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DISCUSSION CONCLUSIONS

The prognosis analysis indicated that renal function could be improved if the patient's *eGFR and albumin were predictors of death.
renal function at the first visit was in the CKD 3-4 category. eGFR was a predictor of poor renal outcome.
‘In the deceased patients analysis, more than half of the patients died due to infectious *Hb could be a potential risk factor for death.

diseases. This result was similar to previous reports.
eGFR and albumin at first visit were predictors of death.
Although eGFR and CRP at the first visit was a risk factor for death and poor renal
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