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Abstract: Background: Interplay between non-specific inflammatory reaction and tumor microenvi-
ronment in gastric cancer (GC) can be measured indirectly by assessing fluctuations in concentration
of platelets. Cytotoxic chemotherapy affects these morphotic elements directly by inducing myelo-
suppression. It was hypothesized that chemotherapy not only directly affects malignant cells, but also
through immunomodulation related to myelosuppression. Methods: Metastatic GC patients (N: 155)
treated with chemotherapy +/− trastuzumab were enrolled in this retrospective study. Platelet
pretreatment concentration (PLT-count) and the deepest level of platelet reduction, as well as other
inflammatory and general confounders were collected in the first 12 weeks of treatment (PLT-red).
Martingale residuals were used to visualize the relationship between PLT-count, PLT-red, and overall
survival (OS). Multiple multivariate Cox regression models were built to assess the impact of platelet
reduction on OS and progression-free survival (PFS). Results: Reduction of PLT (PLT-red) to 60%
of baseline concentration was associated with improved survival rates (HR = 0.60, p = 0.026 for OS
and HR 0.56, p = 0.015 for PFS). Cross-classification into four groups based on PLT-count (high vs
low) and PLT-red (high vs low) showed significantly worse survival rates in both high PLT-count
(HR = 3.60, p = 0.007 for OS and HR = 2.97, p = 0.024 for PFS) and low PLT-count (HR = 1.75, p = 0.035
for OS and HR = 1.80, p = 0.028 for PFS) patients with insufficient platelets reduction. Conclusion:
Thrombocytosis reduction represents a novel, clinically important, prognostic factor for OS and PFS
in patients with stage IV GC.

Keywords: gastric cancer; platelets; chemotherapy

1. Introduction

The oncology landscape is constantly evolving and there is no doubt that gastric cancer
treatment will no longer be based solely on cytotoxic chemotherapy [1,2]. However, until
then, optimization of cytotoxic chemotherapy is of the most importance. The long-standing
pursuit has been made to find the link between systemic inflammatory reactions and the
effectiveness of cancer treatment [3,4].

Several studies have shown that there is a correlation between baseline systemic
inflammation measured by neutrophil-to-cell ratio (NLR) and overall survival (OS) in the
context of both cytotoxic chemotherapy [5] and immunotherapy [6]. While the role of NLR
appears to be solid if not explained, the importance of another morphotic element, platelets,
is more ambiguous [7]. Several studies have shown that platelet-based markers, such as the
platelet-to-lymphocyte ratio (PLR) [8] or platelet-derived weight (PDW) [9], could provide
prognostic information. Even more important than finding accurate prognostic factors is
finding good predictive factors to steer the course of treatment that is already on the way.
The detection of early signs of the futility of treatment may guide the early modification of
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systemic therapy. The characteristic and typical adverse event of cytotoxic chemotherapy is
myelotoxicity [10], and some studies showed that treatment-induced neutropenia [11] or
thrombocytopenia [12] could predict a good response to therapy. Overall, it remains unclear
whether such cytopenias might indeed be helpful in tailoring patient-oriented treatment.

We hypothesized that chemotherapy-mediated reduction of initially increased platelet
count could be used as an early biomarker that predicts response to systemic treatment.
Platelets are better suited for this task because of variability of the neutrophil count re-
sulting from the nature of neutrophil progenitor cells. Furthermore, unlike in the case of
low-grade thrombocytopenia, chemotherapy must be delayed in most patients, demon-
strating neutropenia (≥G2 CTCAE) due to the risk of subsequent febrile neutropenia [13].
Furthermore, in many patients with neutropenia, G-CSF administration is required, which
can also result in clinically significant neutrocytosis [14].

To evaluate the prognostic and predictive role of thrombocytosis and the reduction
in treatment-induced PLT count, we analyzed the extent of a decrease in the number of
circulating PLT during the first 12 weeks of treatment, which is the usual time point for
evaluating the initial response to systemic therapy in clinical practice.

2. Materials and Methods

The retrospective analysis included data on 155 patients with advanced gastric cancer
(GC) treated systemically in the Department of Clinical Oncology, University Hospital
in Cracow between September 2013 and December 2019. The data was censored on
31 December 2020. Patients were eligible for analysis if at least one cycle of palliative
intravenous chemotherapy had been administered and full longitudinal records of blood
morphology were available. The chemotherapy regimen administered was a standard of
care at a given time and was adapted to the patient’s performance status, HER2 expression,
and available therapeutic guidelines. The neutrophil to lymphocyte ratio (NLR) was
calculated by division of the absolute neutrophil and lymphocyte counts. Platelet reduction
(PLT-red) was calculated as a ratio of the lowest PLT count between the 2nd and 12th
week divided by the initial platelet concentration (PLT-count). Overall survival (OS)
was defined as the time from the initiation of the first palliative chemotherapy to death.
Progression-free survival (PFS) was defined as the time from the beginning of the first
palliative chemotherapy to progression or death. The intensity of the dose was calculated
as the ratio between the number of cycles of chemotherapy administered, divided by the
maximum possible in a given time. Chemotherapy regimens were classified into four
categories according to the number of drugs administered (single agent regime, double
agent regime, triple agent regime, and trastuzumab-based regimen).

Statistical Analysis

The baseline characteristics of the study sample were presented in two groups of
patients who achieved or did not achieve a meaningful level of PLT reduction. Categorical
variables with frequencies and percentages were reported and continuous variables were
characterized by medians and interquartile ranges due to the high right skewness of all
investigated parameters. Nonparametric tests were used to compare medians between two
or more independent groups (Wilcoxon rank sum test and ANOVA rank Kruskal-Wallis
H test). The functional form of the relationship between continuous variables and the
log hazard ratio was tested with martingale residuals [15]. The Kaplan–Meier method
was used to estimate survival functions, and a comparison of them between two or more
independent groups was performed applying a log-rank test. Multiple Cox regression
models were fitted to assess the influence of the two main exposure variables PLT-count and
PLT-red, as well as the impact of covariates on time to death or disease progression. NLR
at baseline, dose intensity, ECOG, and type of chemotherapy were considered potential
confounders based on previous evaluation [16]. The proportional hazard assumption in all
multivariable models was tested with visual inspection of Schoenfeld residuals and was
formally complemented with omnibus chi-squared goodness of fit tests, relating failure



J. Clin. Med. 2022, 11, 1213 3 of 11

time to covariate values. In case of violation of this assumption, a different baseline hazard
function was introduced. Dichotomization of inflammatory markers or their reduction
was performed using cut-off points determined by displaying diagnostic graphs of Cox
models. To fulfill the assumption of linearity, the logarithmical transformation (with a
base 2) was used. The analyses were performed in R software (Development Core Team,
Vienna, Austria, version 4.0.4). All tests were two-sided and statistical significance was
defined as p < 0.05. No correction was applied for multiple statistical tests, due to the
exploratory nature of the study.

3. Results

The final analysis consisted of 105 patients. Fifty patients were excluded due to the
lack of complete longitudinal data.

The maximum level of platelets reduction was usually observed in the 7th week of
treatment (Me: 7, IQR: 5–10 weeks).

To visually assess the relationship between OS and platelet-based variables and to
check the functional form of exposure, which should be used in analysis, we plotted two
charts with martingale residuals computed from the null COX regression and modelled
them as a function of either PLT-count or PLT-red (Figure 1).
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Figure 1. Relationship between PLT-red, PLT-count, and overall survival. (A) Martingale residuals
of the null Cox model plotted against PLT-red. (B) Martingale residuals of Null Cox model plotted
against PLT-count. The superimposed smooth line shows the approximation of the true functional
form of a given covariate. The increasing trend shows shorter OS.

We detected a linear positive trend in association with PLT-red up to a value of 60%
reflecting a worsening survival prognosis, followed by stabilization with achievement of
the plateau afterwards. Analogical visual inspection of the relationship with the PLT-count
revealed that crossing the 400 × 103/µL level was associated with a gradual increase in
martingale residuals and, consequently, a continuous decrease in the average duration
of survival. The analysis in relation to PFS (Figure S1) showed similar patterns of the
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relationship with roughly the same cut-off points (60% for PLT-red and 400 × 103 /µL for
PLT-count), therefore, these values were used as thresholds for dichotomization. On the
other hand, analyzing PLT-red as a continuous variable was admissible after logarithmical
transformation with a base of 2.

Kaplan–Meier survival analysis was performed to compare the survival time of pa-
tients with high PLT count (n = 28) and low PLT count (n = 77). The median OS in the
low PLT count group was 9.5 months (95%CI: 8.5–14) and was significantly higher than in
the high PLT count group 8.62 (95% CI: 6.0–13.5) (Figure 2). A log rank test depicted the
significance of differences in the survival distributions as well (χ2(1) = 4.8, p = 0.028).
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Figure 2. Overall survival according to the PLT-count in the high (PLT < 400 × 103/µL) vs. low
(PLT > 400 × 103/µL) groups. Baseline patient demographic and clinical characteristics across reduced
platelets (PLT-red < 60%) and non-reduced platelets (PLT-red 60%) patients are shown in Table 1.

Table 1. Baseline characteristics.

Reduced Non-Reduced

Variable (n = 48) (n = 57) p

Age
Median (Q1–Q3) 60.0 (54.8–70.3) 61.0 (54.0–70.0)

0.745[Min, Max] [32.0, 82.0] [32.0, 82.0]

Gender
Male 32 (66.7%) 39 (68.4%)

1.000Female 16 (33.3%) 18 (31.6%)

Performance status(PS)
0 8 (16.7%) 9 (15.8%)

0.9671 30 (62.5%) 37 (64.9%)
2 10 (20.8%) 11 (19.3%)

Overall survival ‡
Median (Q1–Q3) 297.5 (213.3–543.0) 262.0 (149.0–434.0)

0.171[Min, Max] [44.0, 1913.0] [29.0, 1428.0]

Progresion free survival ‡
Median (Q1–Q3) 187.5 (118.8–295.0) 133.0 (81.0–233.0)

0.058[Min, Max] [44.0, 1477.0] [29.0, 880.0]
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Table 1. Cont.

Reduced Non-Reduced

Variable (n = 48) (n = 57) p

Platelets ¤
Median (Q1–Q3) 377.5 (287.3–441.5) 259.0 (201.0–377.0)

0.000[Min, Max] [224.0, 822.0] [113.0, 618.0]

NEU ¤
Median (Q1–Q3) 5.7 (4.2–6.4) 4.9 (3.8–6.0)

0.153[Min, Max] [1.9, 12.9] [1.5, 10.1]

LYM ¤
Median (Q1–Q3) 1.5 (1.2–1.9) 1.6 (1.2–1.9)

0.561[Min, Max] [0.3, 2.8] [0.7, 3.8]

NLR
Median (Q1–Q3) 3.6 (2.4–5.5) 3.2 (2.0–4.5)

0.129[Min, Max] [0.8, 15.0] [1.0, 7.2]
Missing 1 (2.1%) 1 (1.8%)

PDW ±
Median (Q1–Q3) 10.9 (10.3–12.4) 12.0 (10.7–13.6)

0.047[Min, Max] [8.8, 16.3] [8.8, 18.7]
Missing 1 (2.1%) 1 (1.8%)

Chemotherapy type
One-drug regime 2 (4.2%) 10 (17.5%)

0.043
Two-drugs regime 27 (56.3%) 19 (33.3%)

Three-drugs regime 16 (33.3%) 21 (36.8%)
Trastuzumab based regime 3 (6.3%) 7 (12.3%)

Dose intensity
Median (Q1–Q3) 0.81 (0.72–0.89) 0.81 (0.71–0.88)

0.634[Min, Max] [0.21, 1.00] [0.47, 1.33]
NEU = neutrophiles, LYM = lymphocytes, NLR = neutrophil to lymphocytes ratio, PDW = platelet distribution
width, dose intensity = delivered cycles of chemotherapy/planned cycles. p = p-value of the Wilcoxon rank sum
test for the difference between medians. ¤ = ×103/µL. ± = fL, ‡ = days.

The reduced and non-reduced PLT groups differed significantly in terms of PLT-count
and PDW, but not in lymphocytes and neutrophil concentration, or NLR ratio. There were
no differences in chemotherapy dose intensity between the groups; however, compared
to PLT-reduced patients, the PLT-non-reduced subsample more frequently received single
agent chemotherapy and simultaneously less frequently two-drug chemotherapy. Single
agent chemotherapy, which is assumed to be a suboptimal treatment for patients with a
GC, was associated with weaker reduction in PLT, as shown in Figure 3. Differences in
subgroups were formally tested with the Kruskal–Wallis H test that showed statistically
significant differences between groups χ2(3) = 10.3, p = 0.0164.

To more fully reflect the inflammatory profile of the patients, controlling proportional
changes in PLT for their initial values was needed. Both PLT-red and PLT-count were
incorporated into the Cox regression analysis in the appropriate form, guaranteeing that
there was no violation of the model assumptions. When we did not adjust to additional
covariates, regardless of whether PLT-depl was included as a continuous or dichotomized
variable, a high initial level of PLT was associated with approximately twice the risk of death
(HR = 2.10, 95% CI: 1.30–3.38 or HR = 1.91, 95% CI: 1.19–3.06, respectively). Controlling
for possible confounders showed an even stronger effect (HR = 2.32, 95% CI: 1.36–3.98 or
HR = 2.29, 95% CI: 1.33–3.95, respectively). Regarding the time to progression of the disease,
the estimates were also very stable, showing in fully adjusted models the tendency to a
higher risk of outcome for patients with a PLT count greater than 400 × 103/µL, however,
with only marginally significant results (HR = 1.64, 95% CI: 0.99–2.73 or HR = 1.64, 95%
CI: 0.98–2.76). We obtained a robust assessment of PLT on the impact of reduction on
both OS and PFS with strong effect towards deterioration of prognosis across increasing
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values of PLT-red. The double increase in PLT-red was accompanied by a 60–66% higher
risk of reaching OS/PFS endpoints (HR = 1.60, 95% CI: 1.12–2.31 for OS and HR = 1.66,
95% CI: 1.15–2.39 for PFS in fully adjusted models), and reaching at least a level of 0.6
was associated with a 55%–68% risk of OS and a 60–80% higher risk of the PFS endpoint
(HR = 1.68, 95% CI: 1.06–2.64 for OS and HR = 1.80, 95% CI: 1.12–2.91 for PFS) (Table 2).
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Table 2. Cox regression analysis for baseline platelet and platelets reduction.

OS PFS

Model 1 * Model 2 ** Model 1 * Model 2 **
Inflammatory Markers HR (95% CI) p HR (95% CI) p HR (95% CI) p HR (95% CI) p

Dichotomized PLT-count and logarithmically transformed PLT-red (continous)
PLT-count < 400 ¤ 1.00 (ref.) - 1.00 (ref.) - 1.00 (ref.) - 1.00 (ref.) -

PLT-count ≥ 400 ¤
2.10

0.002 2.32 (1.36; 3.98) 0.002
1.56

0.061 1.64 (0.99; 2.73) 0.055(1.30; 3.38) (0.98; 2.48)

PLT-red (log2) 1.64
0.003 1.60 (1.12; 2.31) 0.011

1.62
0.004 1.66 (1.15; 2.39) 0.006(1.18; 2.28) (1.16; 2.26)

Dichotomised both PLT-count and PLT-red
PLT-count < 400 ¤ 1.00 (ref.) - 1.00 (ref.) - 1.00 (ref.) - 1.00 (ref.) -

PLT-count ≥ 400 ¤
1.91

0.008 2.29 (1.33; 3.95) 0.003
1.46

0.109 1.64 (0.98; 2.76) 0.060(1.19; 3.06) (0.92; 2.32)
PLT-red < 0.6 1.00 (ref.) - 1.00 (ref.) - 1.00 (ref.) - 1.00 (ref.) -

PLT-red > 0.6
1.55

0.038 1.68 (1.06; 2.64) 0.026
1.60

0.028 1.80 (1.12; 2.91) 0.015(1.02; 2.34) (1.05; 2.42)

* Model 1 includes only PLT-count and PLT-red. ** Model 2 includes PLT-count, PLT-red, ECOG, dose intensity,
type of chemotherapy, and NLR at baseline (dichotomized with highest quartile as cut-off point). ¤ = × 103/µL.

To translate these results into clinical practice, a final model with four groups deter-
mined by cross-classification of level of PLT-red (<60 and the ≥60) and concentration of
PLT-count (<400 × 103/µL and ≥400 × 103/µL) was constructed and analyzed with Cox
regression. Our goal was to check whether achieving a significant reduction in platelets
could be beneficial even in the case of an elevated inflammatory reaction (Table 3).
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Table 3. Cox regression analysis for groups based on the baseline platelet level and platelet reduction.

OS PFS

Model 1 * Model 2 ** Model 1 * Model 2 **
Inflammatory Markers HR (95% CI) p HR (95% CI) p HR (95% CI) p HR (95% CI) p

PLT-count <400 ¤ & 1.00 (ref.) - 1.00 (ref.) - 1.00 (ref.) - 1.00 (ref.) -
PLT-red < 0.6

PLT-count <400 ¤ & 1.58 (0.97; 2.57) 0.064 1.75 (1.04; 2.93) 0.035 1.62 (0.99; 2.64) 0.055 1.80 (1.07; 3.05) 0.028PLT-red ≥ 0.6
PLT-count ≥400 ¤ & 1.97 (1.07; 3.61) 0.029 2.44 (1.26; 4.73) 0.008 1.49 (0.82; 2.72) 0.195 1.64 (0.87; 3.11) 0.127PLT-red < 0.6
PLT-count ≥400 ¤ & 2.89 (1.32; 6.33) 0.008 3.60 (1.41; 9.18) 0.007 2.30 (1.06; 4.99) 0.036 2.97 (1.15; 7.66) 0.024PLT-red ≥ 0.6

p for trend 0.003 0.001 0.041 0.028

* Model 1 includes only PLT-count and PLT-red; ** Model 2 includes PLT-count, PLT-red, ECOG, dose intensity,
type of chemotherapy, and NLR at baseline (dichotomized with highest quartile as a cut-off point). ¤ = ×103/µL.

In all constructed models, a decreasing trend of survival rates was detected across
premade groups (p for trend < 0.05). After controlling for known confounders, the patient
in the worst group (high PLT count and non-reduced PLT) had a 3.60 and 2.97 times greater
risk of the death and progression of disease, respectively, in comparison to patients with
optimal parameters (HR = 3.60, 95% CI: 1.41–9.18 for OS and HR = 2.97, 95% CI: 1.15–7.66
for PFS). Achieving platelet reduction in the group with a high inflammatory reaction
improved their survival rates compared to patients with high inflammation and no platelet
reduction. Differences in survival rates are visualized in Figure 4.
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4. Discussion

Our analysis confirmed the results of some earlier studies indicating that thrombo-
cytosis at the start of systemic treatment represents a detrimental prognostic factor in
advanced gastrointestinal cancer [17], as well as other malignancies [18]. Chronic systemic
inflammation mediated by cancer-induced cytokines (IL-6, IL-10) is reflected in the increase
in the number of circulating platelets [19,20]. There is no doubt that platelets are not only
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a biomarker of advanced disease, but also a direct trigger of life-threatening conditions
such as venous thromboembolism (VTE) [21] which, after neutropenia-induced infections,
is the second leading cause of mortality in advanced malignancies [22]. Among various
explanations for the detrimental impact of thrombocytosis on cancer patients’ outcomes,
three appear to be the most important: (i) promotion of tumor growth and angiogenesis by
PLT-secreted cytokines [23]; (ii) facilitation of metastasis by protecting circulating tumor
cells from physical factors such as shear stress and host immune response [24]; and (iii) in-
duction of a vicious circle in which platelets stimulate tumor cells, which further stimulate
platelet production and activity [25].

Theoretically, normalization of an increased PLT count during cancer treatment should
decrease the risk of VTE and improve patient outcomes [26]. However, robust data on
the prognostic role of treatment-mediated mitigation of thrombocytosis in cancer patients
are missing.

The observed impact of platelet reduction on survival could also be explained by
the sheer effect of cytotoxic chemotherapy on malignant cells. In this setting, platelet
reduction could reflect the intensity of myelosuppression induced directly by cytotoxic
agents. Consequently, the lower decrease in platelets revealed by one-drug regimens
supports this hypothesis.

In our opinion, it is implausible that only one of these explanations is correct. Platelet
reduction directly inhibits the inflammation-induced tumor proliferation and indirectly
reflect the antiproliferative potential of chemotherapy.

In clinical practice, the efficacy of systemic treatment is usually verified after 3 months
of treatment. Therefore, we decided to analyze the extent of reduction in platelet count dur-
ing the first 12 weeks of chemotherapy in the population studied. Based on initial statistical
analyses, which revealed a survival curve plateau after reaching a 60% reduction in the
PLT count, we decided to use this value as a cut-off point for further statistical analyzes.

Our results demonstrate that a significant reduction (60%) in cancer-related throm-
bocytosis represents a favorable prognostic factor for overall survival in chemotherapy-
treated GC patients. The extent of reduction in PLT depends on the antitumor activity
of chemotherapy and the specific toxicity of PLT of particular cytotoxic drugs such as
carboplatin or gemcitabine [27]. However, in the systemic treatment of GC, none of the
thrombogenesis-impacting medications mentioned above are used. Analysis of various
chemotherapy regimens used in the population of patients studied revealed that multidrug
(2-, 3-, trastuzumab-based regimens) regimens were significantly more effective in reducing
PLT counts than monotherapy. Several studies and available treatment guidelines suggest
the use of multidrug regimens (at least two drugs) in the first-line treatment of advanced
GC, due to its supreme efficacy in terms of tumor response and patient outcomes [28,29].
Furthermore, our study confirmed that such multidrug regimens, which are associated with
higher rates of objective responses, also efficiently inhibit tumor-related thrombocytosis
and thus neutralize protumorigenic PLT-mediated mileau. What is also very important is
that it was the combination of drugs, but not the intensity of chemotherapy, that resulted
in a significant reduction in thrombocytosis and a subsequent improvement in overall
survival. This observation suggests that in patients with GC who experience unacceptable
treatment-related toxicity, it is better to continue multidrug-based chemotherapy at reduced
doses than to switch to monotherapy.

Despite the advent of novel therapeutic approaches, advanced gastric cancer pa-
tients have a poor prognosis with a median overall survival that usually does not exceed
12 months [30]. Adopting new predictive factors that could optimize the early stages of
cancer treatment could significantly benefit patients. The most profound platelets reduction
was usually detected in the 7th week of treatment and therefore can act as a timely signal
for early intervention.

Treatment of advanced gastric cancer is rapidly evolving due to the introduction
of immune checkpoint inhibitors. Anti-PD1 inhibitors alone and in combination with
chemotherapy have significant activity in advanced GC and will soon be approved as first-
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or second-line therapies in this indication [31]. However, many patients with GC will not
respond to this approach and some of them may even experience a dangerous clinical
phenomenon called hyperprogression, which is associated with extremely rapid disease
progression and fatal outcomes. Recent publications analyze hyperprogression events in
patients with various cancers [32], including gastrointestinal cancers [33]. They clearly
showed that baseline thrombocytosis is a risk factor for this phenomenon.

Our study has several limitations. The most important limitation is its retrospective
character. Furthermore, over the analyzed time, patients have been treated with various
chemotherapy regimens based on the patient’s performance status and available guidelines.
Therefore, the results should be validated prospectively to consider utilization of the
thrombocytosis reduction as a marker to guide clinical decisions. Over the analyzed time,
the recommended systemic treatment in advanced GC changed from the three-drug to
two-drug regimens. In terms of overall survival, both three-drug and two-drug regimens
are equal [34], therefore, it should not have had an impact on the result of our analysis.
On the other hand, some bias could be caused by the selection of patients for one-drug
regimes. This type of treatment has not been a standard of care in the analyzed period and
has usually been reserved for patients in suboptimal general conditions.

The second limitation is the small study sample caused by the lack of longitudinal
data for 50 of our patients. Although the dropout was considerable, the incompleteness of
the data was random and should not give additional bias.

Consequently, our observations may provide some additional hints in clinical practice
in advanced GC patients treated with standard chemotherapy-only regimens, but also
in those treated with novel chemoimmunotherapies. However, as previously stressed,
prospective validation of the clinical utility of thrombocytosis-reduction must be performed
not only in chemotherapy-only but also in advanced GC treated with chemoimmunotherapy.

5. Conclusions

The degree of platelet reduction during the first 12 weeks of chemotherapy represents
an important prognostic and predictive factor that affects both OS and PFS in advanced
gastric cancer.

Supplementary Materials: The following supporting information can be downloaded at: https://
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and PFS.

Author Contributions: Conceptualization, K.K.; formal analysis, K.K. and A.M.; funding acquisition,
P.J.W.; investigation, K.K., P.F., M.L., Ł.K., J.S. and P.P.; methodology, K.K.; visualization, K.K.;
writing—original draft, K.K., A.M. and P.J.W.; writing—review & editing, K.K. and P.J.W. All authors
have read and agreed to the published version of the manuscript.

Funding: This research received no external funding.

Institutional Review Board Statement: The study was conducted according to the guidelines of
the Declaration of Helsinki, and approved by the Ethics Committee of Jagiellonian University
(1072.6120.165.2021, 16.06.2021).

Informed Consent Statement: Patient consent was waived due to its retrospective nature.

Data Availability Statement: The data presented in this study are available on request from the
corresponding author. The data are not publicly available due to privacy concerns.

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

https://www.mdpi.com/article/10.3390/jcm11051213/s1
https://www.mdpi.com/article/10.3390/jcm11051213/s1


J. Clin. Med. 2022, 11, 1213 10 of 11

References
1. Shitara, K.; Van Cutsem, E.; Bang, Y.-J.; Fuchs, C.; Wyrwicz, L.; Lee, K.-W.; Kudaba, I.; Garrido, M.; Chung, H.C.; Lee, J.;

et al. Efficacy and Safety of Pembrolizumab or Pembrolizumab Plus Chemotherapy vs. Chemotherapy Alone for Patients with
First-line, Advanced Gastric Cancer: The KEYNOTE-062 Phase 3 Randomized Clinical Trial. JAMA Oncol. 2020, 6, 1571–1580.
[CrossRef] [PubMed]

2. Ricci, A.; Rizzo, A.; Llimpe, F.R.; Di Fabio, F.; De Biase, D.; Rihawi, K. Novel HER2-Directed Treatments in Advanced Gastric
Carcinoma: AnotHER Paradigm Shift? Cancers 2021, 13, 1664. [CrossRef] [PubMed]

3. Rihawi, K.; Ricci, A.; Rizzo, A.; Brocchi, S.; Marasco, G.; Pastore, L.; Llimpe, F.; Golfieri, R.; Renzulli, M. Tumor-Associated
Macrophages and Inflammatory Microenvironment in Gastric Cancer: Novel Translational Implications. Int. J. Mol. Sci.
2021, 22, 3805. [CrossRef] [PubMed]

4. Ghiringhelli, F.; Apetoh, L. The interplay between the immune system and chemotherapy: Emerging methods for optimizing
therapy. Expert Rev. Clin. Immunol. 2013, 10, 19–30. [CrossRef]

5. Asaoka, T.; Miyamoto, A.; Maeda, S.; Tsujie, M.; Hama, N.; Yamamoto, K.; Miyake, M.; Haraguchi, N.; Nishikawa, K.; Hirao, M.;
et al. Prognostic impact of preoperative NLR and CA19-9 in pancreatic cancer. Pancreatology 2016, 16, 434–440. [CrossRef]

6. Diem, S.; Schmid, S.; Krapf, M.; Flatz, L.; Born, D.; Jochum, W.; Templeton, A.J.; Früh, M. Neutrophil-to-Lymphocyte ratio (NLR)
and Platelet-to-Lymphocyte ratio (PLR) as prognostic markers in patients with non-small cell lung cancer (NSCLC) treated with
nivolumab. Lung Cancer 2017, 111, 176–181. [CrossRef]

7. Asher, V.; Lee, J.; Innamaa, A.; Bali, A. Preoperative platelet lymphocyte ratio as an independent prognostic marker in ovarian
cancer. Clin. Transl. Oncol. 2011, 13, 499–503. [CrossRef]

8. Feng, J.-F.; Huang, Y.; Chen, Q.-X. Preoperative platelet lymphocyte ratio (PLR) is superior to neutrophil lymphocyte ratio (NLR)
as a predictive factor in patients with esophageal squamous cell carcinoma. World J. Surg. Oncol. 2014, 12, 58. [CrossRef]

9. Cui, M.-M.; Li, N.; Liu, X.; Yun, Z.-Y.; Niu, Y.; Zhang, Y.; Gao, B.; Liu, T.; Wang, R.-T. Platelet distribution width correlates with
prognosis of non-small cell lung cancer. Sci. Rep. 2017, 7, 3456. [CrossRef]

10. Dale, D.C.; McCarter, G.C.; Crawford, J.; Lyman, G.H. Myelotoxicity and Dose Intensity of Chemotherapy: Reporting Practices
From Randomized Clinical Trials. J. Natl. Compr. Cancer Netw. 2003, 1, 440–454. [CrossRef]

11. Han, Y.; Yu, Z.; Wen, S.; Zhang, B.; Cao, X.; Wang, X. Prognostic value of chemotherapy-induced neutropenia in early-stage breast
cancer. Breast Cancer Res. Treat. 2011, 131, 483–490. [CrossRef]

12. Bottsford-Miller, J.; Choi, H.J.; Dalton, H.J.; Stone, R.L.; Cho, M.S.; Haemmerle, M.; Nick, A.M.; Pradeep, S.; Zand, B.; Previs, R.A.;
et al. Differential Platelet Levels Affect Response to Taxane-Based Therapy in Ovarian Cancer. Clin. Cancer Res. 2015, 21, 602–610.
[CrossRef]

13. Crawford, J.; Dale, D.C.; Lyman, G.H. Chemotherapy-induced neutropenia. Cancer 2004, 100, 228–237. [CrossRef] [PubMed]
14. Morstyn, G.; Keech, J.; Sheridan, W.; Campbell, L.; Green, M.; Metcalf, D.; Fox, R.; Souza, L.; Alton, N. Effect of Granulocyte

Colony Stimulating Factor on Neutropenia Induced by Cytotoxic Chemotherapy. Lancet 1988, 331, 667–672. [CrossRef]
15. Therneau, T.M.; Grambsch, P.M.; Fleming, T.R. Martingale-based residuals for survival models. Biometrika 1990, 77, 147–160.

[CrossRef]
16. Konopka, K.; Micek, A.; Ochenduszko, S.; Streb, J.; Potocki, P.; Kwinta, Ł.; Wysocki, P.J. Combined Neutrophil-to-Lymphocyte

and Platelet-Volume-to-Platelet Ratio (NLR and PVPR Score) Represents a Novel Prognostic Factor in Advanced Gastric Cancer
Patients. J. Clin. Med. 2021, 10, 3902. [CrossRef]

17. Voutsadakis, I.A. Thrombocytosis as a prognostic marker in gastrointestinal cancers. World J. Gastrointest. Oncol. 2014, 6, 34–40.
[CrossRef]

18. Aoe, K.; Hiraki, A.; Ueoka, H.; Kiura, K.; Tabata, M.; Tanaka, M.; Tanimoto, M. Thrombocytosis as a Useful Prognostic Indicator
in Patients with Lung Cancer. Respiration 2004, 71, 170–173. [CrossRef] [PubMed]

19. Bester, J.; Pretorius, E. Effects of IL-1β, IL-6 and IL-8 on erythrocytes, platelets and clot viscoelasticity. Sci. Rep. 2016, 6, 32188.
[CrossRef] [PubMed]

20. Gudbrandsdottir, S.; Hasselbalch, H.C.; Nielsen, C.H. Activated Platelets Enhance IL-10 Secretion and Reduce TNF-α Secretion
by Monocytes. J. Immunol. 2013, 191, 4059–4067. [CrossRef] [PubMed]

21. Kaider, A.; Schwarzinger, I.; Riedl, J.; Reitter, E.-M.; Marosi, C.; Jäger, U.; Zielinski, C.; Pabinger, I.; Ay, C. Association of mean
platelet volume with risk of venous thromboembolism and mortality in patients with cancer. Thromb. Haemost. 2014, 111, 670–678.
[CrossRef] [PubMed]

22. Wun, T.; White, R.H. Venous Thromboembolism (VTE) in Patients with Cancer: Epidemiology and Risk Factors. Cancer Investig.
2009, 27 (Suppl. S1), 63–74. [CrossRef] [PubMed]

23. Bikfalvi, A.; Giménez-Gallego, G. The Control of Angiogenesis and Tumor Invasion by Platelet Factor-4 and Platelet
Factor-4-Derived Molecules. Semin. Thromb. Hemost. 2004, 30, 137–144. [CrossRef] [PubMed]

24. Lou, X.-L.; Sun, J.; Gong, S.-Q.; Yu, X.-F.; Gong, R.; Deng, H. Interaction between circulating cancer cells and platelets: Clinical
implication. Chin. J. Cancer Res. 2015, 27, 450–460. [CrossRef]

25. Buergy, D.; Wenz, F.; Groden, C.; Brockmann, M.A. Tumor-platelet interaction in solid tumors. Int. J. Cancer 2012, 130, 2747–2760.
[CrossRef]

26. Bambace, N.M.; Holmes, C.E. The platelet contribution to cancer progression. J. Thromb. Haemost. 2011, 9, 237–249. [CrossRef]

http://doi.org/10.1001/jamaoncol.2020.3370
http://www.ncbi.nlm.nih.gov/pubmed/32880601
http://doi.org/10.3390/cancers13071664
http://www.ncbi.nlm.nih.gov/pubmed/33916206
http://doi.org/10.3390/ijms22083805
http://www.ncbi.nlm.nih.gov/pubmed/33916915
http://doi.org/10.1586/1744666X.2014.865520
http://doi.org/10.1016/j.pan.2015.10.006
http://doi.org/10.1016/j.lungcan.2017.07.024
http://doi.org/10.1007/s12094-011-0687-9
http://doi.org/10.1186/1477-7819-12-58
http://doi.org/10.1038/s41598-017-03772-z
http://doi.org/10.6004/jnccn.2003.0038
http://doi.org/10.1007/s10549-011-1799-1
http://doi.org/10.1158/1078-0432.CCR-14-0870
http://doi.org/10.1002/cncr.11882
http://www.ncbi.nlm.nih.gov/pubmed/14716755
http://doi.org/10.1016/S0140-6736(88)91475-4
http://doi.org/10.1093/biomet/77.1.147
http://doi.org/10.3390/jcm10173902
http://doi.org/10.4251/wjgo.v6.i2.34
http://doi.org/10.1159/000076679
http://www.ncbi.nlm.nih.gov/pubmed/15031573
http://doi.org/10.1038/srep32188
http://www.ncbi.nlm.nih.gov/pubmed/27561337
http://doi.org/10.4049/jimmunol.1201103
http://www.ncbi.nlm.nih.gov/pubmed/24048901
http://doi.org/10.1160/TH13-07-0603
http://www.ncbi.nlm.nih.gov/pubmed/24306221
http://doi.org/10.1080/07357900802656681
http://www.ncbi.nlm.nih.gov/pubmed/19291526
http://doi.org/10.1055/s-2004-822978
http://www.ncbi.nlm.nih.gov/pubmed/15034805
http://doi.org/10.3978/j.issn.1000-9604.2015.04.10
http://doi.org/10.1002/ijc.27441
http://doi.org/10.1111/j.1538-7836.2010.04131.x


J. Clin. Med. 2022, 11, 1213 11 of 11

27. Berg, M.J.T.; van den Bemt, P.M.L.A.; Shantakumar, S.; Bennett, D.; Voest, E.E.; Huisman, A.; Van Solinge, W.W.; Egberts, T.C.
Thrombocytopenia in Adult Cancer Patients Receiving Cytotoxic Chemotherapy: Results from a retrospective hospital-based
cohort study. Drug Saf. 2011, 34, 1151–1160. [CrossRef] [PubMed]

28. Ter Veer, E.; Mohammad, N.H.; van Valkenhoef, G.; Ngai, L.L.; Mali, R.M.A.; Anderegg, M.C.; Van Oijen, M.G.H.; Van Laarhoven,
H.W.M. The Efficacy and Safety of First-line Chemotherapy in Advanced Esophagogastric Cancer: A Network Meta-analysis.
JNCI J. Natl. Cancer Inst. 2016, 108, djw166. [CrossRef]

29. Wagner, A.D.; Syn, N.; Moehler, M.; Grothe, W.; Yong, W.P.; Tai, B.-C.; Ho, J.; Unverzagt, S. Chemotherapy for advanced gastric
cancer. Cochrane Database Syst. Rev. 2017, 8, CD004064. [CrossRef]

30. Janjigian, Y.Y.; Shitara, K.; Moehler, M.; Garrido, M.; Salman, P.; Shen, L.; Wyrwicz, L.; Yamaguchi, K.; Skoczylas, T.; Bragagnoli,
A.C.; et al. First-line nivolumab plus chemotherapy versus chemotherapy alone for advanced gastric, gastro-oesophageal junction,
and oesophageal adenocarcinoma (CheckMate 649): A randomised, open-label, phase 3 trial. Lancet 2021, 398, 27–40. [CrossRef]

31. Moehler, M.; Shitara, K.; Garrido, M.; Salman, P.; Shen, L.; Wyrwicz, L.; Yamaguchi, K.; Skoczylas, T.; Bragagnoli, A.C.;
Liu, T.; et al. LBA6_PR Nivolumab (nivo) plus chemotherapy (chemo) versus chemo as first-line (1L) treatment for advanced
gastric cancer/gastroesophageal junction cancer (GC/GEJC)/esophageal adenocarcinoma (EAC): First results of the CheckMate
649 study. Ann. Oncol. 2020, 31, S1191. [CrossRef]

32. Matos, I.; Martin-Liberal, J.; Garcia-Ruiz, A.; Hierro, C.; De Olza, M.O.; Viaplana, C.; Azaro, A.; Vieito, M.; Brana, I.; Mur, G.;
et al. Capturing Hyperprogressive Disease with Immune-Checkpoint Inhibitors Using RECIST 1.1 Criteria. Clin. Cancer Res.
2020, 26, 1846–1855. [CrossRef] [PubMed]

33. Wang, Z.; Liu, C.; Bai, Y.; Zhao, X.; Cui, L.; Peng, Z.; Zhang, X.; Wang, X.; Zhao, Z.; Li, J.; et al. Redefine Hyperprogressive Disease
during Treatment with Immune-Checkpoint Inhibitors in Patients with Gastrointestinal Cancer. Front. Oncol. 2021, 11, 761110.
Available online: https://www.frontiersin.org/article/10.3389/fonc.2021.761110 (accessed on 22 February 2022). [CrossRef]
[PubMed]

34. Guo, W.; Zhu, X.; Huang, M.; Wang, Y.; Chen, Z.; Feng, W.; He, Y.; Zhang, X.; Liu, X.; Wang, C.; et al. Phase III trial comparing
XELOX regimen (oxaliplatin plus capecitabine) versus EOX regimen (epirubicin, oxaliplatin and capecitabine) as first-line
treatment for advanced gastric cancer: EXELOX trial. J. Clin. Oncol. 2021, 39 (Suppl. S15), 4014. [CrossRef]

http://doi.org/10.2165/11594310-000000000-00000
http://www.ncbi.nlm.nih.gov/pubmed/22077503
http://doi.org/10.1093/jnci/djw166
http://doi.org/10.1002/14651858.CD004064.pub4
http://doi.org/10.1016/S0140-6736(21)00797-2
http://doi.org/10.1016/j.annonc.2020.08.2296
http://doi.org/10.1158/1078-0432.CCR-19-2226
http://www.ncbi.nlm.nih.gov/pubmed/31757877
https://www.frontiersin.org/article/10.3389/fonc.2021.761110
http://doi.org/10.3389/fonc.2021.761110
http://www.ncbi.nlm.nih.gov/pubmed/34858840
http://doi.org/10.1200/JCO.2021.39.15_suppl.4014

	Introduction 
	Materials and Methods 
	Results 
	Discussion 
	Conclusions 
	References

