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Association between low T3 syndrome and the risk of diabetic kidney
disease in patients with type 2 diabetes mellitus”
LI Xiaonan,CAQO Lei
Department of Nephrology s Anhui Bengbu Third People’s Hospital /Bengbu Central Hospital s
Bengbu s Anhui 233000, China

Abstract: Objective To investigate the association between the occurrence of low T3 syndrome (LT3S)
and the disease progression in patients with diabetic kidney disease (DKD). Methods A total of 202 patients
with type 2 diabetes mellitus (T2DM) were selected as objects and divided into NDKD group (89 cases) and
DKD group (113 cases) according to whether complicated with DKD or not. General clinical indicators and
plasma alanine aminotransferase (ALT) ,aspartate aminotransferase (AST) ,total cholesterol (TC),triglycer-
ide (TG),albumin (ALB),urea (BUN), glycosylated hemoglobin (HbAlc), serum triiodothyronine (T3),
free triiodothyronine (FT3),Thyroxine (T4) ,free thyroxine (FT4) and thyroid-stimulating hormone (TSH)
levels were collected and compared. The glomerular filtration rate (eGFR) was calculated by creatinine (Scr)
according to the CKD-EPI formula. Combined with the inverse T3 (rT3) data,the diagnosis of LT3S was con-
firmed,and the risk factors of DKD were analyzed. Results There were 89 cases in NDKD group,113 cases in
DKD group. There were 14 cases in 202 T2DM patients complicated with LT3S,with an incidence of 6. 93% ,
and the incidence of LLT3S in the DKD group was 12. 39%. Compared with NDKD group,the age was greater,
the course of T2DM was longer in DKD group, with statistical significance (P<C0. 05). Compared with NDKD
group,the levels of ACR and BUN in DKD group increased, while the levels of ALB and eGFR decreased, with
statistical significance (P<C0. 05). Compared with NDKD group,T3 and FT3 levels in DKD group decreased,

the differences were statistically significant (P<C0. 05). Multivariate Logistic regression analysis showed that
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the increase of BUN level was the risk factors for DKD (P<Z0. 05). Increased FT3 level was a protective factor
for DKD (P <C0. 05). Conclusion The decreased levels of T3 and FT3 in T2DM patients correlate with the se-
verity of DKD. With the progression of microvascular complications DKD in T2DM patients, the incidence of

LT3S increases. Early detection of thyroid hormone level is helpful for early diagnosis and disease evaluation

of DKD patients.
Key words:low T3 syndrome;

creatinine ratio; thyroid function
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113 ], AR#FFEH 202 ] T2DM B # 49 LT3S 14
B, LT3S KW HE N 6. 93%. LT3S fE NDKD 4H #il
DKD 4 () & A= 345550 2 0. 0% .12.39% . P4 [k
L ERHG I E L (P<<0.05), DKD 414E#% 1 i
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(P<C0.05), FT3 KFTtm & DKD &4 R R
(P<C0.05), SEFr b AR IRSC B, LT3S #k ok &
— Pl TR AE PR A B e AN S IR RO S Y S, B
I, 76 R 22 56 WU IR ) 58 e 15 14 A0F 5 v o R 99 AT
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o IR 1] B2 52 e DKD ik . 55 A B 58t s 988 ™
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