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diastolic diameter ( LVEDD) left ventricular ejection fraction ( LVEF) and left ventricular posterior wall ( LVPW)
were recorded. The differences of each index in six groups were compared and the correlation among these inde—
xes the changes of cardiac structure and the occurrence of heart failure in patients with hypertension was analyzed.
Results BNP LAD and LVEDD in each group of cardiac remodeling were higher than those in the control group.
BNP LAD and LVEDD increased with the severity of cardiac remodeling( P <0.05) . The correlation analysis of
LVEF with BNP and cardiac structure showed that LVEF was negatively correlated with BNP  LAD and LVEDD( r
=-0.584 -0.430 -0.764 P<0.001 P<0.001 P<0.001). ROC curve analysis showed that the area
under the curve of BNP LAD LVEDD alone and combined diagnosis of HFREF was 0. 845 0.725 0.940 and
0.954 respectively. The sensitivity and specificity of combined detection of BNP  LAD and LVEDD for HFREF
were 94. 6% and 89. 5% respectively which were higher than that of single detection of each index. Conclusion
The plasma BNP level has a good clinical predictive value for the changes of cardiac structure and function in pa—
tients with hypertension. Combining BNP LAD and LVEDD can improve the diagnosis of HFREF in hypertension
patients.
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end-stage liver disease ( MELD) score were analyzed by using Spearman rank correlation and the receiver operat—
ing characteristic ( ROC) curve was used to evaluate whether AT-Il could be used as a laboratory test to influence
the clinical prognosis of HBV-ACLF. Results  The activity level of AT-IIl in patients with HBV-ACLF decreased
than those of patients with CHB. Compared with CHB patients other markers of liver function and coagulation
function increased except for the decrease of ALB and PTA in patients with HBV-ACLF and the differences were
significant ( P <0.05) . The level of AT-ll activity was correlated with TBIL PTANR and PTA in patients with
HBV-ACLF. And it was negatively correlated with MELD score in the prognosis of patients with HBV-ACLF. The
ROC curve showed that the area under the curve predicted by AT-IlI was 0. 686 the sensitivity was 75.0% the
specificity was 52. 9% and the boundary value was 16. 4% ; the area under the curve predicted by MELD core was
0. 698 the sensitivity was 76. 5% the specificity was 55. 9% and the boundary value was 28.5; the area under
the curve predicted by MELD core and AT-Ill was 0. 756 the sensitivity was 62. 5% the specificity was 88. 2%
the boundary value were 25 and 20. 1% . Conclusion ~ AT-Il is associated with the severity and progression of liv—
er injury in patients with HBV-ACLF. The clinical combination of AT-Ill and MELD score is useful in predicting
the prognosis of HBV-ACLF.

Key words  Antithrombin-[l[; hepatitis B virus related acute-on-chronic liver failure; chronic hepatitis B
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Analysis of factors affecting therapeutic effect and short-term

prognosis of anlotinib in the treatment of advanced lung cancer
Wang Fang' Li Zhen’ Teng Ying® et al
('Dept of Oncology The First Affiliated Hospital of Anhui Medical University Hefei 230022;
*Dept of Epidemiology and Biostatistics School of Public Health Anhui Medical University Hefei 230032)

Abstract  Objective To investigate the factors affecting therapeutic effect and short-term prognosis of anlotinib in
the treatment of advanced lung cancer by comparing the efficacy and prognosis between different groups so as to pro—
vide theoretical basis for improving anlotinib” s clinical treatment. Methods The general data efficacy data and
prognosis data of 81 advanced lung cancer patients treated with anlotinib were collected retrospectively. The efficacy
and prognosis were compared between different groups. Logistic and Cox regression models were used to analyze the
factors affecting efficacy and short-term prognosis. Results  After anlotinib treatment the objective response rate
among 81 patients was 8. 6% (7/81) the disease control rate was 56. 8% (46/81) the follow-up time was 0.7
~10. 0 months and the median progression free survival time was 3. 2 months ( 95% CI =2. 149 ~4. 317 months) .

Logistic regression analysis showed that influencing factors of the efficacy of anlotinib in the treatment of advanced
lung cancer were gender ( OR =3.034 95% CI =1.072 ~8.584 P =0.037) and Eastern Cooperative Oncology
Group ( ECOG) score before treatment ( OR =5.523 95% CI =1.557 ~19.588 P =0.008) . Cox regression a—
nalysis showed that influencing factors of the short-term prognosis of patients with advanced lung cancer treated with
anlotinib were gender ( HR =2.317 95% CI =1.312 ~4.091 P =0.004) family history of cancer ( HR =

4.556 95%CI=1.562 ~13.285 P =0.005) and ECOG score before treatment ( HR =2. 187 95% CI =1. 178
~4.060 P =0.013). Conclusion The efficacy of anlotinib in the treatment of advanced lung cancer is influ—
enced by gender and ECOG score before treatment. Female family history of cancer and high ECOG score before
treatment are the important factors leading to poor prognosis of anlotinib in the treatment of advanced lung cancer
patients.
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