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The diagnostic value and clinical significance of NLR,PLR and CRP
for children with Hand Foot and Mouth Disease
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Abstract:Objective To explore the diagnostic value and clinical significance of NLR,PLR and CRP for
Hand Foot and Mouth Disease.and providing laboratory new ideas for the diagnosis and treatment of HFMD.
Methods A total of 112 patients (they were divided as general group.,severity group,critical group and death
group) and 42 healthy children were included as the research objects from May 2016 to September 2017 in our
hospital. The index of blood routine and biochemistry were detected in the early admission,the data of the pa-
tients’ WBC, NEUT, LYMPH, PLT and CRP were collected and the NLR and PLR were calculated.
Results The level of immune inflammatory indicators such as WBC, NEUT, LYMPH, NLR, PLR and CRP
were elevated with the aggravation of HFMD. The changes of WBC and CRP were statistically significant in
comparison between groups (P<C0.01). The levels of NEUT and NLR were significantly difference between
the severity group,the severity group and the general group (P<C0.05). The LYMPH of patients in the sever-
ity group and the normal group were higher than which in the control group (P<C0.05). PLT and PLR levels
were higher in each group than which in normal group and control group (P<C0. 05). There was no difference
between the other groups. Furthermore, NLR with WBC(R? =0. 34),CRP (R*=0.39) and PLR with WBC
(R*=0.21),CRP(R*=0. 41) were positive correlation. Conclusion NLR,PLR and CRP are closely related to
the development of HFMD, which can be used as an economic and simple inflammatory index for the diagnosis
and prognosis of HFMD.
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