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Association
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Value Lower Upper
Odds Ratio for 2714 1.781 4137
RLAhighlow (High (=0.71)
ILow (<=0.71))
For cohort Mortality = Ya 1.727 1.370 2178
For cohort Mortality = 636 520 T79

Tidak
N of Valid Cases 375
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SGA_CB=C
Case Processing Summarya
Cases
Valid Missing Total
N Percent N Percent N Percent
RLAhighlow * Mortality 129 100.0% 0 0.0% 129 100.0%
a.SGA_CB=C
RLAhighlow * Mortality Crosstabulation®
Mortality
Ya Tidak Total
RLAhighlow  High (»0.71) Count 36 20 56
% within RLAhighlow 64.3% 357%  100.0%
Low (<=0.71) Count 23 50 73
% within RLAhighlow 31.5% 685%  100.0%
Total Count 50 70 129
% within RLAhighlow 457% 543%  100.0%
a.8GA_CB=C
Chi-Square Tests”
Asymptatic
Significance ExactSig. (2-  ExactSig. (1- Point
Value df (2-sided) sided) sided) Prabability
Pearson Chi-Square 13.720° 1 .000 .000 .000
Continuity Correction® 12431 1 .000
Likelihood Ratio 13924 1 .000 .000 .000
Fisher's Exact Test 000 000
Linear-by-Linear 136134 1 .000 .000 .000 .000
Association
N ofValid Cases 129
a.SGA_CB=C

h. 0 cells (.0%) have expected count less than 5. The minimum expected countis 25.61.

¢. Computed only for a 2x2 table
d. The standardized statistic is 3.690.

Risk Estimate”
95% Confidence Interval
Value Lower Upper

Odds Ratio for 3913 1.873 8174
RLAhighlow (High (=0.71)
I Low (<=0.71))
For cohort Mortality = Ya 2040 1.381 3015
For cohort Mortality = Rp4l 355 766
Tidak
N of Valid Cases 129

a.5GA CB=C
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AcidosisYN = Ya

Case Processing Summar'ya

67

Cases
Valid Missing Total
Percent M Percent N Percent
RLAhighlow * Mortality 53 100.0% 0 0.0% 53 100.0%
a. AcidosisYN = Ya
RLAhighlow * Mortality Crosstabulation®
Mortality
Ya Tidak Total
RLAhighlow  High (=0.71) Count 15 6 21
% within RLAhighlow 71.4% 28.6% 100.0%
Low («=0.71) Count 14 18 32
% within RLAhighlow 43.8% 56.3% 100.0%
Total Count 29 24 53
% within RLAhighlow 54.7% 45.3% 100.0%
a. AcidosisYN=Ya
Chi-Square Tests®
Asymptotic
Significance Exact Sig. (2- Exact Sig. (1- Point
Value df (2-sided) sided) sided) Probability
Pearson Chi-Square 3.920° 1 048 056 044
Continuity Correction® 2883 1 .0go
Likelihood Ratio 4014 1 045 056 044
Fisher's Exact Test .056 044
Linear-by-Linear 3.846¢ 1 050 056 044 .033
Association
N of Valid Cases 53

a. AcidosisYN =Ya

b. 0 cells (.0%) have expected countless than 5. The minimum expected countis 9.51.
¢. Computed only for a 2x2 table
d. The standardized statistic is 1.961,

Risk Estimate?

95% Confidence Interval

Value Lower Upper
Odds Ratio for 3.214 991 10.424
RLAhighlow (High (>0.71)
I'Low (<=0.71))
For cohort Mortality = Ya 1.633 1.013 263
For cohort Mortality = 508 242 1.067
Tidak
N of Valid Cases 53

a. AcidosisYN =Ya



AcidosisYN = Tidak

Case Processing Summarya

Cases
Valid Missing Total
N Percent N Percent N Percent
RLAhighlow * Mortality 322 100.0% 0 0.0% 322 100.0%
a. AcidosisYN = Tidak
RLAhighlow * Mortality Crosstabulation®
Mortality
Ya Tidak Total
RLAhighlow  High (=0.71)  Count 80 64 144
% within RLAhighlow 55.6% 44.4% 100.0%
Low (<=0.71) Count 56 122 178
% within RLAhighlow 31.5% 68.5% 100.0%
Total Count 136 186 322
% within RLAhighlow 42.2% 57.8% 100.0%
a. AcidosisYN = Tidak
Chi-Square Tests?
Asymptotic
Significance Exact Sig. (2- Exact Sig. (1- Point
Value df (2-sided) sided) sided) Probability
Pearson Chi-Square 18.942° 1 .0oo .000 .000
Continuity Correction® 17.968 1 .0oo
Likelihood Ratio 19.052 1 .000 .000 .000
Fisher's Exact Test .000 .000
Linear-by-Linear 18.884¢ 1 000 .000 .000 .000
Association
N of Valid Cases 322

a. AcidosisYN = Tidak

b. 0 cells ((0%) have expected count less than 5. The minimum expected countis 60.82.

¢. Computed only for a 2x2 table
d. The standardized statistic is 4.346.

Risk Estimate®

95% Confidence Interval

Value Lower Upper
Odds Ratio for 2723 1.726 4297
RLAhighlow (High (>0.71)
ILow (==0.71))
For cohort Mortality = Ya 1.766 1.360 2.294
For cohort Mortality = 648 527 798
Tidak
N of Valid Cases 322

a. AcidosisYN = Tidak
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Sex = Laki-laki

Case Processing Summary"

Cases
Valid Missing Total
N Percent N Percent N Percent
RLAhighlow * Mortality 197 100.0% 0 0.0% 197 100.0%
a. Sex= Laki-laki
RLAhighlow * Mortality Crosstabulation?
Mortality
Ya Tidak Total
RLAhighlow  High (=0.71)  Count 54 33 87
% within RLAhighlow 62.1% 37.9% 100.0%
Low (<=0.71) Count 42 68 110
% within RLAhighlow 38.2% 61.8% 100.0%
Total Count 96 101 197
% within RLAhighlow 48.7% 51.3% 100.0%
a. Sex = Laki-laki
Chi-Square Tests®
Asymptotic
Significance Exact Sig. (2-  Exact Sig. (1- Point
Value df (2-sided) sided) sided) Probability
Pearson Chi-Square 11 0as® 1 001 om .00
Continuity Correction® 10.159 1 001
Likelihood Ratio 11.196 1 001 001 .001
Fisher's Exact Test om .om
Linear-by-Linear 11.038¢ 1 .00 001 .00 .000
Association
N of Valid Cases 197
3. Sex= Laki-laki

b. 0 cells (.0%) have expected count less than 5. The minimum expected count is 42.40.
¢. Computed only for a 2x2 table
d. The standardized statistic is 3.322.

Risk Estimate®
95% Confidence Interval
Value Lower Upper

Odds Ratio for 2.649 1.485 4728
RLAhighlow (High (=0.71)
I Low (<=0.71))
Forcohort Mortality = Ya 1.626 1.218 2170
For cohort Mortality = 614 452 833
Tidak
N of Valid Cases 197

a. Sex= Laki-laki
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Sex = Perempuan

Case Processing Surﬂrﬂarya

Cases
Valid Missing Total
N Percent N Percent N Percent
RLAhighlow * Mortality 178 100.0% 0 0.0% 178 100.0%
a. Sex= Perempuan
RLAhighlow * Mortality Crosstabulation®
Mortality
Ya Tidak Total
RLAhighlow  High (=0.71) Count 41 37 78
% within RLAhighlow 52.6% 47.4% 100.0%
Low (<=0.71) Count 28 72 100
% within RLAhighlow 28.0% 72.0% 100.0%
Total Count 69 109 178
% within RLAhighlow 38.8% 61.2% 100.0%
a. Sex= Perempuan
Chi-Square Tests”
Asymptotic
Significance Exact Sig. (2- Exact Sig. (1- Point
Value df (2-sided) sided) sided) Probability
Pearson Chi-Square 11.13g" 1 001 001 001
Continuity Correction® 10128 1 .0m
Likelihood Ratio 11178 1 .001 .001 .0o1
Fisher's Exact Test 001 001
Linear-by-Linear 11.076¢ 1 oo oo .0m .0oo
Association
N ofValid Cases 178

a. Sex= Perempuan

b. 0 cells (.0%) have expected count less than 5. The minimum expected countis 30
t. Computed only for a 2x2 table

d. The standardized statistic is 3.328.

Risk Estimate®

95% Confidence Interval

Walue Lower Upper
Odds Ratio for 2.849 1.528 5313
RLAhighlow (High (=0.71)
I'Low (==0.71))
For cohort Mortality = Ya 1.877 1.286 2741
For cohort Mortality = 659 506 858
Tidak
N of Valid Cases 178

a. Sex= Perempuan

24,
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VentilatorUsed = Ya

Case Processing Summarya

Cases
Valid Missing Total
N Percent N Percent N Percent
RLAhighlow * Mortality 235 100.0% 0 0.0% 235 100.0%
a. VentilatorUsed=Ya
RLAhighlow * Mortality Crosstabulation®
Mortality
Ya Tidak Total

RLAhighlow High (=0.71)  Count 82 18 100

% within RLAhighlow 82.0% 18.0% 100.0%

Low (==0.71)  Count 54 81 135

% within RLAhighlow 40.0% 60.0% 100.0%
Total Count 136 99 235

% within RLAhighlow 57.9% 42.1% 100.0%

a. VentilatorUsed = Ya
Chi-Square Tests®
Asymptotic
Significance Exact Sig. (2- Exact Sig. (1- Foint
Value df (2-sided) sided) sided) Probability

Pearson Chi-Square 41 565" 1 .000 .000 000
Continuity Correction® 39.860 1 .000
Likelihood Ratio 43.937 1 .000 .0o0 .0oo0
Fisher's Exact Test .000 .000
Linear-by-Linear 41.388¢ 1 .0o0 .0oo .0oo .0oo0
Association
N ofValid Cases 235

a. VentilatorUsed = Ya

b. D cells (0%) have expacted countless than 5. The minimum expected countis 42.13.

c. Computed only for a 2x2 table
d. The standardized statistic is 6.43

3.

Risk Estimate®
95% Confidence Interval
Value Lower Upper

Odds Ratio for 6.833 3.693 12645
RLAhighlow (High (=0.71)
ILow (<=0.71))
For cohort Mortality = Ya 2.050 1.635 2.570
For cohort Mortality = 300 193 466
Tidak
M ofValid Cases 235

a. VentilatorUsed =Ya
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VentilatorUsed = Tidak

Case Processing ‘.s"umm.arya

72

Cases
Walid Missing Total
N Percent M Percent N Percent
RLAhighlow * Mortality 140 100.0% 0 0.0% 140 100.0%
a. VentilatorUsed = Tidak
RLAhighlow * Mortality Crosstabulation®
Mortality
Ya Tidak Total
RLAhighlow  High (=0.71)  Count 13 52 65
% within RLAhighlow 20.0% 80.0% 100.0%
Low (==0.71) Count 16 59 75
% within RLAhighlow 21.3% 78.7% 100.0%
Total Count 29 111 140
% within RLAhighlow 20.7% 79.3% 100.0%
a. VentilatorUsed = Tidak
Chi-Square Tests?
Asymptotic
Significance Exact Sig. (2- Exact Sig. (1- Point
Value df (2-sided) sided) sided) Probability
Pearson Chi-Square 038" 1 .B46 1.000 507
Continuity Correction® .000 1 1.000
Likelihood Ratio .038 1 _B46 1.000 507
Fisher's Exact Test 1.000 507
fnear‘_bt“'_unear 037 1 .B47 1.000 507 163
M of Valid Cases 140

a.VentilatorUsed = Tidak

b. 0 cells (.0%) have expected count lIess than 5. The minimum expected count is 13.46.

c. Computed only for a 2x2 table

d. The standardized statistic is -.193.

Risk Estimate®

95% Confidence Interval

Value Lower Upper
Odds Ratio for 922 405 2.0986
RLAhighlow (High (>0.71)
I Low (<=0.71))
For cohort Mortality = Ya .938 .488 1.800
For cohort Mortality = 1.017 .859 1.205
Tidak
M ofValid Cases 140

a. VentilatorUsed = Tidak
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ROC Curve
10
Source of the
/// Curve
RLAhighlow
08 //. — AcidosisYN
yd ’ SurgeryMNon
/’/ Cormaorbidity
Wentilatorlsed
— Reference Line
B 06
=
a pZ
® 04 /,//
d 1
1] I:'II - - ._'
0.0
0.0 02 0.4 08 08 1.0
1 - Specificity
Diagonal segments are produced by ties.
Area Under the Curve
Asymptotic 95% Confidence Interval
Test Result Variable(s) Area Std. Error2  Asymptotic Sig.? Lower Bound Upper Bound
RLAhighlow .379 .029 .000 321 436
AcidosisYN 469 .030 .307 410 .528
SurgeryNon .593 .030 .002 .534 .652
Comorbidity 426 .030 .014 .368 .485
VentilatorUsed .324 .028 .000 .269 .378

The test result variable(s): RLAhighlow, AcidosisYN, SurgeryNon, Comorbidity, VentilatorUsed has at least one tie

between the positive actual state group and the negative actual state group. Statistics may be biased.

a. Under the nonparametric assumption

b. Null hypothesis: true area = 0.5



ROC Curve
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26-APR-2024 16:38:59

D:\Lateral System\Karya
Tulis\2023 laktat albumin\data
RLA Final vel7.sav
DataSetl
<none>
<none>
<none>
375
User-defined missing values are
treated as missing.
Statistics are based on all cases
with valid data for all variables in
the analysis.
ROC VentilatorUsed ON EN PN
SingleNutriTx Sex BY Mortality
)
/PLOT=CURVE(REFERENCE)
/IPRINT=SE

ICRITERIA=CUTOFF(INCLUDE)
TESTPOS(LARGE)
DISTRIBUTION(FREE) CI(95)
IMISSING=EXCLUDE.
00:00:00.11
00:00:00.10

Case Processing

Summary
Mortality Valid N (listwise)
Positive? 165
Negative 210




Larger values of the test result

variable(s) indicate stronger

evidence for a positive actual

state.

a. The positive actual state is Ya.

os
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Sensitivity
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ROC Curve
— Source of the
A Curve
:/ Wentilatorlsed
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P ”,,’/ SingleMutriTx
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0.0 0z

04 06 08 1.0
1 - Specificity

Diagonal segments are produced by ties.

Referznce Line

Area Under the Curve
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Asymptotic 95% Confidence

Asymptotic Interval

Test Result Variable(s) Area Std. Error2 Sig.p Lower Bound Upper Bound

VentilatorUsed .324 .028 .000 .269 .378
ON .542 .030 .163 484 .600
EN 412 .029 .003 .355 469
PN 521 .030 .485 462 .580
SingleNutriTx .535 .030 .249 476 .593
Sex .450 .030 .094 .391 .508

The test result variable(s): VentilatorUsed, ON, EN, PN, SingleNutriTx, Sex has at least one tie between

the positive actual state group and the negative actual state group. Statistics may be biased.

a. Under the nonparametric assumption

b. Null hypothesis: true area =

0.5



