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Purpose: The nutritional risk index (NRI) and handgrip strength (HGS) are useful indicators of nutritional and physical status,
respectively, both of them can predict the prognosis of many cancers; however, the predictive accuracy of a single indicator is
unsatisfactory. Whether the combination of NRI and HGS could enhance the stratification of the prognosis of patients with cancer
cachexia.
Patients and Methods: The study population was randomly divided into training and validation cohorts. We combined NRI and
HGS and constructed the NRI–HGS score. Restricted cubic splines were used to assess the associations between NRI, HGS, and all-
cause mortality. The Kaplan–Meier method was used to calculate the survival probability of the patients. The Cox proportional hazards
risk model was used to analyze survival and prognostic factors.
Results: Low NRI and low HGS were independent predictors of poor prognosis in patients with cancer cachexia. The NRI–HGS score
showed a better prognostic stratification than either NRI or HGS. The co-occurrence of low NRI and low HGS was associated with an
approximately 1.8-fold increased risk of mortality. The NRI–HGS score could effectively distinguish patients with a poor prognosis at
different pathological stages. Furthermore, we constructed a novel prognostic nomogram based on NRI and HGS. The concordance
index and calibration plot confirmed that the nomogram had good prognostic accuracy. The area under the receiver operating
characteristic curve of the nomogram reached >0.8, which was much higher than that of the traditional tumor–node–metastasis
staging system. The nomogram provided better prognostic stratification for patients with cancer cachexia.
Conclusion: Low NRI and low HGS are independent prognostic indicators in cancer cachexia. The combination of NRI and HGS
improve prognostic stratification for patients with cancer cachexia. Our study suggests combining nutritional and physical status in
future cachexia research.
Keywords: nutritional risk index, handgrip strength, cancer cachexia, prognostic

Introduction
According to the Global Cancer Statistics 2021,1 cancer is one of the leading diseases affecting the lives and health of
people worldwide, and its incidence continues to rapidly increase. It was estimated that there were approximately
19.3 million new cancer cases worldwide in 2020, with China having the highest number at approximately 4.57 million.
In other words, approximately 125,000 people are diagnosed with cancer every day (8.7 people every minute), showing
the heavy burden of the disease. Cancer remains one of the leading causes of death worldwide and a major obstacle to
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increasing life expectancy in every country in the 21st century. Cancer cachexia is reported to be one of the main causes
of poor prognosis in patients with cancer. Approximately 50–80% of cancer patients have varying degrees of cachexia,
and the proportion is even higher among patients with advanced cancer.2 Patients with cancer cachexia are at increased
risk of death, especially those with intractable cachexia, which accounts for more than one-fifth of all cancer deaths.3

Therefore, to reduce mortality related to cancer cachexia, it is imperative to identify potential prognostic markers that can
stratify patients with this condition.

Tumor factors (eg, microvascular invasion), tumor-related factors, and pathological stage have been reported to be
strong prognostic predictors in patients with cancer. However, even at the same pathological stage, the biological
behavior of the tumors and the prognosis of the patients may differ, indicating the necessity of combining additional
patient factors to individualize the risk stratification of patients with cancer. Increasing evidence indicates that inflam-
mation and nutritional status are important factors affecting the development and clinical outcome of cancer.4,5 In recent
years, the nutritional risk index (NRI), which incorporates commonly used nutritional parameters, has been reported to be
associated with the prognosis of patients with various malignancies.6–8 Because of its simplicity, low cost, and
availability, the NRI is considered a prognostic biomarker with broad potential applications. Some studies have also
demonstrated that handgrip strength (HGS), a simple and noninvasive Clinical index, is a useful factor in predicting the
survival and prognosis of patients with cancer.9,13 Burtin et al9 found that low HGS is an adverse factor for the prognosis
of patients with non-small cell lung cancer and that combining low HGS with fat-free mass can enhance the accuracy of
prognostic prediction. A multicenter study by Zhuang et al13 showed that low HGS is strongly associated with cancer
mortality. However, the impact of HGS on patients with cancer remains controversial. Celis-morales et al10 reported that
HGS is associated with cancer mortality in men but not in women. Another study found no significant association
between HGS and cancer-related mortality in men.11 Therefore, the relationship between HGS and prognosis in patients
with cancer needs to be further explored.

The accuracy of a single indicator in predicting the prognosis of malignancy is low; however, the combination of
multiple indicators can improve the accuracy of prognostic prediction. The NRI is an objective nutritional index that
combines serological and physical measurements, whereas HGS is a useful indicator of the physical status of patients.
We hypothesized that the combination of NRI and HGS can more comprehensively reflect the prognosis of patients with
cancer cachexia. Accordingly, the purpose of this study was to evaluate and validate the usefulness of the combination of
NRI and HGS in evaluating clinical outcomes in patients with cancer cachexia.

Methods
Study Population
This was a large-scale, multi-center and prospective study, which included pathologically confirmed cancer patients from
more than 40 medical centers between June 2012 and December 2019. All included patients were diagnosed with cancer
cachexia and had complete clinicopathological data. We excluded patients who were hospitalized for < 24 h; had no data
on HGS, height, weight, and other physical measures; or refused to participate in the study. All patients were regularly
followed up through outpatient visits or telephone interviews. The patients were followed up every 3 months for 2 years,
and every 6 months thereafter. The final follow-up was conducted in September 2019.

Definition of Cancer Cachexia
Cancer cachexia is defined as a multifactorial syndrome characterized by a continuous loss of skeletal muscle mass
(including or excluding fat mass loss). As this condition cannot be completely reversed by traditional nutritional support,
it can lead to several dysfunctions.12 In the Chinese population, the diagnostic criteria for cancer cachexia are as follows:
(1) loss of > 5% body weight within 6 months without dieting, (2) body mass index (BMI) < 18.5 kg/m2 accompanied by
a weight loss of > 2%, and (3) skeletal muscle mass index of the extremities meeting the criteria for sarcopenia and > 2%
weight loss. Patients meeting one or more of the above criteria are diagnosed with cancer cachexia.
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Data Collection and Definition
Data on basic information including sex, age, height, and weight; comorbid diseases including hypertension and diabetes;
and laboratory serological parameters including white blood cell (WBC) count, neutrophil count, lymphocyte count,
platelet count, red blood cell (RBC) count, hemoglobin level, and serum albumin level were collected. All laboratory
serological tests were performed on an empty stomach within 1–3 days of admission. Data on clinicopathological
information, such as tumor location and pathological tumor–node–metastasis (TNM) stage (American Joint Committee
on Cancer staging system, 8th edition); treatment methods such as surgery, radiotherapy, and chemotherapy; and other
indices such as the Karnofsky Performance Scale (KPS) score, Patient-Generated Subjective Global Assessment (PG-
SGA) score, mid-arm circumference (MAC), and HGS, were also collected. The primary endpoint was all-cause
mortality. The secondary endpoints were quality of life and length of hospital stay.

HGS was measured using a hand dynamometer (CAMRY, Model EH101, Guangdong, China). During the measurement,
the patients were asked to sit upright, with the arm resting on the armrest and the elbow flexed 90°. They were instructed to
squeeze the handle of the dynamometer with maximum effort within 3 s. HGS was measured three times for both hands, and
the highest measurement values were selected for analysis. According to previous studies,13 HGS differs between men and
women. Therefore, we adopted a sex-specific standardized log-rank statistic to determine the optimal cutoff value of HGS.
The sex-specific cutoff values of low HGS associated with all-cause mortality were < 13.8 kg for women and < 31.9 kg for
men. The NRI was calculated using the following formula: 1.519 × serum albumin level (g/L) + 41.7 × (current body weight
[kg]/ideal body weight [kg]). Ideal body weight was calculated using the Lorentz formula, as follows: height (cm)-100 -
([height (cm)-150]/4) for men and height (cm)-100 - ([height (cm)-150]/2.5) for women. The current body weight/ideal body
weight was considered to be 1 when the current weight exceeded the ideal weight.14 Following a previous study,15 the patients
were divided into three groups according to NRI: normal risk (NRI ≥ 97.5), moderate risk (83.5 ≤ NRI < 97.5), and severe risk
(NRI < 83.5). Quality of life was assessed using the European Organization for Research and Treatment of Cancer Quality of
Life Questionnaire (EORTCQLQ-C30, version 3.0).16,17 All-cause mortality was defined as the time interval between the date
of cancer diagnosis and the patient’s death or the last follow-up.

Statistical Analysis
Continuous variables are presented as median and interquartile range or mean ± standard deviation (SD) values, whereas
categorical variables are presented as counts and percentages. Variables were analyzed using Fisher’s exact test, chi-squared
test, t-test, or Mann–Whitney U-test, as appropriate. According to the principle of randomization, the study population was
randomly divided into training and validation cohorts at a ratio of 7:3. Restricted cubic splines were used to assess the
associations between NRI, HGS, and all-cause mortality. The Kaplan–Meier method was used to calculate the survival
probability of the patients, and the Log rank test was used to evaluate the survival differences. To determine the potential
prognostic factors that affect all-cause mortality, we used the Cox proportional hazards regression model. Variables with
a p-value of < 0.05 in the univariate analysis were entered into a multivariate analysis to determine the prognostic effect of the
independent variables on all-causemortality. A nomogrammodel was constructed on the basis of the results of themultivariate
analysis. The goodness of fit between the observed and predicted values was evaluated using a calibration curve and the
concordance index (C-index). Time-dependent receiver operating characteristic (ROC) curve analysis was performed to
compare the prognostic value of the indicators. In this study, p < 0.05 on both sides was considered statistically significant. All
statistical analyses were performed using R software (version 4.0.5; https://www.r-Project.org).

Results
Clinicopathological Characteristics of Patients
According to the inclusion and exclusion criteria, 2612 patients with complete information were finally included in this
study. The patients were randomly assigned to the training (1832 patients) and validation (780 patients) cohorts using
computer-generated random numbers, at a ratio of 7:3 (Figure S1). This study included 1529 men and 1083 women with
an average age of 58.76 (11.73) years. Of them, 226 patients had stage I, 559 patients had stage II, 698 patients had stage
III, and 1129 patients had stage IV. The median follow-up time was 18.53 (1.00–81.05) months. The clinicopathological
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characteristics of the training and validation cohorts are shown in Table S1. The clinicopathological characteristics of the
patients were mostly consistent between the two cohorts, indicating good randomization.

We assessed the associations between NRI, HGS, and all-cause mortality in patients with cancer cachexia using
restricted cubic splines. The results showed that the prognosis of patients gradually worsened with decreasing NRI and
HGS. After adjusting for confounding variables, a significant negative correlation was still observed (Figure S2). Patients
with low NRI had significantly lower survival rates than those with high NRI in the training cohort (30.9% vs 49.7% vs
67.2%, log-rank p < 0.001) (Figure 1A, NRI) and in the validation cohort (31.5% vs 51.2% vs 69.8%, log-rank p < 0.001)
(Figure 1B, NRI). The survival rate of patients with low HGS was approximately 20.6% lower than that of patients with
high HGS in the training cohort (Figure 1A, HGS) and 22.9% lower than that of patients with high HGS in the validation
cohort (Figure 1B, HGS). For every SD increase in NRI, the risk of poor prognosis in patients with cancer cachexia was
reduced by 2.2% (hazard ratio [HR] 0.978, 95% confidence interval [CI] 0.969–0.987, log-rank p = 0.001) in the training
cohort and by 2.7% (HR 0.973, 95% CI 0.957–0.989, log-rank p = 0.001) in the validation cohort. Similarly, for every
SD increase in HGS, the risk of poor prognosis in patients with cancer cachexia was reduced by 2.0% (HR 0.980, 95% CI
0.971–0.988, log-rank p < 0.001) in the training cohort and by 1.9% (HR 0.981, 95% CI 0.969–0.994, log-rank p =
0.004) in the validation cohort (Table S2).

Combination Analysis of NRI and HGS
Multivariate analysis revealed that NRI and HGS were independent prognostic factors in patients with cancer cachexia. We
hypothesized that the combination of these two factors may contribute to better stratification of the prognosis of patients with
cancer cachexia. Therefore, we constructed a new score, the NRI–HGS score. First, NRI was assigned a score of 1 for the normal
group, 2 for the moderate group, and 3 for the severe group. HGS was also scored, with a score of 1 indicating high HGS and
a score of 2 indicating low HGS. Finally, the two scores were combined. We categorized the NRI–HGS score into four groups:
normal (score: 2), mild (score: 3), moderate (score: 4), and severe (score: 5). The associations between the NRI–HGS score and
various clinicopathological factors are presented in Table S3. The results showed that high NRI–HGS scores were associated
with man, old age, low BMI, smoking, advanced pathological stage, high WBC count, high neutrophil count, low lymphocyte
count, low RBC count, low hemoglobin level, low KPS score, low MAC, low NRI, low HGS, high weight loss, high PG-SGA
score, high mortality, and long length of hospital stay.

Figure 1 Kaplan-Meier survival of NRI, HGS, and NRI-HGS score in patients with cancer cachexia.
Notes: (A) Training cohort; (B) Validation cohort.
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In the training cohort, we found that the NRI–HGS score had good prognostic stratification in patients with cancer
cachexia. The survival rates of the normal, mild, moderate, and severe groups were 72.5%, 59.9%, 42.2%, and 28.4%,
respectively (Figure 1A, NRI–HGS score). In the validation cohort, as the NRI–HGS score increased, the prognosis of
patients gradually worsened (80.2% vs 56.8% vs 46.2% vs 26.7%) (Figure 1B, NRI–HGS score). We also compared the
survival curves of each NRI–HGS score group according to pathological stage. In the training cohort (Figure S3A),
statistically significant differences in NRI–HGS scores were found among stage I–IV patients with cancer cachexia (all
log-rank p < 0.05). Similarly, in the validation cohort, the NRI–HGS score showed good prognostic stratification in
patients with cancer cachexia at different pathological stages (Figure S3B). We also found that the NRI–HGS score could
effectively predict the prognosis of each tumor subgroup (Figure S4A and B). Compared with the normal group, the mild,
moderate, and severe groups were all negatively associated with a poor prognosis, and the HRs for all-cause mortality
were 1.324 (95% CI 1.059–1.656, log-rank p = 0.014), 2.176 (95% CI 1.718–2.756, log-rank p < 0.001), and 2.745 (95%
CI 2.023–3.725, log-rank p < 0.001), respectively, in the training cohort. Concordantly, the HRs for all-cause mortality
progressively decreased to 1.826 (95% CI 1.233–2.705, log-rank p = 0.003), 2.298 (95% CI 1.500–3.520, log-rank p <
0.001), and 2.855 (95% CI 1.684–4.840, log-rank p < 0.001) in the validation cohort (Table 1).

Death within 3 months and hematological disease or abnormal liver function were confounding factors in this study.
Therefore, we performed a sensitivity analysis excluding patients with the above conditions. The results still showed that
the NRI–HGS score had good prognostic discrimination in patients with cancer cachexia (Table S4). In addition, we also
compared the ROC curves of the NRI–HGS score with other prognostic assessment tools. We found that the NRI–HGS
score was superior to most other tools at 1, 3, and 5 years in both the training and validation cohorts (Figure S5A and B).
Quality of life is also an important outcome in patients with cancer cachexia. The EORTC QLQ-C30, the most
commonly used tool for assessing quality of life, includes five functional scales (physical, role, emotional, cognitive,
and social), three symptom scales (fatigue, nausea and vomiting, and pain), six single symptoms (dyspnea, sleep
disturbance, appetite loss, constipation, diarrhea, and financial difficulties), and a global quality of life scale. As
shown in Table S5, the EORTC QLQ-C30 score of the patients gradually decreased with increasing NRI–HGS score,
and the difference was statistically significant in most individual items.

Construction of a Novel Prognostic Nomogram Based on NRI and HGS
A nomogram was constructed using variables with p < 0.05 in the multivariate analysis in both the training and validation
cohorts. The nomogram model had six features (sex, surgery, age, NRI, HGS, and tumor stage), which were independent
prognostic factors in patients with cancer cachexia in both the training and validation cohorts (Figure 2A). With
decreasing NRI and HGS, the total score of the nomogram increased, indicating increased possibility of adverse

Table 1 Relationship Between NRI-HGS Score and All-Cause Mortality in Patients with Cancer Cachexia

NRI-HGS Score Model 1
HR (95% CI)

p value Adjusted Model 2
HR (95% CI)

p value Adjusted Model 3
HR (95% CI)

p value

Training cohort

Normal Ref Ref Ref

Mild 1.652 (1.334–2.046) <0.001 1.4 (1.126–1.742) 0.003 1.324 (1.059–1.656) 0.014

Moderate 2.746 (2.23–3.381) <0.001 2.455 (1.957–3.08) <0.001 2.176 (1.718–2.756) <0.001
Severe 4.426 (3.481–5.628) <0.001 3.374 (2.546–4.473) <0.001 2.745 (2.023–3.725) <0.001

Validation cohort

Normal Ref Ref Ref

Mild 2.397 (1.648–3.486) <0.001 2.018 (1.379–2.954) <0.001 1.826 (1.233–2.705) 0.003
Moderate 3.378 (2.318–4.921) <0.001 2.831 (1.897–4.225) <0.001 2.298 (1.500–3.52) <0.001

Severe 6.064 (4.008–9.173) <0.001 4.199 (2.632–6.698) <0.001 2.855 (1.684–4.84) <0.001

Notes: Model 1: No adjusted. Model 2: Adjusted for age, BMI, TNM stage, surgery, radiotherapy, chemotherapy, hypertension, diabetes, smoke, alcohol, family history,
weight loss. Model 3: Adjusted for age, BMI, TNM stage, surgery, radiotherapy, chemotherapy, hypertension, diabetes, smoke, alcohol, family history, weight loss, WBC,
neutrophil, lymphocyte, platelet, RBC, hemoglobin.
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Figure 2 Construction of a new prognostic nomogram and ROC curve of the nomogram of 1–3 years.
Notes: (A) Nomogram; (B) ROC curve of nomogram in training and validation cohort.

https://doi.org/10.2147/JIR.S352250

DovePress

Journal of Inflammation Research 2022:151010

Xie et al Dovepress

Powered by TCPDF (www.tcpdf.org)

https://www.dovepress.com
https://www.dovepress.com


outcomes. The C-index of the nomogram in the training and validation cohorts was 0.763 (0.779, 0.747) and 0.745
(0.770, 0.720), respectively. Moreover, the calibration plot of the nomogram showed good consistency between the
statistical prediction probability and the actual probability (Figure S6A and B). The ROC curve indicated that the
nomogram provided good discrimination, with an area under the ROC curve (AUC) at 1, 2, and 3 years of 0.805, 0.834,
and 0.831, respectively, in the training cohort and 0.786, 0.791, and 0.800, respectively, in the validation cohort
(Figure 2B). The above results indicated that our nomogram had good prognostic accuracy. The TNM staging system
is currently recognized as the most effective tool for predicting disease progression and for designing therapeutic
strategies. We compared the nomogram and the traditional TNM staging system using time-dependent ROC curves.
Our nomogram showed better resolution and accuracy in predicting all-cause mortality at 3 and 5 years than TNM
staging (Figure S7A and B) in the training cohort (AUC at 3 years: 0.829, 95% CI 0.806–0.852 vs 0.786, 95% CI 0.762–
0.810; AUC at 5 years: 0.825, 95% CI 0.787–0.863 vs 0.789, 95% CI 0.749–0.829) and in the validation cohort (AUC at
3 years: 0.801, 95% CI 0.764–0.838 vs 0.763, 95% CI 0.725–0.802; AUC at 5 years: 0.788, 95% CI 0.724–0.852 vs
0.771, 95% CI 0.708–0.834).

Thereafter, we divided the patients into four equal groups according to the nomogram scores in the training cohort:
normal, mild, moderate, and severe. The survival rates in the normal, mild, moderate, and severe groups were 86.0%,
69.4%, 44.1%, and 18.1%, respectively, in the training cohort (Figure 3A) and 88.7%, 71.6%, 52.6%, and 24.9%,
respectively, in the validation cohort (Figure 3B). We further explored the prognostic value of the nomogram in the tumor
subgroups, and the results showed that the nomogram can effectively stratify the prognosis of each tumor in both the
training and validation cohorts, including lung, esophageal, gastric, colorectal, hepatic–biliary–pancreatic, gynecological,
and other cancers (Figure S8A and B). In the correlation analysis, a high nomogram score was associated with male sex,
advanced age, low BMI, smoking, alcohol drinking, advanced stage, high WBC count, high neutrophil count, low
lymphocyte count, low RBC count, low hemoglobin level, low KPS score, low MAC, low NRI, low HGS, high PG-SGA
score, low EORTC QLQ-C30 score, high mortality, and long length of hospital stay (Table S6).

After adjustments, the mild, moderate, and severe groups were all associated with poor prognosis, compared with normal
group. The HRs for all-cause mortality were 1.690 (95% CI 1.127–2.533, log-rank p = 0.011), 2.874 (95% CI 1.759–4.695,
log-rank p = 0.001), and 4.595 (95% CI 2.639–7.999, log-rank p < 0.001), respectively, in the training cohort. Concordantly,
the HRs for all-cause mortality progressively decreased to 2.173 (95% CI 1.035–4.559, log-rank p = 0.040), 2.778 (95% CI
1.198–6.440, log-rank p = 0.017), and 4.626 (95% CI 1.866–11.472, log-rank p = 0.001), respectively, in the validation
cohort (Table 2). In the sensitivity analysis, after excluding patients who died within 3 months and patients with confounding
diseases, the nomogram could still effectively stratify the prognosis of patients with cancer cachexia (Table S7). Similarly,
a high nomogram score was significantly associated with poor quality of life (Table S8).

Figure 3 Kaplan-Meier survival of nomogram model in patients with cancer cachexia.
Notes: (A) Training cohort; (B) Validation cohort.
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Discussion
Accumulating evidence shows that a gradual decline in the patients’ nutritional status is associated with disease
progression and is one of the main reasons for poor treatment effectiveness.4,5 Early nutritional assessment has
a crucial impact on improving the risk of morbidity or mortality related to malnutrition.18,19 The NRI has become
a popular nutritional indicator because it is easy to measure and simple to interpret. Buzby et al14 originally developed
the NRI to assess the nutritional status of surgical patients. Subsequent large randomized trials have demonstrated that
preoperative nutritional assessment using the NRI could help reduce the incidence of adverse outcomes.20 Many recent
studies have found that the NRI serves not only as a nutritional screening tool but also as an independent prognostic
factor for malignancies.6–8,21 Meanwhile, cancer treatments such as radiotherapy and chemotherapy can contribute
treatment-related toxicities and have detrimental effects of body compositions (such as skeletal muscle loss). Notably,
skeletal muscle loss has been identified as an important factor affecting the prognosis of patients with cancer.22,23 HGS
is a simple and noninvasive indicator that reflects the muscle function of patients. Low HGS was reported to be
associated with poor prognosis, providing additional information for the prognostic evaluation of patients with
cancer.24,25 To our knowledge, no study has investigated the prognostic value of combining NRI and HGS in cancer
cachexia.

In this study, we demonstrated for the first time that the combination of NRI and HGS provides good prognostic
stratification of the outcome of patients with cancer cachexia. We found that higher NRI–HGS scores were associated
with worse nutritional status of patients, more advanced tumor stage, and more severe inflammation, indicating that the
NRI–HGS score can be used as a comprehensive index reflecting physical status, tumor characteristics, and systemic
inflammation. We also observed that the nomogram had good consistency. Both NRI and HGS were independent
prognostic factors affecting patients with cancer cachexia. We found that the co-occurrence of low NRI and low HGS
was associated with an approximately 1.8-fold increased risk of mortality in these patients. When the NRI and HGS were
combined, the opening of the survival curve was better than that with any single factor and the difference in survival
among patients with different scores had a good slope, ranging from 12.6% to 17.7%. With respect to pathological stages,
we found that the NRI–HGS score could still perform good prognostic stratification at all stages, suggesting that this
score can be used as a supplement for prognostic prediction beyond tumor-related factors. Our results also showed that
the NRI–HGS score is an effective prognostic factor for various tumors. Although prognostic factors may differ among
different tumors, nutritional status and physical condition are common factors reflecting the clinical outcomes of patients
with cancer because cancer is a wasting disease. In addition, the NRI–HGS score had better predictive accuracy than
other prognostic assessment tools and was superior to the individual components.

Table 2 Relationship Between Nomogram and All-Cause Mortality in Patients with Cancer Cachexia

Nomogram Score Model 1
HR (95% CI)

p value Adjusted Model 2
HR (95% CI)

p value Adjusted Model 3
HR (95% CI)

p value

Training cohort

Normal Ref Ref Ref
Mild 2.496 (1.857–3.356) <0.001 1.945 4.5(1.299–2.91) 0.001 1.69 (1.127–2.533) 0.011

Moderate 6.051 (4.596–7.965) <0.001 3.716 (2.293–6.02) <0.001 2.874 (1.759–4.695) 0.001

Severe 13.734 (10.504–17.956) <0.001 6.974 (4.077–11.93) <0.001 4.595 (2.639–7.999) <0.001

Validation cohort

Normal Ref Ref Ref

Mild 2.91 (1.669–5.074) <0.001 2.628 (1.279–5.403) 0.009 2.173 (1.035–4.559) 0.040
Moderate 5.746 (3.388–9.744) <0.001 4.011 (1.782–9.028) 0.001 2.778 (1.198–6.44) 0.017

Severe 13.714 (8.196–22.948) <0.001 7.587 (3.22–17.876) <0.001 4.626 (1.866–11.472) 0.001

Notes: Model 1: No adjusted. Model 2: Adjusted for age, BMI, TNM stage, surgery, radiotherapy, chemotherapy, hypertension, diabetes, smoke, alcohol, family history,
weight loss. Model 3: Adjusted for age, BMI, TNM stage, surgery, radiotherapy, chemotherapy, hypertension, diabetes, smoke, alcohol, family history, weight loss, WBC,
neutrophil, lymphocyte, platelet, RBC, hemoglobin.
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The nomogram is an easy-to-use clinical tool for predicting clinical events and outcomes. Since the clinical application of
the nomogram was first reported, nomograms have been used in diagnosing or predicting the prognosis of various
malignancies.26 In this study, we developed a novel nomogram to predict the prognosis of patients with cancer cachexia
by combining general information, treatment strategies, nutritional status, physical status, and tumor stage. The C-index and
calibration plots confirmed that the nomogram had good prediction accuracy. The AUC of the nomogram reached > 0.8 in
both the training and validation cohorts, which was much higher than the prediction accuracy of the traditional TNM staging
system. The nomogram could provide better prognostic stratification of patients with cancer cachexia. Compared with the
normal group, the severe group had an approximately 3.5-fold increased risk of mortality. In addition, the nomogram can
clearly distinguish patients with a poor prognosis in each tumor subgroup. Quality of life is another important outcome in
patients with cancer. We found that both high NRI–HGS scores and high nomogram scores were significantly related to poor
quality of life. This may be explained by the fact that NRI and HGS reflect the nutritional status and physical status of
patients, respectively. Patients with low nutritional status often have difficulty coping with the burden of cancer or treatment
and are prone to developing varying degrees of physical symptoms. In addition, because of their poor physical status, patients
with cancer cachexia often lack exercise and are unable to engage in out-of-bed activities, which often lead to depression and
other negative emotions. In summary, the combination of NRI and HGS is a reliable, objective, reproducible, and
inexpensive tool for assessing the prognosis of patients with cancer cachexia. The NRI–HGS score, which reflects the status
of malnutrition and skeletal muscle loss, can assist in formulating the supportive care and treatment plan for patients with
cancer cachexia. In clinical practice, if a patient newly diagnosed with cancer cachexia has a high combined NRI-HGS score,
suggesting poor prognosis. At this time, nutritional support and skeletal muscle function training should be strengthened in
addition to aggressive anti-cancer therapy.

This study confirmed that the combination of NRI and HGS can be used to stratify the prognosis of patients with
cancer cachexia. In addition, because we divided the patients into training and validation cohorts, our results have good
reliability. However, this study also has some limitations. First, as this was a cross-sectional study, a potential bias may
be present. Second, owing to data limitations, this study included only patients from Chinese hospitals. Future studies in
multiple countries and ethnic groups are needed to validate our results. Finally, the training and validation cohorts were
obtained from the same dataset. Although the grouping was randomized, a potential selection bias may still exist.
External validation with a large sample from multiple centers may be the optimal method.

Conclusion
This study demonstrated that low NRI and low HGS are independent prognostic indicators in cancer cachexia. As they
are easy to measure, they have a great potential for use in clinical practice. The combination of NRI and HGS improve
prognostic stratification for patients with cancer cachexia. Moreover, our novel prognostic nomogram can be used in
designing individualized interventions for patients with cancer cachexia. Our study suggests combining nutritional and
physical status in future cachexia research.
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