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Background: Diagnosing perianal fistulizing Crohn’s disease (pfCD) typically depends on costly and time-intensive endoscopic and 
radiographic procedures. Compelling evidence indicates that neutrophil gelatinase-associated lipocalin (NGAL) plays a role in the 
pathophysiology of Crohn’s disease (CD) and may serve as a noninvasive biomarker for its diagnosis. This study aimed to evaluate 
NGAL’s potential as a noninvasive diagnostic biomarker between pfCD and cryptoglandular (CG) perianal fistula, and its correlation 
with disease severity in pfCD.
Methods: Serum, fecal, and fistula tissue samples were collected from 96 patients with pfCD and 97 patients with CG perianal fistula 
as controls. Serum NGAL levels were quantified through ELISA and fistula tissue NGAL levels were quantified through immuno-
histochemical staining, while pfCD disease severity was evaluated using the Crohn’s Disease Activity Index (CDAI) and Perianal 
Disease Activity Index (PDAI). Additional laboratory parameters, including NGAL, fecal calprotectin (FC), C-reactive protein (CRP), 
and erythrocyte sedimentation rate (ESR), were analyzed, and their correlations were assessed. Receiver operating characteristic 
(ROC) analysis was conducted to evaluate NGAL’s diagnostic potential for pfCD.
Results: Levels of serum NGAL, FC, CRP, and ESR in patients with pfCD were significantly elevated compared to the control group 
(p < 0.001); Spearman correlation analysis indicated a positive correlation between serum NGAL and FC, CRP, ESR, CDAI, and 
PDAI scores. The area under the ROC curve (AUC) for serum NGAL in diagnosing pfCD was 0.927 (95% CI: 0.890–0.964). The 
AUC for FC in diagnosing pfCD were 0.887 (95% CI: 0.839–0.935). Additionally, serum and fistula tissue NGAL levels were 
positively correlated with disease complexity in pfCD according to the Montreal classification.
Conclusion: These findings suggest that serum NGAL is associated with pfCD severity and may offer a promising noninvasive 
biomarker for diagnosing and assessing pfCD.
Keywords: neutrophil gelatinase associated lipocalin, perianal fistulizing Crohn’s disease, biomarker, diagnosis value

Introduction
Perianal fistulas are a prevalent medical and surgical concern, forming abnormal tracts between the anorectal canal 
(typically the anal canal or rectum) and the perianal skin.1 Population-based studies indicate an incidence of perianal 
fistulas in Europe at approximately 2.5 per 10,000 individuals annually, with the highest incidence observed among those 
aged 30 to 50, and a higher prevalence in men than women.2–4 Clinically, perianal fistulas are associated with significant 
symptoms, including anorectal pain, purulent discharge, recurrent abscess formation, and sometimes fecal incontinence; 
these manifestations severely impair patients’ quality of life and impose substantial financial burdens.5,6

More than 80% of perianal fistulas are cryptoglandular (CG) anal fistulas, generally originating from infected anal 
crypts. Acute infection of these glands can lead to anorectal abscess formation, followed by perianal fistula 
development.7 CG perianal fistulas typically occur in patients without Crohn’s disease (CD) and are driven by infections 
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in perianal crypt glands.8 The second most prevalent form of perianal fistulas is associated with CD, a chronic and 
nonspecific inflammatory disorder of the gastrointestinal tract characterized by segmental, transmural, and recurrent 
intestinal inflammation, potentially affecting any part of the gut.9 Perianal fistulas are a frequent and serious complication 
of CD; perianal fistulizing CD (pfCD) arises from chronic, transmural inflammation rather than gland infection.10,11 In 
certain cases, the development of perianal fistulas may coincide with CD or precede the clinical onset of intestinal disease 
by several years.12 Although CG perianal fistulas and pfCD share pathophysiological similarities, they have distinct 
etiologies, making the differentiation between CG anal fistulas and pfCD essential. Furthermore, the management of CG 
fistulas and pfCD is different, CG fistulas are primarily managed surgically, however, there is extensive evidence 
supporting that pfCD rely on the combination of surgical interventions and pharmacological therapies, especially using 
biological agents. Inadequate surgical managements may lead to significant morbidity including a risk of fecal incon-
tinence, defunctioning stoma and proctectomy.13 Currently, endoscopy and magnetic resonance imaging (MRI) are 
considered the gold standards for assessing pfCD severity; however, these methods are invasive, uncomfortable, time- 
consuming, and costly, which limits their accessibility and use.14,15 Thus, given the burdens associated with endoscopy 
and MRI, there is a significant need for a biomarker to aid in diagnosing or monitoring patients at higher risk of pfCD, 
who would therefore require endoscopy and MRI.16

Neutrophil gelatinase-associated lipocalin (NGAL) is a secreted glycoprotein belonging to the lipocalin 
superfamily.17 First identified in 1993, NGAL was isolated from neutrophil granules released at sites of human infection 
and inflammation and is regarded as proinflammatory, being secreted upon neutrophil activation.18 Research has 
established NGAL’s critical role in the progression of CD, highlighting its potential as a biomarker for predicting 
disease activity, assessing severity, monitoring prognosis, and evaluating therapeutic response.19,20 Previous studies have 
highlighted that serum NGAL demonstrated the ability to distinguish active CD from irritable bowel syndrome patients 
and healthy subjects, with a sensitivity of 94% and specificity of 83%. Thorsvik S et al also found that fecal NGAL is 
a promising biomarker for distinguishing between active IBD and healthy subjects with the AUC was 0.987 (95% 
CI:0.97–1.0), Sensitivity and specificity was 94.7% and 95.7%, respectively.21,22

Previous studies have demonstrated that fecal calprotectin (FC) is an effective clinical tool for distinguishing active 
CD from CG fistulas in patients with perianal fistulas. Since both calprotectin and NGAL originate from various cell 
types, including neutrophils and macrophages, they are expected to reflect cellular leakage into the lumen.23 Perianal 
fistulas are a frequent and serious complication of CD, however, to date, no data have been available on NGAL’s 
diagnostic accuracy for mucosal inflammation in CD with perianal fistulas. This study aimed to evaluate NGAL’s 
potential as a noninvasive diagnostic biomarker between pfCD and CG perianal fistula, and its correlation with disease 
severity in pfCD.

Materials and Methods
Patient Selection
This study retrospectively enrolled 193 patients with perianal fistulas from the Department of Anorectal Diseases at 
Longhua Hospital, Shanghai University of Traditional Chinese Medicine, between June 2021 and March 2024. 
Participants included 96 patients with pfCD and 97 gender- and age-matched patients with CG perianal fistulas who, 
in the absence of inflammatory bowel disease, underwent routine physical examinations. The diagnosis of pfCD adhered 
to expert consensus, based on clinical, radiological, laboratory, endoscopic, and histological criteria.24 Data were 
retrospectively extracted by a single investigator from electronic medical records, using a standardized form from the 
center’s database. A blinded reanalysis was conducted by an external statistician using raw data. Collected demographic 
data encompassed age, sex, weight, disease onset age, lesion location, disease duration, previous and current medical 
treatments, and fistula characteristics (number), as well as endoscopic and radiographic findings. Inflammatory markers, 
including NGAL, FC, C-reactive protein (CRP), and erythrocyte sedimentation rate (ESR), were recorded.

All participants provided signed informed consent, and the study received approval from the ethics committee of 
Longhua Hospital of Shanghai University of Traditional Chinese Medicine, Shanghai, P. R. China (Ethics code: 
2020LCSY032), adhering to the ethical guidelines of the Declaration of Helsinki.
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Inclusion and Exclusion Criteria
Inclusion criteria for patients with pfCD were as follows: (a) a diagnosis of pfCD based on clinical assessment and 
a combination of endoscopic, histological, MRI, or biochemical evaluations; (b) the presence of at least one actively 
draining perianal fistula. Exclusion criteria for patients with pfCD were as follows: (a) anal strictures or abscesses 
requiring surgical intervention; (b) perianal fistulas with etiologies such as malignancy, trauma, or human immunode-
ficiency virus infection; (c) infectious gastroenteritis. For CG perianal fistulas,25 inclusion criteria included: (a) at least 
one actively draining perianal fistula; (b) prior exclusion of CD through physical examination, endoscopy, and MRI. 
Exclusion criteria encompassed: (a) pilonidal disease; (b) perianal fistulas due to malignancy, trauma, or HIV infection; 
(c) infectious gastroenteritis; (d) recent trauma or surgery (within one month). A flowchart of patient selection is 
presented in Figure 1.

Clinical Evaluations
The Perianal Disease Activity Index (PDAI) and Crohn’s Disease Activity Index (CDAI) were utilized to assess disease 
severity. The CDAI total score ranges from 0 to 600, with higher scores indicating greater disease severity: scores below 
150 indicate clinical remission, while 150–220, 221–450, and above 450 correspond to mild, moderate, and severe 
clinical activity, respectively.26 The PDAI, recognized as the gold standard for evaluating perianal disease severity, 
incorporates both patient-reported outcomes and physical assessments by the attending specialist. The PDAI consists of 
five items: discharge, pain/restriction of activities, restriction of sexual activity, perianal disease type, and degree of 
induration. Scores range from 0 to 20, where a score of ≤ 4 denotes inactive disease, and a score above 4 indicates active 
fistulizing disease.27

Sample Collection
All patients underwent blood analysis and provided fecal samples for FC evaluation. Perianal fistula tissues were 
collected and stored at −80°C for subsequent analysis. Fecal samples were placed in clean polypropylene tubes, 
reconstituted in PBS with 0.1% Tween 20 at a concentration of 100 mg feces/mL, and vortexed for 30 minutes to create 
a homogenous suspension. The samples were then centrifuged at 12,000 rpm at 4°C for 10 minutes, and the clear 

Figure 1 Flow diagram of patient selection in our study.
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supernatant was transferred to clean polypropylene tubes and stored at −80°C until analysis. For serum samples, blood 
was collected in clot activator tubes (Terumo, Somerset, NJ), left at room temperature for 30 minutes, and centrifuged at 
3000 rpm for 10 minutes. Serum samples were subsequently collected and stored at −80°C.

Measurement of Inflammatory Markers
Laboratory inflammatory biomarkers for pfCD diagnosis, including NGAL (upper limit of normal: 150 μg/L), FC (upper 
limit of normal: 60 μg/g), CRP (upper limit of normal: 5 mg/L), and ESR (upper limit of normal: 21 mm/h), were 
measured at sample collection. Serum NGAL levels were quantified using a quantitative enzyme immunoassay ELISA 
Kit (R&D Biosystems, Minneapolis, MN), following the manufacturer’s instructions. FC levels were assessed using 
a quantitative immunochromatographic test (Buhlmann Laboratories AG, Schonenbuch, Switzerland). CRP was mea-
sured via the immunoturbidimetric method, while ESR was determined using the Westergren method.

Immunohistochemical Staining
Paraffin-embedded perianal fistula tissue sections (4–6 μm) were deparaffinized with xylene and dehydrated through 
a graded alcohol series. Antigen retrieval was performed by heating the sections in 0.1 M citrate buffer, followed by 
blocking with 5% H2O2. Sections were washed three times with PBS, then blocked with 5% non-fat dry milk at room 
temperature for 1 hour. The primary antibody against NGAL (1:500; Abcam, Cambridge, MA, USA) was diluted in 
antibody diluent (Agilent Dako) and incubated at 4°C overnight. Afterward, sections were incubated with horseradish 
peroxidase (HRP)-conjugated secondary antibodies (1:100, Thermo Fisher Scientific, Waltham, MA, USA) in antibody 
diluent. Diaminobenzidine (DAB) (Agilent Dako) was applied for 5 minutes, and stained sections were imaged using 
a confocal laser scanning microscope. NGAL protein expression was quantified by calculating the integrated optical 
density using Image-Pro Plus 7.0 software (Media Cybernetics, Silver Spring, MD, USA), with results obtained by 
multiplying staining intensity by staining area.

Statistical Analysis
Statistical analyses were conducted using SPSS 25.0 (IBM Corp., Chicago, IL, USA), and data were visualized with 
GraphPad Prism version 7 (GraphPad Software Inc., California). Data distribution was assessed with the Shapiro–Wilk 
test. Measurement data with normal distribution were expressed as mean ± standard deviation (M ± SD) and analyzed 
between groups using the t-test. Non-normally distributed variables were presented as median and interquartile range 
(IQR) and compared using the Mann–Whitney rank-sum test. Correlation coefficients (Pearson or Spearman, as 
appropriate) were calculated to assess relationships between quantitative parameters, including associations between 
NGAL and various clinical and laboratory markers. Receiver operating characteristic (ROC) curves were generated, and 
sensitivity, specificity, and area under the ROC curves (AUCs) were compared to evaluate diagnostic performance and 
identify the optimal cut-off values for each marker. A p-value of < 0.05 was considered statistically significant.

Results
Patient Characteristics
No significant differences were observed between the pfCD (73 males, 23 females; mean age: 28.59 ± 1.13) and CG 
perianal fistulas (72 males, 25 females; mean age: 29.36 ± 1.62) groups in terms of gender, age, weight, lesion location, or 
disease duration (p > 0.05). According to the Montreal classification, 96 patients with pfCD were evaluated. Among these, 
the most common disease phenotype was A2L3B1 (24 cases; 25.0%). Age distribution included 11 patients (11.5%) in 
group A1 (under 17 years), 73 patients (76.0%) in group A2 (17–40 years), and 12 patients (12.5%) in group A3 (over 40 
years). Regarding disease location, 30 patients (31.3%) had pure ileal disease (L1), 16 (16.7%) had colonic disease (L2), 
and 50 (52.0%) had ileocolonic disease (L3). In terms of disease behavior, 62 patients (64.6%) exhibited nonstricturing and 
nonpenetrating disease (B1), while 34 (35.4%) had stricturing disease (B2), with no cases of penetrating disease (B3). 
Levels of NGAL, FC, CRP, and ESR were significantly elevated in the pfCD group compared to the CG perianal fistulas 
group (p < 0.001). Demographic and clinical characteristics are presented in Table 1 and Supplementary Figure 1.

https://doi.org/10.2147/JIR.S504213                                                                                                                                                                                                                                                                                                                                                                                                                                                           Journal of Inflammation Research 2025:18 4078

Ma et al                                                                                                                                                                              

Powered by TCPDF (www.tcpdf.org)Powered by TCPDF (www.tcpdf.org)

https://www.dovepress.com/get_supplementary_file.php?f=504213.docx


NGAL Expression of Perianal Fistula Tissues in pfCD and CG Perianal Fistulas
To further verify NGAL expression in perianal fistula tissues between pfCD and CG perianal fistulas, immunohisto-
chemistry was conducted. Results showed significantly elevated NGAL expression in pfCD tissues compared to CG 
perianal fistula tissues (p < 0.001). (Figure 2).

Correlation Between NGAL Expression in Serum and Clinical Parameters of pfCD
Given the non-normal distribution of quantitative parameter data, Spearman correlation analysis was used to examine 
relationships. Findings indicated that serum NGAL concentration correlated positively with FC (r = 0.71, p < 0.001), CRP 
(r = 0.64, p < 0.001), ESR (r = 0.69, p < 0.001), CDAI (r = 0.66, p < 0.001), and PDAI scores (r = 0.65, p < 0.001). (Figure 3).

The Diagnostic Value of NGAL, FC, CRP, and ESR in pfCD Based on Serological 
Testing
Based on serological testing, the AUC values for NGAL, FC, CRP, and ESR in diagnosing pfCD were 0.927 (95% CI: 
0.890–0.964), 0.887 (95% CI: 0.839–0.935), 0.834 (95% CI: 0.776–0.892), and 0.820 (95% CI: 0.759–0.880), respec-
tively. The optimal cut-off values were 175.5 μg/L for NGAL, 81.5 μg/g for FC, 5.7 mg/L for CRP, and 23.5 mm/h for 
ESR, with NGAL demonstrating notably higher diagnostic value than the other inflammatory markers for pfCD. 
(Figure 4 and Table 2).

Table 1 Demographic and Clinical Parameters

Variable pfCD 
(n=96)

CG Perianal Fistulas  
(n=97)

p

Age (years) 27.58 ± 0.87 28.18 ± 0.89 >0.05

Sex 

(Male/Female)

73/23 72/25 >0.05

Weight (kg) 

Number of fistulas (IQR) 

Age at diagnosis

64.48 ±0.90 

2.0 (2.00–3.00)

63.69 ± 0.85 

1.0 (1.00–2.00)

>0.05 

>0.05 

>0.05
A1 (<17 years) 11 (11.5%) 10 (11.2%)

A2 (17–40 years) 73 (76.0%) 74 (75.5%)

A3 (>40 years) 
Disease location

12 (12.5%) 13 (13.3%)

L1 (ileum) 30 (31.3%) -
L2 (colon) 19 (19.8%) -

L3 (ileum-colon) 

L4 (upper gastrointestinal) 
Disease behavior

47 (51.1%) 

0

- 

-

B1 (nonstenotic, nonpenetrating) 62 (64.6%) -

B2 (stenotic) 
B3 (penetrating) 

p (perianal) 

CDAI median (IQR) 
PDAI median (IQR) 

NGAL median (IQR) 

FC median (IQR) 
CRP median (IQR) 

ESR median (IQR)

34 (35.4%) 
0 

96 (100%) 

179.0 (132.00–261.75) 
10.0 (7.00–13.00) 

229.0 (179.00–285.00) 

182.5(76.50–390.25) 
10.31 (4.86–15.57) 

32.0 (18.25–48.50)

- 
- 

97 (100%) 

- 
- 

104.0 (85.00–124.00) 

32.0 (25.00–46.00) 
2.80 (1.00–4.60) 

12.0 (7.50–19.00)

<0.001 

<0.001 
<0.001 

<0.001

Abbreviations: pfCD, perianal fistulizing Crohn’s disease; CG, cryptoglandular; CDAI, Crohn’s Disease Activity Index; 
PDAI, Perianal Disease Activity Index; NGAL, neutrophil gelatinase-associated lipocalin; FC, fecal calprotectin; CRP, 
C-reactive protein; ESR, erythrocyte sedimentation rate.
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Association Between NGAL Level and Different Disease Ages in pfCD
An evaluation was conducted to determine if NGAL levels correlated with age at disease onset in patients with pfCD, 
categorized by the Montreal classification into group A1 (under 17 years), group A2 (17–40 years), and group A3 (over 
40 years). Results showed that serum NGAL levels were slightly higher in group A2 (242.42 ± 11.08 μg/L) compared to 
group A3 (221.83 ± 22.41 μg/L) and group A1 (228.09 ± 20.28 μg/L); however, no significant differences were observed 
across age groups (p > 0.05). (Figure 5).

Association Between NGAL Level and Disease Locations in pfCD
Analysis was conducted to determine whether serum NGAL levels correlated with disease location in pfCD, categorized by 
the extent of CD lesions. Findings indicated significantly lower serum NGAL expression in pfCD individuals with isolated 
ileal disease (L1, 188.43 ± 12.95 μg/L) compared to those with pure colonic disease (L2, 249.05 ± 19.26 μg/L) (p < 0.05) 

Figure 2 NGAL level in CG perianal fistulas and pfCD fistula tissue. (A) Representative immunohistochemical staining images. (B) Quantitative analyses for NGAL in CG 
perianal fistulas and pfCD fistula tissue sections. Scale bar: 100 μm (upper row), 25 µm (lower row), **p < 0.001, n=6.

Figure 3 Correlation analysis between serum NGAL level and clinical parameters of pfCD. (A) FC. (B) CRP. (C) ESR. (D) CDAI. (E) PDAI. 
Abbreviations: NGAL, neutrophil gelatinase-associated lipocalin; FC, fecal calprotectin; CRP, C-reactive protein; ESR, erythrocyte sedimentation rate; CDAI, Crohn’s 
Disease Activity Index; PDAI, Perianal Disease Activity Index.
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and ileocolonic involvement (L3, 265.60 ± 13.22 μg/L) (p < 0.001) based on the Montreal classification. However, no 
significant difference was observed between pure colonic disease and ileocolonic involvement (p > 0.05). (Figure 6).

Association Between NGAL Level and Disease Behaviors in pfCD
The correlation between NGAL levels and disease behavior in pfCD was also assessed, revealing that serum NGAL 
expression was significantly elevated in patients with stenotic disease (B2, 282.79 ± 14.50 μg/L) compared to those with 
nonstricturing and nonpenetrating disease (B1, 213.76 ± 10.56 μg/L) (p < 0.001). (Figure 7).

Discussion
pfCD is recognized as a refractory and recurrent condition, imposing a substantial socioeconomic burden on the general 
population. The mechanisms underlying its development and persistence remain incompletely elucidated, pfCD results 
from a dysregulated, chronic, and transmural inflammatory response in the anal canal. Recent studies highlight the 
involvement of various factors, including upregulation of matrix metalloproteinases (MMPs), chronic intestinal inflam-
mation, intestinal epithelial-mesenchymal transition, and dysbiosis of the gut microbiota.28 This persistent inflammatory 
activity and compromised mucosal integrity in the gut and anal canal likely impede fistula healing.29 One of the 
challenges in managing patients with perianal disease is distinguishing pfCD from CG perianal fistulas. pfCD rely on 
the combination of surgical and medical treatment, while CG perianal fistulas are mainly treated with surgery. Lee KY 
et al demonstrated that the healing rate and recurrence rate of surgery for CG perianal fistulas were 92.4% and 8.8%, 
respectively, during an average of 307 days of follow-up.30 Long-term medical therapy remains a cornerstone of pfCD 
treatment, however, only 25% of patients with pfCD experience sustained perianal fistulas closure with biologic 
therapy.31 pfCD is commonly associated with typical gastrointestinal symptoms like diarrhea and abdominal discomfort, 
individuals with CG perianal fistulas might also present with (functional) gastrointestinal issues that suspicious of CD. 

Figure 4 ROC curve analysis of NGAL, FC, CRP, ESR for the diagnosis value of pfCD.

Table 2 The Diagnostic Value of NGAL, FC, CRP, ESR in pfCD

Cut-off value AUC 95% CI Sensitivity Specificity Youden Index

NGAL 175.5 μg/L 0.927 0.890–0.964 0.781 0.959 0.740

FC 81.5 μg/g 0.887 0.839–0.935 0.750 0.938 0.688
CRP 5.7 mg/L 0.834 0.776–0.892 0.719 0.856 0.575

ESR 23.5 mm/h 0.820 0.759–0.880 0.700 0.876 0.574

Abbreviations: pfCD, perianal fistulizing Crohn’s disease; NGAL, neutrophil gelatinase-associated lipocalin; FC, 
fecal calprotectin; CRP, C-reactive protein; ESR, erythrocyte sedimentation rate. AUC, Area under the receiver 
operating characteristic. 95% CI, 95% Confidence Interval.
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However, to date, endoscopy is still the gold standard for diagnosing CD.32 The need for noninvasive biomarkers that 
accurately reflect endoscopic and histological activity in pfCD has renewed interest in serological and fecal markers for 
advancing diagnosis and disease monitoring. Our study suggest that serum NGAL may offer a promising noninvasive 
biomarker for diagnosing and assessing pfCD.

Among these biomarkers, the most commonly recognized biomarker for gastrointestinal inflammation currently is FC. 
FC has demonstrated the highest accuracy in detecting endoscopically active intestinal inflammation, followed by serum 

Figure 5 Association of NGAL levels with different disease ages in pfCD. (A) Serum NGAL expression in patients with pfCD across various disease ages. (B) Representative 
immunohistochemical staining images. (C) Quantitative analysis of NGAL markers in pfCD fistula sections. Scale bar: 100 μm (upper row), 25 µm (lower row). #p > 0.05, n=5.

Figure 6 Association of NGAL levels with different disease locations in pfCD. (A) Serum NGAL expression in patients with pfCD across L1, L2, and L3. (B) 
Representative immunohistochemical staining images. (C) Quantitative analysis of NGAL markers in fistula sections across L1, L2, and L3. Scale bar: 100 μm (upper row), 
25 µm (lower row). *p < 0.05, **p < 0.001; #p > 0.05, n=5.

Figure 7 Association of NGAL levels with different disease behaviors in pfCD. (A) Serum NGAL expression in patients with pfCD exhibiting B1 and B2 disease 
behaviors. (B) Representative immunohistochemical staining images (C) Quantitative analysis for NGAL markers in pfCD fistula sections. Scale bar: 100 μm (upper row), 
25 µm (lower row). **p < 0.001, n=5.
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CRP and ESR.33 Calprotectin, a calcium-binding protein produced by neutrophils and monocytes during inflammation, 
has shown high sensitivity as a marker for gastrointestinal inflammation.34 Studies support its role as a valuable predictor 
for diagnosing CD, correlating with endoscopic severity, evaluating therapeutic response, and predicting relapse risk.35,36 

Recent retrospective findings further establish FC as a precise and clinically essential marker to differentiate between 
pfCD and CG perianal fistulas, with a sensitivity of 0.81 and specificity of 0.89.37 As both calprotectin and NGAL are 
inflammation-associated proteins expressed by inflammatory cells such as neutrophils and macrophages,38 our results 
also showed significantly elevated FC levels in patients with pfCD compared to the CG perianal fistulas group. ROC 
analysis indicated an AUC of 0.887 for FC in diagnosing pfCD, reflecting its high sensitivity and specificity and 
underscoring its potential as a clinical diagnostic marker for pfCD. Although very useful, FC might not be as effective in 
certain situations. FC primarily is present in neutrophil granulocytes and in smaller amounts in monocytes and 
macrophages. NGAL expression is strongly regulated in the colonic epithelium during intestinal inflammation, alongside 
its presence in granulocytes. Consequently, NGAL could potentially offer greater sensitivity compared to calprotectin in 
chronic inflammatory conditions characterized by a low presence of infiltrating granulocytes.39

CRP and ESR are key acute-phase inflammatory proteins, with serum levels rising sharply in response to trauma, 
infection, and other inflammatory stimuli.40 Research indicates that while CRP and ESR provide some diagnostic value, 
they are non-specific markers for CD and are typically not used independently for clinical diagnosis. Instead, they are best 
assessed in combination with other laboratory parameters and clinical findings to account for their limited specificity.41 In 
our study, serum CRP and ESR levels in patients with pfCD were significantly higher than in the CG perianal fistulas group. 
ROC analysis demonstrated AUCs of 0.811 and 0.826 for CRP and ESR in diagnosing pfCD, showing relatively high 
diagnostic accuracy but lower than NGAL. This discrepancy likely arises from CRP and ESR’s non-specificity, as these 
markers are elevated in various acute and chronic inflammatory conditions. To enhance diagnostic efficacy for pfCD, CRP 
and ESR should therefore be evaluated alongside other cytokines and clinical characteristics.

NGAL, also known as 24p3, has been investigated as a non-invasive marker for assessing disease activity in 
inflammatory bowel disease (IBD). NGAL is a 25-kDa secreted glycoprotein belonging to the lipocalin superfamily 
and is produced in response to inflammation. It is expressed in a variety of cell types, including neutrophilic granulo-
cytes, adipocytes, macrophages, and epithelial cells in the gastrointestinal, respiratory, and urogenital tracts.42 NGAL 
reflects neutrophil migration into the gut lumen, making it a sensitive marker of intestinal inflammation. Recent studies 
have reported elevated NGAL levels in both serum and feces of patients with IBD, suggesting its utility as a surrogate 
marker for mucosal inflammation in IBD.43 Prior research has shown significantly higher NGAL expression in patients 
with active IBD compared to inactive cases, with positive correlations observed between NGAL levels and FC, PDAI 
scores, and endoscopic disease severity.44 NGAL concentrations also rise across various pathological conditions, with 
studies confirming increased NGAL levels in sepsis and correlations with inflammatory markers such as IL-6, IL-10, 
TNF, CRP, and leukocyte counts.45,46 In our findings, NGAL expression in pfCD was significantly higher than in the CG 
perianal fistulas group, with Spearman correlation analysis indicating positive associations between NGAL and FC, CRP, 
ESR, CDAI scores, and PDAI scores, suggesting NGAL as a potential biomarker for assessing clinical severity in 
patients with pfCD. ROC curve analysis demonstrated an AUC of 0.927 (95% CI: 0.890–0.964) for NGAL in pfCD 
diagnosis, which exceeded the diagnostic value of FC, CRP, and ESR. An NGAL cut-off of 175.5 μg/L was found to 
detect pfCD with 78.1% sensitivity and 95.9% specificity. The high sensitivity and specificity of NGAL levels, as well as 
the significant AUC values, emphasize its potential as discriminatory markers for pfCD. Furthermore, we also confirmed 
that serum NGAL levels were positively correlated with disease location and complexity, as assessed by the Montreal 
classification. The enrichment of NGAL at sites of active inflammation indicates its potential role as a biomarker for 
localized neutrophil activation and epithelial stress. The strong correlation between its expression levels and pathological 
scores further supports its potential as a noninvasive monitoring marker for pfCD.

NGAL is involved in diverse cellular processes, including immune regulation, cell proliferation, apoptosis, metabo-
lism, iron transport, and tumor metastasis.47 Previous studies have highlighted its role in the progression of various 
pathological disorders, particularly inflammatory diseases, renal dysfunction, neurodegenerative diseases, and cancers.48 

Research by Kim demonstrated that NGAL directly upregulates the NLRP3 inflammasome complex via NF-κB activa-
tion in response to LPS-stimulated macrophages, functioning as a proinflammatory regulator in macrophage activation 
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mediated by NF-κB, this finding suggests NGAL’s potential as a target for IBD prevention and treatment.49 In addition to 
its proinflammatory roles, NGAL helps control disease progression by inhibiting bacterial proliferation and reducing 
oxidative stress.50 Toyonaga et al found that NGAL limits spontaneous intestinal inflammation in IL-10 deficient mice by 
enhancing bacterial clearance through macrophage phagocytosis.51 Moreover, Bjornstad EC et al discovered that the 
urine NGALds dipstick performed similarly to the NGAL test in this low-resource setting and may be a useful tool to 
rule out Acute Kidney Injury.52 A novel diagnostic test for pfCD that does not rely on radiological examination, invasive 
examination, or experienced laboratory technicians could be invaluable in this setting. This has inspired us to develop 
a diagnostic dipstick for NGAL in the future, which could evaluate the severity of pfCD by measuring serum or fecal 
supernatant. If it proves equally efficacious as the laboratory serum/fecal NGAL, it could be quite promising for 
improving pfCD diagnostics, it may also enable the differentiation of pfCD from CG perianal fistulas as early as possible.

However, several major limitations of the present study should be acknowledged. First, the modest sample size 
renders this study preliminary, necessitating further research to confirm the findings. Second, selection bias may be 
present, as patient samples were sourced from a single hospital. While NGAL shows promise as a biomarker, future 
research endeavors should focus on validating the diagnostic value of serum NGAL levels in pfCD through larger, 
multicenter cohorts studies with long-term follow-up data. Additionally, the exploration of potential therapeutic implica-
tions based on the integration of NGAL into clinical practice represents a promising avenue for future investigation.

Conclusion
In conclusion, this study identifies NGAL as a promising biomarker for differentiating between pfCD and CG perianal 
fistula, and we also found that NGAL levels were positively correlated with disease severity in pfCD. The findings offer 
a basis for developing a new non-invasive biomarker for pfCD.
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