
Kidney Disease Improving Global Out-
comes (KDIGO) guidelines recommend

assessment at 90 days for ascertainment of development or
progression of CKD after an episode of AKI.21 Our data
show that this later time point is associated with higher risk,
possibly reflecting irreversible loss of kidney function, or that
it is less affected by the competing risk of mortality, providing
stronger evidence of surrogacy. However, eGFR decline de-
tected at later time points may be caused by intervening events
posthospitalization unrelated to the AKI and thus, may be less
preventable than eGFR decline at an earlier time point. Our
results are consistent with previous work showing worse out-
comes among people who do not recover eGFR after an epi-
sode of AKI compared with those who do recover.10,22–24

This study focuses on postoperative AKI. Cardiac surgery
is a common setting for clinical trials of AKI prevention.25,26

An advantage of the postoperative environment in clinical
trials of AKI is that the timing of the insultmay be well defined,
particularly for cardiac and vascular surgery, and thus,
interventions can be delivered at a specific time relative to the
anticipated/observed insult. A second advantage of the postoper-
ative environment as a setting for clinical trials is that surgery is
usually avoided in persons at high risk of mortality. Even the
most effective therapy for AKI prevention may not prevent
short-term mortality given the availability of RRT, and
thus, a higher frequency of mortality will reduce power for a
given study design. Even in our study, the absolute risk of mor-
tality far exceeded the risk of ESRD, as seen in the low positive
predictive value; the use of a composite end point of ESRD and
death would result in weaker associations. Relationships be-
tween eGFR decline after AKI and subsequent ESRD should
be validated in alternative clinical settings commonly used in
trials, such as postcardiac catheterization or iodinated contrast
administration.

In addition to providing a more plausible surrogate for
progression toESRDthananacuteandtransientchange,abenefit
of choosing an intermediate-term surrogate as an end point in
trialsofAKIpreventionor treatment is that it limits thepossibility

Table 4. Sensitivity, specificity, positive predictive value, and negative
predictive value for ESRD according to levels of eGFR decline at various time
points

Statistic
30 d 60 d 90 d 180 d

Overall AKI Overall AKI Overall AKI Overall AKI

Sensitivity, %
30% eGFR decline 27 41 27 40 31 44 38 51
40% eGFR decline 17 27 18 27 21 30 24 34

Specificity, %
30% eGFR decline 95 85 96 89 96 89 97 90
40% eGFR decline 98 92 98 94 98 95 99 95

Positive predictive value, %
30% eGFR decline 4 6 5 8 5 9 6 9
40% eGFR decline 5 7 7 10 8 12 9 13

Negative predictive value, %
30% eGFR decline 99 98 100 98 100 99 100 99
40% eGFR decline 99 98 99 98 100 98 100 99
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of bias from an acute effect of an intervention. Many interven-
tions tested for the prevention of AKI can affect non-GFR
determinants of creatinine concentration, shifting the distribu-
tion of creatinine toward lower values. Given that a change in
creatinine forms the basis of the AKI definition,7 an intervention
that affects the non-GFR determinants of creatinine may falsely
seem to prevent AKI. This issue has plagued many clinical trials
in AKI preventionwith interventions ranging from fluid admin-
istration to dialysis to administration of rosuvastatin.27 As long
as the intervention and its non-GFReffect on creatinine are short
in duration, an intermediate–term end point could avoid the
bias associated with acute effects. The consistency of our results,
despite unmeasured medications and intervening hospitaliza-
tions, suggests a robust association.

The strengths of this study include its large nationally based
study population, the rigorous quantification of eGFR decline
and stages of AKI, and linkage to subsequent outcomes.
Follow-up for ESRDandmortality is presumed to be complete
given the linkage to reliable government sources. However, we
relied on assessment of postdischarge eGFR as it was obtained
in clinical care, and this ascertainment bias resulted in sicker
patients selected into our cohort. Sensitivity analyses weight-
ing by the inverse probability of creatinine measurement
showed consistent results. Another limitation is that the
Veterans Affairs (VA) population consists of mostly men, and
veteransmay be different from the general population inmany
other ways as well. We did not have complete information
on baseline proteinuria and thus could not adjust for this
important confounder. Comorbid conditions were deter-
mined by diagnostic codes, which have uncertain and possi-
bly differential validity. Medication use was captured by
provider prescription, and compliance was unknown. With all
observational analysis, residual confounding is possible; me-
diation analysis is particularly susceptible. Our mediation
analysis was only a secondary analysis but should be interpreted
with caution. Finally, only 12%of thepopulationhad eGFR,60
ml/min per 1.73 m2, which differs frommany AKI clinical trial
populations that are enriched for participants with kidney dis-
ease. Future studies should validate these associations in other
settings and cohorts, including clinical trials, where treatment
effects can be evaluated.

In conclusion, we present data from a large national cohort
of veterans undergoing major surgery that show that a 30%–

40% decline in eGFR postdischarge may be a potential surro-
gate end point in clinical trials of AKI prevention. Unlike other
clinical biomarkers, it is directly on the pathway from AKI to
ESRD and seems to largely explain the excess risk associated
with AKI. Although this end point would be considerably
more common than ESRD, a suitably powered trial of AKI
prevention may still require thousands of patients, and its
use requires additional study of treatment effects in clinical
trials. Future research is needed to determine whether other
clinically meaningful end points, such as length of stay or
hospital readmission, might also be useful in drug approval
procedures.

CONCISE METHODS

Study Population
The study population has been previously described.28,29 Briefly,

3,582,478 United States veterans with eGFR$60 ml/min per 1.73 m2

(calculated by the CKD Epidemiology Collaboration 2009 creatinine

equation30) measured between October 1, 2004 and September 30,

2006 in the national VA Corporate Data Warehouse LabChem data

files were included in the initial data pull. For this study, only patients

undergoing major cardiac, thoracic, vascular, orthopedic, general, uro-

logic, or ear-nose-throat surgery between cohort enrollment date and

September 15, 2011 were included (n=310,894).31 For these patients,

the first qualifying surgery was used as the index hospitalization. We

excluded patients with prehospitalization ESRD and those undergoing

surgery .30 days after hospital admission for a final study population

of 161,185 participants. Because the surgery could occur any time during

the follow-up period, many participants (12% of the study population)

had developed eGFR,60 ml/min per 1.73 m2 before surgery.

Definitions of AKI and eGFR Decline
Postoperative AKI was staged according to KDIGO creatinine–based cri-

teria from the date of surgery, identifying AKI as an increase in serum

creatinine from baseline of 0.3 mg/dl within 48 hours or 50% within

7 days.7 Stage 1 was classified as a creatinine increase of 0.3 mg/dl over

48 hours or a 50%–99% increase within 7 days. Stage 2 was classified as a

100%–200% increase within 7 days. Stage 3 was classified as a $200%

increase or the receipt of acute dialysis determined by the presence or

absence of a procedural code for dialysis (39.95). Baseline serum creati-

nine for the ascertainment of AKI was defined as the mean of all out-

patientmeasurements of serum creatinine between 7 and 365 days before

hospital admission, a timewindowdesigned to exclude acute fluctuations

related to the need for surgery. The magnitude of eGFR decline was

assessed as the difference between eGFRmeasured at various time points

posthospital discharge and the prehospitalization eGFR as a percentage of

prehospitalization eGFR. Prehospitalization eGFR was defined as the

mean of all outpatient estimates of eGFR between 7 and 365 days before

hospital admission estimatedwith the serum creatinine values used in the

baseline creatinine estimation. Time points tested included 30 days (615

days), 60 days (630days), 90 days (630days), 180 days (660days), and1

year (690 days) posthospital discharge. If multiple assessments of eGFR

were made in a given time window, the mean eGFR was used. The mag-

nitude of eGFR decline was assessed continuously using complete patient

analysis. Given the strength of associations, we focused our discussion

on 30-, 60-, and 90-day time periods and 30% and 40% declines. In

sensitivity analysis, we required two measurements of eGFR decline in

the time window as a proxy for confirmation of decline.

Definitions of Covariates and Outcomes
Surgery type was determined from the International Classification of

Diseases, Ninth Revision, Clinical Modification (ICD-9-CM) pro-

cedure codes in the VA Inpatient Medical Dataset and categorized

according to the Clinical Classifications Software procedural classi-

fication system (Supplemental Table 4). Laparoscopic surgery, hyper-

tension, diabetes, coronary artery disease, congestive heart failure,

peripheral arterial disease, cerebrovascular disease, liver disease,
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and lung disease were defined by a qualifying inpatient or outpatient

ICD-9-CM code (Supplemental Table 5).32,33 Body mass index was de-

fined as the average outpatient value in 7–365 days before admissionusing

the VA Corporate Data Warehouse. Medication use (angiotensin–con-

verting enzyme inhibitor, angiotensin receptor blocker, diuretic, and sta-

tin) was determined by VA Pharmacy dispensation records in the 3

months before surgery. Outcomes included ESRD and mortality as de-

termined through linkage to the VAVital Status Files and the US Renal

Data System, respectively, with follow-up until 2011.

Statistical Analyses
Survival to various time points postdischarge was assessed using a

Kaplan–Meier approach. Odds of eGFR decline associated with stage of

AKIwere determinedusing logistic regression.Cox proportional hazards

regression was used to determine the association of eGFR decline with

subsequent ESRD and mortality, with time at risk beginning at the time

of postdischarge eGFR assessment. Fully adjusted models included the

following covariates: age, sex, race, body mass index (linear spline with a

knot at 25 kg/m2), hypertension, baseline eGFR (linear spline with knots

at 60 and 90 ml/min per 1.73 m2), diabetes, congestive heart failure,

peripheral arterial disease, cerebrovascular disease, lung disease, liver

disease, angiotensin–converting enzyme inhibitor/angiotensin receptor

blocker use, diuretic use, statin use, surgery type, laparoscopic proce-

dure, and hospital day of surgical procedure (hospital days 0–4, 5–14, or

15–30). Proteinuria was considered as a covariate, but it was missing in

90% of the study population and thus, not included in the primary anal-

ysis. Mediation of the AKI-ESRD risk relationship by intermediate–term

eGFR decline was performed by assessing the reduction in hazard ratio

associated with AKIwhen eGFR decline was included in the model com-

pared with the hazard ratio associated with AKI without eGFR decline in

the model, with both models adjusted for all of the other covariates in-

dicated above. All analyseswere performed in the overall populationusing

Stata MP 12 (StataCorp., College Station, TX).

ACKNOWLEDGMENTS

Theauthors thankAlizaThompsonforherhelpful suggestions.Someof

the data reported here have been supplied by theUSRenalData System.

M.E.G. receives support from National Institute of Diabetes and

Digestive and Kidney Diseases (NIDDK) Grant K08DK092287. This

project was also supported by a grant from the National Kidney Foun-

dation(whichreceived funding fromThrasos Innovation, Inc. [Montreal,

QC, Canada] and Abbvie), infrastructure support from CKD Prognosis

ConsortiumGrant R01DK100446, andGrant R01DK096920 (toK.K.-Z.

and C.P.K.) from the National Institutes of Health/NIDDK and is the

result of work supported with resources and the use of facilities at the

MemphisVeteransAffairs (VA)MedicalCenter and theLongBeachVA

Medical Center. Support for VA/Centers for Medicare and Medicaid

Services data is provided by Department of VA, Veterans Health Ad-

ministration, Office of Research and Development, Health Services

Research andDevelopment, VA Information Resource Center Projects

SDR 02-237 and 98-004.

The sponsorshadno role in thedesign andconductof the study; the

collection, management, analysis, and interpretation of the data; the

preparation, review, or approval of the manuscript; or the decision to

submit the manuscript for publication. The interpretation and re-

porting of these data are the responsibility of the authors and in noway

should be seen as an official policy or interpretation of the US Gov-

ernment.Opinions expressed in this paper are those of the authors and

do not necessarily represent the opinion of the Department of VA.

DISCLOSURES
J.C. and A.S.L. have a provisional patent submitted for GFR estimation

using a panel of biomarkers. K.K.-Z. and C.P.K. are employees of the US

Department of Veterans Affairs. J.C. and M.E.G. received funding from the

National Kidney Foundationwhich receives funding fromAbbvie andThrasos.

REFERENCES

1. Chertow GM, Levy EM, Hammermeister KE, Grover F, Daley J: In-
dependent association between acute renal failure and mortality
following cardiac surgery. Am J Med 104: 343–348, 1998

2. Chertow GM, Burdick E, Honour M, Bonventre JV, Bates DW: Acute
kidney injury, mortality, length of stay, and costs in hospitalized pa-
tients. J Am Soc Nephrol 16: 3365–3370, 2005

3. Thakar CV: Perioperative acute kidney injury. Adv Chronic Kidney Dis
20: 67–75, 2013

4. Thakar CV, Christianson A, Freyberg R, Almenoff P, Render ML: In-
cidence and outcomes of acute kidney injury in intensive care units:
A Veterans Administration study. Crit Care Med 37: 2552–2558, 2009

5. Hsu CY: Yes, AKI truly leads to CKD. J Am Soc Nephrol 23: 967–969,
2012

6. Rifkin DE, Coca SG, Kalantar-Zadeh K: Does AKI truly lead to CKD?
J Am Soc Nephrol 23: 979–984, 2012

7. Kellum JA, Lameire N; KDIGO AKI Guideline Work Group: Diagnosis,
evaluation, andmanagement of acute kidney injury: A KDIGO summary
(Part 1). Crit Care 17: 204, 2013

8. Grams ME, Sang Y, Ballew SH, Gansevoort RT, Kimm H, Kovesdy CP,
Naimark D, Oien C, Smith DH, Coresh J, Sarnak MJ, Stengel B, Tonelli
M; CKD Prognosis Consortium: A meta-analysis of the association of
estimated gfr, albuminuria, age, race, and sex with acute kidney injury.
Am J Kidney Dis 66: 591–601, 2015

9. James MT, GramsME,WoodwardM, Elley CR, Green JA, Wheeler DC,
de Jong P, Gansevoort RT, Levey AS, Warnock DG, Sarnak MJ; CKD
Prognosis Consortium: A meta-analysis of the association of estimated
GFR, albuminuria, diabetes mellitus, and hypertension with acute kid-
ney injury. Am J Kidney Dis 66: 602–612, 2015

10. Coca SG: Is it AKI or nonrecovery of renal function that is important for
long-term outcomes? Clin J Am Soc Nephrol 8: 173–176, 2013

11. Coresh J, Turin TC,Matsushita K, Sang Y, Ballew SH, Appel LJ, ArimaH,
Chadban SJ, CirilloM, DjurdjevO,Green JA, HeineGH, Inker LA, Irie F,
Ishani A, Ix JH, Kovesdy CP, Marks A, Ohkubo T, Shalev V, Shankar A,
WenCP, de Jong PE, Iseki K, Stengel B, Gansevoort RT, Levey AS; CKD
Prognosis Consortium: Decline in estimated glomerular filtration rate
and subsequent risk of end-stage renal disease and mortality. JAMA
311: 2518–2531, 2014

12. Levey AS, Inker LA, Matsushita K, Greene T, Willis K, Lewis E, de Zeeuw
D, CheungAK, Coresh J: GFRdecline as an end point for clinical trials in
CKD: A scientific workshop sponsored by the National Kidney Foun-
dation and the US Food and Drug Administration. Am J Kidney Dis 64:
821–835, 2014

13. Thompson A, Lawrence J, Stockbridge N: GFR decline as an end point
in trials of CKD: A viewpoint from the FDA. Am J Kidney Dis 64: 836–
837, 2014

2858 Journal of the American Society of Nephrology J Am Soc Nephrol 27: 2851–2859, 2016

CLINICAL EPIDEMIOLOGY www.jasn.org

http://jasn.asnjournals.org/lookup/suppl/doi:10.1681/ASN.2015070829/-/DCSupplemental


14. Greene T, Teng CC, Inker LA, Redd A, Ying J, Woodward M, Coresh
J, Levey AS: Utility and validity of estimated GFR-based surrogate
time-to-event end points in CKD: A simulation study. Am J Kidney
Dis 64: 867–879, 2014

15. Inker LA, Lambers Heerspink HJ, Mondal H, Schmid CH, Tighiouart H,
Noubary F, Coresh J, Greene T, Levey AS: GFR decline as an alternative
end point to kidney failure in clinical trials: A meta-analysis of treatment
effects from 37 randomized trials. Am J Kidney Dis 64: 848–859, 2014

16. Lambers Heerspink HJ, Tighiouart H, Sang Y, Ballew S, Mondal H,
Matsushita K, Coresh J, Levey AS, Inker LA: GFR decline and sub-
sequent risk of established kidney outcomes: A meta-analysis of 37
randomized controlled trials. Am J Kidney Dis 64: 860–866, 2014

17. Lambers Heerspink HJ, Weldegiorgis M, Inker LA, Gansevoort R,
Parving HH, Dwyer JP, Mondal H, Coresh J, Greene T, Levey AS,
de ZeeuwD: EstimatedGFR decline as a surrogate end point for kidney
failure: A post hoc analysis from the Reduction of End Points in Non-
Insulin-Dependent Diabetes With the Angiotensin II Antagonist
Losartan (RENAAL) study and Irbesartan Diabetic Nephropathy Trial
(IDNT). Am J Kidney Dis 63: 244–250, 2014

18. Stevens LA, Greene T, Levey AS: Surrogate end points for clinical trials
of kidney disease progression.Clin J AmSocNephrol 1: 874–884, 2006

19. LeveyAS,CattranD, FriedmanA,MillerWG,Sedor J, TuttleK, KasiskeB,
Hostetter T: Proteinuria as a surrogate outcome in CKD: Report of a
scientific workshop sponsored by the National Kidney Foundation and
the US Food and Drug Administration. Am J Kidney Dis 54: 205–226,
2009

20. Boekholdt SM, Arsenault BJ, Mora S, Pedersen TR, LaRosa JC, Nestel PJ,
Simes RJ, Durrington P, Hitman GA, Welch KM, DeMicco DA,
Zwinderman AH, Clearfield MB, Downs JR, Tonkin AM, Colhoun HM,
Gotto AM Jr., Ridker PM, Kastelein JJ: Association of LDL cholesterol,
non-HDL cholesterol, and apolipoprotein B levels with risk of cardiovas-
cular events among patients treated with statins: A meta-analysis. JAMA
307: 1302–1309, 2012

21. Kidney Disease: Improving Global Outcomes: Clinical practice guide-
line for the evaluation and management of chronic kidney disease.
Kidney Int Suppl 3: 1–150, 2013

22. Sawhney S,Mitchell M,Marks A, Fluck N, Black C: Long-term prognosis
after acute kidney injury (AKI): What is the role of baseline kidney
function and recovery? A systematic review. BMJ Open 5: e006497,
2015

23. Pannu N, James M, Hemmelgarn B, Klarenbach S; Alberta Kidney
Disease Network: Association between AKI, recovery of renal function,
and long-term outcomes after hospital discharge. Clin J Am Soc
Nephrol 8: 194–202, 2013

24. Swaminathan M, Hudson CC, Phillips-Bute BG, Patel UD, Mathew JP,
Newman MF, Milano CA, Shaw AD, Stafford-Smith M: Impact of early
renal recovery on survival after cardiac surgery-associated acute kidney
injury. Ann Thorac Surg 89: 1098–1104, 2010

25. Garg AX, Devereaux PJ, Yusuf S, Cuerden MS, Parikh CR, Coca SG,
WalshM,Novick R, Cook RJ, Jain AR, Pan X, NoiseuxN, Vik K, Stolf NA,

Ritchie A, Favaloro RR, Parvathaneni S, Whitlock RP, Ou Y, LawrenceM,
Lamy A; CORONARY Investigators: Kidney function after off-pump or
on-pump coronary artery bypass graft surgery: A randomized clinical
trial. JAMA 311: 2191–2198, 2014

26. Meybohm P, Bein B, BrosteanuO, Cremer J, GruenewaldM, Stoppe C,
Coburn M, Schaelte G, Böning A, Niemann B, Roesner J, Kletzin F,
Strouhal U, Reyher C, Laufenberg-Feldmann R, Ferner M, Brandes IF,
Bauer M, Stehr SN, Kortgen A, Wittmann M, Baumgarten G, Meyer-
Treschan T, Kienbaum P, Heringlake M, Schön J, Sander M, Treskatsch
S, Smul T, Wolwender E, Schilling T, Fuernau G, Hasenclever D,
Zacharowski K; RIPHeart Study Collaborators: A multicenter trial of
remote ischemic preconditioning for heart surgery. N Engl J Med 373:
1397–1407, 2015

27. Weisbord SD, Gallagher M, Kaufman J, Cass A, Parikh CR, Chertow
GM, Shunk KA, McCullough PA, FineMJ, Mor MK, Lew RA, Huang GD,
Conner TA, Brophy MT, Lee J, Soliva S, Palevsky PM: Prevention of
contrast-induced AKI: A review of published trials and the design of the
prevention of serious adverse events following angiography (PRESERVE)
trial. Clin J Am Soc Nephrol 8: 1618–1631, 2013

28. Gosmanova EOLJ, Lu JL, Streja E, Cushman WC, Kalantar-Zadeh K,
Kovesdy CP: Association of medical treatment nonadherence with all-
cause mortality in newly treated hypertensive US veterans. Hyperten-
sion 64: 951–957, 2014

29. Kovesdy CP, Norris KC, Boulware LE, Lu JL, Ma JZ, Streja E, MolnarMZ,
Kalantar-Zadeh K: Association of race with mortality and cardiovascular
events in a large cohort of US veterans. Circulation 132: 1538–1548,
2015

30. Levey AS, Stevens LA, Schmid CH, Zhang YL, Castro AF 3rd, Feldman
HI, Kusek JW, Eggers P, Van Lente F, Greene T, Coresh J; CKD-EPI
(Chronic Kidney Disease Epidemiology Collaboration): A new equation
to estimate glomerular filtration rate. Ann Intern Med 150: 604–612,
2009

31. Grams ME, Sang Y, Coresh J, Ballew S, Matsushita K, Molnar MZ, Szabo Z,
Kalantar-Zadeh K, Kovesdy CP: Acute kidney injury after major surgery:
A retrospective analysis of Veterans Health Administration Data [published
online ahead of print September 1, 2015]. Am J Kidney Dis 10.1053/j.
ajkd.2015.07.022

32. Kovesdy CP, Bleyer AJ, Molnar MZ, Ma JZ, Sim JJ, Cushman WC,
Quarles LD, Kalantar-Zadeh K: Blood pressure and mortality in U.S.
veterans with chronic kidney disease: A cohort study. Ann Intern Med
159: 233–242, 2013

33. Molnar MZ, Kalantar-Zadeh K, Lott EH, Lu JL, Malakauskas SM, Ma JZ,
Quarles DL, Kovesdy CP: Angiotensin-converting enzyme inhibitor,
angiotensin receptor blocker use, andmortality in patients with chronic
kidney disease. J Am Coll Cardiol 63: 650–658, 2014

This article contains supplemental material online at http://jasn.asnjournals.
org/lookup/suppl/doi:10.1681/ASN.2015070829/-/DCSupplemental.

J Am Soc Nephrol 27: 2851–2859, 2016 Surrogate End Points after AKI 2859

www.jasn.org CLINICAL EPIDEMIOLOGY

http://jasn.asnjournals.org/lookup/suppl/doi:10.1681/ASN.2015070829/-/DCSupplemental
http://jasn.asnjournals.org/lookup/suppl/doi:10.1681/ASN.2015070829/-/DCSupplemental



