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1. INTRODUCTION
In-hospital cardiac arrest (IHCA) poses a public health threat 
and carries an unsatisfactory prognosis, though most existing lit-
erature focuses on out-of-hospital cardiac arrest. Approximately 
292 000 adult IHCAs occur in the United States annually with 
survival and good functional status to discharge rates at most 
36.4% and 23%, respectively.1-5 Targeted temperature man-
agement (TTM) has been reported to improve the outcome in 
these patients.6,7 Although most research on cardiac arrest (CA) 
emphasizes situational differences such as witnessed arrest, 

bystander cardiopulmonary resuscitation, or shockable cardiac 
rhythm, little has been investigated into the relationship between 
prognoses and biomarkers.8-12

Renal function has been suggested to predict patient out-
comes in a few circumstances, including CA and acute cor-
onary syndrome, as chronic kidney disease is notorious for 
increased cardiovascular risks.13,14 The blood urea nitrogen 
(BUN) to creatinine (Cr) ratio (BCR) is a promising indica-
tor reflecting more than patient fluid or nutritional status. It 
is also positively associated with mortality in heart failure, 
kidney disease, COVID-19, and stroke.15-21 Moreover, others 
have shown that patients with lower BCR are more likely 
to have preserved neurologic function following an ischemic 
stroke.19,22,23

Because BCR has been shown to predict the outcome in the 
above events, it is of interest whether its prognostic ability still 
holds true in IHCA patients who receive TTM. There has also 
been less evidence previously for biomarkers to exhibit their 
predictive effects on CAs. Therefore, this study aims to exam-
ine the hypothesis that high BCR in IHCA patients treated with 
TTM is associated with an increased risk of death and poor 
neurological progress.
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2. METHODS

2.1. Study design and setting
We conducted a retrospective cohort study examining the factors 
associated with survival and neurological outcomes following 
CA based on the Research Patient Database Registry (RPDR) 
of the Partners HealthCare System in Boston. Inclusion criteria 
were IHCA undergoing a resuscitation attempt and receiving 
subsequent TTM between January 2011 and December 2018, 
18 years of age or older, and the acquisition of a blood sample 
during CPR following CA and within 24 hours after TTM com-
pletion. Patients were excluded if they died during TTM, had 
missing data, did not complete TTM or reach the target tempera-
ture, or had a do-not-resuscitate order. All resuscitative measures, 
including, but not limited to, chest compressions, airway man-
agement, vasopressor administration, defibrillation, and other 
advanced resuscitative measures, were routinely performed and 
documented in accordance with the advanced cardiac life sup-
port guidelines. The RPDR Database is a multi-centered registry 
which is composed of over 6.5 million patients who had ser-
vices at Brigham and Women’s Hospital, Massachusetts General 
Hospital, Faulkner Hospital, Spaulding Rehabilitation Hospital, 
Newton Wellesley Hospital, North Shore Medical Center or 
McLean hospital, and over 2 billion records from patient encoun-
ters, laboratories and results, and other medical care. This study 
was approved by the Partners HealthCare Institutional Review 
Board (Protocol number: 2019P000111).

The definition of TTM includes patients who receive cool-
ing of body temperature regardless of the cooling technique 
or the cooling interval to the target temperature. The decision 
to apply TTM with therapeutic hypothermia eventually relies 
on the judgment of the treating clinicians and TTM protocols 
may not be identically standardized among all hospitals in the 
Partners HealthCare System but are accepted by national aca-
demic societies. Cooling was initiated to reach the target tem-
perature as rapidly as possible. Any method of cooling, such as 
ice packs, cooling blankets, or the Arctic Sun System, can be 
used to initiate cooling to the target temperature between 33°C 
and 36°C. For eligible patients, the desired target temperature 
is maintained for 24 hours. Rewarming to 37°C at a rate of 
0.25°C per hour should begin 24 hours after reaching the tar-
get temperature. Controlled rewarming typically takes 8 to 16 
hours. Advanced critical care, such as ventilation, oxygenation, 
glucose control, and hemodynamic optimization, were executed 
according to the guidelines.

2.2. Data collection and outcomes
Routine patient demographic characteristics, past medical history, 
physiologic measures, data of blood analyses, CA event variables, 
and patient outcomes were retrospectively extracted and collected 
from the registry database and hospital notes according to the 
standardized Utstein-style definitions by trained researchers using 
a data collection form.24 Intra-arrest and post-TTM BCR were also 
calculated according to laboratory data during IHCA and within 
24 hours after TTM, respectively. The resuscitation duration was 
defined as the time from the onset of CA to the termination of 
resuscitation efforts. Return of spontaneous circulation (ROSC) 
was defined by a palpable pulse. The sequential organ failure assess-
ment (SOFA) score within 24 hours after IHCA was used to evalu-
ate the severity of multiple organ dysfunction. Acute kidney injury 
(AKI) was defined as oligo-anuria (daily urine output <0.5 ml/kg/h) 
and/or an increase in serum creatinine (≥0.3 mg/dl from admission 
value within 48 hours or a 1.5 time from baseline level).25

Neurological status at discharge was assessed using the 
Glasgow–Pittsburgh Cerebral Performance Categories (CPC) 
scale and recorded as CPC 1 (good performance), CPC 2 (mod-
erate disability), CPC 3 (severe disability), CPC 4 (vegetative 

state), or CPC 5 (brain death or death).26 The neurological sta-
tus was further dichotomized by the CPC to good (1-2) or poor 
(3-5). The primary outcome was neurologic status at discharge. 
The secondary outcome was in-hospital mortality.

2.3. Statistical analysis
Categorical variables were presented as n (%) and compared 
with the chi-square test or Fisher’s exact test, as appropriate. 
Continuous variables were presented as mean ± standard devia-
tion (SD) or median (interquartile range, IQR). Multivariable 
logistic regression was utilized to determine the independent 
predictors of in-hospital mortality and poor neurological status 
at discharge. All biologically plausible variables or a p value of 
<0.20 in the univariable analysis were considered for inclusion in 
the multivariable logistic regression model. The receiving-operat-
ing characteristic (ROC) curve analysis and the area under curve 
(AUC) were delineated to assess the predictive power of BCR on 
outcomes in IHCA survivors receiving TTM. Odds ratios (OR) 
with 95% confidence intervals (CIs) were presented. All analyses 
were processed using the IBM SPSS Statistics software (version 
20.0; IBM Corp., Armonk, NY, USA). All tests were 2-tailed, and 
a p value <0.05 was considered statistically significant.

3. RESULTS
There were 84 eligible patients (Fig.  1). The mean age was 
67 ± 13 years, 63.1% (n = 53) were male, 67.8% (n = 57) were 
white, and 48.8% (n = 41) were smokers (Table 1). Of them, 
hypertension, diabetes mellitus, and renal insufficiency were 
the most common preexisting medical comorbidities. The mean 
Charlson Comorbidity Index score was 6.4 ± 3.0. Regarding 
resuscitation parameters and outcomes, the intra-arrest shock-
able rhythm for patients identified with IHCA was 23.8% (n = 
20) and mean resuscitation duration was 16.8 ± 16.3 minutes. 
Less than one-third of patients had a possible cardiac cause 
(n = 25) and received the percutaneous coronary intervention 
(n = 26). Only six patients (7.1%) had extracorporeal mem-
brane oxygenation and the mean SOFA score was 9.5 ± 2.4. We 
observed an in-hospital mortality rate of 47.6% (n = 40) and a 
poor neurological status rate of 75% (n = 63) at discharge.

Laboratory findings of the subjects during IHCA and after 
TTM were reported in Table 2. The mean BCR during IHCA 
and 24 hours after TTM were 20.1 ± 10.2 and 19.2 ± 10.1, 
respectively. After TTM, 44.8% (n = 30) had a thrombocyto-
penia of platelet count <150 × 103/ul, 59.7% (n = 40) had pro-
thrombin time prolongation and 40.3% (n = 27) had activated 
partial thromboplastin time prolongation.

Using multiple regression analysis to identify the predictors 
of outcomes of our study population (Table 3), post-TTM BCR 
was one of the independent factors to predict the poor neuro-
logical outcome at discharge (adjusted OR [aOR], 1.081; 95% 
CI, 1.002–1.165; p = 0.043). Additionally, intra-arrest BCR also 
had marginal significance in predicting neurological outcome at 
discharge in this cohort (aOR, 1.067; 95% CI, 1.000–1.138; p 
= 0.050). The ROC curve shows that post-TTM BCR as a bio-
marker had an acceptably predictive ability to discriminate poor 
neurological outcome at discharge, with an AUC of 0.644 (95% 
CI, 0.516–0.773). As a predictor of poor neurological outcome, 
a post-TTM BCR cutoff value of 16.7 had a sensitivity of 61.9% 
and specificity of 70.0%. The positive likelihood ratio and nega-
tive likelihood ratio were 2.06 and 0.54, respectively.

4. DISCUSSION
The principal finding in our study is that elevated BCRs are asso-
ciated with adverse neurological prognosis at discharge in IHCA 
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patients undergoing TTM. This is the first study to date that 
addresses the relationship between intra-arrest and post-TTM 
BCRs and IHCA patients, and a BCR greater than 16.7 mg/dL 
significantly predicts a high probability of poor neurological 
recovery at discharge.

Currently, compared with OHCA, few studies have addressed 
the prognostic factors in IHCA, and the reported outcomes 
widely vary.1-5,27 A recent Korean cohort comprising 291 patients 
exhibited that 36.4% had survived to discharge, and 23.0% had 
a satisfactory neurologic status.3 Nonetheless, our study dem-
onstrated a survival to discharge rate of 52.4%; and 25.0% of 
all patients with IHCA had favorable neurologic outcomes. Our 
patients had better in-hospital survival; however, good neuro-
logical status at discharge was similar between these two stud-
ies. There may be several reasons for these results. First, TTM 
may significantly benefit IHCA patients.6,7 All of our subjects 
received TTM, whereas only one out of 291 had in the other 
study. Although their patients undergoing extracorporeal mem-
brane oxygenation were twice as many as ours, our subjects had 
a better prognosis regardless of the selection bias of opting for 
patients with better conditions in ECMO therapy.28 Second, our 
relatively small sample size potentially interferes with the power 
of the results. Furthermore, in their study, good neurological sta-
tus was substantial (17.0% among all patients with IHCA) at 
the 12-month follow-up. Given the lack of long-term status in 
our study, we cannot determine whether BCR possesses predic-
tion capacity for long-term functional outcomes.

AKI has been found to be a prognostic predictor in both 
out-of-hospital and in-hospital CA.29,30 Factors such as age, 
total inotrope dose, post-ROSC shock, and CPR interval, as 

well as blood pressure, heart rate, and lactate during the first 
24 hours after CA, were reported to be relevant to AKI.31,32 It 
usually develops within 3 days after ROSC, and improved sur-
vival and functional status at hospital discharge were noted in 
those recovering from it.31 In a prospective multicenter cohort 
aimed at 6-month outcomes, it also influenced neurological per-
formance and showed dose-dependent mortality, namely, higher 
risk of death in higher stages of AKI.32

The mechanism accounting for the relationship between BCR 
and CA remains to be elucidated. Initial hemodynamic deterio-
ration may give rise to BCR elevation.21 In fact, Fu et al.33 used 
a rat model finding that prolonged CA resulted in worsening 
renal function, which could be improved following the restora-
tion of spontaneous circulation. On top of poor baseline kidney 
function, patients who were older or who required higher doses 
of inotropes after ROSC were more likely to develop AKI, and 
that was indicative of an unfavorable outcome.34 By contrast, 
high BUN values and BCR thereof may represent those with 
poor underlying health conditions.35,36 A substantial increase in 
the long-term risk of death was observed in veterans with high 
initial BUN concentrations in a 9-year prospective cohort.35

Our research showed a positive association between BCR 
and unfavorable neurological recovery. It is of debate whether 
post-ROSC AKI is associated with the outcome.31,37 A possible 
explanation for our result is that patients with poor general 
health status or nutritional status were subject to brain dam-
age.35,36 Moreover, it is inferred that IHCA patients with higher 
BCRs were prone to inadequate perfusion or hemorrhagic 
insults from small vessel diseases following ischemia.19 Ischemic 
stroke patients with high BCRs tended to have inferior overall 

Fig. 1  Enrollment flow diagram of the study population from 2011 to 2018. DNR= do-not–resuscitate; TTM= targeted temperature management.
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outcomes, and were more likely to suffer hemorrhagic transfor-
mation.19,22,23 For another, since BCRs represent patient volume 
status, hydration may prevent adverse neurological recovery in 
stroke patients with BCRs greater than 15.22,38 Furthermore, cer-
ebral microbleeds and white matter lesions occur easily in those 
with chronic kidney disease, which could also account for poor 
neurological recovery in IHCA patients.39-42

Several studies indicate that BCR acts as a surrogate for sur-
vival, though our finding only exhibited borderline significance. 
Its association with acute decompensated heart failure has been 
widely investigated.15-17,21 Severe inflammation often develops 
in critically-ill patients, and inflammatory cytokines not only 
reduce the host immune response but enhance protein catabo-
lism, resulting in BCR elevation.36 In a 5-year cohort, an initial 
BUN on admission to the intensive care unit was independently 

associated with in-hospital and long-term survival even follow-
ing adjustment of kidney diseases.43 Additionally, stroke patients 
with an increased BCR were associated with higher mortal-
ity.19,22,23 Lastly, elevation in BCR and BUN levels was found to 
be a risk factor for an adverse COVID-19 prognosis alongside 
disease severity.20,44,45

This research has several strengths. First, to our knowledge, 
it is the first study to demonstrate the disadvantages of neuro-
logical recovery with increasing BCR in adult IHCA patients. In 
addition, since the registry involved a large and diverse popula-
tion from multiple facilities, our findings are fairly generaliz-
able. Moreover, because BUN and creatinine belong to routine 
blood tests, it is feasible to adopt post-TTM BCR, even intra-
arrest BCR, as a predictor in clinical practice. Still, our team has 
embarked on a plan to validate the results prospectively.

Our study comprises a few limitations. Due to the nature of 
retrospective study designs, we had difficulty obtaining all the 
parameters required for analysis, including baseline nutritional 
status and left ventricle ejection fraction, and fluid administra-
tion during CPR and TTM, which may interfere with BCR. 
In addition, potential selection bias exists for those without 
BUN or creatinine records were omitted, and IHCA patients 
with better conditions were more likely to receive TTM. 
Moreover, it was not possible to acquire detailed information 
on the immediate cause of death from the claims data, such as 
septic shock or acute coronary syndrome. Some variables that 
might influence the outcomes, for instance, CPR quality or wit-
nessed arrest, were not documented either. Nonstandardized 
TTM protocols could also contribute to residual confounding. 

Table 1

Demographic data and resuscitation outcomes of study subjects

 All Patients (n = 84) 

Demographic  
  Age (years), mean (S.D.) 67 ± 13
  Male, n (%) 53 (63.1%)
  Cigarette smoking, n (%) 41 (48.8%)
  BMI (kg/m²), mean (S.D.) 28.4 ± 5.5
Underlying disease, n (%)  
  Hypertension 54 (64.3%)
  Diabetes mellitus 46 (54.8%)
  Renal insufficiency 37 (44.0%)
  Coronary heart disease 36 (42.9%)
  Heart failure 34 (40.5%)
  Arrhythmia 29 (34.5%)
  Chronic obstructive lung disease 26 (31.0%)
  Malignancy 23 (27.4%)
  Peptic ulcer disease 19 (22.6%)
  Cerebrovascular disease 13 (15.5%)
  Hepatic insufficiency 6 (7.1%)
  Connective tissue disease 5 (6.0%)
Charlson score, mean (S.D.) 6.4 ± 3.0
Initial shockable rhythm, n (%) 20 (23.8%)
Resuscitation duration (mins), mean (S.D.) 16.8 ± 16.3
Dosage of adrenalin, mean (S.D.) 3.5 ± 3.7
Cardiac cause, n (%) 25 (29.8%)
ECMO use, n (%) 6 (7.1%)
Subsequent PCI, n (%) 26 (31.0%)
SOFA after TTM completion, mean (S.D.) 9.5 ± 2.4
AKI after TTM completion, n (%) 26 (31.0%)
Length of hospital stay, mean (S.D.) 19.3 ± 29.5
In-hospital mortality, n (%) 40 (47.6%)
Poor neurologic status, n (%) 63 (75.0%)

AKI = acute renal failure; BMI = body mass index; ECMO = extracorporeal membrane oxygenation; 
PCI = percutaneous coronary intervention; S.D. = standard deviation; SOFA = sequential organ 
failure assessment; TTM = Targeted temperature management.

Table 2

Laboratory findings of study subjects

All Patients (n = 84) Intra-arrest Post-TTM 

White blood cell count, ×103/ul 12.42 ± 5.96 12.85 ± 6.22
Hemoglobin, g/dL 10.5 ± 2.3 9.9 ± 2.2
Platelet count, ×103/ul 206.3 ± 120.3 159.6 ± 107.6
BUN, mg/dL 36.1 ± 25.3 35.8 ± 22.8
Creatinine, mg/dL 2.29 ± 2.21 2.19 ± 1.56
BUN/Creatinine ratio 20.1 ± 10.2 19.2 ± 10.1
BUN/Creatinine > 20, n (%) 37 (44.0%) 31 (36.9%)
Lactate, mmol/L 5.5 ± 5.2 3.1 ± 4.0
Glucose, mg/dL 197 ± 104 178 ± 80
Thrombocytopenia <150 000 – 30 (44.8%)
Thrombocytopenia<50 000 – 2 (3.0%)
Prolonged PT > 14.4 sec – 40 (59.7%)
Prolonged aPTT > 36.6 sec – 27 (40.3%)
Hypernatremia, sodium >145mmol/L – 8 (9.5%)
Hyponatremia, sodium <136 mmol/L – 27 (32.1%)
Hyperkalemia, potassium >5.0 mmol/L – 9 (10.7%)
Hypokalemia, potassium <3.4 mmol/L – 4 (4.8%)

BUN = blood urea nitrogen; PT = prothrombin time; aPTT = activated partial thromboplastin time; 
TTM = targeted temperature management.

Table 3

Logistic regression analysis of predictors of poor neurological outcome at discharge in this cohort

 Crude OR (95% CI) p Adjusted OR a (95% CI) p 

Intra-arrest BCR 1.068 (0.999–1.142) 0.055 1.067 (1.000–1.138) 0.050
 Crude OR (95% CI) p Adjusted OR b (95% CI) p
Post-TTM BCR 1.074 (1.000–1.153) 0.051 1.081 (1.002–1.165) 0.043*

BCR = blood urea nitrogen to creatinine ratio;CI = confidence interval; OR = odds ratio; TTM = targeted temperature management.
*p < 0.05.
aVariables included in the model: Age, initial rhythm, epinephrine dosage, percutaneous coronary intervention, cerebrovascular disease, intra-arrest BUN/Cr ratio.
bVariables included in the model: Age, initial rhythm, epinephrine dosage, percutaneous coronary intervention, cerebrovascular disease, post-TTM BUN/Cr ratio, post-TTM lactate, post-TTM glucose.
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Hence, further analysis to delineate the causal interactions is 
challenging. Finally, favorable neurological outcomes were 
deemed as a CPC score of 1 or 2 at discharge. However, it has 
been reported that neurological deficits could be ameliorated 
within 6 months following the event.46 The result therefore 
might be underestimated even though it corresponded to the 
observations of other studies.

In conclusion, post-TTM BCR was a significant predictor of 
neurologic outcome at discharge among IHCA patients receiv-
ing TTM. Also, IHCA patients with an elevated intra-arrest BCR 
had borderline poor neurological prognosis at discharge. To the 
best of our knowledge, this is the first report to address such an 
issue. Future research is needed to confirm these findings and 
explore the potential causal relationship.

REFERENCES
	 1.	 Holmberg MJ, Ross CE, Fitzmaurice GM, Chan PS, Duval-Arnould 

J, Grossestreuer AV, et al; American Heart Association’s Get with The 
Guidelines–Resuscitation Investigators. Annual incidence of adult and 
pediatric in-hospital cardiac arrest in the United States. Circ Cardiovasc 
Qual Outcomes 2019;12:e005580.

	 2.	 Perman SM, Stanton E, Soar J, Berg RA, Donnino MW, Mikkelsen 
ME, et al; American Heart Association’s Get With the Guidelines®–
Resuscitation (formerly the National Registry of Cardiopulmonary 
Resuscitation) Investigators. Location of in-hospital cardiac arrest in the 
United States-variability in event rate and outcomes. J Am Heart Assoc 
2016;5:e003638.

	 3.	 Jeon SB, Lee H, Park B, Choi SH, Hong YH, Kim WY, et al. Neurological 
and clinical status from early time point to long-term follow-up after in-
hospital cardiac arrest. Resuscitation 2021;162:334–42.

	 4.	 Zanders R, Druwé P, Van Den Noortgate N, Piers R. The outcome of 
in- and out-hospital cardiopulmonary arrest in the older population: a 
scoping review. Eur Geriatr Med 2021;12:695–723.

	 5.	 Schluep M, Gravesteijn BY, Stolker RJ, Endeman H, Hoeks SE. One-year 
survival after in-hospital cardiac arrest: a systematic review and meta-
analysis. Resuscitation 2018;132:90–100.

	 6.	 Chen CT, Chen CH, Chen TY, Yen DH, How CK, Hou PC. Comparison 
of in-hospital and out-of-hospital cardiac arrest patients receiving tar-
geted temperature management: a matched case-control study. J Chin 
Med Assoc 2020;83:858–64.

	 7.	 Group HaCAS. Mild therapeutic hypothermia to improve the neurologic 
outcome after cardiac arrest. N Engl J Med 2002;346:549–56.

	 8.	 Adrie C, Cariou A, Mourvillier B, Laurent I, Dabbane H, Hantala F, et al. 
Predicting survival with good neurological recovery at hospital admis-
sion after successful resuscitation of out-of-hospital cardiac arrest: the 
OHCA score. Eur Heart J 2006;27:2840–5.

	 9.	 Sasson C, Rogers MA, Dahl J, Kellermann AL. Predictors of survival 
from out-of-hospital cardiac arrest: a systematic review and meta-analy-
sis. Circ Cardiovasc Qual Outcomes 2010;3:63–81.

	10.	 Lahmann AL, Bongiovanni D, Berkefeld A, Kettern M, Martinez L, 
Okrojek R, et al. Predicting factors for long-term survival in patients 
with out-of-hospital cardiac arrest - A propensity score-matched analy-
sis. PLoS One 2020;15:e0218634.

	11.	 Krishna CK, Showkat HI, Taktani M, Khatri V. Out of hospital car-
diac arrest resuscitation outcome in North India - CARO study. World J 
Emerg Med 2017;8:200–5.

	12.	 Laurikkala J, Skrifvars MB, Bäcklund M, Tiainen M, Bendel S, Karhu 
J, et al; FINNRESUSCI study group. Early lactate values after out-of-
hospital cardiac arrest: associations with one-year outcome. Shock 
2019;51:168–73.

	13.	 Goldenberg I, Subirana I, Boyko V, Vila J, Elosua R, Permanyer-Miralda 
G, et al. Relation between renal function and outcomes in patients with 
non-ST-segment elevation acute coronary syndrome: real-world data 
from the European public health outcome research and indicators col-
lection project. Arch Intern Med 2010;170:888–95.

	14.	 Tamura T, Suzuki M, Hayashida K, Sasaki J, Yonemoto N, Sakurai A, 
et al; SOS-KANTO 2012 Study Group. Renal function and outcome 
of out-of-hospital cardiac arrest- multicenter prospective study (SOS-
KANTO 2012 Study). Circ J 2018;83:139–46.

	15.	 Matsue Y, van der Meer P, Damman K, Metra M, O’Connor CM, 
Ponikowski P, et al. Blood urea nitrogen-to-creatinine ratio in the 

general population and in patients with acute heart failure. Heart 
2017;103:407–13.

	16.	 Parrinello G, Torres D, Testani JM, Almasio PL, Bellanca M, Pizzo G, et 
al. Blood urea nitrogen to creatinine ratio is associated with congestion 
and mortality in heart failure patients with renal dysfunction. Intern 
Emerg Med 2015;10:965–72.

	17.	 Lin HJ, Chao CL, Chien KL, Ho YL, Lee CM, Lin YH, et al. Elevated 
blood urea nitrogen-to-creatinine ratio increased the risk of hospitaliza-
tion and all-cause death in patients with chronic heart failure. Clin Res 
Cardiol 2009;98:487–92.

	18.	 Uchino S, Bellomo R, Goldsmith D. The meaning of the blood urea nitro-
gen/creatinine ratio in acute kidney injury. Clin Kidney J 2012;5:187–91.

	19.	 Schrock JW, Glasenapp M, Drogell K. Elevated blood urea nitrogen/cre-
atinine ratio is associated with poor outcome in patients with ischemic 
stroke. Clin Neurol Neurosurg 2012;114:881–4.

	20.	 Ok F, Erdogan O, Durmus E, Carkci S, Canik A. Predictive values of 
blood urea nitrogen/creatinine ratio and other routine blood parameters 
on disease severity and survival of COVID-19 patients. J Med Virol 
2021;93:786–93.

	21.	 Aronson D, Mittleman MA, Burger AJ. Elevated blood urea nitrogen 
level as a predictor of mortality in patients admitted for decompensated 
heart failure. Am J Med 2004;116:466–73.

	22.	 Deng L, Qiu S, Wang C, Bian H, Wang L, Li Y, et al. Effects of the blood 
urea nitrogen to creatinine ratio on haemorrhagic transformation in AIS 
patients with diabetes mellitus. BMC Neurol 2019;19:63.

	23.	 Bhatia K, Mohanty S, Tripathi BK, Gupta B, Mittal MK. Predictors of 
early neurological deterioration in patients with acute ischaemic stroke 
with special reference to blood urea nitrogen (BUN)/creatinine ratio & 
urine specific gravity. Indian J Med Res 2015;141:299–307.

	24.	 Jacobs I, Nadkarni V, Bahr J, Berg RA, Billi JE, Bossaert L, et al; 
International Liason Committee on Resusitation. Cardiac arrest and 
cardiopulmonary resuscitation outcome reports: update and simplifica-
tion of the Utstein templates for resuscitation registries. A statement for 
healthcare professionals from a task force of the international liaison 
committee on resuscitation (American Heart Association, European 
Resuscitation Council, Australian Resuscitation Council, New Zealand 
Resuscitation Council, Heart and Stroke Foundation of Canada, 
InterAmerican Heart Foundation, Resuscitation Council of Southern 
Africa). Resuscitation 2004;63:233–49.

	25.	 Mehta RL, Kellum JA, Shah SV, Molitoris BA, Ronco C, Warnock DG, 
et al; Acute Kidney Injury Network. Acute kidney injury network: report 
of an initiative to improve outcomes in acute kidney injury. Crit Care 
2007;11:R31.

	26.	 Jennett B, Bond M. Assessment of outcome after severe brain damage. 
Lancet 1975;1:480–4.

	27.	 Andersen LW, Holmberg MJ, Berg KM, Donnino MW, Granfeldt A. 
In-hospital cardiac arrest: a review. JAMA 2019;321:1200–10.

	28.	 Gravesteijn BY, Schluep M, Disli M, Garkhail P, Dos Reis Miranda D, 
Stolker RJ, et al. Neurological outcome after extracorporeal cardiopul-
monary resuscitation for in-hospital cardiac arrest: a systematic review 
and meta-analysis. Crit Care 2020;24:505.

	29.	 Patyna S, Riekert K, Buettner S, Wagner A, Volk J, Weiler H, et al. Acute 
kidney injury after in-hospital cardiac arrest in a predominant internal 
medicine and cardiology patient population: incidence, risk factors, and 
impact on survival. Ren Fail 2021;43:1163–9.

	30.	 Oh JH, Lee DH, Cho IS, Youn CS, Lee BK, Wee JH, et al; Korean 
Hypothermia Network Investigators. Association between acute kidney 
injury and neurological outcome or death at 6 months in out-of-hospital 
cardiac arrest: a prospective, multicenter, observational cohort study. J 
Crit Care 2019;54:197–204.

	31.	 Park YS, Choi YH, Oh JH, Cho IS, Cha KC, Choi BS, et al. Recovery 
from acute kidney injury as a potent predictor of survival and good neu-
rological outcome at discharge after out-of-hospital cardiac arrest. Crit 
Care 2019;23:256.

	32.	 Grand J, Bro-Jeppesen J, Hassager C, Rundgren M, Winther-Jensen M, 
Thomsen JH, et al. Cardiac output during targeted temperature manage-
ment and renal function after out-of-hospital cardiac arrest. J Crit Care 
2019;54:65–73.

	33.	 Fu ZY, Wu ZJ, Zheng JH, Qin T, Yang YG, Chen MH. The incidence 
of acute kidney injury following cardiac arrest and cardiopulmonary 
resuscitation in a rat model. Ren Fail 2019;41:278–83.

	34.	 Dundar ZD, Kucukceran K, Ayranci MK. Blood urea nitrogen to albu-
min ratio is a predictor of in-hospital mortality in older emergency 
department patients. Am J Emerg Med 2021;46:349–54.

CA9_V85N10_Text.indb   991CA9_V85N10_Text.indb   991 03-Oct-22   13:56:0503-Oct-22   13:56:05



992� www.ejcma.org

Meng et al.� J Chin Med Assoc

	35.	 Sullivan DH, Sullivan SC, Bopp MM, Roberson PK, Lensing SY. BUN 
as an independent predictor of post-hospital-discharge mortality among 
older veterans. J Nutr Health Aging 2018;22:759–65.

	36.	 Tanaka S, Ninomiya T, Taniguchi M, Tokumoto M, Masutani K, 
Ooboshi H, et al. Impact of blood urea nitrogen to creatinine ratio on 
mortality and morbidity in hemodialysis patients: the Q-Cohort study. 
Sci Rep 2017;7:14901.

	37.	 Tujjar O, Mineo G, Dell’Anna A, Poyatos-Robles B, Donadello K, 
Scolletta S, et al. Acute kidney injury after cardiac arrest. Crit Care 
2015;19:169.

	38.	 Lin LC, Lee JD, Hung YC, Chang CH, Yang JT. Bun/creatinine ratio-
based hydration for preventing stroke-in-evolution after acute ischemic 
stroke. Am J Emerg Med 2014;32:709–12.

	39.	 Zhang JB, Liu LF, Li ZG, Sun HR, Jü XH. Associations between bio-
markers of renal function with cerebral microbleeds in hypertensive 
patients. Am J Hypertens 2015;28:739–45.

	40.	 Peng Q, Sun W, Liu W, Liu R, Huang Y; CASISP Study Group. 
Longitudinal relationship between chronic kidney disease and distribu-
tion of cerebral microbleeds in patients with ischemic stroke. J Neurol 
Sci 2016;362:1–6.

	41.	 Ryu WS, Lee SH, Kim CK, Kim BJ, Yoon BW. The relation between 
chronic kidney disease and cerebral microbleeds: difference between 
patients with and without diabetes. Int J Stroke 2012;7:551–7.

	42.	 Khatri M, Wright CB, Nickolas TL, Yoshita M, Paik MC, Kranwinkel 
G, et al. Chronic kidney disease is associated with white matter hyper-
intensity volume: the Northern Manhattan study (NOMAS). Stroke 
2007;38:3121–6.

	43.	 Arihan O, Wernly B, Lichtenauer M, Franz M, Kabisch B, Muessig J, et al. 
Blood Urea Nitrogen (BUN) is independently associated with mortality 
in critically ill patients admitted to ICU. PLoS One 2018;13:e0191697.

	44.	 Xia T, Zhang W, Xu Y, Wang B, Yuan Z, Wu N, et al. Early kidney injury 
predicts disease progression in patients with COVID-19: a cohort study. 
BMC Infect Dis 2021;21:1012.

	45.	 Cheng A, Hu L, Wang Y, Huang L, Zhao L, Zhang C, et al. Diagnostic 
performance of initial blood urea nitrogen combined with D-dimer 
levels for predicting in-hospital mortality in COVID-19 patients. Int J 
Antimicrob Agents 2020;56:106110.

	46.	 Smith K, Andrew E, Lijovic M, Nehme Z, Bernard S. Quality of life 
and functional outcomes 12 months after out-of-hospital cardiac arrest. 
Circulation 2015;131:174–81.

CA9_V85N10_Text.indb   992CA9_V85N10_Text.indb   992 03-Oct-22   13:56:0503-Oct-22   13:56:05


