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Clinical value of KL-6 in evaluating the degree of idiopathic pulmonary fibrosis
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[Abstract] Objective To observe the expression of salivary liquefied sugar chain antigen (KL-6) in serum of pa-
tients with idiopathic pulmonary fibrosis (IPF), and analyze the relationship between KL-6 and the severity of IPF.
Methods 80 patients with IPF from March 2017 to March 2021 were selected as the observation group, and 80 healthy
people in the physical examination center were collected as the healthy control group. The expression levels of KIL.-6 pro-
tein in serum and BALF were detected by enzyme-linked immunosorbent assay (ELISA). Lung function and high-resolu-
tion lung CT (HRCT) were performed in both groups. The expression level of KL.-6 and lung function indexes - forced
vital capacity (FVC) and forced expiratory volume in one second / predict value were analyzed, FEV1% pred) and the
percentage of carbon monoxide dispersion in the predicted value (DLCO% pred) and their correlation with HRCT re-
sults. The expression of KL-6 in serum of patients with stable stage and acute exacerbation of IPF was detected by
ELISA. ROC curve evaluated the clinical effect of KL.-6 in predicting the occurrence of idiopathic pulmonary fibrosis. Re-
sults The serum expression levels of KL-6 in the observation group were higher than those in the healthy control group
(P<0.05). The indexes of lung function FVC, FEV1% pred and DLCOY% pred in the healthy control group were lower
than those in the healthy control group (P<C0.05). HRCT score was higher than that in healthy group (P <<0.05). The
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KL-6 levels of serum and BALF in patients with HRCT score > 4 were significantly higher than those in patients with

HRCT score << 4 (P <C0.05). The expression level of KL.-6 protein in the observation group was negatively correlated
with FVC, FEV1% pred and DLCOY pred (P <C0.05), and positively correlated with HRCT score (P <C0.05). ROC
curve analysis showed that the AUC values of serum KL-6 and lung function DLCO% PRED for predicting IPF were

0.8037 and 0. 9616, respectively. Conclusion The expression levels of KIL.-6 has a clear correlation with pulmonary func-

tion parameters, HRCT score and severity of IPF, which can be used as a biological index for the evaluation of IPF condi-

tion and prognosis.

[Key words] Idiopathic pulmonary fibrosis; Salivary liquefied sugar chain antigen 6; Pulmonary function; Chest
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Table 1 Comparison of clinical data between the two groups

&b fREXT IR WA (IPF) /%2 P
W) 60.74-+6.20 62.48+5.76 1.839 0.068
P50 L BB/ 2o 65/15 70/10 0.185 0.276
WA B (i) /T 50/30 57/23 1.382 0. 240
A 45 5 (kg/m?) 23.92+2.76 24.21+1.65 0.807 0.421
FVCY% pred 89.3444.89 67.41+6.12 25.041  <0.001
FEV1Y% pred 84.15+9.31 56.76+9.21 18.710 <0.001
DLco% pred 89.1745.42 44,25+5,27 53.150 <<0.001
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Table 2 KL - 6 expression level in serum of the two groups

21 51 n il KL-6
it B X R 4 80 153.59+80. 76
pUE 37| 80 456.87+112. 64
! 19.570
P <0.001
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Table 3 HRCT score in patients with different clinical samples in KL -

level is 6
HRCT ##5>  fil% o I 7% KIL-6 BALF KL-6
<4 4y 65 405. 67+96. 32 452.56£90. 12
>4 4% 35 686.45£102.92  768.19+101. 36
¢ 13.570 15. 990
P <0. 001 <0. 001
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Fied 5 IPF fae W E M, KL-6 7 AEIPF &
F ML R 23k K B W T (P<€0. 05) , ILEE 4,
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Table 4 Comparison of KL - 6 in stabilization and in patients with acute

aggravating period
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t 11. 000

P <0.001
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#x5 IPF BEIGKRHEARS KL-6 SAiIhES 8 . HRCT ¥4 X4

Table 5 The correlation of KL-6 and pulmonary function parameters and

HRCT score
e bn FVCY% pred FEV1% pred DLco% pred ]—EZQ;T
1 KL-6 —0.568 —0.432 —0. 876 0.639
BALF KIL-6 —0.601 —0.552 —0.921 0.703
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3 iFie
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o Bt AE JE R 2 Ik e A A BLAF 4E Ak 25 W A fE R
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