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Abstract

Background and Objective

Estimated glomerular filtration rate (eGFR) and albuminuria are known to be associated

with ischemic stroke outcomes. In this study, we investigated the longitudinal relationships

of the two markers with mortality, vascular events and functional outcomes in a stroke

cohort.

Methods

A total of 295 patients with acute ischemic stroke were prospectively recruited in a single

center between May 2012 and February 2015. Renal dysfunction was defined as a

decreased eGFR (<60 mL/min/1.73 m2) or albuminuria (urine albumin-to-creatinine ratio ≥

30 mg/g). Good functional outcome at 6 months was defined as a modified Rankin scale

score� 2, and the occurrence of major vascular events (stroke, acute coronary syndrome

or peripheral artery occlusion) or death was monitored. The associations between renal

dysfunction and mortality, major vascular events, and 6-month functional outcome were

evaluated by the Cox proportional hazards model and logistic regression analysis. Unad-

justed and adjusted hazards ratios (HRs), odds ratios (ORs), and 95% confidence intervals

(CIs) were obtained. A Kaplan–Meier survival curve for composite adverse events (major

vascular events or death) was also computed according to the presence or absence of

albuminuria.

Results

Albuminuria, not eGFR, was significantly associated with mortality (P = 0.028; HR 2.15;

95% CI 1.09–4.25) and major vascular events (P = 0.044; HR 2.24; 95% CI 1.02–4.94) in

the multivariate Cox proportional hazards models adjusting for age, sex, diabetes, hyperten-

sion, current smoking, atrial fibrillation, previous stroke, alcohol history, initial National
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Institutes of Health Stroke Scale (NIHSS) score and eGFR. In addition, albuminuria was

negatively associated with 6-month functional outcome in the multivariate logistic regres-

sion analysis adjusting for age, sex, diabetes, hypertension, current smoking, atrial fibrilla-

tion, previous stroke, alcohol history and eGFR (P = 0.001; OR 0.36; 95% CI 0.20–0.65),

but the association disappeared when NIHSS score was additionally adjusted (P = 0.519;

OR 0.79; 95% CI 0.39–1.60). Furthermore, the patients with albuminuria had a significantly

higher rate of composite adverse events than the patients without albuminuria (P < 0.001 by

log-rank test).

Conclusions

Albuminuria seems a more useful clinical indicator than eGFR in evaluating the risk of

adverse outcomes including further vascular events and death in patients with ischemic

stroke.

Introduction
Chronic kidney disease is a valuable predictor of adverse outcomes including mortality in
patients who suffer ischemic stroke [1–7] as well as in the general population [8–9]. General
renal status can be roughly judged by serum creatinine level but more accurately evaluated
from estimated glomerular filtration rate (eGFR), which is usually automatically calculated in a
clinical setting, based on serum creatinine and basic demographic findings (age, sex, and ethnic
group) [10, 11]. Proteinuria (or albuminuria) is also a marker of renal impairment. The urinary
albumin-to-creatinine ratio (UACR) calculated using spot urine is recommended for screening
the presence of kidney damage in adult patients with cardiovascular disease, as routine dipstick
is not sensitive enough to detect “microalbuminuria” [11, 12]. In fact, albumin can be normally
detected at small amounts (< 30 mg/day), but albuminuria above a particular level signifies a
failure of glomerular filtration or tubular reabsorption of albumin [12, 13]. Thus, eGRF and
albuminuria have been used as diagnostic biomarkers for renal disease in clinical practice.

Several studies have investigated the relationships of the two biomarkers with mortality or
poor functional recovery after stroke [3–7]. Most of these studies indicate that albuminuria is
more closely associated with the adverse outcomes after stroke than eGFR [3–6]. In addition,
other studies examined their association with incident stroke in a chronic kidney disease popu-
lation [13] and a national general population [14]. The results of the studies also showed that
albuminuria, but not eGFR, was significantly associated with incident stroke. However, there is
no study to our knowledge which compares the contributions of the two renal biomarkers to
both mortality and further vascular events after stroke.

Accordingly, we investigated the longitudinal relationships of the two biomarkers with mor-
tality, vascular events and functional outcome in our stroke cohort.

Methods

Ethics Statement
This is a prospective observational study which had no possibility of doing harm the health of
participants. The study was approved by the Institutional Review Board of Sejong General Hos-
pital. The written consent for the study was obtained from patients or their legal guardians.
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Patients and Clinical Assessment
A consecutive cohort of 408 patients with acute ischemic stroke or transient ischemic attack
(TIA) within 7 days from symptom onset was prospectively recruited when admitted to the
neurovascular or cardiovascular center of our hospital for the stroke between May 2012 and
February 2015. We excluded 82 patients with no urine albumin data (including 12 patients
undergoing dialysis), six with significant neurologic sequelae from a previous stroke (score 3–5
on modified Rankin scale [mRS]; 0 = No symptoms at all; 1 = No significant disability despite
symptoms: able to carry out all usual duties and activities; 2 = Slight disability: unable to carry
out all previous activities, but able to look after own affairs without assistance; 3 = Moderate
disability: requiring some help, but able to walk without assistance; 4 = Moderately severe dis-
ability: unable to walk without assistance and unable to attend to own bodily needs without
assistance; 5 = Severe disability: bedridden, incontinent and requiring constant nursing care
and attention; 6 = Dead) [15], and 25 patients with no 6-month outcome data. Finally, 295
patients were included.

All included patients underwent 1.5-T magnetic resonance imaging (MRI) on admission.
MRI consisted of diffusion-weighted, gradient echo, and fluid-attenuated inversion recovery
images, as well as three-dimensional time-of-flight intracranial MR angiography and contrast-
enhanced MR angiography including the extracranial carotid and vertebral arteries.

Clinical information included age, sex, history of hypertension (defined as use of antihyper-
tensive agent before admission, systolic pressure> 140 mmHg, or diastolic pressure> 90
mmHg demonstrated on repeated examinations at least 1 month after presentation with a
stroke), diabetes mellitus (defined as fasting blood glucose> 126 mg/dl or history of treatment
for diabetes mellitus), hyperlipidemia (defined as total cholesterol level> 200 mg/dl or low
density lipoprotein cholesterol> 130 mg/dl at the time of presentation or a history of treat-
ment), current cigarette smoking, heavy alcohol consumption (>26 Soju drinks/month; about
20% alcohol), history of stroke, valvular heart disease, atrial fibrillation, or ischemic heart dis-
ease (defined as a known history or clinical demonstration of myocardial infarction or angina
pectoris), medication use (anthrombotics, statin, and angiotensin receptor blocker/angioten-
sin-converting enzyme inhibitor) for ≥ 3 months at stroke onset, and the National Institutes of
Health Stroke Scale (NIHSS) score at admission [15].

Evaluation of Renal Dysfunction and Follow-Up
Serum creatinine was measured within 24 hours after admission. eGFR was calculated using
serum creatinine and the Chronic Kidney Disease Epidemiology Collaboration equation
adjusted for Asians [10]. Urine samples were collected within 72 hours after admission. Urine
albumin was detected by immunoturbidimetric assay using a Roche/Hitachi Modular P ana-
lyzer (Hitachi, Tokyo, Japan). UACR was estimated in mg albumin/g creatinine (mg/g). Renal
dysfunction was defined as a decrease in eGFR (<60 mL/min/1.73 m2) or albuminuria
(UACR ≥ 30 mg/g) [11].

All survivors were followed up at the outpatient clinic or by telephone interview. We tried
to contact relatives of patients who were lost to follow-up to collect information on the patients’
condition including daily living activities. We monitored further major vascular events (stroke,
TIA, acute coronary syndrome, or peripheral artery occlusion) or death. Composite adverse
events were defined as major vascular events or death. Good functional outcome at 6 months
was defined as mRS score� 2. The nature of the vascular event was preferentially based on
medical records of the attending physician. If these were not available, the information was
acquired by a telephone interview with the patient, their relatives, or attending healthcare pro-
viders in other institutions.
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Statistical Analysis
Statistical analyses were performed with SPSS ver. 18.0 software (SPSS Inc., Chicago, IL, USA).
The independent t-test or chi-square test was used to compare differences between the patient
groups with and without renal dysfunction. Then, eGFR was categorized into three groups:
eGFR ≥ 60 (reference), 45 to< 60, and< 45 mL/min/1.73 m2. In addition, albuminuria was
initially classified into three groups according to previous reports: UACR< 30 (reference), 30
to< 299 (microalbuminuria), and ≥ 300 mg/g (macroalbuminuria) [6, 12]. However, only 13
patients had macroalbumnuria, so the study patients were dichotomized into patient groups of
UACR< 30 and ≥ 30 mg/g. The longitudinal associations between renal dysfunction and mor-
tality or major vascular events were evaluated by univariate and multivariate Cox proportional
hazards models. The relationship between renal dysfunction and 6-month functional outcome
(mRS� 2) was assessed by logistic regression analysis. Age, sex, diabetes mellitus, hyperten-
sion, current smoking, atrial fibrillation, previous stroke, alcohol history, and NIHSS score
were adjusted in the multivariate analysis. In the multivariate model for the albuminuria, the
eGFR was additionally adjusted. In the multivariate model for the eGFR, the albuminuria was
additionally adjusted.

Unadjusted and adjusted hazards ratios (HRs), odds ratios (ORs), and 95% confidence
intervals (CIs) were obtained. A Kaplan–Meier survival curve for composite adverse events was
computed according to the presence or absence of albuminuria (UACR ≥ 30 or< 30 mg/g).
Differences in outcomes were estimated using the log-rank test. P-values< 0.05 were consid-
ered significant.

Results
The mean age of the 295 patients (157 males and 138 females) was 67.6 years (range, 14–94
years) at admission. Of the 295 patients, 130 (44.1%) had significant albuminuria (UACR ≥ 30
mg/g), and 56 (19.0%) had a decreased eGFR (35 with eGFR of 45 to< 60 mL/min/1.73 m2

and 21 with eGFR< 45 mL/min/1.73 m2). The significant albuminuria was detected in 40.2,
60.0 and 61.9% of the patients with eGFR of ≥60, 45 to< 60 and<45 mL/min/1.73 m2, respec-
tively (linear by linear association test, P = 0.008).

Table 1 shows the clinical characteristics of the patients with and without renal dysfunction.
Patients with a decreased eGFR (<60 mL/min per 1.73 m2) were older and had a higher fre-
quency of female, hypertension, antithrombotics and statin use, while the patients with normal
eGFR had a higher prevalence of smoking and alcohol histories. In addition, patients with a sig-
nificant albuminuria (UACR ≥ 30 mg/g) were older, and had a higher score of NIHSS and a
higher prevalence of atrial fibrillation and valvular heart disease. Use of antithrombotics was so
significantly associated with history of atrial fibrillation (66.3% versus 41.6%, P< 0.001) and
previous stroke (70.7% versus 46.5%, P = 0.004); statin use was closely associated with age
(70.5±10.5 versus 66.5±14.8 yr, P = 0.012), diabetes (37.3% versus 22.6%, P = 0.010) and hyper-
tension (30.8% versus 14.9%, P = 0.007).

Median follow-up period was 22.0 months (range, 0.1–39 months). Eight patients died dur-
ing hospitalization (two heart failure, one septic shock, and five stroke progression) and 41
patients died after discharge (11 unknown causes, seven heart failure, two myocardial infarc-
tion, six aspiration pneumonia, eight stroke recurrence, five cancer, one septic shock, and one
suicide). Major vascular events occurred in 30 patients (27 strokes, including 26 cases of ische-
mic stroke and one of subarachnoid hemorrhage, three acute coronary syndrome; two ST-seg-
ment elevation myocardial infarctions, and one non-ST-segment elevation myocardial
infarction). Fifty-one patients were not being followed up by our clinic at the time of this study.
The latest physical condition of 39 of these patients was ascertained by telephone interview.
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Twelve patients were lost to follow-up because of inability to make telephone contact and were
censored at their last clinic visit.

Table 2 shows the Cox proportional hazards models for mortality, stroke and major vascular
events. In the analysis for eGFR, the level of< 45 mL/min/1.73 m2 was associated with mortal-
ity in the univariate analysis, but the association disappeared, just showing a statistical trend
toward an increase in mortality in the multivariate analysis. In addition, stroke and major vas-
cular events were not associated with the eGFR level. In contrast, albuminuria was significantly
associated with mortality and major vascular events in both univariate and multivariate analy-
ses, though it was proved to be associated with stroke only in the univariate analysis. Moreover,
a significant difference in composite adverse events (death or major vascular events) was
detected on the Kaplan–Meier curve between patients with and without albuminuria (Fig 1).

Table 3 shows the results of logistic regression analysis for 6-month functional outcome.
eGFR was not significantly associated with a good 6-month outcome (mRS� 2). Albuminuria
was negatively associated with a good functional outcome in the first adjusted analysis, but the
association disappeared when NIHSS score was additionally adjusted.

Discussion
Renal dysfunction (decreased eGFR or albuminuria) is an independent risk for stroke and
other cardiovascular events in the general population [8, 9]. In addition, some studies have
demonstrated a significant association between renal dysfunction and adverse clinical out-
comes, including mortality or stroke recurrence in patients who have suffered a stroke [2–7].
Of these, several studies included both of the two renal biomarkers in their analyses for mortal-
ity and functional outcome after stroke [3–7]. The results of those studies mostly indicated that

Table 1. General characteristics of the 295 study patients with and without renal dysfunction; mean ± SD, number (%).

eGFR (mL/min per 1.73 m2) UACR (mg/g)

<60 (N = 56) ≥60 (N = 239) P ≥30 (N = 130) <30 (N = 165) P

Age (yr) 76.8±9.1 65.4±14.0 <0.001 70.1±12.8 65.6±14.5 0.006

Female gender 38 (67.9) 100 (41.8) <0.001 64 (49.2) 74 (44.8) 0.454

Hypertension 48 (85.7) 173 (72.4) 0.038 94 (72.3) 127 (77.0) 0.359

Diabetes 21 (37.5) 62 (25.9) 0.083 43 (33.1) 40 (24.2) 0.094

Hyperlipidemia 32 (57.1) 119 (49.8) 0.322 66 (50.8) 85 (51.5) 0.899

Current smoking 3 (5.4) 72 (30.1) <0.001 27 (20.8) 48 (29.1) 0.103

Previous stroke 9 (16.1) 32 (13.4) 0.601 18 (13.8) 23 (13.9) 0.982

Ischemic heart disease 15 (26.8) 43 (18.0) 0.136 20 (15.4) 38 (23.0) 0.101

Atrial fibrillation 24 (42.9) 74 (31.0) 0.089 54 (41.5) 44 (26.7) 0.007

Valvular heart disease 15 (26.8) 41 (17.2) 0.098 32 (24.6) 24 (14.5) 0.029

Alcohol history 1 (1.8) 45 (18.8) 0.002 18 (13.8) 28 (17.0) 0.463

eGFR 44.6±13.6 93.8±18.7 <0.001 80.7±29.2 87.4±23.4 0.033

UACR 244.1±616.9 73.4±172.4 <0.001 221.0±450.4 15.0±20.6 <0.001

Previous medication

antithrombotics 42 (75.0) 105 (43.9) <0.001 67 (51.5) 80 (48.5) 0.603

Statin 25 (44.6) 54 (22.6) 0.001 29 (22.3) 50 (30.3) 0.124

ARB or ACEI 26 (46.4) 86 (36.0) 0.147 51 (39.2) 61 (37.0) 0.691

NIHSS at admission 6.5±7.4 5.0±7.1 0.161 8.1±9.3 3.1±3.7 <0.001

SD, standard deviation; eGFR, estimated glomerular filtration rate; UACR, urinary albumin-to-creatinine ratio; ARB, angiotensin receptor blocker; ACEI,

angiotensin converting enzyme inhibitor; NIHSS, National Institutes of Health Stroke Scale.

doi:10.1371/journal.pone.0155939.t001
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albuminuria (or proteinuria), but not eGFR, is closely associated with the outcome after stroke
[3–6].

In line with those previous studies, albuminuria was independently associated with mortal-
ity and major vascular events while eGFR was not in our study. In addition, albuminuria
seemed more closely associated with good functional outcome at 6 months than eGFR though

Table 2. Cox proportional hazardsmodels for mortality, stroke, andmajor vascular events.

Univariate Multivariate*

Variables HR (95% CI) P HR (95% CI) P

Mortality eGFR ≥60 1.00 (reference) 1.00 (reference)

45 to <60 1.37 (0.61–3.09) 0.451 0.72 (0.30–1.72) 0.461

<45 3.27 (1.51–7.07) 0.003 2.27 (0.96–5.37) 0.062

UACR <30 1.00 (reference) 1.00 (reference)

≥30 3.42 (1.84–6.36) <0.001 2.15 (1.09–4.25) 0.028

Stroke eGFR ≥60 1.00 (reference) 1.00 (reference)

45 to <60 2.15 (0.86–5.35) 0.101 1.36 (0.51–3.66) 0.538

<45 0.74 (0.10–5.54) 0.772 0.61 (0.08–4.85) 0.639

UACR <30 1.00 (reference) 1.00 (reference)

≥30 2.43 (1.11–5.31) 0.026 2.13 (0.92–4.92) 0.076

Major vascular event eGFR ≥60 1.00 (reference) 1.00 (reference)

45 to <60 1.86 (0.76–4.56) 0.177 1.17 (0.45–3.08) 0.747

<45 0.65 (0.09–4.78) 0.669 0.52 (0.07–4.06) 0.531

UACR <30 1.00 (reference) 1.00 (reference)

≥30 2.48 (1.18–5.22) 0.016 2.24 (1.02–4.94) 0.044

HR, hazard ratio; CI, confidence interval; eGFR, estimated glomerular filtration rate (mL/min/1.73 m2); UACR, urinary albumin-to-creatinine ratio (mg/g)

*Age, sex, diabetes, hypertension, current smoking, atrial fibrillation, previous stroke, alcohol history, and initial National Institutes of Health Stroke Scale

score were adjusted. In the multivariate model for the UACR (albuminuria), the eGFR was additionally adjusted. In the multivariate model for the eGFR,

the UACR was additionally adjusted.

doi:10.1371/journal.pone.0155939.t002

Fig 1. Kaplan–Meier curves for composite adverse events (mortality or major vascular events). The
patients with albuminuria (urine albumin-to-creatinine ratio ≥ 30 mg/g) had a significantly higher rate of
composite adverse events than the patients without albuminuria (P < 0.001 by log-rank test).

doi:10.1371/journal.pone.0155939.g001
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its association disappeared when NIHSS score was additionally adjusted. Thus, albuminuria
seems a more useful clinical indicator than eGFR in predicting the risk of adverse outcome
after stroke. In fact, the greater magnitude of association of vascular risk with albuminuria than
with eGFR was recently demonstrated in a meta-analysis of 24 general population cohorts
without a history of cardiovascular disease, which showed that eGFR and UACR improve the
discrimination of cardiovascular outcomes beyond traditional risk factors, but the improve-
ment was greater with UACR than with eGFR [8].

The mechanism by which albuminuria is related to post-stroke outcome is unclear, but
there are several plausible explanations. First, albuminuria reflects systemic endothelial dys-
function with increased vascular permeability, which leads to an accumulation of atherogenic
particles within arterial walls facilitating progressive atherosclerosis [7, 16, 17]. It may also
increase the probability of symptomatic hemorrhagic transformation in an ischemic stroke
lesion resulting in a worse outcome [17, 18]. Therefore, albuminuria may not only be associ-
ated with risk for ischemic stroke, but also risk for hemorrhagic stroke [9].

Moreover, albuminuria may be a marker for the acute phase reaction under stroke-related
systemic inflammation and has been correlated with interleukin-6 level [19], which is associ-
ated with stroke lesion severity and worse outcomes [20]. Our results also showed, similar to
findings of other studies [5, 6], that initial stroke severity (NIHSS score) was more increased in
patients with albuminuria than in patients without albuminuria. Therefore, albuminuria may
reflect an increased inflammatory reaction caused by severe stroke.

In addition, albuminuria is reportedly related to hemostatic abnormality, thereby facilitating
thrombotic propensity in patients with stroke, followed by a worse outcome [21–23].

Our study had some limitations. First, it was based on a single center data with a small sam-
ple size;107 patients were excluded from the study due to the absence of urine albumin or
6-month outcome data. It thus can be limited by selection bias. In this regard, our results may
not be generalizable to other stroke populations, and a large-scale prospective study is needed
to verify our conclusions. Second, no information about premorbid renal status was available
in our cohort, and urine albumin was only once measured after stroke. Accordingly, we could
not determine if the detected urine albumin reflected premorbid impaired renal status or renal
change reactive to systemic inflammation associated with an index stroke event. In addition,
we excluded 12 patients who were undergoing dialysis but represented severely impaired renal
dysfunction. However, our study objective was to compare the clinical significance of the two

Table 3. Logistic regression analysis for good 6-month outcomes (modified Rankin scale score 0–2).

Univariate Multivariate*

Variables OR (95% CI) P OR (95% CI) P

eGFR >60 1 (reference) 1.00 (reference)

45 to <60 0.58 (0.28–1.22) 0.152 1.38 (0.60–3.22) 0.451

<45 0.69 (0.26–1.78) 0.437 1.86 (0.66–5.26) 0.243

UACR <30 1 (reference) 1.00 (reference)

≥30 0.34 (0.20–0.59) <0.001 0.36 (0.20–0.65) 0.001

0.79 (0.39–1.60) 0.519**

OR, odds ratio; CI, confidence interval; eGFR, estimated glomerular filtration rate (mL/min/1.73 m2); UACR, urinary albumin-to-creatinine ratio (mg/g)

*Age, sex, diabetes, hypertension, current smoking, atrial fibrillation, previous stroke, and alcohol history were adjusted in the multivariate analysis. In the

multivariate model for the UACR (albuminuria), the eGFR was additionally adjusted. In the multivariate model for the eGFR, the UACR was additionally

adjusted.

** National Institutes of Health Stroke Scale score was additionally adjusted

doi:10.1371/journal.pone.0155939.t003
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renal biomarkers, and the proportion of patients undergoing dialysis was so low (4.1%) as not
to affect our analysis. Last, this was an observation study, so we could not control for all the dif-
ferences between the groups though trying to adjust potential confounders (residual
confounding).

The strength of our study lies in simultaneous measurement of eGFR and albuminuria and
long-term monitoring of vascular events and functional outcomes, including mortality. In fact,
to our best knowledge, this is the first study based on a stroke population to compare the two
renal biomarkers through long-term monitoring of both vascular events and mortality.

Collectively, our results showed that albuminuria, but not eGFR, was significantly associated
not only with mortality but also with further vascular events in patients with ischemic stroke.
Therefore, albuminuria seems a more useful clinical indicator than eGFR in evaluating the risk
of adverse outcome after stroke.

Author Contributions
Conceived and designed the experiments: SJL DGL. Performed the experiments: SJL DGL.
Analyzed the data: SJL DGL. Contributed reagents/materials/analysis tools: SJL. Wrote the
paper: SJL.

References
1. Toyoda K. Cerebral small vessel disease and chronic kidney disease. J Stroke. 2015; 17:31–37. doi:

10.5853/jos.2015.17.1.31 PMID: 25692105

2. Sander D, Weimar C, Bramlage P, Brandt T, Rosin L, Siebler M. Microalbuminuria indicates long-term
vascular risk in patients after acute stroke undergoing in-patient rehabilitation. BMC Neurol. 2012;
12:102. doi: 10.1186/1471-2377-12-102 PMID: 23007013

3. Lima HN, Cabral NL, Gonçalves AR, Hauser A, Pecoits-Filho R. Association between albuminuria, glo-
merular filtration rate and mortality or recurrence in stroke patients. Nephron Clin Pract. 2011; 117:
c246–252. doi: 10.1159/000320342 PMID: 20805698

4. Kuwashiro T, Kamouchi M, Ago T, Hata J, Sugimori H, Kitazono T. The factors associated with a func-
tional outcome after ischemic stroke in diabetic patients: the Fukuoka Stroke Registry. J Neurol Sci.
2012; 313:110–114. doi: 10.1016/j.jns.2011.09.012 PMID: 21992812

5. Kumai Y, Kamouchi M, Hata J, Ago T, Kitayama J, Nakane H, et al. Proteinuria and clinical outcomes
after ischemic stroke. Neurology. 2012; 78:1909–1915. doi: 10.1212/WNL.0b013e318259e110 PMID:
22592359

6. Huang YC, Wu YL, Lee MH, Lee JD, Wu CY, Hsu HL, et al. Association of renal biomarkers with 3-
month and 1-year outcomes among critically ill acute stroke patients. PLoS One. 2013; 8:e72971. doi:
10.1371/journal.pone.0072971 PMID: 24058451

7. Brzosko S, Szkolka T, Mysliwiec M. Kidney disease is a negative predictor of 30-day survival after
acute ischaemic stroke. Nephron Clin Pract. 2009; 112:c79–85 doi: 10.1159/000213085 PMID:
19390206

8. Matsushita K, Coresh J, Sang Y, Chalmers J, Fox C, Guallar E, et al. Estimated glomerular filtration
rate and albuminuria for prediction of cardiovascular outcomes: a collaborative meta-analysis of individ-
ual participant data. Lancet Diabetes Endocrinol. 2015; 3:514–525. doi: 10.1016/S2213-8587(15)
00040-6 PMID: 26028594

9. Mahmoodi BK, Yatsuya H, Matsushita K, Sang Y, Gottesman RF, Astor BC, et al. Association of kidney
disease measures with ischemic versus hemorrhagic strokes: pooled analyses of 4 prospective com-
munity-based cohorts. Stroke. 2014; 45:1925–1931. doi: 10.1161/STROKEAHA.114.004900 PMID:
24876078

10. Horio M, Imai E, Yasuda Y, Watanabe T, Matsuo S. Modification of the CKD epidemiology collaboration
(CKD-EPI) equation for Japanese: accuracy and use for population estimates. Am J Kidney Dis. 2010;
56:32–38. doi: 10.1053/j.ajkd.2010.02.344 PMID: 20416999

11. Brosius FC 3rd, Hostetter TH, Kelepouris E, Mitsnefes MM, Moe SM, Moore MA, et al. Detection of
chronic kidney disease in patients with or at increased risk of cardiovascular disease: a science advi-
sory from the American Heart Association Kidney And Cardiovascular Disease Council; the Councils
on High Blood Pressure Research, Cardiovascular Disease in the Young, and Epidemiology and Pre-
vention; and the Quality of Care and Outcomes Research Interdisciplinary Working Group: developed

Kidney Dysfunction in Ischemic Stroke Patients

PLOS ONE | DOI:10.1371/journal.pone.0155939 May 23, 2016 8 / 9

http://dx.doi.org/10.5853/jos.2015.17.1.31
http://www.ncbi.nlm.nih.gov/pubmed/25692105
http://dx.doi.org/10.1186/1471-2377-12-102
http://www.ncbi.nlm.nih.gov/pubmed/23007013
http://dx.doi.org/10.1159/000320342
http://www.ncbi.nlm.nih.gov/pubmed/20805698
http://dx.doi.org/10.1016/j.jns.2011.09.012
http://www.ncbi.nlm.nih.gov/pubmed/21992812
http://dx.doi.org/10.1212/WNL.0b013e318259e110
http://www.ncbi.nlm.nih.gov/pubmed/22592359
http://dx.doi.org/10.1371/journal.pone.0072971
http://www.ncbi.nlm.nih.gov/pubmed/24058451
http://dx.doi.org/10.1159/000213085
http://www.ncbi.nlm.nih.gov/pubmed/19390206
http://dx.doi.org/10.1016/S2213-8587(15)00040-6
http://dx.doi.org/10.1016/S2213-8587(15)00040-6
http://www.ncbi.nlm.nih.gov/pubmed/26028594
http://dx.doi.org/10.1161/STROKEAHA.114.004900
http://www.ncbi.nlm.nih.gov/pubmed/24876078
http://dx.doi.org/10.1053/j.ajkd.2010.02.344
http://www.ncbi.nlm.nih.gov/pubmed/20416999


in collaboration with the National Kidney Foundation. Circulation. 2006; 114:1083–1087. PMID:
16894032

12. KDOQI. KDOQI Clinical Practice Guidelines and Clinical Practice Recommendations for Diabetes and
Chronic Kidney Disease. Am J Kidney Dis. 2007; 49:S12–154. PMID: 17276798

13. Sandsmark DK, Messé SR, Zhang X, Roy J, Nessel L, Lee Hamm L, et al. Proteinuria, but Not eGFR,
Predicts Stroke Risk in Chronic Kidney Disease: Chronic Renal Insufficiency Cohort Study. Stroke.
2015; 46:2075–2080. doi: 10.1161/STROKEAHA.115.009861 PMID: 26130097

14. Gutiérrez OM, Judd SE, Muntner P, Rizk DV, McClellan WM, Safford MM, et al. Racial differences in
albuminuria, kidney function, and risk of stroke. Neurology. 2012; 79:1686–1692. doi: 10.1212/WNL.
0b013e31826e9af8 PMID: 22993285

15. Kasner SE. Clinical interpretation and use of stroke scales. Lancet Neurol. 2006; 5:603–612. PMID:
16781990

16. Stehouwer CD, Smulders YM. Microalbuminuria and risk for cardiovascular disease: Analysis of poten-
tial mechanisms. J Am Soc Nephrol. 2006; 17:2106–2111. PMID: 16825333

17. Rodríguez-Yáñez M, Castellanos M, Blanco M, Millán M, Nombela F, Sobrino T, et al. Micro- and
macroalbuminuria predict hemorrhagic transformation in acute ischemic stroke. Neurology. 2006;
67:1172–1177. PMID: 17030748

18. Cho BH, Kim JT, Chang J, Choi KH, Park MS, Cho KH. Prediction of hemorrhagic transformation in
acute ischaemic stroke by micro- and macroalbuminuria after intravenous thrombolysis. Eur J Neurol.
2013; 20:1145–1152. doi: 10.1111/ene.12127 PMID: 23582041

19. Dziedzic T, Slowik A, Szczudlik A. Urine albumin excretion in acute ischaemic stroke is related to
serum interleukin-6. Clin Chem Lab Med. 2004; 42:182–185 PMID: 15061358

20. Nakase T, Yamazaki T, Ogura N, Suzuki A, Nagata K. The impact of inflammation on the pathogenesis
and prognosis of ischemic stroke. J Neurol Sci. 2008; 271:104–109. doi: 10.1016/j.jns.2008.03.020
PMID: 18479710

21. Knöbl P, Schernthaner G, Schnack C, Pietschmann P, Griesmacher A, Prager R, et al. Thrombogenic
factors are related to urinary albumin excretion rate in type 1 (insulin-dependent) and type 2 (non-insu-
lin-dependent) diabetic patients. Diabetologia. 1993; 36:1045–1050. PMID: 8243853

22. Kario K, Matsuo T, Kobayashi H, Matsuo M, Sakata T, Miyata T, et al. Factor VII hyperactivity and endo-
thelial cell damage are found in elderly hypertensives only when concomitant with microalbuminuria.
Arterioscler Thromb Vasc Biol. 1996; 16:455–461. PMID: 8630673

23. Chudý P, Kotuličová D, Staško J, Kubisz P. The relationship among TAFI, t-PA, PAI-1 and F1 + 2 in
type 2 diabetic patients with normoalbuminuria and microalbuminuria. Blood Coagul Fibrinolysis. 2011;
22:493–498. doi: 10.1097/MBC.0b013e328346f8ca PMID: 21519232

Kidney Dysfunction in Ischemic Stroke Patients

PLOS ONE | DOI:10.1371/journal.pone.0155939 May 23, 2016 9 / 9

http://www.ncbi.nlm.nih.gov/pubmed/16894032
http://www.ncbi.nlm.nih.gov/pubmed/17276798
http://dx.doi.org/10.1161/STROKEAHA.115.009861
http://www.ncbi.nlm.nih.gov/pubmed/26130097
http://dx.doi.org/10.1212/WNL.0b013e31826e9af8
http://dx.doi.org/10.1212/WNL.0b013e31826e9af8
http://www.ncbi.nlm.nih.gov/pubmed/22993285
http://www.ncbi.nlm.nih.gov/pubmed/16781990
http://www.ncbi.nlm.nih.gov/pubmed/16825333
http://www.ncbi.nlm.nih.gov/pubmed/17030748
http://dx.doi.org/10.1111/ene.12127
http://www.ncbi.nlm.nih.gov/pubmed/23582041
http://www.ncbi.nlm.nih.gov/pubmed/15061358
http://dx.doi.org/10.1016/j.jns.2008.03.020
http://www.ncbi.nlm.nih.gov/pubmed/18479710
http://www.ncbi.nlm.nih.gov/pubmed/8243853
http://www.ncbi.nlm.nih.gov/pubmed/8630673
http://dx.doi.org/10.1097/MBC.0b013e328346f8ca
http://www.ncbi.nlm.nih.gov/pubmed/21519232

