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Abstract
Introduction: The independent diagnostic value of inflammatory markers neutrophil to lymphocyte ratio (NLR) and platelet to

lymphocyte ratio (PLR) and the diagnostic efficacy of NLR, derived neutrophil to lymphocyte ratio (dNLR), PLR, and lymphocyte-

to-monocyte ratio (LMR) in glioma cases remain unclear. We investigated the correlation of preoperative peripheral blood inflam-

matory markers with pathological grade, Ki-67 Proliferation Index, and IDH-1 gene phenotype in patients with glioma, focusing on

tumor grade and prognosis. Methods: We retrospectively analyzed the clinical, pathological, and laboratory data of 334 patients

with glioma with varying grades and 345 with World Health Organization (WHO I) meningioma who underwent initial surgery at

the Affiliated Hospital of Jining Medical University from December 2019 to December 2021. The diagnostic value of peripheral

blood inflammatory markers for glioma was investigated. Results: The proportion of men smoking and drinking was significantly

higher in the glioma group than in the meningioma group (P< .05); in contrast, the age and body mass index (Kg/m2) were sig-

nificantly lower in the glioma group (P= .01). Significant differences were noted in the pathological grade (WHO II, III, and IV), Ki-

67 Proliferation Index, and peripheral blood inflammatory markers such as lymphocyte median, NLR, dNLR, and PLR between

the groups (P< .05). No significant correlation existed between peripheral blood inflammatory factors and IDH-1 gene mutation

status or tumor location in patients with glioma (P> .05). LMR, NLR, dNLR, and PLR, varied significantly among different glioma

types (P< .05). White blood cell (WBC) count, neutrophil, NLR, and dNLR correlated positively with glioma risk. Further, WBC,

neutrophil, NLR, dNLR, and LMR had a high diagnostic efficiency. Conclusion: Peripheral blood inflammatory markers, serving

as noninvasive biomarkers, offer high sensitivity and specificity for diagnosing glioma, differentiating it from meningioma, diagnos-

ing GBM, and distinguishing GBM from low-grade glioma. These markers may be implemented as routine screening tools.
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Introduction
Gliomas are the most malignant primary intracranial tumors,
accounting for 40% of all primary brain tumors. The global
incidence rate is approximately 6/100,000, the median survival
period after surgery is approximately 15 months, and the most
common first-line treatment regimen is surgery combined with
radiotherapy and chemotherapy, and in recent years, the rapid
development of nanotechnology has brought new hope for
the treatment of gliomas, such as nanotechnology that can
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efficiently load chemotherapy drugs.1 The inflammatory micro-
environment is a general feature of gliomas that accelerates epi-
genetic changes in glioblastoma (GBM) and protects tumor
cells from immune surveillance. Notably, systemic inflamma-
tion plays a critical role in the occurrence and development of
glioma.2 Research on glioma and inflammation has mainly
focused on an inflammatory signal pathway and inflammatory
cytokines, such as the interleukin family members, transform-
ing growth factor-β1, and tumor necrosis factor-α. Evidence
on the relationship between glioma and peripheral blood
inflammatory indicators such as the neutrophil-to-lymphocyte
ratio (NLR), indirect neutrophil-to-lymphocyte ratio (dNLR),
platelet-to-lymphocyte ratio (PLR), and lymphocyte-to-
monocyte ratio (LMR) remains limited.

NLR and PLR are generally considered inexpensive and
repeatable inflammatory markers and are used as prognostic
indicators for various cancers. The relationship between NLR
and PLR in glioma has been widely studied; it may be an inde-
pendent risk factor for identifying patients with glioma with
poor prognosis.3 Moreover, changes between the basic NLR
and NLR are related to the prediction of glioma recurrence4

and postoperative survival.5 Some studies have found that
inflammatory markers such as NLR, dNLR, PLR, and prognos-
tic nutritional index (PNI) are correlated with Ki-67 expression
and the pathological grade of glioma, which may help to predict
the prognosis of glioma.6 Furthermore, the dNLR has been dis-
covered to hold the most significant value in differentiating
between glioma and other tumors, while the NLR exhibits the
highest accuracy in diagnosing glioma, potentially serving as
an independent parameter for predicting glioma grade.7 To
assess the diagnostic utility of the NLR, dNLR, PLR, LMR,
and PNI in glioma, a retrospective analysis was conducted on
750 patients with glioma, 44 patients with acoustic neuroma,
271 patients with meningioma, 102 patients with non-
pathological epilepsy, and 682 healthy controls. The findings
suggested that the combination of NLR and LMR had high sen-
sitivity and specificity in diagnosing glioma, differentiating it
from acoustic neuroma, meningioma, GBM, and in distinguish-
ing between GBM and low-grade glioma.8

However, controversy persists concerning the independent
diagnostic value of NLR and PLR, with no definitive conclu-
sion on the diagnostic efficacy of inflammatory markers like
NLR, dNLR, PLR, and LMR in glioma cases. Therefore, this
study primarily aimed to ascertain the prognostic and diagnostic
significance of peripheral blood inflammation markers in
patients with gliomas.

Materials and Methods

Patients and Examination
Retrospective analysis of patients with glioma and meningioma
(in the control arm, patients with meningiomas were selected
instead of “healthy people” to exclude potential glioma cases
among these so-called healthy individuals, who had not under-
gone brain Magnetic Resonance Imaging [MRI]) was conducted

at the Affiliated Hospital of Jining Medical University from
December 2019 to December 2021. All patients included in
this study met the following criteria: (1) glioma was histologi-
cally confirmed in resected or biopsy specimens according to
WHO standards, and meningioma was confirmed histopatholog-
ically in resections; (2) patients received no tumor-specific pre-
treatments such as radiotherapy or chemotherapy prior to
surgery; (3) patients had no blood diseases, infectious diseases,
metabolic syndrome, severe heart, renal, or liver dysfunctions,
other cancers, autoimmune, or inflammatory diseases, or were
on drugs related to inflammatory status; (4) complete laboratory
blood sample data were available; (5) after applying the inclusion
and exclusion criteria, informed consent was obtained from 334
patients with various grades of gliomas and 345 patients with
WHO grade I meningiomas (Figure 1). The study was authorized
by the Ethics Committee of the Affiliated Hospital of Jining
Medical University (protocol number 2022C210), and informed
consent was waived because of the retrospective study design.
The reporting of this study conformed to REMARK guidelines.9

We have de-identified all patient details.

Clinical Variables and Laboratory Testing
Demographic and clinicopathological variables, including age,
sex, tumor grade, and histological type, were retrieved from
patients’ medical records. As a routine preoperative examina-
tion, the laboratory department will complete the examination
within 2 h after collecting blood samples and carry out
routine blood tests, biochemistry, and other laboratory exami-
nations to obtain white blood cell, neutrophil, lymphocyte,
monocyte, and platelet counts. In addition, we calculated the
NLR, dNLR (the calculation formula is: absolute neutrophil
count /[white blood cell count - absolute neutrophil count] -
PLR), and LMR.

The expression of IDH-1 and Ki-67 in glioma tissues was
detected using immunohistochemistry (EnVision two-step
method). All operations were performed according to the kit
instructions. Glioma tissues were fixed in 10% neutral buffer
formalin, dehydrated through an alcohol gradient, embedded
in paraffin, and sliced to a thickness of 4-μm. The sections

Figure 1. Flowchart of the current study.
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were then placed on a baking sheet at 68 °C for 20 min and
underwent conventional xylene dewaxing and gradient
alcohol dehydration. Subsequently, the sections were washed
with water for 5 min and then rinsed three times with peripheral
blood smear (PBS) (pH 7.4) for 3 min each. The repair solution
used was ethylenediamine tetraacetic acid (PH 9.0), prepared at
200 ml with a 1:50 dilution according to the instructions. The
dewaxed and hydrated tissue sections were positioned on a
high-temperature resistant plastic section rack and placed in
the repair solution, followed by a 2× 3-min rinse with PBS.
Each section was treated with one drop of 3% H2O2 and incu-
bated at room temperature for 10 min to block endogenous per-
oxidase activity, then rinsed for 3× 3 min with PBS. After PBS
removal, each section was treated with 1 drop of primary anti-
body IDH-1/Ki-67 (1:200) (Fuzhou Maixin Biotechnology
Development Co., LTD) and incubated at room temperature
for 2 h, followed by a 3× 5-min PBS rinse. Each section was
then treated with one drop of polymer enhancer (reagent A)
(Gene Tech (Shanghai) Company Limited) and incubated at
room temperature for 20 min, followed by a 3× 3-min PBS
rinse. After another PBS rinse, each section received one drop
of enzyme-labeled anti-mouse/rabbit polymer (reagent B)
(Gene Tech (Shanghai) Company Limited) and was incubated
at room temperature for 30 min, followed by a 3× 5-min PBS
rinse. After removing the PBS, each section was treated with
one drop of freshly prepared 3,3′-Diaminobenzidine solution
and observed under a microscope for 5 min. The sections
were then stained with hematoxylin, differentiated with 0.1%
hydrochloric acid(HCl), rinsed with running water, blued,
dehydrated, and dried with a gradient alcohol. They were
made transparent with xylene, sealed with neutral gum, dried,
and observed. Brownish-yellow, brown, and tan colors indi-
cated positive results.

Statistical Analysis
We adopted a case-control study design and used descriptive
statistics to analyze the demographic characteristics of patients
with gliomas and meningioma controls. Frequency and percent-
age were used to describe the classification variables, and the
chi-square test was used to analyze whether the difference
between the two groups was statistically significant. The contin-
uous variables conforming to the normal distribution were
expressed by mean± standard deviation, and an independent
sample t-test compared the statistical differences between the
glioma and meningioma groups. The continuous variables
that conformed to the skewed distribution were represented
by the median (M), 25th, and 75th percentiles (P25 and P75),
and the statistical differences between the three groups were
compared using Kruskal–Wallis tests. Statistical differences
between the two groups were compared using the Mann–
Whitney U test. We divided the indicators horizontally accord-
ing to their quantiles in meningioma controls, analyzed the cor-
relation between inflammatory indicators and glioma risk using
multiple logistic regression, and used odds ratio (OR) and 95%
confidence interval (CI) as effect estimates. We drew a receiver

operating characteristic (ROC) curve for statistically significant
indicators in the logistic regression analysis and calculated the
area under the curve (AUC). Considering the detection value
of the maximum Youden index [(sensitivity+ specificity) - 1]
as the critical value (cutoff value), the diagnostic efficacy of
single and combined detection of each index was calculated.
Furthermore, we analyzed the correlation between inflamma-
tory indicators and glioma grade, IDH-1, and Ki-67
Proliferation Index. Statistical analysis was conducted using
SPSS26.0. The significance level was set at α=0.05, with P<
.05 deemed statistically significant.

Results

Baseline Characteristics of the Selected Participants
Table 1 describes the demographic information of glioma cases
and meningioma controls. A chi-square test was conducted on
the two groups of patients to analyze whether the difference
was statistically significant; 334 patients with gliomas(of the
431 glioma patients, 97 were excluded, including 26 with pre-
operative radiotherapy or chemotherapy, 31 with indefinite
pathological diagnosis, 15 with incomplete clinical data, 20
with other malignancies, and 5 with inflammatory diseases,
and the remaining 334 patients were included in statistical
analysis)(Figure 1), comprising 175 males (52.4%) and 159
females (47.6%), were selected for the experiment. The
average age of the participants was 52± 13 years. Further, 90
patients had a history of smoking (26.9%), 85 patients had a
history of drinking (25.4%), and their BMI was 24.01±
3.13 kg/m². A total of 335 patients with meningioma were
selected, comprising 74 men (21.4%) and 271 women
(78.6%). The average age of the participants was 55± 10
years, 43 (12.5%) had a history of smoking, and 39 (11.3%)
had a history of drinking, with a BMI of 24.84± 3.30 kg/m².
In summary, the male sex, smoking, and drinking ratios of

Table 1. Baseline Characteristics of the Participants.

Variables
Glioma
(N= 334)

Meningioma
(N= 345) P-value

Sex, N (%) < .001
Male 175 (52.4) 74 (21.4)
Female 159 (47.6) 271 (78.6)

Age, year 52± 13 55± 10 .001
BMI, kg/m2 24.01±

3.13
24.84± 3.30 .001

Smoking status, N (%) < .001
Non-smoker 244 (73.1) 302 (87.5)
smoker 90 (26.9) 43 (12.5)

Drinking status, N (%) < .001
Non-drinker 249 (74.6) 306 (88.7)
Drinker 85 (25.4) 39 (11.3)

Continuous variables were presented as mean± standard deviation or median
(interquartile range), according to its distribution; categorical variables were
presented asnumbers (percentage)；p-values were calculated by Student’s
t-test or chi-square test for different variables. P-value in bold indicates
significance at P< .05.
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patients with glioma were significantly higher than those of
meningioma controls (P< .05), while the age and BMI of
patients with glioma were significantly lower than those of
patients with meningioma (P< .05).

Relationship Between Peripheral Blood Inflammatory
Markers and Glioma Grade
According to the fourth edition of the WHO classification of
central nervous system tumors published in 2016,10 334
gliomas were categorized as follows: 130 were WHO Grade
II (38.9%), 74 were WHO Grade III (22.2%), and 130 were
WHO Grade IV (38.9%). We further studied the tumor classifi-
cations and explored the differences in the expression of inflam-
matory factors such as lymphocytes, NLR, dNLR, and PLR.
Notably, a negative correlation was found between glioma
grade and the median lymphocyte count. The median of lym-
phocytes in WHO II, III and IV patients(× 109 /L) was 1.97
(1.57-2.38), 1.68 (1.4-2.07), and 1.62 (1.28-1.98) respectively,
and the difference between the three groups was statistically
significant (P< .001); Kruskal–Wallis tests showed that the
interaction between glioma grade (WHO II–IV) and NLR
(P< .001), dNLR (P< .001), PLR (P< .002), and LMR (P<
.025) was statistically significant (Table 2). Histograms were
drawn for lymphocytes, NLR, dNLR, and PLR between the
WHO II and WHO III, WHO II and WHO IV, and WHO III
and WHO IV groups. We found that the median lymphocyte
count, NLR, and dNLR were significantly different between
the WHO II and WHO III and WHO II and WHO IV groups
(P< .05) but not between the WHO III and WHO IV groups
(Figure 2A–C). PLR was statistically significant between the
WHO II and WHO IV, WHO III, and WHO IV groups (P<
.05) but not between the WHO II and WHO III groups
(Figure 2D). Taken together, our data suggest that peripheral
blood inflammatory markers may be related to the glioma
grade.

Relationship Between Peripheral Blood Inflammatory
Markers and Glioma Types
As shown in Table 3, we used the Mann–Whitney U test to
analyze a statistical difference existed between the glioblastoma
and non-glioblastoma groups in lymphocytes, NLR, dNLR,
PLR, and LMR. The results showed that the median levels of
lymphocytes and LMR were significantly lower than those in
patients without glioblastoma, whereas the levels of neutro-
phils, NLR, dNLR, and PLR were significantly higher than
those of patients without glioblastoma (P < .05).

Relationship Between Peripheral Blood Inflammatory
Markers and the Location of Glioma
Studies had shown that the location of glioma may be related to
specific biological signatures, and the anatomical distribution of
glioma biomarkers had a high degree of variability, and this high
heterogeneity may have a clinical role. There was study shown
that patients with frontal lobe high-grade gliomas(HGGs) may
have better survival expectations.11 However, it is unclear
whether peripheral blood inflammatory indicators are related to
tumor location. Next, we used the Kruskal–Wallis test to analyze
whether changes were observed in peripheral blood inflammatory
indicators in patients with glioma in the frontal lobe, temporal
lobe, and other parts (Table 4). The results showed that the neu-
trophil count (P= .782), NLR (P= .7704), dNLR (P= .771),
LMR (P= .864), and levels of inflammatory markers in different
locations were not statistically significant (P> .05).

Relationship Between Peripheral Blood Inflammatory
Markers and IDH-1 Mutation in Glioma
IDH-1 is considered the earliest genetic event in the process
of glioma formation and is an essential molecular marker of

Table 2. Correlations Between Peripheral Blood Inflammatory Markers and Glioma Grade.

Variables
WHO II
(N= 130)

WHO III
(N= 74) WHO IV (N= 130) P-value

WBC(10^9/L) 6.28(5.09-7.56) 6.35 (5.36-7.67) 6.69 (5.34-8.36) .511
RBC(10^12/L) 4.56 (4.11-4.94) 4.41 (4.11-4.69) 4.48 (4.05-4.88) .219
Platelet(10^9/L) 240.5 (212.75-275.75) 224 (195.5-252) 241 (191.75-276.75) .032
Lymphocyte(10^9/L) 1.97 (1.57-2.38) 1.68 (1.4-2.07) 1.62 (1.28-1.98) <.001
Monocyte(10^9/L) 0.41 (0.33-0.55) 0.39 (0.3-0.51) 0.4 (0.32-0.51) .494
Neutrophil(10^9/L) 3.63 (2.75-4.6) 3.9 (3.1-5.06) 4.2 (3.23-5.95) .010
Eosinophils(10^9/L) 0.08 (0.05-0.15) 0.06 (0.03-0.1) 0.08 (0.04-0.15) .056
Basophil(10^9/L) 0.03 (0.02-0.04) 0.02 (0.02-0.03) 0.03 (0.02-0.04) .029
NLR 1.9 (1.36-2.58) 2.31 (1.51-3.13) 2.47 (1.84-4.19) <.001
dNLR 1.46 (1.04-1.96) 1.75 (1.19-2.35) 1.85 (1.4-3.04) <.001
PLR 126.38 (97.23-158.88) 128.59 (101.68-154.86) 140.37 (120.01-198.27) .002
LMR 4.74 (3.76-5.98) 4.41 (3.22-5.38) 4.16 (2.93-5.19) .025
RDW-SD(fl) 41.35 (39.8-43.55) 41.7 (39.5-43.4) 41.25 (39.5-43.9) .923
RDW-CV(%) 12.35 (11.9-12.93) 12.2 (11.9-12.73) 12.35 (12-12.8) .809

P-values for comparisons of the differences between glioma WHO grades group using the Kruskal-Wallis tests, P-value in bold indicates significance at P< .05.
LMR, lymphocyte-to-monocyte ratio; PLR, platelet-to-lymphocyte ratio.
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low-grade glioma.12 Some studies have predicted the sur-
vival rate of patients with glioblastoma by studying preop-
erative inflammatory markers and IDH mutation status.
Our analysis showed that a low NLR was only related to
the prognosis of the IDH wild-type GBM group. Some
study showed that high levels of NLR, monocyte to lympho-
cyte ratio (MLR) and PLR were risk factors for the progno-
sis of GBM patients, and preoperative hematological

markers may predict the survival status of individual
GBM patients 3 years after treatment, helping clinicians to
make good clinical decisions.13 We analyzed the differ-
ences in inflammatory markers between IDH-1 (-) (N=
157) and IDH-1 (+) (N= 54) using Mann–Whitney U tests
and found no difference in the inflammatory indicators in
patients with glioma IDH-1 (-) and IDH-1 (+) (P > .05)
(Table 5 and Figure 3).

Figure 2. (A-D) Histograms of the comparisons in wHO grade ii versus grade III, grade ii versus grade iv and grade III versus grade iv for
lymphocyte, NLR, dNLR and PLR; * P< .05, ** P< .01, *** P< .001, ns stands for not significant. PLR, platelet-to-lymphocyte ratio.
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Relationship Between Peripheral Blood Inflammatory
Markers and the Ki-67 PI in Glioma
The Ki-67 Proliferation Index is significantly correlated with
histopathological grading and is a crucial auxiliary marker of
glioma grading.14 We used Mann–Whitney U tests to analyze
the expression difference of inflammatory markers between
the Low Ki-67 PI and High Ki-67 PI groups and found that
the median lymphocyte level in patients with glioma Low
Ki-67 PI was 1.94, which was significantly higher than that in
patients with High Ki-67 PI (the median lymphocyte level
was 1.65) (Table 6 and Figure 4). In contrast, neutrophil
count, NLR, dNLR, PLR, and red cell distribution width-
standard deviation were significantly lower than those in
patients with a High Ki-67 PI. The difference between the

levels of inflammatory markers and Ki-67 PI was statistically
significant (P< .05).

Distribution of Peripheral Blood Inflammatory Markers
in Glioma and Meningioma
As shown in Table 7 and Figure 5 (A–F), differences existed
in the distribution of peripheral blood inflammatory markers
between meningiomas and gliomas. According to the Mann–
Whitney U test, the median levels of eosinophils and LMR in
patients with glioma were lower than those in patients with
meningioma. WBC, monocyte, and neutrophil counts,
NLR, and dNLR were significantly higher than those in
patients with meningioma (P < .05). Patients with gliomas

Table 3. Correlations Between Peripheral Blood Inflammatory Markers and Glioma Types.

Variables GBM (N= 130) Non GBM (N= 204) P-value

WBC(10^9/L) 6.7 (5.36-8.34) 6.28 (5.16-7.58) .186
RBC(10^12/L) 4.47 (4.04-4.87) 4.51 (4.11-4.82) .773
Platelet(10^9/L) 240 (192.25-276) 233.5 (201.25-271) .787
lymphocyte(10^9/L) 1.64 (1.28-1.99) 1.85 (1.5-2.21) <.001
Monocyte(10^9/L) 0.4 (0.31-0.52) 0.4 (0.33-0.53) .736
Neutrophil(10^9/L) 4.28 (3.25-5.88) 3.78 (2.92-4.71) .003
Eosinophils(10^9/L) 0.08 (0.03-0.15) 0.07 (0.04-0.14) .99
Basophil(10^9/L) 0.03 (0.02-0.04) 0.03 (0.02-0.04) .687
NLR 2.49 (1.84-4.14) 2.04 (1.41-2.88) <.001
dNLR 1.87 (1.4-3.02) 1.57 (1.14-2.08) <.001
PLR 140.24 (118.32-196.71) 127.58 (99.84-158.88) .001
LMR 4.16 (2.91-5.2) 4.56 (3.46-5.8) .022
RDW-SD(fl) 41.4 (39.5-43.9) 41.4 (39.6-43.35) .541
RDW-CV(%) 12.4 (12-12.8) 12.3 (11.9-12.83) .64

P-values for comparisons of the differences between the glioblastoma group and the non-glioblastoma group using the Mann-Whitney U tests, P-value in bold
indicates significance at P< .05.
LMR, lymphocyte-to-monocyte ratio; PLR, platelet-to-lymphocyte ratio.

Table 4. Correlations Between Peripheral Blood Inflammatory Markers and the Location of Glioma.

Variables Frontal lobe (N= 130) Temporal lobe (N= 74) Other parts (N= 130) P-value

WBC(10^9/L) 6.71 (5.58-7.79) 6.11 (5.21-7.62) 6.23 (5.05-7.82) .404
RBC(10^12/L) 4.54 (4.06-4.88) 4.51 (4.14-4.82) 4.44 (4.08-4.81) .733
Platelet(10^9/L) 234.5 (201.25-267) 246 (193.5-287.5) 234 (198-272) .493
lymphocyte(10^9/L) 1.82 (1.43-2.22) 1.72 (1.39-2.04) 1.71 (1.36-2.14) .441
Monocyte(10^9/L) 0.43 (0.33-0.55) 0.39 (0.32-0.49) 0.39 (0.32-0.52) .243
Neutrophil(10^9/L) 4.03 (3.17-5.19) 3.8 (3.06-5.21) 3.87 (2.79-5.24) .782
Eosinophils(10^9/L) 0.09 (0.04-0.15) 0.07 (0.03-0.17) 0.06 (0.04-0.13) .377
Basophil(10^9/L) 0.03 (0.02-0.04) 0.03 (0.02-0.05) 0.03 (0.01-0.04) .110
NLR 2.23 (1.52-3.25) 2.26 (1.61-3.89) 2.18 (1.59-3.14) .704
dNLR 1.67 (1.18-2.34) 1.7 (1.29-2.84) 1.65 (1.23-2.31) .771
PLR 125.33 (101.48-166.91) 143.59 (114.87-180.4) 136.79 (104.19-171.32) .111
LMR 4.4 (3.19-5.71) 4.41 (3.23-5.57) 4.4 (3.44-5.4) .864
RDW-SD(fl) 41.35 (39.58-44.1) 41.3 (39.3-42.78) 41.4 (39.6-43.9) .636
RDW-CV(%) 12.4 (11.9-12.9) 12.2 (11.9-12.7) 12.3 (12-12.9) .175

P-values for comparisons of the differences between glioma location using the Kruskal-Wallis tests, p-value in bold indicates significance at p< .05.
LMR, lymphocyte-to-monocyte ratio; PLR, platelet-to-lymphocyte ratio.
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exhibited increases in the number of WBC, monocytes, neu-
trophils, NLR, and dNLR, along with a decreased LMR,
compared with those with meningioma. A statistically sig-
nificant difference was noted in the distribution of inflamma-
tory factors between these two types of brain tumors (P <
.05).

Correlation Between Peripheral Blood Inflammatory
Markers and Glioma Risk
After adjusting for sex, age, BMI, smoking, drinking, and other
factors, the level was divided according to the third quantile of
meningioma control. Multivariate logistic regression was
employed to analyze the correlation between inflammatory
indicators and the risk of glioma. The OR and 95% CI served
as effect estimates. An OR value of 1 suggests that the factor
does not influence the disease’s occurrence; an OR greater
than 1 indicates a risk factor; an OR less than 1 suggests a pro-
tective factor.

The WBC count, neutrophil count, NLR, and dNLR were
significantly and positively correlated with the risk of glioma
(Table 8). Compared with that in the first quantile, the risk of
glioma in the third quantile increased by 1.84 (1.24, 2.74),
2.01 (1.34, 3.02), 1.94 (1.29, 2.93), and 1.93 (1.29, 2.90)
times, respectively. Furthermore, LMR levels were negatively
correlated with the risk of glioma. Notably, compared with
that in the first third quartile, the risk of glioma in the third quan-
tile was 0.52 (0.35, 0.79). Moreover, the expression of inflam-
matory markers was associated with the risk of glioma (P< .05).

Prognostic Value of Peripheral Blood Inflammatory
Markers for Glioma
Peripheral blood inflammatory indicators were clearly corre-
lated with the clinicopathological features of patients with
glioma. Furthermore, we aimed to determine whether they
could be involved in the diagnosis of patients with glioma.
That is, when some patients did not undergo in-depth brain

Table 5. Correlations Between Peripheral Blood Inflammatory Markers and Glioma IDH-1.

Variables IDH-1(-) (N= 157) IDH-1 (+) (N= 54) P-value

WBC(10^9/L) 6.20 (4.99-7.82) 6.34 (5.44-7.41) .624
RBC(10^12/L) 4.51 (4.22-4.87) 4.38 (3.98-4.80) .157
Platelet(10^9/L) 232.00 (191.50-269.00) 229.50 (196.25-272.75) .654
lymphocyte(10^9/L) 1.67 (1.36-2.17) 1.90 (1.48-2.14) .166
Monocyte(10^9/L) 0.38 (0.30-0.48) 0.39 (0.32-0.48) .44
Neutrophil(10^9/L) 3.87 (2.72-5.33) 3.89 (3.05-4.81) .746
Eosinophils(10^9/L) 0.07 (0.04-0.15) 0.06 (0.04-0.12) .660
Basophil(10^9/L) 0.03 (0.02-0.04) 0.03 (0.02-0.04) .909
NLR 2.15 (1.59-3.32) 2.15 (1.42-3.15) .569
dNLR 1.66 (1.23-2.50) 1.68 (1.17-2.41) .691
PLR 135.40 (102.73-168.83) 134.76 (100.37-175.01) .494
LMR 4.72 (3.45-5.77) 4.90 (3.56-6.46) .536
RDW-SD(fl) 41.60 (39.90-43.90) 41.00 (39.58-43.05) .244
RDW-CV(%) 12.30 (12.00-12.85) 12.10 (11.88-12.70) .101

P-values for comparisons of the differences between glioma IDH-1(-) and IDH-1(+) group using theMann-Whitney U tests, P-value in bold indicates significance at
P< .05.
LMR, lymphocyte-to-monocyte ratio; PLR, platelet-to-lymphocyte ratio.

Figure 3. Photomicrographs of glioma tissue stained for IDH-1: (A) mutant type, (B) wild type, original magnification: ×400.
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Table 6. Correlations Between Peripheral Blood Inflammatory Markers and Ki-67 PI.

Variables Low Ki-67 PI (N= 133) High Ki-67 PI (N= 173) P-value

WBC(10^9/L) 6.27 (5.16-7.31) 6.71 (5.24-8.14) .171
RBC(10^12/L) 4.58 (4.14-4.95) 4.46 (4.08-4.76) .053
Platelet(10^9/L) 239.00 (204.50-275.00) 232.00 (192.50-266.50) .255
lymphocyte(10^9/L) 1.94 (1.54-2.25) 1.65 (1.31-2.05) .001
Monocyte(10^9/L) 0.40 (0.33-0.53) 0.39 (0.31-0.52) .580
Neutrophil(10^9/L) 3.63 (2.92-4.62) 4.15 (3.05-5.58) .008
Eosinophils(10^9/L) 0.07 (0.05-0.15) 0.07 (0.03-0.14) .073
Basophil(10^9/L) 0.03 (0.02-0.04) 0.03 (0.02-0.04) .038
NLR 1.97 (1.38-2.76) 2.32 (1.76-3.89) <.001
dNLR 1.48 (1.09-2.04) 1.77 (1.36-2.74) <.001
PLR 130.68 (98.37-158.49) 137.50 (110.01-180.03) .039
LMR 4.56 (3.48-5.98) 4.28 (3.18-5.28) .094
RDW-SD(fl) 40.80 (39.05-43.35) 41.70 (39.8-43.80) .035
RDW-CV(%) 12.3 (11.90-12.80) 12.40 (12.00-12.90) .229

P-values for comparisons of the differences between glioma Low Ki-67 PI and High Ki-67 PI group using the Mann-Whitney U tests, P-value in bold indicates
significance at P< .05.
LMR, lymphocyte-to-monocyte ratio; PLR, platelet-to-lymphocyte ratio.

Figure 4. Photomicrographs of glioma tissue stained for expression of ki-67 pi: (A) high ki-67 pi, (B) low ki-67 pi, original magnification: ×400.

Table 7. Distribution of Peripheral Blood Inflammatory Markers in Glioma and Meningioma.

Variables Glioma (N= 334) Meningioma (N= 345) P-value

WBC(10^9/L) 6.41 (5.21-7.75) 5.69 (4.84-6.83) <.001
RBC(10^12/L) 4.48 (4.09-4.83) 4.42 (4.18-4.74) .397
Platelet(10^9/L) 236.00 (198.75-272.00) 241.00 (205.50-289.00) .099
lymphocyte(10^9/L) 1.74 (1.40-2.16) 1.84 (1.48-2.13) .144
Monocyte(10^9/L) 0.40 (0.32-0.52) 0.36 (0.29-0.44) <.001
Neutrophil(10^9/L) 3.88 (3.04-5.20) 3.38 (2.62-4.25) <.001
Eosinophils(10^9/L) 0.07 (0.04-0.14) 0.09 (0.05-0.15) .022
Basophil(10^9/L) 0.03 (0.02-0.04) 0.03 (0.02-0.04) .496
NLR 2.22 (1.57-3.19) 1.82 (1.35-2.51) <.001
dNLR 1.67 (1.23-2.38) 1.42 (1.07-1.92) <.001
PLR 134.88 (103.99-169.32) 133.75 (106.00-168.87) .927
LMR 4.40 (3.27-5.45) 5.10 (4.03-6.32) <.001
RDW-SD(fl) 41.40 (39.6-43.70) 41.60 (39.90-43.20) .623
RDW-CV(%) 12.30 (11.9-12.80) 12.40 (12.00-12.90) .084

P-values for comparisons of the differences between glioma and meningioma using the Mann-Whitney U tests, P-value in bold indicates significance at P< .05.
LMR, lymphocyte-to-monocyte ratio; PLR, platelet-to-lymphocyte ratio.
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MRI, surgery, or other tests, we could identify patients with
glioma through changes in some indicators in the peripheral
blood. After adjusting for sex, age, and other factors, ROC
curve analysis was performed on the experimental data, and
the AUC was obtained from the ROC curve. The area under
the ROC curve ranges from 0–1. The closer the value
approaches 1, the stronger the diagnostic efficiency.
Generally, the higher the AUC, the more robust the differential
ability of the diagnostic test. The AUC for a completely worth-
less test is 0.5, while for the ideal diagnostic test it is 1. The
diagnostic value ranges from low at 0.5 to 0.7, medium from
0.7 to 0.9, and >0.9, indicating the highest diagnostic value.
The results indicated that the AUC for WBC was 0.72 (95%

CI [0.68,0.76]), and the cutoff value for WBC was 0.48, with
a sensitivity of 0.65 and a specificity of 0.70. The AUC for neu-
trophils was 0.72 (95% CI [0.68,0.76]), and the cutoff value for
neutrophils was 0.46, with a sensitivity of 0.67 and a specificity
of 0.68. The AUC for NLR was 0.71 (95% CI [0.68, 0.75]), and
the cutoff value for NLR was 0.50, with a sensitivity of 0.61 and
a specificity of 0.76. The AUC for dNLR was 0.71 (95% CI
[0.67,0.75]), and the cutoff value for dNLR was 0.52, with a
sensitivity of 0.61 and a specificity of 0.76. The AUC for
LMR was 0.71 (95% CI [0.67,0.75]), and the cutoff value for
LMR was 0.45, with a sensitivity of 0.67 and a specificity of
0.70. In conclusion, the AUCs for WBC, neutrophil, NLR,
dNLR, and LMR under the ROC curve ranged from 0.71 to

Figure 5. (A-F) Histograms of the comparisons in glioma versus meningioma for WBC, monocyte, neutrophil, NLR, dNLR and LMR; * P< .05,
** P< .01, *** P< .001, ns stands for not significant. LMR, lymphocyte-to-monocyte ratio.
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0.72, which could be utilized for diagnosing glioma. However,
owing to chronic inflammatory reactions and various malignant
tumors, these markers could increase to varying degrees. These
markers have high sensitivity but relatively low specificity;
therefore, they are not independent gold standards for the diag-
nosis of glioma. Thus, it is crucial to identify other
glioma-related serum markers and their combined detection
(Table 9 and Figure 6).

Discussion
Recent studies have shown that the glioma microenvironment
exhibits cytokine and chemokine profiles similar to those
observed during chronic inflammation.15 Peripheral inflamma-
tory parameters, such as NLR, dNLR, LMR, and PLR, may
prove to be reliable, sensitive, and cost-effective markers for
glioma diagnosis, glioma grade prediction, treatment response
monitoring, and predicting recurrence.7 Moreover, the correla-
tion between differential expression of inflammatory parame-
ters and gliomas has not been clarified. We further analyzed
the evaluation value of NLR, dNLR, PLR, LMR, WBC
count, and other parameters for glioma by retrospectively

analyzing the differences in the expression of inflammatory
parameters between glioma and meningioma.

Currently, researchers believe that NLR, LMR, and NLR+
LMR are helpful for diagnosis and differential diagnosis of
glioma, and the combination of peripheral blood inflammatory
indicators may be a tool for the preoperative diagnosis of
glioma.8 Inflammatory reactions are closely associated with
glioma development and prognosis. Experiments have been
conducted to evaluate the influence of inflammatory indicators
on the prognoses of different glioma molecular subtypes. High
NLR, low LMR, and high dNLR were associated with poor
prognosis, whereas PLR had no prognostic significance.16

However, in addition to the value of peripheral blood inflamma-
tory indicators in the diagnosis and prognosis of glioma, the
correlation between the expression of inflammatory indicators
in glioma and tumor grade, location of onset, and pathological
markers remains unclear. Nonetheless, the sensitivity and spe-
cificity of the different inflammatory indicators in gliomas
have not yet been clarified. Future research should further
investigate the diagnostic efficacy of different indicators and
indicator combinations and screen for effective and cheap spe-
cific markers.

Table 8. Correlation Between Peripheral Blood Inflammatory Markers and Glioma Riska.

Variables

Odds Ratios (95%CIs)

P-trendTertile 1 Tertile 2 Tertile 3

WBC(10^9/L) 1.00 (reference) 0.98 (0.64, 1.50) 1.84 (1.24, 2.74) .001
RBC(10^12/L) 1.00 (reference) 0.63 (0.42, 0.96) 0.70 (0.46, 1.07) .098
Platelet(10^9/L) 1.00 (reference) 1.25 (0.84, 1.85) 0.95 (0.63, 1.42) .745
lymphocyte(10^9/L) 1.00 (reference) 0.60 (0.40, 0.90) 0.85 (0.57, 1.26) .358
Monocyte(10^9/L) 1.00 (reference) 1.12 (0.74, 1.70) 1.46 (0.97, 2.20) .064
Neutrophil(10^9/L) 1.00 (reference) 1.17 (0.76, 1.79) 2.01 (1.34, 3.02) <.001
Eosinophils(10^9/L) 1.00 (reference) 0.47 (0.32, 0.71) 0.64 (0.43, 0.94) .050
Basophil(10^9/L) 1.00 (reference) 0.73 (0.51, 1.04) 0.91 (0.57, 1.46) .377
NLR 1.00 (reference) 1.47 (0.96, 2.24) 1.94 (1.29, 2.93) .002
dNLR 1.00 (reference) 1.25 (0.82, 1.90) 1.93 (1.29, 2.90) .001
PLR 1.00 (reference) 1.09 (0.73, 1.62) 0.95 (0.64, 1.42) .760
LMR 1.00 (reference) 0.58 (0.39, 0.85) 0.52 (0.35, 0.79) .001
RDW-SD(fl) 1.00 (reference) 0.80 (0.54, 1.19) 0.87 (0.59, 1.28) .473
RDW-CV(%) 1.00 (reference) 0.73 (0.50, 1.08) 0.89 (0.59, 1.33) .625

aModel was adjusted for sex, age, BMI, smoking and drinking status.
LMR, lymphocyte-to-monocyte ratio; PLR, platelet-to-lymphocyte ratio.

Table 9. Diagnostic Value of Peripheral Blood Inflammatory Markers in Patients with Gliomaa.

Variables AUC (95%CIs) Cut off value sensitivity specificity Youden index

WBC(10^9/L) 0.72 (0.68, 0.76) 0.48 0.65 0.70 0.35
Neutrophil(10^9/L) 0.72 (0.68, 0.76) 0.46 0.67 0.68 0.35
NLR 0.71 (0.68, 0.75) 0.50 0.61 0.76 0.37
dNLR 0.71 (0.67, 0.75) 0.52 0.61 0.76 0.37
LMR 0.71 (0.67, 0.75) 0.45 0.67 0.70 0.37
Joint 0.72 (0.68, 0.76) 0.48 0.65 0.71 0.36

aModel was adjusted for sex, age, BMI, smoking and drinking status.
AUC, area under the curve; LMR, lymphocyte-to-monocyte ratio.
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Specifically, in our study, with the improvement in the patholog-
ical grade of glioma, the median number of neutrophils in patients
with WHO grades II, III, and IV(× 109 /L) was 3.63, 3.9, and 4.2,
respectively; the median lymphocyte(× 109 /L) was 1.97, 1.68, and
1.62, respectively (Table 2). Consequently, the elevation in NLR
and dNLR observed in patients with glioma stems from the
increase in neutrophil count coupled with a relative decline in lym-
phocyte count. Our data revealed that the neutrophil-dependent
inflammatory response was intensified, while the lymphocyte-
mediated antitumor immune response was diminished.
Furthermore, previous studies had corroborated high NLR was
independently associated with 30-day postoperative mortality and
shorter overall survival (OS) among surgically treated patients
with spinal metastasis.17 Neutrophils are the most abundant circu-
lating leukocytes in humans. Their complex roles in gliomas
include their ability to play a tumor-promoting or antitumor role
and their ability to show various polarized phenotypes.18 Studies
have shown that neutrophils in human peripheral blood can infil-
trate tumors, play an essential role in tumor angiogenesis,
promote the malignant phenotype of gliomas, and regulate
glioma grading. The decrease in peripheral blood lymphocytes
indicated that the antitumor immune function of the cells was
reduced, thus providing a relatively stable environment for the
growth and migration of tumor cells. Weng et al found that the
NLR and radiological characteristics of peripheral blood inflamma-
tory markers were positively correlated with the proliferation index

in patients with glioma, whereas the proliferation index was highly
correlated with tumor grade.19 In summary, a positive correlation
was noted between NLR, dNLR, and tumor grade, with the
highest expression in glioblastoma.

PLR and LMR have been shown to predict the prognosis
of many malignant tumors, such as lung cancer20 and colo-
rectal cancer.21 However, the use of the PLR and LMR to
evaluate gliomas is rare. Here, as the pathological grading
of glioma improved, the median LMR levels for WHO
grade II, III, and IV patients were 4.74, 4.41, and 4.16,
respectively; median PLR levels were observed at 126.38,
128.59, and 140.37. LMR expression showed a negative
correlation with the pathological grade of glioma, while
PLR exhibited a positive correlation (Table 2). Kemerdere
et al found that the expression of LMR differed across
glioma grades, especially in high-grade gliomas, which is
consistent with our current results.22 Compared with that
of the meningioma control group, the median LMR level
of meningioma was 5.10, while the levels of WBC, mono-
cytes, neutrophils, NLR, and dNLR were significantly
higher. In this study, the PLR, LMR, NLR, and dNLR
were identified as biomarkers for glioma grading, and
their application in the differential diagnosis and prognosis
prediction of glioma was supported (Table 7).

In glioblastomas, tumor-associated macrophages account for
50% of the tumor volume and play an essential role in tumor

Figure 6. ROC curves showed the diagnostic value of WBC, neutrophil, NLR, dNLR, LMR and their combinations in patients with glioma
(A:WBC; B: neutrophil; C:NLR; D: dNLR; E: LMR; F:their combinations). LMR, lymphocyte-to-monocyte ratio; ROC, receiver operating
characteristic.
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maintenance and development. Macrophages exhibit critical
regional differences between the periphery of invasive and
hypoxic tumor cores.23 However, the relationship between
peripheral blood inflammatory factors and the location of
gliomas remains unclear. Therefore, we carried out relevant
statistical analyses to prove for the first time that the expression
of peripheral blood inflammatory indicators was similar regard-
less of the location of the glioma (Table 4).

Pathological examination continues to be the gold standard for
diagnosing gliomas during clinical treatment. Ki-67 PI and IDH-1
are significant indicators of meningioma progression. Some
studies have demonstrated that Ki-67 PI is significantly related to
the pathological grading of gliomas, and there exists a potential bio-
logical relationship between Ki-67 PI and inflammatory markers
such asNLR and PLR.6 These results were consistent with our find-
ings. Some research showed that IDH-1 mutation was an indepen-
dent factor in prolonging the OS and progression-free survival
(PFS) of patients with GBM.24We further analyzed the relationship
between IDH-1 and peripheral blood inflammatory indicators.
However, our results showed no difference in inflammatory indica-
tors between patients with IDH-1(-) and IDH-1(+) glioma (P> .05).

Currently, the diagnosis and screening of glioma mainly rely
on imaging examinations; however, imaging examinations are
expensive, and it is difficult to differentiate between some
primary brain tumors and gliomas.25 Therefore, it is important
to establish a multi-element prognostic nomogram for glioblas-
toma based on peripheral blood detection, conventional MRI,
and clinical factors, which will improve prognostic evalua-
tion.26 Therefore, the identification of new biomarkers with
noninvasive, diagnostic, and prognostic characteristics is
urgently needed. Circulating biomarkers have potential clinical
applications in population screening, tumor subtype classifica-
tion, tumor status monitoring, and the delivery of individualized
treatments generated by tumor genotyping. However, there is
currently no clinical application for circulating biomarkers
that are sensitive to glioma.27 The current study analyzed the
correlation between inflammatory indicators and glioma risk,
producing an ROC curve. The experimental results indicate
that the WBC count, neutrophil count, NLR, and dNLR were
significantly positively correlated with glioma risk, while
LMR levels were negatively correlated. These five indicators
—WBC count, neutrophil count, NLR, dNLR, and LMR—
demonstrated significant diagnostic efficacy for gliomas, and
these biomarkers exhibited considerable clinical value. First,
due to their low cost, they can be broadly applied in glioma
screening, enhancing the diagnostic rate. Second, for brain
tumors that are challenging to diagnose via imaging, combining
inflammatory indicators with MRI can aid in diagnosis. Third,
these biomarkers are instrumental in guiding the radiotherapy
and chemotherapy of glioma. A previous study indicated that
neutrophilia at any time interval before and after radiotherapy,
NLR prior to radiation, and thrombocytopenia post-radiation
are predictive of poor glioma prognosis.28 Pretreatment inflam-
matory markers can predict the efficacy of bevacizumab in
recurrent glioma,29 however, the main limitations of the study
were its retrospective design and the small and diverse sample.

There were some limitations in our retrospective study. (1)
Our study only collected data from a relatively small proportion
of glioma patients in our hospital, one single clinical center.
Therefore, the need for a multicenter study and a larger
number of glioma patients to verify our preliminary results
would be more convincing; (2) Patients with glioma were not fol-
lowed up in this study, and the specific prognosis was unknown.

Conclusion
NLR, dNLR, PLR, and other inflammatorymarkers correlated with
WHO grade and Ki-67 PI in patients with glioma. Additionally,
WBC, neutrophil, NLR, and dNLR were significantly positively
correlated with glioma risk, while LMR levels were inversely corre-
lated with this risk. We also demonstrated that the peripheral blood
inflammatory index, serving as a noninvasive biomarker, exhibits
relatively high sensitivity and specificity for diagnosing glioma, dif-
ferentiating glioma frommeningioma, diagnosingGBM, and distin-
guishingGBMfrom low-grade glioma. This index can be utilized as
a routine screening tool in patients with glioma. These findingsmay
further elucidate the role of the peripheral blood inflammation index
in glioma development. In the future, we will follow up more
patients to conduct relevant studies, and study the correlation
between preoperative inflammatory markers and patient prognosis,
which has an important guiding role for clinical work.

Acknowledgements
Theauthorswould like to thank thePhDResearchFoundationofAffiliated
Hospital of Jining Medical University for its support to our research.

Declaration of Conflicting Interests
The authors declared no potential conflicts of interest with respect to
the research, authorship, and/or publication of this article.

Ethics Approval Consent to Participate:
The study was approved by the Ethics Committee of Affiliated Hospital
of Jining Medical University (protocol number 2022C210) and informed
consent was waived due to the retrospective study design.

Funding
The authors disclosed receipt of the following financial support for the
research, authorship, and/or publication of this article: This study was
supported by PhD Research Foundation of Affiliated Hospital of Jining
Medical University (Grant NO. 2021-BS-006) and 2022 key research
and development program of Jining Science and Technology Bureau
(policy guidance)(No.2022YXNS031).

ORCID iD
Bo Li https://orcid.org/0000-0003-0783-4174

References

1. Kim J, Zhu Y, Chen S, et al. Anti-glioma effect of ginseng-derived
exosomes-like nanoparticles by active blood-brain-barrier penetra-
tion and tumor microenvironment modulation. J Nanobiotechnology.
2023 Aug 4;21(1):253.

12 Technology in Cancer Research & Treatment

https://orcid.org/0000-0003-0783-4174
https://orcid.org/0000-0003-0783-4174


2. Chen N, Peng C, Li D. Epigenetic underpinnings of inflammation:
A key to unlock the tumor microenvironment in glioblastoma.
Front Immunol. 2022 Apr 29;13:869307. doi:10.3389/fimmu.
2022.869307.

3. Chim ST, Sanfilippo P, O’Brien TJ, Drummond KJ, Monif M.
Pretreatment neutrophil-to-lymphocyte/monocyte-to-lympho-
cyte ratio as prognostic biomarkers in glioma patients. J
Neuroimmunol. 2021 Dec 15;361:577754. doi:10.1016/j.
jneuroim.2021.577754.

4. Ma L, Li G,WeiM. Neutrophil-to-Lymphocyte ratio and its changes
are related to grade II-IV glioma recurrence. Cancer Manag Res.
2020 Sep 30;12:9429-9434. doi:10.2147/CMAR.S267523.

5. Garrett C, Becker TM, Lynch D, et al. Comparison of neutrophil
to lymphocyte ratio and prognostic nutritional index with other
clinical and molecular biomarkers for prediction of glioblastoma
multiforme outcome. PLoS One. 2021 Jun 17;16(6):e0252614.

6. Xu G, Li C, Wang Y, Ma J, Zhang J. Correlation between preop-
erative inflammatory markers, Ki-67 and the pathological grade of
glioma. Medicine (Baltimore). 2021 Sep 10;100(36):e26750.

7. Sharma G, Jain SK, Sinha VD. Peripheral inflammatory blood
markers in diagnosis of glioma and IDH Status. J Neurosci
Rural Pract. 2021 Jan;12(1):88-94.

8. Zheng SH, Huang JL, Chen M, Wang BL, Ou QS, Huang SY.
Diagnostic value of preoperative inflammatory markers in patients
with glioma: A multicenter cohort study. J Neurosurg. 2018
Sep;129(3):583-592.

9. McShane LM, Altman DG, Sauerbrei W, Taube SE, Gion M,
Clark GM. Statistics subcommittee of the NCI-EORTC working
group on cancer diagnostics. REporting recommendations for
tumour MARKer prognostic studies (REMARK). Br J Cancer.
2005 Aug 22;93(4):387-391.

10. Wesseling P, Capper D. WHO 2016 Classification of gliomas.
Neuropathol Appl Neurobiol. 2018 Feb;44(2):139-150.

11. Raysi Dehcordi S, Galzio R, Marrone F, et al. Brain location and
tumor biological markers in high- and low-grade gliomas. J
Neurosurg Sci. 2023 Apr;67(2):143-149.

12. Persico P, Lorenzi E, Losurdo A, et al. Precision oncology in
lower-grade gliomas: Promises and pitfalls of therapeutic strate-
gies targeting IDH-mutations. Cancers (Basel). 2022 Feb
22;14(5):1125.

13. Duan X, Yang B, Zhao C, Tie B, Cao L, Gao Y. Prognostic value
of preoperative hematological markers in patients with glioblas-
toma multiforme and construction of random survival forest
model. BMC Cancer. 2023 May 12;23(1):432.

14. Theresia E, Malueka RG, Pranacipta S, et al. Association between
Ki-67 labeling index and histopathological grading of glioma in
Indonesian population. Asian Pac J Cancer Prev. 2020 Apr
1;21(4):1063-1068.

15. Ma Q, Long W, Xing C, et al. Cancer stem cells and immunosup-
pressive microenvironment in glioma. Front Immunol. 2018 Dec
21;9:2924. doi:10.3389/fimmu.2018.02924.

16. Qi Z, Cai J, Meng X, Cai S, Tang C, Lang L. Prognostic value of
preoperative inflammatory markers among different molecular

subtypes of lower-grade glioma. J Clin Neurosci. 2022
Feb;96:180-186. doi:10.1016/j.jocn.2021.10.006.

17. Ryvlin J, Kim SW, Hamad MK, et al. The prognostic role of
neutrophil-to-lymphocyte ratio, platelet-to-lymphocyte ratio, and
systemic immune-inflammation index on short- and long-term
outcome following surgery for spinal metastases. J Neurosurg
Spine. 2023 Dec 29;40(4):475-484.

18. Lin YJ, Wei KC, Chen PY, Lim M, Hwang TL. Roles of neutro-
phils in glioma and brain metastases. Front Immunol. 2021 Aug
13;12:701383. doi:10.3389/fimmu.2021.701383.

19. Weng Y, Zhang X, Han J, et al. Do selected blood inflammatory
markers combined with radiological features predict proliferation
Index in glioma patients? World Neurosurg. 2018 Oct;118:e137-
e146. doi:10.1016/j.wneu.2018.06.142.

20. Mandaliya H, Jones M, Oldmeadow C, Nordman II. Prognostic
biomarkers in stage IV non-small cell lung cancer (NSCLC):
Neutrophil to lymphocyte ratio (NLR), lymphocyte to monocyte
ratio (LMR), platelet to lymphocyte ratio (PLR) and advanced
lung cancer inflammation index (ALI). Transl Lung Cancer Res.
2019 Dec;8(6):886-894.

21. Yamamoto T, Kawada K, Obama K. Inflammation-Related bio-
markers for the prediction of prognosis in colorectal cancer
patients. Int J Mol Sci. 2021 Jul 27;22(15):8002.

22. Kemerdere R, Akgun MY, Toklu S, Alizada O, Tanriverdi T.
Preoperative systemic inflammatory markers in low- and high-
grade gliomas: A retrospective analysis of 171 patients. Heliyon.
2019 May 8;5(5):e01681.

23. Landry AP, Balas M, Alli S, Spears J, Zador Z. Distinct regional
ontogeny and activation of tumor associated macrophages in
human glioblastoma. Sci Rep. 2020 Nov 11;10(1):19542.

24. Lan Z, Li X, Zhang X. Glioblastoma: An update in pathology,
molecular mechanisms and biomarkers. Int J Mol Sci. 2024 Mar
6;25(5):3040.

25. Du X, He Y, Lin W. Diagnostic accuracy of the diffusion-
weighted imaging method used in association with the apparent
diffusion coefficient for differentiating between primary central
nervous system lymphoma and high-grade glioma: Systematic
review and meta-analysis. Front Neurol. 2022 Jun
24;13:882334. doi:10.3389/fneur.2022.882334.

26. Rao C, Jin J, Lu J, et al. A multielement prognostic nomogram
based on a peripheral blood test, conventional MRI and clinical
factors for glioblastoma. Front Neurol. 2022 Feb 9;13:822735.
doi:10.3389/fneur.2022.822735.

27. Jones J, Nguyen H, Drummond K, Morokoff A. Circulating bio-
markers for glioma: A review. Neurosurgery. 2021 Feb
16;88(3):E221-E230.

28. Hsu EJ, Thomas J, Maher EA, et al. Neutrophilia and post-
radiation thrombocytopenia predict for poor prognosis in
radiation-treated glioma patients. Front Oncol. 2022 Sep
9;12:1000280. doi:10.3389/fonc.2022.1000280.

29. Martínez-González A, Cabrera R, Lloret M, Lara PC. Pretreatment
inflammatory indices predict bevacizumab response in recurrent
glioma. Cancer Drug Resist. 2020 Aug 7;3(3):623-635.

Li et al 13

https://doi.org/10.3389/fimmu.2022.869307
https://doi.org/10.3389/fimmu.2022.869307
https://doi.org/10.1016/j.jneuroim.2021.577754
https://doi.org/10.1016/j.jneuroim.2021.577754
https://doi.org/10.2147/CMAR.S267523
https://doi.org/10.3389/fimmu.2018.02924
https://doi.org/10.1016/j.jocn.2021.10.006
https://doi.org/10.3389/fimmu.2021.701383
https://doi.org/10.1016/j.wneu.2018.06.142
https://doi.org/10.3389/fneur.2022.882334
https://doi.org/10.3389/fneur.2022.822735
https://doi.org/10.3389/fonc.2022.1000280

	 Introduction
	 Materials and Methods
	 Patients and Examination
	 Clinical Variables and Laboratory Testing
	 Statistical Analysis

	 Results
	 Baseline Characteristics of the Selected Participants
	 Relationship Between Peripheral Blood Inflammatory Markers and Glioma Grade
	 Relationship Between Peripheral Blood Inflammatory Markers and Glioma Types
	 Relationship Between Peripheral Blood Inflammatory Markers and the Location of Glioma
	 Relationship Between Peripheral Blood Inflammatory Markers and IDH-1 Mutation in Glioma
	 Relationship Between Peripheral Blood Inflammatory Markers and the Ki-67 PI in Glioma
	 Distribution of Peripheral Blood Inflammatory Markers in Glioma and Meningioma
	 Correlation Between Peripheral Blood Inflammatory Markers and Glioma Risk
	 Prognostic Value of Peripheral Blood Inflammatory Markers for Glioma

	 Discussion
	 Conclusion
	 Acknowledgements
	 References


<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /All
  /Binding /Left
  /CalGrayProfile (Dot Gain 20%)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile ()
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Warning
  /CompatibilityLevel 1.4
  /CompressObjects /Tags
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /DetectCurves 0.0000
  /ColorConversionStrategy /LeaveColorUnchanged
  /DoThumbnails false
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams false
  /MaxSubsetPct 5
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness false
  /PreserveHalftoneInfo false
  /PreserveOPIComments false
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Preserve
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages false
  /ColorImageMinResolution 300
  /ColorImageMinResolutionPolicy /OK
  /DownsampleColorImages true
  /ColorImageDownsampleType /Average
  /ColorImageResolution 300
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /CropGrayImages false
  /GrayImageMinResolution 300
  /GrayImageMinResolutionPolicy /OK
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Average
  /GrayImageResolution 300
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /CropMonoImages false
  /MonoImageMinResolution 1200
  /MonoImageMinResolutionPolicy /OK
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Average
  /MonoImageResolution 1200
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /PDFX1a:2003
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError false
  /PDFXTrimBoxToMediaBoxOffset [
    33.84000
    33.84000
    33.84000
    33.84000
  ]
  /PDFXSetBleedBoxToMediaBox false
  /PDFXBleedBoxToTrimBoxOffset [
    9.00000
    9.00000
    9.00000
    9.00000
  ]
  /PDFXOutputIntentProfile (None)
  /PDFXOutputConditionIdentifier ()
  /PDFXOutputCondition ()
  /PDFXRegistryName ()
  /PDFXTrapped /False

  /CreateJDFFile false
  /Description <<

    /BGR <>
    /CHS <FEFF4f7f75288fd94e9b8bbe5b9a521b5efa7684002000500044004600206587686353ef901a8fc7684c976262535370673a548c002000700072006f006f00660065007200208fdb884c9ad88d2891cf62535370300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c676562535f00521b5efa768400200050004400460020658768633002>
    /CHT <FEFF4f7f752890194e9b8a2d7f6e5efa7acb7684002000410064006f006200650020005000440046002065874ef653ef5728684c9762537088686a5f548c002000700072006f006f00660065007200204e0a73725f979ad854c18cea7684521753706548679c300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c4f86958b555f5df25efa7acb76840020005000440046002065874ef63002>
    /CZE <>
    /DAN <>
    /DEU <>
    /ESP <>
    /ETI <>
    /FRA <>
    /GRE <>

    /HRV <>
    /HUN <>
    /ITA <>
    /JPN <>
    /KOR <FEFFc7740020c124c815c7440020c0acc6a9d558c5ec0020b370c2a4d06cd0d10020d504b9b0d1300020bc0f0020ad50c815ae30c5d0c11c0020ace0d488c9c8b85c0020c778c1c4d560002000410064006f0062006500200050004400460020bb38c11cb97c0020c791c131d569b2c8b2e4002e0020c774b807ac8c0020c791c131b41c00200050004400460020bb38c11cb2940020004100630072006f0062006100740020bc0f002000410064006f00620065002000520065006100640065007200200035002e00300020c774c0c1c5d0c11c0020c5f40020c2180020c788c2b5b2c8b2e4002e>
    /LTH <>
    /LVI <>
    /NLD (Gebruik deze instellingen om Adobe PDF-documenten te maken voor kwaliteitsafdrukken op desktopprinters en proofers. De gemaakte PDF-documenten kunnen worden geopend met Acrobat en Adobe Reader 5.0 en hoger.)
    /NOR <>
    /POL <>
    /PTB <>
    /RUM <>
    /RUS <>
    /SKY <>
    /SLV <>
    /SUO <>
    /SVE <>
    /TUR <>
    /UKR <>
    /ENU (Use these settings to create Adobe PDF documents for quality printing on desktop printers and proofers.  Created PDF documents can be opened with Acrobat and Adobe Reader 5.0 and later.)
  >>
  /Namespace [
    (Adobe)
    (Common)
    (1.0)
  ]
  /OtherNamespaces [
    <<
      /AsReaderSpreads false
      /CropImagesToFrames false
      /ErrorControl /WarnAndContinue
      /FlattenerIgnoreSpreadOverrides false
      /IncludeGuidesGrids false
      /IncludeNonPrinting false
      /IncludeSlug false
      /Namespace [
        (Adobe)
        (InDesign)
        (4.0)
      ]
      /OmitPlacedBitmaps false
      /OmitPlacedEPS false
      /OmitPlacedPDF false
      /SimulateOverprint /Legacy
    >>
    <<
      /AddBleedMarks true
      /AddColorBars false
      /AddCropMarks true
      /AddPageInfo true
      /AddRegMarks false
      /BleedOffset [
        9
        9
        9
        9
      ]
      /ConvertColors /NoConversion
      /DestinationProfileName ()
      /DestinationProfileSelector /NA
      /Downsample16BitImages true
      /FlattenerPreset <<
        /PresetSelector /MediumResolution
      >>
      /FormElements false
      /GenerateStructure true
      /IncludeBookmarks true
      /IncludeHyperlinks true
      /IncludeInteractive false
      /IncludeLayers false
      /IncludeProfiles false
      /MarksOffset 6
      /MarksWeight 0.250000
      /MultimediaHandling /UseObjectSettings
      /Namespace [
        (Adobe)
        (CreativeSuite)
        (2.0)
      ]
      /PDFXOutputIntentProfileSelector /NA
      /PageMarksFile /RomanDefault
      /PreserveEditing true
      /UntaggedCMYKHandling /LeaveUntagged
      /UntaggedRGBHandling /LeaveUntagged
      /UseDocumentBleed false
    >>
    <<
      /AllowImageBreaks true
      /AllowTableBreaks true
      /ExpandPage false
      /HonorBaseURL true
      /HonorRolloverEffect false
      /IgnoreHTMLPageBreaks false
      /IncludeHeaderFooter false
      /MarginOffset [
        0
        0
        0
        0
      ]
      /MetadataAuthor ()
      /MetadataKeywords ()
      /MetadataSubject ()
      /MetadataTitle ()
      /MetricPageSize [
        0
        0
      ]
      /MetricUnit /inch
      /MobileCompatible 0
      /Namespace [
        (Adobe)
        (GoLive)
        (8.0)
      ]
      /OpenZoomToHTMLFontSize false
      /PageOrientation /Portrait
      /RemoveBackground false
      /ShrinkContent true
      /TreatColorsAs /MainMonitorColors
      /UseEmbeddedProfiles false
      /UseHTMLTitleAsMetadata true
    >>
  ]
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [612.000 792.000]
>> setpagedevice


