£ 334 - PEEELZIVERRISE 0845 H2B H $£173% £58  Chin J Mult Organ Dis Elderly, Vol. 17, No.5, May 28, 2018

- BEAFEHSNERR -
ZEERBERBSHE B /NKIE T 2 bR X B 5K 59 %

FHw, EF B L, 2%, R, ITWE
(EHHER KEHEE XERSEER, LR 100038)

(f =] B HTEFE4RAERFHSMEE/DRIETE(eCFR) RN EERABR M. A& HER201547 A
2016 4F 12 A 7R B HPEP R R ZONE RS A PHGA IR =65 S B AR R E 274 4], RAEHRE(FP) MR
B0, IR IR BE 0 R A R ARSI, WERRE —RIGRTOR om S SUR R IR KRB0 A
& E M ALET (SCr) 3515 eGFR, 1R eGFR /K FHr i % 40 eGFR > 60 ml/ (min « 1.73 m® ) 1 eGFR <60 ml/(min - 1.73 m’)
2 4,3 HE BERAT | SE BB IR . RA SPSS 18.0 ST AT AT . MIBEIEARR, RAFT Z2AIMER K%
HE R 25, R Cox MIH4T355 5 eGFR T REXTFFABERB IR, R 274 PIBEPHIER 76 #1(27.7% ) %
ST 114 4](41.6% ) 3255 84 $1(30.6% ) ; SIERFIA LB, RBEATHI R R B A BE oGFR KFRIK (P =0.018) , SF R
K RO L FE 18 HEBE ZE VR B0 (COPD) & eGFR<60 ml/ (min - 1.73 m*) B LI # (P <0.05) , B AR (=4) BIR
HRFMBPE(>5)BE, REFR HEHIRIRHERIT, 5eCFR >60 ml/ (min - 1.73 o) HEFEFBE ML, FRFERFH
eGFR<60 ml/(min - 1.73 m®) Y SR E A B AN (HR =2.40, 95% CT 1.39 ~4.16) , 451t EHHBEERRF «GFR
7K AR i , e GFR R LA 3255 BB FRAEBe 3R A B 3 hn

(X@iRA] BEAEBERETH; B/ REL R, HER

[HE4#S] R592;R161.7 [ xEkfrEmE] A [DOI] 10.11915/j. issn. 1671-5403. 2018.05. 074

Effects of frailty and decreased estimated glomerular filtration rate on re-
hospitalization in elderly inpatients
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[ Abstract] Objective To investigate the effects of frailty and decreased estimated glomerular filtration rate (eGFR) on re-
hospitalization in the elderly inpatients. Methods A total of 274 elderly inpatients ( aged =65 years) admitted in our department
from July 2015 to December 2016 were prospectively recruited in this study. Their status of frailty was evaluated with frailty phenotype
(FP), and then they were assigned into the frail group, pre-frail group and non-frail group. Their general information and clinical
data, medical history, comorbidity number, medication number and laboratory examination results were collected, and eGFR was
calculated based on serum creatinine (SCr) level. The patients were also divided into eGFR >60 ml/(min - 1.73 m*) group and <
60 ml/(min - 1.73 m*) group. All the patients were followed up for 1 year, and the endpoint event was re-hospitalization. SPSS
statistics 18. 0 was used to perform the statistical analysis. Analysis of variance or Chi-square test was employed for comparison on
different data types. Cox regression analysis was adopted for the effects of frailty and decreased eGFR on re-hospitalization. Results
Of the 274 patients, there were 76 (27.7% ) patients assigned into non-frail group, 114 (41.6% ) into pre-frail group, and
84(30. 6% ) into frail group. Compared with the non-frail group, the eGFR level was significantly lower (P =0.018), while the
proportions of older age, hypertension, chronic obstructive pulmonary disease (COPD) and ¢GFR <60 ml/(min - 1.73 m*) were
obviously higher in the pre-frail and frail groups (P <0.05). What's more, the frail group had largest numbers of comorbidities and of
medications. After adjustment for age, sex and comorbidities, the patients with eGFR <60 ml/(min - 1.73 m?) and frailty at the
same time had an increased risk for re-hospitalization compared with those with eGFR > 60 ml/(min - 1.73 m®) and non-frailty
(HR=2.40, 95% CI 1.39 —-4.16). Conclusion The frail elderly inpatients commonly have lower eGFR level, and those with

decreased eGFR are prone to re-hospitalization.
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Table 1 Comparison of baseline data between different groups of patients
Itom Non-frail group Pre-frail group Frail group e P value
(n=76) (n=114) (n=84)
Age(years, X £5s) 80.3+5.0 83.5+5.4 86.4 £4.8 27.44 <0.001
Male[n(%) ] 51(67.1) 82(71.9) 47(55.9) 0.062
Hypertension[ n( % ) ] 67(88.2) 90(78.9) 78(92.9) 8.16 0.017
Diabetes[ n(% ) ] 35(46.1) 47(41.2) 44(52.4) 2.42 0.298
Coronary heart disease[ n(% ) ] 21(27.6) 39(34.2) 37(44.0) 4.82 0.090
COPD[n(%) ] 8(10.5) 30(26.3) 21(25.0) 7.59 0.022
Stroke[n(% ) ] 39(51.3) 66(57.9) 57(67.9) 4.64 0.098
Atrial fibrillation[ (% ) ] 21(27.6) 33(28.9) 33(39.3) 3.21 0.201
Comorbidity number[n( % ) ] 21.52 <0.001
<1 9(11.8) 13(11.3) 1(1.2) 16.71
2-3 34(44.7) 37(32.5) 23(27.4)
>4 33(43.4) 64(56.1) 60(71.4)
Medication number[ n( % ) ] 0.005
>5 24(31.6) 36(31.6) 44(52.4) 10.70
<5 52(68.4) 78(68.4) 40(47.6)
GFR[ml/(min - 1.73 m?), £+s]  87.77 +23.65 79.09 £25.31 76.48 £29.25 4.083 0.018
eGFR grouping[n(% ) ]
<60 ml/(min - 1.73 m?) 8(10.5) 22(19.3) 30(35.7) 15.57 <0.001
>60 ml/(min - 1.73 m?) 68(89.5) 92(80.7) 54(64.3)
Re-hospitalization[ n.( % ) ] 16(21.1) 43(37.7) 43(51.2) 15.53 <0.001
COPD ; chronic obstructive pulmonary disease; eGFR ; estimated glomerular filtration rate
&2 FFHM eGFR T BB R KRN
Table 2 Effects of frailty and eGFR decline on re-hospitalization risk
Model 1 Model 2
Variable
HR 95% CI P value HR 95% CI P value
Non-frail 1.00 1.00
Pre-frail 2.02 1.14 -3.60 0.016 1.61 0.89-2.91 0.115
Frail 3.15 1.77 -5.60 0.000 2.16 1.17-4.02 0.014
eGFR >60 ml/(min - 1.73 m?) 1.00
eGFR <60 ml/(min - 1.73 m?) 2.07 1.37-3.14 0.001 1.71 1.12-2.60 0.013
Non-frail and eGFR >60 ml/(min - 1.73 m?) 1.00 1.00
Non-frail and eGFR<60 ml/(min - 1.73 m?) 1.49 0.79 -2.81 0.219 1.33 0.71-2.52 0.376
Frail and eGFR >60 ml/(min - 1.73 m?) 1.56 0.94 -2.58 0.087 1.25 0.74-2.11 0.402
Frail and eGFR<60 ml/(min - 1.73 m?) 3.50 2.08 -5.86 0.000 2.40 1.39-4.16 0.001

Model 1; no variable was adjusted; Model 2;

age, gender, comorbidity were adjusted
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Figure 1 Acumulative re-hospitalization rate of different
groups stratified by eGFR and frailty

eGFR ; estimated glomerular filtration rate
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