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Assessment of Nutrition Risk and Short — term Prognosis in Elderly Diabetes Pneumonia Patients. Zhai Wenliang, Liu Lixin, Li Junfen,
et al. Emergency Department of Xuanwu Hospital of Capital Medical University , Beijing 100053, China

Abstract Objective To assess the nutrition risk of the elderly diabetes admitted in hospital as community acquired pneumonia
(CAP) by geriatric nutritional risk Index( GNRI) , analysis the value of GNRI in predicting the short — term prognosis. Methods This
retrospective study continuously enrolled 114 CAP paitients with diabetes aged 65 at least,who were admitted by emergency department of
Xuanwu Hospital of Capital Medical University from January 2015 to June 2016, This study also enrolled 55 CAP paitents without diabetes
as control group,who admitted the same time in the same department. GNRI and PSI were compared. Tthe diabetes group was divided into
two subgroup by the GNRI =92 ( GNRI <92 ,n =43; GNRI=92,n =71). PSI,Mechanic Ventilation rate,in — hospital mortality and re —
admitted in hospital in 14 days rate were compared. We figured out the relationship between in — hospital mortality and GNRI and other risk
factors. Results  GNRI of diabetes group was lower than control group (89.27 £6.30,93.26 £8.29,P <0.05). PSI and in - hospital
mortality of GNRI <92 subgroup were higher than GNRI=92 subgroup(99.65 +18.85,92.19 +13.36,P =0.015). Both GNRI and low
serum album level showed minus relation to in — hospital mortality(r = -=0.247 ,P =0.008;r = -0.303, P =0.001) ,while PSI and His-
tory showed positive relations(r =0.168,P =0.024;r= -=0.153, P =0.016). Conclusion  Higher nutrition risk was found in aged CAP
patients with diabetes,that also meant worse short — term prognosis. It was useful to tools like GNRI to predict the short — term prognosis.

Key words Geriatric nutritional risk index;Diabetes; Community acquired pneumonia; Geriatric
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