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Correlation between high-sensitivity C-reactive protein, IL-6,
TNF-a levels and secondary infection with type 2 diabetic ketoacidosis
LAN Fei ,MOU Yanling .SHOU Li,SU Ying
Nanzheng County People’s Hospital , Hanzhong s Shaanzi 723100,China
Abstract : Objective
cytokines(IL-6 , TNF-a) and secondary infection of type 2 diabetic ketoacidosis (DKA). Methods

To investigate the correlation between high-sensitivity C-reactive protein (hs-CRP),
Sixty cases
of DKA secondary infection admitted to the hospital from January 2016 to December 2018 were selected as the
DKA infection group. And other 60 cases of DKA non-infection treated in the hospital during the same period
were included as the DKA non-infection group. The levels of hs-CRP,I1.-6 and TNF-« in the two groups were
detected. Then the correlation between hs-CRP,I1L-6 and TNF-a with secondary infection in DKA patients was
analyzed. Results The levels of hs-CRP,IL-6 and TNF-a in the DKA infection group were higher than those
in the DKA non-infection group,and the difference was statistically significant (P<C0. 05). Hs-CRP,IL.-6 and
TNF-« were correlated with DKA secondary infection (» =0. 412,0. 387,0. 359, P<C0. 05). Conclusion The
levels of hs-CRP,IL-6 and TNF-a have the correlation with DKA secondary infection. Strengthening the dy-
namic detection of hs-CRP,IL-6 and TNF-a can provide more reference basis for the prevention and treatment
of DKA,and help to improve the clinical treatment level of DKA patients with secondary infection.
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