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Abstract: Differentiation between acute liver failure (ALF) and acute-on-chronic liver failure (ACLF) 

can be challenging in patients with de novo liver disease but is important to indicate the referral to 

a transplant center and urgency of organ allocation. Leptin, an adipocyte-derived cytokine that reg-

ulates energy storage and satiety, has multiple regulatory functions in the liver. We enrolled 160 

critically ill patients with liver disease and 20 healthy individuals to measure serum leptin concen-

trations as a potential biomarker for diagnostic and prognostic purposes. Notably, patients with 

ALF had higher concentrations of serum leptin compared to patients with decompensated ad-

vanced chronic liver disease (dACLD) or ACLF (110 vs. 50 vs. 29 pg/mL, p < 0.001). Levels of serum 

leptin below 56 pg/mL excluded ALF in patients with acute hepatic disease, with a negative predic-

tive value (NPV) of 98.8% in our cohort. Lastly, serum leptin did not show any dynamic changes 

within the first 48 h of ICU treatment, especially not in comparison with patients with ALF vs. ACLF 

or survivors vs. non-survivors. In conclusion, serum leptin may represent a helpful biomarker to 

exclude ALF in critically ill patients who present with acute liver dysfunction. 

Keywords: leptin; adipokine; intensive care unit (ICU); critical illness; acute liver failure (ALF); 

acute-on-chronic liver failure (ACLF); human; biomarker; diagnosis; liver transplantation 

 

1. Introduction 

Acute (ALF) and acute-on-chronic liver failure (ACLF) are two distinct syndromes 

characterized by acute hepatic dysfunction, often necessitating treatment in the intensive 

care unit (ICU) and/or liver transplantation (LT). ALF is characterized by acute abnormal 

liver blood tests in patients without pre-existing chronic liver disease. ALF is a rare diag-

nosis, defined as acute liver injury (ALI) with impaired liver function measured by an 

international normalized ratio (INR) exceeding 1.5 and the occurrence of hepatic enceph-

alopathy (HE) in patients without a chronic liver disease. In contrast, ACLF describes a 

severe form of acutely decompensated chronic liver disease with organ failure and high 

short-term mortality and occurs in patients with underlying chronic liver disease with the 

functional failure of at least one of six major organ systems (i.e., liver, kidney, brain, 
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coagulation, circulation, or respiration) and systematic inflammation. Early categorization 

of acute liver dysfunction into ALF or ACLF is crucial for planning further diagnostic and 

therapeutic measures, but can be challenging, especially in patients without prior presen-

tation to health care providers. Currently, there are no specific biomarkers to differentiate 

ALF from ACLF or to predict prognosis in these syndromes, highlighting the need for 

further research in this area [1–6]. 

The presence of a gene involved in the regulation of body fat was first suggested in 

the early 1950s by the discovery of the obese (ob/ob) mutation in mice which suffered from 

hyperphagia resulting in massive early obesity [7,8]. Much later, in 1995, the leptin recep-

tor (LEPR) was described [9]. Leptin was found to be expressed in adipose tissue and re-

leased by adipocytes into the circulation for signaling purposes. Hence, the adipokine is 

a reliable biomarker for body fat content due to its strong correlation with adipose tissue 

mass [10,11]. The mechanistic pathway underlying the relationship between leptin and 

body mass index (BMI) may involve the transcription factor GATA3 acting as an immuno-

modulator. GATA3 is expressed in omental adipocytes of obese patients in this context, 

leading to hepatic inflammation via leptin and interleukin 6 signaling [12]. Furthermore, 

circulating leptin is positively correlated with female gender, likely due to differences in 

body fat distribution [13]. Short-term negative energy balance results in a quick decrease 

in leptin gene expression, but an acute increase in caloric balance only gradually restores 

leptin gene expression proportionally to fat mass [10,14]. In obesity, individuals develop 

a diminished response to leptin, resulting in “leptin resistance” [15]. Regarding hormonal 

regulations, insulin and glucocorticoids increase leptin mRNA levels, while catechola-

mines decrease them [10]. Leptin is a 4-helix bundle cytokine, with two molecules binding 

to the extracellular domain of a leptin receptor homodimer, activating the JAK2-STAT3 

(Janus kinase–signal transducer and activator of transcription 3) signaling cascade [10]. 

The LEPR is mainly expressed in the central nervous system in hypothalamic neurons 

(Agoutí-related protein (AGRP)/neuropeptide Y (NPY) and pro-opiomelanocortin 

(POMC) neurons), which signal to second-order neurons to inhibit food intake as a “sa-

tiety factor” [10,16–19]. Other physiological effects of leptin include the regulation of lipid 

and glucose metabolism, fertility, and the immune system [20–23]. 

Adipokines, including leptin, have recently become of interest in the field of liver 

function and disease, as many affected metabolic pathways are closely linked to the liver 

[24,25]. The physiological effects of leptin on the liver are mediated through direct mech-

anisms (LEPR on hepatocytes) or indirect mechanisms (e.g., through the central nervous 

system) [24–27]. Leptin upregulates insulin sensitivity, β-oxidation, immune response and 

inflammatory mediators, angiogenesis, fibrogenesis, and tissue remodeling in the liver 

[24]. Moreover, the involvement of leptin has been described in several hepatic diseases 

including hepatic steatosis such as metabolic dysfunction-associated steatotic liver disease 

(MASLD) and metabolic dysfunction-associated steatohepatitis (MASH) [28], as well as 

hepatocellular carcinoma (HCC), alcoholic liver injury, chronic viral hepatitis, and para-

sitic infections [24]. Leptin stimulates the production of GATA3 in hepatic stellate cells, 

which may ultimately lead to the activation of NF-κBp65 and Kupffer cells with a pre-

dominant M1 macrophage phenotype, thereby contributing to the development of 

MASLD and insulin resistance [12]. Leptin also appears to be necessary for the develop-

ment of hepatic fibrosis in response to chronic liver injury [29,30]. In lipodystrophy, 

MASLD, and MASH, leptin has been successfully used in treatment [31]. Elevated levels 

of leptin in the plasma have been associated with inflammatory and fibrogenic processes 

[32,33], as well as potential oncogenic effects on the liver [34]. An interesting finding is 

impaired liver regeneration after partial hepatectomy in leptin-deficient mice [35], sug-

gesting that leptin signaling plays a significant role in the overall hepatic regeneration 

process [24]. Similarly, administration of intraperitoneal leptin before partial hepatectomy 

in rats improves final liver weight and histopathological damage [36]. In human liver do-

nors, higher serum levels of leptin in the early phase after hepatectomy have been associ-

ated with accelerated liver regeneration [37], further highlighting the role of leptin in 
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regeneration after liver damage. In critical illness, circulating leptin levels have been 

found to be increased in sepsis, but do not provide any additional diagnostic or prognostic 

value [38–41]. 

Given the described involvement in hepatic metabolism and liver regeneration, we 

hypothesized that leptin serum concentrations could serve as a diagnostic biomarker for 

the differentiation of ALF vs. ACLF and may be related to prognosis in critically ill pa-

tients with acute liver dysfunction. This study aims to investigate the potential role of 

leptin as a biomarker in critically ill patients presenting with acute hepatic disease. 

2. Materials and Methods 

2.1. Study Design 

This observational cohort study aimed to investigate the role of serum leptin in criti-

cally ill patients with acute deterioration of liver function. From 2015 until 2021, we pro-

spectively enrolled 160 patients with advanced liver disease or acute liver failure from our 

medical intensive care unit (ICU) in the Department of Gastroenterology, Digestive Dis-

ease, and Intensive Care Medicine at the University Hospital RWTH Aachen. Wri�en in-

formed consent was obtained from the patient, their spouse, or an appointed legal guard-

ian. Inclusion criteria were patients above the age of 18 years with known or suspected 

chronic liver disease or acute liver failure. Exclusion criteria were an expected short-term 

treatment (less than 48 h) on the ICU, acute poisoning, or pregnancy. The diagnoses of 

ALF or ACLF were based on the latest definitions according to the guidelines of the Euro-

pean Association for the Study of the Liver (EASL) [1,2]. To collect follow-up data on pa-

tient survival, we contacted the patient, their relatives, or their primary care physician, 

provided consent was available. As a control group to critically ill patients, we collected 

blood samples from 20 healthy volunteers from the local blood bank with regular values 

in blood counts as well as absent signs of acute infection or relevant chronic disease in 

clinical examination. The study was conducted in agreement with the 1964 Declaration of 

Helsinki and was approved by the local ethics commi�ee (EK 150/06) of the University 

Hospital RWTH Aachen. 

2.2. Leptin Measurements 

We collected serum blood samples on the day of ICU admission as well as 48 h after-

ward. After centrifugation for 10 min and aliquotation, the serum samples were kept fro-

zen at −80 °C until further investigation. Serum concentrations of leptin were measured 

using a commercially available enzyme-linked immunosorbent assay (ELISA) kit accord-

ing to the manufacturer’s instructions (R&D systems Europe, 19 Barton Lane, Abingdon 

Science Park, Abingdon OX14 3NB, UK). Measurements were performed blinded to clin-

ical or other laboratory data. 

2.3. Statistical Analysis 

For statistical analysis and visualization, we used SPSS version 29 (SPSS, Chicago, IL, 

USA) and Python version 3.11 [42]. Data are presented as median and range due to the 

skewed distribution of most parameters. Since normality could not be assumed, we em-

ployed the Mann–Whitney U test or chi-squared test for comparing two groups and the 

Kruskal–Wallis test followed by a Dunn’s multiple comparison test, or the chi-squared 

test for more than two groups. For paired sample comparisons, we used the Wilcoxon 

signed rank test. A significance level of α = 0.05 was used for all statistical calculations. To 

evaluate correlations between parameters, Spearman’s rank correlation test was used. 

Uni- and multivariable linear regression models were calculated to further investigate the 

influence of covariates after correlation analysis. The association with survival was as-

sessed using the Cox proportional hazards model. To evaluate the diagnostic performance 

of the biomarker, a receiver operating characteristics (ROC) curve and the corresponding 

area under the curve (AUC) were used in conjunction with test performance measures 
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including sensitivity, specificity, positive predictive value (PPV), and negative predictive 

value (NPV). 

3. Results 

3.1. Serum Levels of Leptin Are Elevated in Critically Ill Patients Presenting with Acute  

Liver Failure 

We enrolled 160 critically ill patients from the intensive care unit (ICU) in the study 

between the years of 2015 and 2021. Of these patients, 20 presented with dACLD, 123 with 

ACLF, and 17 with ALF. Although we did not observe a statistical difference in median 

age between the patient cohorts, patients with ALF seemed to be slightly younger, with a 

median age of 52, compared to dACLD (median age of 59.5) and ACLF (median age of 

58). Critically ill patients admi�ed due to ACLF showed a higher body mass index (BMI) 

with a median of 27.6 compared to patients with dACLD (median of 23.1) and ALF (me-

dian of 25.7). Disease severity and organ failure were much higher among patients with 

ACLF compared to dACLD and ALF as represented by the acute physiology and chronic 

health evaluation II score (APACHE II) with a median of 27 in ACLF, 16.5 in dACLD, and 

15 in ALF (p < 0.001); sequential organ failure assessment score (SOFA) with a median of 

14 in ACLF, 8 in dACLD, and 9 in ALF (p < 0.001); need for mechanical ventilation (52% 

in ACLF, 15% in dACLD, and 11.8% in ALF, p < 0.001); and vasopressor demand (81.3% 

in ACLF, 5% in dACLD, and 23.5% in ALF, p < 0.001). The model of end-stage liver disease 

(MELD) score was higher in ACLF and ALF compared to dACLD, with a median of 28 in 

ACLF, 30 in ALF, and 13 in dACLD (p < 0.001). The length of stay in the ICU was longer 

in patients with ACLF and ALF (median of 6 days in ACLF and ALF, vs. 3 days in dACLD, 

p < 0.001). This consequently led to higher mortality rates in the ACLF group in the ICU 

(56.9% in ACLF, 0% in dACLD, and 23.5% in ALF, p < 0.001) and overall (1-year mortality 

67.3% in ACLF, 15.8% in dACLD, and 31.2% in ALF, p < 0.001). Liver transplantation (LT) 

was more frequent in the ALF group compared to dACLD and ACLF (35.5% in ALF, 15% 

in dACLD, and 9.8% in ACLF, p = 0.014) (Table 1). 

Table 1. Baseline patient characteristics. 

Parameter dACLD ACLF ALF p 

Number, n 20 123 17  

Sex (female/male), n 9/11 50/73 9/8 0.612 

Age, [years] 59.5 (24–80) 58 (19–87) 52 (24–78) 0.196 

BMI, [kg/m2] 23.1 (15.8–41.5) 27.6 (15.6–62.5) 25.7 (21.7–47.6) 0.005 * 

APACHE II score 16.5 (5–37) 27 (8–55) 15 (7–39) <0.001 * 

SOFA score 8 (3–15) 14 (5–20) 9 (4–18) <0.001 * 

MELD score 13 (7–28) 28 (8–40) 30 (20–40) <0.001 * 

Liver transplantation, n (%) 3 (15.0) 12 (9.8) 6 (35.5) 0.014 * 

Mechanical ventilation, n (%) 3 (15.0) 64 (52.0) 2 (11.8) <0.001 * 

Vasopressor demand, n (%) 1 (5.0) 100 (81.3) 4 (23.5) <0.001 * 

ICU days n 3 (2–15) 6 (1–178) 6 (3–39) <0.001 * 

Death on ICU, n (%) 0 (0) 70 (56.9) 4 (23.5) <0.001 * 

30-day mortality, n (%) 0 (0) 60 (52.6) 2 (11.8) <0.001 * 

1-year mortality, n (%) 3 (15.8) 76 (67.3) 5 (31.2) <0.001 * 

Leptin at ICU admission, [pg/mL] 50 (0–235) 29 (0–1000) 110 (0–1000) <0.001 * 

The median and range (in parentheses) are given unless otherwise indicated. Abbreviations: 

dACLD: decompensated advanced chronic liver disease; ACLF: acute-on-chronic liver failure; ALF: 

acute liver failure; APACHE II: acute physiology and chronic health evaluation; SOFA: sequential 

organ failure assessment; MELD: model of end stage liver disease; ICU: intensive care unit. Signifi-

cance between dACLD, ACLF and ALF patients was assessed using the Kruskal-Wallis test or chi-

squared test, respectively. p-values < 0.05 were considered statistically significant and highlighted 

(“*”). 
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Median serum leptin concentrations were similar in healthy controls, dACLD, and 

ACLF. However, median serum leptin levels were significantly higher in ALF compared 

to dACLD (110 vs. 50 pg/mL, p = 0.047) or ACLF (110 vs. 29 pg/mL, p < 0.001) (Figure 1A). 

Serum leptin tends to be lower in higher grade ACLF, although this difference did not 

reach statistical significance (Figure 1B). 

 

Figure 1. (A) Serum leptin concentrations in healthy controls compared to critically ill patients with 

dACLD, ACLF, and ALF. (B) Comparison between ACLF grades in ACLF patients. Sample sizes: 

controls n = 20, dACLD n = 20, ACLF n = 123, ALF n = 17. Overlaid dots represent individual meas-

urements. * Significance between groups was assessed using the Kruskal–Wallis test followed by 

Dunn’s multiple comparison test. p-values < 0.05 were considered statistically significant and were 

highlighted (“*”). Abbreviations: dACLD: decompensated advanced chronic liver disease; ACLF: 

acute-on-chronic liver failure; ALF: acute liver failure. 

Among critically ill patients admi�ed to the ICU due to dACLD or ACLF, 74 (51.7%) 

were admi�ed due to sepsis without acute liver dysfunction, 39 (27.3%) due to gastroin-

testinal or other bleeding, 16 (11.2%) due to nonseptic bacterial infection, and 14 (9.8%) for 

other reasons. In the next step, we compared leptin serum concentrations at ICU admis-

sion between these groups. While patients with dACLD or ACLF admi�ed due to sepsis 

or bacterial infections tended towards lower serum leptin concentrations compared to 

those admi�ed for bleeding or other reasons, this difference did not reach statistical sig-

nificance (Figure A1A). Additionally, we compared leptin serum concentrations at ICU 

admission between different causes of chronic liver disease in dACLD or ACLF patients 

admi�ed to the ICU. Patients with metabolic dysfunction-associated steatotic liver disease 

(MASLD) showed a trend towards higher levels of serum leptin compared to other pa-

tients, but this trend also did not reach statistical significance (Figure A1B). 

3.2. Low Serum Leptin at ICU Admission Reliably Rules out Acute Liver Failure in Critically Ill 

Patients with Liver Dysfunction 

Given the elevation of serum leptin in critically ill patients with ALF admi�ed to the 

ICU, we evaluated the diagnostic capabilities of serum leptin at ICU admission in differ-

entiating between ALF and ACLF. In a receiver operating characteristic (ROC) curve anal-

ysis, serum leptin at ICU admission showed an area under the curve (AUC) of 0.802 (95% 

CI 0.695–0.909), with a cutoff at 56 pg/mL for diagnosing of ALF (Figure 2A). A confusion 

matrix using this cutoff revealed only one patient incorrectly diagnosed as not having ALF 

who presented with ALF and 16 correctly diagnosed ALF patients. Among patients 
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without ALF, 83 were correctly diagnosed, whereas 40 patients who were diagnosed with 

ALF were admi�ed due to ACLF (Figure 2B). This analysis results in a sensitivity of 94.1% 

and a specificity of 67.5%. The positive predictive value lies at 28.6%, while the negative 

predictive value was calculated at 98.8% (Table 2). 

 

Figure 2. (A) Receiver operating characteristic (ROC) curves for ALF diagnosis using serum leptin 

levels at ICU admission in patients with ACLF. (B) Confusion matrix for the diagnosis of ALF using 

serum leptin levels in patients with acute or acute-on-chronic liver failure. The cutoff value was 

determined by the Youden index for critically ill patients with acute (-on-chronic) liver failure. The 

sample size included 140 patients. Abbreviations: AUC: area under curve; ACLF: acute-on-chronic 

liver failure; ALF: acute liver failure. 

Table 2. Performance metrics for the diagnosis of ALF by serum leptin concentration at ICU admis-

sion. 

Metric Value (%) 

Sensitivity 94.1 

Specificity 67.5 

PPV 28.6 

NPV 98.8 

Abbreviations: PPV: positive predictive value; NPV: negative predictive value. 

3.3. Serum Levels of Leptin at ICU Admission Correlate with Body Mass Index, Hemoglobin, 

Inflammation, and Aminotransferases in Critically Ill Patients with Liver Dysfunction 

To detect and evaluate other possible influences and covariates among clinical and 

laboratory parameters, we conducted extensive correlation analyses of those parameters 

with serum leptin. In this analysis, we found a moderately strong positive correlation be-

tween serum leptin and BMI (Spearman’s r 0.280, p < 0.001). Male patients exhibited higher 

levels of serum leptin concentrations compared to female patients (median of 92 vs. 68 

pg/mL, p = 0.019). Among markers of inflammation, C-reactive protein (CRP) and inter-

leukin 6 (IL-6) showed moderately strong negative correlations with serum leptin (Spear-

man’s r −0.303, p < 0.001, and Spearman’s r −0.229, p = 0.011, respectively). However, pro-

calcitonin (PCT) did not exhibit any correlation with serum leptin levels (Spearman’s r 

−0.109, p = 0.191). Hemoglobin (Hb) was positively correlated with serum leptin (Spear-

man’s r 0.271, p < 0.001). Additionally, we observed a moderately strong positive correla-

tion between aminotransferases and serum leptin (AST: Spearman’s r 0.210, p = 0.008; ALT: 
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Spearman’s r 0.258, p = 0.001). Lastly, the N-terminal prohormone of brain natriuretic pep-

tide (NT-proBNP) was negatively correlated with serum leptin (Spearman’s r −0.315, p < 

0.001), while lactate was positively correlated (Spearman’s r 0.289, p < 0.001). Importantly, 

we did not find any correlations with disease severity or measures of mortality (Table 3). 

Table 3. Correlations of clinical and laboratory parameters with leptin serum concentrations at ICU 

admission. 

Parameter Spearman’s r p 

Demographics 

Age 0.099 0.213 

Body mass index 0.289 <0.001 * 

Blood count and markers of inflammation 

Leukocytes 0.068 0.396 

Hemoglobin 0.271 0.001 * 

Platelets 0.067 0.401 

C-reactive protein −0.303 <0.001 * 

Procalcitonin −0.109 0.191 

Interleukin 6 −0.229 0.011 * 

Electrolytes and renal system 

Sodium 0.037 0.646 

Potassium −0.006 0.943 

pH 0.083 0.296 

Urea −0.176 0.026 * 

Creatinine −0.134 0.091 

eGFR 0.117 0.142 

Diuresis per day 0.092 0.258 

Hepato-pancreatico-biliary system and coagulation 

Albumin 0.143 0.072 

INR 0.098 0.22 

Bilirubin, total 0.050 0.529 

AST 0.210 0.008 * 

ALT 0.258 0.001 * 

γGT 0.046 0.567 

AP 0.021 0.790 

AFP 0.125 0.553 

Cholesterol, total 0.095 0.245 

Triglycerides 0.048 0.552 

Cardiopulmonary system 

NT-proBNP −0.315 <0.001 * 

Norepinephrine demand −0.124 0.207 

Horovi� quotient (PaO2/FiO2) 0.142 0.073 

FiO2 −0.127 0.11 

Lactate 0.289 <0.001 * 

Disease severity and clinical scores 

Length of stay in ICU 0.077 0.331 

Length of stay in hospital −0.061 0.442 

SOFA score −0.078 0.329 

APACHE II score −0.031 0.701 

SAPS II score −0.102 0.197 

MELD 0.047 0.553 

Child-Pugh points −0.025 0.765 

CLIF-C OF score −0.116 0.178 

CLIF-C ACLF score 0.060 0.508 

* Spearman’s rank correlation test was used to calculate correlations of positive and negative nature. 

p-values < 0.05 were considered statistically significant and were highlighted (“*”). Abbreviations: 

eGFR: estimated glomerular filtration rate; INR: international normalized ratio; AST: aspartate 
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aminotransferase; ALT: alanine aminotransferase; γGT: gamma-glutamyltransferase; AP: alkaline 

phosphatase; AFP: alpha-fetoprotein; NT-proBNP: N-terminal prohormone of brain natriuretic pep-

tide; FiO2: fraction of inspired oxygen; ICU: intensive care unit; SOFA: sequential organ failure as-

sessment; APACHE-II: acute physiology and chronic health evaluation II; SAPS II: simplified acute 

physiology score II; MELD: model of end stage liver disease; CLIF-C OF: chronic liver failure con-

sortium (CLIF-C) organ failure score; CLIF-C ACLF: chronic liver failure consortium (CLIF-C) ACLF 

score; ACLF: acute-on-chronic liver failure. 

To further examine the relationship between and within the correlated parameters to 

serum leptin, we conducted uni- and multivariable regression analyses. In these analyses, 

BMI, ALT, and hemoglobin showed the strongest positive influence, with beta coefficients 

of 50.22, 57.72, and 56.17, respectively. Conversely, CRP and NT-proBNP were the strong-

est negative predictors, with beta coefficients of −41.09 and −38.91. In the multivariable 

regression analysis, only BMI and Hb remained as relevant predictors for serum leptin 

concentrations (Figure 3 and Table 4). 

 

Figure 3. Sca�er plots with a plo�ed linear regression fit between serum leptin concentrations at 

ICU admission and clinical parameters in all patients: (A) Body mass index, (B) hemoglobin, (C) 

NT-proBNP, (D) CRP, (E) AST, and (F) ALT. Regression analyses were conducted using univariate 

linear regression (see Table 4 for coefficients and p-values). The shaded areas in the plots represent 

the 95% confidence interval for the regression estimate. Abbreviations: NT-proBNP: N-terminal pro-

hormone of brain natriuretic peptide; CRP: C-reactive protein; AST: aspartate aminotransferase; 

ALT: alanine aminotransferase. 

Table 4. Uni- and multivariable linear regression analyses of serum leptin concentrations at ICU 

admission in all patients to demographics and laboratory parameters. 

 Univariable Regression Multivariable Regression 

Covariate Beta Coefficient Coefficient 95% CI p Coefficient 95% CI p 

BMI 50.22 6.973 2.960–10.986 <0.001 * 7.278 3.018–11.539 <0.001 * 

Male sex −24.67 −49.914 −109.806–9.978 0.102    

Hemoglobin 56.17 24.256 11.937–36.576 <0.001 * 24.831 9.164–40.498 0.002 * 

CRP −41.09 −0.738 −1.261–−0.214  0.006 * −0.590 −1.180–−0.001  0.050 



Biomedicines 2024, 12, 1170 9 of 15 
 

IL-6 −5.23 0.000 −0.002–0.001 0.778    

Urea −13.89 −0.215 −0.675–0.246 0.358    

AST 35.92 0.017 0.003–0.031 0.017 * −0.004 −0.033–0.025 0.786 

ALT 57.72 0.035 0.018–0.052 <0.001 * 0.019 −0.016–0.055 0.284 

NT-proBNP −38.91 −0.004 −0.007–−0.001 0.026 * −0.002 −0.005–0.002 0.360 

Lactate 21.80 6.713 −2.42–15.85 0.149    

Beta coefficients represent standardized coefficients for comparability. * Significance was assessed 

using a linear regression model. p-values < 0.05 were considered statistically significant and were 

highlighted (“*”). Abbreviations: BMI: body mass index; CRP: C-reactive protein; IL-6: interleukin 

6; AST: aspartate aminotransferase; ALT: alanine aminotransferase; NT-proBNP: N-terminal pro-

hormone of brain natriuretic peptide. 

Several chronic diseases and conditions were analyzed for their influence on serum 

leptin levels through uni- and multivariable regression analyses. Patients without diabetes 

mellitus or chronic alcohol consumption displayed higher serum concentrations of leptin. 

This finding was consistent in the multivariable analysis (Table 5). 

Table 5. Uni- and multivariable linear regression analyses for comorbidities as covariates of serum 

leptin at ICU admission. 

 Univariable Regression Multivariable Regression 

Covariate Coefficient 95% CI p Coefficient 95% CI p 

Diabetes mellitus 71.1 4.1–138.0 0.038 * 77.5 11.6–143.4 0.021 * 

Hypertension −38.6 −103.9–26.7 0.245    

Coronary artery disease −16.3 −108.6–75.9 0.727    

Chronic alcohol consumption 72.1 13.3–130.9 0.017 * 77.1 19.0–135.3 0.010 * 

Chronic obstructive pulmonary disease 81.1 −31.6–193.7 0.157    

Malignancy 79.9 −7.6–167.5 0.073    

Hepatocellular carcinoma 54.8 −81.9–191.6 0.43    

Hematological neoplasm 63.5 −93.4–220.3 0.425    

Solid neoplasm 75.5 −70.0–221.0 0.307    

Coefficients are calculated for the absence of the respective disease or risk factor. * Significance was 

assessed using a linear regression model. p-values < 0.05 were considered statistically significant 

and were highlighted (“*”). 

3.4. Levels of Serum Leptin Are Stable in the Early Stage of Critical Illness in Patients with  

Liver Disease 

To shed light on the initial regulations of serum leptin concentrations and their im-

plications in critically ill patients admi�ed to the ICU due to liver disease, we also meas-

ured follow-up concentrations of serum leptin in 85 patients who were available for sam-

pling after 48 h of ICU treatment. When comparing the serum leptin concentrations after 

48 h of ICU treatment between the patient cohorts, we observed a similar pa�ern to the 

levels at ICU admission. Patients with dACLD and ACLF showed the lowest median lev-

els of serum leptin, while patients with ALF showed a higher median (Figure 4A). How-

ever, this difference did not reach statistical significance. In a paired analysis comparing 

the serum leptin levels at ICU admission to levels after 48 h of ICU treatment, we again 

did not observe any significant changes in the patient cohorts (Figure 4B). To elucidate a 

possible influence of the initial regulation of serum leptin concentrations on survival, we 

compared serum leptin levels upon ICU admission to levels after 48 h of treatment be-

tween surviving and deceased or transplanted patients at day 30. Although not showing 

statistical significance, surviving patients had a tendency towards lower serum leptin lev-

els after 48 h of treatment, while deceased or transplanted patients did not (Figure 4C). 
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Figure 4. (A) Serum leptin levels after 48 h of treatment on the ICU in the respective patient cohorts. 

Overlaid dots represent individual measurements. (B) Comparison of serum leptin concentrations 

at ICU admission to levels after 48 h of treatment in between the patient cohorts. (C) Comparison of 

serum leptin concentrations at ICU admission to levels after 48 h of treatment between surviving vs. 

deceased or transplanted patients at day 30. Vertical error bars indicate the 95% confidence intervals 

around the median (B,C). Sample sizes: patients n = 85. Significance between groups was assessed 

using the Kruskal-Wallis test for more than two groups or the Wilcoxon signed rank test for paired 

samples. p-values < 0.05 were considered statistically significant. Abbreviations: ICU: intensive care 

unit; dACLD: decompensated advanced chronic liver disease; ACLF: acute-on-chronic liver failure; 

ALF: acute liver failure. 

4. Discussion 

In this study, we investigated the diagnostic and prognostic impact of serum leptin 

concentrations in critically ill patients admi�ed to the intensive care unit (ICU) due to liver 

disease. Patients with acute liver failure (ALF) had significant higher concentrations of 

serum leptin upon ICU admission compared to patients with decompensated advanced 

liver disease (dACLD) or acute-on-chronic liver failure (ACLF). Strikingly, a serum leptin 

level below 56 pg/mL could effectively rule out ALF in our patient cohort with a negative 

predictive value (NPV) of 98.8%. Analysis of potential covariates of serum leptin indicated 

that BMI and hemoglobin (Hb) were the most significant covariates. Moreover, our data 

showed no association between serum leptin concentrations and transplant-free survival 

in critically ill patients with liver disease. Furthermore, serum leptin levels remained con-

sistent during the initial 48 h of ICU treatment and did not exhibit any statistically signif-

icant differences between patient cohorts or when comparing survivors, deceased, or 

transplanted patients at day 30 post-ICU admission. 

Leptin is secreted by adipose tissue primarily to regulate energy intake by signaling 

satiety to the central nervous system [10,20], but it has also gained interest in liver disease 

and critical illness. Regulated hepatic functions include insulin sensitivity, immune re-

sponse, inflammation, angiogenesis, fibrogenesis, and tissue remodeling [24,26]. Leptin 

has been linked to metabolic dysfunction-associated steatotic liver disease (MASLD) and 

its severity [29,32,33], and has been shown to play a role in the hepatic fibrogenic response 

to chronic liver injury and liver tissue regeneration [30,35]. Serum leptin was found to be 

decreased in liver cirrhosis with higher depletion in higher-grades and association to fat 

mass [43,44]. Although not reaching statistical significance, we also observed higher levels 

of serum leptin in patients with MASLD (Figure 1B). Most notably, we found elevated 

levels of serum leptin in critically ill patients with ALF compared to dACLD and ACLF 

(Figure 1A). Our data are in line with previously published data that opened the hypoth-

esis of leptin being a relevant factor in acute hepatic tissue injury and regulator in liver 

regeneration. Following a toxic injury, leptin-deficient mice showed impaired liver regen-

eration [35]. Additionally, in humans after hepatectomy, serum leptin levels on the first 

postoperative day have been shown to be positively correlated to high liver regeneration 
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[37]. Moreover, an intraperitoneal injection of leptin was found to increase liver regener-

ation in rats that had undergone 70% hepatectomy [36]. The elevated leptin concentrations 

in our patient cohort with ALF might indicate or even result in liver regeneration that is 

more pronounced in ALF than ACLF patients. Low serum leptin levels likely exclude ALF 

with a high negative predictive value (Table 2). However, high serum leptin levels also 

occur in about one-third of patients with ACLF (Figure 2B). This causes a rather low pos-

itive predictive value, making serum leptin not suitable for confirming the diagnosis of 

ALF (Table 2). Next to our presentation of leptin as a relevant biomarker in the differenti-

ation between ALF and ACLF, leptin could also be a potential therapeutic target to stim-

ulate liver regeneration in cases of acute hepatic injury, as demonstrated in a rat model 

[36]. 

In critical illness in general, serum leptin could be of interest due to its involvement 

in the inflammatory process and glucose homeostasis [38–40]. As common features of crit-

ically ill patients, hyperglycemia and insulin resistance have been identified as adverse 

prognosis predictors in critical illness [45,46]. In fact, increased plasma leptin concentra-

tions have been found after intracerebral hemorrhage and was associated with a poor clin-

ical outcome [47]. However, in other critical illness such as sepsis, the picture is less clear 

with conflicting evidence [41,48]. Regarding the influence of nutritional status and sex, we 

also observed a positive correlation between BMI and serum leptin, with higher serum 

levels in female patients, as previously described [13]. Somewhat unexpectedly, we found 

a correlation with hemoglobin (Hb), which has not been described before and contradicts 

the notion that male patients have higher hemoglobin levels (given that leptin is lower in 

males). Our regression analysis showed lower levels of serum leptin in individuals with 

diabetes mellitus, which may be biased by the high levels of serum leptin in patients with 

ALF without diabetes, as the opposite has been described [49]. In our study, we did not 

observe any differences in serum leptin when comparing surviving, deceased, or trans-

planted patients (Figure A2). However, our cohort of patients with ALF was too small to 

exclude an influence on survival in this patient cohort. Interestingly, our results indicate 

that serum leptin is relatively stable in the first 48 h of ICU treatment, supporting its use 

as a biomarker (Figure 4). 

It is important to note the most relevant limitations of this study. A single-center 

study provides high technical accuracy and reproducibility but lacks the opportunity to 

include a wider variety of patients. Particularly in the smaller patient subgroups (dACLD 

and ALF), analyses are somewhat limited and may lack statistical power. Since some 

measurements were at the upper cutoff of 1000 pg/mL, dilution could potentially provide 

a be�er understanding and improve statistical analysis. Extensive correlation analyses 

must be carefully interpreted within the clinical context to avoid false positives. Future 

studies are needed to confirm our results in other patient cohorts. 

5. Conclusions 

This study reveals that critically ill patients admi�ed to the intensive care unit (ICU) 

due to acute liver failure (ALF) have elevated levels of serum leptin compared to patients 

with decompensated advanced liver disease (dACLD) or acute-on-chronic liver failure 

(ACLF). This may indicate acute tissue injury with ongoing hepatic remodeling. Interest-

ingly, low serum levels of leptin could be used to rule out ALF in patients with acute 

hepatic disease with a high negative predictive value (NPV), but not to confirm it. Addi-

tionally, our study found no association between serum leptin levels and transplant-free 

survival. Serum leptin levels remained stable within the first 48 h of ICU treatment, re-

gardless of the category of hepatic disease or transplant-free survival. 
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Appendix A 

 

Figure A1. (A) Serum leptin concentrations at ICU admission compared between different reasons 

for decompensation of ACLD in dACLD and ACLF patients. (B) Comparison of serum leptin levels 

between different causes of ACLF in dACLD and ACLF patients. Sample sizes: dACLD n = 21, ACLF 

n = 124. Overlaid dots represent individual measurements. Significance between groups was as-

sessed using the Kruskal–Wallis test. p-values < 0.05 were considered statistically significant. Abbre-

viations: ACLD: (decompensated) advanced chronic liver disease; ACLF: acute-on-chronic liver fail-

ure; MASLD: metabolic dysfunction-associated steatotic liver disease. 

Appendix A.1. Serum Leptin Is Not Predictive for Survival in Critically Ill Patients with  

Liver Dysfunction 

Additionally, we focused on elucidating the prognostic value of serum leptin concen-

trations at ICU admission in critically ill patients with liver disease. Initially, we conducted 

a univariate Cox regression analysis for serum leptin in relation to time to death or trans-

plant. Here, we did not observe any influence of serum leptin levels on transplant-free 

survival (HR 0.999, 95% CI 0.999–1.001, p = 0.854). Similarly, when comparing serum levels 

of leptin at ICU admission between surviving and deceased or transplanted patients at 

various time points (i.e., after 30, 60, 90, 180, and 365 days), we also did not observe 
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statistically significant differences. Comparing serum leptin levels at ICU admission in 

survivors to non-survivors of the ICU also yielded no difference (p = 0.314). However, 

median serum leptin levels were consistently slightly lower in deceased or transplanted 

patients (Figure A2). In the subgroup analyses of ALF and ACLF patients, serum leptin 

levels were also not associated with survival. 

 

Figure A2. (A–E) Serum leptin levels at admission to the ICU in a consecutive survival analysis of 

critically ill patients treated on the ICU for survival status on days 30 through 365. Sample sizes: 

patients n = 160. Overlaid dots represent individual measurements. Significance between groups 

was assessed using the Mann–Whitney U test. p-values < 0.05 were considered statistically signifi-

cant. 

  



Biomedicines 2024, 12, 1170 14 of 15 
 

References 

1. European Association for the Study of the Liver; Clinical Practice Guidelines Panel; Wendon, J.; Panel members; Cordoba, J.; 

Dhawan, A.; Larsen, F.S.; Manns, M.; Samuel, D.; Simpson, K.J.; et al. EASL Clinical Practical Guidelines on the management of 

acute (fulminant) liver failure. J. Hepatol. 2017, 66, 1047–1081. https://doi.org/10.1016/j.jhep.2016.12.003. 

2. European Association for the Study of the Liver; EASL Clinical Practice Guidelines on acute-on-chronic liver failure. J. Hepatol. 

2023, 79, 461–491. https://doi.org/10.1016/j.jhep.2023.04.021. 

3. Moreau, R.; Jalan, R.; Gines, P.; Pavesi, M.; Angeli, P.; Cordoba, J.; Durand, F.; Gustot, T.; Saliba, F.; Domenicali, M.; et al. Acute-

on-chronic liver failure is a distinct syndrome that develops in patients with acute decompensation of cirrhosis. Gastroenterology 

2013, 144, 1426–1437.e9. https://doi.org/10.1053/j.gastro.2013.02.042. 

4. Arroyo, V.; Moreau, R.; Jalan, R.; Gines, P.; EASL-CLIF Consortium CANONIC Study. Acute-on-chronic liver failure: A new 

syndrome that will re-classify cirrhosis. J. Hepatol. 2015, 62, S131–S143. https://doi.org/10.1016/j.jhep.2014.11.045. 

5. Galbois, A.; Aegerter, P.; Martel-Samb, P.; Housset, C.; Thabut, D.; Offenstadt, G.; Ait-Oufella, H.; Maury, E.; Guidet, B.; Collège 

des Utilisateurs des Bases des données en Réanimation (CUB-Réa) Group. Improved prognosis of septic shock in patients with 

cirrhosis: A multicenter study. Crit. Care Med. 2014, 42, 1666–1675. https://doi.org/10.1097/CCM.0000000000000321. 

6. Gustot, T.; Fernandez, J.; Garcia, E.; Morando, F.; Caraceni, P.; Alessandria, C.; Laleman, W.; Trebicka, J.; Elkrief, L.; Hopf, C.; 

et al. Clinical Course of acute-on-chronic liver failure syndrome and effects on prognosis. Hepatology 2015, 62, 243–252. 

https://doi.org/10.1002/hep.27849. 

7. Ingalls, A.M.; Dickie, M.M.; Snell, G.D. Obese, a new mutation in the house mouse. J. Hered. 1950, 41, 317–318. 

https://doi.org/10.1093/oxfordjournals.jhered.a106073. 

8. Coleman, D.L. A historical perspective on leptin. Nat. Med. 2010, 16, 1097–1099. https://doi.org/10.1038/nm1010-1097. 

9. Tartaglia, L.A.; Dembski, M.; Weng, X.; Deng, N.; Culpepper, J.; Devos, R.; Richards, G.J.; Campfield, L.A.; Clark, F.T.; Deeds, 

J.; et al. Identification and expression cloning of a leptin receptor, OB-R. Cell 1995, 83, 1263–1271. https://doi.org/10.1016/0092-

8674(95)90151-5. 

10. Zhang, Y.; Chua, S., Jr. Leptin Function and Regulation. Compr. Physiol. 2017, 8, 351–369. https://doi.org/10.1002/cphy.c160041. 

11. Frederich, R.C.; Hamann, A.; Anderson, S.; Lollmann, B.; Lowell, B.B.; Flier, J.S. Leptin levels reflect body lipid content in mice: 

Evidence for diet-induced resistance to leptin action. Nat. Med. 1995, 1, 1311–1314. https://doi.org/10.1038/nm1295-1311. 

12. El-Arabey, A.A.; Abdalla, M. GATA3 as an immunomodulator in obesity-related metabolic dysfunction associated with fatty 

liver disease, insulin resistance, and type 2 diabetes. Chem. Biol. Interact. 2022, 366, 110141. 

https://doi.org/10.1016/j.cbi.2022.110141. 

13. Rosenbaum, M.; Nicolson, M.; Hirsch, J.; Heymsfield, S.B.; Gallagher, D.; Chu, F.; Leibel, R.L. Effects of gender, body 

composition, and menopause on plasma concentrations of leptin. J. Clin. Endocrinol. Metab. 1996, 81, 3424–3427. 

https://doi.org/10.1210/jcem.81.9.8784109. 

14. Boden, G.; Chen, X.; Mozzoli, M.; Ryan, I. Effect of fasting on serum leptin in normal human subjects. J. Clin. Endocrinol. Metab. 

1996, 81, 3419–3423. https://doi.org/10.1210/jcem.81.9.8784108. 

15. Caro, J.F.; Kolaczynski, J.W.; Nyce, M.R.; Ohannesian, J.P.; Opentanova, I.; Goldman, W.H.; Lynn, R.B.; Zhang, P.L.; Sinha, M.K.; 

Considine, R.V. Decreased cerebrospinal-fluid/serum leptin ratio in obesity: A possible mechanism for leptin resistance. Lancet 

1996, 348, 159–161. https://doi.org/10.1016/s0140-6736(96)03173-x. 

16. Cowley, M.A.; Smart, J.L.; Rubinstein, M.; Cerdan, M.G.; Diano, S.; Horvath, T.L.; Cone, R.D.; Low, M.J. Leptin activates 

anorexigenic POMC neurons through a neural network in the arcuate nucleus. Nature 2001, 411, 480–484. 

https://doi.org/10.1038/35078085. 

17. Caron, A.; Dungan Lemko, H.M.; Castorena, C.M.; Fujikawa, T.; Lee, S.; Lord, C.C.; Ahmed, N.; Lee, C.E.; Holland, W.L.; Liu, 

C.; et al. POMC neurons expressing leptin receptors coordinate metabolic responses to fasting via suppression of leptin levels. 

Elife 2018, 7, e33710. https://doi.org/10.7554/eLife.33710. 

18. Balthasar, N.; Coppari, R.; McMinn, J.; Liu, S.M.; Lee, C.E.; Tang, V.; Kenny, C.D.; McGovern, R.A.; Chua, S.C., Jr.; Elmquist, 

J.K.; et al. Leptin receptor signaling in POMC neurons is required for normal body weight homeostasis. Neuron 2004, 42, 983–

991. https://doi.org/10.1016/j.neuron.2004.06.004. 

19. Friedman, J.M. Leptin and the endocrine control of energy balance. Nat. Metab. 2019, 1, 754–764. https://doi.org/10.1038/s42255-

019-0095-y. 

20. Friedman, J. The long road to leptin. J. Clin. Invest. 2016, 126, 4727–4734. https://doi.org/10.1172/JCI91578. 

21. Mantzoros, C.S.; Magkos, F.; Brinkoetter, M.; Sienkiewicz, E.; Dardeno, T.A.; Kim, S.Y.; Hamnvik, O.P.; Koniaris, A. Leptin in 

human physiology and pathophysiology. Am. J. Physiol. Endocrinol. Metab. 2011, 301, E567–E584. 

https://doi.org/10.1152/ajpendo.00315.2011. 

22. D’Souza, A.M.; Neumann, U.H.; Glavas, M.M.; Kieffer, T.J. The glucoregulatory actions of leptin. Mol. Metab. 2017, 6, 1052–1065. 

https://doi.org/10.1016/j.molmet.2017.04.011. 

23. Martinez-Sanchez, N. There and Back Again: Leptin Actions in White Adipose Tissue. Int. J. Mol. Sci. 2020, 21, 6039. 

https://doi.org/10.3390/ijms21176039. 

24. Martinez-Una, M.; Lopez-Mancheno, Y.; Dieguez, C.; Fernandez-Rojo, M.A.; Novelle, M.G. Unraveling the Role of Leptin in 

Liver Function and Its Relationship with Liver Diseases. Int. J. Mol. Sci. 2020, 21, 9368. https://doi.org/10.3390/ijms21249368. 

25. Xie, L.; Wang, H.; Hu, J.; Liu, Z.; Hu, F. The role of novel adipokines and adipose-derived extracellular vesicles (ADEVs): 

Connections and interactions in liver diseases. Biochem. Pharmacol. 2024, 222, 116104. https://doi.org/10.1016/j.bcp.2024.116104. 



Biomedicines 2024, 12, 1170 15 of 15 
 

26. Huynh, F.K.; Levi, J.; Denroche, H.C.; Gray, S.L.; Voshol, P.J.; Neumann, U.H.; Speck, M.; Chua, S.C.; Covey, S.D.; Kieffer, T.J. 

Disruption of hepatic leptin signaling protects mice from age- and diet-related glucose intolerance. Diabetes 2010, 59, 3032–3040. 

https://doi.org/10.2337/db10-0074. 

27. Flak, J.N.; Myers, M.G., Jr. Minireview: CNS Mechanisms of Leptin Action. Mol. Endocrinol. 2016, 30, 3–12. 

https://doi.org/10.1210/me.2015-1232. 

28. Rinella, M.E.; Lazarus, J.V.; Ratziu, V.; Francque, S.M.; Sanyal, A.J.; Kanwal, F.; Romero, D.; Abdelmalek, M.F.; Anstee, Q.M.; 

Arab, J.P.; et al. A multisociety Delphi consensus statement on new fatty liver disease nomenclature. Ann. Hepatol. 2024, 29, 

101133. https://doi.org/10.1016/j.aohep.2023.101133. 

29. Procaccini, C.; Galgani, M.; De Rosa, V.; Carbone, F.; La Rocca, C.; Ranucci, G.; Iorio, R.; Matarese, G. Leptin: The prototypic 

adipocytokine and its role in NAFLD. Curr. Pharm. Des. 2010, 16, 1902–1912. https://doi.org/10.2174/138161210791208884. 

30. Leclercq, I.A.; Farrell, G.C.; Schriemer, R.; Robertson, G.R. Leptin is essential for the hepatic fibrogenic response to chronic liver 

injury. J. Hepatol. 2002, 37, 206–213. https://doi.org/10.1016/s0168-8278(02)00102-2. 

31. Safar Zadeh, E.; Lungu, A.O.; Cochran, E.K.; Brown, R.J.; Ghany, M.G.; Heller, T.; Kleiner, D.E.; Gorden, P. The liver diseases of 

lipodystrophy: The long-term effect of leptin treatment. J. Hepatol. 2013, 59, 131–137. https://doi.org/10.1016/j.jhep.2013.02.007. 

32. Machado, M.V.; Coutinho, J.; Carepa, F.; Costa, A.; Proenca, H.; Cortez-Pinto, H. How adiponectin, leptin, and ghrelin 

orchestrate together and correlate with the severity of nonalcoholic fatty liver disease. Eur. J. Gastroenterol. Hepatol. 2012, 24, 

1166–1172. https://doi.org/10.1097/MEG.0b013e32835609b0. 

33. Polyzos, S.A.; Aronis, K.N.; Kountouras, J.; Raptis, D.D.; Vasiloglou, M.F.; Mantzoros, C.S. Circulating leptin in non-alcoholic 

fatty liver disease: A systematic review and meta-analysis. Diabetologia 2016, 59, 30–43. https://doi.org/10.1007/s00125-015-3769-

3. 

34. Cheung, O.K.; Cheng, A.S. Gender Differences in Adipocyte Metabolism and Liver Cancer Progression. Front. Genet. 2016, 7, 

168. https://doi.org/10.3389/fgene.2016.00168. 

35. Leclercq, I.A.; Field, J.; Farrell, G.C. Leptin-specific mechanisms for impaired liver regeneration in ob/ob mice after toxic injury. 

Gastroenterology 2003, 124, 1451–1464. https://doi.org/10.1016/s0016-5085(03)00270-1. 

36. Cilekar, M.; Uysal, O.; Bal, C.; Turel, S.; Yilmaz, S. Leptin increases mitotic index and regeneration ratio in hepatectomized rats. 

Med. Sci. Monit. Basic. Res. 2013, 19, 279–284. https://doi.org/10.12659/MSMBR.889591. 

37. Matsumoto, K.; Miyake, Y.; Umeda, Y.; Matsushita, H.; Matsuda, H.; Takaki, A.; Sadamori, H.; Nouso, K.; Yagi, T.; Fujiwara, T.; 

et al. Serial changes of serum growth factor levels and liver regeneration after partial hepatectomy in healthy humans. Int. J. 

Mol. Sci. 2013, 14, 20877–20889. https://doi.org/10.3390/ijms141020877. 

38. Koch, A.; Weiskirchen, R.; Zimmermann, H.W.; Sanson, E.; Trautwein, C.; Tacke, F. Relevance of serum leptin and leptin-

receptor concentrations in critically ill patients. Mediat. Inflamm. 2010, 2010, 473540. https://doi.org/10.1155/2010/473540. 

39. Hajri, T.; Gharib, M.; Kaul, S.; Karpeh, M.S., Jr. Association between adipokines and critical illness outcomes. J. Trauma. Acute. 

Care Surg. 2017, 83, 507–519. https://doi.org/10.1097/TA.0000000000001610. 

40. Alipoor, E.; Mohammad Hosseinzadeh, F.; Hosseinzadeh-Attar, M.J. Adipokines in critical illness: A review of the evidence 

and knowledge gaps. Biomed. Pharmacother. 2018, 108, 1739–1750. https://doi.org/10.1016/j.biopha.2018.09.165. 

41. Karampela, I.; Chrysanthopoulou, E.; Skyllas, G.; Christodoulatos, G.S.; Kandri, E.; Antonakos, G.; Stratigou, T.; Armaganidis, 

A.; Dalamaga, M. Circulating leptin, soluble leptin receptor and free leptin index in critically ill patients with sepsis: A 

prospective observational study. Minerva Anestesiol. 2021, 87, 880–890. https://doi.org/10.23736/S0375-9393.21.15368-4. 

42. Van Rossum, G.; Drake, F.L. Python 3 Reference Manual; CreateSpace: Scotts Valley, CA, USA, 2009. 

43. Greco, A.V.; Mingrone, G.; Favuzzi, A.; Capristo, E.; Gniuli, D.; Addolorato, G.; Brunani, A.; Cavagnin, F.; Gasbarrini, G. Serum 

leptin levels in post-hepatitis liver cirrhosis. J. Hepatol. 2000, 33, 38–42. https://doi.org/10.1016/s0168-8278(00)80157-9. 

44. Comlekci, A.; Akpinar, H.; Yesil, S.; Okan, I.; Ellidokuz, E.; Okan, A.; Ersoz, G.; Tankurt, E.; Batur, Y. Serum leptin levels in 

patients with liver cirrhosis and chronic viral hepatitis. Scand. J. Gastroenterol. 2003, 38, 779–786. 

https://doi.org/10.1080/00365520310003877. 

45. Van Cromphaut, S.J.; Vanhorebeek, I.; Van den Berghe, G. Glucose metabolism and insulin resistance in sepsis. Curr. Pharm. 

Des. 2008, 14, 1887–1899. https://doi.org/10.2174/138161208784980563. 

46. Whitcomb, B.W.; Pradhan, E.K.; Pittas, A.G.; Roghmann, M.C.; Perencevich, E.N. Impact of admission hyperglycemia on 

hospital mortality in various intensive care unit populations. Crit. Care Med. 2005, 33, 2772–2777. 

https://doi.org/10.1097/01.ccm.0000189741.44071.25. 

47. Dong, X.Q.; Huang, M.; Hu, Y.Y.; Yu, W.H.; Zhang, Z.Y. Time course of plasma leptin concentrations after acute spontaneous 

basal ganglia hemorrhage. World Neurosurg. 2010, 74, 286–293. https://doi.org/10.1016/j.wneu.2010.02.019. 

48. Langouche, L.; Vander Perre, S.; Frystyk, J.; Flyvbjerg, A.; Hansen, T.K.; Van den Berghe, G. Adiponectin, retinol-binding 

protein 4, and leptin in protracted critical illness of pulmonary origin. Crit. Care 2009, 13, R112. https://doi.org/10.1186/cc7956. 

49. Katsiki, N.; Mikhailidis, D.P.; Banach, M. Leptin, cardiovascular diseases and type 2 diabetes mellitus. Acta Pharmacol. Sin. 2018, 

39, 1176–1188. https://doi.org/10.1038/aps.2018.40. 

Disclaimer/Publisher’s Note: The statements, opinions and data contained in all publications are solely those of the individual au-

thor(s) and contributor(s) and not of MDPI and/or the editor(s). MDPI and/or the editor(s) disclaim responsibility for any injury to 

people or property resulting from any ideas, methods, instructions or products referred to in the content. 


