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Abstract:Objective To investigate the significance of B-type natriuretic peptide (BNP), C-reactive pro-
tein (CRP) levels and T lymphocyte subsets percentages in patients with chronic obstructive pulmonary dis-
ease complicated with pulmonary hypertension (COPD-PH) ,and to understand the effect of BNP and CRP on
COPD-PH. Methods A total of 170 cases of COPD patients hospitalized in our hospital were enrolled in the
studysand the percentage of forced expiratory volume in the first second (FEV, %) and FEV,/ forced vital ca-
pacity (FEV,/FVCY%) were used to evaluate the lung function of the subjects. According to whether pulmo-
nary artery pressure was normal, the patients were divided into COPD-PH group (n=80) and COPD group (n
=90) ,and the differences of BNP,CRP levels and T lymphocyte subsets percentages in each group were com-
pared. The Logistic regression model was used to analyze the risk factors of PH in COPD patients. The receiv-
er operating characteristic (ROC) curve was used to evaluate the diagnostic value of BNP and CRP levels in
pulmonary hypertension. Results BNP and CRP in COPD-PH group were significantly higher than those in
COPD group at admission (P<C0.05). CD8" T lymphocyte percentage in COPD-PH group were significantly
lower than that in COPD group (P <C0. 05). Univariate and multivariate regression analysis showed that in-
creased BNP,CRP and decreased CD8" T lymphocyte percentage were risk factors for PH in COPD patients
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(P<C0.05). ROC curve analysis showed that the area under the curve of serum BNP was 0. 727, with a sensi-

tivity of 0. 65 and a specificity of 0. 68,and that of serum CRP was 0. 669, with a sensitivity of 0. 63 and a spe-

cificity of 0. 63. Conclusion Elevated BNP,CRP and decreased CD8" T lymphocyte percentages are risk fac-

tors for PH in COPD patients,and are positively correlated with pulmonary artery pressure. Meanwhile, BNP

and CRP can be used as reference indicators for predicting PH.
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