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Abstract: Osteoporosis is characterized by low bone mass and increased bone fragility. Numer-
ous studies have suggested that inflammation contributes to its pathogenesis. The neutrophil-to-
lymphocyte ratio (NLR) and platelet-to-lymphocyte ratio (PLR) are simple, noninvasive biomarkers
that can reflect the inflammation status on human body. However, evidence on their associations with
osteoporosis remains scant. The PubMed, Embase, and Cochrane Library databases were searched for
relevant studies from their inception to April 2022. Observational studies providing complete NLR
or PLR data in both the osteoporosis and normal bone mineral density (BMD) groups were included.
Studies involving individuals at risk of secondary osteoporosis or restricted to a certain disease
population were excluded. The main outcome was the associations of NLR and PLR with osteoporo-
sis. Between-group differences were measured using mean differences (MDs) and 95% confidence
intervals (CIs). In our analysis, both NLR and PLR were significantly higher in the osteoporosis group
(MD = 0.494, 95% CI: 0.339–0.649, p < 0.0001; MD = 23.33, 95% CI: 4.809–41.850, p = 0.014, respectively)
than in the normal BMD group. NLR was significantly higher in postmenopausal women with
osteoporosis (MD = 0.432, 95% CI: 0.309–0.544, p < 0.0001). Our findings suggest the associations of
NLR and PLR with osteoporosis. NLR and PLR constitute potential targets in osteoporosis screening.

Keywords: neutrophil-to-lymphocyte ratio; platelet-to-lymphocyte ratio; osteoporosis; bone mineral
density

1. Introduction

Osteoporosis is a metabolic skeletal disease characterized by reduced bone mass,
increased bone fragility, and the microarchitectural deterioration of bone tissue, which
result in susceptibility to fracture [1]. Osteoporosis is especially common in older men
and postmenopausal women; an overview revealed that one-third of women aged more
than 50 years will experience osteoporotic fractures at some point in their lifetime, as will
one-fifth of older men [2]. Osteoporotic fractures account for 0.83% of the global burden
of noncommunicable diseases, with an osteoporotic fracture occurring every 3 seconds [3].
Considering the rapid aging of the population globally, osteoporosis constitutes a consider-
able public health concern because of its associated fracture risks and care demands [4].

Osteoporosis is a multifactorial disease, which may be attributed to endocrine, metabolic,
and mechanical factors. Risk factors for osteoporosis include older age, being female, es-
trogen deficiency, and long-term use of medications such as glucocorticoids [5]. Emerging
evidence suggests that inflammation plays an essential role in bone turnover [6]. Chronic
inflammation and aging-related immune system remodeling are potentially associated
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with the pathogenesis of osteoporosis [7]. Experimental studies have indicated that several
proinflammatory cytokines, including interleukin (IL)-1, IL-6, and tumor necrosis factor
(TNF), are linked to reduced bone mass and increased fracture risk [6]. High-sensitivity
C-reactive protein (CRP), a commonly used clinical marker of systemic inflammation, is
correlated with bone mineral density (BMD) and osteoporotic fracture in several immune
and inflammatory diseases as well as in healthy individuals, which suggests a relationship
between subclinical systemic inflammation and osteoporosis [8]. Despite the strong asso-
ciation between inflammatory markers and bone loss, researchers have not determined
which marker is the most critical for bone health and the most suitable for use in clinical
osteoporosis screening [9].

The neutrophil-to-lymphocyte ratio (NLR) and platelet-to-lymphocyte ratio (PLR),
the ratio of absolute neutrophil and platelet count to absolute lymphocyte count, are
simple, cost-effective, and noninvasive biomarkers that can reflect the inflammation status
on human body [10]. Several studies have shown that they are useful markers in the
assessment of inflammatory response and disease activity in autoimmune disorders such
as systemic lupus erythematosus and rheumatoid arthritis [11]. However, few studies
have reported on the correlations of NLR and PLR with osteoporosis even with increasing
evidence of the role of inflammation in the pathogenesis of osteoporosis. No conclusive
evidence has been provided on the associations of these two biomarkers with osteoporosis.

Considering the limited and inconclusive state of the literature, we performed a
meta-analysis probing the differences in NLR and PLR between individuals with and
without osteoporosis. We hypothesized that both NLR and PLR were higher in individuals
with osteoporosis.

2. Materials and Methods
2.1. Search Strategy and Identification of Eligible Studies

This study was performed in adherence to the Preferred Reporting Items for Systematic
Reviews and Meta-analyses statement (PRISMA) [12]. The two reviewers (Y.-C.L. and T.-I.Y.)
searched the PubMed, Embase, and Cochrane Library databases for relevant publications
with no language restrictions applied. The following search keywords were employed:
(“neutrophil to lymphocyte ratio” or “neutrophil lymphocyte ratio” or “NLR” or “platelet
to lymphocyte ratio” or “platelet lymphocyte ratio” or “PLR”) and (“osteoporosis” or “bone
mineral density” or “bone loss”). All databases were searched from their inception to April
2022. To broaden the search, the reference lists of the studies relevant to this topic were
screened; we also identified additional studies by manually searching in Google Scholar.
This study had been registered in the International Prospective Register of Systematic
Reviews (registration no. CRD42022330409).

2.2. Inclusion and Exclusion Criteria

The inclusion criteria were as follows: (1) published observational studies with full
texts, (2) studies measuring BMD with validated methods such as dual energy X-ray absorp-
tiometry and providing clear definition of osteoporosis (such as a T score of ≤−2.5 standard
deviations), and (3) studies providing complete data on NLR or PLR in both the osteoporo-
sis and normal BMD groups.

The exclusion criteria were as follows: (1) studies including patients at risk of sec-
ondary osteoporosis (such as those with parathyroid diseases), (2) studies including pa-
tients with certain clinical conditions which may interfere with NLR or PLR values (such
as cancer, acute infectious diseases, or hematological disorders), (3) studies including pa-
tients restricted to a certain disease population, or (4) studies in which NLR or PLR data
corresponding to the osteoporosis and normal BMD group were unavailable or incomplete.

2.3. Data Extraction and Appraisal of Methodological Quality

The two reviewers (Y.-C.L. and T.-I.Y.) independently identified potentially relevant
studies, reviewed the full texts of the articles, and extracted baseline and outcome infor-
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mation from either the datasets or figures and tables. Extracted information included the
author, country, published year, study design, sample size, sex distribution, mean age,
methodology for the measurement of bone mineral density, prediction model for osteo-
porosis (NLR or PLR), and complete NLR or PLR data. For studies reporting NLR and
PLR data as median with full range, a conversion into mean with standard deviation was
conducted following a validated statistical method [13].

The methodological quality of the included studies was assessed using a modified
version of the Newcastle–Ottawa scale (NOS) [14], adapted from NOS for cohort studies to
provide quality assessment of cross-sectional studies. The modified NOS comprises three
domains, namely selection, comparability, and outcome, with a total maximum score of
ten. High-quality studies had a total score of seven to ten; studies that scored below four
were regarded as being low quality. The two reviewers (Y.-C.L. and T.-I.Y.) independently
evaluated the methodological quality of the included studies. Any disagreements in the
data extraction and appraisal process were resolved through discussion with the third
reviewer (Y.-P.C.).

2.4. Outcomes

The main outcome of interest was the associations of NLR and PLR with osteoporosis,
evaluated by differences in NLR and PLR values between the osteoporosis and normal
BMD groups. We performed subgroup analysis to furtherly determine the association of
NLR with osteoporosis in postmenopausal population. Considering that age and diabetes
mellitus (DM) are confounders of NLR value [15,16], which may affect our results, we
conducted meta regression to evaluate their effects on the between-group differences
in NLR.

2.5. Statistical Analysis and Data Synthesis

For meta-analysis, the data were analyzed using Comprehensive Meta-Analysis Soft-
ware (Biostat, Englewood, NJ, USA). Differences in NLR and PLR between the osteoporosis
and normal BMD groups were estimated using mean differences (MDs) and 95% confidence
intervals (CIs); a p value of < 0.05 indicated significance. The random-effect model was
selected for analysis. Heterogeneity among the included studies was examined using the
standard chi-square test and I2 test; significance was set at p < 0.05 for standard chi-square
test. Publication bias was evaluated using a funnel plot and through Egger’s test.

3. Results

Figure 1 presents the flowchart of study screening and selection. Our initial search
of the PubMed, Embase, and Cochrane Library databases, as well as of Google Scholar,
yielded 473 studies. After the removal of duplicates, 410 studies were screened according
to their titles and abstracts, after which 386 studies were excluded. For the remaining
24 studies, full text evaluation was performed. Of these studies, 14 were excluded for the
following reasons: full texts were not available for three studies, two were non-related
studies investigating topics out of interest, eight studies did not provide data on NLR
or PLR, and one study provided significant outlying NLR value, which was significantly
higher for our target population. The remaining ten studies were included in the meta-
analysis [17–26]. All the included studies were published in English.
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Figure 1. PRISMA flowchart of the selection of included studies.

Table 1 presents details on the baseline characteristics of the included studies. The
ten studies were all cross-sectional design, published between 2009 and 2021, conducted
in China, Korea, Oman, and Turkey, and comprised 2616 individuals (1830 with osteo-
porosis, 786 with normal BMD) in total. Six studies comprised only postmenopausal
women [17,18,20,21,25,26], and the other four studies included adults with no restrictions
on sex [19,22–24]. Most studies measured bone mineral density by using dual energy X-ray
absorptiometry, and recorded as T-score; measured sites included lumbar spine, pelvis,
femoral neck, proximal femur, and total femur. All studies provided data on NLR in both
the osteoporosis and normal BMD groups; five studies provided data on PLR [17–19,21,22].
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Table 1. Baseline characteristics of the included studies.

Author
(Year) Country Study

Design
Sample

(N)
Female
(n, %)

Mean Age
(Years)

Methodology for BMD
Measurement; Site Model

Eroglu et al.,
(2019) [18] Turkey cross-

sectional 140 140, 100% 54.21
DEXA; lumbar spine,
total femur, femoral

neck
NLR, PLR

Gao et al.,
(2019) [19] China cross-

sectional 210 119, 56.7% 57.16 DEXA; lumbar spine,
femoral neck NLR, PLR

Huang et al.,
(2016) [20] China cross-

sectional 173 173, 100% 62.2 DEXA; lumbar spine,
left total femur NLR

Kale et al.,
(2021) [21] Turkey cross-

sectional 74 74, 100% 59.62 DEXA; lumbar spine,
femoral neck NLR, PLR

Onalan et al.,
(2020) [22] Turkey cross-

sectional 215 177, 82.3% 73.73 DEXA; not declared NLR, PLR

Ozturk et al.,
(2013) [23] Turkey cross-

sectional 1011 608, 60.1% 72.63
DEXA; lumbar spine,
total femur, femoral

neck
NLR

Qin et al.,
(2021) [24] China cross-

sectional 29 20, 69.0% 59.96 QCT; not declared NLR

Salmani et al.,
(2021) [17] Oman cross-

sectional 286 286, 100% 64.41 DEXA; lumbar spine,
pelvis, femoral neck NLR, PLR

Seo et al.,
(2009) [25] Korea cross-

sectional 66 66, 100% 56.53 DEXA; lumbar spine,
proximal femur NLR

Yu et al.,
(2015) [26] China cross-

sectional 412 412, 100% 74.95 DEXA; lumbar spine,
femoral neck NLR

Abbreviations: BMD, bone mineral density; DEXA, dual energy X-ray absorptiometry; NLR, neutrophil-to-
lymphocyte ratio; PLR, platelet-to-lymphocyte ratio; QCT, quantitative computed tomography.

The methodological quality of the included studies was assessed using the modified
NOS, with results shown in Supplementary Materials (Table S1). Of the ten studies, eight
were determined to be high quality [18,19,21–26]; the remaining two studies were regarded
as moderate quality due to poor baseline control for potential confounders of NLR and
PLR [17,20].

3.1. Association of NLR with Osteoporosis
3.1.1. Mean Difference in NLR between the Osteoporosis and Normal BMD Groups

As mentioned, all included studies provided data on NLR in both the osteoporosis
and normal BMD groups. Our analysis showed that NLR was significantly higher in
the osteoporosis group than in the normal BMD group (MD = 0.494, 95% CI: 0.339–0.649,
p < 0.0001; Figure 2). The heterogeneity among the included studies was nonsignificant
(I2: 46%, p = 0.055; Figure 2).
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Figure 2. Forest plot of the mean difference in NLR between the osteoporosis and normal BMD
groups [17–26].

3.1.2. Subgroup Analysis

In subgroup analysis, we furtherly analyzed the difference in NLR between the osteoporo-
sis and normal BMD groups in postmenopausal women. Six of the included studies provided
NLR data in both groups and involved postmenopausal women only [17,18,20,21,25,26].
The pooled results showed that NLR was significantly higher in the osteoporosis group
(MD = 0.432, 95% CI: 0.309–0.554, p < 0.0001; Figure 3), with low heterogeneity detected
across the included studies (I2: 0%, p = 0.497; Figure 3).

Diagnostics 2022, 12, x FOR PEER REVIEW 6 of 11 
 

 

 
Figure 2. Forest plot of the mean difference in NLR between the osteoporosis and normal BMD 
groups [17–26]. 

3.1.2. Subgroup Analysis 
In subgroup analysis, we furtherly analyzed the difference in NLR between the oste-

oporosis and normal BMD groups in postmenopausal women. Six of the included studies 
provided NLR data in both groups and involved postmenopausal women only 
[17,18,20,21,25,26]. The pooled results showed that NLR was significantly higher in the 
osteoporosis group (MD = 0.432, 95% CI: 0.309–0.554, p <  0.0001; Figure 3), with low het-
erogeneity detected across the included studies (I2: 0%, p = 0.497; Figure 3). 

 
Figure 3. Forest plot of the mean difference in NLR between the osteoporosis and normal BMD 
groups in postmenopausal women [17,18,20,21,25,26]. 

3.1.3. Meta Regression 
We performed meta regression to evaluate the potential confounding effects of age 

and the inclusion of DM patients on the between-group differences in NLR. The mean age 
of the enrolled individuals in the included studies ranged from 54.2 to 74.9 years. Four of 
the studies excluded individuals with DM [21,22,24,25], whereas others did not [17–
20,23,26]. No significant associations were identified through meta regression (regression 

Figure 3. Forest plot of the mean difference in NLR between the osteoporosis and normal BMD
groups in postmenopausal women [17,18,20,21,25,26].



Diagnostics 2022, 12, 2968 7 of 11

3.1.3. Meta Regression

We performed meta regression to evaluate the potential confounding effects of age
and the inclusion of DM patients on the between-group differences in NLR. The mean
age of the enrolled individuals in the included studies ranged from 54.2 to 74.9 years.
Four of the studies excluded individuals with DM [21,22,24,25], whereas others did
not [17–20,23,26]. No significant associations were identified through meta regression (re-
gression coefficient = −0.0083, p = 0.478; regression coefficient = −0.1417, p = 0.444, respec-
tively; Table 2). Scatterplots were shown in the Supplementary Materials (Figures S1 and S2).

Table 2. Meta regression table.

Moderators Regression
Coefficient

95% CI, Lower
Limit

95% CI, Upper
Limit p Value

Age −0.0083 −0.0312 0.0146 0.478
DM * −0.1417 −0.5044 0.2209 0.444

Abbreviations: CI, confidence interval; DM, diabetes mellitus. * Excluding individuals with DM or not.

3.2. Association of PLR with Osteoporosis
Mean Difference in PLR between the Osteoporosis and Normal BMD Groups

Five of the included studies provided PLR data in both the osteoporosis and normal
BMD groups [17–19,21,22]. PLR was significantly higher in the osteoporosis group than in
the normal BMD group (MD = 23.33, 95% CI: 4.809–41.850, p = 0.014; Figure 4). Significant
heterogeneity was detected across the analyzed studies (I2: 79%, p = 0.001; Figure 4).
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3.3. Publication Bias

We evaluated publication bias in analyses involving five or more studies. Funnel plots
of all the examined analyses were shown in Supplementary Materials (Figures S3–S5). No
publication biases were detected through Egger’s test.

4. Discussion

In the present study, our analysis showed that both NLR and PLR were higher in
individuals with osteoporosis compared to those with normal BMD. In the subgroup
analysis of postmenopausal population, NLR was significantly higher in postmenopausal
women with osteoporosis. Through meta regression, we found that the differences in
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NLR between the osteoporosis and normal BMD groups would not be affected by age
and the inclusion of patients with DM. To the best of our knowledge, this is currently the
first and the most extensive study investigating the associations of NLR and PLR with
osteoporosis. Our findings support our hypothesis, demonstrating the link between these
two inflammatory biomarkers and osteoporosis.

The concept that inflammation may contribute to the pathogenesis of osteoporosis
has been proposed in recent years [7,27]. The two dominant causes of primary osteo-
porosis, namely estrogen deficiency and aging, share the same pathological pathway as
inflammation in the progression of BMD loss [28,29]. Both estrogen deficiency and ag-
ing are associated with immune dysregulation, characterized by increased circulating
level of numerous proinflammatory cytokines, including IL-1, IL-6, and TNF, which may
result in a chronic state of systemic and subclinical inflammation [28,30]. With such in-
flammatory stimuli, blood cells including neutrophils and platelets may be activated and
recruited [31,32], which can be reflected by higher NLR and PLR values; furthermore, the
increased circulating levels of proinflammatory cytokines and immune cells may all directly
or indirectly affect osteoclastogenesis through various pathways, and thereby the bone
resorption [28,33]. In brief, higher level of inflammation associated with estrogen deficiency
and aging in some individuals, regardless of an individual’s general health condition or
other comorbidities, may be associated with a relatively overactive immune response,
reflected by higher NLR and PLR, and lead to the dysregulation of bone homeostasis and
eventual osteoporosis.

Another possible interpretation can be given for the higher NLR and PLR of individ-
uals with osteoporosis; that is, osteoporosis may result in higher NLR and PLR values
because of its association with impaired hematopoiesis and an unbalanced decline in
myeloid and lymphoid cells [29,34]. Two in vivo studies have reported an increase in
hematopoietic stem cells (HSCs) in bone marrow with increased osteoblast populations in
genetic mutant mice; on the contrary, the targeted deletion of osteoblasts may lead to the
subsequent loss of HSCs [35,36]. In another study conducted in mice, with the depletion of
osteoblasts, both myeloid and lymphoid cells decreased, but the reduction was gradual in
myeloid cells and sharp in lymphoid cells [37]. Taken together, the results suggest that the
functional decline of osteoblasts with the progression of osteoporosis may be associated
with impaired hematopoiesis in the human bone marrow. This impaired state is charac-
terized by the unbalanced reduction of myeloid and lymphoid cells, which may result in
higher NLR and PLR values.

In our study, we investigated the difference in NLR between individuals with and
without osteoporosis in postmenopausal population; NLR was significantly higher in
postmenopausal women with osteoporosis. In addition, we conducted meta regression to
examine whether age and the inclusion of patients with DM would affect the differences
in NLR between the osteoporosis and normal BMD groups. Both age and DM have been
reported to be confounding factors of NLR value [15,16]; older adults and individuals with
DM exhibit higher NLR value. Based on our results, no significant associations were found
between these two confounders and the between-group differences in NLR. The result
regarding DM is supported by a previous study, in which NLR was significantly higher
in patients with osteoporosis in DM population [38]. In sum, our findings support the
potential use of NLR in osteoporosis screening regardless of age or the presence of DM,
and particularly in postmenopausal population.

In our analyses of NLR, heterogeneity among the analyzed studies was generally
nonsignificant, suggesting the strong association between NLR and osteoporosis. However,
significant heterogeneity was detected in our analysis of PLR. Due to the small number
of analyzed studies, we failed to find possible explanations for the high heterogeneity
through subgroup analysis or other approaches. In our opinion, the heterogeneity may
be attributed to the between-study variations, such as inclusion/ exclusion criteria and
enrolled patients’ baseline characteristics or comorbidities. Furthermore, we performed



Diagnostics 2022, 12, 2968 9 of 11

mathematical conversion to obtain adequate PLR data for outcome pooling for some studies,
which may also affect the results, and thereby the heterogeneity.

Some limitations of our study need to be addressed. Firstly, as mentioned, the number
of the included studies investigating the association of PLR with osteoporosis is small,
which makes our findings regarding PLR less conclusive and comprehensive. Secondly,
although we have provided possible explanations for the increase of NLR and PLR in
patients with osteoporosis, no causal relationships between them can be established because
of the cross-sectional design of all included studies. Thirdly, due to insufficient data, we
could not identify cutoff values of NLR and PLR with acceptable sensitivity and specificity
for predicting osteoporosis; considering the easy accessibility of these two biomarkers,
this may be a future research direction since clinicians may start early interventions, such
as lifestyle modifications, for those at higher risk of osteoporosis, based on their NLR or
PLR values.

5. Conclusions

Both NLR and PLR are higher in individuals with osteoporosis in comparison to those
with normal BMD, which suggests the associations of these two inflammatory biomarkers
with osteoporosis. Further research is warranted to elucidate the roles of NLR and PLR as
predictors of osteoporosis, as well as to identify their applicability to osteoporosis screening
in clinical practice.
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//www.mdpi.com/article/10.3390/diagnostics12122968/s1, Figure S1: Meta regression of age and
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PLR between the osteoporosis and normal BMD groups; Table S1: Methodological quality of the
included studies.

Author Contributions: Conceptualization, Y.-C.L. and Y.-P.C.; Data curation, Y.-C.L.; Formal analysis,
Y.-C.L.; Methodology, Y.-C.L., T.-I.Y. and Y.-P.C.; Software, Y.-C.L.; Supervision, Y.-J.K. and Y.-P.C.;
Writing—original draft, Y.-C.L. and T.-I.Y.; Writing—review and editing, S.-W.H., Y.-J.K. and Y.-P.C.
All authors have read and agreed to the published version of the manuscript.

Funding: This research received no external funding.

Institutional Review Board Statement: Not applicable.

Informed Consent Statement: Not applicable.

Data Availability Statement: All data generated or analyzed in this study are included in the
published article and its Supplementary Materials.

Acknowledgments: The authors would like to acknowledge the Laboratory Animal Center at Taipei
Medical University for technical support.

Conflicts of Interest: The authors declare no conflict of interest.

References
1. Schultz, K.; Wolf, J.M. Emerging Technologies in Osteoporosis Diagnosis. J. Hand Surg. 2018, 44, 240–243. [CrossRef] [PubMed]
2. Sozen, T.; Ozisik, L.; Basaran, N.C. An overview and management of osteoporosis. Eur. J. Rheumatol. 2017, 4, 46–56. [CrossRef]

[PubMed]
3. Johnell, O.; Kanis, J.A. An estimate of the worldwide prevalence and disability associated with osteoporotic fractures. Osteoporos.

Int. 2006, 17, 1726–1733. [CrossRef]
4. Hernlund, E.; Svedbom, A.; Ivergård, M.; Compston, J.; Cooper, C.; Stenmark, J.; McCloskey, E.V.; Jönsson, B.; Kanis, J.A.

Osteoporosis in the European Union: Medical management, epidemiology and economic burden. A report prepared in
collaboration with the International Osteoporosis Foundation (IOF) and the European Federation of Pharmaceutical Industry
Associations (EFPIA). Arch. Osteoporos. 2013, 8, 136. [CrossRef] [PubMed]

5. Akkawi, I.; Zmerly, H. Osteoporosis: Current Concepts. Joints 2018, 6, 122–127. [CrossRef] [PubMed]

https://www.mdpi.com/article/10.3390/diagnostics12122968/s1
https://www.mdpi.com/article/10.3390/diagnostics12122968/s1
http://doi.org/10.1016/j.jhsa.2018.07.006
http://www.ncbi.nlm.nih.gov/pubmed/30177358
http://doi.org/10.5152/eurjrheum.2016.048
http://www.ncbi.nlm.nih.gov/pubmed/28293453
http://doi.org/10.1007/s00198-006-0172-4
http://doi.org/10.1007/s11657-013-0136-1
http://www.ncbi.nlm.nih.gov/pubmed/24113837
http://doi.org/10.1055/s-0038-1660790
http://www.ncbi.nlm.nih.gov/pubmed/30051110


Diagnostics 2022, 12, 2968 10 of 11

6. McLean, R.R. Proinflammatory cytokines and osteoporosis. Curr. Osteoporos. Rep. 2009, 7, 134–139. [CrossRef] [PubMed]
7. Ginaldi, L.; Di Benedetto, M.C.; De Martinis, M. Osteoporosis, inflammation and ageing. Immun. Ageing 2005, 2, 14. [CrossRef]
8. Mun, H.; Liu, B.; Pham, T.H.A.; Wu, Q. C-reactive protein and fracture risk: An updated systematic review and meta-analysis of

cohort studies through the use of both frequentist and Bayesian approaches. Osteoporos. Int. 2020, 32, 425–435. [CrossRef]
9. Lacativa, P.G.; Farias, M.L. Osteoporosis and inflammation. Arq. Bras. Endocrinol. Metabol. 2010, 54, 123–132. [CrossRef]
10. Uslu, A.U.; Küçük, A.; Şahin, A.; Ugan, Y.; Yılmaz, R.; Güngör, T.; Bağcacı, S.; Küçükşen, S. Two new inflammatory markers

associated with Disease Activity Score-28 in patients with rheumatoid arthritis: Neutrophil-lymphocyte ratio and platelet-
lymphocyte ratio. Int. J. Rheum. Dis. 2015, 18, 731–735. [CrossRef]

11. Adami, G.; Fassio, A.; Rossini, M.; Caimmi, C.; Giollo, A.; Orsolini, G.; Viapiana, O.; Gatti, D. Osteoporosis in Rheumatic Diseases.
Int. J. Mol. Sci. 2019, 20, 5867. [CrossRef] [PubMed]

12. Liberati, A.; Altman, D.G.; Tetzlaff, J.; Mulrow, C.; Gotzsche, P.C.; Ioannidis, J.P.A.; Clarke, M.; Devereaux, P.J.; Kleijnen, J.; Moher,
D. The PRISMA statement for reporting systematic reviews and meta-analyses of studies that evaluate healthcare interventions:
Explanation and elaboration. BMJ 2009, 339, b2700. [CrossRef] [PubMed]

13. Hozo, S.P.; Djulbegovic, B.; Hozo, I. Estimating the mean and variance from the median, range, and the size of a sample. BMC
Med. Res. Methodol. 2005, 5, 13. [CrossRef] [PubMed]

14. Herzog, R.; Álvarez-Pasquin, M.J.; Díaz, C.; Luis Del Barrio, J.; Manuel Estrada, J.; Gil, Á. Are healthcare workers’ intentions to
vaccinate related to their knowledge, beliefs and attitudes? A systematic review. BMC Public Health 2013, 13, 154. [CrossRef]

15. Li, J.; Chen, Q.; Luo, X.; Hong, J.; Pan, K.; Lin, X.; Liu, X.; Zhou, L.; Wang, H.; Xu, Y.; et al. Neutrophil-to-Lymphocyte Ratio
Positively Correlates to Age in Healthy Population. J. Clin. Lab. Anal. 2014, 29, 437–443. [CrossRef]

16. Mertoglu, C.; Gunay, M. Neutrophil-Lymphocyte ratio and Platelet-Lymphocyte ratio as useful predictive markers of prediabetes
and diabetes mellitus. Diabetes Metab. Syndr. 2017, 11, S127–S131. [CrossRef]

17. Al Salmani, A.; Al Shidhani, A.; Al-Alawi, N.M.; Al Sulaimi, A.A.; Al-Hashemi, M.A. Inflammatory Markers as a Predictor of
Postmenopausal Osteoporosis: A cross-sectional study from the Sultan Qaboos University Hospital. Sultan Qaboos Univ. Med. J.
SQUMJ 2021, 22, 508–514. [CrossRef] [PubMed]

18. Eroglu, S.; Karatas, G. Platelet/lymphocyte ratio is an independent predictor for osteoporosis. Saudi Med. J. 2019, 40, 360–366.
[CrossRef]

19. Gao, K.; Zhu, W.; Liu, W.; Ma, D.; Li, H.; Yu, W.; Li, Q.; Cao, Y. The predictive role of monocyte-to-lymphocyte ratio in osteoporosis
patient. Medicine 2019, 98, e16793. [CrossRef]

20. Huang, C.; Li, S. Association of blood neutrophil lymphocyte ratio in the patients with postmenopausal osteoporosis. Pak. J. Med.
Sci. 2016, 32, 762–765. [CrossRef]

21. Kale, I. The predictive role of monocyte-lymphocyte ratio and platelet-lymphocyte ratio in postmenopausal osteoporosis. J. Clin.
Investig. Surg. 2021, 6, 141–147. [CrossRef]

22. Onalan, E.; Gokalp, Y. The relationship between bone mineral density and hematological parameters in the geriatric age group.
Fam. Pract. Palliat. Care 2020, 5, 1–5.

23. Öztürk, Z.A.; Yesil, Y.; Kuyumcu, M.E.; Bilici, M.; Öztürk, N.; Yeşil, N.K.; Özkaya, M.; Kısacık, B.; Kepekçi, Y.; Arıoğul, S. Inverse
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