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%5 L Wik S IRk X RAG P R 2 W /A T
FERI (2016 )Y o HEBRFRUE: © A I WAk ;
@ MR K FL A A 2 ;B T S ] ;@ FLE il
& HIV A SCHHE HUli 98 ilighi ; & B Btk
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Fig.1 Research flow diagram

2.2 FEEHRE SCAP EEREZKRE KRR
s MM 5 SR A T A s e o 170 iR 3 Hh 4 73
191 £ T D TR, A R A v AR R R i A1
PR (19.2% ) , B2 AT (17.8% ), fili &
SRR (15.1% ) , & B A A IKE (11.0% ) .
AE SCAP HER A SCAP FR 359 I 141 43 A LA 2
SIGIFE N WE2,

2.3 A EERE SCAP BEW/G SCAP B+
BEsLT %K 26. 5% (45/170) , A QI HLAGE B E
S5 B K B B, H 38.6% (34/88) .74 i (43.5% )
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F1 TREERZE SCAP BEIGHRIFME(n(% ) ,x x5, M(Pys, Pys) ]
Tab.1 Clinical characteristics of SCAP patients in different age groups[ n(% ) ,x £5,M(P,5, Pss) ]

Non-elder < 65years Elder=65 years

Characteristics n =170 A P Value
(n=170) (n=100)
Age 50.91 £11.06 76.14 £6.78 65.75 +15.23
Male 45(64.3) 69(69.0) 114(67.1) 0.414" 0.520
BMI(kg/m?*) 24.0(22.0,27.8) 22.0(20.0,24.0) 23.0(21.0,25.0) -4.291 0.001 "
Clinical signs
Temperature ( °C ) 37.68 £0.96 37.35+0.89 37.49 +£0.93 2.244¢ 0.026 "
Respiratory rate( breaths/min) 25.57 £5.74 23.69 +6.06 24.46 +5.98 2.009 0.046 "
Heart rate ( beats/min) 100.77 £17.84 102.94 +21.26 102.04 £19.88 -0.696° 0.488
Systolic blood pressure( mmHg) 123.19 +20.44 128.88 +23.33 126.54 +22.30 —1.647°¢ 0.101
Diastolic blood pressure( mmHg) 71.42 £13.17 70.61 £14.44 70.95 £13.90 0.369°¢ 0.713
PaCO, (mmHg) 36.4(31.65,43.25)  37.4(32.75,46.10) 37.0(32.35,43.90) -0.706 0.480
Pa0,/FiO, (mmHg) 176.0(135.5,227.0) 182.0(142.3,258.0) 181.0(142.0,248.0) -1.155 0.248
Pre-hospitalization risk factors
Received IV antibiotics for the last 30 days 29(41.4) 44(44.0) 73(42.9) 0.111° 0.739
Hospitalization =2 days in the last 90 days 15(21.4) 30(30.0) 45(26.5) 1.554" 0.213
Comorbidities
Hypertension 25(35.7) 38(38.0) 63(37.1) 0.092° 0.761
Cerebrovascular disease 15(21.4) 31(31.0) 46(27.1) 1.911° 0.167
Diabetes mellitus 17(24.3) 28(28.0) 45(26.5) 0.292° 0.589
Coronary artery disease 11(15.7) 31(31.0) 42(24.7) 5.1720 0.023*
Cardiac insufficiency 9(12.9) 27(27.0) 36(21.2) 4.934 0.026*
Severity criteria
Confusion 36(51.4) 55(55.0) 91(53.5) 0.211° 0.646
Shock state 9(12.9) 22(22.0) 31(18.2) 2.309" 0.129
Invasive mechanical ventilation 39(55.7) 49(49.0) 88(51.8) 0.743" 0.389
SOFA score 5.88 £3.50 5.62 +3.11 5.73 £3.27 -0.269°¢ 0.788
CURB-65 score 1.46 +1.00 2.45+0.95 2.04 +1.08 -5.730°¢ 0.001 "
PSI score 99.43 +£39.40 128.75 £32.64 116.68 +38.30 -5.289°¢ 0.001 "
PSI risk class®
I~ 29(41.4) 13(13.0) 42(24.7) 17.889" 0.001 "
v 23(32.9) 45(45.0) 68(40.0) 2.530" 0.112
\% 18(25.7) 42(42.0) 60(35.3) 4.782° 0.029 *

* P <0.05 there was statistically significant difference between the groups; “Risk classes [ ~ Il ( <90 points) , risk class [V (91 ~ 130 points) ,
risk class V (> 130 points) ; :x*,¢:t, Others are Z.

F2 AEEHE SCAP BEREFHE(n (%) ]
Tab.2 Microbiologic identification of SCAP patients in different age groups[ n(% ) ]

Non-elder <65 years Elder=65 years

Microbiologic n=73 Na P value
(n=30) (n=43)

Gram-negative bacteria
Pseudomonas aeruginosa 3 (10.0) 11 (25.6) 14 (19.2) 2.768 0.096
Acinetobacter baumannii 7 (23.3) 6 (14.0) 13 (17.8) 1.062 0.303
Klebsiella pneumoniae 5(16.7) 6 (14.0) 11 (15.1) 0.102 0.752
Other Gram-negative bacteria 8 (26.7) 16 (37.2) 24 (32.9) 0.890 0.345

Gram-positive bacteria
Staphylococcus aureus 4 (13.3) 4(9.3) 8 (11.0) 0.294 0.588
Other Gram-positive bacteria 10 (33.3) 12 (27.9) 22 (30.1) 0.247 0.619

SCAP BHFIF T 2D — TP R GE LA 1 E 45 2
AETEM . B4F SCAP FHEZ4F SCAP [BH HR 2 5+
TG E RS W3,

2.4 JF2F SCAP BEEKRETREEZSM
XFAEZ AR SCAP AEBEAL TR FE B IR K A7 FR I R 70
Hr, s BRI AL E L SOFA ¥ 43
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CURB-65 1143 \PSL W43, SET- 4 SAFIG 4l L 22 5+
BEIFE L BT S EENHA R ¥ L
W ZEAE R B AR 1T 2 &R Logistic [1] 9437,
5L IR ABESS — R EE B PSLIESr A AL
PGSR AR AF SCAP {3 B AU T (4 1k 37 5 1 R R
W4,

2.5 HESCAP ZEERETEBRERZSH X
ZAF SCAP LTI fa 6 [ 28 HEAT B0 LR 2 i i
WIZH EAE S5 SOFA 143 . CURB-65 43 K5 &
PR A IO A OB R 2 LR E R A5

AR S BHEBS LT 5 WAy AR R Bk
AN AR T Z2 N3 Logistic IR B8, A
s — R EAE B SOFA ¥4y & I 6 0 %
4F SCAP SET- MM R . WK S o

XIARTHENE 2 oL EERT ST R , R 4F
SCAP fEBEIALR N 24. 3% , E4F SCAP HBefist R
o 28. 0% 5 ARt PSL P53 M QUHLAKGE A AR &
4T SCAP {1 Be SE T 19 2 57 /e B8 [ 3R, A Bg i SOFA

R3 FEEHESCAP EEFHF (%) ]
Tab.3 Prognosis of SCAP patients in different age groups[ n(% ) ]

Non-elder < 65years

Elder=65 years

Outcomes n =170 /7 P Value
(n=70) (n=100)

Primary Clinical Outcome
In-hospital mortality, 17 (24.3) 28 (28.0) 45 (26.5) 0.292 0.589
28-day mortality 15 (21.4) 23 (23.0) 38 (22.4) 0.059 0.809
Mortality in PSI-V* 8 (44.4) 14 (33.3) 22 (36.7) 0.670 0.413
Mortality in ivasive mechanical ventilation” 14 (35.9) 20 (40.8) 34 (38.6) 0.222 0.638
Mortality in ICU-SCAP® 14 (28.6) 24 (38.7) 38 (34.2) 1.249 0.264

Secondary Outcomes
Treatment failure 22 (36.7) 41 (41.0) 63 (39.4) 0.295 0.587
Organ failure 26 (37.1) 48 (48.0) 74 (43.5) 1.975 0. 160
Circulatory system failure 13 (18.6) 28 (28.0) 41 (24.1) 2.000 0.157
Renal failure 5(7.1) 13 (13.0) 18 (10.6) 1.492 0.222
Liver failure 8 (11.4) 7 (7.0) 15 (8.8) 1.004 0.316
Length of stay (day,IQR) 15 (12, 23) 15 (9, 24) 15 (9,24)  -0.557¢ 0.578

. Mortality in SCAP with PSI classes V, 7., ger = 185 Mugger =423 ©: Mortality in SCAP with ivasive mechanical ventilation, 7, ger =395 Mujger =

49;° . Mortality in SCAP admitted to the ICU, n,., qder =49, Neider

=62; 4 Z, Others are Xz_

R4 F2FESCAP BEERATRBERI

Tab.4 Univariate and multivariate analysis of variables associated with in-hospital mortality of non-elderly patients with SCAP

Univariate analysis

Multivariate analysis

Factor

Exp (B) 95% CI P value Exp (B) 95% CI P value
PSI score 1.024 1.007 -1.042 0.006 1.022 1.004 —1.041 0.016
Invasive mechanical ventilation 5.227 1.343 -20.335 0.017 4.543 1.092 - 18.898 0.037
SOFA score 1.178 1.006 - 1.380 0.042
Confusion 4.239 1.220 - 14.728 0.023
CURB-65 score 4.239 1.220 -14.728 0.023

®S5 ZFSCAP BEMERETRBEERSF

Tab.5 Univariate and multivariate analysis of variables associated with in-hospital mortality of elderly patients with SCAP
Univariate analysis Multivariate analysis

Factor - -

Exp(B) 95% CI P Value Exp(B) 95% CI P Value
Combined with Coronary artery disease 3.235 1.291 -8.110 0.012 2.834 1.066 -7.534 0.037
Combined with Cardiac insufficiency 2.850 1.113 -7.296 0.029
Shock state 2.731 1.014 -7.361 0.047
Confusion 2.643 1.031 -6.774 0.043
SOFA score 1.238 1.065 -1.439 0.005 1.240 1.063 - 1.446 0. 006
CURB-65 score 1.723 1.055 -2.814 0.030
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The risk factors of prognosis in patients with severe

community-acquired pneumonia in different age groups
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of Chinese Medicine, Zhengzhou 450000; *The First Clinical Medical College, Henan University of Chinese
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Abstract Objective To explore the risk factors of prognosis in patients with severe community-acquired pneumo-
nia (SCAP) in different age groups. Methods A multi-center and prospective study was conducted at 11 teaching
hospitals in China from December 2017 to October 2021. Patients who met the criteria were assigned to the elderly
group ( =65 years) and the non- elderly group (18 — 64 years) to demonstrate the clinical characteristics of
SCAP. Patients were divided into survival group and death group according to whether they died in hospital, to de-
termine the risk factors associated with mortality by multivariate logistic regression analysis. Results A total of 170
patients with SCAP were included in the study. The age of SCAP was 20 ~93 (65.75 +15.23) years old, and the
proportion of SCAP in the elderly was 58. 82% (100/170). In-hospital mortality of non-elderly SCAP was 24. 3%
(17/70) , and the in-hospital mortality of elderly SCAP was 28% (28/100). Compared with non-elderly group,
patients in elderly group had higher severity score and more complications on admission, but the symptoms of fever
and respiratory rate at admission were less obvious. In multivariable logistic regression analysis, the factors signifi-
cantly associated with in-hospital mortality of non-elderly SCAP were pneumonia severity index ( PSI) score (P =
0.016, OR =1.022, 95% CI: 1.004 —1.041) and invasive mechanical ventilation ( P =0.037, OR =4.543,
95% CI; 1.092 - 18. 898 ) on admission, and the risk factors associated with in-hospital mortality in elderly SCAP
were sequential organ failure assessment (SOFA) score (P =0.006, OR =1.240, 95% CI. 1.063 - 1.446) and
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combined with coronary artery disease on admission (P =0.037, OR =2.834, 95%CI. 1. 066 —7.534). Conclu-
sion  In-hospital mortality for SCAP is high. PSI score and invasive mechanical ventilation are risk factors for in-
hospital mortality of non-elderly patients with SCAP, and SOFA score and combined with coronary artery disease on
admission are risk factors for in-hospital mortality of elderly patients with SCAP.

Key words severe community-acquired pneumonia; aged; mortality; risk factors; SOFA score; PSI score
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The laboratory biomarkers of disease activity in ankylosing spondylitis
Gao Siming, Liu Wei,Man Siliang, Li Hongchao,Song Hui

(Dept of Rheumatology, Beijing Jishuitan Hospital, Capital Medical University, Beijing 100010)

Abstract

kylosing spondylitis and to compare their specificity and sensitivity in assessing disease activity. Methods

Objective To analyze the correlation between different laboratory biomarkers and disease activity in an-

Spearman correlation or Pearson correlation was used to analyze the correlation between disease activity and labora-
tory biomarkers. Receiver operating characteristic ( ROC) was used to compare the sensitivity and specificity of
each laboratory biomarker in evaluating disease activity. Results Hypersensitive C-reactive protein, fibrinogen,
D-dimer, erythrocyte sediment rate, C-reactive protein, immuno-inflammatory index ( platelet count x neutrophil
count/lymphocyte count) , fibrinogen/albumin ratio, albumin and pro-albumin were correlated with disease activi-
ty. The ratio of fibrinogen to albumin, fibrinogen, erythrocyte sedimentation rate, immuno-inflammatory index, C-
reactive protein and hypersensitive C-reactive protein had good values in determining the disease activity. Conclu-
sion Different laboratory biomarkers are correlated with the disease activity of ankylosing spondylitis, and some of
them have better discriminating values for the disease activity.
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