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Effect of serum uric acid on the incidence of contrast-induced nephropathy in

patients with coronary heart disease complicated with diabetes mellitus
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[ ABSTRACT ]

Serum uric acid;

induced nephropathy (CIN) in patients with coronary heart disease complicated with diabetes mellitus.

Contrast-induced nephropathy ;

Risk factors;  Coronary heart disease;

Aim To investigate the relationship between serum uric acid on admission and incidence of contrast-

Methods A

total of 150 patients with coronary heart disease complicated with diabetes mellitus were divided into two groups: control

group (n=95) and increased serum uric acid group (n=>55).

groups and the risk factors of CIN were analyzed by Logistic regression.

The incidence of CIN was compared between the two

Results The incidence of CIN in 55 patients

with increased serum uric acid was 27.27% (15/55) ,and it was significantly higher than that in patients with normal serum

uric acid [ 10.53%(10/95) , P=0.008].

Multivariate Logistic regression analysis revealed that the independent risk fac-

tors of CIN were serum uric acid (OR 1.007, 95% confidence interval; 1.001 ~1.013, P=0.014) and contrast dosage

(OR 1.035, 95% confidence interval ;

1.017 ~ 1.054, P =0.000).

Conclusion Increased serum uric acid on

admission is independently associated with higher risk of CIN among patients with coronary heart disease complicated with

diabetes mellitus.
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Table 1. Comparison of general information between the

two groups

WM mL?iﬁifjiéﬂ ml}iﬁ%%ﬁ P
(%) 61.79+11.73 61.25£9.94  0.767
LB %) ] 55(57.89) 24(43.64)  0.092
BMI(kg/m?) 25.72+1.80 26.37+2.64  0.108
MR B(%) ] 66(69.47) 36(65.45)  0.611
AR (%) ] 32(33.68) 25(45.45)  0.152
LVEF( %) 56.72+1.42 56.73x1.80  0.525
ABERT SCr( wmol/L)  85.52+12.93  85.73+11.96 0.922
LDLC(mmol/L) 2.72+0.53 2.85+0.60  0.160
HbAlc(%) 7.57%1.15 7.48+0.86  0.604
hs-CRP(mg/L) 2.63+1.12 2.95+1.57  0.139
&R H A (mL) 105.71+51.26  124.09+59.19 0.057
PCI AR #(%) ] 28(29.47) 26(47.27)  0.029

22 ARIE3 X7 KSCr GENEER SCr EEE
ARJG 3 K SCr 3 A BT & A G242 XL,
RJG 7T K SCr BWABER T B AT ¢ 25 (£ 2),

R2. RF3XMARE 7 X5 N SCr tbi

Table 2. Levels of serum creatinine on admission, on the
3th day and 7th day after PCI or CAG

| SCr( pmol/L)
ABEHT 85.59+12.54
RIF 3 K 94.06+15.98"
ARG TR 85.90+13.43

a} P<0.05, 5 ABehf HbEs
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Table 3. Single factor Logistic regression analysis of the risk
factors for CIN

M=% FIHZR%  OR 95%CI P

RIS -0.009  0.991  0.954~1.031 0.665
H ik 0.161 1.175  0.359~2.020 0.715
BMI 0.038 1.038  0.854~1.262  0.706
% A -0.069  0.934  0.382~2.281  0.880
o IR 0.000 1.000  0.398~2.511  1.000
HbAlc 0.169 1.184  0.798~1.758  0.402
1ML PR PR 0.008 1.008  1.003~1.013  0.001
hs-CRP 0.340 1.405  1.019~1.937  0.038
LDLC 0.715 2.044  0.889~4.701  0.092
A = 0.027 1.027 1.017~1.037  0.000
LVEF -0.130  0.878  0.648~1.189  0.400
PCI R -2.097  0.123  0.045~0.333  0.0000
ABERF SCr - -0.021 0979  0.945~1.105  0.253
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Table 4. Multivariate Logistic regression analysis of the risk
factors for CIN

FS FIHEREH  OR 95%CI P
IR PR 0.007 1.007 1.001~1.013  0.014
hs-CRP 0.164 1.178  0.764~1.815  0.458
15 R 0.035 1.035 1.017~1.054  0.000
PCI R 1.275 3.579  0.453~28.288 0.227
3 3 ik
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