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[ ABSTRACT] Aim To investigate the relationship between baseline monocyte to high density lipoprotein cholesterol

ratio (MHR) and acute heart failure ( AHF) in postmenopausal women with coronary heart disease (CHD). Methods
A cohort of 180 postmenopausal women was enrolled, who were diagnosed as CHD by coronary angiography in Shantou

Central Hospital ( Shantou, China) from December 2014 to July 2016.  The patients were categorized into two groups: fif-

ty-five patients with AHF in hospital as AHF group, one hundred and twenty-five patients without AHF as control group.

The relationship between MHR and AHF was assessed by Logistic regression analysis. Results MHR in AHF group

(0.48(0.31, 0.61) )was higher than that in control group(0.35 (0.23, 0.44)) (P=0.005). MHR was negatively

correlated with left ventricular ejection fraction (LVEF) by Spearman rank correlation analysis (r=-0.304, P=0.001)

and partial correlation analysis by controlling for age(r=-0.215, P=0.005). The optimal MHR cut-off level for predic-

ting AHF in postmenopausal women with CHD was 0. 367 7 ( specificity 70. 6% , sensitivity 59. 8% , area under the ROC
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curve 0. 646, standard error 0. 048, P=0. 003, 95% CI 0. 551 ~0. 740). Multivariate Logistic regression analysis showed
that the independent risk factors of AHF included MHR ( OR 2.560, 95% CI 1. 141 ~5.743, P=0.023), diabetes
mellitus (DM) (OR 2.245, 95%CI 1.012 ~4.977, P=0.047) , brain natriuretic peptide (BNP) (OR 5.518, 95% CI

2.140 ~14.226, P<0.001) and serum creatinine (OR 1.014, 95% CI 1.001 ~1.026, P=0.032).

Conclusion

MHR is an independent predictor of AHF during hospitalization in postmenopausal women with CHD.
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x1. RAKZRLTMEOREE —RIGAIRNZEERELR

Table 1. General clinical data and laboratory parameters of postmenopausal women with coronary heart disease in two groups

FELR TR} STHRZH (n=125) AHF 4 (n=55) P i
W/ (%) 67.32+9. 11 70.38+7. 14 0.042
FLE/[B(% ) ] 93(74.4) 40(72.7) 0.814
WA/ [ 1% ) ] 38(30.4) 29(52.7) 0.004
WA/ [ (% ) ] 8(6.4) 7(12.7) 0.314
/[ B %) ] 1(0.8) 0(0.0) 0.506
SYNTAX 43 1 /4% 21(11,27) 29(10,34) 0.001
455 (x10° /1) 8.25(6.80,10.45) 8.30(7.20,12.00) 0.004
AT (x10°/1) 0.55(0.40,0.70) 0.70(0.50,0.80) 0.013
LI % (x10 /L) 4.20=0.49 3.93+0.77 0.022
M£L2E H/ (g/dL) 125.01+12.94 120.42+17.95 0.054
/M4 (x10° /L) 247.0(203.3,279.8) 265.0(203.0,304.0) 0.518
MHR 0.35(0.23,0.44) 0.48(0.31,0.61) 0.005
SCr/ ( wmol/L) 71.2(63.0,78.9) 87.0(71.5,144.5) <0. 001
HDLC/ ( mmol/L) 1.65(1.39,2.04) 1.46(1.22,1.84) 0.189
LDLC/ ( mmol/L) 2.41(2.02,2.81) 2.26(2.02,2.98) 0.145
TC/ ( mmol/L) 5.66+1.32 5.91+1.59 0.272
TG/ (mmol/L) 1.30(1.07,1.84) 2.03(1.23,2.56) 0.163
25 & ILFE/ (mmol /L) 5.64(4.99,6.90) 6.99(5.18,9.76) 0.026
BNP/(ng/L) 90.4(32.6,359.4) 282.8(213.4,459.2) <0. 001
WUABEE A 1/ (pg/L) 0.030(0.007,1.167) 3.89(0.955,17.112) <0. 001
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#22), Spearman AHICH: 545 K B /n MHR 5 LVEF
BEHAHX (r=-0.304,P=0.001) , 5 FS L5 74156

F2. MAKZRLTERMREEZEBF OIHERELHTE

(r=-0.337,P<0.001), WIE4# 5, MHR 5
LVEF(r=-0.215,P=0.005) fil FS(r=-0.228,P=
0. 003) 3 A,

Table 2. Echocardiography datas of postmenopausal women with coronary heart disease in two groups

S50 XL (n=125) AHF #H (n=55) Pl
LVEF/% 64.2+9.1 54.1£13.6 <0.001
FS/% 37.00(33.08,41.83) 32.00(24.00,36.00) <0. 001
€O/ (L/min) 4.93+1.63 4.90+1.70 0.915
SV/mL 63.90+16.00 58.49+25.85 0.231
LAD/mm 35.945.7 36.6+5.2 0.439
LVEDD/mm 46.5+5.4 47.4+6.8 0.352
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CI0.551 ~0.740;& 1),
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Figure 1. Receiver operating characteristic curve of baseline
MHR to predict AHF in postmenopausal women with coro-

nary heart disease
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f45F MHR (OR 2.560,95% CI 1.141 ~5.743,P =
0.023) .DM(OR 2.245,95% CI 1.012 ~4.977,P =
0.047) .BNP(OR 5.518,95% CI 2. 140 ~ 14. 226 ,P<

0.001) F1 SCr( OR 1. 014,95% CI 1. 001 ~1. 026 ,P=
0.032) (£ 3), [FIH A Logit (P) = —4.004 +
0. 940X ;5 +0. 808X, +1. 708X 5 +0. 014X, (X =
43.400,P<0.001) ,
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Table 3. Multivariate binary Logistic regression model for
AHF in postmenopausal women with coronary heart disea-

ses

AR i B fEL PfH OR & 95% CI
MHR 0.940  0.023  2.560  1.141 ~5.743
DM 0.808  0.047  2.245  1.012~4.977
BNP 1.708  <0.001  5.518  2.140 ~14.226
SCr 0.014  0.032  1.014  1.001 ~1.026
i -4.004 <0.001  0.018
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L4 MHR K-V 543 Be ] 2Pk 0 01 3 & AR % )
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I3 /32 Logistic [H1H 43 #7245 54875 MHR DM |
BNP I SCr 2 4 28 J5 2 M ek 00 S8 3 A3 e W 18] &
A AHF A7 fEks &R

AL RN A B — R 2 5 T
AR Bl ik o83 B A A0 B Bl 1% 96 B N s FR L Bl kel
FEREACEESR 1T B, U HZ “ S 100 Bk, 5 A% 40
e B4R RS A BT DA OC Y L B i mT 3k A Bl
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FET-H
HDLC 5509 A1 32 2R KOG L8 FF (major

adverse cardiovascular events, MACE ) % ¥J] 4 &7,
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