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0. 88 —0.97) were independent predictors of thymoma risk ( P <0.001) . The area under the ROC curve ( AUC) of
the maximum CT values on enhancement was 0. 884 with a sensitivity of 68.4% and a specificity of 96.8%; the

AUC of the maximum degree of enhancement was 0. 833 with a sensitivity of 89.5% and a specificity of 72. 6% .

Conclusion Quantitative parameters based on enhanced CT are helpful for the preoperative prediction of thymoma

risk stratification. The predictive efficacy of the maximum CT values on enhancement is superior to that of the maxi—

mum degree of enhancement.

Key words

computed tomography; enhanced quantitative value; prediction; pathological grade; thymoma



* 322 -

Acta Universitatis Medicinalis Anhui 2023 Feb; 58( 2)

DKD N
1
1.1 2019 4 —2020 6
200
T2DM 1999 ( WHO)
. D1 .
;@
36) @
36 © 3
( ARBs)
( ACEI) o
(
2021 -KY-4117-002) o
1.2 . .
. ( systolic blood pressure SBP)
( diastolic blood pressure DBP)
( body mass index BMI) BMI = (kg) / ’
(m®) . 8 ~10 h

( glycosylated hemoglobin HbAlc) .
( fasting bloodglucose FBG) .
( triglyceride TG) .

terol TC) .
protein cholesterol HDL-C) |
( low-density lipoprotein cholesterol LDL-C) .
( blood urea nitrogen BUN) .

( total choles—

( high-density lipo—

( serum creati—

nine Scr) (uric acid UA) o
(
) Lp-PLA2.

/ ( urinary albu—
min/creatinine ratio UACR) , ( esti—
mated glomerular filtration rate eGFR) 2006

MDRD :eGFR =175 x
Ser™! B x ( ) o1 x0.79) ° .
1.3 §
e UACR
( UACR <30 mg/g n =66) .
(30 mg/g<UACR <300 mg/g n =64)
(UACR =300 mg/g n=70) Lp-PLA2

Lp-PLA2  (Lp-PLA2 <104

ng/ml n =66) . LpPLA2 (104 ng/ml < Lp-

PLA2 < 161 ng/ml n = 67) LpPLA2  ( Lp-
PLA2 =161 ng/ml n=67) .
1.4 SPSS 25.0

o x*s

M( Py Py5) Kruskal -Wallis
° n( %) XZ
o Pearson Spearman Lp-
PLA2 :

T2DM

Logistic
( receiver operating characteristic
Lp-PLA2  T2DM
. P<0.05 o

ROC)

2.1
Lp-PLA2

LpPLA2
(P<0.05),
FBG.BUN.Scr.UA. eGFR UACR
(P<0.05) , .
DBP.TG.TC.HDL-C  LDL-C
(P >0.05) 1.
2.2 Lp-PLA2
Lp-PLA2

+SBP.HbAlc.

~BMI.

UACR
(P<0.05) .
HbAlc¢.FBG.BUN.Scr.eGFR  Lp-PLA2
(P<0.05) .
N +BMI. SBP. DBP.TG.TC.HDL-C. LDL-C
UA (P>0.05) 2,
2.3 LpPLA2
T2DM Lp-PLA2
HbA1lc.FBG.BUN.Scer  UACR
(P <0.05) 3.
2.4 T2DM
tic UACR =30 mg/g

- SBP.
eGFR

Logis—
T2DM

( = 1 = O) N A >

BMI.SBP.DBP.HbAlc.FBG.TG.TC.HDL-C.LDL-C
Lp-PLA2 Logistic

: « SBP. HbAlc. FBG Lp-

PLA2  T2DM (P<



Acta Universitatis Medicinalis Anhui

2023 Feb;58(2)

* 323 -

n(nl/n2) M( Py, Py) xxs

(n=66) (n=64) (n=70) (xX*/F/H i
(/) 39/27 35/29 40/30 0.258 0.879
() 54.3+11.0 58.2+12.7 56.5+11.1 1.866 0.157
() 5(1 10) 9(4 12) 12(8 16) “* 23.743 <0.001
BMI( kg/m?) 22.78 +2.24 23.13 £1.47 23.14 £0.92 1.082 0.341
SBP( kPa) 18.09 +1.86 18.62 +2.13 19.15 £2.39" 4.454 0.013
DBP( kPa) 11.31£0.93 11.44 +1.46 11.70 =1.46 1. 866 0.158
HbAlc( %) 8.53+1.89 8.71 £1.42 10.32+1.85"* 21.920 <0.001
FBG( mmol /1) 7.93 +2.46 8.20 +1.20 10.30 £3.47"* 17.237 <0.001
TG( mmol /L) 1.59 +1.27 1.75 +0.89 1.81£1.30 0.631 0.533
TC( mmol /1) 3.91 +1.07 3.98 +0.93 4.03 +0.96 0.237 0.789
HDL-C( mmol /L) 1.14 +£0.25 1.07 +0.33 1.04 +0.31 2.033 0.134
LDL-C( mmol /L) 2.35 +0.96 2.47 +0.81 2.60 =0.69 1.538 0.217
BUN( mmol /L) 5.16 +1.11 5.83+1.91 7.90 £3.417* 24. 642 <0.001
Ser( pmol /1) 63.5+15.4 69.1+15.3 95.2 £59.4" * 14.109 <0.001
UA( pmol /L) 269.5 +78.0 272.6 +90.5 304.4 +84.5"* 3.575 0.030
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UACR( mg/g) 15.20( 12.10 23.29) 81.87(59.71 127.11)©  450.51(380.61 537.64) " *  176.836  <0.001
Lp-PLA2 ( ng/ml) 93.1+26.6 132.6 £31.7" 200.4 +58.5" * 114.617  <0.001
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TG( mmol /L) 1.76 +1.41 1.54 +0.93 1.86 +1.12 1.380 0.254
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Correlation between lipoprotein-associated phospholipase A2

and albuminuria in patients with type 2 diabetes mellitus
Ni Huifang Ding Yuan Fu Qun He Huitian Wu Wenxun
( Dept of Endocrinology The First Affiliated Hospital of Zhengzhou University Zhengzhou 450052)

Abstract Objective To explore the correlation between lipoprotein-associated phospholipase A2 ( Lp-PLA2) lev—
el and albuminuria in patients with type 2 diabetes mellitus ( T2DM) . Methods 200 T2DM patients were chosen
to collect general data and relevant laboratory indicators. According to the urinary albumin/creatinine ratio
( UACR) they were divided into normal group ( UACR <30 mg/g n =66) microalbuminuria group (30 mg/g<
UACR <300 mg/g n =64) and macroalbuminuria group ( UACR =300 mg/g n =70) . On the basis of Lp-PLA2
tertile they were divided into low LpPLA2 group ( LpPLA2 <104 ng/ml n =66) medium LpPLA2 group ( 104
ng/ml<Lp-PLA2 <161 ng/ml n =67) and high Lp-PLA2 group ( Lp-PLA2 =161 ng/ml n =67) . Group differ—
ences were compared by analysis of variance and nonparametric test. Associations between LpPLA2 and other indi—
cators were performed by Pearson correlation and Spearman correlation. Related factors of albuminuria in T2DM pa—
tients were explored by multivariate Logistic regression analysis. In addition receiver operating characteristic
( ROC) curve analysis was applied to evaluate the predictive value of Lp-PLA2 for albuminuria in T2DM patients.
Results Lp-PLA2 was significantly higher in the macroalbuminuria group than that in both the normal group and
the microalbuminuria group and the differences were statistically significant ( P <0. 05) . Compared with the nor—
mal group Lp-PLA2 in the microalbuminuria group increased( P <0.05) . With the increase in Lp-PLA2 tertile
there was gradual increase in UACR  and the difference was statistically significant ( P <0. 05) . Correlation analy—
sis showed that LpPLA2 was positively correlated with duration of DM systolic blood pressure ( SBP) glycosylated
hemoglobin ( HbAlc) fasting blood glucose ( FBG) blood urea nitrogen ( BUN) serum creatinine ( Ser) UACR
and negatively correlated with estimated glomerular filtration rate ( eGFR) ( P <0.05) . Multivariate Logistic re—
gression analysis showed that LpPLLA2 OR =1.046 95% CI( 1.031 1.060) was an independent risk factor for
albuminuria ( P <0. 05) . The AUC of LpPLA2 for predicting albuminuria was 0. 902 95% CI( 0. 862 0. 942)
The cut-off value of Lp-PLA2was 148 ng/ml the sensitivity was 65. 7% and specificity was 98. 5% . Conclusion
Lp—PLA2 is closely related to the albuminuria in T2DM patients which provides a new method for the diagnosis and
treatment of diabetic kidney disease ( DKD) .

Key words lipoprotein-associated phospholipase A2; type 2 diabetes mellitus; albuminuria; urinary albumin/cre—

atinine ratio



