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Abstract: Objective To investigate the correlation between subclinical thyroid dysfunction and diabetic kidney disease
(DKD) in the patients with type 2 diabetes mellitus (T2DM ). Methods A retrospective analysis was performed on 276
T2DM patients treated in Jilin Province FAW General Hospital from January 2019 to March 2021, including 154 patients
with DKD and 122 patients without DKD ( control group). The body mass index ( BMI), glycated hemoglobin
(HbAlc), serum total thyroxine (TT4), total triiodothyronine (TT3), free triiodothyronine ( FT3), free thyroxine
(FT4) and thyroid-stimulating hormone ( TSH) were measured and detected for all patients. The patients were further
divided into normal thyroid function group (n = 188), subclinical hypothyroidism ( SCHypo) group (n =63) and
subclinical hyperthyroidism (SCHyper) group (n=25) according to thyroid function. The influencing factors of DKD
was analyzed by multivariate logistic regression. Results Compared with non DKD patients, DKD patients had a longer
course of disease and higher levels of BMI, fasting blood glucose, Cystatin C, serum uric acid, triglyceride, and TSH
(P<0.05). The incidence of DKD was 54.3% ( 102 cases) in the normal thyroid function group and 69.8% (44 cases)
in the SCHypo group, the difference had statistical significance (X*=4.711,P=0.038) , in the SCHyper group, 32.0%

(8 cases) showed a significant decrease compared to the normal thyroid function group (X*=4.376,P=0.036). The
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logistic regression analysis showed that TSH( OR=0.908, 95% CI:0.838-0.985, P<0.05) and SCHypo( OR=1.060,

95%CI:1.020—-1.101, P<0.05) were independent factors of DKD. Conclusion

independent influencing factors of DKD in T2DM patients.

TSH level and SCHypo may be
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Tab. 1 Comparison of clinical data between two groups

4k DKD 4 DKD 2

g (n=122)  (n=1s4) VXM PH
L[ (%) | 49(402)  46(29.9) 3.9  0.076
WAk [ 4 (%) ] 41(33.6)  55(35.7)  0.133  0.799
[ (%) ] 27(22.1)  38(24.7) 0245 0.670
BILERE[B(%) ] 71(58.2)  96(623)  0.488  0.536
(%) 57.54£10.07 58.36x12.39 0.589  0.556
AR (4R 7.776.29  10.82£7.05 3735 <0.001
BMI(kg/m?)* 25.60:2.74  26.68+3.28 2.680  0.008
FBG (mmol/L)* 10.75£2.79  11.76£3.25 2738 0.007
HbATc(%)* 8.96£2.02  9.11x1.98 0.605 0.546
TC(mmol/L)* S.11:1.19  526x1.34 0959  0.338
In[TG(mmol/L)+1]*  1.0720.43  1.26x0.51 3.304  0.001
HDL (mmol/L)* 1.08:0.26  1.10:0.21 0590  0.556
LDL-C(mmol/L)* 3.20:0.94  331x091 0.147  0.883
C i (nmol/L)* 0.80£0.41  0.75:0.35  1.089  0.277
Lel SUA(pmol/L) ]*  2.43x0.17  2.49x0.12  3.890 <0.001
FT3(pmol/L)* 4.13:0.50  4.06:0.68 0.877  0.381
FT4( pmol/L) * 13225222 13.36:1.74 0.573  0.567
J/TSA(mI0/mL) " 1.49£0.71  1.69:0.89  2.014  0.045
Cys C(mg/L)* 0.77:0.21  0.95:0.34  4.890 <0.001
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Tab. 2 Logistic regression analysis of thyroid
hormone and DKD

LIPNY e B OR{H  Wald 95%CI P
FT3 KAERT -0.167 0.847  0.771 0.584~1.228 0.380
KIEJG -0.223 0.800 0.760 0.484~1.321 0.383
FT4 #IERT  0.036  1.036  0.330 0.918~1.170 0.566
KIEJE  0.059 1.061  0.520 0.903~1.246 0.471
TSH KIERT -0.307 0.735  3.958 0.543~0.995 0.047

#ZIEJE -0.096 0.908  5.433 0.838~0.985 0.020

&3 DKD 5Ll AR HUR AR D RE S B 69 [ U730 Hr
Tab. 3 Regression analysis of DKD and
subclinical thyroid dysfunction

FUR IR T BE 5 B OR{H Wald
SCHypo KERT 0.033 1.034  4.626
®IFJG 0.058 1.060  8.982

95%CI P18
1.003~1.066 0.031
1.020~1.101 0.003

SCHyper MIERT 1.322  3.750 8.445 1.538~9.145 0.004
#IEJG 0.903 2.467 2.873 0.868~7.009 0.090
RIS i I
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