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Abstract
Background 　 Patients with interstitial lung disease are prone to acute exacer-
bations, with infection being one of the important triggers. Patients experienc-
ing acute exacerbation have high mortality rates and poor prognosis. Currently,
there are limited domestic studies on this population.

Objective 　 To investigate the clinical predictive value of dynamic changes
in peripheral blood lymphocyte count for the prognosis of patients with acute
exacerbation of interstitial lung disease (AE-ILD) complicated by pulmonary
infection, and to establish a relevant predictive model.

Methods 　 AE-ILD patients hospitalized in the Department of Respiratory
Medicine, Affiliated Hospital of Xuzhou Medical University from January 2022
to June 2024 were retrospectively enrolled. Based on 28-day survival status,
patients were divided into a death group and a survival group. General pa-
tient data were collected including: gender, age, diagnosis, ILD classification,
underlying diseases; disease severity scores including: Acute Physiology and
Chronic Health Evaluation II (APACHE II) score, Sequential Organ Failure
Assessment (SOFA) score; laboratory indicators including: white blood cell
count (WBC), neutrophil count (NEU), lymphocyte count on days 1, 3, and 5
(LYM), hemoglobin (Hb), platelet count (PLT), procalcitonin (PCT), C-reactive
protein (CRP), albumin (ALb), total bilirubin (T-bil), lactate dehydrogenase
(LDH), creatinine (Scr), activated partial thromboplastin time (APTT), partial
pressure of oxygen (PO2), partial pressure of carbon dioxide (PCO2), fraction
of inspired oxygen (FIO2), oxygenation index (P/F), lactate (Lac). Differences
between the two groups were compared, statistically significant indicators were
screened, and receiver operating characteristic (ROC) curves for each indicator
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predicting 28-day prognosis were plotted. R software was used to perform uni-
variate and multivariate Cox proportional hazards regression analysis. Scores
were assigned to each indicator based on hazard ratio (HR) to construct a nomo-
gram prediction model. Risk stratification was established after calculating the
sum of scores for all indicators, and the ROC curve of the prediction model
was plotted to evaluate its predictive value. R software was used to plot 28-day
survival curves for AE-ILD patients in different risk stratifications and compare
the 28-day survival rates among different groups.

Results 　 A total of 102 patients were enrolled, including 37 in the survival
group and 65 in the death group. The APACHE II score, SOFA score, PCT,
CRP, and LDH in the death group were higher than those in the survival group
(P<0.05). LYM on days 3 and 5, Alb, and P/F in the death group were lower
than those in the survival group (P<0.05). With the extension of treatment time,
LYM in the death group gradually decreased, while LYM in the survival group
gradually increased. ROC curve results showed that the AUCs for day 3 LYM,
day 5 LYM, APACHE II score, and SOFA score in predicting 28-day prognosis of
AE-ILD patients were 0.723, 0.764, 0.733, and 0.704, respectively. Multivariate
Cox regression analysis showed that P/F (HR=2.01, 95%CI=1.08~3.75), PCT
(HR=2.14, 95%CI=1.02~4.49), Hb (HR=2.34, 95%CI=1.22~4.48), and day 5
LYM (HR=2.40, 95%CI=1.01~5.70) were independent risk factors for 28-day
death in AE-ILD patients. A nomogram model was constructed based on day 5
LYM, P/F, PCT, and Hb. The AUC value of this model for predicting 28-day
death in AE-ILD patients was 0.853 (95%CI=0.781~0.925), with an optimal
cutoff value of 2, sensitivity of 88.24%, and specificity of 82.35%. According to
the optimal risk stratification results, 0~2 points were classified as the low-risk
group and 3~6 points as the high-risk group. The comparison of 28-day survival
rates between the two groups showed statistically significant differences (�2=51,
P<0.001).

Conclusion 　 The decrease in LYM is associated with increased 28-day mortal-
ity in patients with AE-ILD complicated by pulmonary infection. The clinical
prediction model established in this study based on four indicators (day 5 LYM,
P/F, PCT, and Hb) provides a convenient method for judging patient prognosis.
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Abstract
Background: Patients with interstitial lung disease (ILD) are prone to acute
exacerbation, with infection being one of the important triggers. Patients with
acute exacerbation have high mortality rates and poor prognoses, and currently
there are few domestic studies targeting this population. Objective: To in-
vestigate the clinical predictive value of dynamic changes in peripheral blood
lymphocyte count (LYM) for the 28-day prognosis of patients with acute exac-
erbation of interstitial lung disease (AE-ILD) complicated with pulmonary in-
fection, and to establish a relevant predictive model based on this. Methods:
AE-ILD patients hospitalized in the Respiratory Department of the Affiliated
Hospital of Xuzhou Medical University from January 2022 to June 2024 were
retrospectively enrolled as study subjects. Patients were divided into a death
group and a survival group based on their 28-day survival status. General pa-
tient data collected included: gender, age, diagnosis, ILD type, and underlying
diseases; disease severity scores included: Acute Physiology and Chronic Health
Evaluation II (APACHE II) score, Sequential Organ Failure Assessment (SOFA)
score; laboratory indicators included: white blood cell count (WBC), neutrophil
count (NEU), lymphocyte count on days 1, 3, and 5 (LYM), hemoglobin (Hb),
platelet count (PLT), procalcitonin (PCT), C-reactive protein (CRP), albumin
(ALb), total bilirubin (T-bil), lactate dehydrogenase (LDH), creatinine (Scr), ac-
tivated partial thromboplastin time (APTT), partial pressure of oxygen (PO2),
partial pressure of carbon dioxide (PCO2), fraction of inspired oxygen (FIO2),
oxygenation index (P/F), and lactate (Lac). Differences between the two groups
were compared, and statistically significant indicators were screened. Receiver
operating characteristic (ROC) curves were plotted to predict the 28-day progno-
sis of patients. Univariate and multivariate Cox proportional hazards regression
analyses were performed using R software. Scores were assigned to each indi-
cator based on the hazard ratio (HR), and a nomogram prediction model was
constructed. After calculating the total score of each indicator, risk stratifica-
tion was established, the ROC curve of the prediction model was plotted, and its
predictive value was evaluated. R software was used to plot the 28-day survival
curves of AE-ILD patients with different risk stratifications, and the 28-day sur-
vival rates of patients in different groups were compared. Results: A total of
102 patients were enrolled, including 37 in the survival group and 65 in the death
group. The death group had higher APACHE II scores, SOFA scores, PCT,
CRP, and LDH than the survival group (P<0.05). The death group had lower
LYM on days 3 and 5, Alb, and P/F than the survival group (P<0.05). With
the extension of treatment time, LYM in the death group gradually decreased,
while LYM in the survival group gradually increased. ROC curve results showed
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that the AUCs of day 3 LYM, day 5 LYM, APACHE II score, and SOFA score
for predicting 28-day prognosis in AE-ILD patients were 0.723, 0.764, 0.733,
and 0.704, respectively. Multivariate COX regression analysis showed that
P/F (HR=2.01, 95%CI=1.08~3.75), PCT (HR=2.14, 95%CI=1.02~4.49), Hb
(HR=2.34, 95%CI=1.22~4.48), and day 5 LYM (HR=2.40, 95%CI=1.01~5.70)
were independent risk factors for 28-day death in AE-ILD patients. A nomo-
gram model was constructed based on day 5 LYM, P/F, PCT, and Hb. The
AUC value of this model for predicting 28-day death in AE-ILD patients was
0.853 (95%CI=0.781~0.925), with an optimal cut-off value of 2, sensitivity of
88.24%, and specificity of 82.35%. According to the optimal risk stratification
results, 0~2 points were classified as the low-risk group, and 3~6 points as the
high-risk group. The difference in 28-day survival rates between the two groups
was statistically significant (�2=51, P<0.001). Conclusion: The decrease in
LYM is associated with increased 28-day mortality in AE-ILD patients compli-
cated with pulmonary infection. The clinical prediction model established in
this study based on four indicators (day 5 LYM, P/F, PCT, and Hb) provides
a convenient method for judging patient prognosis.

Keywords: Lymphocyte count; Dynamic change; Infection; Acute exacerba-
tion of interstitial lung disease; Prognosis

Introduction
Interstitial lung disease (ILD) is a group of diseases involving the lung inter-
stitium, encompassing more than 200 disease entities. The etiology and patho-
genesis of ILD are complex and diverse, and have not yet been fully elucidated
[1]. Acute exacerbation of interstitial lung disease (AE-ILD) is one of the lead-
ing causes of death in ILD patients [2]. The etiology of AE-ILD is complex,
with high mortality rates [3]. The concept of acute exacerbation was initially
described in idiopathic pulmonary fibrosis (IPF) [4], but with increasing under-
standing of ILD, acute exacerbation has been increasingly recognized in other
types of ILD [5-7]. In previous diagnostic criteria, the diagnosis of AE-ILD re-
quired exclusion of infectious factors, but with in-depth research, infection has
been regarded as the primary trigger of acute exacerbation [8-9]. Lymphocyte
count (LYM) is an important indicator for measuring immune function and is
also a relatively inexpensive and easily obtainable clinical parameter. During
severe infection, lymphocytes undergo massive apoptosis [10-11]. Studies have
found that lymphocytes are involved in the regulation of fibrosis [12-14]; there-
fore, it is speculated that LYM plays an important role in the occurrence of
AE-ILD. Previous studies [15] have found that low peripheral blood LYM lev-
els are associated with poor short-term prognosis in AE-ILD patients. Further
analysis revealed that baseline LYM in AE-ILD patients with infection was not
significantly different from that in non-infected patients, but the prognosis of
the two groups was significantly different, suggesting that this may be related
to the delayed reduction of LYM during the inflammatory period, which limits
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the role of LYM in evaluating the inflammatory progression of AE-ILD [16].
Considering that AE-ILD patients have long hospital stays, advanced age, and
severe conditions, which differ from ordinary patients with acute pulmonary
infection, this study aimed to further explore the relationship between early dy-
namic changes in LYM and infection-related indicators and prognosis in AE-ILD
patients. Through Cox regression analysis, we sought to establish a prognostic
prediction model for AE-ILD patients complicated with pulmonary infection,
identify predictive factors for prognosis in infection-related AE-ILD, and pro-
vide new insights for clinical diagnosis and treatment of AE-ILD.

Methods
1.1 Study Subjects

A retrospective cohort study was conducted, selecting patients hospitalized in
the Department of Respiratory and Critical Care Medicine at the Affiliated
Hospital of Xuzhou Medical University from January 2022 to June 2024 as study
subjects. Patients were divided into survival and death groups based on their
28-day survival status. All patient treatment protocols were in accordance with
the Expert Consensus on Diagnosis and Treatment of AE-ILD [17]. This study
was approved by the Ethics Committee of the Affiliated Hospital of Xuzhou
Medical University (approval number: XYFY2024-KL214-01), strictly adhered
to ethical requirements in medical clinical research, and was exempted from
informed consent.

1.2 AE-ILD Diagnostic Criteria

The latest AE-ILD diagnostic criteria were referenced [17-18]: (1) previous or
current diagnosis of ILD; (2) acute deterioration or progression of dyspnea usu-
ally occurring within 1 month; (3) high-resolution CT of the chest showing
newly emerged diffuse ground-glass nodules and/or consolidation shadows on
the original ILD background; (4) exclusion of heart failure or fluid overload.

1.3 Inclusion and Exclusion Criteria

Inclusion criteria: (1) met AE-ILD diagnostic criteria; (2) clearly compli-
cated with infection (having infection symptoms, elevated inflammatory mark-
ers, imaging infection manifestations, and etiological results); (3) AE-ILD pa-
tients aged 18-80 years; (4) patients with normally recorded follow-up data.

Exclusion criteria: (1) history of organ transplantation; (2) history of
acquired immunodeficiency; (3) history of malignant tumors; (4) use of im-
munotherapy drugs during treatment; (5) hospital stay <72 hours; (6) pregnant
or lactating patients; (7) patients with missing medical data.
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1.4 General Data Collection

General patient information was collected, including gender, age, diagnosis, ILD
type, and underlying diseases (including chronic diseases such as diabetes, car-
diovascular disease, and renal disease).

1.5 Admission Condition Scoring

Sequential Organ Failure Assessment (SOFA) Score: Based on oxygena-
tion index, platelet count, serum total bilirubin level, mean arterial pressure,
dose of vasoactive drugs, Glasgow Coma Scale score, and creatinine level, each
system is scored according to specific physiological parameters (0-4 points, total
score 0-24 points).

Acute Physiology and Chronic Health Evaluation II (APACHE II):
Based on acute physiology score (including body temperature, mean arterial
pressure, heart rate, respiratory rate, and other indicators), age, and chronic
health status score (whether there is severe organ dysfunction or immunosup-
pression, scored according to whether surgery was performed), with a total score
of 0-71 points, where higher scores indicate more severe condition and poorer
prognosis.

1.6 Laboratory Indicators

Laboratory test indicators collected at the time of patient admission included:
white blood cell count (WBC), neutrophil count (NEU), lymphocyte count on
days 1, 3, and 5 (LYM), hemoglobin (Hb), platelet count (PLT), procalcitonin
(PCT), C-reactive protein (CRP), albumin (ALb), total bilirubin (T-bil), lactate
dehydrogenase (LDH), creatinine (Scr), activated partial thromboplastin time
(APTT), partial pressure of oxygen (PO2), partial pressure of carbon dioxide
(PCO2), fraction of inspired oxygen (FIO2), oxygenation index (PaO2/FiO2,
P/F), and lactate (Lac).

1.7 Statistical Methods

SPSS 25.0 software was used for statistical analysis. Normally distributed data
were expressed as (x̄±s) and compared between groups using independent sam-
ples t-test; non-normally distributed data were expressed as M(P25, P75) and
compared between groups using rank-sum test; categorical data were expressed
as relative numbers and compared between groups using �2 test. Receiver oper-
ating characteristic (ROC) curves were plotted to predict the 28-day prognosis
of infection-related AE-ILD patients, and the area under the ROC curve (AUC)
was calculated to compare the predictive value of different clinical indicators for
infection-related AE-ILD prognosis. R software“ezcox”was used for univariate
and multivariate Cox regression analysis to establish proportional hazards as-
sumptions, visually interpret the impact of covariates on risk, and analyze the
effects of multiple confounding factors. Multicollinearity was tested by calculat-
ing VIF values to evaluate whether there was collinearity between variables. A
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nomogram prediction model was constructed based on influencing factors from
multivariate Cox regression analysis. After calculating the total score of each in-
dicator, risk stratification was established. Based on the established prediction
model, R software“survminer”package was used to plot survival curves predict-
ing 28-day prognosis in AE-ILD patients complicated with pulmonary infection,
and the“pROC”package was used to plot ROC curves of the prediction model.
P<0.05 was considered statistically significant.

Results
2.1 Comparison of Baseline Indicators Between Death and Survival
Groups

This study collected data from 523 ILD patients, of which 351 met AE-ILD
diagnostic criteria. According to exclusion criteria, 87 non-infection AE-ILD
patients were excluded, 51 patients with missing medical data, 3 with organ
transplantation history, 6 with malignant tumor history, 21 using immunother-
apy drugs, 2 with hospital stay <72 hours, and 0 pregnant or lactating patients.
A total of 102 patients met inclusion criteria, with complete and reliable data;
no imputation was performed. Among the 102 enrolled patients, 62 were male
(60.8%) and 40 were female (39.2%); median age was 69 (57, 83) years; 65
were in the 28-day death group (63.7%) and 37 in the survival group (36.3%).
The death group had significantly higher rates of comorbid cardiovascular dis-
ease and renal insufficiency, as well as higher APACHE II scores, SOFA scores,
PCT, CRP, and LDH than the survival group. The death group had signifi-
cantly lower LYM on days 3 and 5, Alb, and P/F than the survival group (all
P<0.05). There were no significant differences between groups in gender, age,
diabetes comorbidity, ILD type, PLT, T-Bil, or Scr (P>0.05) (see Table 1).
Multicollinearity testing of included variables showed all VIF values were less
than 5, indicating no significant collinearity.

2.2 ROC Curves of Clinical Indicators for Predicting 28-Day Progno-
sis in AE-ILD Patients

ROC curves were plotted for LYM levels at different time points, disease severity
scores, and other major clinical indicators to predict 28-day prognosis in AE-
ILD patients. Results showed that the AUC of day 3 LYM for predicting 28-
day death was 0.723 (95%CI=0.626~0.820), with an optimal cut-off value of
0.55; the AUC of day 5 LYM was 0.764 (95%CI=0.672~0.856), with an optimal
cut-off value of 0.7. Delong test results showed that the AUC of day 5 LYM
was higher than that of day 3 LYM, with a statistically significant difference
(Z=1.86, P=0.04). The AUCs of PCT, CRP, Lac, P/F, Hb, Alb, and LDH were
all below 0.7, suggesting their limited predictive value for 28-day prognosis as
single indicators.
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2.3 Univariate and Multivariate COX Regression Analysis of 28-Day
Prognosis in AE-ILD Patients

Based on intergroup comparison results, clinical predictive indicators poten-
tially closely related to AE-ILD patient prognosis were selected. With 28-day
prognosis as the dependent variable (assignment: death=1, survival=0) and
clinical predictive indicators (including SOFA score, APACHE II score, Lac,
P/F, PCT, LDH, Alb, CRP, Hb, day 3 LYM, day 5 LYM, all assigned as actual
measured values) as independent variables, univariate Cox proportional hazards
regression analysis was performed. Results showed that SOFA score (HR=2.20,
95%CI=1.27~3.81), APACHE II score (HR=3.15, 95%CI=1.78~5.58), Lac
(HR=2.06, 95%CI=1.14~3.73), P/F (HR=2.57, 95%CI=1.47~4.47), PCT
(HR=4.23, 95%CI=2.16~8.27), LDH (HR=4.12, 95%CI=1.28~13.2), Alb
(HR=2.16, 95%CI=1.22~3.82), CRP (HR=2.20, 95%CI=1.26~3.84), Hb
(HR=3.52, 95%CI=1.98~6.28), day 3 LYM (HR=3.56, 95%CI=2.02~6.27),
and day 5 LYM (HR=3.93, 95%CI=1.96~7.88) were influencing factors for
28-day death in AE-ILD patients (see Table 3 ). Factors with P<0.01 in
univariate Cox regression were included as independent variables, with 28-day
prognosis as the dependent variable for multivariate Cox proportional hazards
regression analysis. Results showed that P/F (HR=2.01, 95%CI=1.08~3.75),
PCT (HR=2.14, 95%CI=1.02~4.49), Hb (HR=2.34, 95%CI=1.22~4.48), and
day 5 LYM (HR=2.40, 95%CI=1.01~5.70) were independent risk factors for
28-day death in infection-related AE-ILD patients (see Table 4 ).

2.4 Construction and Performance Validation of Multi-parameter
Model for Predicting 28-Day Prognosis in AE-ILD Patients

Using R software, a nomogram prediction model was constructed based on
influencing factors from multivariate Cox regression analysis. First, scores were
assigned to each influencing factor: day 5 LYM, P/F, PCT, and Hb. Variable
scores in the nomogram were non-integer values; for clinical convenience, scores
were assigned as follows: day 5 LYM (>0.7$×10{9}/𝐿 = 0𝑝𝑜𝑖𝑛𝑡𝑠, < 0.7×10{9}$/L=1
point), P/F (>132 mmHg=0 points, <132 mmHg=1 point), PCT (<0.12
�g/L=0 points, >0.12 �g/L=2 points), Hb (>100 g/L=0 points, <100 g/L=1
point) (see Figure 2 [Figure 2: see original paper]). After calculating the total
score, optimal risk stratification was performed using X-tile software, with 0-2
points as the low-risk group and 3-6 points as the high-risk group.

The ROC curve of the nomogram model for predicting 28-day prognosis was
plotted. Results showed that the AUC value of the nomogram model for pre-
dicting 28-day death was 0.853 (95%CI=0.781~0.925), with an optimal cut-off
value of 2, sensitivity of 88.24%, and specificity of 82.35% (see Figure 3 [Figure
3: see original paper]).
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2.5 Comparison of 28-Day Survival Curves Between High-Risk and
Low-Risk AE-ILD Patients

Based on the established nomogram model, survival curves for 28-day death in
high-risk and low-risk AE-ILD patients were plotted. Results showed that the
difference in 28-day survival rates between high-risk and low-risk patients was
statistically significant (�2=51, P<0.001) (see Figure 4 [Figure 4: see original
paper]).

Discussion
Acute exacerbation is a common event in the natural course of ILD patients, with
high mortality rates [2]. Studies have confirmed that infection is an important
external cause of AE-ILD [19-20], with approximately 30% of AE-ILD patients
complicated with infection [21]. The mechanism by which infection leads to
ILD exacerbation may be related to pathogens triggering immune responses.
For example, CHO et al. [22] found that Streptococcus pneumoniae infection
could accelerate pulmonary fibrosis progression through AIM2 inflammasome
activation. AE-ILD patients complicated with infection often exhibit decreased
LYM [23-24]. Considering that LYM is closely related to both infection and
ILD progression, this study focused on the predictive value of dynamic LYM
monitoring for prognosis in AE-ILD patients with infection, aiming to construct
a practical model to guide clinical decision-making.

Baseline data analysis in this study showed that the death group of AE-ILD
patients had significantly higher rates of comorbid cardiovascular disease and
renal insufficiency, as well as higher APACHE II scores, SOFA scores, PCT,
CRP, and LDH than the survival group. This suggests that systemic inflam-
matory response, organ dysfunction, and immune suppression may be closely
related to short-term prognosis in AE-ILD patients. Over time, LYM in the
death group showed a downward trend, while LYM in the survival group grad-
ually increased, with both day 3 and day 5 LYM associated with patient prog-
nosis. The mechanism of LYM reduction in AE-ILD patients may be related to
pulmonary inflammation releasing chemokines such as CXCL9/CXCL10, which
drive peripheral blood T lymphocyte migration to lung tissue, ultimately result-
ing in decreased peripheral blood LYM [25]. This phenomenon is closely related
to disease deterioration and poor prognosis.

ROC curve results showed that day 3 LYM, day 5 LYM, APACHE II score,
and SOFA score all had certain predictive value for 28-day prognosis, with day
5 LYM having the highest predictive value (AUC=0.764). This suggests that
dynamic monitoring of LYM levels (especially on day 5) may be more ben-
eficial for early identification of high-risk patients, while single inflammatory
markers (such as PCT, CRP) have limited predictive ability. Similar to our
findings, in septic shock patients, day 4 lymphocyte count can predict 28-day
mortality [26]. Cox regression analysis ultimately identified day 5 LYM, P/F,
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PCT, and Hb as independent risk factors for 28-day death, suggesting that oxy-
genation impairment, inflammatory response, anemia, and immune suppression
are core drivers of short-term death in infection-related AE-ILD patients. The
nomogram model constructed based on these indicators (AUC=0.853, sensitiv-
ity 88.24%, specificity 82.35%) achieved efficient risk stratification after survival
analysis validation using a cut-off value of 2 points (low risk 0-2 points, high
risk 3-6 points), suggesting that this model can provide quantitative basis for
clinical intervention.

To enable rapid prognosis assessment and timely intervention for infection-
related AE-ILD patients, this study established a nomogram model using four
relatively simple and easily obtainable clinical indicators (day 5 LYM, P/F,
PCT, Hb). Currently commonly used clinical severity scoring systems (such
as APACHE II, SOFA), while able to assess patient condition severity, focus
on systemic organ status and are complex to operate, potentially underestimat-
ing respiratory system-specific risks. This model focuses on infection-related
AE-ILD patients, with high sensitivity and specificity. Its advantages lie in
convenient operation, low cost, and strong applicability, making it suitable for
medical institutions at all levels and providing a practical tool for rapid progno-
sis assessment and stratified management of infection-related AE-ILD patients.

This study has several limitations: (1) It is a single-center study lacking patient
data from other centers; (2) The number of enrolled patients is relatively small,
requiring further expansion of sample size to reduce bias; (3) This study only
tracked 28-day survival status without longer-term follow-up.

In summary, this study found that dynamic decrease in LYM is associated with
increased 28-day mortality in infection-related AE-ILD patients, and established
a nomogram model for predicting prognosis in infection-related AE-ILD patients
based on indicators including day 5 LYM. This model can help clinicians early
identify severe AE-ILD patients, enable timely intervention, and improve prog-
nosis. Future research will conduct multi-center large-sample studies to explore
the prognostic value of other clinical indicators and perform long-term follow-up
studies.
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Figure Captions

Figure 1 [Figure 1: see original paper] ROC curves of various clinical
indicators for predicting the 28-day prognosis of AE-ILD patients. Note: A
shows ROC curves of P/F and Alb indicators for predicting 28-day prognosis
in AE-ILD patients; B shows ROC curves of Hb, PLT, day 3 LYM, and
day 5 LYM indicators for predicting 28-day prognosis in AE-ILD patients; C
shows ROC curves of PCT, Lac, CRP, LDH, APACHE II, and SOFA scores
for predicting 28-day prognosis in AE-ILD patients. APACHE II=Acute
Physiology and Chronic Health Evaluation II, SOFA=Sequential Organ Failure
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Assessment, LYM=Lymphocyte count, Hb=Hemoglobin, PLT=Platelet count,
PCT=Procalcitonin, CRP=C-reactive protein, LDH=Lactate dehydrogenase,
P/F=Oxygenation index, Lac=Lactate, d1=Day 1, d3=Day 3, d5=Day 5.

Figure 2 [Figure 2: see original paper] Nomogram for predicting the 28-day
mortality risk in patients with AE-ILD.

Figure 3 [Figure 3: see original paper] ROC curve for predicting the 28-day
mortality risk of AE-ILD patients using nomogram model.

Figure 4 [Figure 4: see original paper] Survival curves of 28-day mortality
for AE-ILD patients in the high-risk group and the low-risk group.

Note: Figure translations are in progress. See original paper for figures.

Source: ChinaXiv —Machine translation. Verify with original.
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