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Summary : Hydroxyethyl starch (HES) adversely affect 
short-term survival and renal function of intensive care 
unit and possibly of surgical patients. We retrospectively 
investigated whether using HES as a pump prime and for 
intraoperative fluid therapy is associated with mortality 
and end-stage renal failure one year after adult cardiac 
surgery. Multivariable logistic regression was used 
to adjust for imbalanced characteristics between the 
two study groups. The primary outcome, a composite 
of end-stage renal failure or mortality during the first 
postoperative year was observed in 9.7% of patients 
who received HES and in 6.2% of patients treated with 
crystalloids only (Adjusted OR 1.05; 95%CI, 0.5-2; P = 
0.9). These results suggest that using HES or balanced 
crystalloids as a pump prime and for intraoperative fluid 
therapy results in similar one-year outcomes but must be 
considered as preliminary given the limited statistical 
power of the study.

Key words: Cardiac surgery, Hydroxyethyl Starch, Renal 
Insufficiency, Long-term effects, Mortality.

	 In critically ill patients, fluid resuscitation 
with hydroxyethyl starches (HES) results in a 
higher risk of renal failure than fluid resuscitation 
with crystalloids alone (1,2). Accordingly, a renal 
toxicity of HES has been observed experimentally 
(3). Moreover, in the subgroup of patients suffering 
sepsis, HES is also associated with a higher rate 
of mortality after 90 days (2). As a result, the 
Pharmacovigilance Risk Assessment Committee 
(PRAC), a part of the European Medicines Agency 
(EMA), recommended against the use of HES 
in cases of sepsis, severe burn injuries and more 
generally in critically ill patients (4).
	 Whether a similar toxicity of HES also exists 
in surgical patients remains debated. Four meta-
analyses found no association between the use of 
HES and postoperative acute kidney injury (AKI) 
or death (5–8). The interpretation of the results of 
these meta-analyses is, however, hindered by the 
fact that different generations of HES and different 

comparators were used. On the other hand, several 
recent studies, admittedly retrospective, have shown 
that the use of HES was associated with a greater 
risk of postoperative AKI after cardiac, thoracic 
and vascular surgery (9–11). All these studies 
used crystalloids as a comparator and focused on 
short-term postoperative outcomes such as early 
postoperative AKI and 30-day mortality.
	 Postoperative AKI is associated with a higher 
long-term mortality, at least after cardiac surgery 
(12,13). In addition, patients who experience an 
episode of AKI are at increased risk of developing 
chronic kidney disease (CKD) on the long-term 
(14). The long-term consequences of exposure to 
HES during the perioperative period has, however, 
never been investigated.
	 The aim of the present work is to determine 
whether using HES as a pump prime and for intra-
operative fluid therapy increases the risk of chronic 
kidney disease or death one year after adult cardiac 
surgery.

Methods

Our institutional ethics committee approved the 
study and waived informed consent (Chairperson : 
Prof. V. Seutin, Ref 2014/139 ; amendment from the 
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Technidyne Corporation, Edision, NJ) above 420 
sec. Roller pumps (Stöckert SIII, Munich, Germany) 
and circuits with integrated reservoirs and hollow 
fibers oxygenators (Quadrox-i®, Maquet Getinge 
Group, Rastatt, Germany or Sorin Inspire 8F®, Sorin 
Group, Milano, Italy) were used for CPB. The pump 
flow was initially set at 3L/min/m2. When necessary, 
vasoactive drugs were used to keep the mean 
arterial pressure between 45 mmHg and 75 mmHg. 
The mixed venous oxygen saturation was kept 
above 65%. In case of hematocrit lower than 20%, 
transfusion of red blood cells or hemofiltration was 
used according to the blood volume available. A cell 
saver was used in all cases.
	 After separation from CPB, persistent 
hypovolemia was primarily corrected by transfusing 
the cell saver blood. Balanced crystalloids (Plasma-
Lyte A®) were added when necessary. No synthetic 
colloid was used postoperatively. Transfusion 
of blood and blood products was strictly guided 
by our institutional transfusion protocol that 
was established before and remained unchanged 
throughout the study (15).

Outcome

	 The primary outcome was a composite of end-
stage renal failure requiring dialysis or death during 
the first postoperative year. Data were retrieved 
from our institutional electronic patient records or 
by contacting general practitioners.
	 Secondary outcome measures included the 
estimated glomerular filtration rate (eGFR) one 
year after surgery and mortality within the first 
postoperative year. The estimation of the glomerular 
filtration rate was based on the serum creatinine 
level using the CKD-EPI equation (16). Serum 
creatinine levels obtained anytime between 10 and 
14 months after surgery were considered. The eGFR 
was categorized using the five-stage classification 
of the National Kidney Foundation Kidney Disease 
Outcomes Quality Initiative : Stage I, GFR≥90 ml/
min; Stage II, GFR 60-89 ml/min ; Stage III, GFR 
30-59 ml/min ; Stage IV, GFR 15-29 ml/min ; Stage 
V, GFR < 15 ml/min or dialysis (17).

Statistics

	 Shapiro-Wilk test was used to assess the dis-
tribution of the data. Continuous variables are 
presented as mean (SD) and median [p25-p75] 
for normally and non-normally distributed data, 
respectively. Categorical data are presented as count 
(percent).

22th of October 2015). The study consisted in a one-
year follow-up of patients previously included in a 
retrospective observational study about the effect 
of HES on early postoperative AKI after cardiac 
surgery (NCT02445820). (9)

Patients and Groups

	 All patients underwent on-pump cardiac surgery 
at the CHU of Liege between April 2013 and June 
2014. Exclusion criteria were age less than  18 
years, preoperative dialysis, and addition of blood 
or albumin to the cardiopulmonary bypass (CPB) 
prime solution.
	 The primary exposure of interest was the type 
of fluid used to prime the CPB circuit and for 
intraoperative infusions. Data were obtained from 
the perfusion charts and the anesthetic records. 
Before August 2013, the CPB circuit was primed 
with 1500  mL of 6% HES  130/0.4 in a balanced 
salt solution (Volulyte®, Fresenius Kabi AG, Bad 
Homburg, Germany). In addition, up to 1000  mL 
of HES were given intravenously. Overall, patients 
received 2000-2500 mL of HES during the surgical 
procedure. From August 2013 and onwards, HES 
was entirely replaced by an equal amount of a 
balanced crystalloid solution (Plasma-Lyte A®, 
Baxter SA, Lessines, Belgium).

Clinical Management

	 Except for the type of fluid used, the clinical 
management remained unchanged throughout 
the study period and was described previously 
(9). Briefly, patients were anesthetized using 
continuous infusions of propofol and remifentanil. 
Full muscle relaxation was achieved using 0.9 mg/
kg of rocuronium. Protective ventilation (tidal 
volume of 8  ml/kg and positive end-expiratory 
pressure of 5  cmH2O) was used before and after 
CPB. A pulmonary artery catheter was used in all 
patients and a transoesophageal echocardiography 
was performed in case of valve surgery or when 
considered necessary by the attending anesthetist. 
A 1.5-g bolus of cefuroxime followed by an 
infusion of 3 g over 21 hours was used for antibiotic 
prophylaxis. A 2.5-g bolus of tranexamic acid was 
given before and repeated after separation from 
CPB.
	 Full anticoagulation was achieved with 300 UI/
kg of unfractionated heparin before the initiation 
of CPB. Additional boluses of heparin were given 
when necessary to keep the activated clotting time 
(ACT, Hemochron® Signature Elite, International 
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regression model was used to assess the association 
between one-year survival and the type of fluid used 
after adjusting for the EuroSCORE II.
	 A sensitivity analysis was also conducted by 
matching patients treated with crystalloids only to 
patients given colloids. The propensity score (i.e. 
probability of colloid treatment) of each patient was 
determined in a multivariable logistic regression 
including potential confounders as covariates. 
Patients were matched 1:1 using the nearest neigh-
bor within a caliper distance of 0.2 SD of the 
propensity score and without replacement. The 
balance of covariates between groups before and 
after matching was assessed using the standardized 
mean difference (SMD). SMD > 0.1 in absolute 
value was considered potentially indicative of 
a residual confounding effect. On the matched 
sample, the proportion of patients who required 
dialysis or died during the first postoperative year 
was compared using the McNemar’s test. The 
proportion of patients in each stage of the chronic 
kidney disease classification was compared between 
the group by performing asymptotic symmetry and 
marginal homogeneity tests. Finally, the paired 
Student’s t-test was used to compare the eGFR one 

	 Assuming a 10% incidence of the primary 
outcome (i.e. a mortality rate of 6% and a 4% rate 
of dependence on dialysis) and a low correlation 
between exposure to HES and other covariates 
(R2 = 0.05), we had a power of 0.8 at the 0.05 alpha 
level to detect an odds ratio of 2.0 or stronger with 
a sample size of 526 patients. This sample size of 
526 patients accounted for a follow-up rate of 85%.
	 Baseline characteristics of patients were com-
pared between the two groups using Student’s t-test, 
the Mann-Whitney U-test, or the chi-square test as 
appropriate. Crude association between the type of 
fluid used and the primary outcome was assessed 
using binomial logistic regression. Adjusted asso-
ciation between the primary outcome and the type of 
fluid used was assessed by entering the type of fluid 
used and imbalanced characteristics between the 
HES and the crystalloid groups into a multivariable 
binary logistic regression model. Multinomial 
logistic regression was used to assess the adjusted 
association between the use of HES and the stage 
of CKD one year after surgery. Results are reported 
as adjusted odds ratio (OR) with 95% confidence 
interval (CI). One-year survival was described using 
the Kaplan-Meier method. A multi-variable Cox 

Fig. 1. —  Flow chart of patient selection.
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in absolute value after matching (Table 3). On the 
matched sample, death or end-stage renal failure 
requiring dialysis occurred in 16 patients (7.8%) 
of the colloid group and in 16 patients (7.8%) of 
the crystalloid group (P = 1.0). On the matched 
sample, the serum creatinine one year after surgery 
was available in 142 patients of the colloid group 
and 137 patients of the crystalloid group. The 
mean eGFR of non-dialyzed patients one year after 
surgery was 68.8 ± 11  ml·min-1 in the crystalloid 
group and 69.7 ± 11 ml·min-1 in the HES group (P = 
0.6). Finally, one year after surgery, the proportion 
of patients in each stage of the classification of 
chronic kidney disease did not differ between the 
groups (Asymptotic symmetry test : P = 0.34 ; 
Marginal homogeneity test : P = 0.17).

Discussion

	 These data suggest that using HES 130/0.4 or 
crystalloids as a pump prime and for intraoperative 
fluid therapy results in similar one-year outcomes in 
adult patients undergoing cardiac surgery.
	 Cardiac surgery involving the use of cardio-
pulmonary bypass is associated with a systemic 
inflammatory response somewhat similar to 
what happens in sepsis. (18, 19). In addition to 
hemodynamic instability and embolic events, 
inflammation contributes to AKI associated with 
cardiac surgery and explains that the incidence of 
AKI after cardiac surgery is higher than after any 
other type of surgery (20). This could place cardiac 
surgery patients at high risk of HES-induced 
nephrotoxicity. Accordingly, in a retrospective 

year after surgery between the groups. A two-tailed P 
value ≤ 0.05 was considered statistically significant. 
Statistical analyses were performed with Stata 13.1 
(StatCorp LP, Texas).

Results

	 A total of 697 patients underwent cardiac 
surgery during the study period. Fifty-nine (8.4%) 
patients did not meet inclusion criteria. Thirty-
two patients (4.6%) had to be excluded because 
of missing data on covariates and 45 (6.5%) were 
lost to follow-up. A total of 561 patients were thus 
retained for final analyses of whom 323 (46.5%) 
were treated with crystalloids only and 238 (34%) 
received HES (Fig.  1). Patients and operative 
characteristics are summarized in Table 1. Patients 
treated with HES were older (P = 0.03), had slightly 
higher preoperative creatinine level (P = 0.01), and 
had lower preoperative hemoglobin levels (P <0.01) 
than patients who received crystalloids only. In 
the HES group, the proportion of female was also 
higher (P = 0.01) and patients were more likely to be 
transfused (P <0.01) than in the crystalloid group.

Primary Outcome

	 During the first post-operative year, death or 
end-stage renal failure requiring dialysis occurred 
in 23 (9.7%) patients of the HES group and in 20 
(6.2%) patients of the crystalloid group (OR 1.6  ; 
95%CI, 0.9-3.0; P = 0.129). No association was 
found between the use of HES and the primary 
outcome after adjustment for age, sex, preoperative 
levels of creatinine and hemoglobin, and transfusion 
(Adjusted OR 1.05 ; 95%CI, 0.5-2; P = 0.9).

Secondary Outcomes

	 Serum creatinine levels one year after surgery 
were obtained in 207 patients of the crystalloid 
group and 154 patients of the HES group. We 
found no association between the use of HES and 
any stage of CKD one year after surgery (Table 2). 
Thirteen patients (4.0%) of the crystalloid group 
and 17 patients of the colloid group (7.1%) died 
within the first post-operative year (P = 0.1). After 
adjusting for the EuroSCORE II, mortality during 
the first post-operative year was unaffected by the 
use of HES (HR 1.5; 95%CI, 0.7-3.2 ; P = 0.25 ; 
Fig. 2).

Sensitivity Analyses

Two hundred and four patients treated with HES 
were successfully matched with 204 patients of the 
crystalloid group. All covariates had a SMD ≤ 0.1 

Fig. 2. — Kaplan Meier estimates comparing survival between 
the HES and the crystalloid group during the first post-
operative year.  After Adjusting for the predicted mortality by 
the EuroSCORE II, no effect of HES was on mortality during 
the first postoperative year was observed (Hazard Ratio = 1.5; 
95%CI, 0.7-3.2 ; P = 0.25).
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survival after cardiac surgery (13). Secondly, 
patients suffering transient acute renal failure are 
at increased risk of developing progressive CKD in 
the long term. (21) 
	 The present results do not support the hypothesis 
that HES is associated with a higher mortality or 

study, we found an association between the 
intraoperative use of HES and early postoperative 
AKI(9). These findings led us to investigate the 
long-term consequences of exposure to HES during 
the perioperative period for two reasons. Firstly, 
postoperative AKI is associated with reduced 

Table 1
Patient and procedure characteristics according to the type of fluid used. Data are mean ± sd or median [P25-P75] unless otherwise stated.

Crystalloid (n=323) HES (n=238) P Value

Age, y 69[59-77] 72[63-78] 0.03

BMI (kg m-2) 26.5[23.5-29.6] 26.2[23.5-30.2] 0.79

Creatinine (mg dl-1) 10[8.7-11.6] 10.6[8.9-12.8] 0.01

Hemoglobin (g dl-1) 13.9[12.6-15.2] 13.5[12.2-14.4] <0.01

CPB duration (min) 88[71-115] 86[67-113] 0.23

Female gender, % 31 41 0.01

IDD, % 6.8 8.0 0.60

NYHA class IV, % 5.3 7.0 0.19

PVD, % 26.3 24.4 0.60

LVEF < 30 %, % 4.3 2.9 0.39

Critical State, % 1.3 3.4 0.09

Previous cardiac surgery, % 4.6 6.3 0.39

Urgent or emergent surgery, % 25.7 27.3 0.67

Pulmonary Hypertension, % 6.8 7.6 0.73

MI ≤ 30 days, % 16.4 17.6 0.70

Blood product transfusion, % 22.9 41.6 <0.01

Type of surgery, %

CABG 59.4 52.9 0.13

AVR 38.1 43.3 0.22

MVR 12.7 11.8 0.74

Major Aortic 9.0 7.1 0.43

Other 8.4 11.8 0.18

Predicted mortality according to EuroscoreII 2.3[1.3-4.8] 2.4[1.2-6.1] 0.47

Postop AKI 9.6 22.7 <0.01

CPB = cardiopulmonary bypass. IDD= Insulin-dependent diabetes mellitus. PVD = Peripheral vascular disease. LVEF = Left ventricular ejection 
fraction. Critical state = patients receiving mechanical ventilation, inotropes or having and intra-aortic balloon pump before coming to the theatre. 
MI=myocardial infarction. CABG=Coronary artery bypass grafts. AVR = Aortic valve replacement. MVR = Mitral valve replacement or repair. 
Pulmonary hypertension was defined as a systolic pulmonary artery pressure ≥ 55 mmHg. BMI = Body Mass Index

Table 2
Crude and adjusted risk ratios between the use of HES and the CKD stage one year after surgery

GFR Crystalloid
(n=222)

HES
(n=171)

Crude RR (95 % 
CI)

P Value Adjusted* RR (95 
% CI)

P Value

≥90 ml/min, n(%) 15(6.8) 11(6.4) - - - -

60-89 ml/min, n(%) 169(76.1) 134(78.4) 1.1(0.5-2.4) 0.9 1.0 (0.4-2.7) 1

30-59 ml/min, n(%) 29(13.1) 15(8.8) 0.7(0.3-1.9) 0.5 0.4(0.1-1.5) 0.2

15-29 ml/min, n(%) 0(0) 0(0) - - - -

<15 ml/min or dialyzed, 
n(%)† 9(4.0) 11(6.4) 1.7(0.5-5.4) 0.4 0.8(0.2-3.3) 0.8

CKD = Chronic Kidney Disease. GFR = Glomerular Filtration Rate. RR= Risk Ratio. † All patients in this category were actually dialysis-dependent.
* Adjusted for preoperative values of serum creatinine and hemoglobin, age, gender, and transfusion.
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of 1.9 given the 6% prevalence of the outcome, 
which is higher than the reported toxicity of HES 
in septic patients (2). We nevertheless decided to 
undertake the work because we thought that long-
term data about the consequences of exposure to 
HES during the perioperative period were urgently 
needed. Because this study is not adequately 
powered to rule out a smaller effect, its results 
should be regarded as preliminary. In a sensitivity 
analysis, we used propensity-score matching 
instead of multivariable logistic regression to adjust 
for potential confounders. The results obtained on 
the propensity-matched sample support the primary 
analysis. In addition, on the propensity-matched 
sample, the eGFR one year after surgery did not 
differ between the groups. Again, this is in favor 
of the absence of renal toxicity of HES on the long 
term. However, because they involve the selection 
of a subpopulation of patients, propensity-score 
matching analyses have reduced applicability and 
lower statistical power.
	 In conclusion, this is the first report on the 
long-term effects of exposure to HES in patients 
undergoing cardiac surgery with CPB. The 
results suggest that, in our patient population, 
using HES  130/0.4 did not affect survival or the 
development of CKD during the first postoperative 
year. The study has, however, a limited statistical 
power.

Acknowledgments

	 This work was supported by the Department of 
Anesthesia and Intensive Care Medicine, CHU of 
Liege, Liege, Belgium.
	 We would like to thank Mr. Justin Lizin, Mss. 
Kathlyn Raven, and Mss. Ines Noirot for their help 
with the data collection.

References

1.	Myburgh JA, Finfer S, Bellomo R, Billot L, Cass A, Gattas 
D, Glass P, Lipman J, Liu B, Mcarthur C, Mcguinness S, 
Rajbhandari D, Taylor CB, Webb SA, Hydroxyethyl starch 
or saline for fluid resuscitation in intensive care. N Engl J 
Med, 367, 1901-11, 2012.

2.	Perner A, Haase N, Guttormsen AB, Tenhunen J, 
Klemenzson G, Aneman A, Madsen KR, Moller MH, 
Elkjaer JM, Poulsen LM, Bendtsen A, Winding R, Steensen 
M, Berezowicz P, Soe-Jensen P, Bestle M, Strand K, Wiis 
J, White JO, Thornberg KJ, Quist L, Nielsen J, Andersen 
LH, Holst LB, Thormar K, Kjaeldgaard AL, Fabritius ML, 
Mondrup F, Pott FC, Moller TP, Winkel P, Wetterslev J, 
Hydroxyethyl starch  130/0.42 versus Ringer’s acetate in 
severe sepsis. N Engl J Med, 367, 124-34, 2012.

3.	Hüter L, Simon TP, Weinmann L, Schuerholz T, Reinhart 
K, Wolf G, Amann KU, Marx G, Hydroxyethylstarch 

the development of chronic kidney disease during 
the first postoperative year. The absence of an 
association between the use of HES and subsequent 
development of CKD during follow-up is consistent 
with the transient nature of HES-associated AKI 
that we reported previously (9). Indeed, we found 
that HES was associated with a greater incidence 
of AKI during the first 48 postoperative hours but 
the effect was no longer observed one week after 
surgery. Moreover, the vast majority of patients 
who suffered postoperative AKI had a stage one 
AKI according to the Acute Kidney Injury Network 
classification (22). Such a mild and transient AKI 
may not increase the risk of developing CKD on 
the long-term to the same extent as more severe 
degrees of AKI(23). A higher risk of death has also 
consistently been reported in patients suffering AKI 
after cardiac surgery (12, 24). However, different 
causes of AKI may have different prognosis. 
Specifically, toxic AKI to which HES-associated 
AKI can be related, seems to carry a better prognosis 
than ischemic or septic AKI. (25) In addition, AKI 
episodes of short duration are less likely to result 
in long-term consequences than AKI of extended 
duration (23).
	 The first and most important limitation of this 
study is its retrospective design, which exposes 
to the risk of bias and confounders. The fact that 
it was a departmental decision to withdraw HES 
from cardiac surgery theaters from August 2013 
limits the risk of a spurious association. Indeed, 
the type of fluid used was completely unrelated to 
the characteristics of the patient or the procedure 
but only determined by when surgery happened. In 
addition, we used multivariable logistic regression 
to adjust for imbalances in patient characteristics 
between the groups. The possibility that other 
perioperative variables contributed to the outcome 
nevertheless remains and our ability to adjust for 
confounders was limited by the sample size and the 
available data. The analysis of one-year mortality 
was only adjusted for the EuroSCORE II given the 
low number of events. Although the EuroSCORE 
II cannot be used to predict the long-term risk of 
death after cardiac surgery, it is associated with 
one-year mortality (26). We also have to deplore 
unequal dropout rates between the groups, which is 
another potential source of bias. The small sample 
size of the study is its second major limitation. 
This study consisted in a one-year follow-up of 
patients previously included in another research 
protocol (9). According to our power calculation, 
the minimal detectable odds ratio for the primary 
outcome was 2.0. This corresponds to a risk ratio 



© Acta Anæsthesiologica Belgica, 2017, 68, n° 2

	 hes and one-year outcome after cardiac surgery	 79

14.	Golestaneh L, Melamed ML, Hostet ter TH, Uremic 
memory: the role of acute kidney injury in long-term 
outcomes. Kidney Int, 76, 813-4,2009.

15.	Hans GA, Ledoux D, Roediger L, Hubert MB, Koch JN, 
Senard M, The Effect of Intraoperative  6% Balanced 
Hydroxyethyl Starch (130/0.4) During Cardiac Surgery on 
Transfusion Requirements. J Cardiothorac Vasc Anesth, 
2014.

16.	Levey AS, Stevens LA, Schmid CH, Zhang YL, Castro AF, 
Feldman HI, Kusek JW, Eggers P, Van Lente F, Greene T, 
Coresh J, Ckd-Epi CKDEC, A new equation to estimate 
glomerular filtration rate. Ann Intern Med, 150, 604-
12,2009.

17.	National KF, K/DOQI clinical practice guidelines for 
chronic kidney disease: evaluation, classification, and 
stratification. Am J Kidney Dis, 39, S1-266,2002.

18.	Wan S, Leclerc JL, Vincent JL, Inflammatory response 
to cardiopulmonary bypass: mechanisms involved and 
possible therapeutic strategies. Chest, 112, 676-92,1997.

19.	Wen X, Peng Z, Kellum JA, Pathogenesis of acute kidney 
injury: effects of remote tissue damage on the kidney. 
Contrib Nephrol, 174, 129-37,2011.

20.	Thiele RH, Isbell JM, Rosner MH, AKI associated with 
cardiac surgery. Clin J Am Soc Nephrol, 10, 500-14,2015.

21.	Lo LJ, Go AS, Chertow GM, Mcculloch CE, Fan D, 
Ordoñez JD, Hsu CY, Dialysis-requiring acute renal failure 
increases the risk of progressive chronic kidney disease. 
Kidney Int, 76, 893-9,2009.

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

23.	Siew ED, Deger SM, Recent advances in acute kidney 
injury epidemiology. Curr Opin Nephrol Hypertens, 21, 
309-17,2012.

24.	Hobson CE, Yavas S, Segal MS, Schold JD, Tribble CG, 
Layon AJ, Bihorac A, Acute kidney injury is associated 
with increased long-term mortality after cardiothoracic 
surgery. Circulation, 119, 2444-53,2009.

25.	Ponte B, Felipe C, Muriel A, Tenorio MT, Liaño F, Long-
term functional evolution after an acute kidney injury: a 10-
year study. Nephrol Dial Transplant, 23, 3859-66,2008.

26.	Barili F, Pacini D, D’ovidio M, Dang NC, Alamanni F, Di 
Bartolomeo R, Grossi C, Davoli M, Fusco D, Parolari A, 
The Impact of EuroSCORE II Risk Factors on Prediction of 
Long-Term Mortality. Ann Thorac Surg, 2016.

impairs renal function and induces interstitial proliferation, 
macrophage infiltration and tubular damage in an isolated 
renal perfusion model. Crit Care, 13, R23, 2009.

4.	European medicines agency. prac confirms that hydro-
xyethyl-starch solutions (hes) should no longer be used 
in patients with sepsis or burn injuries or in critically ill 
patients. 

5.	Martin C, Jacob M, Vicaut E, Guidet B, Van Aken H, Kurz 
A, Effect of waxy maize-derived hydroxyethyl starch 130/0.4 
on renal function in surgical patients. Anesthesiology, 118, 
387-94, 2013.

6.	Gillies MA, Habicher M, Jhanji S, Sander M, Mythen M, 
Hamilton M, Pearse RM, Incidence of postoperative death 
and acute kidney injury associated with i.v. 6% hydroxyethyl 
starch use: systematic review and meta-analysis. Br J 
Anaesth, 112, 25-34, 2014.

7.	Raiman M, Mitchell CG, Biccard BM, Rodseth RN, 
Comparison of hydroxyethyl starch colloids with 
crystalloids for surgical patients: A systematic review and 
meta-analysis. Eur J Anaesthesiol, 33, 42-8, 2016.

8.	Jacob M, Fellahi JL, Chappell D, Kurz A, The impact of 
hydroxyethyl starches in cardiac surgery inverted question 
mark a meta-analysis. Crit Care, 18, 656, 2014.

9.	Lagny MG, Roediger L, Koch JN, Dubois F, Senard 
M, Donneau AF, Hubert MB, Hans G, Hydroxyethyl 
Starch 130/0.4 and the Risk of Acute Kidney Injury After 
Cardiopulmonary Bypass: A Single-Center Retrospective 
Study. J Cardiothorac Vasc Anesth, 2015.

10.	Ahn HJ, Kim JA, Lee AR, Yang M, Jung HJ, Heo B, The 
Risk of Acute Kidney Injury from Fluid Restriction and 
Hydroxyethyl Starch in Thoracic Surgery. Anesth Analg, 
122, 186-93, 2016.

11.	Green RS, Butler MB, Hicks SD, Erdogan M, Effect of 
Hydroxyethyl Starch on Outcomes in High-Risk Vascular 
Surgery Patients: A Retrospective Analysis. J Cardiothorac 
Vasc Anesth, 2016.

12.	Lopez-Delgado JC, Esteve F, Torrado H, Rodriguez-Castro 
D, Carrio ML, Farrero E, Javierre C, Ventura JL, Manez 
R, Influence of acute kidney injury on short- and long-
term outcomes in patients undergoing cardiac surgery: 
risk factors and prognostic value of a modified RIFLE 
classification. Crit Care, 17, R293, 2013.

13.	Gallagher S, Jones DA, Lovell MJ, Hassan S, Wragg A, 
Kapur A, Uppal R, Yaqoob MM, The impact of acute 
kidney injury on midterm outcomes after coronary artery 
bypass graft surgery: a matched propensity score analysis. 
J Thorac Cardiovasc Surg, 147, 989-95, 2014.


