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[ ABSTRACT ] Aim To investigate the application value of monocyte (MONO) to high density lipoprotein ( HDL)
ratio (MHR) in the early screening of peripheral arterial disease (PAD). Methods 131 patients hospitalized in our
hospital from January 1, 2017 to December 31, 2017 were retrospectively analyzed.  According to the results of color
Doppler ultrasonography of lower extremity arteries, the patients were divided into two groups: (1)80 patients in the dis-
ease group had obvious stenosis (>50% ) and/or occlusion of lower extremity arteries; (2)51 patients in the control group
had normal lower extremity arteries.  General information and laboratory findings of patients were collected.  The differ-
ence of MHR was compared between two groups.  The predictive values of MONO, HDL and MR for PAD were assessed.
Results There were no significant differences in general condition, blood routine and biochemical indexes between the two
groups (P>0.05). MONO and MHR in the disease group were significantly higher than those in the control group, and
HDL was significantly lower than that in the control group (P<0.001). ROC curve analysis showed that the areas under
the curve of MONO, HDL and MR predicting PAD were 0. 701, 0. 657 and 0. 820, respectively.  The sensitivity of MHR
was the highest (88.2% ). Compared MHR with MONO (Z=1.978, P=0.048), MHR with HDL (Z=2.963, P=
0.002), the differences were statistically significant. Conclusion MONO, HDL and MHR are correlated with PAD,

while MHR is more sensitive and valuable for early prediction of PAD.
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HNE BRI ( peripheral arterial disease, PAD)
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HDL lb#,2=0.912,P=0.362, R L E i %=
;24 MHR 5 MONO [b#:,2=1.978,P=0. 048, %
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Table 1. Comparison of general clinical situation, blood conventions, biochemical indexes and MHR between two groups

W H PIRZH (n=80) XFHEL (n=51) X2/t i P
HHLHI(%) ] 50(62.50) 32(62.75) 0. 001 0.977
I () 70. 34+9. 29 69. 69+8. 09 0.411 0. 682
IR (% ) ] 69(86.25) 41(80.39) 0. 794 0.373
FERIG[ (% ) ] 58(72.50) 34(66. 67) 0. 507 0.476
WAL B (% ) ] 38(47.50) 22(43.14) 0.239 0. 625
= C VR H (mg/L) 3.31£2.57 3.10+2.23 0. 489 0. 625
E 200 ( x10° /L) 7.00£1. 65 7.04x1.49 0.148 0. 883
FrR AT (x10° /1) 4.24+1.17 4.33x1.16 0. 433 0. 666
ML/ (x10° /1) 225.00+57. 62 236. 69+54. 77 1.154 0.251
MLLHH (g/L) 130. 95+14. 33 134.86+14. 33 1.524 0.130
LT (%102 /L) 7. 40=0. 89 7.450.91 1.314 0.191
L1 AR TR A B (% ) 15.44+1.35 14.86+1.32 0. 868 0. 387
Hl =K (mmol /L) 1.80«1. 15 2.14%2.25 1. 149 0.253
J4IE [ % ( mmol/L) 4.33+1.03 4.39+1.22 0.344 0.732
{525 RS 1 (mmol /L) 2.61+0.78 2. 68%0. 59 0. 543 0. 588
%M (a) (mg/L) 191. 49+203. 52 194.22£176. 98 0.079 0.937
[ Y e &2 ((umol /L) 13.55+8. 96 12.00+2. 95 1. 194 0.235
JRPR ( wmol/L) 369. 98+99. 84 357.98+84. 06 0.754 0. 542
WL ML EH (% ) 7.81+1.95 7.36+2.29 1.192 0.235
WL (wmol/L) 79.93£19. 16 75.84x15. 28 1.282 0.201
MONO( x10°/L) 0.52+0. 15 0.40=0. 12 5.021 <0. 001
HDL( mmol/L) 0.95+0. 16 1.10+0. 27 3.870 <0. 001
MHR 0. 58=0. 22 0.380.17 7.277 <0. 001
% 2. MONO . HDL #1 MHR % PAD g%l &
Table 2. The predictive value of MONO, HDL and MHR to PAD
T H (. BUREE (%) FERE(% ) AUC PRifER 95% CI P{E
MONO 0.44 65.5 70. 8 0.701 0.041 0. 625 ~0.785 <0.001
HDL 0.90 54.4 61.5 0. 657 0.033 0.592 ~0.722 0. 004
MHR 0.40 88.2 62.3 0. 820 0. 044 0. 734 ~0. 906 <0.001
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Figure 1. The predictive value of MONO, HDL and MHR to PAD is analyzed by ROC curve
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