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Correlation between ABI,Cys C and diabetic kidney disease

in patients with T2DM "
FANG Yiqun',LIU Jianying*
(1. Department of Endocrinology sJingdezhen First People's Hospital ,Jingdezhen ,
Jiangxi 333000,China ;2. Department of Endocrinology sthe First Affiliated Hospital
of Nanchang University , Nanchang ,Jiangzxi 330006,China)

[Abstract] Objective To explore the correlation between ankle brachial index (ABID), cystatin C (Cys
C) and diabetic kidney disease (DKD) in patients with type 2 diabetes (T2DM). Methods Clinical data of 265
patients with T2DM who were admitted to the Department of Endocrinology and Nephrology of Jingdezhen
First People's Hospital from September 2017 to December 2019 were retrospectively analyzed. According to u-
rinary albumin excretion rate (UAER), they were divided into three groups: the normal albuminuria group
(n=107) ,the microalbuminuria group (n =111), and the macroalbuminuria group (n =47). Compared the
general data and clinical biochemical index data of each group. Results Compared with the normal albuminu-
ria group, systolic blood pressure (SBP), high density lipoprotein-cholesterol (HDIL-c),low density lipopro-
tein-cholesterol (LLDL-¢) ,UAER.blood urea nitrogen (BUN) , creatinine (Cr) ,estimated value of glomerular
filtration rate (eGFR) ,ABI,Cys C index in the microalbuminuria group had statistically significant difference
(P<C0.05). Compared with the normal albuminuria group,BMI, SBP,diastolic blood pressure (DBP) , triacyl-
glycerol (TG),HDL-c,LDL-c,UAER,BUN,Cr,eGFR,ABI,Cys C index in the macroalbuminuria group had
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statistically significant difference (P<C0. 05). Compared with the microalbuminuria group,there were statisti-
cally significant differences in SBP,DBP,{asting blood glucose (FPG), TG, UAER,BUN,Cr,eGFR, ABI,and
Cys C in the macroalbuminuria group (P<C0.05). ABI was negatively correlated with SBP, UAER,BUN and
Cr,and positively correlated with HDL-c and eGFR (P <C0. 05) ; Cys C was positively correlated with SBP,
DBP,UAER,BUN,Cr and TG,and negatively correlated with eGFR (P <C0. 05). The results of multivariate
logistic regression analysis showed that the course of T2DM,BMI, hemoglobin Alc (HbAlc),SBP,total cho-
lesterol (TC),Cr,BUN,Cys C levels increased and DBP, HDIL-c, ABI levels decreased were independent risk
factors for DKD occurrence (P<C0. 05). Area under the receiver operating characteristic (ROC) curve for ABI
combined with Cys C to judge abnormal urine protein was 0. 824, the sensitivity was 88. 4 % ,and the specifici-

ty was 80.4%. Conclusion ABI,Cys C and are correlated to the occurrence of DKD,and the combined deter-

mination of these two indicators could increase the sensitivity and specificity of DKD screening.
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HbAlc(z %5, %) 10.174:2.52 9.83+£2.41 9.784+2.38
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PO, AT A N ER R A B I AR /N BRE f
JINGE LT RE 58 4 Bk J WSO R 43 ide L 4 B /NER H B R
WG, M8 2R sp Cys C /K SF B Al B B 7+ & . H Al
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