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Abstract: Objective To explore the value of dynamic evaluation of thrombus-related factors for predicting thrombotic risk in
diabetic nephropathy (DN) patients. Methods A retrospective study was conducted to select 98 patients with DN who were
treated in Cangzhou Hospital of Integrated TCM-WM from January 2020 to September 2022. Follow-up was conducted after
treatment, with the occurrence of deep vein thrombosis as the observation endpoint. Finally, 96 patients obtained follow-up
and were divided into thrombosis group (n=21) and a non-thrombosis group (n=75) based on the presence or absence of
thrombosis. The clinical data of patients were collected, and the influencing factors of prognosis of DN patients were analyzed
by univariate and multivariate logistic analysis. Receiver operating characteristic (ROC) curve was used to evaluate the
predictive value of thrombus-related factors [thrombin antithrombin complex (TAT), plasmin-a-2-plasmin inhibitor complex
(PI1C), tissue plasminogen activator/plasminogen activator inhibitor-1 complex (t-PAIC) and soluble thrombomodulin(sTM)] for
thrombotic risk in DN patients. Results There were no significant differences in general information, duration of diabetes,
glucose metabolism, lipid metabolism and renal function between the two groups (£>0.05). The differences in prothrombin
time (PT), activated partial thromboplastin time (APTT) and D-dimer (D-D) between the two groups were statistically
significant(P<0.05). In the thrombosis group, the levels of TAT, PIC, t-PAIC and sTM before and after treatment, the difference
between pro-treatment and post-treatment, and the variation coefficient between pro-treatment and post-treatment were all
increased compared to the non- thrombosis group (P< 0.01). Multivariate logistic regression analysis showed that the
increased variation coefficients of PAT, PIC, t-PAIC and sTM (OR=3.367, P=0.010; OR=19.106, P=0.042; OR=4.313, P=0.005;
OR=9.389, P=0.003) were the independent risk factors affecting the thrombotic risk in DN patients. The ROC curve results
showed that the AUCs of the variation coefficients of TAT, PIC, T-PAIC and sTM in predicting the thrombotic risk in DN patients
were 0.818, 0.806, 0.873 and 0.825, respectively. Conclusion Elevated levels of thrombus-related factors are the independent
risk factors for thrombosis in DN patients, and TAT, TM, PIC, and t-PAIC can be used as important indicators to predict their

thrombotic risk.
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Diabetic nephropathy (DN) refers to the specific
pathological structure and function of the kidney caused
by the changes of the kidney and the impact of diabetes
on the kidney in diabetic patients (including type 1 and
type 2), and it is also one of the main causes of end-stage
renal disease (ESKD) [1]. Evidence suggests that DN
patients manifest premature atherosclerosis and more
extensive vascular diseases, making them more prone to
plaque rupture and thrombosis [2]. In addition, DN
patients exhibit a higher tendency for thrombosis due to
high platelet reactivity, increased activation of
thrombogenic factors, and reduced fibrinolysis [3].
However, there are currently no accurate, effective, and
highly sensitive indicators to evaluate changes in
coagulation function in early DN. Recent studies have
confirmed that thrombin antithrombin complex (TAT),
plasmin-a2-plasmin inhibitor complex (PIC), tissue
plasminogen activator/plasminogen activator inhibitor-1
complex (t-PAIC), and soluble thrombomodulin (sTM)
are novel indicators of early changes in the vascular
endothelium, coagulation, and fibrinolysis. These
indicators can be wused for early diagnosis of

thromboembolism, risk assessment and efficacy
evaluation of thrombosis in high-risk populations, as well
as screening for thrombosis risk in healthy individuals [4].
Therefore, the author hypothesizes that these four new
coagulation function indicators have already changed in
the early stage of DN and can predict the risk of bleeding
in DN. This study retrospectively analyzed the changes of
these four new indicators in DN patients and discussed
their application in predicting the risk of thrombosis in
DN.

1 Data and Methods
1.1 Clinical Data

Inclusion criteria: (1) Meeting the diagnostic criteria
in the "Expert Consensus on Prevention and Treatment of
Diabetic Nephropathy (2014 Edition)" [5]; (2) Age
ranging from 18 to 75 years old; (3) Glycosylated
hemoglobin (HbAlc) level between 7% and 10%; (4)
Microalbuminuria/creatinine ratio (mAlb/Cr) > 30
mg/(g*24 h).
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Exclusion criteria: (1) Type 1 diabetic patients; (2)
Patients with hypoglycemic coma, diabetic ketoacidosis,
hyperosmolar non-ketotic coma, or acute diabetic
complications; (3) Fasting blood glucose>13.3 mmol/L;
(4) Total bilirubin>2.5 times the normal value; (5) Male
patients with serum creatinine>133 pmol/L, female
patients>124 umol/L; (6) Patients with a history of
hypertension, drug abuse, alcohol dependence, or drug
allergy; (7 Patients who have taken
angiotensin-converting enzyme inhibitors, angiotensin
receptor blockers, or anticoagulants within the past 3
months.

1.2 Research Protocol

1.2.1 General Information

After approval by the hospital ethics committee
(2023259) and obtaining informed consent from all
patients and their families, 98 patients with DN treated at
Cangzhou Hospital of Integrated TCM-WM from January
2020 to January 2022 were selected as the research
subjects. Based on the results of ultrasound and CT
examinations, patients were divided into thrombosis and
non-thrombosis groups according to whether they had
thrombotic events (such as cerebral embolism, pulmonary
embolism, renal artery-vein thrombosis, limb thrombosis,
and mesenteric thrombosis). At the same time, according
to previous literature reports and clinical references,
baseline-related data of patients were collected to analyze
the risk factors for thrombosis in DN patients.

1.2.2 Treatment Protocol

All patients were treated according to the Expert
Consensus on Prevention and Treatment of Diabetic
Nephropathy (2014  edition) [5]. Patients were
administered dapagliflozin (AstraZeneca Pharmaceuticals,
National Medicine Permission No. HJ20170119), 10
mg/time, gd., and valsartan capsules (Beijing Novartis
Pharmaceuticals, National Medicine Permission No.
H20040217), 80 mg/time, gd. On this basis, patients'
blood sugar was reasonably controlled (choosing oral
hypoglycemic drugs or insulin therapy based on various
factors such as the patient's blood sugar level, to maintain
fasting blood glucose < 7 mmol/L), and their blood lipids
were controlled (using statin drugs to bring blood lipids
to normal range). Meanwhile, health education was
provided to cultivate healthy living habits.

1.3 Observation Indicators

All patients were drawn 5 mL of venous blood in the
morning, and the blood sample were placed at room
temperature for 30 minutes, centrifuged, and the
supernatant was taken for testing: (1) Biochemical
indicators such as fasting blood glucose (FBG), glycated
hemoglobin ~ (HbAlc),  high-density lipoprotein
cholesterol (HDL-C), low-density lipoprotein cholesterol
(LDL-C), triglyceride (TG), total cholesterol (TC), blood
urea nitrogen (BUN), and serum creatinine (Scr) were
detected by Beckman Coulter Chemistry Analyzer; (2)

24-hour urinary microalbumin excretion rate (UAER)
was detected using IMMULITE 1000 Immunoassay
System (Siemens); (3) Prothrombin time (PT) and
activated partial thromboplastin time (APTT) were
detected using AutoCimo C6000 automatic coagulation
analyzer; (4) D-dimer (D-D) was detected using
DGS5035A enzyme-linked immunosorbent assay detector;
(5) TAT, PIC, t-PAIC, and sTM were detected using
Wondfo FC-302.

1.4 Follow-up and Thrombosis Risk Assessment

After treatment, patients were followed up for 1 year.
According to the diagnostic criteria for deep venous
thrombosis in the Guidelines for Diagnosis and Treatment
of Deep Venous Thrombosis (third edition) [6], patients
with DN were assessed for the occurrence of thrombosis.
The observation endpoint was the occurrence of deep
venous thrombosis in patients. If no endpoint event
occurred during the follow-up period, the final follow-up
cut-off event was taken as the observation endpoint. The
follow-up method was to review the medical records in
the inpatient and outpatient electronic medical record
system or by phone, and the follow-up cut-off date was
January 1st, 2023.

1.5 Statistical Methods

Epidata was used for data entry, while SPSS 22.0
was use for data analysis. Measurement data were first
tested for normality, and data with normal distribution
and homogeneity of variance were expressed as x =s.
Group f-test was used for comparison between groups,
and ¢ test was used for unequal variances. Count data
were expressed as n(%), and chi-square test was used.
Multivariate logistic regression analysis was performed
on all variables without collinearity, and ROC curves
were plotted to evaluate the predictive value of
thrombus-related factors on the risk of thrombosis in DN
patients. P<0.05 was considered statistically significant.

2 Results
2.1 Follow-up Results

By January 1st, 2023, 96 patients were followed up,
among which 21 cases (21.88%) developed thrombosis
and were classified as the thrombosis group, while 75
cases (78.12%) without thrombosis were classified as the
non-thrombosis group.

2.2 Comparison of Clinical Data between the Two
Groups

There was no significant difference in general data,
FBG, HbAlc, insulin resistance index, serum cystatin C,
uric acid, BUN, SCr, TG, TC, HDL-C, LDL-C, 24 h
UAER, and eGFR between the two groups (P>0.05).
However, the APTT and TP levels in the thrombosis
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group were lower than those in the non-thrombosis group,
while the D-D level was higher, with a significant
difference (P<0.05) [Table 1].

Tab.1 Comparison of clinical data between two groups

(X +s)

. Thrombosis group Non-thrombosis  #/’
Clinical data (n=21) group (n=75) Value P Value
‘Age (years) 61.36+5.38 59.1045.95  1.569  0.120
Gender [n (%)] 0.084  0.120

Male 8 (38.10) 26 (34.67)

Female 13 (61.90) 49 (65.33)
BMI (kg/m?) 25.33+3.42 24.16£3.09 1498  0.137
(S,,‘/‘:;’]k'"g [ 14 (66.67) 52(69.33) 0054 0816
Course of 11.53+1.76 10.83+1.52  1.801  0.075
diabetes (years)
SBP (mmHg) 114.71+3.87 112984346 1973  0.051
DBP (mmHg) 63.26::4.54 61484359  1.891  0.062
FBG (mmol/L) 6.05+1.05 5.9120.98 0570 0.570
HbAlc (%) 9.49+2.11 8.36+2.37 1.975  0.051
HOMA-IR 3.79+0.81 3.54+0.77 1300 0.197
CysC (mg/L) 2.43+0.71 2.1120.67 1.910  0.059
Uric acid 323.80+£77.51 299.56+63.98  1.464  0.147
(umol/L)
BUN (mmol/L) 8.47+2.82 8.162.25 0527 0599
SCr (umol/L) 75.36+23.61 72.92421.65 0448  0.655
TG (mmol/L) 2.23+0.62 2.10+0.51 0984  0.328
TC (mmol/L) 4.542121 4.42+1.18 0410  0.683
HDL-C 1.43£0.35 1514048 0711  0.479
(mmol/L) : ’ ’ : ’ )
LDL-C 3.2740.81 3.15:0.76  0.630  0.530
(mmol/L)
24hUAER 414.09£102.13  377.13481.14  1.740  0.085
(pg/min)
eGFRImL/(min- ) (1,15 50 69.77£10.57 1911  0.059
1.73m?)]
APTT (s) 31.965.44 34724557 2013 0.047
PT (s) 14.24+2.00 15.67£3.13 2524 0.015
D-D (ng/mL) 1.09£0.21 0.99+0.20 2016 0.047

2.3 Comparison of Thrombosis-Related Factors
between the Two Groups

The levels of TAT, PIC, t-PAIC, sTM, their differences

before and after treatment, and their coefficients of
variation (CV) before and after treatment in the
thrombosis group were all higher than those in the
non-thrombosis group, with a significant difference
(P<0.01) [Table 2].

Tab.2 Comparison of thrombus related factors between two

groups (X +s)

Item Thrombosis .
Non-thrombosis
group _ tvalue P Value
(n=21) group (n=75)
TAT Pre-treatment 18.46+4.27 15.28+3.86 3.260 0.002
(mg/L) Post-treatment  25.07+5.12 20.14+£3.39 4.164  <0.001
D-value 6.79+1.44 5.36+0.94 4.301  <0.001
CV (%) 35.8149.04 25.26+4.37 5.181  <0.001
PIC Pre-treatment 1.48+0.21 1.11£0.29 5.451 <0.001
(ng/mL) Post-treatment 2.95+0.65 2.04+0.52 7.692  <0.001
D-value 1.34+0.28 0.93+0.24 6.680 <0.001
CV (%) 90.54+10.26 74.08+6.67 6.952  <0.001
t-PAIC  Pre-treatment 7.92+1.14 7.01£1.02 3.521  0.001
(ng/mL) Post-treatment 19.12+1.61 15.94+1.73 7.554 <0.001
D-value 11.87+1.16 9.92+1.49 5.542  <0.001
CV (%) 10934 139001045 8504 <0.001
sTM Pre-treatment 7.62+0.57 7.16+0.38 3.488 0.002
(TU/mL) Post-treatment  14.81+1.26 12.92+1.65 4.860 <0.001
D-value 7.32+0.73 6.59+0.59 4.735  <0.001
CV (%) 99.36+6.38 84.24+7.34 8.570  <0.001

2.4 Logistic Regression Analysis of Risk Factors
Related to Thrombosis Risk in DN Patients

With thrombosis occurrence as the dependent
variable (0 for no thrombosis, 1 for thrombosis), and
statistically significant variables (actual measured values
of continuous variables) in Tables 1 and Table 2 as
independent variables, univariate and multivariate logistic
regression analyses were performed. The results of
multivariate logistic regression analysis showed that
increased CV of TAT, PIC, t-PAIC, and sTM were
independent risk factors for thrombosis in DN patients
(P<0.05) [Table 3, Table 4].

Tab. 3 Univariate logistic regression analysis of risk factors of thrombosis in DN patients

Indicators /] SE Wald P Value OR 95%CI
ATPP -0.093 0.048 3.795 0.051 0.911 0.829-1.001
PT -0.166 0.087 3.668 0.055 0.847 0.715-1.004
DD 2.532 1.299 3.799 0.051 12.582 0.986-160.553
TAT CV 1.172 0.294 15.847 <0.001 3.229 1.813-5.749
PIC CV 3.604 1.013 12.651 <0.001 36.750 5.043-267.787
t-PAIC CV 1.279 0.305 17.615 <0.001 3.592 1.977-6.527
sTM CV 1.888 0.492 14.721 <0.001 6.605 2.518-17.325
Tab. 4 Multivariate logistic regression analysis of risk factors related to thrombosis in DN patients
Indicators g SE Wald P Value OR 95%CI
TAT CV 1.214 0.472 6.608 0.010 3.367 1.334-8.498
PIC CV 2.950 1.453 4.120 0.042 19.106 1.107-329.78
t-PAIC CV 1.462 0.517 7.988 0.005 4.313 1.565-11.885
sTM CV 2.240 0.748 8.958 0.003 9.389 2.166-40.695
Constant -44.093 11.409 14.937 <0.001 0.000

2.5 ROC Curve Analysis of Thrombosis-Related
Factors for Predicting Thrombosis Risk in DN

Patients

ROC curve analysis showed that for predicting
thrombosis risk in DN patients, the AUC of TAT CV was

0.818 (95%CI: 0.704-0.932, P<0.01), with a critical
value of 6.965 mg/L, a sensitivity of 57%, and a
specificity of 97%; the AUC of PIC CV was 0.806
(95%CI: 0.698-0.914, P<0.01), with a critical value of
1.322 pg/mL, a sensitivity of 71%, and a specificity of
87%; the AUC of t-PAIC CV was 0.873 (95%CI:
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0.778-0.968, P<0.01), with a critical value of 11.224
ng/mL, a sensitivity of 86%, and a specificity of 84%; the
AUC of sTM CV was 0.825 (95%CI: 0.717-0.933,
P<0.01), with a critical value of 7.088 TU/mL, a
sensitivity of 76%, and a specificity of 81% [Figure 1].
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Fig.1 ROC curve of the predictive value of thrombose-related
factors on thrombotic risk in DN patients

3 Discussion

Hyperglycemia and insulin resistance are the main
metabolic abnormalities in DN, which have been
proposed to lead to a pre-thrombotic state in DN through
a series of events including endothelial dysfunction,
platelet hyperactivity, impaired fibrinolysis, oxidative
stress, and low-grade inflammation. Therefore, timely and
accurate diagnosis of thrombosis is a persistent challenge
for DN patients [7]. Currently, routine laboratory
parameters for coagulation testing, such as PT, APTT,
thrombin time, fibrinogen, D-D, fibrinogen degradation
products (FDP), and coagulation factors, have covered
the coagulation and fibrinolytic systems [8]. However, all
these parameters are passive tests and late screenings
after thrombosis, and they are not sensitive to
pre-thrombotic states and disseminated intravascular
coagulation. Recent studies have found that TAT, PIC,
t-PAIC, and sTM can be used to assess the risk of venous
thromboembolism related to human coagulation, plasmin,
and endothelial function [9-10]. However, there are
relatively few studies on the risk of thrombosis in DN
patients, so this study chose to explore the predictive
value of thrombus-related factors for thrombosis risk in
DN patients, aiming to provide theoretical guidance for
clinical practice.

Thromboembolic  diseases, including venous
thromboembolic diseases (pulmonary thromboembolism
syndrome, deep venous thrombosis) and arterial
thromboembolic diseases (acute coronary syndrome,
atrial fibrillation, stroke, etc.), have become one of the

leading causes of death worldwide [11]. With the
continuous advancement of medical technology, clinical
laboratory tests for thrombosis and hemostasis are
gradually increasing. Related studies have found that
compared with conventional coagulation tests such as PT
and APTT, the four thrombotic indicators can undergo
significant changes in the early stage of coagulation and
fibrinolytic system activation, which is conducive to early
diagnosis and treatment of diseases [12]. At the same time,
Hinton et al [13] found that TAT, PIC, t-PAIC, and
thrombomodulin (TM) were significantly higher in male
thrombotic patients than in male healthy controls. The
results of this study were similar, showing that TAT, PIC,
t-PAIC, and TM are independent risk factors affecting the
risk of thrombosis in DN patients. This may be because
thrombin, an activated form of prothrombin, plays a
crucial role in the activation of its natural substrates,
including fibrinogen, factor V, factor VIII, protein C (PC),
etc. The activity of thrombin in plasma is regulated by the
rapid interaction with AT to form TAT, and its formation
is the best time to judge anticoagulation treatment [14]. In
addition, TM is a type I transmembrane glycoprotein that
is primarily expressed in vascular endothelial cells and
serves as an important cofactor for activating
anticoagulant proteins, contributing to hemostatic balance.
Specifically, TM regulates the activity of thrombin from a
coagulant to an anticoagulant protease. When thrombin
binds to TM, activated protein C (APC) selectively
inactivates coagulation factors Va and Vlla to prevent
excessive coagulation [15]. Simultaneously, TM can
enhance the proteolytic activity of thrombin-activated
fibrinolysis inhibitor (TAFI), thereby delaying the
dissolution of thrombus [16]. Moreover, the fibrinolytic
system is activated during thrombus formation in the
body. Subsequently, the resulting plasmin combines with
specific inhibitors, leading to the formation of PIC, which
is an indicator of high fibrinolysis. In a study of 175
patients with liver cirrhosis, TAT and TAT/t-PAIC were
identified as potential biomarkers for predicting
thrombosis in patients with liver cirrhosis [17]. t-PAIC is
a tissue-type plasminogen activator (t-PA) complex, and
its type 1 inhibitor (PAI-1) is the most important
regulatory factor for the balance between fibrinolysis and
coagulation. Elevated plasma PAI-1 levels are closely
related to many cardiovascular diseases and have
significant value in assessing the risk of myocardial
infarction and venous thromboembolism [18]. Therefore,
these biomarkers may play an important role in the early
diagnosis of thrombosis in patients with DN.

To further clarify the predictive value of
thrombus-related factors for the risk of thrombosis in
patients with DN, this study plotted an ROC curve and
found that the AUC of thrombus-related factors (TAT,
sTM, PIC, and t-PAIC) for predicting the risk of
thrombosis in patients with DN was 0.911 (95%CI:
0.837-0.959), confirming the predictive value of
thrombus-related factors. However, it is worth noting that
this study has some limitations. Firstly, the sample size of
the study is limited, so all the above results should be
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interpreted in the context of a small study population.
Secondly, t-PAIC peaks around 08:00. and is lowest at
night, while this test was conducted based on urgent
needs, which may lead to lower diagnostic efficiency of
t-PAIC. Larger-scale studies are needed in the future to
validate the findings.

In summary, this study confirms that increased
levels of thrombus-related factors are independent risk
factors for thrombosis in patients with DN, and TAT, sTM,
PIC, and t-PAIC can be used as important indicators for
predicting the risk of thrombosis in patients with DN.
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SRR B FARMBALEH (P<0.01) , ZIHZ logistic 111405745 55, TAT  PIC 1-PAIC <TM (715 5 5
M5 (OR=3.367, P=0.010; OR=19.106, P=0.042; OR=4.313, P=0.005; OR=9.389, P=0.003) J i DN
FEE AR KU Al ST fE R I R . ROC R E5 3 7R , TAT (PIC (1-PAIC 1 sTM )75 5 R B0 DN 54 1 A4 XL
i AUC 43514 0.818 ,0.806 ,0.873 A1 0.825, £5i8 Il Al 5 BH 17K SF- 3 w5 & DN FR 35 I A% XU 1) 2 ST 15 B
A2, TAT ,sTM \PIC 1 t-PATC R E Ay 00 JH: i A4 JXURS: (4 TR ZEFE AR o

KR : WHIRME B 1A BEIMEE—BUEE MR W ; A M -o-2-2F RN RIRE G AL LT U IR
TG/ TR OSSR -1 B 5 nIEE e &N
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Predictive value of dynamic assessment of thrombose-related factors

in diabetic nephropathy patients for thrombotic risk
LIU Xiao, BAI Hailong, BIAN Yun
Diabetes Department, Cangzhou Hospital of Intergrated TCM-WM - Hebei, Cangzhow, Hebei 061001, China
Abstract: Objective To explore the value of dynamic evaluation of thromose-related factors for predicting thrombotic
risk in diabetic nephropathy (DN) patients. Methods A retrospective study was conducted to select 98 patients with
DN who were treated in Cangzhou Hospital of Integrated Traditional Chinese and Western Medicine from January 2020 to
September 2022. Follow-up was conducted after treatment, with the occurrence of deep vein thrombosis as the
observation endpoint. Finally, 96 patients obtained follow-up and were divided into the thrombosis group (n=21) and
the non-thrombosis group (n=75) based on the presence or absence of thrombosis. The clinical data of patients were
collected, and the influencing factors of thrombotic risk of DN patients were analyzed by univariate and multivariate
logistic analysis. The receiver operating characteristic (ROC) curve was used to evaluate the predictive value of
thrombose-related factors [ thrombin-antithrombin complex ( TAT), plasmin-q-2-plasmin inhibitor complex ( PIC),

tissue plasminogen activator/plasminogen activator inhibitor-1 complex (t-PAIC) and soluble thrombomodulin(sTM) ]
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for thrombotic risk in DN patients. Results There was no significant difference in general information, duration of
diabetes, glucose metabolism, lipid metabolism and renal function between the two groups (P>0.05). The differences in
prothrombin time (PT) , activated partial thromboplastin time ( APTT) and D-dimer (D-D) between the two groups
were statistically significant( P<0.05). In the thrombosis group, the levels of TAT, PIC, t-PAIC and sTM before and
after treatment, the difference between pro-treatment and post-treatment, and the variation coefficient between pro-
treatment and post-treatment were all increased compared to the non-thrombosis group ( P<0.01). Multivariate logistic
regression analysis showed that the increased variation coefficients of TAT, PIC, t-PAIC and sTM (OR=3.367, P=
0.010; OR=19.106, P=0.042; OR=4.313, P=0.005; OR=9.389, P=0.003) were the independent risk factors
affecting the thrombotic risk in DN patients. The ROC curve results showed that the AUCs of the variation coefficients of
TAT, PIC, t-PAIC and sTM in predicting the thrombotic risk in DN patients were 0.818, 0.806, 0.873 and 0.825,

respectively. Conclusion Elevated levels of thrombose-related factors are the independent risk factors for thrombosis in

DN patients, and TAT, sTM, PIC, and t-PAIC can be used as important indicators to predict their thrombotic risk.

Keywords: Diabetic nephropathy; Thrombus;

Thrombin-antithrombin  complex;

Plasmin-a-2-plasmin  inhibitor

complex; Tissue plasminogen activator/plasminogen activator inhibitor-1 complex; Soluble thrombomodulin

Fund program: Hebei Provincial Administration of Chinese Medicine Scientific Research Programm Project (2023259)

1 PR 9% B9 ( diabetic nephropathy, DN) 254 /R
o (CELAE 1 BN 2 Y ) £ VB U ) ke 2 A RO B X
B JUE A 52 00 BT 5 B s A BREE A I R, 2 R
"85 (end-stage renal disease, ESKD) i FF 5N Z
— U AR, DN R R B i R Bh ko B
R AN S T2 ) LA , AL B o R AR RE T 2
FMATERL* o 5340, DN {835 T 1l /MR 25 50
PRI 58 i R P9 3805 184 0 DA B 4 A B 1A i
/LT 2 B O g R T I A o L A A
R AT o R AR AR R I DN 315 1 2
RERYAE ML . BT ISR S BE I B —HUEE 101G 52 5 )
(thrombin-antithrombin complex, TAT) . £f ¥ lf-o-2-
ST I 4 4 50 &2
complex, PIC) | ZH ZURY £ 155 [l I S5 )/ - Wl D
HY I FI-1 &2 4 ¥ (tissue plasminogen activator/
plasminogen activator inhibitor-1 complex, t-PAIC) #
B A I AR 1 75 2K 1 (soluble thrombomodulin, sTM)
JE MV PN B BRI AN EF 15 R S0 2 AR B 8 A, ] T
AR s fe AR A9 IR e ZE L0092 8 IR B XL
WS PEAS FNST CH, LA B At S A I A T B RIS e
A R B AE DN LT, X 4 I5087 (45 10 )
REfRPRC &4 7784k, w] LTSN DN At i XU
il [P EUE R E 23 B ik 4 TR bR /e DN 2 P iy
AL, FERTIE HAE T DN ifi A KUBS: g 12 H

1 #REFE

L1 W RFAH GIAREHE: (1) F54 OB R 5 9% B
AL F I (2014 4D ) P B S Wi bR s (2) 4F
i 18~75 % (3) Wifb I £T & 14 (HbAlce) K75

4% ( plasmin-q-2-plasmin inhibitor

% ~ 10%; (4) 1% & % 11 R/ WLEF ( mAlb/Cr) =
30 mg/ (g - 24 h) HEBRFRAE: (1) 1 BOWE IR B
(2) I Bk W R T 2 v 25 L = 2 AR A B
RO R 2T A A5 (3) A IE IR (FBG) >
13.3 mmol/L; (4) AN ZAE M S IEHHA 2.5 55
(5) BB M3 LA (SCr) > 133 pumol/L, 2 7%
FH>124 pmol/L; (6) A & ML 25 Wi FH P9 RS 1K i
s 2t b 5 (7) 78 3 S H IR L Kok E 5
00 JEE A A R0 0 A e R S AR BEL R sl B e 2 M

1.2 AR 7%
12,1 —BWOR ARHETE A DR Bt 3 & 5 2 L v

(2023259) , i f & R EZ BT M R ZE 4. [
JERPEVERR 2020 4F 1 A % 2022 4F 1 A TN b pg
SEABEBEIATIAIT I 98 i DN 85 I AF 58X 4, i
PR CT KA 25 b R 2 5 & A (LA i
JE iR ZE BF Sl DK R R ZE | DU R R e ZE N R
I A A A FEAEE ) LA Ay i A £ R o A4 4. TR B
R BT SCHRAE Rl R S BR 275 WA R85 R A
KGERL, 43 M DN BB A TP B XURS: & A s i PR 2R
1.2.2 RIFHE A B SRR O IR B 9 B
BB R (2014 4E ) ) HEATIRIT, T R E kK
B0 (o 0 S i 24, 1 24 1 - HJ20170119) ,10 mg/
U EEH 1R SD e (L at i Al 24, [ 24 i
H20040217) ,80 mg/ ¥, 4 H 1 ¥, TEMH KRS &3
(A o) S0 3 AR R R R85 % I AR /K P 55 4% T T
L IERE 11 AR 24 s 5 JBR 5 3R VAT, 0 25 T I <
7 mmol/L) , Fi il 35 1A (L F AV T 2R 2593697, Al
AR HIF E 5 G ) |, [R5l R ECE, 55 95 {d
R A 35 2T
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L3 ALRIEAT A A T RIS mL,
BB T2 R FE 30 min, 2500, B E I G TAG I -
(1) FBG HbAlc 5% B 5 & A JIH [ f5 ( HDL-C) (fI%
FEENEE HEE BE (LDL-C) | =Mt H il (TG) FLE
[ (TC) (IfiL /R 38 % ( BUN) (SCr &5 AR AL 545 1 B H]
Beckmancoulte 4= [ 2 A 46 /AT AGHATARI 5 (2) 24 h
PRI 1 U HEME 2R (24 h UAER) )i ] IMMULITE
4 H B 2E RO GRS T AR 5 (3) 458 1 7 S e 1]
(PT) TG ALER3EE il 3% B 18]  APTT) )i H] AutoCimo
C6000 4= [ &I /AT AR 5 (4) D-—4K(D-D)
i 1 DG5035 A i EK 2 A AR 5 (5) TAT (PIC
t-PAIC 1 sTM i f| Wondfo FC-302 4= H shik 2% &6
B g% 3 AR

1.4 REi7 B A TY R 3 -4 JRIT I RE DTSR 1
AR AR R K 1l A% TR B B 32 BB FR YT 5 RS (5 3
J2) ) O v R K A (912 AR E TR DN % R T
SRR I, DRR Tt TR DK 0l A A WS 28 0, A B
A (B A o A= 28 s =, D) A i 2% B L ] A R
LN, BT SO A AR 2R T RSN
ZRC SRR, BRI ] D 2023 4E 1 A 1 H,
1.5 @it % R Epidata $4F 47 8UE %A
o SPSS 22.0 GE it A A TR G 43 o T BORHE
T UESYER S, 1E &3 A B 07 22 55 18] 1Y 98 kR
xxs FRoon, AR SR A « K, 7 254855 R H
oA THRCR R B (% ) o SR X K5 5 X T
A AT L2 W BN AN AR AR S PR AR AT
Z N logistic [B] 57041, 21l ROC il €& PF- 41 1M 42
AHOG P X8 DN AR 35 I A4 s XU 19 980 D0 A0 18
P<0.05 hESAHGIFE L,

2 5% R

2.1 FMpZR #1E2023 451 11 H, 5% 96 Bk
SBEYT, Hodr 21 {41 (21.88% ) Bl A4 VA Sy 1 F 2
75 B (78.12% ) A kA A I g A AL 2

2.2 B HGARRALE WA RH R
FBG HbAlc J5 5 R ALHUHE A0 MTE BEA IR C RER |
BUN .SCr.TG .TC \HDL-C ,LDL-C .24 hUAER {8 (%
B /N8 i % (eGFR) #8257 gt = L (P>
0.05) ; 1fif IfiL ¥ 41 f8  f APTT | PT 7K I T3 1 #2
4, D-D K= AR M4 (P<0.05) . W3 1,

23 MmuBFhbAE T MEdHdRHE
TAT PIC . t-PAIC , sTM 367 i L J5 B 7K F- 3G I7 RS
KR8 IR AR S R E(CV) B m TR I
B, ZRAGIEE L (P<0.01), K2,

2.4 DN & & it K48 X &K B & 49 logistic =
JasAr  DURAE AR S RS g (R & 4E ke =
0, kA MmkE=1),LIK 1 L2 ZRG51 72K
A (SR RO O AR TR R Z
K Z logistic [1IH43H7 . 4528 2 K& mH 738 @R
TAT .PIC t-PAIC (sTM [ CV 34 5% DN i 3% 1l ¥
SR f i 7 g By P 3R (P<0.05) o WK 3.5k 4,

R AR EIRKTORILE  (axs)

Tab. 1 Comparison of clinical data between the two groups (zx+s)
Wik H el T e e
(%) 61.36+5.38 59.10£5.95 1.569  0.120
FERI (1, 4/ ) 8/13 26/49 0.084  0.120
BMI(kg/m?) 25.33+3.42 24.16£3.09 1.498  0.137
W[ 51 (%) ] 14(66.67) 52(69.33)  0.054 0816
BRI (4F) 11.53+1.76 10.83+1.52 1.801  0.075
SBP (mmHg) 114.71+3.87 112.98+3.46  1.973  0.051
DBP ( mmHg) 63.26+4.54 61.48+3.59 1.891  0.062
FBG( mmol/L) 6.05+1.05 5.91£0.98 0.570  0.570
HbAlc(%) 9.49+2.11 8.36+2.37 1.975  0.051
T 5 ZHEBTIE A 3.79+0.81 3.54+0.77 1.300 0.197
MK C(mg/L) 2.43+0.71 2.11£0.67 1.910  0.059
PR ( pmol/L) 323.80+77.51  299.56+63.98  1.464 0.147
BUN( mmol/L) 8.47+2.82 8.16+2.25 0.527  0.599
SCr( wmol/L) 75.36+23.61 72.92+21.65 0.448  0.655
TG( mmol/L) 2.23+0.62 2.10£0.51 0.984  0.328
TC( mmol/L 4.54+1.21 4.42+1.18 0.410  0.683
HDL-C( mmol/L ) 1.43+0.35 1.51+0.48 0.711  0.479
LDL-C(mmol/L ) 3.27+0.81 3.15+0.76 0.630  0.530
24hUAER ( pg/min) 414.09+£102.13  377.13+81.14  1.740  0.085
eGFR 64.61+12.20 69.77+10.57  1.911  0.059
APTT(s) 31.96+5.44 34.72+5.57 2.013  0.047
PT(s) 14.24+2.00 15.67+3.13 2.524  0.015
D-D(ng/mL) 1.09+0.21 0.99+0.20 2.016 0.047

¥ :eGFR .47 mL/ (min - 1.73 m?) .
R2 PIHEEMARMCH TR (3s)
Tab. 2 Comparison of thrombus related factors
between the two groups (x+s)
PN i E[a ik
A G R (n=21) (n=75) i PfH
TAT(mg/L)  GAJPHD  18.4624.27 15.28£3.86 3.260 0.002
VAWITJE 25.07£5.12 20.14+3.39 4.164 <0.001
24l 6.79+1.44 5.36£0.94 4.301 <0.001
CV(%) 35.81£9.04 25.26+4.37 5.181 <0.001
PIC(pg/ml)  ASTHT 1485021 111029 5451 <0.001
WBITE  2.95+0.65 2.04+0.52  7.692 <0.001
2l 1.34+0.28 0.93£0.24 6.680 <0.001
CV(%) 90.54+10.26 74.08+6.67 6.952 <0.001
PAIC(ng/ml) TAJTHT  7.92:1.14  7.01x1.02 3.521 0.001
VYT 19.12+1.61  15.94+1.73 7.554 <0.001
P 11.87+1.16  9.92+1.49 5.542 <0.001
CV(%) 160.93+11.42 139.92+9.45 8.594 <0.001
TIM(TU/mL)  WAIFHI  7.62£0.57  7.1620.38 3488 0.002
BT 14.81£1.26  12.92+1.65 4.860 <0.001
2l 7.32+0.73 6.59+£0.59 4.735 <0.001
CV(%) 99.36+6.38 84.24+7.34 8.570 <0.001
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2.5 AR X B -F M DN B % st K49 ROC
% ROC &Aoo, XF Wil DN 835 i e XURS:
TAT CV 1§ AUC 2} 0.818(95%CI: 0.704~0.932) , Ijii 5t
{4 6.965 mg/L, UK JE 57% , 4% 52 97%; PIC CV 1
AUC 2} 0.806 (95% CI: 0.698 ~0.914) , It FL{ii 1.322
we/mL, SR 71% 4552 87% ;1-PAIC CV iy AUC
4 0.873(95%CI: 0.778~0.968) , Il L{E 11.224 ng/
mL, SR i 86% , ¥ 5t JiE 84% ; sTM CV fiy AUC 3y
0.825(95%CI: 0.717~0.933) , Il5 ¥ 7.088 TU/mL,
THURRIE 76% K851 81% ., LI 1,
F3 DN B SER 22 15 H % logistic 1114357

Tab. 3  Univariate logistic regression analysis of

risk factors of thrombosis in DN patients

e B FRMER Wald  P{i OR{H 95%CI

APTT -0.093 0.048 3.795 0.051 0.911 0.829~1.001
PT -0.166 0.087 3.668 0.055 0.847 0.715~1.004
D-D 2,532 1.299 3.799 0.051 12.582 0.986~160.553
TAT CV 1.172  0.294 15.847 <0.001 3.229 1.813~5.749
PIC CV 3.604 1.013 12.651 <0.001 36.750 5.043~267.787
t-PAIC CV  1.279  0.305 17.615 <0.001 3.592 1.977~6.527
sTM CV 1.888  0.492 14.721 <0.001 6.605 2.518~17.325

F4 DN EF MR N RN Z N logistic [)1504
Tab. 4 Multivariate logistic regression analysis of risk

factors of thrombosis in DN patients

HE B FRMER Wald  P{i OR{H 95%CI
TAT CV 1.214 0472 6.608 0.010 3.367 1.334~8.498
PIC CV 2,950 1.453 4.120 0.042 19.106 1.107~329.780
t-PAIC CV  1.462 0.517 7.988 0.005 4.313 1.565~11.885
sTM CV 2240 0.748 8.958 0.003 9.389 2.166~40.695
Wk —44.093 11.409 14.937 <0.001 0.000
Lor
08F
061
2 i
1%»2 — TAT
0.4 —PIC
---t-PAIC
---sT™M _
02+ —BHK

02 04 06 08 10
|-
1 R ARSE PR 5% DN R I A% AU P00 1 F S ROC £k

Fig. 1 ROC curve of the predictive value of thrombose-related

factors on thrombotic risk in DN patients

3 % 8

vy LB AR JBR ) 3R AR DN A 203, B
PR i — R B, G 6 N B D RE A | 1L/ MR

TUHE EF 4B (RS2 0 A N EORMIR B S0E , T
DN I AT AR o L, BB ERG IS W i A
Xt DN g8 Rt — PR PkaR 7 o FR, B K
WS BRI S HL, W PTAPTT | ¥ IfiL i st |) | 47 4 26
J5 \D-D SR R R (FDP) B8 1l K55 1Y
K B SR M AILT I R G L SR, T XS
BT S SIS AR T RS 1 A B 7 A, F It A4 i
DR RIS HICPE o 5 P 8 i AS SRR o F 9T R B
TAT PIC t-PAIC sTM ] Jl T 3P4 15 A S £ 5
TP Bz DIy IE A 56 B i Tk o e e 2 KUK o {HXF DN
FE IAG JXURS: (R 8 AR A /0 | TR AR 98 e R 460
AR S R 75 DN 3 ifAR: PRGBS () 3500 497 17

AR AL FEVE BT T2 B AL # DK I A4 4 2E M 0
(i oA A JE 35 B AiF R MK I A4 T2 1) 0 0 ok ot 4
Fe e (2R B k2R A AT 0 B B gl | X
), ERC S B N T R R 2 A
Kebitoe K, 58 MEEM I H PT APTT A L, 1fiLf4: pd
UG bR 7 5 I L 215 22 B0 S0 1 T30 ] % A B B AR
Ak, AR T 5 1 B W AIA T 5 e
Hinton 2™ B 5% % B0 8 4 1 # & % TAT. PIC . t-
PAIC A1 85 1 (TM) 249 4 25 55 3 55 1 At e xof
W2, ARFFE 45 3L 5 HAH AL, /R TAT (PIC t-PAIC
1 STM 2520 DN g8 35 I A% XU 17 2k 37 5% i R 2%
TR b TR L T 96 1 T D ) — PP G AR 20, R
SRIEIRIG AL TP 5 B G B AVE A, LR 47 4k 2
JEHTV AT EE C %, i sk i i vy 1%
P2 A 1 R i A ) R R L R T B TAT SR
T4, T 0 T R S VB B 3 9 I e A e ]
TN, TM 2 —Ff [ RS BB R 1, B 2R A T4
PR A, R B R I R B T A BT
RSP o ELARR T, TV 85 58 1 i M5 1 77 2 B
B AT E . YBEILEE S TM 254 i, i 75
PEE CCAPC) M £k M #E i 7 V a Al Vla 2K
3, LAB RS R (R AE, TV A8 AT L 5 o5 i
RIS ) 21 V400 590 ( TAFT) (4 288 1 K 0 P, A
FEGE MR MR o AN, 70 A P B B I AR I 2T 375
RGO o BEJT , =2 0 25 75 -5 5 P 551
g S5 PIC IE AR, PIC 2 55 £F s 1 — A 5 4o
FE—TUXF 175 2 I REAL R (5T TAT F1 TAT/ t-
PAIC Y 5 S S0 A5 A £8 8 1A T B Vs 7 A=
PR o PAIC & —Fh 4 250 1 U e IS0 B
(t-PA) 5%, 1 AU ] (PAL-1) J2& £ 7 FEE I
RGOV e IR, 2% PAL-1 AKSETFH S
VFZ2 0 A5 B 25 UIAH G, FE DAl O JIURE SE 1k 1t
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e SE R KU 7 T BT A . R, X ek
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WS P TIOIAN L, A B 52 25 1) ROC il 2 BRI A AH G
- (TAT .sTM ,PIC Fl t-PAIC) %} DN g8 3% Il 12 F i,
JAUBS: B Y AUC 2k 0.806 ~0.873 , 34745 4% ey 1) Tt I 447
Ho (FAEARE R AR AR A — L R BRI, 15,
TR REA A B, BT DL 3R BT A 25 SR R i A /M
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FiR BN, B LA, A I R AR G R A
THY, X ] 8 S8 -PAIC B2 IR EMR . Rk
BT R SR R IE
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FIEIFR  ASCREAEATATR 25 5

5% 3Lk

[1] Zhang LL, Han L., Wang XM, et al. Exploring the mechanisms un-
derlying the therapeutic effect of Salvia miltiorrhiza in diabetic ne-
phropathy using network pharmacology and molecular docking[ J].
Biosci Rep, 2021, 41(6) : BSR20203520.

[2] Zheng C, Huang L, Luo W, et al. Inhibition of STAT3 in tubular
epithelial cells prevents kidney fibrosis and nephropathy in STZ-in-
duced diabetic mice[ J]. Cell Death Dis, 2019, 10(11) . 848.

[3] Huang TS, Wu T, Wu YD, et al. Long-term statins administration
exacerbates diabetic nephropathy via ectopic fat deposition in diabet-
ic mice[ J]. Nat Commun, 2023, 14(1) . 390.

[4] Wang LL, Zhong JM, Xiao D, et al. Thrombomodulin (TM ),
thrombin-antithrombin complex ( TAT), plasmin-a2-plasmininhibi-
tor complex (PIC) , and tissue plasminogen activator-inhibitor com-
plex (t-PAIC) assessment of fibrinolytic activity in postpartum hem-
orrhage : a retrospective comparative cohort study [ J]. Ann Transl
Med, 2022, 10(23) . 1273.

[S]  thARBE A2l bRIR 2 00 22 BN O S 23 4L PR B By 1
LR AEL(2014 4ERR) [ 1] ARl IR 24 75, 2014, 6(11) :792.
Microvascular Complications Group, Diabetes Society, Chinese
Medical Association. Expert consensus on prevention and treatment
of diabetic nephropathy (2014 edition) [ J]. Chin J Diabetes Mellit,
2014, 6(11): 792.

[6] rhiRBEA AL 2 LA AR 22 A DR K I AR 1 14 12
FRYTHE R (55 =) [T ] Aed@ sk, 2017,32(9) 807.
Group of Vascular Surgery, Surgical Society of Chinese Medical As-
sociation. Guidelines for diagnosis and treatment of deep venous
thrombosis (third edition) [ J]. Chin J Gen Surg, 2017, 32(9):
807.

(7] Bk, BREUEN, 5 B, 550 s B 1B 191 52 i IR 2 1Y
COX Hu A5 A6 1l YR A58 8 G A [0 ] e A o B 24527 1), 2024, 42
(2).28.

Chen ZK, Chen KL, Ying CM, et al. COX proportional hazards re-
gression model analysis for factors affecting prognosis of diabetic kid-
ney disease[ J]. Chin Arch Tradit Chin Med, 2024, 42(2) . 28.

[8] Jolugbo P, Ariens RAS. Thrombus composition and efficacy of
thrombolysis and thrombectomy in acute ischemic stroke[ J]. Stroke,
2021, 52(3) . 1131-1142.

(9] skaCog, HOXUME. 2 4k 85 11 IS0 B 5 o A DG (%) F 5 34

[J]. 9= =25 541 ,2023,20( 18) :61-64.

Zhang XY, Tian FS. Research progress on the correlation between fi-
brinogen and diabetic nephropathy [ J]. China Med Her, 2023, 20
(18): 61-64.

[10] Lirong T, Minmin X, Manqiu Y, et al. Performance evaluation of
thrombus molecular markers thrombomodulin, thrombin-antithrombin
complex, plasmin-a-2-plasmin inhibitor complex, and tissue plas-
minogen activator-inhibitor complex by a chemiluminescence analy-
zer[ J]. Hippokratia,2022,26(2) . 78-82.

[11] Lurie A, Wang J, Hinnegan KJ, et al. Prevalence of left atrial
Thrombus in anticoagulated patients with atrial fibrillation[ J]. J] Am
Coll Cardiol, 2021, 77(23) . 2875-2886.

[12] Li JZ, Zhou JY, Ren H, et al. Clinical efficacy of soluble thrombo-
modulin, tissue plasminogen activator inhibitor complex, thrombin-
antithrombin complex, «2-plasmininhibitor-plasmin complex in ped-
iatric sepsis [ J ].
10760296221102929.

[13] Hinton W, Nemeth B, de Lusignan S, et al. Effect of type 1 diabe-

Clin Appl Thromb Hemost, 2022, 28.

tes and type 2 diabetes on the risk of venous thromboembolism[ J].
Diabet Med, 2021, 38(5) : el4452.

[14] Kato D, Takahashi M, Yonezawa T, et al. Evaluation of an automa-
ted point-of-care test system for measuring thrombin-antithrombin
complex in dogs[J]. J Vet Emerg Crit Care, 2020, 30(1) . 102.

[15] Nakayama H, Inada H, Inukai T, et al. Recombinant human solu-
ble thrombomodulin suppresses arteritis in a mouse model of Kawasa-
ki disease[ J]. J Vasc Res, 2022, 59(3): 176—188.

[16] Awano N, Jo T, Izumo T, et al. Recombinant human soluble throm-
bomodulin for acute exacerbation of idiopathic pulmonary fibrosis: a
nationwide observational study[ J]. J Intensive Care, 2022, 10(1) :
14.

[17] Ren WH, Zhang J, Chen YY, et al. Evaluation of coagulation, fi-
brinolysis and endothelial biomarkers in cirrhotic patients with or
without portal venous thrombosis[ J]. Clin Appl Thromb Hemost,
2020, 26: 1076029620982666.

[18

—

Zhou K, Zhang J, Zheng ZR, et al. Diagnostic and prognostic value
of TAT, PIC, TM, and t-PAIC in malignant tumor patients with ve-
nous thrombosis [ J]. Clin Appl Thromb Hemost, 2020, 26:
1076029620971041.

W B :2023-12-22  8[E B#1:2024-03-06 4R35 £ 74



