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Abstract

Objective: We aimed to investigate the ability of the Prognostic Nutritional Index (PNI) score to predict the prognosis and mortality of 
patients hospitalized for COVID-19 Pneumonia.

Methods: One hundred seventy-three patients were included in the study. The patients were grouped as patients with or without 
pneumonia, those who were hospitalized in the ward or intensive care unit, who were discharged, or who died. The ability of the PNI 
score, which was calculated according to the results at the time of admission, to predict hospitalization and mortality in the intensive care 
unit was evaluated. 

Results: The mean age of the patients was found to be 53.9 years. Pneumonia was detected in 72.3% of the patients. The need for intensive 
care developed in 26% of them. The PNI score was found to be significantly lower (p<0.05) in patients with pneumonia compared to 
patients without pneumonia. The PNI score of the patients hospitalized in the intensive care unit was found to be significantly (p<0.05) 
lower than the patients hospitalized in the ward. The PNI score of the patients who died was found to be significantly lower (p<0.05) than 
the patients who were discharged. The cut-off value of the PNI score was found to be 46.

Conclusion: The PNI score which are among routine blood tests, was found to be effective in predicting intensive care unit admission 
and mortality. We believe that using the PNI score together with other biomarkers will be beneficial for clinicians in the prediction of the 
prognosis of patients. 
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INTRODUCTION
COVID-19 is defined as an epidemic of viral pneumonia that begins with cold symptoms, progresses to severe pneumonia, 

and can result in multiple organ failure and ARDS (1). Although COVID-19 can be seen at any age, its frequency increases 
in advanced age, and critical illness and death are more common. Advanced age, male gender were associated with poor 
prognosis and mortality (2).  Mortality and morbidity were also found to be high in patients who presented with fever, 
shortness of breath and were found to have pneumonia. It has been reported that the prognosis is poor in those with comorbid 
diseases. Due to the excessive inflammation seen in the pathogenesis of COVID-19, clinical pictures suggesting cytokine storm 
or macrophage activation syndrome are seen in the follow-up of these patients after the 7th day (3-7). When biochemical 
tests are examined, C-Reactive protein (CRP), Procalcitonin (PCT), Ferritin, D-Dimer, Lactate Dehydrogenase (LDH) elevation, 
hypoalbuminemia are used in clinical practice as a poor prognostic indicator in the diagnosis and follow-up of the disease 
in the course of COVID-19. Lympopenia has been reported frequently in COVID-19. An excessive immune response is thought 
to cause lymphopenia (8). Neutrophil/lymphocyte ratio (NLR) is a parameter that has been used for many years to predict 
prognosis in the course of bacterial and viral infections, and this ratio has been used in many studies. NLR has also been used 
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to predict the prognosis of patients in the course of COVID-19 
(9). Prognostic nutritional index (PNI) is considered as a 
parameter that reflects the immunological and nutritional 
status of patients. Albumin is low in blood levels in cases of 
inflammation and malnutrition. In the case of malnutrition, 
the immune system is affected and this situation appears as 
lymphopenia. This parameter, which predicts the evaluation 
of immunity, inflammation and malnutrition together, has 
been used to determine the prognosis and mortality of many 
diseases (10-16). In this study, it was aimed to investigate the 
ability of the PNI score to predict the prognosis and mortality 
of patients hospitalized for COVID-19.

METHODS

Study Design

Our study was planned as a single-centered, retrospective 
observational cohort study, and patients between March 2020 
and March 2021 were screened from the hospital electronic 
data system. The study protocol was approved by the Turkish 
Ministry of Health and Sutcu Imam University, Medical 
Faculty Clinical Ethics Committee. (Decision no: 31.08.2021-
277). Declaration of Helsinki criteria was taken into account 
throughout the study. 

Study Population

Patients over the age of 18 who applied to the emergency 
department or the COVID-19 outpatient clinic and were 
hospitalized with positive reverse transcription polymerase 
chain reaction (RT-PCR) were included in the study. Pregnant 
patients, patients with chronic liver disease, nephrotic 
syndrome, hematological disease, immunosuppressive 
patient and malignancy were excluded from the study. 
According to thorax computed tomography (CT) findings, 
the patients were divided into groups such as those with or 
without pneumonia; admitted to the ward or intensive care 
unit; discharged, and exitus. 

Study Protocol

During hospitalization, the patients were admitted to the 
ward or intensive care unit according to the case definitions 
in the Ministry of Health General Directorate of Public Health 
COVID-19 (SARS-CoV-2) Infection Adult Patient Treatment 
Guidelines, and the severity of pneumonia was determined 
according to the same guideline (17). 

Cough, shortness of breath, fever and other symptoms, 
vital signs at the time of admission, saturation values, 
demographic data and accompanying comorbidities were 
examined. 

The first complete blood count, complete biochemistry, 
D-Dimer, arterial blood gas (ABG), CRP, Ferritin, Procalcitonin, 
and coagulation tests during hospitalization were obtained 

from the hospital data system. PNI scores (PNI = 10 × serum 
albumin (g/dL) + 0.005 × peripheral lymphocyte count (/
mm3)) were calculated from laboratory results (18). Thorax CT 
images were evaluated from the hospital system or ministry 
of health personal health record system. Patients with 
COVID-19 were grouped with and without pneumonia, and 
prognosis and mortality were compared. In the follow-up of 
the patients who were admitted to the ward, their admission 
to the intensive care unit, mortality and whether they were 
discharged were evaluated. Mortality and discharge of 
patients hospitalized in the intensive care unit were followed 
up. The contribution of the laboratory findings obtained at 
the time of admission to the hospital to the prognosis and 
mortality in the course of the disease was evaluated. 

Statistical Analysis

In the descriptive statistics of the data, mean, standard 
deviation, median, minimum, maximum, frequency and 
ratio values were used. The distribution of variables was 
measured with the Kolmogorov-Smirnov test. ANOVA (Tukey 
test), Independent Sample T-test, Kruskal-Wallis, and Mann-
Whitney u test were used in the analysis of quantitative 
independent data.  The Chi-square test was used in the 
analysis of qualitative independent data, and the Fisher test 
was used when the Chi-square test conditions were not met. 
The effect level was investigated with the ROC curve. SPSS 
28.0 program was used for the analyses.

RESULTS
One hundred seventy-three patients were included in the 

study. The mean age of the patients was 53.9 (19-95) years. 
The sex distribution of the patients was as follows: 118 males 
(68.2%) and 55 females (31.8%). Fever was detected during 
the admission in 45.7% of patients. The three most common 
symptoms of the patients were cough, shortness of breath 
and myalgia. Cough was the most prominent symptom with 
42.2%. Pneumonia was not detected on thorax CT in 48 patients 
(27.7%) at the time of admission. The need for intensive care 
developed in 45 patients (26%). 27 (15.6%) of these patients 
died. 146 patients (84.4%) were discharged (Table 1). In the 
group with pneumonia, the rate of comorbid disease was 
found to be significantly higher (p<0.05) when compared 
to the group without pneumonia. The rate of admission to 
the intensive care unit in the group with pneumonia (35.2%) 
was significantly higher than the group without pneumonia, 
2.1% (p<0.05). Mortality in the group with pneumonia was 
21.6%, while mortality was not observed in the group without 
pneumonia. When we evaluated the laboratory parameters 
of both groups, oxygen saturations ( SpO2 ) in the group with 
pneumonia (mean SpO2: 94%) were found to be significantly 
(p<0.05) lower than in the group without pneumonia (mean 
SpO2: 97%), lymphocyte, hemoglobin and thrombocyte 
counts in the group with pneumonia were significantly lower 
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(p<0.05) when compared to the group without pneumonia, 
and there was no significant difference in leukocyte 
count (p>0.05). When the biochemical parameters were 
evaluated CRP, Ferritin, D-Dimer, Procalcitonin and lactate 
dehydrogenase (LDH) were found to be significantly higher 
(p<0.05) in the pneumonia group. When the PNI score was 
evaluated between the groups with and without pneumonia, 
the average PNI score was significantly lower (p<0.05) in the 
group with pneumonia, with 44.6. The mean PNI score was 
found to be significantly lower (p<0.05). The PNI score of the 
patients admitted to the ward or intensive care unit at the 
time of admission was found to be significantly lower (p<0.05) 
in the patients admitted to the intensive care unit. NLR was 
found to be significantly higher (p<0.05) in patients admitted 
to intensive care. (Table 2). When the groups of patients who 
were discharged and those who died were compared, when 
the PNI score was evaluated, the PNI score (mean 34.9) in 
the group who died were found to be significantly (p<0.05) 
lower than the group who were discharged (mean 55.1). 
When NLR was evaluated, NLR (median 9) was found to be 
significantly higher in the group who died than in the group 
who were discharged (median 2.4) (Table 3).  The sensitivity 
of 46 cut-off values of the PNI score was 88.9%, the positive 
predictive value was 58.8%, the specificity was 77.3%, and 
the negative predictive value was 95.2% in differentiating 
patients admitted to the ward or intensive care unit (Table 
4). The sensitivity of the 46-cut-off value of the PNI score was 
92.6%, the positive predictive value was 36.2%, the specificity 
was 69.9%, and the negative predictive value was 97.1% in 
separating the discharged patients from the dead. It was 
found that 92.5% of patients who died had a PNI score below 
46. The PNI score of 88.9% of the patients hospitalized in the 
intensive care unit was below 46. 

DISCUSSION

It has been reported in studies that a large number 
of factors play a role in mortality in COVID-19 (19-21). In 
this study, the effect of the PNI score on mortality was 
evaluated. The PNI score was found to be significantly 
lower in the group with pneumonia, who are admitted 
to the intensive care unit and died, when compared to 
the group without pneumonia, admitted to the ward 
and discharged. Again, cut-off values of the PNI score 
were determined to evaluate prognosis and mortality. 

There have been studies evaluating the prognostic 
value of CRP, ferritin, procalcitonin, LDH, D-Dimer and 
albumin levels, neutrophil, lymphocyte and platelet 
counts in the diagnosis and follow-up of patients in 
the course of COVID-19 (22-24). Among these studies, 
32 studies were reviewed in a compilation by Malik 
et al., the data of a total of 10491 COVID-19 patients Figure 1. ROC curve of PNI score in predicting mortality

Table-1 Clinical findings of the patients included in 
the study

    Min-Max Median Mean±sd/n-%

Age 19.0 - 95.0 55.0 53.9 ± 19.4

Sex
Female         55   31.8%

Male         118   68.2%

Comorbidities
No         79   45.7%

Yes         94   54.3%

HT 59 34.1%

Asthma-COPD 21 12.1%

DM         33   19.1%

Pneumonia
No 48 27.7%

Yes 125 72.3%

Fever
No         94   54.3%

Yes         79   45.7%

Symptom
No         24   13.9%

Yes         149   86.1%

Cough 73 42.2%

Dyspnea 56 32.4%

Myalgia           28   16.2%

Disease 
severity

Light         112   64.7%

Moderate 36 20.8%

Severe         25   14.5%

Need for 
Intensive Care

No         128   74.0%

Yes         45   26.0%

Result
Discharged         146   84.4%

Exitus         27   15.6%
HT: Hypertension, COPD: Chronic Obstructive Pulmonary Disease, DM: 

Diabetes Mellitus
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Table 2. Laboratory findings of the ward and intensive care patients
Intensive Care (-) Intensive care (+)

p
 

Mean+sd Median     
I.Q-3.Q

  Mean+sd Median   
I.Q-3.Q

Sp O2 % 95.8±2.1
96.0       

95.0-97.0 83.5±11.9
88.0         

82.0-91.0 <0.001 m

Hemoglobin (g/dl) 14.2±1.8
14.5       

13.2-15.5 13.4±2.2
13.7         

11.9-14.8 0.008 m

WBC (x109/l) 6.0±2.2
5.6         

4.5-7.3 9.3±5.0
8.2           

5.9-11.9 <0.001 m

Neutrophil (x109/l) 3.9±1.9
3.3         

2.6-4.9 7.6±4.6
6.1           

4.4-9.7 <0.001 m

Lymphocytes ( x109/l) 1.7±1.8
1.5         

1.1-1.9 1.0±0.7
0.8           

0.5-1.3 <0.001 m

Platelets (x109/l)
206.4±62.5

195.0     
167.0-
237.8 202.4±80.8

182.0       
148.5-
245.0

0.434
m

NLR 3.1±2.9
2.3         

1.6-3.3 11.9±12.5
6.24          

4.0-15.5 <0.001 m

CRP (mg/l)
17.5±23.2

8.1         
3.1-19.3 123.0±92.6

109.0        
38.7-
184.5

<0.001
m

Ferritin (ug/l)
190.2±167.8

129.0     
69.5-
249.3 728.7±767.3

502.0        
294.5-
1017.5

<0.001
m

D-Dimer (mg/l) 0.6±0.9
0.4         

0.2-0.7 4.7±12.6
1.2            

0.6-3.1 <0.001 m

Prokalcitonin (ug/l) 0.1±0.2
0.1         

0.0-0.1 3.2±14.9
0.3            

0.1-0.9 <0.001 m

PNI Score 57.1±50.6
50.7       

46.2-55.7 37.3±9.3
38.1          

33.0-43.3 <0.001 m

m Mann-whitney U test WBC:White Blood Cell, NLR:Neutrophil-Lymphocytes Ratio, CRP: C-Reactive Protein PNI:Prognostıc Nutrituonal Index

Table 3. Laboratory findings of patients who were discharged and are exitus

 

Discharged Exitus
p

  mean±sd Median   mean±sd Median

SpO2 % 95.1 ± 2.7 96.0 78.9 ± 13.5 84.0 <0.001 m

Hemoglobin (g/dl) 14.1 ± 1.8 14.3 13.5 ± 2.5 13.7 0.112 m

WBC (x109/l) 6.2 ± 2.3 5.7 10.5 ± 5.6 9.3 <0.001 m

Neutrophil (x109/l) 4.1 ± 2.2 3.5 8.6 ± 5.1 7.9 <0.001 m

Lymphocytes (x109/l) 1.6 ± 1.7 1.4 1.0 ± 0.8 0.8 <0.001 m

Platelets (x109/l) 202.9 ± 64.1 192.0 218.5 ± 84.0 201.0 0.567 m

NLR 3.9 ± 4.9 2.4 13.6 ± 13.8 9.0 <0.001 m

CRP (mg/l) 25.7 ± 38.4 10.0 149.1 ± 99.0 147.0 <0.001 m

Ferritin (ug/l) 245.1 ± 259.0 161.0 790.9 ± 932.7 550.0 <0.001 m

D-Dimer (mg/l) 0.7 ± 0.9 0.4 7.3 ± 15.9 1.9 <0.001 m

Prokalcitonin (ug/l) 0.2 ± 1.4 0.1 4.4 ± 19.0 0.4 <0.001 m

PNI Score 55.1 ± 47.7 49.5 34.9 ± 10.5 36.8 <0.001 m

m Mann-Whitney U test WBC: White Blood Cell, NLR: Neutrophil-Lymphocytes Ratio, CRP: C-Reactive Protein PNI: Prognostic Nutritional Index 
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were evaluated, and lymphopenia, thrombocytopenia, 
high CRP, procalcitonin, LDH, and D-Dimer levels were 
reported to be associated with critical illness in COVID-19 
patients (22). In a study conducted in Iran, the data of 
233 patients were examined. Lymphopenia was observed 
in 79% of the patients in the mortal group. It has been 
reported that a high neutrophil/lymphocyte (NLR) ratio 
and platelet/lymphocyte ratio (PLR) are independent risk 
factors for mortality (23). In the meta-analysis of Huang 
et al. (24), it was reported that high CRP, procalcitonin, 
ferritin and D-Dimer levels are associated with poor 
prognosis in COVID-19 patients . In another meta-
analysis, in which 30 studies were compiled, the risk 
factors for severe COVID-19 disease were examined. It has 
been reported that lymphopenia, high CRP, LDH levels, 
and hypoalbuminemia have prognostic significance for 
severe disease (25). In our study, similar to the other 
studies, when CRP, procalcitonin, ferritin, D-Dimer, and 
LDH levels are evaluated; in patients with pneumonia, 
who were admitted to the intensive care unit and who 
died; it was found to be significantly higher than the 
patient groups without pneumonia, hospitalized and 
discharged.  The albumin levels and lymphocyte counts 
were found to be statistically significantly lower in the 
patient groups with pneumonia and those who were 
hospitalized in the intensive care unit, and those who 
died. The neutrophil count was found to be significantly 
higher in the patient group hospitalized in the intensive 
care unit and in the group who died, and when the 
platelet count was evaluated for all patient groups, no 
significant difference was observed. Elevated levels of 
CRP, procalcitonin, LDH, ferritin, D-Dimer, lymphopenia, 
and hypoalbuminemia were associated with being taken 
to the intensive care and mortality. We think that the 

results of our study were similar to the literature due to 
the fact that the studies were conducted in the first year 
of the pandemic, the vaccination had not started, and 
the treatment regimens were similar. 

PNI score is a parameter obtained from albumin and 
lymphocyte counts and it reflects the nutritional and 
inflammatory status of the patients and has been used 
to show prognosis in many diseases (9-10). In a study 
conducted by Song et al. (26), the ability of parameters 
reflecting the malnutrition at the time of admission 
to indicate in-hospital mortality was evaluated. In 
this study, PNI, Controlled Nutrition Index (CONUT) 
and Geriatric Nutritional Risk Index (GNRI) scores were 
used. All three scores were found to be independent 
risk factors for mortality. The elevation of D-Dimer and 
CRP were found to be associated with poor prognosis. 
Albumin levels were found to be significantly lower in 
severe patients. No significant difference was observed 
between the body mass index and lipid panel of severe 
patients. In this study, it was reported that a PNI score 
below 44 was associated with in-hospital mortality. 
Similar to our study, it was stated that a low PNI score 
may be a risk factor for in-hospital mortality. 

In a study conducted with 295 COVID-19 patients 
in China, risk factors for mortality were retrospectively 
investigated according to the findings at the time of 
admission. It was observed that the mortality of patients 
with advanced age (>74), male sex and hypertension was 
high. In our study, we also found that advanced age and 
co-morbid hypertension are risk factors for mortality. 
In this study, it was also reported that platelet count, 
LDH and PNI score were independent risk factors for 
mortality (25). The authors stated that a PNI score below 

Table- 4 Analysis of the distribution of the cut-off value of the PNI score by patient groups
PNI ≤ 46 PNI > 46

Sensitivity Positive 
Estimation Specificity Negative 

Estimation    n   %   n   %

Disease 
severity 

Light 19 27.5% 93 89.4%
82.0% 72.5% 83.0% 89.4%Moderate-

severe
50 72.5% 11 10.6%

Pneumonia
 (-) 5   7.2%   43   41.3%

51.2% 92.8% 89.6% 41.3%
 (+) 64   92.8%   61   58.7%

Need for 
Intensive Care

 (-) 29 42.0% 99 95.2%
88.9% 58.8% 77.3% 95.2%

 (+) 40 58.0% 5 4.8%

Result
Discharged 44   63.8%   102   98.1%

92.6% 36.2% 69.9% 97.1%
Ex 25   36.2%   2   1.9%
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33.4 may be an important risk factor for mortality. In 
our study, we also determined that a PNI below 46 is a 
risk factor for mortality. 

In the study conducted by Doğancı et al. (27) with 397 
patients, the prognostic factors in COVID-19 patients 
were investigated. It has been reported that having a PNI 
score below 44.7 is associated with a poor prognosis. In 
another study by Nalbant et al. (28) with 118 patients, the 
importance of PNI and systemic inflammatory index were 
investigated in showing the prognosis of patients with 
COVID-19. Elevated CRP, procalcitonin, ferritin, D-Dimer 
and LDH levels were found to be significantly higher in 
intensive care patients. Albumin and lymphocyte counts 
were also found to be significantly lower. In addition, it 
was reported that the PNI score was lower in intensive 
care patients with a mean value of 34.1, compared to the 
other group. Again, in the same study, when the cut-off 
value of the PNI score was ≤36.7%, it was reported that 
the PNI score had a sensitivity of 73.4% and a specificity 
of 70.8% in predicting the severity of the disease. In this 
study, results similar to our study were reported in many 
aspects. The fact that both studies were conducted in 
Turkey on the same dates, included a similar number 
of patients, and the absence of race and sex differences 
support the similar results. In both studies, it was 
observed that a low PNI score was associated with 
increased intensive care hospitalization. In another 
Turkey-based study with the number of 1579 patients 
(29), PNI scores were found to be significantly lower in 
patients who had to be hospitalized in the intensive care 
unit and died, similar to our study.

Limitations of the Study

The limitations of the study can be stated as that 
our study was single-center, retrospective, did not 
include patients with negative COVID-19 RT-PCR test but 
with typical involvement of Thorax CT, not being the 
optimum treatment method, and being administered 
before vaccination.

CONCLUSION
As a result, albumin and lymphocyte counts are used as 

parameters that reflect the inflammation and malnutrition 
status of the patients. In our study, the PNI score of the 
patients hospitalized with the diagnosis of COVID-19 was 
calculated; It was found that the prognosis of the patients 
was poor and the morbidity and mortality were high in case 
of PNI <46. It is thought that this situation occurs secondary 
to a decrease in albumin and lymphocyte counts in cases of 

excessive inflammation in COVID-19 patients. It is known that 
the prognosis of patients is poor, morbidity and mortality are 
high in case of excessive inflammation. As a result, we think 
that PNI score calculated using albumin and lymphocyte 
count can be used together with other biomarkers to predict 
the prognosis of patients, but new studies are needed.
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