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kinase inhibitors ( TKIs) . Methods Relevant studies were retrieved from databases including PubMed Embase

Cochrane Library and the keywords including “NSCLC’  ‘“non-small cell lung cancer’ ‘mutation’ ‘exon’ “TKI”
“tyrosine kinase inhibitors’ “EGFR’ “epidermal growth factor receptor” dated from construction until February
1 2018. Meta-analysis was carried out using Revman 5. 3 software. Results A total of 27 articles were included
in the analysis. The results suggested that non-small cell lung cancer( NSCLC) patients with exon 19 deletion can a—
chieve longer progressionHree survival ( PFS) ( HR =0.66 P <0.001) and overall survival ( OS) when treated
with TKI ( HR =0.75 P <0.001) also achieved better objective response rate ( ORR) ( OR =0.11 P <
0.001) and disease control rate ( DCR) ( OR =2.01 P =0.03). Conclusion EGFR exon 19 del mutation is
more sensitive for predicting TKI response in patients with non-small cell lung cancer and it can achieve better ef—

ficacy than the substitute of exon 21 L858R.
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1 x x5 n( %)
NGT  (n=5709) IGR  (n=2095) DM (n=703) FIy P
2 088(36.57) 796( 38.00) 313(44.52) " * 0.18 0.86
() 61.24 +11.37 66.38 +11.29" 67.41 £10.07" 4.92 0.01
SBP( kPa) 17.44 +2.64 18.47 +2.64" 19.12+2.69" # 7.78 <0.05
DBP( kPa) 10.36 £1.09 10.54 +1.10" 10.69 £1.18" # 8.32 0.01
BMI( kg/m?) 24.69 +3.39 24.60 +3.31 24.71 +£3.28 0.11 0.92
(em) 83.56 +9.28 84.47 £29.117 83.74 +9.17 3.74 0.03
FPG( mmol /L) 5.17 £0.41 5.66 £0.58" 7.50 +2.68 * 15.74 <0.05
2hPG( mmol /L) 5.90 +1.08 8.60 +1.28" 13.91 +4. 15" # 43.59 <0.05
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7(0.12) 1(0.04 1(0.14) 0.56 0.84
68(1.19) 35(1.67 11( 1.56) 0.19 0.91
150( 2. 63) 80(3.82) " 34(4.84) " 2.84 0.06
102( 1.79) 108(5.16) * 43(6.12) " * 5.95 0.01
NGT " P<0.05; IGR #P<0.05
2 eGFR n( %)
eGFR NGT (n=5709) IGR  (n=2095) DM (n=703) e P
eGFR 3702(64.8) 1140(54.4) " 341(48.5) " * 9.12 <0.05
eGFR 1911(33.5) 904(43.2) " 331(47.1) " * 14.24 <0.05
eGFR 96(1.7) 51(2.4) " 31(4.4)" " 6.72 0.01
NGT " P<0.05; IGR :#P <0.05
eGFR o MDRD Cockeroft—
(P <0.05) SBP. Gault eGFR GFR. CKD
2hPG.TG.LDL-C.  Secr. eGFR <90 ml/( min * 1.73 m’) .
(P<0.05) , MDRD eGFR o
N NGT—IGR—DM
eGFR HDL-C
(P<0.05), 3, N
2.4 eGFR .
Logistic IGR DM NGT IGR .DM eGFR
o CKD
eGFR =1 = Echouffo-Tcheugui et al "
2 =3 eGFR N °
N +~ BMI. SBP. DBP.2hPG . HbAlc - HDL-C. eGFR N
TG.TCH.LDL-C.Scr Logistic FPG.2hPG.HbAlc.SBP.BMI. <TG.LDL-C
eGFR N “MS
N ~LDL-C. Scr HDL- HDL-C o N N
C o 40 AY A)
3 eGFR CKD o
Logistic
K/DOQI GFR eGFR N N



Acta Unversitatis Medicinalis Anhui

2019 Jul; 54(7) « 1111+

3 eGFR xxs n( %)
eGFR
12 P
(n=5180) (n=3149) (n=178)
2 129(41.10) 1 212(38.50) 76(42.69) 0.13 0.81
() 60.26 £10.42 67.42 +10.19" 73.14 £12.09" * 5.54 0.02
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SBP( kPa) 17.50 +2.63 18.32 +2.66" 18.74 +2.66" * 4.72 0.01
DBP( kPa) 10.40 +1.10 10.47 £1.20 10.48 +1.20 1.38 0.23
BMI( kg/m?) 23.68 +3.35 24.64 +3.28" 24.87 +3.28" 4.85 0.03
('cm) 83.69 £12.85 84.97 +8.90" 85.12 £8.90" 3.92 0.05
FPG( mmol /L) 5.40 £0.96 5.60+1.18" 5.68+1.18" 2.98 0.06
2hPG( mmol /L) 6.93 £2.55 7.66 £3.76" 8.28 +3.76" * 3.89 0.04
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7 P<0.05; 1P <0.05
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Estimation of glomerular filtration rate distribution characteristics and

influencing factors in population over 40 years old in Hefei community
Xu Fengqin Liu Wei Zhao Xiaotong et al
( Dept of Endocrinology The First Affiliated Hospital of Anhui Medical University Hefei 230022)

Abstract Objective To explore the distribution characteristics of estimated glomerular filtration rate ( eGFR) and
its influencing factors in populations with abnormal glucose metabolism over 40 years old in Hefei community.

Methods Using cluster sampling a cross—sectional survey was carried out in residents over 40 years of age from
two communities in Shushan district Hefei city a total of 4 464 subjects who were composed of 2 963 subjects
with normal glucose tolerance ( NGT) 1 089 subjects with impaired glucose regulation ( IGR) and 412 subjects
with diabetes according to the results of glucose tolerance were included and received questionnaires and physical
aminations and related laboratory tests. The eGFR value was calculated according to the kidney disease dietary im—
provement test ( MDRD) formula. The distribution characteristics of eGFR in different glucose metabolism popula—
tions was analyzed and the multiple logistic regression analyses were used to explore the related factors of eGFR in
people with abnormal blood glucose. Results In NGT group the proportion of eGFR with mild decline and moder—
ate to severe declines was 32.9% 1.9% respectively. In IGR group the proportion of eGFR with mild decline
and moderate to severe declines was 42. 8% 3.3% respectively. In DM group the proportion of eGFR with mild
decline and moderate to severe declines was 47. 1% 5.6% respectively. Compared with NGT group the propor—
tion of eGFR with mild decline and moderate to severe declines were all significantly higher in IGR group and DM
group ( P <0.05) . Compared with IGR group the proportion of eGFR with mild decline and moderate to severe
declines were all significantly higher in DM group the difference was statistically significant ( P <0. 05) . The mul-
tiple logistic regression analyses showed that age waist circumference low density lipoprotein cholesterol ( LDL-
C) serum creatinine ( SCr) levels were independently associated with a statistically significant increase in the risk
of decreased eGFR while high density lipoprotein cholesterol ( HDL-C) was an independent protection factor.

Conclusion In the population over 40 years old in Hefei community the increased blood glucose levels were
closely correlated with the decreased eGFR values. Improving lipid metabolism disorder and reducing body weight
are of great significance in preventing and treating chronic kidney disease in patients with abnormal glucose metabo—
lism.
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