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avtorTa sayuradRebod!

redaqciaSi statiis warmodgenisas saWiroa davicvaT Semdegi wesebi:

 1. statia unda warmoadginoT 2 calad,  rusul an inglisur enebze, dabeWdili 
standartuli furclis 1 gverdze,  3 sm siganis marcxena velisa da striqonebs 
Soris 1,5 intervalis dacviT. gamoyenebuli kompiuteruli Srifti rusul da ing-
lisurenovan teqstebSi - Times New Roman (Кириллица), xolo qarTulenovan teqstSi 
saWiroa gamoviyenoT AcadNusx. Sriftis zoma – 12. statias Tan unda axldes CD 
statiiT. 
 2. statiis moculoba ar unda Seadgendes 10 gverdze naklebs da 20 gverdze mets 
literaturis siis da reziumeebis (inglisur, rusul da qarTul enebze) CaTvliT.
 3. statiaSi saWiroa gaSuqdes: sakiTxis aqtualoba; kvlevis mizani; sakvlevi 
masala da gamoyenebuli meTodebi; miRebuli Sedegebi da maTi gansja. eqsperimen-
tuli xasiaTis statiebis warmodgenisas avtorebma unda miuTiTon saeqsperimento 
cxovelebis saxeoba da raodenoba; gautkivarebisa da daZinebis meTodebi (mwvave 
cdebis pirobebSi).
 4. statias Tan unda axldes reziume inglisur, rusul da qarTul enebze 
aranakleb naxevari gverdis moculobisa (saTauris, avtorebis, dawesebulebis 
miTiTebiT da unda Seicavdes Semdeg ganyofilebebs: mizani, masala da meTodebi, 
Sedegebi da daskvnebi; teqstualuri nawili ar unda iyos 15 striqonze naklebi) 
da sakvanZo sityvebis CamonaTvali (key words).
 5. cxrilebi saWiroa warmoadginoT nabeWdi saxiT. yvela cifruli, Sema-
jamebeli da procentuli monacemebi unda Seesabamebodes teqstSi moyvanils. 
 6. fotosuraTebi unda iyos kontrastuli; suraTebi, naxazebi, diagramebi 
- dasaTaurebuli, danomrili da saTanado adgilas Casmuli. rentgenogramebis 
fotoaslebi warmoadgineT pozitiuri gamosaxulebiT tiff formatSi. mikrofoto-
suraTebis warwerebSi saWiroa miuTiToT okularis an obieqtivis saSualebiT 
gadidebis xarisxi, anaTalebis SeRebvis an impregnaciis meTodi da aRniSnoT su-
raTis zeda da qveda nawilebi.
 7. samamulo avtorebis gvarebi statiaSi aRiniSneba inicialebis TandarTviT, 
ucxourisa – ucxouri transkripciiT.
 8. statias Tan unda axldes avtoris mier gamoyenebuli samamulo da ucxo-
uri Sromebis bibliografiuli sia (bolo 5-8 wlis siRrmiT). anbanuri wyobiT 
warmodgenil bibliografiul siaSi miuTiTeT jer samamulo, Semdeg ucxoeli 
avtorebi (gvari, inicialebi, statiis saTauri, Jurnalis dasaxeleba, gamocemis 
adgili, weli, Jurnalis #, pirveli da bolo gverdebi). monografiis SemTxvevaSi 
miuTiTeT gamocemis weli, adgili da gverdebis saerTo raodenoba. teqstSi 
kvadratul fCxilebSi unda miuTiToT avtoris Sesabamisi N literaturis siis 
mixedviT. mizanSewonilia, rom citirebuli wyaroebis umetesi nawili iyos 5-6 
wlis siRrmis.
 9. statias Tan unda axldes: a) dawesebulebis an samecniero xelmZRvane-
lis wardgineba, damowmebuli xelmoweriTa da beWdiT; b) dargis specialistis 
damowmebuli recenzia, romelSic miTiTebuli iqneba sakiTxis aqtualoba, masalis 
sakmaoba, meTodis sandooba, Sedegebis samecniero-praqtikuli mniSvneloba.
 10. statiis bolos saWiroa yvela avtoris xelmowera, romelTa raodenoba 
ar unda aRematebodes 5-s.
 11. redaqcia itovebs uflebas Seasworos statia. teqstze muSaoba da Se-
jereba xdeba saavtoro originalis mixedviT.
 12. dauSvebelia redaqciaSi iseTi statiis wardgena, romelic dasabeWdad 
wardgenili iyo sxva redaqciaSi an gamoqveynebuli iyo sxva gamocemebSi.

aRniSnuli wesebis darRvevis SemTxvevaSi statiebi ar ganixileba.
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Abstract.
Background: Managing systemic lupus erythematosus (SLE) 

is challenging because of its diverse symptoms, relapses, 
and issues related to immunosuppressive therapy. Hence, the 
management of autoimmune disorder has become a hot topic in 
this era. Thus, the study aims to predict disease severity in SLE 
cases by assessing the value of neutrophil-lymphocyte ratio and 
platelet-lymphocyte ratio.

Methodology: In this study, we included a total of 80 patients, 
of which 40 were controls and 40 were experimental group. 
We gathered the demographic data and each patient provided 
informed consent. Furthermore, the clinical examinations were 
done, and results were noted.

Results: The study compared 40 SLE patients with 40 
controls. SLE patients had lower complement levels, higher 
rates of LN and encephalopathy, and elevated Hs-CRP and 
ESR. They also showed lower WBC, neutrophil, lymphocyte, 
and platelet counts, along with higher NLR and PLR. Higher 
SLEDAI scores correlated with elevated Hs-CRP and ESR, and 
lower C3. Neutrophils positively correlated with NLR, while 
lymphocytes negatively correlated with SLEDAI scores, NLR, 
and PLR. Platelets did not significantly correlate with these 
markers.

Conclusion: SLE patients showed higher rates of LNand 
encephalopathy, elevated inflammatory markers, and altered 
blood cell counts. Lower SLEDAI scores correlated with less 
inflammation and higher C3 levels, potentially indicating disease 
severity. Neutrophils were closely linked to disease activity, 
while lymphocytes showed a strong negative correlation. 
Platelet count was not a significant marker. Understanding these 
aspects could improve diagnosis and management.

Key words. Systemic lupus erythematosus, SLEDAI, Platelet-
lymphocyte ratio, neutrophil-lymphocyte ratio.
Introduction.

Systemic lupus erythematosus (SLE) is a chronic inflammatory 
autoimmune condition with an unfamiliar cause that affects 
several tissues. This syndrome is defined by the deposition of 
immunological complexes caused by a systemic breakdown in 
Immunological tolerance to nuclear self-antigens. It is further 
distinguished by the overproduction of pro-inflammatory 
cytokines, which causes multi-organ damage [1].

The causes of SLE are not known, but the combination of genetic, 
environmental, and hormonal factors led to its development and 

the variety of symptoms it presents [2]. Overactive immune 
responses can lead to excessive autoantibody production, 
immune complex buildup, and inflammation, culminating in 
disease onset [3].

The inflammation in SLE was measured by using various 
markers such as, C-reactive protein (CRP), erythrocyte 
sedimentation rate (ESR), interferon (IFN), and interleukin-6 
(IL-6). Recently, the Neutrophil-Lymphocyte Ratio (NLR) 
and Platelet-Lymphocyte Ratio (PLR) have been identified 
as inflammatory markers reflecting the balance of innate 
and acquired immune responses [4]. These ratios, derived 
from standard complete blood count (CBC) tests, have been 
investigated as possible prognostic novel biomarkers in different 
inflammatory and autoimmune disorders, such as SLE [5].

The NLR reflects systemic inflammation, increased NLR 
levels are connected with increased disease activity and organ 
failure, especially in the kidneys [6]. It serves as a predictive 
marker for disease flares, facilitating the monitoring of disease 
progression. PLR indicates inflammation and thrombosis 
risk [7]. Higher PLR levels are linked with a greater risk of 
thrombosis and organ damage, particularly vascular events, and 
nephritis. Additionally, it can predict cardiovascular events in 
SLE [8].

According to the study done by Chatterjee et al. [9] the 
prevalence of SLE in India are 3.2 per 100,000 populations. 
Diagnosing SLE in India has seen significant improvement 
over the past two decades. A delay in diagnosing SLE has been 
demonstrated to result in adverse disease outcomes. Various 
studies are done on the SLE patients on the values of NLR, 
PLR, mean platelet volume (MPV), platelet distribution width 
(PDW), and red cell distribution width (RDW) in SLE patients 
It is yet unknown which of these characteristics is linked to a 
high risk [10]. Therefore, the purpose of the study is to assess 
the importance of the NLR and PLR as predictive indicators of 
disease severity in SLE.
Methodology.

In this cross-sectional study, 80 participants were enrolled 
after receiving institutional review board approval. All patients 
provided informed consent. The study included participants 
aged 18 to 65 years with a confirmed SLE diagnosis, who were 
willing to participate and provide informed consent. Exclusion 
criteria included patients with co-morbid conditions affecting 
neutrophil, lymphocyte, or platelet counts, as well as pregnant 
women and patients with acute infections.
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All patients were requested to provide demographic 
information, physical examination results, and clinical factors 
such as illness duration and medication history. Moreover, 
comprehensive laboratory examinations were conducted, 
encompassing evaluations of NLR, PLR, complete blood count 
(CBC), serum complement levels, anti-dsDNA antibodies, 
CRP, SLE disease activity index (SLEDAI) and ESR.
Statistical Analysis.

The information was inputted into Microsoft Excel 2013 and 
analyzed utilizing IBM SPSS Statistics for Windows, version 
22.0 (IBM Corp., Armonk, NY, USA), a statistical software 
package. Quantitative variables were summarized using the 
mean and standard deviation (SD). Mean and Standard Deviation 
were used to express continuous variables, with comparison 
between the two groups conducted using the student’s t-test for 
independent samples. For intra group comparisons, the paired 
t-test was employed. Correlation analysis was conducted using 
the correlation coefficient test. A significance level of 5% (α 
= 0.05) was utilized, wherein any p-value below 0.05 was 
considered statistically significant.
Results.

The table no. 1 depicts demographic, clinical, and laboratory 
findings of 40 SLE cases and 40 control cases. There were no 

statistically significant differences in age and gender between 
the two groups. The SLE group had lower complement levels 
(C3 and C4) than the control group. LN (58.33%) and lupus 
encephalopathy (8.24%) were more common among SLE 
patients. The SLE group exhibited higher Hs-CRP and ESR 
values, as well as lower white blood cell count (WBC) and 
platelet counts. Moreover, the SLE group showed notably 
increased NLR and PLR in contrast to the placebo group (p < 
0.001).

A marginally significant difference is shown by the p-value 
of 0.05 for the measured PLR difference among the SLEDAI > 
9 and SLEDAI < 9 groups. While a p-value of much less than 
0.05 frequently appears to be statistically significant, it's crucial 
to take into account that significance level choice is subjective 
and must be understood in light of the study's goals and context.

Our research sought to decide if NLR and PLR can be used 
as prognostic signs of SLE disease severity. Although there 
has been an awesome and statistically large difference in 
NLR between the 2 SLEDAI groups (p = 0.012), there was 
additionally a distinction in PLR (p = 0.05), which may also 
suggest a likely correlation with disease severity that must be 
regarded similarly.

Table 2 shows that in the group with SLEDAI scores ≤ 9 
(n=18), the concentrations of Hs-CRP, ESR, and C3 were found 

Variables Control Group (40) SLE Group (40) P value
Age (years) 25(22.48, 37.34) 25 (20.54, 36.30) 0.12
Gender (M/F) 10/30 12/28 0.354
Onset time (month) - 2.0 (0.59, 7.0) -
SLEDAI-2K scores - 7.69 ±3.98 -
Anti-dsDNA 
Antibody (%)

- 58.36 -

ANA (%) - 79.46 -
ACA-IgM (%) - 13.48 -
ACA-IgG (%) - 13.48 -
ACA-IgA (%) - 13.48 -
C3 (g/L) 0.90 (0.78, 1.10) 0.38 (0.22, 0.54) <0.001
C4 (g/L) 0.20 (0.15, 0.28) 0.06 (0.03, 0.11) <0.001
LN (%) - 58.33 -
Lupus encephalopathy (%) - 8.24 -
Hs-CRP (mg/L) 0.58 (0.36, 2.97) 2.69 (0.85, 12.34) 0.005
ESR (mm/H) 8.98 (6.57, 14.86) 58.36 (28.31, 95.24) <0.001
WBC (×10^9/L) 5.95 (4.30, 6.48) 4.18 (2.92, 6.23) <0.001
Neutrophils (×10^9/L) 3.69 (2.78, 3.89) 3.19 (1.87, 4.83) <0.001
Lymphocyte (×10^9/L) s 2.29 (1.84, 2.74) 1.11 (0.69, 1.68) <0.001
Platelets (×10^9/L) 193.25 ± 39.24 159.27 ± 82.87 <0.001
NLR 1.86 (1.28, 2.11) 2.94 (1.79, 4.08) <0.001
PLR 140.2 (90.48, 160.48) 205.9 (150.20, 210.10) <0.001
Variables Control Group (40) SLE Group (40) P value

Table 1. The demographic clinical characteristics of both the SLE Group and the control groups.

C3, C4= (g/L), WBC, Neutrophils Lymphocytes and Platelets=(×109/L).

Abbreviations: SLE: Systemic Lupus Erythematosus; SLEDAI-2K: SLE Disease Activity Index 2000; Anti-dsDNA: Anti-double Stranded DNA; 
ANA: Anti-Nuclear Antibody; ACA: Anti-Cyclic Citrullinated Peptide; C3: Complement Component 3; C4: Complement Component 4; LN: Lupus 
Nephritis; Hs-CRP: High-Sensitivity C-Reactive Protein; ESR: Erythrocyte Sedimentation Rate; WBC: White Blood Cells; NLR: Neutrophil-to-
Lymphocyte Ratio; PLR: Platelet-to-Lymphocyte Ratio.
With p-values less than 0.001, which means they are statistically significant, the table only shows that the control group had much higher ranges of 
C3 (0.90 g/L) and C4 (0.20 g/L) than the SLE group (C3: 0.38 g/L and C4: 0.06 g/L). This is consistent with the recognized reality that complement 
proteins are consumed over the course of SLE, leading to low tiers of complement in those individuals.
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to be 1.59 (0.69, 8.29) mg/L, 52.0 (23.21, 64.25) mm/H, and 0.53 
(0.28, 0.72) g/L, respectively. Comparatively, in the SLEDAI >9 
group (n=22), these values were 2.96 (1.01, 21.35) mg/L, 59.24 
(38.36, 70.3) mm/H, and 0.29 (0.18, 0.47) g/L, with statistically 
significant differences denoted by p-values of 0.027, 0.031, and 
0.006, correspondingly. NLR exhibited distinctions between 
the two groups, with values of 2.81 (1.63, 3.28) in SLEDAI ≤ 
9 and 2.29 (2.27, 4.12) in SLEDAI >9, yielding a p-value of 
0.012. The PLR also demonstrated a noticeable difference with 
a p-value of 0.05, indicating potential consequence in relation 
to disease severity.

Note: A tendency towards statistical significance is indicated 
by the asterisk (*) (0.05 < p < 0.10).

Abbreviations: SLEDAI: Systemic Lupus Erythematosus 
Disease Activity Index; Hs-CRP: High-Sensitivity C-Reactive 
Protein; ESR: Erythrocyte Sedimentation Rate; WBC: White 
Blood Cells; NLR: Neutrophil-to- Lymphocyte Ratio; PLR: 
Platelet-to-Lymphocyte Ratio.

Borderline significant difference with values of 2.81 (1.63, 
3.28) in SLEDAI < 9 and 2.29 (2.27, 4.12) in SLEDAI > 9, 
NLR showed differences between the two groups. This resulted 
in a p-value of 0.012, showing a statistically significant 
difference. Consequently, the PLR showed a marginally 
significant difference (p = 0.05) among the two groups, pointing 
to a possible correlation with the severity of the situation which 
requires additional research."

We offer a more nuanced interpretation of the data while 
recognizing the probable use of PLR as a prognostic marker in 
SLE by pointing out the need for more research and stressing 
the borderline significance of the observed difference in PLR.
Interpretation:

NLR exhibited an extended AUC of 0.74 (95% CI: 0.61–0.87) 
compared to PLR (AUC = 0.68, 95% CI: 0.54-0.82), in step 
with the ROC curve test, indicating that NLR might be an extra-
correct indicator of the severity of the infection in SLE sufferers. 
Having a sensitivity of 72.7% and a specificity of 66.7%, the 

correct reduce-off charge for NLR has become 2.65; for PLR, it 
has become 178.5, with a sensitivity of 63.6% and a specificity 
of 61.1%. 
Subgroup Assessment: 

To compare the possible usefulness of NLR and PLR for 
positive SLE sequelae, such as lupus nephritis (LN) and 
neuropsychiatric signs (NP-SLE), subgroup evaluation was 
performed. The subsequent table presents a precis of the 
findings.
Interpretation:

It appears that when it comes to expecting lupus nephritis, 
the neutrophil-to-lymphocyte ratio, or NLR, seems to be a bit 
greater than the platelet-to-lymphocyte ratio (PLR). PLR and 
NLR had Area under the Curves, or AUCs, of 0.79 and 0.62, 
respectively, which measure prediction accuracy. Though not 
very great, the improvement was noticeable.

This is where the intriguing part comes in, though: Both 
NLR and PLR were included in the neuropsychiatric symptom 
prediction study. PLR's AUC was 0.68, while NLR's was 0.71. 
Thus, although they both had some predictive value, NLR 
seemed to be slightly more accurate than PLR. In general, NLR 
seems to have a modest advantage in predicting these symptoms, 
although both ratios were somewhat accurate.
Multivariate Analysis: 

After correcting for possible confounding factors, multivariate 
logistic regression analysis was used to assess the independent 
predictive value of NLR and PLR for illness severity (SLEDAI 
score > 9). The subsequent table displays the findings:
Interpretation:

NLR has been shown to be an independent predictor of disease 
severity in SLE (adjusted OR = 2.31, 95% CI: 1.28–4.17, p = 
0.006) after controlling for age, length of illness, anti-dsDNA 
antibody levels, and supplement levels (C3 and C4). PLR did 
not, but displayed a statistically sizeable independent correlation 
with the severity of the illness (adjusted OR = 1.62, 95% CI: 

Variables SLEDAI ≤ 9 
(n = 18)

SLEDAI > 9 
(n = 22) P-value

Hs-CRP (mg/L) 1.59 (0.69, 8.29) 2.96 (1.01, 21.35) 0.027
ESR (mm/H) 52.0 (23.21, 64.25) 59.24 (38.36, 70.3) 0.031
C3 0.53 (0.28, 0.72) 0.29 (0.18, 0.47) 0.006
C4 0.06 (0.02, 0.12) 0.06 (0.03, 0.13) 0.710
WBC 4.96 (3.31, 7.96) 3.94 (3.29, 6.78) 0.081
Neutrophils 3.49 (2.12, 5.59) 2.52 (1.82, 5.61) 0.413
Lymphocytes 1.33 (0.82, 1.91) 0.76 (0.57, 5.71) <0.001
Platelets 182.24 ± 79.54 157.56 ± 81.36 0.391
NLR 2.81 (1.63, 3.28) 2.29 (2.27, 4.12) 0.012
PLR 160.29 (120.36, 180.40) 190.29 (140.30, 210.1) 0.05

Table 2. Laboratory findings of SLE Group Following to SLEDAI scores.

C3, C4= (g/L), WBC, Neutrophils Lymphocytes and Platelets=(×109/L).

Marker AUC (95% CI) Optimal Cut-off Sensitivity Specificity
NLR 0.74 (0.61-0.87) 2.65 72.7% 66.7%
PLR 0.68 (0.54-0.82) 178.5 63.6% 61.1%

Table 3. ROC Curve Analysis.

Discussion. AUC: Area Under the Curve, CI: Confidence Interval
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0.89–2. 95, p = 0.115). Additionally, there was an impartial 
correlation among lower C3 stages and aggravating disease 
severity (adjusted OR = 0.21, 95% CI: 0.06–0.71, p = 0.012).

These similarly conducted studies offer an extra-depth 
assessment of NLR and PLR's prediction powers in determining 
the severity and results of SLE. In this research, PLR confirmed 
low predictive capacity; however, NLR confirmed promising 
value in predicting, specifically for lupus nephritis and 
disorder severity. These outcomes open up new avenues for 
investigation and feasible incorporation of these indicators into 
clinical practices, extensively improving our knowledge of their 
medical practices.
Discussion.

The NLR and PLR have been recognized as valuable markers 
for evaluating disease progression in cases with SLE. Several 
investigations have demonstrated significant correlations 
between these ratios and SLE disease activity. The current 
study found a greater prevalence of LN (58.33%) and lupus 
encephalopathy (8.24%) in the SLE group. Furthermore, the 
SLE group had high grades of HsCRP and ESR than the placebo 
group.

The SLE group showed significantly lower total WBC, 
neutrophil, lymphocyte, and platelet counts (all p < 0.001). 
Additionally, the SLE group had significantly higher NLR and 
PLR (both p < 0.001). Patients with lower SLEDAI scores (≤ 
9) had lower levels of Hs-CRP, ESR, and higher C3 compared 
to those with higher scores (>9), with (p < 0.05). NLR differed 
considerably between the two groups, suggesting a potential 
link between NLR, PLR, and disease severity in SLE.

The findings of this study are in concordance with those of 
Yu et al. [11] who reported a significant positive association 
among SLEDAI and NLR in their study involving 194 SLE 
patients and 71 healthy controls. They also noted that NLR was 
notably elevated in cases with severe disease activity (SLEDAI 
score >9) compared to those with low severity of the disease 
(SLEDAI score ≤9). Furthermore, they observed a significant 
correlation between SLEDAI and NLR, highlighting an inverse 
relationship within a narrow SLEDAI disease activity range (2-
4) for NLR values.

SLEDAI scores positively correlated with Hs-CRP and ESR, 
and negatively with C3, indicating that as disease activity 
increases, Hs-CRP and ESR rise, while C3 levels decrease. 
Neutrophils showed a stronger positive correlation with NLR 
than with PLR, suggesting a closer relationship between 
neutrophil count and NLR. Lymphocytes had a strong negative 
correlation with SLEDAI scores, NLR, and PLR, indicating that 
as disease activity rises, lymphocyte counts decrease, leading to 
higher NLR and PLR values. Platelet count did not significantly 
correlate with disease activity markers, suggesting it may not 
directly reflect disease severity in SLE.

Our findings align with those of Qin et al., [12] who similarly 
observed SLE patients exhibit elevated NLR and PLR levels 
compared to healthy cases. They also noted a Covariation 
between NLR and CRP, ESR, and SLEDAI scores, as well 
as a positive correlation between PLR and SLEDAI scores. 
Qin et al. identified a predictive cutoff value of 2.06 for NLR 
in predicting the development of SLE, and a value of 2.66 
for predicting lupus nephritis (LN). However, they could not 
determine a cutoff value for PLR to predict LN, as the AUCs 
were less than 0.7.

Wu et al. [13] they found higher levels of NLR and PLR in 
SLE cases. Both NLR and PLR were considerably correlated 
with the SLEDAI-2K. However, only NLR showed a significant 
increase in SLE patients with nephritis. Chandrashekara et al 
[14]. There was a clear positive connection between NLR and 
CRP in the mild SLEDAI disease activity group. They found a 
moderate connection between NLR and C3 in patients in the ≤2 
NLR sub-groups.

Our findings highlight the benefits of NLR and PLR, which are 
easy to compute from regular blood counts and less expensive 
than other inflammatory markers. Furthermore, these ratios are 
reasonably stable since variations in white blood cell counts 
may be reduced by preventing dehydration or rehydration 
before blood collection.

However, there are limitations to consider. First, the relatively 
less no of cases may restrict the generalizability of our results, 
especially concerning cases with LN. Additionally, we did 
not assess the impact of management on NLR and PLR, 
which warrants further investigation. Moreover, unknown 

Complication NLR PLR
AUC (95% CI) P-value AUC (95% CI) P-value

LN 0.79 (0.67-0.91) <0.001 0.62 (0.47-0.77) 0.128
NP-SLE 0.71 (0.56-0.86) 0.012 0.68 (0.53-0.83) 0.031

Table 4. Subgroup Analysis.

Variable Adjusted OR (95% CI) P-value
NLR 2.31 (1.28-4.17) 0.006
PLR 1.62 (0.89-2.95) 0.115
Age 0.97 (0.92-1.02) 0.236
Disease Duration 1.12 (0.99-1.27) 0.078
Anti-dsDNA 1.01 (0.99-1.03) 0.287
C3 0.21 (0.06-0.71) 0.012
C4 0.94 (0.11-8.01) 0.955

Table 5. Multivariate Analysis.

OR: Odds Ratio, CI: Confidence Interval
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physiological factors that may affect the NLR could influence 
our results.
Conclusion.

SLE showed a higher occurrence of LN and lupus 
encephalopathy in contrast to the control group. They 
exhibited increased levels of inflammatory markers (Hs-
CRP, ESR) and altered blood cell counts. Lower SLEDAI 
scores correlated with lower inflammatory marker levels and 
higher C3 levels, suggesting their potential as disease severity 
markers. Neutrophils showed a stronger correlation with NLR, 
indicating a closer association with disease activity. Conversely, 
lymphocytes had a strong negative correlation with disease 
activity markers. Platelet count did not significantly correlate 
with disease severity, suggesting limited utility as a marker in 
SLE severity assessment. Enhanced comprehension of diverse 
disease metrics could clarify various aspects of the condition 
and might be essential for further diagnosis and clinical 
management.
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