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Purpose: Despite the high prevalence of sarcopenia and the significant burden of septic acute kidney injury (AKI), the impact of
sarcopenia on renal outcomes in patients with septic AKI has not been studied. Therefore, we aimed to evaluate the effect of sar-
copenia on the renal prognosis of patients with septic AKI.

Materials and Methods: This retrospective study enrolled patients with septic AKI between July 2008 and March 2019. Sarcope-
nia was identified by measuring the total abdominal muscle area using abdominal CT. Patients were divided into sarcopenia and
non-sarcopenia groups. The effect of sarcopenia on 90-day renal outcomes, including a >50% decrease in the estimated glomerular
filtration rate, dialysis dependence, and requirement for continuous renal replacement therapy within 90 days, was analysed. Addi-
tionally, the effect of sarcopenia on 90-day mortality was assessed.

Results: Of the 608 enrolled patients with septic AKI, 273 (44.9%) were assigned to the sarcopenia group. At baseline, there were no
significant differences in the severity score and distribution of AKI stages between the two groups. There was no significant be-
tween-group difference in the 90-day renal outcomes. Moreover, sarcopenia was not associated with 90-day renal outcomes across
all AKI stages in stratified multivariable logistic analysis. In contrast, the 90-day mortality rates were significantly higher in the sar-
copenia group than in the non-sarcopenia group (30.0% vs. 17.3%, respectively; p<0.001).

Conclusion: Sarcopenia was significantly associated with an increased 90-day mortality rate; however, no significant association
with 90-day renal progression was observed in patients with septic AKI.
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INTRODUCTION

Acute kidney injury (AKI) is common in critically ill patients.

Received: January 17, 2025 Revised: July 9, 2025

Accepted: August 4, 2025 Published online: November 11, 2025
Corresponding author: Nam Su Ku, MD, PhD, Department of Internal Medicine,
Yonsei University College of Medicine, 50-1 Yonsei-ro, Seodaemun-gu, Seoul 03722,
Korea.

E-mail: smileboy9@yuhs.ac

*Hyung Jung Oh and Jung Ho Kim contributed equally to this work.
«The authors have no potential conflicts of interest to disclose.

© Copyright: Yonsei University College of Medicine 2026

This is an Open Access article distributed under the terms of the Creative Com-
mons Attribution Non-Commercial License (https://creativecommons.org/licenses/
by-nc/4.0) which permits unrestricted non-commercial use, distribution, and repro-
duction in any medium, provided the original work is properly cited.

198

Approximately one in three patients in the intensive care unit
(ICU) develop AKI.! Moreover, its incidence increased from
35.8% to 50.4% over a decade,” and patients with AKI exhibit
high mortality rates of up to 60%.** Furthermore, emerging
evidence indicates that a substantial percentage of patients
with AKI do not regain normal renal function.”® However, the
progression rate of chronic kidney disease (CKD) from AKI dif-
fered among studies. Morgera, et al.’ reported that 10% of sur-
vivors still required chronic renal replacement therapy (RRT),
whereas Chertow, et al.® reported that 33% of survivors were
still on RRT after 12 months of follow-up, and Bellomo, et al.”
showed that only 5.4% of survivors required RRT by day 90.
Sarcopenia is characterised by declines in muscle mass,
strength, and physical function.'® Owing to several adverse fac-
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tors such as malnutrition, inflammation, coexisting diseases,
and inactivity, the frequency of sarcopenia is higher in critically
ill individuals than in other patients (15%-50% in cancer pa-
tients and 30%-45% in patients with liver failure), and it is esti-
mated to be 60%-70%."*** Sarcopenia is a predictor of mortality
in critically ill patients."*'® Moreover, there have been several
studies on the association between sarcopenia and renal out-
comes. Yu, et al."” showed the relationship between CKD and
sarcopenia, and Bang, et al."® reported the impact of sarcopenia
on AKI after infrarenal abdominal aortic aneurysmal surgery.
Although sepsis remains the leading cause of AKI in critical-
ly ill patients,' most studies on sarcopenia in septic patients
have focused on mortality.'**® Therefore, in this study, we aimed
to evaluate the effect of sarcopenia on renal progression in pa-
tients with septic AKI and to show its impact on mortality.

MATERIALS AND METHODS

Study population

We conducted a retrospective analysis of adult patients with
septic AKI admitted to the emergency department (ED) of a
tertiary care teaching hospital with 2400 beds in South Korea
between July 2008 and March 2019. Our definition of septic
shock followed the Surviving Sepsis Campaign guidelines; we
used the guidelines of Dellinger, et al. until 2018 and the Sep-
sis-3 guidelines from 2019 onwards to define new cases of sep-
tic shock.?**! We included patients with septic shock who un-
derwent abdominal CT within 24 hours of hospitalisation.
Patients with septic AKI upon admission were included and
analysed. In this study, the AKI definition and staging fol-
lowed Kidney Disease: Improving Global Outcomes (KDIGO)
criteria.”® The definition of AKI is as follows: 1) an increase in
serum creatinine by >0.3 mg/dL within 48 hours; or 2) an in-
crease to 21.5 times the baseline, known or presumed to have
occurred within the prior 7 days. We used two methods to cal-
culate the baseline creatinine levels: 1) we determined the
lowest creatinine value recorded between 7 days and 1 year
before the patient presented with septic shock; or 2) if no pre-
vious creatinine data were available, we assumed a baseline
glomerular filtration rate (GFR) of 75 mL/min/1.73 m? and
the corresponding serum creatinine was back-calculated us-
ing the Modification of Diet in Renal Disease equation, as de-
scribed by Valette, et al. and the KDIGO clinical practice
guideline.”?*

At our institution, we implemented a clinical pathway for
patients presenting to the ED with suspected septic shock. The
pathway followed the Surviving Sepsis Campaign guidelines,
which include early initiation of empiric antibiotic therapy,
fluid resuscitation, and administration of vasopressors, if nec-
essary. We previously detailed this pathway for sepsis and septic
shock.” The Institutional Review Board (IRB) of the Yonsei Uni-
versity Health System Clinical Trial Centre approved this study
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(IRB no. 4-2021-0765). Written consent from the patients was
not required because of the retrospective nature of the study.

Measurement of muscle area

Abdominal CT was used to measure the total abdominal mus-
cle area (TAMA), including the paraspinal and abdominal wall
muscles. Cross-sectional TAMA values were calculated at the
third lumbar vertebral level as previously described.*** The
image analysis software AquariusNET Server (TeraRecon, Fos-
ter City, CA, USA) was used to analyse distinct muscle areas
with Hounsfield unit (HU) thresholds. The cross-sectional ar-
eas were calculated automatically by summing the muscle tis-
sue pixels and multiplying by the pixel area, with manual check-
ing of the muscle tissue boundaries when necessary. TAMA
values were assessed and quantified using thresholds of -29 to
150 HU. Cross-sectional TAMA values were standardised by the
square of the subject’s height and reported as the muscle index
in units (cm?/m?).

Outcomes and variables

The primary outcome of this study was to determine whether
sarcopenia affects the 90-day renal outcomes in patients with
septic AKI. To achieve this, we investigated cases exhibiting a
>50% reduction in the estimated GFR (eGFR) compared with
the initial eGFR, dialysis dependence at 90 days, and the need
for continuous RRT within 90 days in patients with septic AKIL.
The secondary outcome was whether sarcopenia had an im-
pact on 90-day mortality in patients with septic AKI. We collect-
ed information on mortality using data from the Ministry of the
Interior and Safety of South Korea, which handles mortality in-
formation for all Korean citizens.

We defined sarcopenia as a muscle index <45.4 cm?/m? in
males and <34.4 cm?/m? in females, based on previous find-
ings.”® To assess the patients’ overall comorbidities at ED visits,
we utilised the Charlson Comorbidity Index (CCI), while the
Sequential Organ Failure Assessment (SOFA) scores were ap-
plied to stratify disease severity. In addition, we analysed the
laboratory test results obtained upon ED admission.

Statistical analysis

We compared the patients with and without sarcopenia using
an independent t-test or Wilcoxon rank-sum test for continu-
ous variables, and either the chi-square or Fisher’s exact test
for categorical variables. Logistic regression analysis was used
to identify the risk factors for 90-day renal outcomes. Multi-
variable regression models were developed to adjust for con-
founding variables selected based on clinical significance af-
ter checking for multicollinearity. Odds ratios (ORs) and 95%
confidence intervals (CIs) were obtained from this analysis, and
multicollinearity was defined as a variance inflation factor <5.
The risk factors for 90-day mortality were identified using a Cox
proportional hazards model, and Kaplan-Meier survival anal-
yses and log-rank tests were conducted to compare the 90-day
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mortality between the two groups. Hazard ratios (HRs) and
95% Cls were obtained using a Cox proportional hazards model.
Statistical significance was set at p<0.05. The R package, ver-
sion 4.0.3 (R Foundation for Statistical Computing, Vienna, Aus-
tria) was used to perform all statistical analyses.

RESULTS

Baseline characteristics

Ofthe 608 patients, 273 (44.9%) were diagnosed with sarcopenia
(Fig. 1), and we divided the patients into sarcopenia and non-
sarcopenia groups. The sarcopenia group was older than the
non-sarcopenia group, and there were more male patients with
sarcopenia than those without sarcopenia. Moreovey, there were
more cases of cerebrovascular diseases and dementia in the sar-
copenia group than in the non-sarcopenia group. CCI was sig-
nificantly higher in patients with sarcopenia than in those with-
out sarcopenia.

Serum lactate levels were higher and serum albumin levels
were lower in patients with sarcopenia than in those without
sarcopenia. Additionally, there were no significant differences
in blood urea nitrogen, creatinine, or eGFR between the groups.

Moreover, there were no significant between-group differ-
ences in the SOFA score or the Acute Physiology and Chronic
Health Evaluation II score; no significant differences in the dis-
tribution of AKI stages were observed at baseline between the
two groups (Table 1).

Sarcopenia Renal Outcomes in Septic AKI

Renal outcomes and 90-day mortality

As shown in Table 2, there were no significant differences in
90-day renal outcomes between the two groups. In addition,
no significant difference was observed in the incidence of con-
tinuous RRT within 30 days between the two groups (21.2% in
the sarcopenia group vs. 22.4% in the non-sarcopenia group,
p=0.768). However, the 90-day mortality rate was significantly
higher in patients with sarcopenia than in those without sarco-
penia (30.0% vs. 17.3%, respectively; p<0.001). A separate anal-
ysis conducted on 420 patients, excluding 188 cancer patients,
yielded similar findings (Supplementary Table 1, only online).
Consistent results were also observed in sex-stratified sub-
group analyses (Supplementary Tables 2 and 3, only online).

Univariable and multivariable logistic regression
analyses of sarcopenia for renal outcomes at 90 days
When we performed logistic regression analysis for renal out-
comes at 90 days, greater renal progression was revealed in
AKI stage 3 than in AKI stage 1 in the univariable analysis (OR:
3.030, 95% CI: 1.449-6.335; p=0.003), and renal progression
was also higher in AKI stage 3 than in AKI stage 1, even after ad-
justing for the presence of sarcopenia, age, sex, CCI, albumin
level, systolic blood pressure on admission, glucose level, and
lactate level (OR: 3.495, 95% CI: 1.561-7.822; p=0.002) (Table 3).
In contrast, renal progression did not appear to be affected
by sarcopenia. Although the ORs for renal outcomes at 90 days
were 1.252 in univariable analysis and 1.723 in multivariable
analysis for sarcopenia compared with non-sarcopenia, the re-
sults were not statistically significant. Moreover, this result re-

during the study period
(n=1517)

Patients who have undergone the
clinical pathway for septic shock

Exclude those who did not have an
abdominal CT scan conducted within

A4

24 hours after hospitalization
(n=612)
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Patients with septic shock who
have an abdominal CT scan conducted
within 24 hours after hospitalization
(n=905)

4

608 patients with septic AKI
finally included and analyzed

Exclude those who did not have AKI on
> admission by KDIGO criteria

4

Non-sarcopenia group
(n=335)

4

Sarcopenia group
(n=273)

Fig. 1. Flow diagram of the study population. AKI, acute kidney injury; KDIGO, Kidney Disease: Improving Global Outcomes.
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mained consistent in the cohort excluding cancer patients (ad-
justed OR: 1.572, 95% CI: 0.936-2.641; p=0.087). Additionally,
when the muscle index was analysed as a continuous variable,
each 1-unit increase was associated with lower odds of renal

Table 1. Baseline Characteristics of Sarcopenic and Non-Sarcopenic Patients

YMJ

progression by 90 days (adjusted OR: 0.963, 95% CI: 0.925-
1.002; p=0.064), although this association did not reach statis-
tical significance.

Variables Non-sarcopenia (n=335) Sarcopenia (n=273) p
Age (yr) 69.0(57.0, 76.5) 74.0(62.0, 80.0) <0.001
Male 112 (33.43) 181 (66.30) <0.001
Comorbidities
Hypertension 207 (61.79) 154 (56.41) 0.207
Diabetes mellitus 133(39.70) 119(43.59) 0.376
Cerebral vascular disease 55 (16.42) 66 (24.18) 0.023
Chronic liver disease 32(9.55) 21(7.69) 0.507
Congestive heart failure 17 (5.07) 14 (5.15) 0.768
Chronic kidney disease 65(19.40) 45(16.48) 0.455
Peripheral vascular disease 3(0.90) 0(0.0) 0.257
Coronary disease 52 (15.52) 56 (20.51) 0.135
Dementia 18(5.37) 31(11.36) 0.011
Chronic pulmonary disease 16 (4.78) 20(7.33) 0.249
Hemiplegia 22 (6.57) 30(10.99) 0.073
Cancer 106 (31.64) 82 (30.04) 0.736
Metastatic cancer 23(6.87) 26 (9.52) 0.295
Solid organ transplantation 2(0.60) 2(0.73) >0.999
AIDS 1(0.30) 0(0.0) >0.999
Charlson Comorbidity Index 40(3.0,7.0) 5.0(4.0,7.0) 0.001
Laboratory findings
WBC (/mm?) 12450.0 (6625.0, 18805.0) 13575.0(7310.0, 20480.0) 0.139
Hemoglobin (g/dL) 11.7(10.0,13.0) 11.9(10.1,13.5) 0.246
BUN (mg/dL) 325(21.2,48.0) 33.6(23.7,52.9) 0.068
Creatinine (mg/dL) 1.8(1.3,2.9) 1.8(1.3,28) 0.895
eGFR (mL/min/1.73 m?) 35.0(19.0, 48.0) 36.0(21.0,52.0) 0.184
AST (unit/L) 39.0(23.5,100.0) 345(21.0,86.5) 0.084
ALT (unit/L) 26.0(15.0, 53.0) 22.0(14.0, 48.0) 0.089
Total bilirubin (mg/dL) 0.8(0.5,1.5) 0.8(0.5,1.4) 0.168
Albumin (g/dL) 3.15+0.69 3.00£0.65 0.007
Bicarbonate (mEq/L) 17.0(14.0, 19.0) 16.0(13.0, 19.0) 0.584
CRP (mg/L) 132.1(55.5,231.2) 160.7 (74.0, 242.8) 0.139
Lactate (mg/dL) 3.3(1.6,5.3) 38(2.1,5.8) 0.018
SOFA score 8.0(6.0,10.0) 8.0(7.0,11.0) 0.133
APACHE Il score 16.0(12.0, 20.0) 17.0(12.0, 23.0) 0.074
Use of nephrotoxic agents
Aminoglycoside 5(1.49) 3(1.10) 0.736
Vancomycin 19(5.67) 24(8.79) 0.182
NSAIDs 34(10.15) 16 (5.86) 0.077
AKl stage 0.584
Stage 1 134 (40.00) 98 (35.90)
Stage 2 90(26.87) 78(28.57)
Stage 3 111 (33.13) 97 (35.53)
Muscle index (cm?/m?) 44.1(38.8,50.4) 34.0(29.6, 40.2) <0.001

AIDS, acquired immunodeficiency syndrome; WBC, white blood cell; BUN, blood urea nitrogen; eGFR, estimated glomerular filtration rate; AST, aspartate amino-
transferase; ALT, alanine aminotransferase; CRP, C-reactive protein; SOFA, Sequential Organ Failure Assessment; APACHE, Acute Physiology and Chronic Health
Evaluation; NSAID, non-steroidal anti-inflammatory drug; AKI, acute kidney injury.

Data are presented as median range or n (%).
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Univariable and multivariable Cox regression
analyses of sarcopenia for 90-day mortality

In the univariable Cox regression analysis, sarcopenia (vs. non-
sarcopenia), age, male sex, CCI, serum lactate level, and SOFA
score were risk factors for 90-day mortality. The 90-day mortal-
ity rate was 1.337 times higher in AKI stage 3 than in AKI stage
1. However, the serum albumin level was a protective factor
against 90-day mortality. After adjusting for age, sex, CCI, se-
rum albumin, lactate, SOFA score, and AKI stage, the 90-day
mortality increased by 1.708 (95% CI: 1.343-2.172, p<0.001) in
the sarcopenia group compared to the non-sarcopenia group
(Supplementary Table 4, only online). The Kaplan-Meier curve
also revealed that the 90-day mortality rate was significantly
higher in the sarcopenia group than in the non-sarcopenia group
(Fig. 2). A similar trend was observed in the cohort excluding
patients with cancer (adjusted HR: 1.650, 95% CI: 1.233-2.085;
p=0.004). When the muscle index was analysed as a continu-
ous variable, each 1-unit increase was associated with a lower
hazard of 90-day mortality (adjusted HR: 0.974, 95% CI: 0.960-
0.988; p<0.001).

DISCUSSION

Sarcopenia was a significant risk factor for 90-day mortality

Table 2. Outcomes at 90 Days

Non-sarcopenia Sarcopenia

Variables (n=335) (n=273)
Renal outcomes at 90 days
>50% decreased eGFR 28 (8.36) 25(9.16) 0.452
Dialysis dependence 2(0.60) 1(0.37) >0.999
CRRT episode within 90 days 79 (23.58) 60(21.98)  0.710
Mortality at 90 days 58(17.31) 82(30.04) <0.001

eGFR, estimated glomerular filtration rate; CRRT, continuous renal replace-
ment therapy.
Data are presented as n (%).

Sarcopenia Renal Outcomes in Septic AKI

compared to non-sarcopenia among patients with septic AKI.
However, it did not affect renal progression after 90 days.
There are two types of sarcopenia, primary and second-
ary.'**% Secondary sarcopenia is related to disease, nutrition,
and activity, whereas primary sarcopenia is associated with
the physiological aging process. Several studies have attempt-
ed to demonstrate the association between secondary sarco-
penia and renal outcomes. Moreover, they found that sarco-
penia was more prevalent in patients with CKD than in those
with healthy kidneys and suggested that gradually decreased
protein intake, increased metabolic acidosis, increased pro-in-
flammatory factors, and protein-energy wasting in CKD might
lead to sarcopenia.'”'**"** Yy, et al.'” showed that CKD progres-
sion was independently associated with an increased risk of
sarcopenia. Bang, et al.'® revealed that the incidence of postop-
erative AKI was higher in the sarcopenia group than in the non-

1.00 4 — Non-sarcopenia -~ Sarcopenia
075 T e
= T e
S 050
2
3
0.25
0 p=0.00017
T T T T
0 30 60 90
Time in days
Number at risk
Non-sarcopenia 335 301 284 277
Sarcopenia 273 221 206 191

Fig. 2. Kaplan—Meier curves of the 90-day survival rates of patients with
septic acute kidney injury with and without sarcopenia. The p-value was
obtained through the log-rank test.

Table 3. Univariable and Multivariable Logistic Analyses of Sarcopenia for 90-Day Renal Outcomes

Variables Univariable Multivariable
OR (95% CI) p OR (95% CI) P

Sarcopenia vs. none 1.252 (0.696-2.252) 0.453 1.723(0.871-3.408) 0.118
Age (per 1 year increase) 0.980 (0.960-1.000) 0.050 0.982 (0.956-1.009) 0.190
Male vs. female 1.442 (0.798-2.606) 0.225 1.364 (0.699-2.664) 0.363
CCl (per 1 unit increase) 0.950 (0.826-1.092) 0.470 0.935(0.816-1.071) 0.333
SBP on admission (per 1T mm Hg increase) 1.001(0.990-1.013) 0.842 1.008 (0.995-1.022) 0.240
Albumin (per 1 g/dL increase) 0.768 (0.467—1.263) 0.298 0.850 (0.521-1.387) 0514
Lactate (per 1 mg/dL increase) 0.949 (0.852-1.057) 0.340 0.913(0.815-1.023) 0.117
Glucose (per 1 mg/dL increase) 0.998 (0.994-1.001) 0.152 0.997 (0.994-1.001) 0.106
AKl stage 1 Reference Reference

AKl stage 2 1.973(0.892-4.362) 0.093 2.033(0.870-4.751) 0.102
AKl stage 3 3.030 (1.449-6.335) 0.003 3.495 (1.561-7.822) 0.002

OR, odds ratio; Cl, confidence interval; CCl, Charlson Comorbidity Index; SBP, systolic blood pressure; AKI, acute kidney injury.
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sarcopenia group; however, they did not clarify the association
between the development of AKI and sarcopenia. Nevertheless,
they surmised that postoperative activation of inflammation
following chronic inflammation in sarcopenia may influence
the incidence of AKI.

The incidence of AKI has been increasing in critically ill pa-
tients, and over 40% of these AKI cases are associated with sep-
sis, which largely increases medical costs and mortality." Re-
cently, it has been recognised that AKI itself may be a major risk
factor for CKD progression, even after complete recovery. An-
other issue with AKI is that a substantial percentage of patients
do not return to normal renal function, but the progression rate
from AKI to CKD differed among studies.> In the current study,
we hypothesised that sarcopenia might affect renal progression
in patients with septic AKI and attempted to evaluate the asso-
ciation between sarcopenia and renal outcomes at 90 days.
However, we did not observe a significant association between
these two factors.

Although the reason for the insignificant association between
the two is not clearly understood, we make certain assumptions.
First, acute sarcopenia in patients with sepsis may affect dis-
ease progression. Welch, et al.® used the term “acute sarcope-
nia” to refer to the acute loss of muscle mass and function asso-
ciated with hospitalisation.***® They described that systemic
inflammatory markers due to acute illness and stressor events
may potentiate the acute loss of muscle mass and function via
an endocrinological mechanism: hypercortisolaemia, which
usually occurs in sepsis, may exacerbate the loss of muscle
mass and strength during acute illness.* Moreover, sepsis is a
known risk factor for ICU-acquired weakness, including critical
illness myopathy, critical illness polyneuropathy, and critical
illness neuromyopathy.*”* Therefore, the loss of muscle mass
and function might have progressed in the non-sarcopenia
group during the follow-up period, suggesting that sarcopenia
at baseline may be insufficient to reflect renal outcomes at 90
days. We surmise that serial measurements of sarcopenia may
be useful for exploring the impact of sarcopenia on 90-day re-
nal outcomes in these patients. Second, there were more cases
of mortality in the sarcopenia group than in the non-sarcopenia
group, which may have affected the investigation of the im-
pact of sarcopenia on 90-day renal outcomes. Therefore, we ex-
plored 90-day renal outcomes in the same way using 90-day
survivors who still had data at that point. However, there were
still no significant differences in the 90-day renal outcomes be-
tween the two groups. Third, initial renal injury may be more
strongly associated with 90-day renal progression than base-
line sarcopenia. As shown in Table 3, AKI stage 3 was indepen-
dently associated with increased 90-day renal progression (OR:
3.190, 95% CI: 1.449-7.019; p=0.004) compared to AKI stage 1,
even after adjusting for confounding factors. Howevet, sarco-
penia was not significantly associated with the 90-day renal
progression, even in patients with AKI stage 3.

In contrast, sarcopenia was independently associated with

https://doi.org/10.3349/ym].2024.0495
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increased 90-day mortality even after adjusting for several con-
founding factors, which is consistent with other studies."**® Tak-
en together, we surmise that the significant association between
sarcopenia and 90-day mortality may not be related to renal dis-
ease progression in patients with septic AKI.

This study has several limitations. First, this was a retrospec-
tive cohort study, which means that selection bias was inevita-
ble. Second, we conducted the study using data from a single
centre in Korea, suggesting that generalizability to other eth-
nicities should be interpreted cautiously. Third, we used TAMA
to define sarcopenia,*** although there are different methods to
measure it. Therefore, new studies with various methods of mea-
suring sarcopenia are required. Despite these limitations, a key
strength of our study is its investigation of the association be-
tween sarcopenia and 90-day renal outcomes in patients with
septic AKI. While a previous study demonstrated that sarcope-
nia negatively affects 28-day mortality and the absence of RRT
in patients with septic AKI,* there is a paucity of research ex-
amining 90-day mortality or renal outcomes. By addressing
this gap, our study provides a meaningful contribution to the
existing literature.

In conclusion, sarcopenia was significantly associated with
an increase in the 90-day mortality rate; however, no significant
association with 90-day renal progression was observed among
patients with septic AKI in this study. Since sepsis is the leading
cause of AKI, and whether AKI progresses to CKD has clinical
significance for patient prognosis, the results of this study are
worth considering. Although sarcopenia was not shown to im-
pact 90-day renal outcomes in patients with AKI, more studies
are required to explore the impact of sarcopenia on renal pro-
gression in patients with sepsis without renal injury.
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