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ABSTRACT

BACKGROUND: Acute appendicitis (AA) is one of the most important causes of acute abdominal pain in children who are admitted 
to the pediatric emergency department. This study aims to determine the usefulness of the systemic immune-inflammation index (SII) 
in predicting complicated appendicitis (CA) in pediatric patients. 

METHODS: The patients who underwent surgery with the diagnosis of AA were evaluated retrospectively. AA and control groups 
were formed. AA was divided into noncomplicated and CA groups. C-reactive protein (CRP), white blood cell (WBC) count, absolute 
neutrophil count (ANC), absolute lymphocyte count, neutrophil/lymphocyte ratio (NLR), platelet (PLT)/lymphocyte ratio (PLR), and 
SII values were recorded. The SII was calculated with the formula of PLT count × neutrophil/lymphocyte. The efficacy of biomarkers 
in predicting CA was compared. 

RESULTS: Our study included 1072 AA and 541 control patients. There were 74.3% of patients in the non-CA (NCA) group and 
25.7% in the CA group. CRP, WBC count, ANC, NLR, PLR when AA and control group, complicated and NCA groups are compared 
in terms of laboratory parameters and SII level AA and it was higher in the CA group. While the SII value was 2164.91±1831.24 in the 
patients with NCA and 3132.59±2658.73 in those with CA (P<0.001). When the cut-off values were determined according to the area 
under the curve, CRP and SII were found to be the best biomarkers in predicting CA.

CONCLUSION: Inflammation markers together with clinical evaluation may be useful in distinguishing noncomplicated and compli-
cated AA. However, these parameters alone are not sufficient to predict CA. CRP and SII are the best predictors of CA in pediatric 
patients.
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amnesis and physical examination findings; however, some pa-
tients require supportive imaging and laboratory tests. Early 
and rapid diagnosis is important because the complication 
rate increases over time.[3] Diagnosis is difficult in children at 
the initial evaluation since up to 50% of pediatric AA cases 
present with non-specific symptoms. Young children cannot 
fully describe pain, and therefore, accurate anamnesis and 

  O R I G I N A L  A R T I C L E

INTRODUCTION

Acute appendicitis (AA) is one of the most important causes 
of acute abdominal pain requiring emergency surgery in child-
hood. AA is seen in approximately 10% of pediatric patients 
admitted to the emergency department with the complaint 
of abdominal pain.[1,2] A diagnosis is based on a complete an-
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physical examination are more difficult in this population than 
in adults.[4,5] Due to these difficulties in diagnosis in pediat-
ric patients, the risk of complications increases, causing the 
prolongation of treatment and follow-up periods. Therefore, 
it is important to predict complicated appendicitis (CA) as 
a factor negatively affecting the prognosis of the disease.[6,7] 
Many studies have evaluated various biomarkers to differ-
entiate non-CA (NCA) from CA. C-reactive protein (CRP) 
levels, white blood cell (WBC) count, absolute neutrophil 
count (ANC), neutrophil/lymphocyte ratio (NLR), and plate-
let (PLT)/lymphocyte ratio (PLR) are frequently used markers 
in the diagnosis and differentiation of NCA and CA.[8-11]

Systemic immune-inflammation index (SII), a new marker of 
inflammation, is calculated using the combination of PLT, neu-
trophil, and lymphocyte counts (PLT × neutrophil/lymphocyte 
counts). SII may reflect systemic inflammation better than 
NLR or PLR alone. It is important advantages are that it can 
be easily calculated from the hemogram test results, and it 
does not incur extra costs or require additional blood col-
lection. SII was initially considered a poor prognosis marker 
in patients with hepatocellular carcinoma, and later studies 
mostly focused on oncological diseases.[12-14] It has also been 
reported that in addition to oncological diseases, SII can be 
used to predict prognosis in coronary artery disease, infec-
tive endocarditis, rheumatological diseases, and COVID-19 
disease, as well as to evaluate disease activity in inflammatory 
bowel diseases.[15-22]

In the literature, there are only limited studies evaluating SII 
in pediatric patients. In addition, studies investigating whether 
SII can be used to predict AA in this patient group are very 
few.[23] This study is one of the first to evaluate the efficacy of 
SII in predicting CA in children.

The aim of this study was to evaluate the utility of SII in diag-
nosing AA and predicting CA in children and to compare its 
usability with routine laboratory parameters.

MATERIALS AND METHODS

Patient Selection And Study Example

The research was planned as a retrospective study. The study 
was carried out in the Pediatric Emergency Department and 
Pediatric Surgery Clinic of the University of Health Sciences 
Gülhane Training and Research Hospital in Ankara, Turkey. 

The data of the patients who admit to the pediatric emer-
gency department with the complaint of abdominal pain and 
were operated on with a pre-diagnosis of AA between Janu-
ary 2017 and December 2021 were scanned through the file 
registry system.

Patients under the age of 18 who were operated on with a 
pre-diagnosis of AA and whose preoperative hemogram and 

CRP tests were evaluated in the emergency department were 
included in the study. Patients with a normal appendix after 
surgery and a known chronic inflammatory disease were ex-
cluded from the study. The patients were divided into two 
groups NCA and CA according to the results of the sur-
geon’s operation evaluation and histopathological examina-
tion report. Perforated appendicitis, gangrenous appendicitis, 
intra-abdominal fecalitis, and abscess were defined as CA.

Children of similar age and gender, who were admitted to 
the pediatric surgery outpatient clinic for umbilical hernia, 
inguinal hernia, and circumcision, were included in the control 
group.

Patients with chronic disease, drug use, and history of appen-
dectomy were excluded from the control study group.

Data Collection And Laboratory Tests

The patients’ age, gender, complaints, duration of complaints, 
and length of hospital stay were recorded. CRP levels, WBC 
count, absolute lymphocyte count (ALC), ANC, NLR, PLT, 
PLR, and SII values at the first admission to the pediatric 
emergency department were recorded from the hemogram 
analysis. SII, PLT count × neutrophil count /lymphocyte count 
was calculated using the formula.

Ethical Approval

The study protocol was in line with the tenets of the Dec-
laration of Helsinki. The study was reviewed and approved 
by the Ethics Committee of Gülhane Health Sciences Faculty 
Hospital (2022-64).

Statistical Analysis

Statistical analyses were performed using the Statistical Pack-
age for the Social Sciences (IBM SPSS) version 23 and R Stu-
dio. Descriptive statistics were calculated separately for total 
appendicitis, the two patient groups (NCA and CA), and the 
control group.

Quantitative parameters were expressed as mean and stan-
dard deviation values, and categorical parameters as frequen-
cy (n) and percentages (%). The normality of data was ana-
lyzed with the Kolmogorov–Smirnov goodness-of-fit test. For 
normally distributed parameters, the independent-samples 
t-test was used to analyze the mean differences between the 
control, NCA and CA groups. For non-normally distributed 
parameters, the Mann–Whitney U test was used. The Pear-
son Chi-square test was carried out for categorical variables. 
The Youden index (YI) method was used to find the optimal 
cutoff value. The area under the curve (AUC), sensitivity, 
specificity, the positive predictive value (PPV), and negative 
predictive value (NPV) were calculated. The receiver operat-
ing characteristic (ROC) analysis was used to analyze the sen-
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sitivity and specificity of these biomarkers. A value of P<0.05 
was considered statistically significant.

RESULTS

The study included a total of 1586 patients, of whom 514 
control group and 1072 AA group. There were 796 (74.3%) 

children in the NCA and 276 (25.7%) in the CA. Demograph-

ic, clinical, and laboratory characteristics of all patients are 

presented in Tables 1 and 2.

The mean age of the control group was 10.35±2.98 years. 

Of all the patients of the control group, 334 (64.98%) were 
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Table 1. Comparison of demographic, clinical and laboratory characteristics of patients diagnosed with acute appendicitis and 
control group

Parameters Acute appendicitis (n=1072) Mean±SD Control (n=514) Mean±SD P-value

Age, years 11.52±3.74 10.35±2.98 0.130a

WBC/mm3 14724.53±6196.27 7614.79±1830.86 <0.001*a

ANC/mm3 11393.55±6715.68 3804.28±1868.98 <0.001*a

ALC/mm3 1887.74±1385.84 3022.96±916.29 <0.001*a

NLR 8.52±6.76 1.38±0.77 <0.001*a

PLT/mm3 285243.40±81158.90 314303.50±71927.54 <0.001*a

PLR 200.70±126.24 112.43±39.96 <0.001*a

SII ×109/L 2426.61±2129.25 430.45±246.68 <0.001*a

Gender n (%) n (%) 

 Male 689 (64.27) 334 (64.98) 0.831b

 Female 383 (35.73) 180 (35.02) 

SII: Systemic immune-inflammation index; WBC: White blood cell; ANC: Absolute neutrophil count; ALC: Absolute lymphocyte count; NLR: Neutrophil/lymphocyte 
ratio; PLT: Platelets; PLR: Platelet/lymphocyte ratio; SD: Standard deviation; *P-value significant at the 0.05 level (two-tailed), a Independent-samples t-test; b Pearson 
Chi-square test

Table 2. Comparison of demographic, clinical and laboratory characteristics of patients diagnosed with non-complicated and com-
plicated appendicitis

Parameters Total AA Non-complicated appendicitis Complicated appendicitis P-value

  (n=1072) Mean±SD (n=796) Mean±SD (n=276) Mean±SD

Age, years 11.52±3.74 11.92±3.56 11.12±3.98 0.161a

Duration of abdominal pain, days 1.49±1.102 1.28±0.68 2.13±1.73 <0.001*a

Length of hospital stay, days 3.70±2.287 2.66±0.76 6.69±2.57 <0.001*a

CRP mg/L 49.70± 68.96 25.18±35.55 115.87±90.57 <0.001*a

WBC/mm3 14724.53±6196.27 14296.98±6452.82 15877.91±5291.31 0.002*a

ANC/mm3 11393.55±6715.68 10734.70±4441.76 13170.93±10473.95 0.004*a

SII x109/L 2426.61±2129.25 2164.91±1831.24 3132.59±2658.73 <0.001*a

NLR 8.52±6.76 7.77±5.99 10.56±8.17 <0.001*a

ALC/mm3 1887.74±1385.84 1959.91±1479.97 1693.02±1071.95 0.013*a

PLT/mm3 285243.40±81158.90 276525.43±70652.75 308761.63±100902.05 <0.001*a

PLR 200.70±126.24 183.52±106.65 247.06±159.44 <0.001*a

Gender n (%) n (%) n (%) 

 Male 689 (64.27) 507 (63.69) 182 (65.94) 0.780b

 Female 383 (35.73) 289 (36.31) 94 (34.06) 

CRP: C-reactive protein; SII: Systemic immune-inflammation index; WBC: White blood cell; ANC: Absolute neutrophil count; ALC: Absolute lymphocyte count; NLR: 
Neutrophil/lymphocyte ratio; PLT: Platelets; PLR: Platelet/lymphocyte ratio; SD: Standard deviation. *P-value significant at the 0.05 level (two-tailed); a independent-samp-
les t-test; b Mann-Whitney U-test; c Pearson Chi-square test.



male. For the WBC count, ANC, ALC, NLR, PLT, PLR, and SII 
biomarkers, the differences between the total AA and con-
trol groups were found to be statistically significant (P<0.05) 
(Table 1).

The mean age of the AA patients was 11.52±3.74 years. Of 
all the patients, 689 (64.27%) were male, and the number of 
male patients in the CA groups was 182 (65.94%). The mean 
duration of abdominal pain was 1.28±0.68 days in the NCA 
group and 2.13±1.73 days in the CA group. The most com-
mon symptoms accompanying abdominal pain were nausea 
and vomiting in 86.3% of patients and anorexia in 30.8% of pa-
tients. The mean length of hospital stay was 2.66±0.76 in the 
NCA group and 6.69±2.57 days in the CA group. Abdominal 
pain duration (days) and hospital stay (days) were statistically 
significant between the two groups (P<0.05), these durations 
were longer in the CA group compared to the NCA group.

For the CRP, WBC count, ANC, NLR, PLT, SII, and PLR bio-
markers, the differences between the NCA and CA groups 
were also found to be statistically significant (P<0.05). The 
mean values were significantly higher in the CA group for 
these biomarkers. However, the NCA and CA groups did not 
significantly differ in relation to age (P=0.161). Furthermore, 
as regards to Pearson Chi-square test, for gender, the differ-
ence between non-complicated and complicated groups was 

also found statistically insignificant (P=0.780) (Table 2).

The AUC of SII to predict AA was 0.927 (95% confidence 
interval [CI] 0.911–0.943, P=0.000); for WBC count, it was 
0.915 (95% CI 0.897–0.933, P=0.000); for ANC it was 0.937 
(95% CI 0.921–0.953, P=0.000); for NLR it was 0.952 (95% 
CI 0.938–0.965, P=0.000) and for PLR it was 0.771 (95% CI 
0.740–0.801, P=0.000). AUC, YI, sensitivity, specificity, PPV, 
and NPV were calculated for AA and are given in Table 3. 
ROC curves in AA for WBC count, ANC, NLR, PLR, and SII 
are given in Fig. 1.

The AUC of SII to predict CA was 0.646 (95% [CI] 0.600–
0.692,  P=0.000); for CRP, it was 0.858 (95% CI 0.823–0.892, 
P=0.000); for WBC count it was 0.600 (95% CI 0.549–0.652, 
P = 0.000); for ANC it, was 0.595 (95% CI 0.545–0.644, 
P=0.000); for NLR it was 0.621 (95% CI 0.574–0.668, 
P=0.000) and for PLR it, was 0.624 (95% CI 0.575–0.673, 
P=0.000). Considering the AUC data of the biomarkers at 
their optimal cut-off values, the best markers for the predic-
tion of CA were determined as CRP, SII, PLR, and NLR (AUC; 
0.858, 0.646, 0.624, and 0.621, respectively) (Table 4). ROC 
curves in CA for CRP, WBC count, ANC, NLR, PLR, and SII 
are given in Fig. 2.

When the cut-off value for CRP was determined as 39 mg/L 
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Table 3. The performance of biomarkers in predicting acute appendicitis

Biomarkers Cut-off AUC YI Sensitivity Specificity PPV NPV

WBC count/mm3 11100 0.915 0.7238 77.83 94.55 97.25 63.28

ANC/mm3 6600 0.937 0.7733 82.39 94.94 97.58 68.54

NLR 2.36 0.952 0.8081 88.21 92.61 96.72 76.04

PLR 141.07 0.771 0.4422 62.89 81.32 89.29 46.97

SII ×109/L 923 0.927 0.7363 78.30 95.33 97.65 63.97

WBC: White blood cell; ANC: Absolute neutrophil count; NLR: Neutrophil/lymphocyte ratio; SII: Systemic immune-inflammation index; PLR: Platelet/lymphocyte 
ratio; AUC: Area under the curve; YI: Youden index; PPV: Positive predictive value; NPV: Negative predictive value

Table 4. The performance of biomarkers in predicting complicated appendicitis

Biomarkers Cut-off AUC YI Sensitivity Specificity PPV NPV

CRP mg/L 39 0.858 0.5918 79.65 79.53 59.05 91.34

WBC count/mm3 14400 0.600 0.1699 65.70 51.29 33.33 80.13

ANC/mm3 12600 0.595 0.1500 48.84 66.16 34.85 77.72

NLR 5.36 0.621 0.1953 73.84 45.69 33.51 82.49

PLR 223 0.624 0.1891 66.19 44.77 39.09 78.36

SII ×109/L 2358.03 0.646 0.2407 56.40 67.67 39.27 80.72

CRP: C-reactive protein; WBC: White blood cell; ANC: Absolute neutrophil count; NLR: Neutrophil/lymphocyte ratio; SII: Systemic immune-inflammation index, PLR: 
Platelet/lymphocyte ratio; AUC: Area under the curve; YI: Youden index; PPV: Positive predictive value; NPV: Negative predictive value
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in predicting CA, the sensitivity and specificity were found 
79.65% and 79.53%; and when the cut-off value for SII was 
2358.03, the sensitivity was 56.40% and the specificity was 
67.67%. For SII the values of PPV and NPV were calculated as 
39.27% and 80.72%, respectively.

DISCUSSION
Acute appendicitis is one of the most common causes of 
emergency surgical pathology in patients presenting to the 
pediatric emergency department with abdominal pain.[24] It 
occurs at any age, but often in the second decade. In our 
study, the mean age of the patients was around 11 years, 
which is similar to the literature.[25,26] The male gender consti-
tutes the majority of AA cases in children.[27] In our study, AA 
was also seen more frequently in the male gender (64.27%). 
The most common symptom in AA is abdominal pain, and 
the duration of symptoms has been reported to be longer in 
CA. In the literature, the length of hospital stay was found 
to be longer in CA. Similarly, in our study, the time from the 
onset of abdominal pain to admission to the hospital, and the 
length of hospital stay were longer in the CA cases than in 
the NCA cases, and the difference between the two groups 
was statistically significant (P<0.05).[28,29]

Although the diagnosis of AA in children is primarily made 
clinically, the combination of laboratory and imaging methods 
supports the diagnosis. Among the laboratory parameters, 
CRP level, WBC count, ANC, NLR, and PLR are frequently 
used markers. In previous studies, WBC count, ANC, NLR, 
and PLR rates were found to be significantly higher in the AA 
group when compared to the control group.[8,9,30] In our study, 
the WBC count, ANC, NLR, and PLR rates were significantly 
higher in the AA group than in the control group (P<0.05).

Delay in the diagnosis of AA in children due to difficulties in 
defining pain and examination may cause complications such 

as perforation, abscess, and peritonitis.[31] In our study, 25.7% 
of AA cases were complicated. The early diagnosis of CA 
is vital for appropriate medical treatment and the timing of 
surgery to prevent complications. Therefore, some auxiliary 
tests were needed to achieve early diagnosis. To date, many 
biomarkers have been used to differentiate non-complicated 
and CA.[8,9,32,33]

WBC count and ANC are the most commonly used diag-
nostic laboratory parameters in the diagnosis of AA. Studies 
have shown that WBC count and ANC are high in AA and 
are strong markers of CA.[33-35] The results of our study were 
similar to the literature, and the WBC count was found to be 
higher in Jung et al.[36] determined the WBC count cut-off val-
ue of 10600/mm3 in CA (sensitivity 71.2%; specificity 68.2%) 
and reported the AUC value of this parameter as 0.664. This 
study, the cut-off value for WBC count in CA was found to 
be 14400/mm3 and AUC 0.600 (sensitivity 65.70%; specificity 
51.29%).

In a prospective study conducted with 200 patients, Boshnak 
et al.[24] reported the sensitivity and specificity of ANC for 
AA as 72.4% and 81.8%, respectively, at a cut-off value of 
9400/mm3. In another study, it was reported that ANC has 
no diagnostic value for the diagnosis of CA.[33] In our study, 
the cut-off value of ANC for CA was 12600/mm3 (sensitivity 
48.84% and specificity 66.16%). When ANC was compared 
between the two groups, the difference was statistically sig-
nificant (P<0.001). Decreased lymphocyte count is a stress 
marker, and lymphopenia has been reported to be associat-
ed with appendicitis.[36] In the current study, the lymphocyte 
count was found to be lower than CA and there was statis-
tically significant difference between the groups (P=0.013).

Systemic inflammatory states can increase NLR by causing an 
increase in neutrophil count and a decrease in lymphocyte 
count, and increased NLR and PLR levels, which are signs 
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Figure 1. Receiver operating characteristic curve of biomarkers to 
predict acute appendicitis

Figure 2. Receiver operating characteristic curve of biomarkers to 
predict complicated appendicitis
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of inflammation, can be observed in AA.[33,37-39] In a study by 
Kart and Uğur[23] in the prediction of AA; the cut-off value 
for NLR was found to be 2.235, AUC value was 0.996; the 
cut-off value for PLR was found to be 137.055, the AUC value 
was 0.848.

In this study, the cut-off value for NLR was found to be 2.36, 
AUC value was 0.952; the cut-off value for PLR was found to 
be 141.07, and the AUC value was 0.771. NLR was found to 
be the most significant biomarker in AA prediction.

Many studies are reporting different cut-off values for the 
diagnostic power of NLR in the diagnosis of CA. In studies 
using a cut-off value of 4.8–7.32, the sensitivity of NLR was 
found to be 78.4–95.2% and specificity 41.7–83.8%.[40-43] In 
our study, similar to the literature, at a cutoff value of 5.36 
for NLR, the sensitivity was 73.84% and the specificity was 
45.69%.

PLR has been investigated in several studies on AA. In a study 
by Celik et al.,[44] it was shown to have a good predictive 
value in the diagnosis of CA with a sensitivity of 42% and a 
specificity of 86% at a cut-off value of 284 for PLR. In another 
study evaluating 558 patients who underwent appendecto-
my, the cutoff value for PLR was found to be 163.27, AUC 
value 0.660, sensitivity 64.3%, and specificity 67.5% for the 
distinction between NCA and perforated appendicitis.[45] In 
our study, at a cut-off value of 223, PLR had a sensitivity and 
specificity of 66.19% and 44.77%, respectively in the predic-
tion of CA.

CRP is an acute-phase reactant and can be used as a diagnos-
tic marker in acute inflammatory conditions. CRP, together 
with clinical and radiological findings, is a laboratory param-
eter with a good diagnostic value in AA. In the literature, it 
has been found that CRP is an important parameter in the di-
agnosis of CA and is more sensitive than increased leukocyte 
count.[33,35,46] In the current study, CRP was shown to be the 
best diagnostic marker for differentiation between NCA and 
CA. In a study by Sengul et al.,[43] the cutoff value of CRP in CA 
was reported to be 13 mg/L (sensitivity 81%; specificity 80%). 
In our study, the cut-off value of CRP was 39 mg/L, at which it 
had a sensitivity of 79.65% and specificity of 79.53%. CRP had 
the highest sensitivity and specificity in the prediction of CA.

In the literature, elevated WBC count, ANC, and CRP levels 
were found in CA patients.[33,36] Similarly, in our study, the 
WBC count, ANC, and CRP levels were significantly higher 
in the CA group (P<0.05).

Research is ongoing for laboratory markers that show bet-
ter diagnostic benefits than CRP and hemogram, which are 
commonly used to assess inflammation. In recent years, SII 
has been shown as a new marker of inflammation that can 
be easily calculated with hemogram parameters, reflecting 
the balance between the patient’s immune status and inflam-

mation. To date, a high SII has been shown to be generally 
associated with poor outcomes in various malignancies. It has 
also appeared to be associated with poor outcomes in many 
different clinical conditions, including cardiovascular disease 
and autoimmune disorders.[15-19] However, studies evaluating 
the usability of SII in pediatric patients are limited.[47-49] In our 
study, a cut-off value of 923 (sensitivity 78.30% and specificity 
95.33%) was found for SII to diagnose AA. Kart and Uğur[23] 
the optimum cutoff value of SII was determined as 651.475 
by using ROC curve analysis in the diagnosis of AA, and its 
sensitivity was 95% and its specificity was 98%.

This study considering the AUC value of the biomarkers at 
their optimal cut-off values, the best markers for the predic-
tion of AA were determined as NLR, ANC, SII, and WBC 
count (AUC 0.952, 0.937, 0.927, and 0.915, respectively).

This study is one of the first to evaluate the efficacy of SII in 
predicting CA in children. In our study, when the SII cut-off 
was taken as 2358.03, its AUC value was calculated as 0.646 
in the prediction of CA. We determined CRP, then SII to be 
the best AUC values for the prediction of CA.

This study has certain limitations, with the major examples 
being the data reflecting the situation in a single-center and 
retrospective design. However, we consider that our findings 
will contribute to the literature since it is a study conducted 
with a large number of patients to investigate the predictive 
ability of CA in pediatric patients.

Conclusion

Inflammation markers, together with clinical evaluation may 
be useful in differentiating AA. However, these parameters 
alone are not sufficient to predict AA. In this study, accord-
ing to the AUC; NLR, ANC, SII, and WBC count were the 
best biomarkers to predict AA. To predict CA, the best AUC 
values were associated with the CRP level and the SII. SII can 
be used as a good biomarker to predict CA. However, pro-
spective and multicenter studies are needed to evaluate the 
effectiveness of SII in distinguishing between CA and NCA 
in children.
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OLGU SUNUMU

Çocuk acilde komplike apandisiti öngörmede sistemik immün inflamasyon indeks 
etkinliğinin değerlendirilmesi
Dr. Aysun Tekeli,1 Dr. Mehmet Bahadır Çalıskan,2 Dr. Gökhan Berktuğ Bahadır,2 Dr. Övgücan Karadağ Erdemir3

1Sağlık Bilimleri Üniversitesi, Gülhane Eğitim ve Araştırma Hastanesi, Çocuk Sağlığı ve Hastalıkları Anabilim Dalı, Çocuk Acil, Ankara
2Sağlık Bilimleri Üniversitesi, Gülhane Eğitim ve Araştırma Hastanesi, Çocuk Cerrahisi Anabilim Dalı, Ankara
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AMAÇ: Akut apandisit, çocuk acil servisine başvuran çocuklarda akut karın ağrısının en önemli nedenlerinden biridir. Bu çalışma, pediatrik hastalarda 
komplike apandisiti öngörmede sistemik immün-inflamasyon indeksinin yararlılığını belirlemeyi amaçlamaktadır.
GEREÇ VE YÖNTEM: Akut apandisit tanısı ile ameliyat edilen hastalar geriye dönük olarak incelendi. Akut apandisit ve kontrol grubu oluşturuldu. 
Akut apandisit, nonkomplike ve komplike apandisit grubu olarak ikiye ayrıldı. C-reaktif  protein, beyaz küre sayısı, mutlak nötrofil sayısı, mutlak len-
fosit sayısı, nötrofil/lenfosit oranı, trombosit/lenfosit oranı ve sistemik immün-inflamasyon indeks değerleri kaydedildi. Sistemik immün enflamasyon 
indeks trombosit sayısı x nötrofil/lenfosit formülü ile hesaplandı. Biyobelirteçlerin komplike apandisiti öngörmedeki etkinliği karşılaştırıldı.
BULGULAR: Çalışmamıza 1072 akut apandisit ve 541 kontrol hasta dahil edildi. Nonkomplike apandisit grubunda %74.3 hasta, komplike apandisit 
grubunda %25.7 hasta vardı. Akut apandisit ve kontrol grubu, komplike ve nonkomplike apandisit grubu laboratuvar parametreleri açısından kar-
şılaşırıldığında C-reaktif  protein, beyaz küre, mutlak nötrofil sayısı, nötrofil/lenfosit oranı, trombosit/lenfosit oranı ve sistemik immün-inflamasyon 
indeks düzeyi akut apandisit ve komplike apandisit grubunda daha yüksek tespit edildi. Nonkomplike apandisit hastalarında sistemik immün-infla-
masyon indeks değeri 2164.91±1831.24 iken komplike apandisit hastalarında 3132.59±2658.73 idi (p<0.001). Eğri altındaki alana göre kestirim 
değerleri belirlendiğinde, komplike apandisit öngörüsünde en iyi biyobelirteçler C-reaktif  protein ve sistemik immün-inflamasyon indeksi bulundu.
TARTIŞMA: Nonkomplike ve komplike akut apandisit ayırımında, klinik değerlendirme ile birlikte enflamasyon belirteçleri faydalı olabilir. Fakat bu 
parametreler tek başına komplike apandisiti öngörmede yeterli değildir. Çocuklarda komplike apandisiti tahmin etmek için C-reaktif  protein ve 
sistemik immün-enflamasyon indeksi en iyi biyobelirteç tespit edilmiştir.
Anahtar sözcükler: Biyobelirteç; çocuk; komplike apandisit; sistemik immün-inflamasyon indeks.
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