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[ Abstract] Objective To anlyse the risks factor of diabetic kidney disease ( DKD)in patients with type 2 dia-
betes. Methods The 248 patients with type 2 diabetes who were hospitalized in the Endocrinology Department of An-
hui Provincial Hospital from May 2020 to February 2022 were retrospectively analyzed, were divided into T2DM group
(68 cases) and DKD group (180 cases). The age, duration of diabetes, height, weight, BMI, history of hypertension,
smoking history,,and type 2 diabetes treatment were collected in each group. Venous blood was used to detect fasting
blood glucose( FBG) ,HbAlc and lipids etc. Univariate analysis was performed on the clinical data of the two groups and
multivariate logistic regression analysis was used to screen the risk factors of DKD in patients with type 2 diabetes. Re-
sults (1) There were significant of differens in age, diabetic duration, incidence of hypertention, history of smoking,
HbAlc,HDL-C and insulin use between two groups (P <0.05). (2) Univariate analysis showed that the incidence of
DKD might be affected by the patient’s age, duration of diabetes, hypertension ,smoking history, glycosylated hemoglobin
(HbAlc) ,high-density lipoprotein cholesterol ( HDL-C) , and whether insulin treatment ( P < 0. 05). (3) Multivariate
unconditional logistic regression analysis showed that advanced age ( =50 years old), long duration of diabetes
(=10 years) ,history of hypertension,smoking history, HbAlc ( =8.5% ) and the use of insulin were risk factors for
DKD (OR >1.00,P <0.05) ;HDL-C ( =1 mmol/L) was the protective factors of DKD(OR <1.00,P <0.05) , Con-
clusions HDL-C ( greater than 1 mmol/L) is a protective factor for DKD,long duration ( =10 years) , higher HbAlc
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and LDL-C,a history of hypertension,a history of smoking and the use of insulin are risk factors for DKD in hospitalized

patients with type 2 diabetes.
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