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[ ABSTRACT] Aim To explore the diagnostic value of peripheral blood monocyte to high density lipoprotein choles-
terol ratio ( MHR ) in lower extremity arterial stenosis. Methods 311 consecutive cases treated in the Eighth
Affiliated Hospital of Sun Yat-sen University from August 2018 to August 2020 were selected.  According to the degree of
lower extremity arterial stenosis, the patients were divided into four groups: (1) control group (n=65) ; lower extremity ar-
tery was normal; (2)mild lesion group (n=77) : 30% < lower extremity arterial stenosis<50% ; (3 ) moderate lesion group
(n=60) : 50% <lower extremity arterial stenosis < 75% ; (4)severe lesion group (n=109) ; lower extremity arterial ste-
nosis>75% or occlusion. MHR was calculated.  The clinical data and laboratory results of the four groups were collected
and compared. The influencing factors of lower extremity arterial stenosis and the diagnostic value of MHR in lower ex-
tremity arterial stenosis were analyzed. Results The differences in age, MHR, high-sensitivity C-reactive protein,

hemoglobin, high-density lipoprotein cholesterol, serum creatinine (SCr) , blood uric acid, blood homocysteine, history of
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hypertension, and history of diabetes were statistically significant among the four groups (P<0.05).

Multivariate Logistic

regression analysis showed that advanced age, high MHR, high SCr and history of diabetes were risk factors for patients

with lower extremity arterial stenosis (P<0.05).

Based on the predicted probability obtained from the multivariate

Logistic regression model, the ROC curve was drawn, and the area under the curve was 0. 953; When the predicted proba-

bility is 0. 86, the sensitivity and specificity for the diagnosis of lower extremity arterial stenosis were 85. 8% and 92.3% .

Conclusions High MHR is a risk factor for lower extremity arterial stenosis.

The multivariate Logistic regression model

established in this article has a high diagnostic value for lower extremity arterial stenosis.
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Table 1. Comparison of clinical data and laboratory examination indexes among the four groups

8. 784 53.86x11.24 71.22£9.04 74.92+9.57 74.91£10.16 69.88 <0.01
WY/ [ B(%) ] 31(47.7) 47(61.0) 31(51.7) 60(55.1) 2.75 >0.05
MR /[ (% ) ] 20(30.8) 27(35.1) 14(23.3) 33(30.3) 2.22 >0.05
MHR 0.36(0.27,0.52) 0.51(0.32,0.67) 0.48(0.32,0.66) 0.49(0.35,0.67) 12.28 <0.01
hs-CRP/ ( mg/L) 0.70(0.57,1.10) 0.70(0.49,1.30) 1.10(0.58,6.21) 1.40(0.97,4.45)  35.98 <0.01
WBC/(x10° L") 6.62(5.26,7.97) 6.69(5.51,7.72) 7.12(6.05,8.32) 6.40(5.47,7.48)  6.97 >0.05
N/(x10° L) 3.85(2.95,4.77) 4.09(3.20,5.17) 4.42(3.65,5.50) 3.94(3.29,4.95)  7.37 >0.05
M/(x10° L) 0.44(0.38,0.56) 0.49(0.40,0.60) 0.50(0.40,0.60) 0.50(0.40,0.63)  4.04 >0.05
Hb/ (g/L) 140.0(132.5,147.5) 134.0(122.0,145.0) 130.0(118.3,141.8) 124.0(113.0,133.0) 46.95 <0.01
PLT/(x10° L")  211.0(192.5,250.5) 207.0(179.0,242.5) 213.5(170.3,255.5) 196.0(170.5,241.0) 3.83 >0.05
TC/ ( mmol/L) 4.78(3.96,5.58) 4.14(3.49,5.02) 4.40(3.52,5.32) 4.63(3.58,5.41)  5.92 >0.05
TG/ (mmol/L) 1.49(1.03,2.03) 1.23(0.92,1.87) 1.48(0.89,2.26) 1.47(0.97,1.87)  2.23 >0.05
LDLC/(mmol/L)  2.91(2.27,3.45) 2.56(2.07,3.19) 2.66(2.08,3.63) 2.82(2.05,3.45)  4.72 >0.05
HDLC/(mmol/L)  1.16(1.00,1.30) 1.01(0.86,1.28) 1.03(0.86,1.24) 0.97(0.82,1.18)  15.24 <0.01
Lp(a)/(mg/L)  123.33(55.65,223.67) 136.00(76.30,262.20) 121.35(61.92,206.45) 156.00(83.65,2890.90) 4.79 >0.05
SCr/ ( mmol/L) 66.00(52.94,77.20)  78.00(64.78,96.15)  83.15(65.13,105.00)  91.80(73.00,117.50) 43.73 <0.0l
UA/( mmol/L) 356.54(308.83,438.77) 365.00(298.94,451.50) 416.40(350.25,502.00) 400.00(338.79,493.50) 13.16 <0.01
Hey/ ( umol/L) 9.20(6.81,11.35) 11.70(9.46,14.41) 12.33(9.93,15.78)  12.60(10.30,18.25)  43.88 <0.01
ﬁﬁiﬁfﬁ/ 31(47.7) 64(83.1) 48(80.0) 91(83.5) 33.75 <0.01
ﬁﬁ@ﬁm/ 12(18.5) 30(39.0) 35(58.3) 56(51.4) 25.38 <0.01

2.2 MHR 5EM&IEtra9E K E S 7
Spearman FEAHR /M1 45 R .7~ , MHR 5 B ¥ |
WAl 5 hs-CRP \WBC N M .PLT.TG .SCr . UA JHey |

B PRI s 5 S IE A ¢, 5 TC ,LDLC . HDLC 2 4H
X, SR Hb Lp(a) | & MUH 5000 8 28 A 6 &
(£2),
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& 2. MHR 5 &i5MRMBEXESTER

Table 2. Correlation analysis results between MHR and

various indicators

eI r & P1iA
B 0.387 3 <0.01
2 A 2 0.214 9 <0.01
hs-CRP 0.202 4 <0.01
WBC 0.470 7 <0.01
N 0.398 3 <0.01
M 0.8195 <0.01
PLT 0.137 7 <0.05
TG 0.197 4 <0.01
SCr 0.247 3 <0.01
UA 0.201 0 <0.01
Hey 0.130 7 <0.05
Wi IR I 0.189 2 <0.01
TC -0.286 0 <0.01
LDLC -0.190 8 <0.01
HDLC -0.753 2 <0.01
RIS -0.100 7 >0. 05
Hb 0.084 6 >0.05
Lp(a) 0.003 4 >0. 05
7 I 575 5 0.027 6 >0.05

2.3 BERETHEIKIRENZME RS H

PR R AT Bh ke as Sy R As i (WE . & =
1,5 =0), IR R0t 22 A e it s XY 4e
FRAEHS MHR  hs-CRP  Hb HDLC ,SCr.UA . Hey | 5
MRS (A A =1,T5=0) BRI L (A
fi=1,J=0)RHA2H, HITEZHEK Logistic 111543
Mr, 4550 B, i 5 MHR 5 SCr B8 0 s 5 2
BE R T B Bk pe 2= e B I & (P <0.05;
#3).
2.4 BERERE D EETRINRENIINE
E i

VAT gl ok e 7 1 7 i A B oy PR e (TRRAE
SR =1, SR AR g =2, R G AR 4 =3, JE 0
W =4) VISR R 0 h 22 558 e 2 L4
bR F AR & 307 2 N K Logistic 819 43#r, 455 B
7N, RS B MHR 5 SCr BE RIS S8 R BT
JHE B Ik e 9 72 R o R A T e R TR R R L
MHR | 5 SCr 2 B35 & A2 N s gh ok v B2 9 722 1) £ 6
HZ&E(P<0.05;%4~6),

R3. BEXETERIEERIMEZRN S EE Logistic B34 17

Table 3. Multivariate Logistic regression analysis of influencing factors of lower extremity arterial stenosis in patients

T H B SE Wald x* {8 OR {4 95% CI Py
AEW 0.214 0.030 51.598 1.238 1.168 ~1.312 <0.01
MHR 4.909 1.360 13.028 135. 446 9.423 ~1 946.895 <0.01
SCr 0.032 0.012 7.952 1.033 1.010 ~1.057 <0.01
BEIR IR L 1.187 0.512 5.371 3.277 1.201 ~8.943 <0.05

x4, BERERETHRIIREZME RN L EE Logistic 35317

Table 4. Multivariate Logistic regression analysis of influencing factors of mild lower extremity arterial stenosis in patients

ok B SE Wald x> fi OR fH 95% CI P
AEHL 0.207 0.035 34.297 1.230 1.148 ~1.318 <0.01
MHR 4.603 1.508 9.317 99.797 5.193 ~1917.734 <0.01
SCr 0.032 0.013 5.922 1.033 1.006 ~ 1. 060 <0.05
TR S 1.267 0.619 4.188 3.550 1.055 ~11.947 <0.05

x5 BERETNETEIKIREZMEZH S EE Logistic 3517

Table 5. Multivariate Logistic regression analysis of influencing factors of moderate lower extremity arterial stenosis in patients

ety B SE Wald x* OR fH 95% CI P{H
AE 0.220 0. 044 25.489 1.246 1.144 ~1.358 <0.01
MHR 5.805 2.013 8.312 331.961 6.416 ~17 176.241 <0.01
SCr 0.030 0.013 5.093 1.030 1.004 ~1.057 <0.05
R I s 1.285 0.731 3.088 3.615 0.862 ~15.155 >0.05
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6. BELEEETHIKIEEZMEZEMN L EZE Logistic B34

Table 6. Multivariate Logistic regression analysis of influencing factors of severe lower extremity arterial stenosis in patients

=gy B SE Wald x* {5 OR fH 95% CI P{H
AE 0.189 0.033 33. 666 1.208 1.133 ~1.287 <0.01
MHR 4.569 1.654 7.632 96. 483 3.772 ~2 467.946 <0.01
SCr 0.030 0.012 5.816 1.031 1.006 ~1.056 <0.05
WEPR I 5 1.610 0.608 7.009 5.003 1.519 ~16. 476 <0.01

2.5 ROC BZ&H

PIZE 3 [EAREAL (0 A 4 TSR . 1 MHR |
SCr W PRI 52 ) 45 H A T ABE S84 ROC £k, 45
SRR, & T A 0.953 (P<0.001 ) , 4 7 il 4%
FHL 0. 86 Bf, RAELE X 85.8% , 4557 ik 92.3% ,
I 2P B R (K1) .
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Figure 1. The diagnostic value of predictive
probability in lower extremity arterial stenosis

was analyzed by ROC curve
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Bk, 4 4 8 %% MHR  hs-CRP , Hb, HDLC ., SCr,
UA Hey (= i 50 W PRI B L3 25 7 24 A 40
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