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Prognostic Value of Systemic Inmune-inflammation Index in Patients
with Pediatric Blunt Abdominal Trauma
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Objective: Trauma is a leading cause of morbidity and mortality in children. One in every four patients with trauma has abdominal trauma.
Abdominal trauma is the third leading cause of death associated with trauma. Mortality increases in patients with inflammation because of the
body’s reaction to trauma. The systemic immune-inflammation index (SIl) is a test indicative of body inflammation based on complete blood count
alone. Index value may indicate prognosis of pediatric patients with blunt abdominal trauma.

Materials and Methods: The present study was designed as a retrospective, single-center research. The study included pediatric patients with isolated
blunt abdominal trauma who were admitted to the emergency department between June 01, 2021 and June 01, 2022 and met the inclusion criteria.
Patient demographic data; medical history; leukocytes, platelet, and neutrophil count; SIII; and outcome status were captured in the case form.

Results: The study included 103 patients, of whom 64.1% were male and the mean age was 7.32+5.12 years. Mortality was noted in 6.8% of the
patients included in the study. The sensitivity and specificity for a cut-off value of 890.47x10%/L Sl were 95.7% and 62.5%, respectively (area under
the curve: 0.832; 95% confidence interval: 0.820-0.944, p<0.003), in pediatric patients with blunt abdominal trauma.

Conclusion: High SIII scores, a rapid, inexpensive, reliable, and radiation-free test, could be used as a predictor of mortality in pediatric patients
admitted to the emergency department with blunt abdominal trauma.
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associated with detecting intra-abdominal injuries in children
with multiple injuries account for the higher mortality rate
[6]. In this patient group, physical examination may provide
limited data. Thus, focused assessment with sonography in
trauma (FAST) is used in children with blunt abdominal trauma,
yet the sensitivity of the FAST test is quite low [7]. Computed

Introduction

Trauma is one of the leading causes of morbidity and mortality
in >1-year-old children [1]. Data from the USA indicates
that more than 10 million children present to emergency
departments each year because of injuries associated with
trauma [2]. Approximately 25% of pediatric patients experience

abdominal trauma [3]. More than 90% of these injuries are due
to blunt trauma [1]. Blunt abdominal trauma is the third most
prevalent cause of mortality associated with trauma in children
following head and chest injuries [4].

According to World Health Organization data, trauma is
responsible for approximately 950,000 deaths annually among
children and young people <18 years [5]. The challenges

tomography (CT) scan is considered the gold standard in these
patients; nevertheless, radiation exposure in pediatric patients
is associated with an increased risk of malignancy [8]. Patient
selection for advanced imaging procedures is crucial. Therefore,
clinicians tend to use easier, cheaper, faster, and radiation-free
laboratory tests subsequent to physical examination to detect
intra-abdominal injury in children [9].
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The inflammation process is induced by biomolecular
activation following trauma. Inflammation starts with the
activation of various cells due to the release of purinergic
receptors and ATP during trauma. Among these cells,
neutrophils are one of the first to respond to inflammation,
causing tissue damage [10]. Platelets adhere to damaged
vessel walls and release platelet granules, inducing
thrombus formation. Platelets are also involved in local
inflammation. Neutrophils, lymphocytes, and platelets
included in the complete blood count parameters play a
role in the inflammatory process [11]. The systemic immune-
inflammation index (SIl1) is a novel inflammatory biomarker
used as both a diagnostic and prognostic marker in several
internal and surgical conditions [12]. SIII may reflect systemic
inflammation in the body [13] and is a biomarker of platelet,
neutrophil, and lymphocyte counts [14]. SIII is an easily
assessable, inexpensive, and objective parameter composed
only of hemogram parameters. Therefore, SIII may be a
prognostic indicator in pediatric patients with blunt abdominal
trauma.

Materials and Methods

This retrospective single-center study was performed in the
emergency department of a training and research hospital
upon approval of the University of Health Sciences Tiirkiye,
Basaksehir Cam and Sakura City Hospital Clinical Research
Ethics Committee (approval number: KAEK/2022.06.212, date:
23.06.2022). The study included pediatric patients who were
admitted to the emergency department because of isolated
blunt abdominal trauma between June 01, 2021 and June 01,
2022, and who met the inclusion criteria. Patient data were
retrieved from the hospital information management system
(HIMS). Informed consent was obtained from the patients
included in the study.

The study included <18-year-old patients with isolated
abdominal trauma, abdominal CT imaging, complete blood
count, mortality or discharge status, and complete data in the
HIMS. Patients aged >18 years, those with trauma other than
abdominal trauma, incomplete data, pregnant women, those
with a history of malignancy, those with hematologic or bone
marrow pathology, and those with suspected infection were
excluded.

Patients’ demographic data; medical history; leukocytes,
platelet, and neutrophil count; SIII; and mortality or discharge
status were retrieved from the HIMS and captured on the
case form. Patients were divided into two groups according
to mortality status. The study included 133 patients admitted
to the emergency department because of isolated abdominal
trauma. Of the patients, 17 were excluded because of
incomplete data, 5 because of hematologic or bone marrow
pathology, 4 because of malignancy, and 4 because of
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suspected infection. The study was conducted on the remaining
103 patients (Figure 1).

The hemogram results for each patient were used in the
calculations. The platelet, neutrophil, and lymphocyte counts
were expressed as P, N, and L, respectively. The neutrophil-
to-lymphocyte ratio (NLR) (N/L ratio) and SHI [(PXN)/L] were
calculated based on these values [12].

Statistical Analysis

The Statistical Package for the Social Sciences (SPSS) Software
(Version 26.0) was used for data analyses. Number, percentage,
mean, standard deviation (SD), median, minimum, and
maximum values were used for the presentation of descriptive
data. The Kolmogorov-Smirnov test was used to test the
normality of the data. In the univariate analysis, continuous
variables with normal distribution were expressed as mean+SD
and compared using the t-test. The Pearson chi-square test was
used to analyze the categorical variables. Fisher's exact test
was used when there were less than five categorical variables.
The independent samples t-test was used to compare two
independent numerical datasets. Diagnostic accuracy was
assessed using receiver operating characteristic (ROC) curve
analysis. Appropriate cut-off values were determined, and
sensitivity and specificity values were calculated for parameters
with an area under the curve (AUC) >0.600. A p-level <0.05
was considered statistically significant.

Results

The present study included 103 patients, of whom 64.1%
were male, and the mean age was 7.32%5.12 years. Among
the included patients, 41.7% were discharged, 24.3% were
admitted to the intensive care unit (ICU), and the remaining
34% were admitted to the ward. The length of hospital stay
was an average of 3.80+5.99 days. Mortality was observed in

Number of remaining
patients: 133

—

Number of remaining
patients: 111

f—

Number of patients
included in the study: 103

Data missing: 17
Hematologic or bone marrow pathalogy: 5

Malignancy: &
Suspected infection: &

Figure 1. Flowchart of the cases included in the study
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6.8% of cases. The mean values for vital signs and laboratory
results are presented in Table 1. Accordingly, the mean
NLR value and the mean SlIlI value were 4.25+4.36 and
1217.59%10°+£1396.50x10%), respectively (Table 1).

Patients’ demographic and clinical data were compared
according to mortality status. There were no significant
differences between mortality and mean age and sex. Systolic
blood pressure, diastolic blood pressure, and saturation
were lower in patients who died, whereas the pulse rate was

significantly higher in these patients. All patients who died
were admitted to the ICU (Table 2).

Laboratory data analysis showed significantly lower
hemoglobin levels, whereas platelet, C-reactive protein,
alanine transaminase (ALT), aspartate transaminase (AST),
amylase, and lipase levels were significantly higher in patients
who died than in those who survived. Furthermore, NLR as
calculated based on laboratory data was not significant in
predicting mortality, whereas the SIII index was significant

Table 1. Assessment of demographic and clinical data of the patients

Parameter n (%)/mean £ SD
Age (years) 7.3245.12
Male 66 (64.1)
Sex
Female 37(35.9)
SBP (mmHg) 106.20£13.15
L DBP (mmHg) 68.231+14.54
Vital signs .
Pulse rate (beats/min) 108.29+24.80
Saturation (%) 97.18+6.72
None/discharged 43 (41.7)
Hospitalization status Ward admission 35(34.0)
ICU admission 25 (24.3)
Length of hospitalization (days) 3.80%5.99
. Yes 7(6.8)
Mortality
No 96 (93.2)
WBC (X103 /mm?) 15.78+8.67
HGB (mg/dL) 11.74£2.09
PLT (X103 /mm?3) 277.88+97.33
NEU (x10%/mm?) 10.68+7.83
Laboratory data LEN (x103/mm?) 4.15%3.68
ALT (IU) 115.60+224.99
AST (IU) 190.23+368.00
Amylase (1U) 70.19166.62
Lipase (IU) 53.361+101.94
NLR 4.2514.36
Indexes
SHI (x10%) 1217.59£1396.50
SD: Standard deviation; ICU: Intensive care unit, WBC: Leukocytes, HGB: Hemoglobin, PLT: Platelet, NEU: Neutrophils, LEN: Lymphocyte, ALT: Alanine transaminase, AST:
Aspartate transaminase, NLR: Neutrophil/lymphocyte ratio, SIII: Systemic immune-inflammation index, min: Minute, SBP: Systolic blood pressure, DBP: Diastolic blood pressure

Table 2. Demographic and clinical data of the patients by mortality status

Parameter Survivor Excitus b
n (%)/mean + SD n (%)/mean % SD

Age 7431513 5.86£5.30 0.437

Sex 63 (65.6) 3(42.9) 0.247
SBP (mmHg) 107.26+12.93 91.71+£5.44 0.002

Vital signs DBP (mmHg) 69.73+13.58 47.71+12.11 <0.001
Pulse rate (beats/min) 106.48+23.05 133.14£35.63 0.005
None/discharged 43 (44.9) 0(0.0)

Hospitalization status | Ward admission 35(36.4) 0(0.0) 0.040
ICU admission 18 (18.8) 7(100.0)

Length of hospitalization (days) 3.50+5.57 7.8619.96 0.063
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Table 2. Continued

Parameter Survivor Excitus b
n (%)/mean + SD n (%)/mean % SD
WBC (x103/mm?) 15.61+8.77 18.13+7.34 0.461
HGB (mg/dL) 11.89£1.93 9.73£3.20 0.008
PLT (X103 /mm?) 262.60+80.67 487.43+55.10 <0.001
NEU (X103 /mm?3) 10.48+£7.95 13.42+5.76 0.340
Laboratory data LEN (x10°/mm?) 4.26+3.78 2.70%1.00 0.280
ALT (IU) 92.13+200.39 437.57£308.12 <0.001
AST (IU) 157.31+£330.74 641.71+£561.35 0.001
Amylase (IU) 65.50+61.03 134.57+£106.22 0.007
Lipase (IU) 40.99£68.94 223.00£255.69 <0.001
NLR 4.10+£4.30 6.221+4.98 0.215
Indexes
SHI (X107 1086.69£1215.38 3012.76+2394.08 <0.001
SD: Standard deviation, ICU: Intensive care unit, WBC: Leukocytes, HGB: Hemoglobin, PLT: Platelet, NEU: Neutrophils, LEN: Lymphocyte, ALT: Alanine transaminase, AST:
Aspartate transaminase, NLR: Neutrophil/lymphocyte ratio, SIII: Systemic immune-inflammatory index, min: Minute, SBP: Systolic blood pressure, DBP: Diastolic blood pressure

in predicting mortality and was significantly higher in mortal
cases than in survivors (Table 2).

ROC analyses were conducted to determine the sensitivity
and specificity of NLR and SlII according to cut-off values for
predicting mortality in pediatric patients with blunt abdominal
trauma. The sensitivity and specificity for a cut-off value of
890.47x10°/L Sl were 95.7% and 62.5%, respectively [AUC:
0.832; 95% confidence interval (Cl): 0.820-0.944, p<0.003],
in pediatric patients with blunt abdominal trauma. There
were no significant differences between the mean NLRs for
predicting mortality in pediatric patients with trauma. SIII was
a successful index for predicting mortality in pediatric patients
with trauma (Figure 2 and Table 3).

Discussion

Trauma is a leading cause of mortality, particularly in pediatric
patients. Although itisa social problem affectingall age groups,
abdominal trauma can cause death in this patient group. Thus,
several parameters have been used as prognostic markers,
particularly in pediatric patients with blunt abdominal trauma.
The present study investigated the SIII, an inexpensive, fast,
easy, and radiation-free test, as a prognostic parameter in
this patient group. In particular, Sl could be an indicator of
mortality in pediatric patients with blunt abdominal trauma
because of its cut-off value of 890.47x10%/L, sensitivity of
95.7%, and specificity of 62.5%.

Several previous studies have suggested that NLR is a good
predictor of mortality associated with abdominal trauma
[15-17]. Nevertheless, to the best of our knowledge, no study
has compared NLR and SlII in pediatric patients with blunt
abdominal trauma. The present study showed that SIII was a
marker of mortality associated with intra-abdominal injury
in pediatric patients admitted to the emergency department
because of blunt abdominal trauma. Sl had higher sensitivity
and specificity and was statistically significant in predicting
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mortality in pediatric patients with blunt abdominal trauma
compared with NLR.

In a study by Spijkerman et al. [18], the mean age of patients
admitted because of pediatric blunt abdominal injury was 12
years, and the proportion of male patients was 68%. In another
study, the mean age was 8 years, and the proportion of male
patients was 66.7% [19]. In the present study, both the average
age and male ratio were consistent with those reported in the
literature. This is attributed to the fact that intra-abdominal
injuries are more prevalent in children in this age group owing
to the proportionally larger size of the organs than the body.
Furthermore, the fact that boys were more active in this age
group might have contributed to the higher prevalence rates.

A cohort study of patients with blunt abdominal
trauma reported that intra-abdominal organ injury in
hemodynamically unstable patients (hypotensive patients)
resulted in mortality [20]. In addition, another study showed
that patients with stable hemodynamic status survived even
when not admitted to the ICU [21]. Consistent with previous
studies, mortal patients were hemodynamically unstable
in the present study. This may be attributed to the fact that
unstable patients can rapidly progress to multiorgan failure
due to impaired perfusion.

Elevated ALT and AST levels indicate intra-abdominal organ
injury, particularly in pediatric patients with blunt abdominal
trauma [22]. Furthermore, previous studies reported that
the levels of ALT and AST were higher in mortal patients
[16]. Pancreatic enzymes (amylase and lipase) are increased
in patients with blunt abdominal trauma, both in cases of
mortality and intra-abdominal organ injury [6,23]. Similarly,
in the present study, both liver function tests and pancreatic
enzyme levels were elevated in mortal patients. The severity of
the injury, which increased the severity of the trauma and led
to larger solid organ injuries in the early period, might have
accounted for the above outcome.
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Figure 2. ROC analysis for determining the mortality of the cases
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SHI: Systemic immune-inflammatory index, NLR: Neutrophil/lymphocyte ratio, ROC: Receiver operating characteristic

Table 3. ROC analysis results for determining the mortality of the cases

95% Cl
Parameter S:ltd(éff Sensitivity Specificity {thgacmlvier Lower bound | Upper bound p
NLR 2.09 93.2 42.7 0.686 0.525 0.847 0.101
SHT(x10%/L) 890.47 95.7 62.5 0.832 0.820 0.944 0.003
NLR: Neutrophil/lymphocyte ratio, SII: Systemic immune-inflammatory index, Cl: Confidence interval, ROC: Receiver operating characteristic

A previous study involving patients with trauma reported that
NLR was increased in cases of severe trauma [15]. Another
study found that the NLR value calculated at the time of
initial presentation predicted 30-day survival in patients with
trauma [15]. In a study by Dilektasli et al. [24], the sensitivity
and specificity of NLR for predicting mortality in patients with
trauma were 70.8% and 61.9%, respectively. The cut-off value
of NLR for pediatric patients with trauma was 2.77, and the
sensitivity and specificity as indicators of mortality were 70%
and 77%, respectively [16]. Unlike in previous studies, although
the cut-off value of the NLR was 2.09 with a sensitivity and
specificity of 93.2% and 42.7%, respectively, the NLR was not
significant as an indicator of mortality in the present study.
This might be attributed to the fact that the patients included
in previous studies had a more severe inflammatory response
due to multi-trauma.

There are no previous studies on the use of Sl as a
prognostic marker in pediatric patients with blunt abdominal
trauma. Nevertheless, it was reported that Sl was useful in
demonstrating brain damage, particularly in patients with
head trauma [25]. Another study suggested that SIII was a
useful indicator of traumatic brain injury [26]. The present
study indicated that SIII could be used as a mortality indicator
in pediatric patients with blunt abdominal trauma with a cut-
off value of 890.47x10%/L, sensitivity of 95.7%, and specificity
of 62.5%. Therefore, it will be possible to determine prognosis
based only on whole blood count results and to start early

follow-up and treatment of pediatric patients admitted to the
emergency department due to trauma.

Study Limitations

The fact that this was a retrospective study is the most
important limitation of this study. The other limitations include
the single-center nature of the study and comparatively lower
number of cases. The present study determines the short-term
mortality outcomes of the included patients. Therefore, it
does not provide information about long-term complications.
The inclusion criteria were those with hematological or bone
marrow pathology, a history of malignancy, and suspected
infection and the exclusion of pregnant women, resulting in
a relatively small sample size for the study. A larger sample
size would provide more robust and reliable results, especially
when assessing the predictive value of biomarkers such as the
SIII. Future prospective studies with larger sample sizes are
required to confirm the predictive values of the parameters
investigated in the present study.

Conclusion

The mortality rate of pediatric patients with blunt abdominal
trauma isextremely high. Therefore, the survival rate of patients
may vary according to the extent of the inflammatory process
induced by abdominal trauma. The results of the present
study suggest that a higher SIll value at initial presentation
in pediatric patients with abdominal trauma can be used to

91



Altug et al. SIIl in Pediatric Blunt Abdominal Trauma

Glob Emerg Crit Care 2024;3(2):87-92

predict patient mortality. However, this hypothesis needs to
be supported by future prospective multicenter studies with
larger sample sizes.

Ethics

Ethics Committee Approval: This retrospective single-center
study was performed in the emergency department of a
training and research hospital upon approval of the University
of Health Sciences Tirkiye, Basaksehir Cam and Sakura City
Hospital Clinical Research Ethics Committee (approval number:
KAEK/2022.06.212, date: 23.06.2022).

Informed Consent: Informed consent was obtained from the
patients included in the study.

Authorship Contributions

Surgical and Medical Practices: EA., R.G., Concept: EA., I.A,,
A.C.,R.G, Design: E.A., S.K., Data Collection or Processing: E.A.,
I.A., K.S., S.K., Analysis or Interpretation: EA., iA., A.C., KS.,
R.G., Literature Search: EA., I.A.,, A.C., Writing: EA., A.C., K.S.,
S.K., R.G.

Conflict of Interest: No conflict of interest was declared by the
authors.

Financial Disclosure: The authors declared that this study
received no financial support.

References

1. Borse N, Sleet DA. CDC Childhood Injury Report: Patterns of Unintentional
Injuries Among 0- to 19-Year Olds in the United States, 2000-2006. Fam
Community Health. 2009;32:189.

2. Diaz LA, Fuentes-Lépez E, Ayares G, Idalsoaga F, Arnold ], Marquez-Lomas
A, et al. The establishment of public health policies and the burden of non-
alcoholic fatty liver disease in the Americas. Lancet Gastroenterol Hepatol.
2022;7:552-9.

3. Lynch T, Kilgar J, Al Shibli A. Pediatric Abdominal Trauma. Curr Pediatr Rev.
2018;14:59-63.

4. Wegner S, Colletti JE, Van Wie D. Pediatric blunt abdominal trauma. Pediatr
Clin North Am. 2006;53:243-56.

5. WHO. The global burden of disease: 2004 update. Switzerland: World
Health Organization; 2004. https://www.who.int/publications/i/
item/9789241563710

6. KuasC,Acar N, Ozakin E, Karakilic E, Arda MS, Bastug BT, et al. The diagnostic
value of laboratory tests in detecting solid organ injuries in pediatric patients
with blunt abdominal trauma. Am | Emerg Med. 2022;57:133-7.

7. Liang T, Roseman E, Gao M, Sinert R. The Utility of the Focused Assessment
With Sonography in Trauma Examination in Pediatric Blunt Abdominal
Trauma: A Systematic Review and Meta-Analysis. Pediatr Emerg Care.
2021;37:108-18.

8. Miglioretti DL, Johnson E, Williams A, Greenlee RT, Weinmann S, Solberg LI,
et al. The use of computed tomography in pediatrics and the associated
radiation exposure and estimated cancer risk. JAMA Pediatr. 2013;167:700-7.

9. Hennes HM, Smith DS, Schneider K, Hegenbarth MA, Duma MA, Jona JZ.
Elevated liver transaminase levels in children with blunt abdominal trauma:
a predictor of liver injury. Pediatrics. 1990;86:87-90.

92

10.

11.

12.

13.

14.

15.

16.

17.

18.

19.

20.

21.

22.

23.

24.

25.

26.

Marchese P, Lardone C, Canepele A, Biondi S, Roggi C, Massart F, et al.
Pediatric traumatic brain injury: a new relation between outcome and
neutrophil-to-lymphocite ratio. Acta Biomed. 2022;92:€2021417.

Gedik MS, Hakkoymaz H. The place of delta neutrophil index (immature
granulocyte) and hematological markers in diagnosing pediatric acute
appendicitis. Ann Med Res. 2023;30:399-403.

Sener K, Cakir A, Kilavuz H, Altug E, Gliven R. Diagnostic value of systemic
immune inflammation index in acute appendicitis. Rev Assoc Med Bras
(1992). 2023:69:291-6.

Zhang F, Niu M, Wang L, Liu Y, Shi L, Cao J, et al. Systemic-Immune-
Inflammation Index as a Promising Biomarker for Predicting Perioperative
Ischemic Stroke in Older Patients Who Underwent Non-cardiac Surgery.
Front Aging Neurosci. 2022;14:865244.

Geng Y, Shao Y, Zhu D, Zheng X, Zhou Q, Zhou W, et al. Systemic Immune-
Inflammation Index Predicts Prognosis of Patients with Esophageal
Squamous Cell Carcinoma: A Propensity Score-matched Analysis. Sci Rep.
2016;6:39482.

Soulaiman SE, Dopa D, Raad AT, Hasan W, Ibrahim N, Hasan AY, et al. Cohort
retrospective study: the neutrophil to lymphocyte ratio as an independent
predictor of outcomes at the presentation of the multi-trauma patient. Int
] Emerg Med. 2020;13:5.

Tekin YK. Are Neutrophil-to-Lymphocyte and Platelet-to-Lymphocyte Ratios
Associated with Mortality in Pediatric Trauma Patients? A Retrospective
Study. Rambam Maimonides Med J. 2019;10:e0022.

El-Menyar A, Mekkodathil A, Al-Ansari A, Asim M, Elmenyar E, Rizoli S, et
al. Platelet-Lymphocyte and Neutrophil-Lymphocyte Ratio for Prediction
of Hospital Outcomes in Patients with Abdominal Trauma. Biomed Res Int.
2022;2022:5374419.

Spijkerman R, Bulthuis LCM, Hesselink L, Nijdam TMP, Leenen LPH, de Bruin
IGJM. Management of pediatric blunt abdominal trauma in a Dutch level
one trauma center. Eur | Trauma Emerg Surg. 2021;47:1543-51.

JoS, Jeong T, Lee JB, Jin 'Y, Yoon J, Park B. The prognostic value of platelet-to-
lymphocyte ratio on in-hospital mortality in admitted adult traffic accident
patients. PLoS One. 2020;15:€0233838.

Igbal Y, Taj MN, Ahmed A, Ur Rehman Z, Akbar Z. Validity of the fast scan for
diagnosis of intraabdominal injury in blunt abdominal trauma. J Ayub Med
Coll Abbottabad. 2014;26:52-6.

Giannopoulos GA, Katsoulis IE, Tzanakis NE, Patsaouras PA, Digalakis MK.
Non-operative management of blunt abdominal trauma. Is it safe and
feasible in a district general hospital? Scand J Trauma Resusc Emerg Med.
2009;17:22.

Coant PN, Kornberg AE, Brody AS, Edwards-Holmes K. Markers for occult
liver injury in cases of physical abuse in children. Pediatrics. 1992;89:274-8.

Kharasch SJ, Vinci R, Hirsch E, Cranley W, Coates E. The routine use of
radiography and arterial blood gases in the evaluation of blunt trauma in
children. Ann Emerg Med. 1994;23:212-5.

Dilektasli E, Inaba K, Haltmeier T, Wong MD, Clark D, Benjamin ER, et al. The
prognostic value of neutrophil-to-lymphocyte ratio on mortality in critically
ill trauma patients. ] Trauma Acute Care Surg. 2016;81:882-8.

Chen L, Xia S, Zuo Y, Lin Y, Qiu X, Chen Q, et al. Systemic immune
inflammation index and peripheral blood carbon dioxide concentration at
admission predict poor prognosis in patients with severe traumatic brain
injury. Front Immunol. 2023;13:1034916.

Sener K, Cakir A, Toksul HI,0lmez H, Tugcan MO, Altug E, et al. Prognostic
and diagnostic importance of the systemic immune-inflammation index in
pediatric head trauma. Med Science. 2023;12:656-60.



