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Abstract

Background. Immunoglobulin A (IgA) nephropathy
is the most common form of glomerulonephritis
in the world, and a substantial number of patients
develop end-stage renal disease (ESRD). Although
there are several prognostic indicators, it remains
difficult to predict the renal outcome in individual
patients.

Methods. A prospective cohort study was conducted
in 97 clinical units in Japan from 1995 to 2002.
We analysed the data from 2269 patients using
proportional hazards models in order to determine
the predictors of ESRD in IgA nephropathy and to
develop a scoring system to estimate ESRD risk.
Results. During the follow-up (median, 77 months),
207 patients developed ESRD. Systolic hypertension,
proteinuria, hypoproteinaemia, azotaemia and a high
histological grade at initial renal biopsy were indepen-
dently associated with the risk of ESRD. Mild
haematuria predisposed patients to ESRD more than
severe haematuria. A scoring system was developed to
estimate the 7-year ESRD risk from eight clinical and
pathological variables. Actually, this prognostic score
accurately classified patients by risk: patients with
estimates of 0.0-0.9, 1.04.9, 5.0-19.9, 20.0-49.9, and
50.0-100.0% had a 0.2, 2.4, 12.2, 40.2 and 80.8%
of ESRD incidence over 7 years, respectively. The
corresponding area under the receiver operating
characteristic curve was 0.939 [95% confidence
interval (CI), 0.921-0.958). This score was verified
in repetitions of the derivation-validation technique.

Correspondence and offprint requests to: Kenji Wakai, MD,
Division of Epidemiology and Prevention, Aichi Cancer Center
Research Institute, 1-1 Kanokoden, Chikusa-ku, Nagoya 464-8681,
Japan. Email: wakai@aichi-cc.jp

Conclusions. Although the quality of some data
collected by the mail survey is limited and the influence
of therapy could not be considered, this scoring system
will serve as a useful prognostic tool for IgA
nephropathy in clinical practice.

Keywords: end-stage renal disease; IgA nephropathy;
kidney failure; prospective studies; renal prognosis

Introduction

Immunoglobulin A (IgA) nephropathy is the most
common form of glomerulonephritis in the world
today [1]. When Berger and Hinglais [2] described
this disease as a new clinical entity in 1968,
clinicians regarded it as a benign nephropathy.
However, successive studies indicated that 6-43%
of IgA nephropathy patients would develop end-
stage renal disease (ESRD) over a period of 10 years
[3.4].

Many investigators have tried to determine the
prognostic indicators of this disease, which include
elevated serum creatinine (sCr), heavy proteinuria,
severe histological changes, hypertension, hypo-
proteinaemia, older age and male sex [4-7].

However, difficulties remain in predicting the
renal outcomes in individual patients and determining
those who need aggressive therapeutic intervention.
This may be partly a result of the relatively
small sample sizes used in previous studies [8]. We,
therefore, set up a large-scale, nationwide prospective
study in order to develop an IgA nephropathy
prognostic score.

© The Author [2006). Published by Oxford University Press on behalf of ERA-EDTA. All rights reserved.
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Subjects and methods

Patients and follow-up

The Research Group on Progressive Renal Diseases and
the Research Committee on the Epidemiology of Intractable
Diseases, both organized by the former Ministry of Health
and Welfare of Japan (currently the Ministry of Health,
Labor and Welfare), conducted a nationwide survey on IgA
nephropathy in January 1995 [9]. This survey identified 5324
patients with biopsy-proven IgA nephropathy, who had
visited general physicians, nephrologists, paediatricians or
urologists in Japan during 1994.

Follow-up was carried out at clinical units that had 10 or
more IgA nephropathy patients in the survey. When more
than 50 of them were identified in a unit, we randomly
selected 50 to reduce the burden on the unit. We eventually
designated 3409 patients as potential subjects for the follow-
up study and undertook the first mail survey in May 1997.
The response rate was 82.5% in a patient base. A second mail
survey was conducted for 2350 cases in August 1999, and a
third for 2285 cases in November 2002, with response rates of
95.7 and 93.3%, respectively. Excluding those who had died,
who had developed ESRD before baseline, or whose essential
baseline data were missing, we included 2269 eligible patients
for the analyses from 97 clinical units. Figure 1 shows their
distribution by sex and age. There are two peaks in age
distribution: 15-24 and 40—49 years. The median follow-up
period was 77 months (range, i-94 months).

This investigation was approved by the Ethics Committee
of the Kyoto University Graduate School of Medicine and
the Ethics Committee of the Juntendo University School of
Medicine.

Data collection

The baseline data of the patients were obtained by reviewing
medical records in the nationwide survey in 1995. The data
included sex, age, year of diagnostic renal biopsy, systolic
and diastolic blood pressure, urine protein and blood, serum
total protein and albumin and sCr. Proteinuria was semi-
quantified with a standard urine dipstick with (), (+-), (+),
(++4) and (+++) corresponding to <10, 10-29, 30-99,

2801

100-299 and >300 mg/dl of urine albumin, respectively.
Histological grade at initial renal biopsy was reassessed by
pathologists or nephrologists in each participating hospital
at the first follow-up survey using the new criteria from the
Joint Committee of the Research Group on Progressive
Renal Diseases and the Japanese Society of Nephrology
(Table 1) [10]). This reassessment was needed because
the classification criteria were established after our baseline
survey. In the three follow-up surveys, information
on outcomes such as death, ESRD and sCr was collected
by mail.

Statistical analysis

Predictors of ESRD. The primary endpoint in this
study was ESRD, which was defined as the initiation of
dialysis therapy. The follow-up period for each patient was
calculated in months from the data of the nationwide survey
on ESRD, death or the last visit. Those who died without
ESRD were treated as censored cases.

The 7-year cumulative incidence (risk) of ESRD was
computed by the Kaplan-Meier method [11] according to
demographic and clinical characteristics. The rate ratios (RRs)
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Fig. 1. Sex and age distribution -of patients (1104 men and
1165 women) for analysis.

Table 1, Criteria for histological grading from the Joint Committee of the Research Group on Progressive Renal Diseases (Ministry of
Health and Welfare of Japan), and the Japanese Society of Nephrology [10]

Grade  Glomerular {indings Interstitial and vascular findings

1 Slight mesangial cell proliferation and increased matrix. Prominent changes are not seen in the interstitium,
Glomerulosclerosis, crescent formation or adhesion to the Bowman’s renal tubuli or blood vessels.
capsule is not observed. ’

11 Slight mesangial cell proliferation and increased matnx. Same as above.

Glomerulosclerosis, crescent formation or adhesion to the Bowman’s
capsule seen in <10% of all biopsied glomeruli.

111 Moderate, diffuse mesangial cell proliferation and increased matrix. Cellular infiltration is slight in the interstitium except
Glomerulosclerosis crescent formation or adhesion to the Bowman’s around some sclerosed glomeruli. Tubular atrophy
capsule seen in 10-30% of all biopsied glomeruli. is slight, and mild vascular sclerosis is observed.

v Severe, diffuse mesangial cell proliferation and increased matrix. Interstitial cellular infiltration and tubular atrophy,

Glomerulosclerosis, crescent formation or adhesion to the Bowman’s
capsule seen in >30% of all biopsied glomeruli. When sites of sclerosis
are totalled and converted to global sclerosis, the sclerosis rate is >50%
of all glomeruli. Some glomeruli also show compensatory hypertrophy.
The sclerosis rate is the most important of these indices.

as well as fibrosis are seen. Hyperplasia or
degeneration may be seen in some intrarenal
arteriolar walls.
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for ESRD were estimated by potential prognostic factors
using proportional hazards models [12]. The independent
effect of each variable was assessed by multivariate analysis.
Diastolic blood pressure and serum albumin were excluded
from the multivariate model because of their close relation
with systolic blood pressure and serum total protein,
respectively. To test for a linear trend, we coded
each stratum of the variable as 0, 1, 2,...and included it as
a continuous variable in the proportional hazards model [13].
For variables that displayed ‘U-shape’ or ‘inverted U-shape’
relationships with ESRD risk, we also analysed non-linear
associations using a quadratic model [14]. Subjects with
missing values were omitted from the relevant analysis.

Construction of scoring system. A scoring system to
predict ESRD in individual patients with IgA nephropathy
was based on the proportional hazards model. It included
sex, age and all the significant variables in the aforemen-
tioned multivariate analysis. In this model, a patient with
covariate values X, X5, ..., X, has an expected renal survival
rate (=1 —cumulative incidence of ESRD) at time 7, S(7),
formulated as:

(1) = {So(z)) PP Hi B Kot 4B, Xe)

where So(r) is the baseline survivor function and
Bi, B2, --., B, are the coefficients estimated from the model
[8,15]. The RRs are exponents of these B coefficients.

We stratified the patients by each prognostic factor
and applied a proportional hazards model with dummy
variables (0 or 1 for X, X5, ..., X,). The scores derived from
the B coefficients were smoothed by linear interpolation
in each stratum of the variables and were then multiplied
by 10 to simplify the calculation. The sum of all the
scores for individual factors (total score) was
10 x (B; X, + P2 X2+ - - -+ B,X,,), and a corresponding ESRD
risk, 1 —S(7), was computed from the total score. The
baseline survivor function, Sp(7), was estimated by the
product-limit method using the PHREG procedure of
the Statistical Analysis System [16].

Validation of scoring system. To examine the goodness of
fit of the scoring system to the data, we divided the patients
into five groups according to the predicted 7-year risk of
ESRD, that is, minimum (0.0-0.9%), low (1.0-4.9%),
moderate (5.0-19.9%), high (20.049.9%) and very high
(50.0-100.0%). The renal survival curve of ESRD was then
drawn in each group using the Kaplan-Meier method [11].
To further assess the utility of the score, we used the area
under the receiver operating characteristic (ROC) curve {17]
for the 7-year risk of ESRD. The area and its 95%
confidence interval (CI) were estimated by the non-
parametric method [17].

As an additional analysis [18], one-third (n=756) of the
subjects were randomly allocated to a validation sample
and the remainder to a derivation sample. The prognostic
score was ‘developed in the derivation sample, and the actual
7-year cumulative incidence of ESRD was computed by the
predicted risk in the validation sample [11]. The area under
the ROC curve was also estimated in the validation group.
Considering the sampling error, we repeated this procedure
in 100 different validation sets. Smoothing of the scores was
not done in this analysis.

K. Wakai er al.
Results

During the follow-up of 11923.5 person-years, 207
patients with IgA nephropathy developed ESRD.
Sixteen deaths without ESRD were also reported:
five from circulatory diseases, five from cancer and
six from unknown causes.

Table 2 summarizes the 7-year cumulative incidence
and RR for ESRD by demographic and clinical
factors. Patients with no or only mild proteinuria
[urine protein of (—) or (+—)] had an appreciably
lower risk of ESRD: their 7-year cumulative incidence
was 0.7% (95% CI, 0.0-1.5%). In contrast, patients
with excretional impairment at baseline had a much
higher risk. Their 7-year cumulative incidences were
68.5% (95% Cl1, 59.2-77.8%) and 90.1% (82.4-97.8%)
for sCr of 1.68-2.50 and >2.51mg/dl (148-221 and
>222 pmol/l), respectively. The proportion was as
high as 25.9% (95% CI, 19.2-32.6%) even among
those with mild azotaemia [sCr, 1.26-1.67 mg/dl
(112-147 ymol/l)]. A univariate analysis with propor-
tional hazards models revealed that earlier renal
biopsy, systolic/diastolic hypertension, proteinuria,
hypo-proteinaemia/albuminaemia, azotaemia and a
higher histological grade at initial renal biopsy had a
strong dose-dependent association with the risk of ESRD.
Systolic hypertension, proteinuria, hypoproteinaemia,
azotaemia and a higher histological grade remained
significant predictors in the multivariate analysis
(trend P <0.05).

Although male patients had a higher RR in the
univariate analysis, the high risk disappeared when
considering other factors. Patients in their 30s were
at the lowest risk in the multivariate analysis, whereas
an upward trend in RR with advancing age was found
in the univariate model. Mild haematuria [<30 red
blood cells per high-power field (RBC/HPF)] was
associated with a higher risk compared with severe
haematuria (>30 RBC/HPF) in both the univariate
and multivariate analyses. In the multivariate models,
we found a significant non-linear association of
haematuria with ESRD risk (P for non-linear associa-
tion <0.0001) but none for age (P =0.26).

Based on these analyses, we established a scoring
system to estimate 4- and 7-year cumulative incidence
rates of ESRD. Of the 2269 patients included in
this study, 1754 (77.3%) had a complete data set
needed for our system designing. Table 3 lists the
scores of individual prognostic factors. The total score
(sum of individual scores) can then be converted to
the corresponding estimated risk using Table 4. The
baseline survivor function, Sy(r), was estimated as
0.99955026 and 0.99887700 at 4 and 7 years, respec-
tively. An illustrative example of how to apply this
scoring system to patients with IgA nephropathy
follows. The patient is a 59-year-old man with systolic
blood pressure of 142mmHg, proteinuria of (++4),
haematuria of >30 RBC/HPF, serum total protein of
6.6 g/dl, histological grade of IV at initial renal biopsy,
and sCr of 1.35mg/dl. As shown in Table 3, the scores
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Table 2. Seven-year cumulative incidence and RRs for ESRD by demographic and clinical characteristics (at baseline except for

histological grade)

n Observed No. of 7-year cumnulative RR for ESRD
person-years ESRD incidence of ESRD
% 95% CI Univariate Multivariate
RR 95% ClI RR 95% Cl
Sex
Female 1165 6315.2 76 8.2 6.3-10.0 1.00 1.00
Male 1104 5608.3 131 15.2 12.7-17.7 1.93 1.46-2.57 0.75  0.51-1.09
P <0.0001 P=0.13
Age (years)
<19 526 2526.5 10 29 1.0-4.8 1.00 1.00
20-29 500 2475.4 32 8.7 5.8-11.7 329 1.62-6.70 1.28  0.51-3.24
30-39 367 2041.5 29 9.4 6.1-12.6 3.66 1.79-7.52 0.63  0.24-1.64
40-49 456 2601.6 57 14.7 11.1-18.2 5.67 2.89-11.1 0.73  0.29-1.80
50-59 289 1570.1 53 20.6 15.4-25.8 8.70 4.43-17.1 0.80 0.32-1.99
>60 131 708.4 26 233 15.3-31.4 9.44  4.55-19.6 0.76  0.29-2.04
trend P <0.0001 trend P=0.41
Year of initial renal biopsy
1994-1995 479 2525.8 31 8.5 5.5-11.5 1.00 1.00
1992-1993 594 3059.0 54 12.2 9.1-154 1.44  0.92-2.23 1.30  0.74-2.27
1990-1991 402 2050.5 41 12.4 8.8-16.0 1.62  1.02-2.58 1.75  0.98-3.12
1988-1989 287 1609.4 26 10.4 6.4-14.4 1.32  0.78-2.22 1.31 0.69-2.48
1987 or before 469 2450.1 53 14.2 10.5-17.8 1.76  1.13-2.74 1.21 0.69-2.13
trend P=0.033 trend P=0.60
Systolic blood pressure (mmHg)
<119 812 4259.8 26 4.6 2.8-6.4 1.00 1.00
120-139 845 45779 79 11.5 9.0-14.0 2.84 1.82-4.42 1.32  0.79-2.23
140-159 344 1785.4 63 223 17.3-27.2 5.79 3.67-9.15 143  0.82-2.49
>160 70 298.4 21 339 21.9-45.9 1.5 6.48-20.5 2.62 1.33-5.18
trend P < 0.0001 trend P=0.014
Diastolic blood pressure (mmHg)
<69 663 3399.3 15 3.2 1.5-4.8 1.00
70-79 594 3205.7 40 9.4 6.5-12.2 2.85 1.58-5.16
80-89 516 2831.0 67 15.1 11.7-18.5 5.41  3.09-9.48
90-99 231 1163.8 55 27.3 21.0-33.6 10.8 6.08-19.0
>100 66 316.7 12 21.6 10.6-32.7 8.65 4.05-18.5
trend P < 0.0001
Proteinuria
(=), (&) 827 4284.8 4 0.7 0.0-1.5 1.00 1.00
+) 528 2952.8 25 6.4 3.9-8.9 912 3.18-26.2 297 0.86-10.3
(++) 484 2557.5 73 18.3 14.4-22.2 30.7 11.2-83.8 7.41 2.23-24.6
(+++) 330 1619.2 89 30.9 25.4-36.5 58.7 21.6-160 11.0 3.28-36.6
) trend P <0.0001 trend P <0.0001
Haematuria (red blood cells per high-power field)
None 578 2949.7 20 49 2.7-1.0 1.00 1.00
1-29 1238 6531.3 147 14.7 12.4-17.0 3.33  2.09-5.31 3.65  2.02-6.60
>30 363 1979.5 24 7.9 4.8-109 1.80 = 0.99-3.25 - 1.37  0.65-2.89
trend P=0.024 trend P=0.58
Serum total protein (g/dl)
>7.5 448 2385.7 1 3.7 1.5-5.9 1.00 1.00
7.0-7.4 758 3991.8 43 1.7 5.5-10.0 233 1.204.52 1.50 0.67-3.33
6.5-6.9 678 3663.8 69 12.6 9.7-15.4 408 2.16-7.71 1.71 0.79-3.71
6.0-6.4 243 1228.2 50 239 17.8-29.9 8.78 4.57-16.9 1.71 0.77-3.76
<59 76 349.8 28 40.2 28.4-52.0 17.3 8.61-34.7 3.20 1.33-7.74
trend P < 0.0001 trend P=0.019
Serum albumin (g/dl)
>4.4 822 4289.0 27 48 3.0-6.7 1.00
42-43 434 2341.0 21 6.7 3.9-9.6 1.43  0.81-2.53
4.0-4.] 360 2042.5 38 12.3 8.5-16.0 298 1.82-4.87
3.8-3.9 228 1204.5 36 18.2 12.6-23.7 4.75 2.89-7.83
<37 227 1110.7 70 34.7 27.9-41.5 10.0 6.41-15.6
trend P < 0.0001
1/sCr [(mg/dl)~", numbers in parentheses indicate sCr (mg/d)]*
>0.80 (<1.25) 1881 101973 32 25 1.6-3.4 1.00 1.00
0.60-0.79 (1.26-1.67) 205 1142.0 45 25.9 19.2-32.6 12.6 7.99-19.8 6.62  3.62-12.1
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Table 2. Continued

K. Wakai et al.

n Observed No. of 7-yeat cumulative RR for ESRD
person-years ESRD incidence of ESRD
% 95% CI Univariate Multivariate
RR 95% CI RR 95% Cl
0.40~0.59 (1.68-2.50) 113 4643 70 68.5 59.2-77.8 496  32.6-754 236 13.1424
<0.39 (>2.51) 70 120.0 60 90.1 82.4-97.8 175 113-272 110 56.1-215
: trend P < 0.0001 trend P <0.0001
Histological grade at initial renal biopsy
Grade | 514 2591.1 8 2.7 0.8-4.7 1.00 1.00
Grade 11 698 37725 21 3.9 2.2-5.6 1.81 0.80-4.09 0.89 0.34-2.33
Grade 111 688 3822.7 83 14.4 11.4-17.4 7.07 3.42-146 1.69 0.71-4.04
Grade IV 212 9543 80 43.2 35.9-50.6 27.1 13.1-56.0 2.57 1.04-633

trend P < 0.0001

trend P=0.0007

ESRD, end-stage renal disease; CI, confidence interval; RR, rate ratio; sCr, serum creatinine.

#To convert the values of creatinine to umol/l, multiply by 88.4.

for sex, age, systolic blood pressure, proteinuria,
haematuria, serum total protein, histological grade
and sCr are —2, —3, 3, 20, 3, 5, 9 and 11, respectively.
Thus, the total score is calculated to be 46
[(—2)+(—=3)+3+20+3+5+9+11]). Using Table 4,
this total score of 46 can be converted to a 4- and
7-year ESRD risk of 4.4 and 10.6%, respectively.

The actual renal survival (=1 — cumulative incidence
of ESRD) according to the estimated 7-year risk was
plotted in Figure 2. The prognostic score successfully
classified the patients by risk. Those with an esti-
mated risk of 0.0-0.9% (score, —8 to 21), 1.0-4.9%
(22-38), 5.0-19.9% (39-52), 20.0-49.9% (53~-64) and
50.0-100.0% (65 or more) had an actual cumulative
incidence of ESRD in 7 years of 0.2% (95% CI,
0.0-0.7%), 2.4% (0.8-3.9%), 12.2% (7.2-17.3%),
40.2% (27.7-52.6%) and 80.8% (73.3-88.3%), respec-
tively. This showed good agreement between the
estimated and observed risks.

The corresponding area under the ROC curve was
0.939 (95% CI, 0.921-0.958). The area remained
almost the same when the prognostic scores were
not smoothed by linear interpolation (0.947; 95% CI,
0.930-0.964).

The influence of therapy could not be taken into
account in the scoring system, because data on
treatment were not collected at baseline and only
the history of use (yes or no) of six groups of drugs
(antiplatelet agents, corticosteroids, immunodepres-
sants, angiotensin-converting enzyme inhibitors,
calcium channel blockers and fish oil, and others)
[19,20] at the 1997 survey was available for most of
the cases. The drugs had been used for 82.2, 35.3, 10.9,
29.2, 20.0 and 34.1% of the patients, respectively,
until the 1997 survey. Additional multivariate analyses
that included the history of drug use did not essentially
alter the associations of clinical characteristics with
the ESRD risk presented in Table 2, except for the
attenuation of risk for systolic blood pressure (data not
shown). '

Even when the prognostic scores were developed
using derivation samples randomly selected from all
subjects, the estimated 7-year cumulative.incidence of
ESRD well-predicted the observed ones in the remain-
ing validation sample. The median values of observed
7-year incidence were 0.5% [inter-quartile range (IQR),
0.0-0.8%], 2.2% (1.3-3.0%), 12.9% (10.0-16.2%),
39.5% (32.9-44.6%) and 75.3% (70.7-79.7%) in
patients with an estimated risk of 0.0-0.9, 1.0-4.9,
5.0-19.9, 20.0-49.9 and 50.0-100.0%, respectively.
The median of the corresponding area under the
ROC curve (0.927; IQR, 0.913-0.941) was comparable
with the area in the full data set (0.939).

Discussion

Based on a large-scale cohort study, we described
the prognostic indicators for IgA nephropathy and
developed a scoring system for estimating the ESRD
risk. Systolic hypertension, proteinuria, haematuria,
hypoproteinaemia, azotaemia and a high histological
grade at initial renal biopsy were related to the risk,
independent of other factors. The prognostic score
successfully classified patients according to their
ESRD risk and was verified by the analysis, dividing
the subjects into derivation and validation samples.

To the best of our knowledge, this is the largest
follow-up study to date on the renal outcome of IgA
nephropathy. The present investigation enrolled many
IgA nephropathy patients at various clinical stages,
which enabled us to quantify ESRD risk by prognostic
factors in detail. Whereas most studies to date followed
IgA nephropathy patients from the time of initial
renal biopsy or diagnosis [4], our study included
patients at different stages. Therefore, the prognostic
score can be applied appropriately whenever needed.
Use of clinical data subsequent to renal biopsy may
improve the prediction of renal outcome [4].
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Table 3. Prognostic scores to estimate risk of ESRD by demographic and clinical factors

Sex Age (years) SBP (mmHg)
Sex Score Age Score SBP Score
Female 0 <21 0 <121 0
Male -2 22-23 1 122-124 1
24-26 2 125-127 2
27 1 128-144 3
28 0 145-151 4
29-30 -1 152 5
31 -2 153-154 6
32-33 -3 155 7
34 —4 156-157 8
35-38 -5 158 9
3946 —4 >159 10
47-53 -3
54-58 -2
>59 -3
Proteinuria Haematuria (RBC/HPF) Serum TP (g/dl) Histological grade®
Proteinuria Score Haematuria Score TP Score Grade Score
=), (+-) 0 None 0 >7.5 0 Grade 1
+) 11 1-29 12 7.4 2 Grade 11 -1
(++) 20 >30 3 7.3 3 Grade 111 6
(+++) 24 6.9-7.2 4 Grade 1V 9
6.3-6.8 5
6.2 6
6.1 9
<6.0 12
Serum creatinine (mg/dl)b
Creatinine Score Creatinine Score Creatinine Score Creatinine Score
<1.25 0 1.37 13 1.66-1.69 . 25 2.15-2.17 37
1.26 1 1.38 14 1.70-1.73 26 2.18-2.20 38
1.27 2 1.39 15 1.74-1.78 27 2.21-2.23 39
1.28 3 1.40 16 1.79-1.83 28 2.24-2.26 40
1.29 5 1.41 17 1.84-1.88 29 2.27-2.30 41
1.30 6 1.42-1.43 18 1.89-1.94 30 2.31-2.33 42
1.31 7 1.44-1.46 19 1.95-2.00 31 2.34-2.37 43
1.32 8 1.47-1.50 20 2.01-2.02 32 2.38-2.41 44
1.33 9 1.51-1.53 21 2.03-2.05 33 2.42-2.45 45
1.34 10 1.54-1.57 22 2.06-2.08 34 2.46-2.49 46
1.35 11 1.58-1.61 23 2.09-2.11 35 >2.50 47
1.36 12 1.62-1.65 24 2.12-2.14 36

SBP, systolic blood pressure; RBC/HPF, red blood cells per high-power field; TP, total protein.

“Histological grade at initial renal biopsy.
®To convert the values of creatinine to pmol/l, muitiply by 88.4.

As expected from previous studies [3-7], hyper-
tension, proteinuria, hypoproteinaemia, higher sCr
and more severe morphological changes were indepen-
dent risk factors for ESRD. Mild haematuria
(<30 RBC/HPF) was related to a higher risk of
ESRD than the .more severe type (=30 RBC/HPF).
This supports the clinical impression that gross
haematuria is a good sign [8], although the association
still remains controversial {4] and its mechanism not
yet fully understood. The reproducibility of severe
haematuria was not so high as that of proteinuria.

The potential misclassification, if any, will attenuate
the actual difference in ESRD risk between the groups
of mild and severe haematuria. Considering repeated
measures of haematuria may serve to further clarify
the poor prognosis associated with mild haematuria.

The lower the glomerular filtration rate (GFR)
of a patient reflected in higher sCr, the sooner the
patient will reach ESRD if the rate of decline in GFR
is the same.

Male patients were at an increased risk of ESRD in
the univariate analysis, but that finding disappeared
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Table 4. Estimated 4- and 7-year risk of ESRD by total score

K. Wakai er al.

Total score Estimated risk (%) Total score Estimated risk (%)

Total score Estimated risk (%) Total score Estimated risk (%)

4-year 7-year 4-year 7-year 4-year 7-year 4-year 7-year
(-8)-0 0.0 0.1 25 0.5 1.4 50 6.5 15.4 75 55.7 86.9
1 0.0 0.1 26 0.6 1.5 51 7.1 16.8 76 59.3 89.4
2 0.1 0.1 27 0.7 1.7 52 7.8 i8.4 77 63.0 91.6
3 0.1 0.2 28 0.7 1.8 53 8.6 20.2 78 66.6 93.6
4 0.1 0.2 29 0.8 2.0 54 9.5 22.0 79 70.3 95.2
5 0.1 02 30 0.9 22 55 10.4 24.0 80 73.8 96.5
6 0.1 0.2 31 0.99 2.5 56 115 26.2 81 713 97.5
7 0.1 0.2 32 1.1 2.7 57 12.6 28.5 82 80.6 98.3
8 0.1 0.2 33 1.2 3.0 58 13.8 31.0 83 83.6 98.9
9 0.1 0.3 34 1.3 33 59 15.1 33.6 84 86.5 99.3
10 0.1 0.3 35 1.5 3.7 60 16.6 36.4 85 89.0 99.6
I 0.1 0.3 36 1.6 4.0 61 18.2 39.4 86 91.3 99.8
12 0.1 04 37 1.8 44 62 19.9 42.5 87 93.3 99.9
13 0.2 04 38 2.0 4.9 63 21.7 45.8 88 94.9 99.9
14 0.2 0.5 39 2.2 5.4 64 23.7 49.1 89 96.3 100
15 0.2 0.5 40 2.4 6.0 65 259 52.6 90 97.4 100
16 0.2 0.6 41 2.7 6.6 66 28.2 56.2 91 98.2 100
17 0.2 0.6 42 3.0 7.2 67 30.6 59.9 92 98.8 100
18 0.3 0.7 43 33 7.9 68 33.2 63.5 93 99.3 100
19 0.3 0.7 44 3.6 8.7 69 36.0 67.2 94 99.6 100
20 0.3 0.8 45 4.0 9.6 70 38.9 70.8 95 99.8 100
21 0.4 0.9 46 4.4 10.6 71 42.0 74.4 96 99.9 100
22 0.4 1.0 47 48 11.6 72 453 77.8 97 99.9 100
23 0.4 1.1 48 5.3 12.8 73 48.6 81.0 98 100 100
24 0.5 1.2 49 5.9 14.0 74 52.1 84.1 99-116 100 100

in the multivariate model. The sCr level is essentially
higher in men than in women due to the greater
production of creatinine in males [21]. Nevertheless,
the decision when to start haemodialysis is made
mainly based on the sCr level irrespective of sex. Thus,
male sex would seemingly be a risk factor for ESRD.
In fact, it was not a risk factor after adjustment for
sCr, but the elevated risk among men appeared again
in the proportional hazards model excluding 1/sCr
(RR, 1.49; 95% CI, 1.05-2.10).

A U-shaped association was found between
age and ESRD risk after adjustment for other
prognostic factors, though the non-linear association
was not statistically significant. Age was positively
associated with the ESRD risk in previous univariate
analyses [4], whereas negative associations were
observed in preceding multivariate ones {7,22]. Most
of these studies treated age as a single continuous
variable in the multivariate model. Our 10-year
stratification of age revealed a possible non-linear
relationship.

We proposed a new scoring system for the prediction
of renal outcome in individual IgA nephropathy
patients. Compared with several previous studies
providing prognostic measures according to clinico-
pathological factors, our system has some advantages
in terms of background data and target outcome.
First, it is based on the data from a much larger sample
than the one in a previous study by Beukhof et al. [8].

Second, it predicts the risk of ESRD, rather than that -

of surrogate endpoints such as an increase in sCr [15].
Although D’Amico and coworkers [23] developed a

scoring index using proteinuria and three histological
variables, and Frimat and colleagues [24] developed
a classification using sCr and 24-h proteinuria, both
of which correlated well with renal survival [23,24],
the ESRD risk was not quantified in these two studies.
Our scoring system can quantitatively estimate the
ESRD risk in IgA nephropathy patients, using clinical
and pathological information collected in routine
medical practice.

As shown in Figure 2 and the ROC analysis,
our prognostic score works well; even when it is
based on randomly selected derivation samples,
the score predicted the ESRD risk in the remaining
validation sample as accurately as the score derived
from the whole dataset. Thus, our estimates among
all subjects were fully justified.

Some limitations should also be kept in mind when
utilizing the score tables. First, our prognostic score
is not able to predict ESRD risk for longer than 7 years
(we are conducting a further survey to extend the
follow-up period for a longer-term prediction). Second,
the endpoint of the present study was focused on
ESRD. Although this follow-up study collected sCr
values as an outcome in addition to ESRD and deaths,
the analytical methods for the change in sCr level over
time greatly differ from those for ESRD. We, there-
fore, will report analyses for the change in sCr values
as an outcome after the ongoing extended survey is
completed. Third, we did not address the effect of
therapy because data on treatment were not obtained
at baseline. Further investigations focusing on treat-
ment may be warranted.
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Fig. 2. Renal survival curves by the predicted 7-year risk of ESRD.
Patients were categorized into {ive groups according to the estimated
risk: minimum (0.0-0.9%, n=769), low (1.0-4.9%, n=>556),
moderate (5.0-19.9%, n=230), high (20.0-49.9%, n=72) and very
high (50.0-100.0%, » = 127). Numbers of patients at risk were 1754,
1478, 1237, 961 and 817at 0, 2, 4, 6 and 7 years, respectively.

Another major methodological issue may be related
to the limitation of the mail survey as a method
to obtain laboratory data and to the quality of some
data; about a quarter of the subjects did not have a
complete set of data for the scoring system, and we
could not check the quality of laboratory data from
the participating institutions. The histological grading
of biopsy specimens was done in each hospital and
the inter-institutional variation in classification may
have resulted in the relatively small contribution of
histological grade to the prognostic score (Table 3).
Because the data at baseline on 24-h urine excretion of
protein were not available for two-thirds of the
subjects and those on urinary protein to creatinine
ratio were not collected, we had to assess proteinuria
with a dipstick. The semi-quantified proteinuria was
reasonably reproducible; 81.5% of patients were
classified into the same or adjacent categories [patients
were grouped into (=), (+—), (+), (++) and (+++) of
proteinuria)] in the two tests 2 years apart (at baseline
and at the 1997 survey). The dipstick proteinuria was
also rather strongly correlated with the 24-h urinary
excretion of protein among patients with the relevant
data (Spearman’s correlation coefficient, 0.77 at base-
line). The misclassification by the dipstick assessment,
however, might have attenuated the association
between proteinuria and ESRD risk. The use of
dipstick did not allow us to estimate the risk for
the amount of persistent proteinuria over time as
suggested by a previous report [25]. Collecting more
detailed laboratory data (e.g. creatinine clearance) will
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add to the accuracy of risk prediction by the scoring
system.

Finally, our scoring system was developed among
Japanese patients. It would be applicable to Western
populations as well, since renal survival rates by
prognostic factors are reasonably comparable between
the present subjects and patients in Western countries
[5,7,22,26]. To tailor the scoring system for popula-
tions other than Japanese, however, it may be
warranted to adjust sCr for body weight [21] and
racial groups [27] because the sCr level was the most
important factor to predict ESRD risk as reflected
in the wide range of prognostic scores assigned to
this parameter. Additional validation studies may be
helpful in optimizing this scoring system for popula-
tions of different races. ’

In summary, the present study found that hyper-
tension, proteinuria, haematuria (particularly mild
type), hypoproteinaemia, azotaemia and advanced
histological change independently increased the risk
of ESRD in IgA nephropathy patients. The ESRD-
prediction score based on a multivariate model was
sufficiently valid and will serve as a useful tool for IgA
nephropathy in clinical practice.
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< H2T, COHNER, BEtTDLOBEE
LICERBLI D B0, BRI LICEEERI—FD
BEFHICOVWTHHRE LA, &£<IZ, ICD-9%

W
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KIBICHET L CTICD-10OBTEIERBDHHDT,
ICD-10 L ICD-9 OEEFHICOW T, kil
wEHZ Nz, ICD-10 - ICD-9 {InE (F5 VA
L= )03 8ZE8R & L TRV,
BROREHEHOBEE D2 ADBHRET
R o EEASTEE GEREELSFHEEK)VO
FERa—Fhs, FMTAI—F LEREZRERV
EFBEERT o BUTHI— PV
BERTERVWERICOWTIE, W2»D
ICDEAGEHaI—FE2HAEDLELILELT,
AHRERR D EBENTE D L DAL,

n MfAFER

1. JERI— K THETRERER
1) ICD-10, ICD-9 8 XU ICD-8{ZX-T< 3
Ha—F

BERETH > CORKRDITERTH-7c 1 %
RUEELE, EEHENE, 24T )7 h—
FA, BERBEENM, Yvalf F—V A, #E
iE, #EMm/IMRE RIS, SEHEREE
R, BBERBR KBRFMERF (GERR),
NV =% (€ 2T —%), K, ro—
VIR, N—=F VUV UK, TIOALF—VZA, NV
FUNR, v —RFEE (R, &k,
N—FV Y VIRSRERE, Vv v,
INVFV b VERRSD D WL BGEHERR RS
nTnws,

PEEFEIC DWW, £FDRRBSICHBMEILE =
T2 HHOKSEBES T, REELYEER
s L, ZBBIC LB D RARNHDOH#EY
KBLEREOXINLDT, EN7 47 FEREK
fE) D> BEEEEE (1L94.0° L4.1%
1.94.9) 3B, &FEETHEKIE (ICD-10
D M34.0), £HHEE (ICD-9D710.1) kB
JUETHNAREBE{LIE (ICD-8 D734.0) &b
5T, BEEICEYTAEERI—FE L, 72
L, 25ME(LE (ICD-9) i3, &M ETHR
BIE (ICD-10) ®ETHAREE/LE (ICD-8)
ICHAN, KDRVCEROO—F bino Tha79,

FATBEEREMICOWTIE, —BCOEBICHE
BT5LZOREIREL L5720, BUEET
310, —%ktt - ZREDK G < BHRICL THRE
LTwh, L7=d-T, ICD-10Ti3, £X#
(D61.0) RHERME (D61.3) O—KkEDLD,
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K1 BEEEBRENESRESR LEERGRSE (CD-10, 9, 8) KETI KR — F ORI

g% %ﬁggﬁ%@%ﬁ & ICD Name ICD-10 ICD-9 ICD-8 f{#%
1 X-Fzv MR Behcet’s disease M352 — — *2
Behcet’s syndrome — 136.1 — *2
2 SREEBEE Multiple sclerosis G35 340 340.0  *1
3 EEHENE Myasthenia gravis G70.0  358.0 733.0  *1
4 LHEHEITVYFTI—FTR Systemic lupus erythematosus M320  710.0 734.1  *1
5 AEV Drug-induced polyneuropathy: (SSMON) G62.0A — - *4
6 FBEABEHEMm Other aplastic anemia D61 — — *1’
Aplastic anemia — 284 284 *1'
7 WYIaA4F—VRA Sarcoidosis D86 135 135.0 =1
8 DERBERAREICE (Amyotrophic lateral sclerosis) G12.2A — 348.0 *3
9 HMEE Systemic sclerosis M34 710.1 734.0  *1”
10 Bt i/ MR SRR ldiopathic thrombocytopenic purpura D69.3 287.3 287.1  *1
11 EE BB E R Polyarteritis nodosa M30.0 446.0 446.0  *1
12 EEEABR Ulcerative colitis K51 556 563.1 1
13 KERRBIEER (BEF) Aortic arch syndrome [Takayasu] M31.4  446.7 446.9  *1
14. N—=Y%—F (Y2 )UH—H%) Thromboangitis obliterans [Buerger] 173.1 4431 443.1 *1
15  KEE Pemphigus L10 694.4 694 *1
16 BT/ REHLE {Spinocerebellar degeneration)
Spinocerebellar disease — 334 — *5
17 sa—vim BEEER) Crohn’s disease [regional enteritis] . K50 555 563.0  *1
18 BIfERFR " (Fulminant hepatitis)
Hepatitis' A with hepatic coma B15.0 070.0 — *2'
Acute hepatitis B with delta-agent with B16.0 - - *2'
hepatic coma
Acute hepatitis B without delta-agent with B16.2 ~ — — %2’
hepatic coma ,
Hepatitis B with hepatic coma — 070.2 — %2
Unspecified viral hepatitis with hepatic B19.0 070.6 — *2'
coma
Other specified viral hepatitis with hepatic — 070.4 — *2'
coma
Acute and subacute hepatic failure K72.0 — — *2"
Acute and subacute necrosis of liver — 570 570 *2"
19 EMRAEi ) U< F {Malignant rheumatoid arthritis) '
Rheumatoid lung disease/Rheumatoid MO05.1  517.0 — *4'
lung ’
Rheumatoid pneumonia — 517.1 — *4
Rheumatoid vasculitis M05.2 — — *4'
Rheumatoid arthritis with involvement of MO05.3  714.2 — *4’
other organs and systems '
Other specified inflammatory polyarthro- — 714.8 — x4
paties
Other rheumatoid arthritis — — 712.3 %4
20 N—FVY URBIELRE
20(1) ETHER EHERE Progressive supranuclear ophthalmoplegia G23.1 — s *4
20(2) KEXBEEBEZEME {Corticobasal degeneration)
Degenerative disease of basal ganglia, un- G23.9 — — *4
specified
2003) /S—F VIR Parkinson’s disease G20 — — *]
Parkinson’s disease: Paralysis agitans — 332.0 — *]
Paralysis agitans — — 342.0 1
21 TIAAF—=Y R Amyloidosis E85 277.3 276 *]
22 BRREHEALE {Ossification of the posterior longitudinal M48.8A — - *4
. ligament)
23 N\VFVEFVR Huntington’s disease G10 — — *1
Huntington’s chorea — 333.4 — *1
Hereditary chorea - —_ . 331.0 *1

— 119 —



780 $53% BAXHRE £105 FRLI8E10A 158
R BERBLEEMANREE L EEREERSE (ICD-10, 9, 8) [KEIFERI— FORE (0T%)

ég : %%ﬁé%ﬁﬁﬁ%ﬁ% ICD Name ICD-10 ICD-9 ICD-8 f{##*
24  EYEYH Moyamoya disease 167.5 — — *2
(7 1 U ABiREREAZEE) Moyamoya disease: within one year of — 437.5A — *2
onset
' . Moyamoya disease: over one year of onset — 437.5B  — *2
25 IV —RFEE Wegener’s granulomatosis M31.3  446.4 446.2  *1
26 FEREMEHGRE Dilated cardiomyopathy 142.0 — — *4
(5 - mA) LEHE
27 SRFEME {Multiple system atrophy (MSA)>
27(1) BEEERELEHE Striatonigral degeneration (SND) G23.2 — - *4
27(2) *V—7 B/ MNEMGIE <Olivop0ntocerebellar atrophy (OPCA)) — — — *7
27(3) Vv A - FUL—H—fEE {Shy-Drager syndrome (SDS)) — — — *7
28 FRKELE ' {Epidermolysis bullosa hereditaria dys-
trophia>
Epidermolysis bullosa Q81 — — *4
29 [BfE Generalised pustular psoriasis L40.1 — — *4
30 [ FA R AEE {Extended spinal stenosis) M48.0 — — *6
31 ERMBHHEFERE Primary biliary cirrhosts K74.3 —_— — C %4
32 FEIFSHEEER Acute pancreatitis: {Severe acute pan- K85.0 —_— — *4
creatitis) <
33 et KRR B HAEESEIE gldiop;ithic aseptic necrosis of the head of M87.0A — — *4
emur
3¢ REHSAHESR - {Mixed connective tissue disease: MCTD) M35.1A — — *4
35 B R GRETLIEERE {Primary immunodeficiency syndrome) (& 3)
36 R EMMm R {ldiopathic interstitial pneumonia)
' Other interstitial pulmonary diseases with  J84.1 — — *6
fibrosis
acute J84.1A  — — *6
chronic J84.1B  — — *6
others Jjs41C  — — *6
Idiopathic fibrosing alveolitis — 516.3 — *6
Other chronic interstitial pneumonia — — 517.0  =*6
37  BIREREELE {Retinitis pigmentosa) _
Hereditary retinal dystrophy H35.5 362.7 — *6
38 . JUXVE {Prion diseases)
38(1) 7BAYT7I)VE - ¥AT7E Creutzfeldt-Jakob disease A81.0 046.1 — *2
38(2) FIWARTY - AbOA R {Gerstmann-Straussler-Scheinker disease) — — — *7
S— - VxAVHA—R
38(3) BUEMEREKIETIRAE <Fatal familial insomnia) — — — *7
39 TR S i ML FEfE Primary pulmonary hypertension 127.0 416.0 — *2
40  FHERMEEIE Neurofibromatosis Q85.0 237.7 — *2
41 TR BR Subacute sclerosing panencephalitis A81.1 046.2 — *2
42 Ny F - FT7UEEH Budd-Chiari syndrome 182.0 453.0 — *2
43 FE RS AT M SRR {Chronic pulmonary thromboembolism)
Pulmonary embolism without mention of 126.9 — — *6
acute cor pulmonale
Pulmonary embolism and infarction — 415.1 4500 *6
4 AV —-AH {Lysozomal disease) (#F4)
45 BEABRVAIEDTY 4 — {Adrenoleukodystrophy) — — — *7

T ERBES LI ERELERENSGEBICHENAEETH S,
T 2) ORRBERERBICEZYTHEEEREL ICDERAICIEZYY), [ IR ICD KHiRah/BRETH 5,
H3) X2ICEH, T 4) TIILEH, &5 —itFEUTLERI—- ATV LEERT 5,
#6) * T ICD-10, 9, 8 THETRETH S, *'iL ICD-8 3 ICD-10,9 L W AWEE ThH 5, *"IZ ICD-9 H ICD-
10, 8 KN EVWEIETH 5, '
* 3 ICD-10, 9 THEFEETH S, *I3KA - R, *BREBEGFEOMEBCEAL-LDTH B,
*3 {1 ICD-10, 8 CHERETH 5, * i1 ICD-I0TEENETH S, *iL ICD-9, 8t IC-10k D IEVWHils
TH b,
* |3 ICD-9 CHERETH D, “HEEBEOLMBELELIVEVRBOI—FTHh 5, Y i3HLT LR
T— FAE, .

— 120 —



FpL1810A15H

mFEFRE (D61.1) RAMETF (D61.2) IKX5
“KREDLD, TOMOBRENALHD (D61.8)
BIUHATYE (D61.9) DF4fI—FH TN
TEbHE3Ha—F (D61) - T, HERD
BAEABHEAMOERI—F & LA, ICD-9T
i3, ICD-10D X > ic—%ki - —REDK G 7%
WOT, £XKHE (284.0), TOMMOHRINDH
D (284.8) B LUHMATEA (284.9) D4HrI—
Fagbe/o3a—F (284) ZZERT—F ¢
L7z ICD-8 IZ DWW Tid, ICD-10% ICD-9 D X
S 4T — FBTAZ\WcH3Ha—F (284)
h o TEHROBAERBHAEMDIERI—F L L
7o LAL, CORCRERETRNCHEELZE D
SFENTEHY, ICD-10% ICD-9 TS &,
IDEVEBOSE SR> TW5h, &£ ICD DF
R % 7 aplastic anemia R L CTidH > TLAE
DERZLHUEELHLIOTEETETSHLED
ni,

2) ICD-10B LU ICD9 IKE DB —F
BETETH > DIKRDSERETH - o
N—F r v MK, BHEEFFR, EYEYR, 704
Y7 2)VE - Yal/E, BREMELELRE,
GHEERE, HaMBEIeEeKE, Ny F - F7Y
EERH (K1)
L OBBERFRICOWTIE, T VAKRFR, BOR
&, 7UvF—izEBRNTEEICHFTE X
DHEBEMICHRABED A LLERESIATY
510, BIFEFFROZKIEEET RO D BIERSRE
B 8 BREILMICEEOFBEREEICEOWTH
MEEIEUEDOREY &/L, /oo vEY
BRI UTERT LD E XN, FREI0BLA
IREERRER T 228E L, thURICER TS
BMAauRIRB5] L3ND (198IFERLY VRY
v L) KT, BHERFRIIEES Y 1V
AEDLDICBROENTWABD, BERTIE, Hi3d
ZWHDODEFED LD L ED LN TV A0,

L7cHh - T, BIEEFFROZMEER /-T2
i, o VA% (ICD-10 : AR, BE,
ZHAEE, ICD-9: AR, BRI, Zoff, F#FMAFR
) CEELHD L h/ao—F (ICD-10:

B15.0 & B16.0 & B16.2 & B19.0, ICD-9: 70.0 & .

70.2+70.6+70.4) BEAEGHLEBHI L L LT,
713, ICD-10TH Ol mb 57 CHBLUE
RMoLay  VABFRICOWTIE, BEZHED
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BEDITHEVWDLEREFTEa—FBAEWVDT, %
BTAHILELDBTERLP o7, ICD-8IZDOWT
47, FIRRIC, BETAHIEDTELd 7,
i, BRTLZ, RBARELLICLBHHD,
AATOLECK & FRIC, BEERR LIKFIEh,
SHUFIALOFICEDHON TS, LT,
7 a—)VEFAE (ICD-100 K70.4) Tk
R4S PEEFEE (ICD-100K71.1) &
BERFRIC3ESEhiv, 2L, BRTIE, E
KDL DRBFEFRICEEThBDT, FHERY
> hEEFEE (ICD-100 K71.1) B I NI
Y15 e Bbhlc, JORIREBEORRBE MW
HLDLEENHDT, BROBIEFROZEE
EIDEVEBOLO LY, BEICIT, Ek
DOBBERREBET A LIITERP o7,
BUERT R OFREHABAEE L LT, BEfZW»
LIdEAAE O ESE 55 519, ICD-10D&
M -BE2HEFTL (K720) ¢ICD-9B LU
ICD-8 D&k - BREFEEIE (570) AN
MM AIERTI—-FELTET OGN B2, E
B2, sBkiCid, ICD-9 D&M - A FFREEE
YBIERFR L LA TH T OBRESTHhTY
%15)0

L7cho T, FEEELED SHD 4 VAR
Kok WEMFRER  FrexEHL T
(BIZBIRACERER, HEIIREARFLIPT
RcEBLA-pELEZDONS), BRICIEES
NBBHERFR & L7,
EYEVHICOWTIE, ICD-9 TOARIEH
OEIT 1 FELR L 1 FLREICH T T, ThXhn
437.5A £ 437.5B L L THIG BB Thbh TV,
MEBHEEEIC W, BRTRIB IR
SEIhTWAY, SERa—FTI@mEZEHIL
Tﬁﬁf"é’t{i))o fCo

3) ICD-108 XU ICD-8 {CE DWW/ SERa—

F

HEMERIRBE/LREIC DWW T, ICD-8 Tit
EEO—F CHETE LM, ICD-9 TidgaYd
AREI— KRR R Il OBEBNTER <k
572, ICD-10CIIMDEI—F (G12.2A) IC k&
NEUEBENTTREL Lo/ (R 1D,

4) ICD-10ikE TSR a—F

PR ETH - - DIIKRDIBEEBTH - /-« &
RMIRTLOEE, REOKEE, RREZE, R
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R HEFELE, EESERR, BWHEEY Y
<~F, ETHZRERE, KRB EERELE,
BERGBEBEME (ICD-10DEXKSIEI—F) ;
ATV, BEWHEEE, BREXBREEHEER
fiE, BEWEEABH» (ICD-1005Ea—F)
(& 1,

DEFEEIC DWW TiE, ICD-9 2 HICD-101C 2KET
éht&%t4m:fF®ﬁE#k3<%bD
ICD-10D 4 #12— F CILRBEOLHELXBET 5
CEMWTEDL LD -7 (142.0), ICD-9 T
i3, ChICHYT530E LT, iOBRELTH
fE (425.4) ZRILI R TV S8, BEICIEH
BE—BLZZWAESEDSH 5 L BEbhi,
BEHEMmY FIE, MERZIZILDH LT SHES
HISHERZ RS, HiG CEELERERED &
EESN, MEEMRZED L FRETRR L
519, L7cho->T, ICU-I0TIL4Ta—F D>
H, Uo<FEMERE (M05.0), Ur<FHil
BHR (M05.2) BLXUZOMOBHRBLUBER
DOt RIEX O EHBEE Y v <~F (M05.3) % &
HET, BEEESH Y I~FOFREI—FE L7,
ICD-9Tix, U< kA Fifi (517.0), Yr<F
MRz (517.1) B LU ZOMOEBHREEH Y V<
F, RBECIEHFEFREXHED LD (714.2)
BEU DM (714.8) #EbEALLOB KK
HYJ95LEbn 5B, ICD-8 TIZICD-10%
ICD-9DEDICHINTAHa—Fidiewh, #x
TICD-8 DEASEI—FOFHLLES LTS
%D, TOMOSKEEE Y v<F (712.3) 1Tk
HE5pEBbNS, CORICIIEHBESRY U<F
DEHBLDPIEDAVCEROKEBE LS ENSAEE
HERBHHOTEELZET S EEbNI,

5) ICD-9{ZETSFERz—F

B/ NNERIEIC O\WTid, ICD-9 Tid 347
a—F (334) OFEERI—F CTHRENTETH -
7c#3, ICD-10& ICD-8 CidfEY v 50— F#k
W DBETE LMo 7,

2. kA FTEBENR#ELREKSE
BEINhCERICHEY T AEASIHI—FHk
<, 2, xBELTbhTwinwi-®, A
I—FIKEBAEROBENBRO THEZ LD 9
RED-7  FREREREE, @AREREE
iE, FREBEMEMR, EYimnRERE, £7%
MEBEHRIEOLT Y — T IEER/EL Y ¥ M - F
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V—H—EBREE, 7VFVROTY VALY - &
FOART— Ve A VH—IR EBEEFHEMER
RiE, BLURIBTREVAIOT 4 —,
LERBFEERERE L BAREAREREICONT
i3, BECIIERO—F CHEBIXTERWA, 8
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e 2 07 ¢ =2 SUEGHEMAEY X
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Y, BROBHELVh R VEVCEBOKELS
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e R E MR (IIPs) iIZ DWW Tid, BREM -
EEIE - BRERMEASE BRI EREBEETE 2V
RIBEMRIL & SN, 20024E0 1IPs HTEEESE T
i3, ZoHhLHEERE L TEEERERGITH 5%
RUEMIRMELE (IPF) & ZhUs o 1IPs (BHE
LEBHRIEERS) IKHBEINTW319, IIPs %
ICDEAGEI-FTHREICRET A LR
BTHOHD, TOEHESBRERIPFIZF;EINT
WAHI EMHSHY, ICD-10Tid J84. 18T T HiC

YT S L0 L BN 619, ICD-9 Tl #RMHt
iR (516.3)1219, ICD-8 TiIZDfthD

EHERAMEM R (517.0098, BE TRV o
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LT, ICD-10CEEMMELORERRD L\ hE
BIiE (126.9) & TN B, R, ICD-9T
(IERIE (415.1), ICD-8 TIIIHERER LU
BEE (450) BThZThHEYT550EBEDb
niz, _

AU —TEINEEREE, Vv A - FV—H—E
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