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Abstract

Objective: The incidence of diabetes and diabetic kidney disease is increasing day by day. Diabetic
kidney disease is an important factor in the pathogenesis of end-stage renal disease, and diabetic
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kidney disease is first manifested as increased urinary albumin excretion. This article studies the
relationship between PTH, FT3 and dominant proteinuria. Methods: A total of 514 patients with
diabetic kidney disease who were hospitalized in the Affiliated Hospital of Qingdao University
from 2019 to 2020 were selected and divided into the microalbuminuria group (random UACR
30~300 mg/g) according to urine protein excretion, a total of 322 patients; dominant proteinuria
group (Random UACR > 300 mg/g), 192 digits in total. Logistic regression was used to analyze the
relationship between PTH, FT3 and dominant proteinuria. Results: Binary Logistic regression in-
dicated that PTH and FT3 were risk factors for dominant proteinuria, PTH (OR = 1.012, p = 0.002),
FT3 (OR = 0.718, p = 0.017). Conclusion: PTH and free T3 are the risk factors for dominant prote-
inuria. The increase of PTH and the decrease of free T3 have early prompting significance for the
increase of proteinuria.
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1. T48

WEIRI R IR IEAE BT, EHR SN E R R EE . AERE, BTZaMNESE, ikt
TR ARG T30, WA S R B O IR S, DRI SRS Tl AR 7 (0 CARAR Mgt g . b4k, R
T S F T RIERT AN N S H S BRI ™ BRI o HE AT 2014 SEAERA 4.22 ACHEE N EABEIR, 1M 1980
X7 1.08 12 H34% WHO #e B 1980 LAk, A BRWE JRI Lo 22 A4E B 4.7% E T3 8.5%.
WEPRIF 2 S WU R ARER B, Hrp RO, X, B, i, WA ERi.
2017 = 4Bk HE P BE PR 995 5 95 (DK D) 55 14 2B %0 15.48/1000, 4 PE B %A 16.50/1000, 51 DKD &
FHCT LA 219,450.7, d K CKD ZET- B 1 34%, PN 206,848.9, (5K CKD LT B 1 36% [1].
DKD 35 29 5 R 1 20%~40%, F Hidt g N ESRD (KIS W), ZEHT B0 FELEEH[2].
M 2000 FF] 2015 4, HE PRI 3 ESRD 4R i 375.8/8 Jidt N 10160/H Ji[3].

DKD 5 & IR R 2247 1E B JR A 5 A HEM 2R (urinary albumin excretion rate, UACR) & Fl(8l) 15 /N ER
JEId # (glomerular filtration rate, GFR) FF&. [ HERR A CKD i ) IG R 2. 8% A 9BEHLIR
UACR > 30 mg/g AJR AR AHEMIEIN[4]. 1983 £E Mogensen 25 N HEHY 1 FUBE LRI £ 8111 5 ANBYEL, B
1) BIEARRIE K. 2) B/ANEREMME I REIEE . 3) MEEAKIE. 4) BHEEAKNA. 5) ZREE W
[5]. DKD H R 12 Wi 3T BRI AH G105 T 14 @ SV B2 0038, FORBE NS Wit & brite . 0 2%
ARG 1 RIEREIGE, 2 FREY 9K, 3 R, 4 Sk RN E/NEREEGEE6]. PTH J FT3 VPAfHE
SR DKD 238 (1 bRk 07 1 [ A A DA RS, AW S ERTT PTH M FT3 5 S8 AR A ek

2. NG E

1) WHFRNRE: EH “BEIEZ” %H 2019~2020 54175 i K2 MR B Be A - s RHERE, HBEe B s
“2 TUBEPRIE . CWEIRIEI T RS, JFHERRFEER<18 5i>80, 1 BUMERE, AR, B
Wi, TEEATE BN, CBUERRE, GOUUESE, feTEO . ZRIVEIGMSE, it 514 AR, IR
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SEHCEPE . ARYE 2020 AR E 2 BUBEIRIEIT VA TR, K 514 AL SRR AHE IR 2 A HEIE A R B B R 2L (B
Bl UACR 30~300 mg/g), #t 322 {74 WikE A RHAPFEN. UACR > 300 mg/g), FL 192 fi7. %77 R
(FRRFRET) Wit HEEHREMIBERGFEZ Rt .

2) i BEMANENESHOEN . £, BML. BUEL. WHE. k. EatEna
FEERE MRS ZSHE C BE SRR & ML 20 2 A JRIME B & A/ WL S (& UL (Cr)~ & JRBR(UA)-
PRI E C. SJHMEEL(TCHC). Hl =MR(TG). K% ENRE B (LDL-C). =% /li & H(HDL-C). ¥iF BN i
BR(FFA). IMA%5. M8, M8k, HURSEIRMEPTH). 2RI (TSH). 35 B = R SR &0 B2 (FT3).
Ui R IR 22 (FT4) % .

3) GiitiEabE. NH SPSS 24.0 BAFHEAT G, A BRIV ARG ARAR, S HdE Bh 2k LU A5
BINT 10%. tFETRH X £5 Fon, A CBCR MR ¢ 5050 THEET R R RS, #or
[l A7, S Logistic [B1J977¥%, 404t PTH. FT3 5E AR Z AR EAEM M, Plp<0.05 hZERA
Bt L.

3. &R

1) AN ESHE A TERR L. R A RAS B A ARG RRHE LR 1. EEAR
R 52.2%, ik 47.8%; WA A IRAL T Mk Y 54.2%, &tk 45.8%, KRR 7 = 0.192,p = 0.661,
TGt . WALER . BMIL B, Uk4ilE. #F5KIE. M. HbAle, M8 C k. MBS
. OH e, SRR . MEE. M. TSH WRZER LS #= L. B UACR 48, PTH. JIEF. /R
2. BEE C. TCHC. LDL-C. HDL-C. %5, FT3. FT4 W ZRH LT EE L. MERARAFIR
FIRTCHERAN 11.5%, SV AR TR S AR RN 21.4%, KK =9.091, p=0.003, HEit

2) WHEEARMEREZE: It Logistic [FIHER, PINEZEN BML. EEL. F8. IR C k.
HURSF IR R . IR ERR R A (RARIREER . BHERE, 45, FT3. FT4; WARNEEARIEEA
fR. HZ5E PTH (OR=1.012, p=0.002). IM45(OR=0.168, p=0.030). FT3 (OR=0.718, p=0.017),
R 2,

Table 1. Clinical characteristics of microalbuminuria group and dominant proteinuria group

F* 1. MERAKAESEMEBKAIRKFE

e R BHEEARHA p
n 322 192
FEW(D) 61.72+10.82 62.85+11.11 0.258
PEGI(T3 1 5 L) 52.2% 54.2% 0.661
BMI (kg/m?) 2522+4.12 25.24+3.38 0.930
JEVE L 0.96 +0.08 0.95 £0.06 0.197
K4 £ (mmHg) 138.95 £ 19.08 140.81 +19.25 0.287
#7 7k (mmHg) 7821+ 11.49 7734 +10.52 0.395
25 B L KE (mmol/L) 8.08 +2.89 7.82 £3.08 0.338
HbAlc (%) 8.91 +1.98 8.96 +2.03 0.805
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Continued
i C fk(nmol/L) 1.53 +1.41 135+1.21 0.188
7 B 5 25 (ulU/mL) 13.04 £23.57 14.25 +33.03 0.630
UACR (mg/g) 103.61 + 68.14 1944.08 + 2306.65 <0.001
Cr (umol/L) 73.52 £29.80 106.17 £ 55.14 <0.001
UA (umol/L) 331.22 £ 100.11 383.42 + 104.40 <0.001
iz C 1.08 +0.31 1.45+0.60 <0.001
TCHC (mmol/L) 458 +1.28 5.15+1.70 <0.001
TG (mmol/L) 1.88 £2.28 2.26+2.97 0.100
LDL-C (mmol/L) 2.62+0.93 3.02+1.16 <0.001
HDL-C (mmol/L) 1.26 +0.34 1.32+0.40 0.060
FFA (mmol/L) 0.42 +0.23 0.39+0.22 0.113
Ca (mmol/L) 227+0.12 2.23+0.14 0.002
Mg (mmol/L) 0.85+0.45 0.86 +0.09 0.161
P (mmol/L) 1.17+£0.19 1.19 £0.20 0.201
PTH (pg/mL) 36.98 +£21.46 45.13 +30.58 0.001
AR 55 IR R otk 11.5% 21.4% 0.003
TSH (ulU/mL) 2.10+1.81 2.42+221 0.071
FT3 (pmol/L) 4.17+1.28 3.75+0.68 <0.001
FT4 (pmol/L) 15.44 +3.19 14.62 +2.67 0.003
Table 2. Binary logistic regression
%% 2. =7t logistic [E)3
B SE Wals Df p OR
BMI 0.032 0.029 1.227 1 0.268 1.032
JEE Lt -2.115 1.439 2.161 1 0.142 0.121
GRS 0.016 0.009 3.113 1 0.078 1.016
C ik —0.104 0.082 1.590 1 0.207 0.901
FRSS BRI R 0.012 0.004 9.295 1 0.002 1.012
s EEEA 0.211 0.162 1.698 1 0.193 1.235
TR RIS R 0.023 0.051 0.195 1 0.659 1.023
A L[] 0.138 0.115 1.443 1 0.230 1.148
M4 -1.785 0.823 4704 1 0.030 0.168
FT3 -0.332 0.139 5.668 1 0.017 0.718
FT4 -0.027 0.040 0.455 1 0.500 0.973
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4. ¥W1ig

DKD &8l R 7™ B [ AR, HA2 tH G ) 520 ESRD (32 B2 R o 78 FRAT 71 TR Wt i
Forp, A A PRAUAE LT R B R A AR IS UL . S RER . BRI R C. SRR, K
FEEMRE A 45, PTH. FT3 M FT4. Logistic [FIH45 R EoR, & PTH. RIS K FT3 AT RE N R IEE
FURMIER R ZR . BTSN, PTH FhmrE8 v B e B3 vp R W, I BT &S R (L FE i R 2%
FORIBET- A K[ 7], {HZTE DKD H, PTH 5EARMKRIBDH AT . HARS IR & HR S IR+
AR WA 2 KSR, F BRI A AR, RIS &, B TR IS BULE BE
i A A< 3 00 2 FFOIR 55 R 2% 2 b B I 0 S 50 F0 o kR FROIR IR ML A 7Tk S5 DL P S B0 45 B 38 MR IS
R, BIeeifif vD 6z . RNt RER, BTSRRI AU, BT, s
BRI /D, M 4k 2 1 51 IR 55 R 2K 0 WA (8. e W I SE T LA B o afn 2 K 2T 4 4 e AR K R T
23(FGF23)#f, 0] 1,25(0H)2D3 A . B /NERJE 2 fR (AN M35 25(OH)D3 & KPR #17& 1% VD &
H[9]. FGF23 %2k Klotho(s-Klotho) [ E A4, & FGF23 421k . s-Klotho F53-Wh T X Ml ¥ 1%
Klotho, 1EN—FMAWKE T, Z 537N K40 — S A B E R, DRAF N R SE BEFaE v, T P 45
Fazs, LA 40 i o iR 5 A S RAEE KN -1 {55 . S-Klotho /KR 18 (A HEME R IE IR 4
B4 eGFR MG . FGF23 /K FA m 2Rl 2 p s — N5, ILLE HUIR 55 R Ak ik 28
KT Z BT - UACR J = i FGF23 7K FF 5y, 9 B T 55 (1) FGF23 1] B84 0 Klotho JE R Rk [10] [11],
Klotho ZRiA 1 A& BT FGF23 /K P48 g3 I o - e B 00005 SO SR Sdb 47k R 55 IR 26, B S VD A 5244
Tk D, AR A R A FUIR S BR A A5 AR [ 12]. 76 20 83 b RV Il LU 22 S B4 243 30,
A MAS L 22 A Gt R X, PTH AR ZER, HRWE QRN T & O R B FOIR
S5 BRI RETCHENE R B i . ATy DKD 51 S 100 S B A 25, M5 FEAS, A2 PTH T,
PTH 275 DKD &4 ([ R HA & Lo

AT AL, 18 B 2 5 BRI BRI 13, A NS A& 7E ESRD A HURIRIh AEIGE A7
IR RIFATZH[14]. ESRD ¥ FT3. FT4 (&M%, TSH FF[15]. XA AENFITIAE 2, Ha
WA, — Tt DKD & AH LT DKD &4 TSH FH&, FT3 B, HAR T3 i &MEFME
I R R R i %8 By, HL TSH 5 PR 8 /WU 2 IEAH G 16] 53— DA 58 R B TSH 1 FT3 & 2 &Y
BEPRIR DKD K95 FIA R R F[17]. AERATXIAFFR A+, TSH A %25 LS # % L, FT3. FT4
75 5 B A R AR B T 1o B A SR A, H Togistic [A1 VT 3275 L3 FT3 BN B R ARG R & .
AT R BRATT BB S R AEBR ESRD B BUE %, {GRIN FT3. FT4 [, TSH oM 2481k,

5. &hig

Zi FATIR, PTH JFiE M FT3 FEKAI AN DKD SR AR GKINE. 113 PTH & & FT3 BHIK,
$#78 DKD S nl5eit o N B E R AR . X DKD &3 BT 1A Bh T HL8% & A PR B AE 2% iE N 2R 115 9
B
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