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HIGHLIGHTS

1.  Lymphopenia p redicts p oor 
outcomes i n s epsis.

2. Reduced lymphocyte counts 
signal immune dysfunction.

3. Early lymphopenia indicates 
higher mortality risk.

4. Immune response 
impairment worsens sepsis 
severity.

5.Monitoring lymphopenia aids 
patient management strategies.
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Table 1: Hepatic Encephalopathy
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Table 3:
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Figure 2: Association of Serum Magnesium with Grades of Hepatic Encephalopathy
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Patient Characteristics 

Age, Mean+SD  58.54+18.04 

ICU Admission, N (%) Yes 42 (84%) 

No 8 (16%) 

Sofa Score, Mean+SD 10.68+4.872 

Lymphocyte Count, Mean+SD Admission 1342.40+729.660 

48 Hours 1244.82+826.872 

Septic Shock, N (%) Yes 28 (56%) 

No 22 (44%) 

Mortality, N (%) Yes 24 (48%) 

No 26 (52%) 

 

 

Study Variables  
ICU Admission P Value 

Yes No 

Age 58.74+18.209 57.50+18.354 0.861 

Sofa Score 11.76+4.471 5.00+2.268 0.000* 

Lymphocyte Count At Admission  1150.52+584.397 2349.75+588.114 0.000* 

Lymphocyte Count At 48 Hours  1070.00+703.878 2162.63+859.101 0.000* 

 

Study Variables  
ICU Admission P Value 

Yes No 

Age 58.74+18.209 57.50+18.354 0.861 

Sofa Score 11.76+4.471 5.00+2.268 0.000* 

Lymphocyte Count at Admission 1150.52+584.397 2349.75+588.114 0.000* 

Lymphocyte Count at 48 Hours 1070.00+703.878 2162.63+859.101 0.000* 

Patient Characteristics 

Age, Mean+SD  58.54+18.04 

ICU Admission, N (%) Yes 42 (84%) 

No 8 (16%) 

Sofa Score, Mean+SD 10.68+4.872 

Lymphocyte Count, Mean+SD Admission 1342.40+729.660 

48 Hours 1244.82+826.872 

Septic Shock, N (%) Yes 28 (56%) 

No 22 (44%) 

Mortality, N (%) Yes 24 (48%) 

No 26 (52%) 

 

 

Study Variables 
Septic Shock P Value 

Yes No 

Age 58.18+20.383 59.00+15.017 0.875 

Sofa Score 14.21+2.986 6.18+2.462 0.000* 

Lymphocyte Count at Admission 957.86+330.629 1831.82+808.471 0.000* 

Lymphocyte Count at 48 Hours 755.64+311.454 1867.41+863.416 0.000* 

 

Study Variables 
Septic Shock P Value 

Yes No 

Age 58.18+20.383 59.00+15.017 0.875 

Sofa Score 14.21+2.986 6.18+2.462 0.000* 

Lymphocyte Count at Admission 957.86+330.629 1831.82+808.471 0.000* 

Lymphocyte Count at 48 Hours 755.64+311.454 1867.41+863.416 0.000* 

 

Study Variables 
Mortality P Value 

YES NO 

Age 59.71+20.552 57.46+15.728 0.665 

Sofa Score 15.00+2.359 6.69+2.635 0.000* 

Lymphocyte Count At Admission 931.96+302.588 1721.27+805.151 0.000* 

Lymphocyte Count At 48 Hours 718.17+288.909 1730.96+866.740 0.000* 
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B et al. (2016) and Sun K et al. (2015), which also demonstrated 

that as UACR grades increase, both NLR and PLR values rise 

significantly. These studies similarly indicated a trend of higher 

inflammatory markers with worsening albuminuria, supporting 

the idea that these ratios can serve as effective indicators of 

inflammation and potential renal damage progression in diabetic 

patients[16-17].

In our study, the ROC curve analysis revealed that the 

Neutrophil-to-Lymphocyte Ratio (NLR) had an Area Under the 

Curve (AUC) of 0.793, indicating a high level of diagnostic 

accuracy for detecting certain clinical conditions. The low 

standard error of 0.049 reflects the precision of this AUC 

estimate, while the asymptotic significance value of 0.000 

suggests that the AUC is significantly greater than 0.5, further 

validating the strong diagnostic potential of NLR. Additionally, 

the 95% confidence interval for the AUC, ranging from 0.696 to 

0.890, suggests that the observed diagnostic performance is 

reliable and likely to be reproducible. Our findings are consistent 

with those reported by Jaaban M et al. (2021) and Qiao S et al. 

(2020) who also found that the asymptotic significance of 0.000 

indicated an AUC significantly different from 0.5, underscoring 

the robust diagnostic capabilities of NLR. These studies, like 

ours, demonstrate the potential utility of NLR as a valuable 

marker in clinical diagnostics, particularly for conditions where 

inflammation plays a critical role[18-19]. Our findings contribute 

to the growing body of evidence supporting the clinical utility of 

these ratios in predicting and monitoring renal complications in 

patients with type-2 diabetes mellitus.

CONCLUSION

This study concludes that both Neutrophil-to-Lymphocyte Ratio 

(NLR) and Platelet-to-Lymphocyte Ratio (PLR) are valuable 

biomarkers for assessing the severity of diabetic nephropathy in 

patients with Type-2 Diabetes Mellitus. The significant 

correlation between elevated NLR and PLR values and higher 

Urine Albumin-Creatinine Ratio (UACR) grades suggests that 

these ratios effectively reflect the progression of albuminuria, a 

key indicator of kidney damage in diabetic patients. With good 

diagnostic accuracy demonstrated by the Receiver Operating 

Characteristic (ROC) curve analysis, particularly for NLR with 

Table 7: Comparison of NIV failure Vs NIV Success Against Survival and Death

Table 10: Correlation Between DECAF, HACOR Scores and Morality, Hospital Stay
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Sofa Score Lymphocyte Count 

At Admission At 48 Hours 

Pearson Correlation -0.651 -0.725 

P VALUE 0.000* 0.000* 
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