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Abstract
Objectives  To compare the risk of acute kidney injury (AKI) between hospitalized children who received intravenous 
contrast media for imaging examinations and those who did not.

Methods  This retrospective cohort study enrolled patients aged 0–18 years with serum creatinine levels before 
and after imaging examinations from 2015 to 2020 at Beijing Children’s Hospital. Participants were classified into an 
exposure group or a control group. Log-binomial regression analysis was used to estimate the adjusted risk ratio (aRR) 
value for the association between exposure to contrast media and consequential AKI. After which, inverse probability 
treatment weighting was used to reduce systematic differences in baseline characteristics among the groups. 
Moreover, subgroup and sensitivity analyses were performed. Finally, multivariate logistic regression analysis was 
performed to identify risk factors for pediatric AKI.

Results  In total, 3061 pediatric patients were included in the analyses (median age, 4.5 [IQR, 1.3–8.9] years, 1760 
males). According the KDIGO definition of AKI, the incidence of AKI in the exposure group, and the control group 
were 7.4% and 6.5%, respectively; furthermore, the aRR was 1.35 (95% CI: 1.31–1.39). In patients underwent CT, the 
risk of AKI in the exposure group of contrast media increased compared with the control group and the aRR was 1.39 
(95% CI: 1.09–1.78). However, it is not observed in patients underwent MRI (aRR: 1.36; 95% CI: 0.96–1.95). According to 
our subgroup analysis of pediatric patients aged ≥ 2 years (aRR: 1.38; 95% CI: 1.05–1.82) and sensitivity analysis (aRR: 
1.32, 95% CI: 1.08–1.61), the risk of AKI in the exposure group was greater than that in the control group. An increased 
risk to exposure to contrast media was seen in females (aRR: 1.41, 95% CI: 1.05–1.89) rather than males (aRR: 1.30, 
95% CI: 0.99–1.70). According to the multivariate logistic regression analyses, the baseline eGFR (OR: 1.02; 95% CI: 
1.01–1.03) and comorbidities (OR: 2.97; 95% CI: 1.89–4.65) were risk factors, while age (OR: 0.87; 95% CI: 0.84–0.91) was 
a protective factor against AKI.

Conclusion  The evidence from the present study suggested that the increased risk of AKI in hospitalized children 
induced by intravascular contrast should not be ignored.
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Introduction
Contrast media are essential for enhanced imaging exam-
inations, such as iodine-based contrast mediums used in 
computed tomography (CT) and gadolinium-based con-
trast agents used in magnetic resonance imaging (MRI), 
which helps physicians to obtain indispensable informa-
tion [1]. However, the impacts of intravenous iodine-
based contrast on renal function, including renal tubular 
epithelial cells damage and hemodynamic perturbations 
induced by contrast media, are still a research hotspot 
[2–4]. Although initially believed to be without major 
adverse effects, gadolinium-based contrast agents was 
demonstrated to cause nephrogenic systemic fibrosis in 
patients with abnormal renal function [5]; moreover, a 
recent study indicated that exposure to Gadolinium was 
related to both necrosis and apoptosis of proximal tubu-
lar epithelium which led to kidney injury after Gado-
linium exposure [6, 7]. A retrospective study found that 
sequential exposure to iodine- and gadolinium-based 
contrast media on the same admission was a risk factors 
for post-contrast acute kidney injury (AKI) [1].

Contrast-associated acute kidney injury (CA-AKI) 
is characterized by a decrease in kidney function that 
occurs within several days after the intravascular admin-
istration of contrast material during imaging examination 
[1, 2], which is similar with post-contrast acute kidney 
injury [1, 8] and includes contrast-induced AKI (CI-AKI) 
[9]. The diagnosis of CI-AKI requires a causal temporal-
ity between contrast media and AKI as well as exclud-
ing other possible causes [10]. Therefore, the concept of 
CI-AKI has rarely been used in recent years due to the 
complexity of causal inference [9]. Due to the different 
definitions mentioned above, the incidence of AKI after 
exposure to contrast media in pediatric patients has been 
reported to range from 1.4 to 35.0% [11–17].

In recent years, the implementation of preventive care 
has resulted in lower rates of CA-AKI, such as hydration 
administration which was a well-known preventive mea-
sure for CA-AKI in adults [18]. A meta-analysis based 
on adult participants suggested that contrast media 
does not increase the risk for CA-AKI [19]. One study 
recently reported that the risk of AKI due to contrast 
media was overestimated [20]. However, it is difficult to 
simply administer conduct intravenous hydration admin-
istration in the pediatric patients due to their young 
age, light weight, and poor compliance of invasive pro-
cedures. Nonetheless, the impacts of contrast media on 
renal function in pediatric patients remain a hot topic of 
research, especially for children aged < 2 years old with 
immature renal function [3, 4]. Recently, Calle-Toro et 
al. reported an increased risk of AKI in pediatric patients 

with an estimated glomerular filtration rate (eGFR) ≥ 60 
mL/min/1.73 m2 when they were exposed to contrast 
media, which was inconsistent with the findings of previ-
ous studies regarding pediatric CA-AKI [13, 15]. There-
fore, it is necessary to conduct further investigations on 
the risk of AKI in pediatric patients related to contrast 
media exposure.

Based on the routine electronic medical record data of 
Beijing Children’s Hospital in China, this retrospective 
cohort study aimed to compare the risk of AKI in hospi-
talized children who received intravenous contrast media 
for CT or MRI examinations with that in those without 
exposure to contrast media, these findings could provide 
further evidence for the risks of CA-AKI to help clini-
cians and radiologists to weigh the ratio of benefits and 
harms of contrast media in the pediatric setting.

Methods
Participants
This retrospective cohort included pediatric patients 
aged 0–18 years with serum creatinine (SCr) measure-
ments before and after CT/MRI at Beijing Children’s 
Hospital. The routine electronic medical record data 
were extracted from January 2015 to December 2020 in 
the hospital information system and laboratory informa-
tion management system. The protocol was approved 
by the Institutional Review Board of Beijing Children’s 
Hospital, Capital Medical University (approval number: 
[2022]-E-207-Y), with a waiver of informed consent. The 
study included all hospitalized patients (age range, 0–18 
years) whose SCr was available before and after under-
going a CT/MRI scan. The patients were classified into 
groups according to exposure to contrast media. The 
exposure group was defined as patients with contrast-
enhanced CT/MRI, while the control group was defined 
as the patients with non-contrast-enhanced CT/MRI. 
The exclusion criteria were as follows: (1) had a history 
of AKI, dialysis or renal replacement therapy during 
hospitalization; (2) were aged less than 28 days due to 
no consensus was reached about the reference intervals 
of SCr in China; (3) lacked important information, such 
as age, CT/MRI scans time, and baseline SCr (the most 
recent value at 6 months before CT/MRI scans); (4) had 
a baseline SCr level more than twice the upper limit of 
the reference intervals according to age and sex groups 
[21] and had already met the stage 2 AKI according to the 
Kidney Disease Improving Global Outcomes (KDIGO) 
criteria for AKI [22]; (5) had their SCr level not measured 
within 7 days after CT/MRI. Furthermore, only the first 
record of contrast enhanced imaging examination was 
included if the patients had multiple contrast-enhanced 
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imaging examination during hospitalization. The flow 
chart of participants in this retrospective cohort is shown 
in Fig. 1.

Definition of contrast media exposure
The exposure was defined as the intravascular exposure 
of contrast material during enhanced CT/MRI examina-
tion in hospitalized children. In Beijing Children’s hospi-
tal, the pediatrician made the decision whether to use the 
contrast agent. All contrast-enhanced CT examinations 
performed on patients were performed with low-osmo-
lality iodinated contrast media or iso-osmotic iodine 
contrast media. The dose of the above contrast media 
was calculated based on the body weight iodine contrast 
media concentration and examination (listed in Supple-
mental Table 1). The contrast media used in MRI exami-
nations was gadolinium-based contrast agent which was 
administered intravenously based on the patient’s weight. 
The detailed information regarding contrast material 
administration in CT/MRI scans is provided in Supple-
mental Method 1.

Definition of CA-AKI
The primary outcome was the incidence of AKI. AKI 
was defined on the basis of changes in the SCr level in 
all study patients according to the KDIGO definition (i.e., 
compared with the baseline SCr, an increase in the SCr 
level ≥ 0.3  mg/dL [26.5 µmol/L] or ≥ 50% within 7 days 
after CT/MRI examinations) [22]. The stage of AKI was 
also defined by the KDIGO criteria [22]. The baseline SCr 
was defined as the most recent value obtained 6 months 
before CT/MRI, which represent the routine level of 
renal function in pediatric patients before imaging exam-
inations. The SCr concentration for diagnosing AKI was 
defined as the highest value tested within 7 days after 
CT/MRI. The AKI was diagnosed according to the rapid 
decrease of kidney function within 7 days after imaging 
examinations compared with the routine level. The urine 
output criteria were not used in this research due to the 
unavailability of data on urine output.

Definition of other covariables
All covariables were collected before the CT/MRI scans 
including the following: age, sex, department of hospi-
talization (intensive care units  [ICU] admission or not), 
comorbidities (such as diabetes mellitus [including type 

Fig. 1  Flowchart showing the process used to select patients. eGFR = estimated Glomerular Filtration Rate, SCr = Serum Creatinine
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1 and type 2 diabetes mellitus], hypertension, kidney 
disease, sepsis, cardiac failure, and respiratory failure), 
laboratory examination values of SCr, baseline eGFR, and 
the number of nephrotoxicity drugs taken during hospi-
talization (the detailed list of nephrotoxicity drugs in our 
research is shown in Supplemental Table 2). The eGFR 
was calculated by the FAS-equation, which was devel-
oped by the Pottel term in Belgium and is based on the 
SCr and the age of pediatric patients [23].

Statistical analysis
First, nonnormally distributed continuous variables are 
described by using medians and interquartile ranges 
(IQRs), whereas categorical variables are described by 
counts and percentages. The Mann-Whitney U test and 
chi-square test or Fisher’s exact test (when conditions 
for the chi-square test were not met) were performed 
to assess differences in continuous and categorical vari-
ables between the exposure group and the control group, 
respectively (Supplemental Table 3 ‒ 6).

Second, the propensity score (PS) was calculated by 
multivariate logistic regression to adjust for potential 
confounders including age, sex, baseline eGFR, ICU 
admission, comorbidities and the number of nephrotox-
icity drugs [24]. The distribution of propensity score in 
exposure group and control group is shown in Supple-
mental 3.  1. Then, we calculated the inverse probability 
of the exposure weight of each participant with or with-
out exposure to contrast media in terms of the PS. The 
weights were defined as 1/PS for participants exposed to 
contrast media and 1/(1-PS) for participants not exposed 
to contrast media [25]. The inverse probability of treat-
ment weighting (IPTW) methods was used to improve 
the balance between exposure group and control group 

and reduce systematic differences in baseline character-
istics among participants with or without exposure to 
contrast media induced by covariates [25]. A standard-
ized mean difference (SMD) less than 0.1 indicated that 
covariate imbalance between groups could be ignored 
(Supplemental Fig. 2) [26]. In addition, all weights gener-
ated by the PS model were used in our analysis for not 
detecting extremely large weight values in the IPTW dis-
tributions (Supplemental Fig. 3).

Third, the log-binomial regression analysis was used 
to estimate the association between exposure to con-
trast media and AKI and calculate the crude (cRR) of 
unweighted cohort and adjusted risk ratios (aRR) of 
IPTW cohort. Moreover, subgroup analyses were per-
formed in terms of the type of imaging examination 
(CT or MRI), age (defined by age < 2 years or ≥ 2 years 
old), and sex (defined by female or male). A sensitivity 
analysis was performed after the pediatric patients with 
eGFR < 60 mL/min/1.73 m2 were excluded.

Finally, the multivariable logistic regression analysis 
was performed to identify other risk factors for AKI in 
pediatric patients via CT/MRI, such as age, sex (female), 
ICU admission, baseline eGFR, the number of comorbid-
ities, and number of nephrotoxicity drugs. Odds ratios 
(ORs), 95% CIs, and P values among the different groups 
according to these models are presented in Fig.  2 and 
Supplemental Table 7. A P value less than 0.05 indicated 
Statistical significance. All the statistical analyses were 
performed by using SAS (version 9.4) and R (version 4.2).

Results
From 2015 to 2020 at Beijing Children’s Hospital, 50,204 
CT/MRI examinations were performed, accounting for 
19.0% of the 264,131 hospital admissions. Among the 

Fig. 2  Factors associated with AKI according to multivariate logistic regression. ICU = Intensive Care Units
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50,204 patients, 10,786 (21.5%) had available contrast-
enhanced CT/MRI data. A total of 3061 pediatric patients 
were eligible for inclusion and exclusion; 2086 patients 
were exposed to contrast media, and the remaining 975 
patients were not exposed to contrast media (Fig. 1). 1818 
patients had CT examinations and 1243 patients had 
MRI examinations. The median age of the 3061 pediatric 
patients was 4.5 (IQR, 1.3–8.9) years, in which 57.5% of 
pediatric patients were males (n = 1760), and 10.2% of the 
pediatric patients admitted to ICU underwent CT/MRI 
examinations (n = 311). Detailed information about the 
baseline characteristics of participants receiving contrast 
media (exposure group) and not receiving contrast media 
(control group) is shown in Supplemental Results 1 and 
Supplemental Table 3.

According to the KDIGO guidelines, the overall inci-
dence of AKI in 3061 pediatric patients was 7.1% (95% 
CI: 6.2-8.0%). As shown in Table  1 and Supplemental 
Fig.  3, the characteristics of the covariates between the 
exposure group and the control group were not com-
parable before applying IPTW, and the SMDs between 
the exposure group and the control group were greater 
than 0.1. The SMDs between the exposure group o and 
the control group were less than 0.1 after IPTW. Table 2 
shows that the incidence of AKI in the exposure group 
and the control group was 7.4% (95% CI: 6.3-8.6%) and 
6.5% (95% CI: 4.9-8.0%), respectively, and the aRR, based 
on log-binomial regression analyses, was 1.35 (95% CI: 
1.10–1.65).

In patients underwent CT, the risk of AKI in the expo-
sure group was greater than that in the control group, 
and the aRR was 1.39 (95% CI: 1.09–1.78). However, it 
was not observed in patients underwent MRI (aRR: 1.36; 
95% CI: 0.96–1.95). In the subgroup of pediatric patients 

aged ≥ 2 years, the risk of AKI in the exposure group 
was greater than that in the control group (aRR: 1.38; 
95% CI: 1.05–1.82), which was different from the results 
of pediatric patients aged < 2 years (aRR: 1.33; 95% CI: 
0.99–1.80). The increased risk attributed to exposure of 
contrast media is shown in females (aRR: 1.41, 95% CI: 
1.05–1.89) instead of males (aRR: 1.30, 95% CI: 0.99–
1.70). Moreover, the incidence of AKI in patients aged < 2 
years old (10.9%, 95% CI: 8.9-12.9%) was higher than that 
in patients aged ≥ 2 years old (5.4%, 95% CI: 4.4-6.4%), but 
there was no difference between females (7.6%, 95% CI: 
6.2-9.1%) and males (6.8%, 95% CI: 5.6-7.9%). Similarly, 
there was not significantly difference of the incidence of 
AKI between CT group and MRI group. Furthermore, 
the AKI incidence in the exposure group (7.4%, 95% 
CI: 6.3-8.5%) was greater than that in the control group 
(6.6%, 95% CI: 5.0-8.1%) when patients with a baseline 
eGFR less than 60 mL/min/1.73m2 were excluded, and 
aRR was 1.32 (95% CI: 1.08–1.61). The baseline charac-
teristics of the participants in the exposure group and the 
control group in subgroup analysis and sensitivity analy-
sis are shown in Supplemental Tables 4–6.

According to the results of multivariable logistic regres-
sion analysis, contrast media (OR: 1.51; 95% CI: 1.09–
2.10), baseline eGFR (OR: 1.02; 95% CI: 1.01–1.03 for 
every 1  ml/min/1.73m2 increase in eGFR), and comor-
bidities (OR: 2.97; 95% CI: 1.89–4.65) were risk factors 
for AKI, while age (OR: 0.87; 95% CI: 0.84–0.91) was a 
protective factor against AKI (Fig. 2). Detailed results of 
the multivariate logistic regression analysis are shown in 
Supplemental Results 2 and Supplemental Table 7. More-
over, Supplemental Tables 8 and Supplemental Fig.  4 
show that AKI did not occur within 48 h after exposure 
to contrast media.

Table 1  Demographics and characteristics of participants
Baseline characteristics Unweighted Cohort Inverse Probability of Treatment Weighting 

Cohort
Exposure group
(n = 2086)

Control group
(n = 975)

SMD Exposure group
(n = 3066)

Control group
(n = 3060)

SMD

Age (year), Mean ± SD 5.6 ± 4.4 5.1 ± 4.4 0.113 5.5 ± 4.4 5.5 ± 4.7 0.006
Male, n (%) 1181 (56.7) 579 (59.4) 0.056 1758 (57.3) 1756 (57.4) 0.001
ICU admission, n (%) 227 (10.9) 84 (8.6) 0.076 313.0 (10.2) 310 (10.1) 0.003
Baseline eGFR (ml/min/1.73m2), Mean ± SD 138.9 ± 57.9 141.5 ± 47.2 0.049 141.8 ± 76.4 141.3 ± 45.6 0.008
Comorbidities, n (%)
  Diabetes mellitus 51 (2.4) 64 (6.6) 0.200 116 (3.8) 114 (3.7) 0.004
  Hypertension 18 (0.9) 21 (2.2) 0.106 36 (1.2) 36 (1.2) 0.002
  Kidney disease 6 (0.3) 12 (1.2) 0.109 24 (0.8) 18 (0.6) 0.020
  Sepsis 6 (0.3) 9 (0.9) 0.082 20 (0.7) 15 (0.5) 0.020
  Cardiac failure 31 (1.5) 17 (1.7) 0.020 48 (1.6) 50 (1.6) 0.006
  Respiratory failure 11 (0.5) 3 (0.3) 0.034 14 (0.5) 15 (0.5) 0.003
No. of nephrotoxicity drugs, n (%) 0.002 0.003
  < 3 1613 (77.3) 753 (77.2) 2355 (76.8) 2346 (76.7)
  ≥ 3 473 (22.7) 222 (22.8) 711 (23.2) 714 (23.3)
Abbreviations: SD, Standard Difference; ICU, Intensive Care Units; eGFR, estimated Glomerular Filtration Rate; No., Number; SMD, Standardized Mean Difference.
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Discussion
Recently, a ten-year retrospective study revealed an 
increased risk of AKI in pediatric patients (with an 
eGFR ≥ 60  ml/min/1.73m2) exposed to intravenous con-
trast media compared with those without exposure to 
contrast media [11], which was different from the find-
ings of previous studies regarding pediatric CA-AKI [13, 
15]. Although the dosage of contrast media for pediatric 
patients has decreased, the risk of AKI related to contrast 
media exposure should not be ignored. According to the 
results of the present 6-year retrospective cohort study, 
the risk of AKI in the exposure group was greater than 
that in the control group after IPTW was used to reduce 
systematic differences in baseline characteristics among 
participants with or without exposure to contrast media, 
and similar results were observed in subgroup analy-
ses and sensitivity analyses (all aRRs were more than 1). 
Therefore, the findings of the present study support the 
recommendations of the European Society of Urogenital 
Radiology nephropathy; i.e., before an intervention that 
encompasses a risk factor for CA-AKI, a baseline SCr 
level should be determined and a repeat SCr level should 
be performed 12 and 72  h after administration of con-
trast media in high-risk patients to determine the ratio of 
the benefits and harms of administering contrast media 
to children in the absence of known renal failure [10, 22].

On the other hand, the overall incidence of AKI was 
7.1% before IPTW, and there was no statistically sig-
nificant difference between the incidence of AKI in the 
exposure group and that in the control group (7.4% vs. 
6.5%, p = 0.33). The 7.4% rate of CA-AKI in our research 
was greater than that previously reported in American 
children (1.4%, 2.4%, 3.3%) [11, 13, 15] due to the exis-
tence of different definitions of CA-AKI. Unlike previous 
research regarding pediatric CA-AKI, which identified 
the AKI based on an SCr within 48 h after imaging exam-
inations [11, 13, 15], especially for pediatric CI-AKI [12, 
16], our research selected the SCr tested within 7 days 
after CT/MRI for diagnosing AKI which is suitable for an 
updated definition of CA-AKI [2, 27]. Interestingly, the 
occurrence of AKI was not limited to 48 h after exposure 
to the contrast media, as shown in Supplemental Tables 
8 and Supplemental Fig.  4. Since intravascular contrast 
media is excreted from the human body for at least 1–2 
days and an obvious increase in SCr is not observed until 
at least 2 days after renal injury occurs [4, 28], it is fea-
sible to extend the exposure period to seven days after 
contrast agent exposure to diagnose CA-AKI on the 
premise of excluing other causes of AKI, such as renal 
perfusion pressure decreasing induced by acute hemor-
rhage, renal vascular or interstitial lesions, or urinary 
tract obstruction.

Most researchers agree that the contrast agents used 
for CT and MRI have different risk profiles for kidney Ta
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injury. Therefore, the subgroup analysis by the type of 
imaging examinations (CT/MRI) was performed and 
the results clarified that the increased risk attributed to 
exposure iodine-based contrast medium in CT instead of 
gadolinium-based contrast media, which was consistent 
with previous findings that gadolinium-based contrast 
media generally leads to subclinical kidney damage with-
out any significant modification of SCr [6, 7]. The aRR for 
the risk of AKI after exposure to gadolinium-based con-
trast media was more than 1, although 95% CI included 
1, which remand us the potential kidney injury of gad-
olinium-based contrast did not be ignored. In addition, 
the development pattern of renal function (commonly 
represented by the GFR) in children ranged from 0 to 2 
years old, gradually developed with age and approached 
adult levels until 2 years of age (GFR > 100 mL/min/1.73 
m2) [3]. According to our subgroup analysis (stratified 
by age), the median baseline eGFR in the group aged < 2 
years (114.6 mL/min/1.73 m2) was lower than that in 
the group aged ≥ 2 years (140.9 mL/min/1.73 m2). Simi-
larly, the incidence of AKI in patients aged < 2 years was 
greater than that in patients aged ≥ 2 years, which indi-
cated that younger children have a greater risk of AKI 
after exposure to contrast media. The risk of AKI in 
patients aged < 2 years whose renal function was relatively 
undeveloped increased compared with that in patients 
aged ≥ 2 years after IPTW. However, the risk of AKI due 
to contrast media in pediatric patients was different from 
that in adult studies in which there was no evidence of 
an increased risk of AKI due to contrast media [29, 30]. 
Therefore, in addition to the baseline eGFR, there may be 
additional factors involved in the occurrence of AKI in 
pediatric patients.

According to the sensitivity analyses, after patients 
with an eGFR < 60  ml/min/1.73m2 were excluded, the 
results still showed a similar increase risk of AKI due 
to exposure to contrast media. Calle-Toro et al. also 
showed an increased risk of AKI with exposure to con-
trast agent only in pediatric patients with an eGFR ≥ 60 
mL/min/1.73m2, without considering comorbidities or 
nephrotoxicity drugs as confounders. McDonald et al. 
reported that the risk of AKI (stage 2 AKI) in the expo-
sure group was 2.00 times greater than that in the control 
group following propensity score adjustment, but its 95% 
CI included 1. This may be limited by the small sample 
size (n = 710) [15]. Gilligan et al. reported that the risk of 
AKI in the exposure group was 0.91 times greater than 
that in the control group with abdominal US using 1:1 
propensity score matching (n = 1850); however, its 95% CI 
included 1, in which the small sample size and low inci-
dence of postcontrast AKI limited the ability to detect an 
effect of contrast agent administration on the outcome 
[13]. Unlike the above PS matching, which led to the loss 

of cases [31], the IPTW used in our research fully utilized 
the participants included in this cohort.

According to the results of multivariable logistic regres-
sion analysis, contrast media and comorbidities were risk 
factors for AKI, while age was a protective factor against 
AKI; these findings were similar to the findings of pedi-
atric research regarding CA-AKI [11, 13, 15]. Despite 
the OR being close to 1, the baseline eGFR became a risk 
factor for AKI in pediatric patients, which was not con-
sistent with clinical experience. The reason for the above 
counterintuitive results was that SCr was negatively cor-
related with eGFR according to the FAS equation for 
calculating eGFR; the higher the baseline eGFR was, the 
more easily SCr after imaging examinations increased 1.5 
folds to diagnose AKI.

However, our research has several limitations. First, a 
large number of children who underwent CT/MRI but 
had insufficient pre- or post-CT/MRI SCr data within a 
specific time window were excluded from our research, 
which may have affected our findings. Second, this 
cohort did not include sufficient children with a base-
line eGFR < 60 mL/min/1.73 m2, so an analysis stratified 
by baseline eGFR was not performed. Third, in contrast-
enhanced CT/MRI, the exposure dose and type of con-
trast media used differed among anatomic sections, but 
the dose‒response relationship between exposure to 
contrast media and AKI was not considered due to a lack 
of detailed information. Fourth, information bias and 
admission rate bias cannot be ignored in this single-cen-
ter retrospective cohort study. Beijing Children’s Hospital 
is a tertiary general children’s hospital with the highest 
comprehensive strength in China, so the admission rates 
of rare diseases in Beijing Children’s Hospital are signifi-
cantly higher than other children’s hospital in China, for 
example the frequency of type 1 diabetes mellitus appears 
high for children in this study. The routine electronic 
medical record data did not collect the detailed informa-
tion on some clinical parameters such as blood pressure, 
or use of inotropic support etc. Therefore, unmeasured 
confounders may remain, although PS and IPTW analy-
ses were performed to reduce the SMD of confounders 
at baseline among the groups. Meanwhile, PS analysis 
can never fully adjust confounders due to the absence of 
clear indications for enhanced imaging studies. Fifth, the 
children in the cohort did not receive routine hydration 
therapy during the imaging study. If hydrated, a subset of 
the children could potentially be prevented from devel-
oping AKI. Thus, the estimated risk of AKI presented in 
this study might be overestimated. Sixth, although the 
patients with other causes of AKI (such as renal perfu-
sion pressure decreasing induced by acute hemorrhage, 
renal vascular or interstitial lesions, or urinary tract 
obstruction) were excluded in this study, it is complex 
to diagnose the etiology of AKI. It was unavoidable that 
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some possible causes of AKI, happened during these 7 
days, were not taken into consideration in this study, 
which may affected the association between contrast and 
the risk of AKI. Finally, neonates younger than 28 days 
were not included in our research due to the lack of nor-
mal reference intervals of SCr [32].

Conclusions
Therefore, the evidence based on the present study 
reminded us that the increased risk for AKI in hospital-
ized children induced by intravascular contrast should 
not be ignored, especially for patients aged < 2 years old 
or exposed to iodine-based contrast, but it is necessary 
to further validate the association between exposure to 
contrast media and AKI in the prospective study with a 
large sample.
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