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Background: The prognostic value of neutrophil–lymphocyte ratio (NLR),

platelet–lymphocyte ratio, and the combined NLR–PLR score in patients with stage

IV gastric carcinoma (GC) has not yet been clarified. Therefore, this study aimed to

explore the potential association of NLR, PLR, and NLR–PLR score with the prognosis

of patients with stage IV GC.

Methods: This retrospective study included 466 patients with GC diagnosed between

2010 and 2017. High NLR and high PLR were defined using the median values as the

cutoff values. We then combined the NLR and PLR value and generated the NLR–PLR

score as a new biomarker. Patients were divided into three groups according to their

NLR–PLR score. Univariate and multivariate analyses were conducted to compare

survival outcomes.

Results: Median overall survival (OS) and progression-free survival (PFS) were

15.5 months (range, 0.7–96.8 months) and 6.7 months (range, 0.5–30.4 months),

respectively. The NLR, PLR, and the NLR–PLR scores were correlated with clinical

outcomes such as OS and PFS. Median OS for patients with NLR–PLR scores of 0, 1,

and 2 was 22.5, 15.7, and 11.2 months, respectively. Median PFS for patients with these

NLR–PLR scores of 0, 1, and 2 was 7.8, 7.1, and 5.2 months, respectively (P < 0.001).

High NLR–PLR scores predicted poor survival in patients with stage IV GC (all P < 0.05).

Conclusion: Our findings provide scientific evidence to support that the NLR–PLR score

may be able to independently predict survival outcomes in patients with stage IV GC.
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INTRODUCTION

Gastric carcinoma (GC) is one of the most common malignant
tumors of the digestive system (1). Because GC is highly
heterogeneous and malignant, early diagnosis and prediction of
treatment outcomes, recurrence, and metastasis are challenging.
Several patients are diagnosed during a later stage of disease
or develop recurrence after surgery. Therefore, prognostic
biomarkers are needed to stratify patients who may benefit
from treatment.

Studies have reported that inflammation is the primary cause
of tumorigenesis (2, 3). Inflammatory cytokines such as IL-6
are involved in tumor progression and metastasis (4, 5), and
experimental studies reported that inflammation can initiate
cancer (3, 6). Neutrophils comprise the majority of leukocyte
components in the peripheral blood circulation and have an
important impact on immunity. Furthermore, inflammatory
mediators produced by neutrophils may modulate the tissue
and tumor microenvironment (TME) and promote tumor
development, angiogenesis, progression, and metastasis (7, 8).
However, lymphocytes could cause cytotoxic cell death, produce
inhibitive cytokines, and regulate tumor cell action. Therefore,
fewer lymphocytes may lead to fewer immunological responses
to malignancies, ultimately resulting in poorly controlled
suppression of tumor proliferation (9). Platelets have an impact
on tumor proliferation and metastasis and significant roles in
cancers; however, the potential mechanisms remain unclear
(10). Notably, a recent study demonstrated that platelet-derived
signals were necessary for the recruitment of granulocytes, which
could further contribute to the formation of early metastatic
niches for tumor cells (11).

Neutrophils, platelets, and lymphocytes have crucial roles
in tumor-related inflammation and immunology; therefore,
their levels have prognostic value (12, 13). Several studies
have demonstrated that the neutrophil–lymphocyte ratio (NLR;
defined as the neutrophil count divided by the lymphocyte
count) and the platelet–lymphocyte ratio (PLR; defined by
dividing the number of platelets by the number of lymphocytes)
have significant value regarding prognosis, especially digestive
system and gynecologic and lung cancers (14–20). However,
the prognostic value of NLR and PLR for advanced GC is
unclear. This study aimed to analyze the clinical value of NLR,
PLR, and the combined NLR–PLR score as novel predictors of
advanced GC.

MATERIALS AND METHODS

Patients
This retrospective study included stage IV GC patients
diagnosed at the Medical Oncology Department of the
First Affiliated Hospital of Zhejiang University, Republic

Abbreviations: NLR, Neutrophil–Lymphocyte Ratio; PLR, Platelet–Lymphocyte

Ratio; GC, Gastric Cancer; OS, Overall Survival; PFS, Progression-Free Survival;

CEA, Carcinoembryonic Antigen; CA199, Carbohydrate Antigen 199; BMI, Body

Mass Index; SOX, Oxaliplatin plus S-1; SPA, Paclitaxel plus S-1; WHO, World

Health Organization.

of China between 2010 and 2017. The inclusion criteria
were pathologically and clinically confirmed stage IV GC
and available results for routine blood tests before first-line
treatment. The exclusion criteria were as follows: hepatitis B;
immune system diseases including rheumatic immune system
disease, systemic lupus erythematosus, rheumatoid arthritis,
Sjogren’s syndrome, Behcet’s disease, systemic vasculitis, gout,
dermatomyositis, arthritis, ankylosing spondylitis, acquired
immune deficiency syndrome, and syphilis; infectious diseases
(determined according to the use of antibiotics not indicated
for invasive surgical prophylaxis documented in the electronic
medical system); first-line chemotherapy outside the study
setting; pre-treatment blood count values not obtained within
a week before the initiation of first-line chemotherapy;
incomplete medical record information; and missing
follow-up information.

The collection and analysis of all samples in this study were
approved by the Ethics Committee of the First Affiliated Hospital
of Zhejiang University (reference number: 2017–802).

Data Collection
Clinicopathological findings and follow-up status were
documented. Neutrophil, lymphocyte, and platelet values
before first-line chemotherapy were recorded. Fasting venous
blood (total, 2ml blood) was collected in an the EDTA-K2
anticoagulant tube in the morning. All blood specimens were
analyzed using the Sysmex XN-1000 blood analyzer. The first-
line chemotherapy regimen was defined as follows: the first-line
chemotherapy regimen administered after the initial diagnosis
of stage IV advanced GC; the first-line chemotherapy regimen
administered since recurrence that occurred more than 6 months
after the completion of postoperative adjuvant chemotherapy;
the adjuvant chemotherapy regimen administered after
recurrence within 6 months was considered as the first-line
chemotherapy regimen. Staging was performed according to
the Eighth American Joint Committee on Cancer TNM staging
system. Intra-abdominal metastasis was defined as visceral
organ or peritoneal metastasis. All laboratory values were
measured within 1 week before the first-line chemotherapy.
All data were collected from the electronic medical
records system.

Evaluation of the NLR, PLR, and NLR–PLR
Scores
The pre-treatment laboratory peripheral blood examinations of
platelet counts, lymphocyte counts, and neutrophil counts were
recorded to calculate NLR and PLR scores. NLR was calculated
as the neutrophil count divided by the lymphocyte count. PLR
was calculated by dividing the number of platelets by the number
of lymphocytes. NLR and PLR were then categorized as high
or low using the median values as the cutoff (2.8 for NLR and
174.79 for PLR). To perform better stratification of patients with
different risks, we classified them into three groups according to
their NLR–PLR scores: low NLR and low PLR indicated an NLR–
PLR score of 0; high NLR and high PLR indicated an NLR–PLR
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FIGURE 1 | Flowchart presenting the steps of inclusion and exclusion of subjects.

score of 2; high NLR or high PLR indicated an NLR–PLR score
of 1.

Follow-Up
The primary endpoints were overall survival (OS) and
progression-free survival (PFS). OS was defined as the interval
between the date of first-line chemotherapy and death from any
cause. PFS was defined as the time from the date of the initial
first-line chemotherapy to the time of the first recurrence or
metastasis after first-line chemotherapy. Patients were followed
up every 3 months until death.

Statistical Analysis
All statistical analyses were performed using GraphPad Prism 6
and IBM SPSS Statistics version 20.0 software. The chi-squared
test or the Fisher’s exact test was performed to compare the
relationships among NLR, PLR, and other variables. The survival
curve was plotted using the Kaplan–Meier method. The log-rank
test was used to analyze the differences between the survival
curves. Univariate andmultivariate analyses of prognostic factors
were conducted using Cox’s proportional hazards model. P-
values < 0.05 were considered to indicate statistical significance.

RESULTS

Patient Characteristics
Of the 872 patients initially identified, we excluded 406 due
to hepatitis B infection (n = 10), immune system diseases
(n = 3), infection (n = 12), first-line chemotherapy outside
our department (n = 83), pre-treatment blood count values
not measured within 1 week before the first-line chemotherapy
(n = 56), incomplete medical record information (n = 10),
missing follow-up information (n = 116), and non-stage IV
malignancy (n = 116). Finally, 466 patients were included
for further analysis (Figure 1). Table 1 summarizes the patient
characteristics. Patients were divided into NLR <2.8 group (n
= 235), NLR ≥2.8 group (n = 231), PLR <174.79 group
(n = 233), and PLR ≥174.49 group (n = 233). The cohort
comprised 327 (70.2%) men and 139 (29.8%) women, with a
median age of 60 years (range, 20–88 years). A total of 200
(42.9%) patients had a history of surgery for GC and 219
(47.0%) had intra-abdominal metastasis. A total of 190 (40.8%)
patients had high carcinoembryonic antigen (CEA) levels (upper
limit of the normal range according to this hospital, ≥5 U/ml)
and 181 (38.8%) patients had high Carbohydrate Antigen 199
(CA199) levels (upper limit of normal range according to this
hospital, ≥37 U/ml). There were 228 (48.9%) patients with
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TABLE 1 | Clinical characteristics of the patients with different NLR and PLR.

Group No. of patients

(N = 466)

NLR<2.8

(n = 235)

NLR≥2.8

(n = 231)

P-value PLR<174.79

(n = 233)

PLR≥174.79

(n = 233)

P-value

Age

<60 243 (52.1%) 126 (53.6%) 117 (50.6%) 0.521 113 (48.5%) 130 (55.8%) 0.115

≥.1 223 (47.9%) 109 (46.4%) 114 (49.4%) 120 (51.5%) 103 (44.2%)

Sex

Female 139 (29.8%) 70 (29.8%) 69 (29.9%) 0.984 52 (22.3%) 87 (37.3%) <0.001

Male 327 (70.2%) 165 (70.2%) 162 (70.1%) 181 (77.7%) 146 (62.7%)

History of gastric cancer operation

Yes 200 (42.9%) 139 (59.1%) 61 (26.4%) <0.001 113 (48.5%) 87 (37.3%) 0.015

No 266 (57.1%) 96 (40.9%) 170 (73.6%) 120 (51.5%) 146 (62.7%)

Intra-abdominal metastasis

Yes 219 (47.0%) 92 (39.1%) 127 (55.0%) 0.001 97 (41.6%) 122 (52.4%) 0.020

No 247 (53.0%) 143 (60.9%) 104 (45.0%) 136 (58.4%) 111 (47.6%)

History of smoke

Yes 167 (35.8%) 87 (37.0%) 80 (34.6%) 0.591 99 (42.5%) 68 (29.2%) 0.003

No 299 (64.2%) 148 (63.0%) 151 (65.4%) 134 (57.5%) 165 (70.8%)

History of alcohol

Yes 139 (29.8%) 75 (31.9%) 64 (27.7%) 0.321 77 (33.0%) 62 (26.6%) 0.129

No 327 (70.2%) 160 (68.1%) 167 (72.3%) 156 (67.0%) 171 (73.4%)

Hypertension

Yes 78 (16.7%) 34 (14.5%) 44 (19.0%) 0.185 40 (17.2%) 38 (16.3%) 0.804

No 388 (83.3%) 201 (84.5%) 187 (81.0%) 193 (82.8%) 195 (83.7%)

Diabetes

Yes 31 (6.7%) 16 (6.8%) 15 (6.5%) 0.891 15 (6.4%) 16 (6.9%) 0.853

No 435 (93.3%) 219 (93.2%) 216 (93.5%) 218 (93.6%) 217 (93.1%)

CEA

<5 276 (59.2%) 154 (65.5%) 122 (52.8%) 0.005 142 (60.9%) 134 (57.5%) 0.451

≥5 190 (40.8%) 81 (34.5%) 109 (47.2%) 91 (39.1%) 99 (42.5%)

CA199

<37 285 (61.2%) 160 (68.1%) 125 (54.1%) 0.002 153 (65.7%) 132 (56.7%) 0.046

≥37 181 (38.8%) 75 (31.9%) 106 (45.9%) 80 (34.3%) 101 (43.3%)

BMI

<18.5 76 (16.3%) 40 (17.0%) 36 (15.6%) 0.859 27 (11.6%) 49 (21.0%) 0.021

18.5–24.9 356 (76.4%) 177 (75.3%) 179 (77.5%) 187 (80.3%) 169 (72.5%)

≥25 34 (7.3%) 18 (7.7%) 16 (6.9%) 19 (8.2%) 15 (6.4%)

Differentiation

Poor 228 (48.9%) 117 (49.8%) 111 (48.1%) 0.708 112 (48.1%) 116 (49.8%) 0.711

Moderate-Well 238 (51.1%) 118 (50.2%) 120 (51.9%) 121 (51.9%) 117 (50.2%)

poor differentiation. The median OS and PFS were 15.5 months
(range, 0.7–96.8 months) and 6.7 months (range, 0.5–30.4
months), respectively.

Association Between NLR or PLR Levels
and Clinicopathological Variables
High NLR was significantly associated with no history of GC
surgery (P< 0.001), intra-abdominalmetastasis (P= 0.001), high
CEA levels (P = 0.005), and high CA199 levels (P = 0.002).
Meanwhile, high PLR was significantly associated with female
sex (P < 0.001), no history of GC surgery (P = 0.015), intra-
abdominal metastasis (P = 0.020), no history of smoking (P =

0.003), high CA199 levels (P = 0.046), and body mass index
(BMI) <18.5 kg/m2 (P = 0.021).

Prognostic Significance of NLR or PLR
Kaplan–Meier analysis and log-rank test demonstrated that
compared with low levels, high NLR levels or PLR levels
significantly predicted poorer OS and PFS (Figure 2). Compared
with the low NLR group, the high NLR group had significantly
shorter 5-year OS rate (7.9% vs. 21.5%) and median OS time
(11.6 months vs. 21.5 months) [hazard ratio (HR) = 1.898, 95%
confidence interval (CI) = 1.54–2.50; P < 0.001; Figure 2A].
Moreover, the high-NLR group had significantly shorter median
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FIGURE 2 | Kaplan–Meier survival curves in patients stratified by NLR or PLR median for (A) OS for NLR median, (B) PFS for NLR median, (C) OS for PLR median,

and (D) PFS for PLR median.

PFS time than the low-NLR group (5.7 vs. 7.5 months; HR =

1.415, 95% CI = 1.16–1.87; P = 0.003; Figure 2B). With respect
to PLR, the high-PLR group had significantly shorter 5-year OS
rate and median OS time than did the low-PLR group (7.9%
vs. 22.8%; 12.8 vs. 18.6 months; HR = 1.551, 95% CI = 1.23–
1.99; P < 0.001; Figure 2C). Meanwhile, the high-PLR group had
significantly shorter median PFS than the low-PLR group (5.8
vs. 7.4 months; HR = 1.401, 95% CI = 1.13–1.81; P = 0.004;
Figure 2D).

Univariate and Multivariate Survival
Analyses of Prognostic Factors
Univariate Cox proportional hazards analyses revealed that
history of GC operation (yes vs. no, P < 0.001), CEA level (<5
vs. ≥5 U/ml, P = 0.071), CA199 level (<37 vs. ≥37 U/ml, P =

0.001), and NLR (<2.8 vs. ≥2.8, P < 0.001) were significantly
associated with OS (Supplementary Table 1). Therefore, they
were included in the multivariate Cox proportional hazards
model, along with tumor differentiation parameters. Multivariate
analyses revealed that history of GC operation (HR = 0.615,
95% CI = 0.47-−0.80; P < 0.001), NLR level (HR = 1.674,
95% CI = 1.30–2.16; P < 0.001), and tumor differentiation
(HR = 0.735, 95% CI = 0.58–0.94; P = 0.012) were the
independent prognostic indicators for patients with stage IV
GC. Similarly, univariate Cox proportional hazards analyses also

indicated that PLR was significantly associated with OS (HR =

1.555, 95% CI= 1.23–1.97; P < 0.001) (Supplementary Table 2).
Multivariate Cox proportional hazards analyses revealed that
history of GC (HR = 0.537, 95% CI = 0.42–0.69; P < 0.001),
PLR (HR = 1.483, 95% CI = 1.17–1.89; P = 0.001), and
tumor differentiation (HR = 0.741, 95% CI = 0.58–0.94; P
= 0.015) were the independent prognostic indicators of stage
IV GC.

Subgroup Analyses of the Prognostic Value
of NLR or PLR Alone
Patients were divided into two groups according to their median
value (younger than 60 years and 60 years or older). Based on
the normal range set by the First Affiliated Hospital of Zhejiang
University, CEA or CA199 levels were divided into two groups
(high and low). Differentiation was divided into two groups (poor
and moderated-well) on the basis of the pathological report. BMI
was divided into three groups (<18.5 kg/m2, 18.5–24.9 kg/m2,
and ≥25 kg/m2) according to the recommendation of the World
Health Organization (WHO).

When stratified by age, the prognostic value of NLR was
still maintained for those aged <60 years (HR = 2.189,
95% CI = 1.69–3.35; P < 0.001; Figure 3A) and ≥60 years
(HR = 1.594, 95% CI = 1.14–2.26; P = 0.007; Figure 3B).
Similarly, high NLR was still a worse prognostic indicator
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FIGURE 3 | Kaplan–Meier survival curves for overall survival in patients stratified by NLR median for (A) age < 60 and (B) age ≥ 60; (C) CEA < 5; (D) CEA ≥ 5; (E)

CA199 < 37; (F) CA199 ≥ 37; (G) poor differentiation; (H) moderate-well differentiation; (I) BMI < 18.5; (J) BMI 18.5–24.9; and (K) BMI ≥ 25.

in the CEA, CA199, and differentiation subgroups (all P <

0.05, Figures 3C–H). In addition, we found that high NLR
predicted poor OS in both the BMI <18.5 kg/m2 and the
BMI 18.5–24.9 kg/m2 groups (all P < 0.05; Figures 3I,j).
However, NLR had no significant prognostic effect in the
BMI ≥25 group (P = 0.317; Figure 3K). Consistent results
were obtained regarding the prognostic effects of PLR for the
aforementioned subgroups (CEA, CA199, and differentiation).

Similarly, when stratified by age (<60 or ≥60), CA199 (<5 or
≥5), differentiation (poor or moderated-well), and BMI (<18.5,
18.5–24.9, or ≥25), patients with high PLR scores had worse
prognosis (all P < 0.05; Supplementary Figures 1A,B,E–K).
Furthermore, we found that high PLRwas significantly associated
with poorer OS in the patients with CEA ≥5 U/ml (HR = 1.867,
95% CI = 1.31–2.73, P < 0.001; Supplementary Figure 1C);
however, inconsistent results were obtained for the subgroup

Frontiers in Oncology | www.frontiersin.org 6 June 2020 | Volume 10 | Article 841

https://www.frontiersin.org/journals/oncology
https://www.frontiersin.org
https://www.frontiersin.org/journals/oncology#articles


Wang et al. NLR-PLR Score in Stage IV GC

FIGURE 4 | Kaplan–Meier survival curves in patients: NLR + PLR with four groups for (A) OS and (B) PFS; NLR–PLR score for (C) OS and (D) PFS.

with CEA <5 (HR = 1.353, 95% CI = 0.99–1.86; P = 0.053;
Supplementary Figure 1D).

Prognostic Value of the NLR–PLR Score
To further explore whether patients with different NLR and PLR
according to their dichotomized values had different prognoses,
we classified patients into four groups according to the NLR and
PLR levels as follows: the low-NLR and low-PLR group; the low-
NLR and high-PLR group; the high-NLR and low-PLR group;
and the high-NLR and high-PLR group. We found that the high-
NLR and high-PLR group had the worst prognosis for OS and
PFS and that the low-NLR and low-PLR group had the best
prognosis (Figures 4A,B).

To better stratify patients, we reintegrated patients into three
groups according to NLR–PLR scores. A total of 165 (35.4%)
patients had an NLR–PLR score of 0; 138 (29.6%) patients had an
NLR–PLR score of 1; and 163 (35.0%) patients had an NLR–PLR
score of 2. The 5-year OS rates for patients with NLR–PLR scores
of 0, 1, and 2 were 26.5, 12.5, and 6.2%, respectively (P < 0.001;
Figure 4C); however, the median OS times were 22.5, 15.7, and
11.2 months, respectively. Median PFS times for patients with
NLR–PLR scores of 0, 1, and 2 were 7.8, 7.1, and 5.2 months,
respectively (P < 0.001; Figure 4D). The NLR–PLR score was
identified as an independent prognostic factor for OS in the
multivariate model (P < 0.001; Table 2). Thus, we used the three
groups to analyze the prognostic value of the NLR–PLR score in
the subgroup analyses.

Subgroup Analysis of the Prognostic Value
of the NLR–PLR Score
The subgroup analysis of the prognostic value of the NLR–PLR
score in stage IV GC was conducted according to age, CEA
level, CA199 level, BMI, type of differentiation, and first-line
chemotherapy regimen. When stratified by age, the NLR–PLR
score still had a prognostic value for those aged <60 years (P
< 0.001; Supplementary Figure 2A) and age ≥60 years (P =

0.019; Supplementary Figure 2B). Furthermore, the NLR–PLR
score also effectively stratified the OS of patients irrespective of
CEA level, CA199 level, BMI, and type of differentiation (all P <

0.05; Supplementary Figures 2C–K).
Regarding the first-line chemotherapy regimen, we stratified

patients into those who received S-1 plus oxaliplatin (SOX) and
those who received S-1 plus paclitaxel (SPA). Among the patients
who received the SOX regimen, those with high NLR or high PLR
had poorer OS than those with low NLR or low PLR (NLR: HR
= 2.240, 95% CI = 1.55–3.60; P = 0.001; PLR: HR = 1.655, 95%
CI = 1.10–2.54; P = 0.016; Figures 5A,B). The 5-year OS rates
for patients with NLR–PLR scores of 0, 1, and 2 were 34.5, 11.1,
and 5.8%, respectively (P < 0.001; Figure 5C), and the median
OS times were 25.6, 12.1, and 12.5 months, respectively. Among
those who received the SPA regimen, those with high NLR had
worse OS than those with low NLR (HR= 1.685, 95% CI= 1.10–
2.66; P = 0.019; Figure 5D). However, there were no significant
differences in the OS of patients with low PLR and high PLR (HR
= 1.259, 95% CI = 0.82–1.98; P = 0.297; Figure 5E). Patients
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TABLE 2 | Univariate and multivariate Cox regression analysis for overall survival according to combined NLR-PLR.

Univariate Multivariate P-value

HR (95%CI) P-value HR (95%CI)

Age (<60 vs ≥60) 0.984 (0.78–1.25) 0.892

Sex (female vs male) 1.00 (0.78–1.30) 0.973

History of gastric cancer operation (no vs. yes) 0.543 (0.43–0.69) < 0.001 0.589 (0.46–0.76) < 0.001

Intra-abdominal metastasis (no vs yes) 1.061 (0.84–1.35) 0.624

History of smoke (no vs. yes) 1.128 (0.88–1.44) 0.335

History of alcohol (no vs. yes) 1.037 (0.80–1.34) 0.779

Hypertension (no vs. yes) 1.116 (0.81–1.53) 0.496

Diabetes (no vs. yes) 1.352 (0.86–2.11) 0.185

CEA (<5 vs. ≥5) 1.248 (0.98–1.59) 0.071 1.163 (0.91–1.49) 0.231

CA199 (<37 vs. ≥37) 1.070 (0.84–1.37) 0.001 0.902 (0.70–1.16) 0.426

NLR-PLR Ref < 0.001 Ref < 0.001

NLR-PLR(0/1) 1.525 (1.12–2.08) 0.007 1.487 (1.09–2.03) 0.012

NLR-PLR(0/2) 2.158 (1.62–2.87) < 0.001 1.886 (1.40–2.54) < 0.001

Differentiation (poor vs. moderate-well) 0.830 (0.66–1.05) 0.124 0.735 (0.58–0.94) 0.012

with an NLR–PLR score of 0 tended to have better 5-year OS
rates (scores of 0, 1, and 2: 34.4, 13.0, and 9.0%, respectively; P =

0.086; Figure 5F), and the median OS times were 21.5, 16.2, and
15.5 months, respectively.

DISCUSSION

This study investigated the prognostic value of NLR and PLR
alone and the combined NLR–PLR score for patients with
stage IV GC. The results revealed that low NLR or low PLR
predicts longer survival time for these patients. Further, history of
GC operation, intra-abdominal metastasis, CEA level ≥5 U/ml,
CA199 level ≥37 U/ml, poor differentiation, and high NLR–
PLR scores were independent prognostic factors of shorter OS.
Meanwhile, patients who had characteristic of low NLR–PLR
score were more likely to have longer 5-year OS rates. Subgroup
analyses based on age, CA199 level, and type of differentiation
showed that low NLR was significantly associated with longer OS
among the subgroups. Furthermore, those with low PLR and low
combined NLR–PLR score had longer OS. However, in the CEA
subgroup, high NLR and high combined NLR–PLR score, but not
high PLR alone, were significantly associated with worse OS (P=

0.053). In clinical practice, CEA is commonly used as a biomarker
for predicting therapeutic effects on gastrointestinal tumors, and
their elevated levels in serum are correlated with poor survival for
cancer (21). Whether the inflammation cytokines could enhance
the prognostic value of CEA for patients with GC requires
more exploration.

Previous studies showed that low BMI (<18.5 kg/m2) was
associated with postoperative complications among stage IV
GC patients. Moreover, tumor growth could induce systemic
inflammatory and comorbid diseases, which required excessive
nutritional consumption, and it may cause some related poor
manifestations such as cachexia (22, 23). NLR, PLR, and NLR–
PLR score significantly influenced the survival time stratified
according to BMI (<18.5 kg/m2 vs.≥18.5 kg/m2). However, NLR

was not related to OS in the high-BMI group. Unfortunately,
the mechanism about the relationship between high NLR or
high PLR and worse OS for patients with low BMI has
not been clarified. A systematic review and meta-analysis of
100 studies and 40,559 patients with various solid malignant
tumors concluded that higher NLR was related to worse
OS (24). A meta-analysis of 20 studies and 12,754 patients
demonstrated that higher PLR was associated with worse
OS for those with various solid tumors (25). Some studies
reported that high NLR was also related to poor OS (26) or
poor disease-specific survival (27). A Japanese study reported
that NLR was correlated with the survival period and was
an independent predictor of OS for those with unresectable
GC (28). Ramos-Esquivel et al. (29) concluded that NLR
≥ 5 and PLR ≥ 350 were associated with shorter disease-
free survival and poor OS in Hispanic patients with GC. In
contrast, some studies reported that there was no significant
correlation between preoperative NLR or PLR and survival
time for patients with early GC (30). The clinical value of
NLR or PLR as an independent predictor of GC prognosis
is still controversial. Furthermore, few studies have focused
on the relationship between stage IV GC prognosis and NLR
or PLR, and research regarding whether NLR or PLR can
be used to stratify patients who will benefit from first-line
chemotherapy is scarce.

Regarding the development of immunotherapy, it should
be determined whether NLR or PLR is equally applicable to
patients who undergo immunotherapy alone or immunotherapy
combined with chemotherapy. Immunotherapy has been applied
for several solid tumors. Immunological checkpoint inhibitors
of anti-cytotoxic T lymphocyte antigen-4 (CTLA-4) and anti-
programmed cell death-1 (PD-1) have already demonstrated
remarkable clinical efficacy for solid tumors and longer survival
times, but not all patients will benefit from it (31, 32). Studies
have shown that immunological checkpoint inhibitors can
affect the TME by establishing mice tumor models (33–36).
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FIGURE 5 | Kaplan–Meier survival curves for overall survival in patients stratified by NLR or PLR median for (A) the relationship of NLR and OS via SOX subgroup; (B)

the relationship of PLR and OS via SOX subgroup; (C) the relationship of NLR + PLR and OS via SOX subgroup; (D) the relationship of NLR and OS via SPA

subgroup; (E) the relationship of PLR and OS via SPA subgroup; and (F) the relationship of NLR + PLR and OS via SPA subgroup.

Changes in the intracellular immune cell subsets were detected
and observed in melanoma patients after treatment with
Nivolumab, and the results revealed that there was no significant
difference in the changes in neutrophils from melanoma
patients who did not receive immunotherapy (34). However,
it has been shown that the programmed cell death-ligand

1 (PD-L1) is correlated with the immunosuppressive
phenotype (37, 38). However, there are still limitations
about the effects of immunological checkpoint inhibitors and
inflammatory cytokines.

To the best of our knowledge, there have been no studies
of the prognostic value of NLR–PLR scores in stage IV GC.
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The mechanism behind the correlation between high NLR–
PLR and poor survival time has not been clarified. However,
some studies reported several potential mechanisms based on
the association of NLR or PLR with inflammation (39, 40). NLR
was significantly correlated with the inflammatory TME created
by tumor-related macrophages and IL-17-producing cells (39).
One study revealed that high NLR reflects lymphocytopenia,
which impairs the host immune response to malignancy (40).
Neutrophils release vascular endothelial growth factor through
degranulation, thus leading to tumor growth (41). Dynamic
changes in the values of tumor necrosis factor-alpha and IL-6
could reflect the cancer prognosis, depending on the tumor type,
clinical progression, and cancer therapy (42). Lymphocytopenia
leads to an immunosuppressive state, which is found in the
majority of patients with advanced cancer (43). The density
of CD4+ immune cells in the TME was decreased in patients
with high NLR, who had a worse OS (44). This might be
due to the increased susceptibility of lymphocyte T cells to
apoptosis, resulting in the upregulation of death receptors,
and related to the state of chronic activation (45), leading to
lower immune response activity in tumor antigens released
by cancer cells during chemotherapy (46). Platelets provide
a procoagulant surface that facilitates amplification of cancer-
related coagulation and can be recruited to cover tumor
cells, thereby shielding them from immune responses and
facilitating cancer growth and dissemination (47). Platelets and
their precursors can promote an increased vascular endothelial
growth factor load and inhibit the immune inflammation
environment, such as that during an immune attack (48). A study
revealed that distal tumors could remodel bone structure via
circulating platelets (49). Platelets can shield circulating tumor
cells (CTCs) from immune attack and destruction by activated
platelets, which in turn protect the CTCs from shearing stresses
during circulation (47). Thus, we predicted that an increase
in the platelet count or neutrophil count and decrease in the
lymphocyte count in the peripheral venous blood are associated
with tumor development and metastasis in patients with stage
IV GC.

Furthermore, we also investigated the relationship between
NLR or PLR alone or the combined NLR–PLR score and
prognosis according to the SOX regimen or SPA regimen as
first-line chemotherapy. The results indicated that, with both
regimens, patients with low NLR and low NLR–PLR scores
had longer OS than those with high NLR and high NLR–PLR
score. Among the patients who received the SOX regimen, those
with low PLR had longer OS than those with high PLR, but
such a difference was not found in the patients who received
the SPA regimen. To the best of our knowledge, there have
been limited studies on the relationship between the value of
the systemic inflammation response index such as NLR and
PLR and the OS of stage IV GC patients. The results of
the present study indicate that the NLR–PLR score may be a
significant prognostic factor in GC that can be used to stratify
patients to the appropriate chemotherapy regimen. Additionally,
there is no evidence for the selective superiority of the SPA
regimen and the SOX regimen. In a phase II study of the SPA

regimen as first-line chemotherapy for patients with metastatic
or advanced GC, median PFS and OS were 5.2 months and
12.2 months, respectively (50). In a phase III Japanese study
of SOX as first-line chemotherapy for advanced GC patients,
the PFS and OS were 5.5 months and 14.1 months, respectively
(51). To explore the therapeutic efficacy of SPA and SOX
as first-line treatment for GC, we divided the patients into
the SPA group and the SOX group for analyses. The results
demonstrated no significant difference in prognoses for those
who received these two regimens. Furthermore, there was no
significant difference in the prognoses of those who received
SPA and SOX when patients were stratified into high-NLR
and low-NLR groups and the high-PLR and low-PLR groups
(Supplementary Figure 3). These findings may suggest that
there is no significant difference in efficacy between the SPA
regimen and the SOX regimen when measured according to
the NLR or PLR levels. However, this may also indicate that
the NLR or PLR levels cannot effectively stratify patients into
the appropriate chemotherapy regimen and therefore cannot be
used to guide the selection of treatment regimens for advanced
GC patients.

Despite profound advances in oncology, effective markers
to predict the efficacy of chemotherapy are still lacking. Less-
invasive tests based on a sample of body fluid (e.g., blood,
urine, and saliva) that allows rapid diagnosis or treatment
monitoring are urgently needed. Peripheral blood testing has
the advantages of convenience, simplicity, affordability, and
reproducibility. Accordingly, a comprehensive understanding of
hematologic parameters may be helpful for diagnosing tumors,
guiding targeted treatment, and monitoring treatment efficacy
and resistance.

Although NLR and PLR have been previously reported to
predict cancer prognoses, to the best of our knowledge, our
study is the first to report on its prognostic role in stage IV
GC and is the first to explore the association between NLR or
PLR and first-line chemotherapy. However, our study also had
several limitations. First, its retrospective, single-center design
may have caused some potential biases. Second, patient survival
varied significantly, ranging from 1 to 7 years after diagnosis,
and thus there might have been biases in the results of the
survival analysis. Third, there was lack of consecutive NLR or
PLR counts for every patient during the first-line chemotherapy.
As a dynamic marker, serial NLR or PLR measurements during
treatment could potentially help to identify those patients who
are not benefiting from chemotherapy at an early stage. Changes
in NLR require further evaluation by clinical trials in which
data can be analyzed prospectively. Fourth, the study was
performed among patients with stage IV GC; therefore, the
NLR–PLR score can be used only for metastatic GC. Lastly,
there is no consensus on the optimal cutoff value for high and
low NLR and PLR. Some studies used the median value to
define the cutoff value, as in the current study; however, some
studies also used the receiver operating characteristic curve.
Our findings require more scientific evidence, which should
be acquired through prospective multicenter trials with larger
sample sizes.
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CONCLUSION

Our study demonstrated that the NLR, PLR, and NLR–PLR
score may be a pre-treatment independent predictor of OS in
stage IV GC, particularly among those receiving SOX or SPA as
first-line chemotherapy. This study analysis may provide strong
support for the treatment of GC with later period, and it may
have important implications for selecting the optimal treatment
strategy to ultimately improve or prolong OS.

DATA AVAILABILITY STATEMENT

All datasets generated for this study are included in the
article/Supplementary Material.

ETHICS STATEMENT

The collection and analysis of all samples in this study were
approved by the Ethics Committee of the First Affiliated Hospital
of Zhejiang University (Reference Number: 2017–802).

AUTHOR CONTRIBUTIONS

All authors contributed to data analysis, drafting, or revising of
the article, approved the final version to be published, and agreed
to be accountable for all aspects of the work. All authors have read
and approved the final manuscript.

FUNDING

This study was supported by the National Health and Family
Planning Commission Research Fund & Zhejiang Provincial

Medical and Health Major Science and Technology Plan
Project (KWJ-ZJ-1802), the Key Research and Development
Program of Science and Technology Department of Zhejiang
Province (2018C03022), the Fund of Department of
Education of Zhejiang Province (N20140147), the Clinical
Research Fund Project of Zhejiang Medical Association
(2019ZYC-A83), and the Natural Science Foundation of Zhejiang
Province (LQ20H160043).

SUPPLEMENTARY MATERIAL

The Supplementary Material for this article can be found
online at: https://www.frontiersin.org/articles/10.3389/fonc.
2020.00841/full#supplementary-material

Supplementary Figure 1 | Kaplan–Meier survival curves for overall survival in

patients stratified by PLR median for (A) age<60 and (B) age≥60 (C) CEA<5; (D)

CEA≥5; (E) CA199<37; (F) CA199≥37; (G) poor differentiation; (H)

moderate-well differentiation; (I) BMI<18.5; (J) BMI 18.5–24.9 and (K) BMI≥25.

Supplementary Figure 2 | Kaplan.Meier survival curves for overall survival

according to the NLR+PLR score for (A) age<60; (B) age≥60 (C) CEA<5; (D)

CEA≥5; (E) CA199<37; (F) CA199≥37; (G) poor differentiation; (H)

moderate-well differentiation; (I) BMI<18.5; (J) BMI 18.5–24.9 and (K) BMI≥25.

Supplementary Figure 3 | Kaplan–Meier survival curves for overall survival in

patients stratified by SPA or SOX regimens (A) the relationship of first-line

chemotherapy and OS included all patients; (B) the relationship of first-line

chemotherapy and OS via low NLR subgroup; (C) the relationship of first-line

chemotherapy and OS via high NLR subgroup; (D) the relationship of first-line

chemotherapy and OS via low PLR subgroup and (E) the relationship of first-line

chemotherapy and OS via high PLR subgroup.

Supplementary Table 1 | Univariate and multivariate Cox regress ion analysis for

overall survival according to NLR.

Supplementary Table 2 | Univariate and multivariate Cox regression analy sis for

overall survival according to PLR.

REFERENCES

1. Ferlay J, Soerjomataram I, Dikshit R, Eser S, Mathers C, Rebelo M,

et al. Cancer incidence and mortality worldwide: sources, methods and

major patterns in GLOBOCAN 2012. Int J Cancer. (2015) 136:E359–86.

doi: 10.1002/ijc.29210

2. Qian BZ, Pollard JW. Macrophage diversity enhances tumor progression

and metastasis. Cell. (2010) 141:39–51. doi: 10.1016/j.cell.2010.

03.014

3. Mantovani A, Sica A. Macrophages, innate immunity and cancer:

balance, tolerance, and diversity. Curr Opin Immunol. (2010) 22:231–7.

doi: 10.1016/j.coi.2010.01.009

4. Kim DK, Oh SY, Kwon HC, Lee S, Kwon KA, Kim BG, et al.

Clinical significances of preoperative serum interleukin-6 and C-reactive

protein level in operable gastric cancer. BMC Cancer. (2009) 9:155.

doi: 10.1186/1471-2407-9-155

5. Kilincalp S, Ekiz F, Basar O, Ayte MR, Coban S, Yilmaz B, et al. Mean platelet

volume could be possible biomarker in early diagnosis and monitoring of

gastric cancer. Platelets. (2014) 25:592–4. doi: 10.3109/09537104.2013.783689

6. Moghaddam SJ, Li H, Cho SN, Dishop MK, Wistuba, II, Ji L, et al. Promotion

of lung carcinogenesis by chronic obstructive pulmonary disease-like airway

inflammation in a K-ras-induced mouse model. Am J Respir Cell Mol Biol.

(2009) 40:443–53. doi: 10.1165/rcmb.2008-0198OC

7. Dumitru CA, Lang S, Brandau S. Modulation of neutrophil

granulocytes in the tumor microenvironment: mechanisms and

consequences for tumor progression. Semin Cancer Biol. (2013) 23:141–8.

doi: 10.1016/j.semcancer.2013.02.005

8. Liang W, Ferrara N. The complex role of neutrophils in tumor

angiogenesis and metastasis. Cancer Immunol Res. (2016) 4:83–91.

doi: 10.1158/2326-6066.CIR-15-0313

9. Li X, An B, Zhao Q, Qi J, Wang W, Zhang D, et al. Combined

fibrinogen and neutrophil-lymphocyte ratio as a predictive factor in

resectable colorectal adenocarcinoma. Cancer Manag Res. (2018) 10:6285–94.

doi: 10.2147/CMAR.S161094

10. Chen L, Hao Y, Cong X, Zou M, Li S, Zhu L, et al. Peripheral venous blood

platelet-to-lymphocyte ratio (PLR) for predicting the survival of patients

with gastric cancer treated with SOX or XELOX regimen neoadjuvant

chemotherapy. Technol Cancer Res Treat. (2019) 18:1533033819829485.

doi: 10.1177/1533033819829485

11. Gu X, Gao XS, Cui M, Xie M, Peng C, Bai Y, et al. Clinicopathological

and prognostic significance of platelet to lymphocyte ratio in patients with

gastric cancer. Oncotarget. (2016) 7:49878–87. doi: 10.18632/oncotarget.

10490

12. Li S, Xu X, Liang D, Tian G, Song S, He Y. Prognostic value of

blood neutrophil-to-lymphocyte ratio (NLR) and platelet-to-lymphocyte

ratio (PLR) in patients with gastric cancer. Zhonghua Zhong Liu Za Zhi.

(2014) 36:910–5. doi: 10.3760/cma.j.issn.0253-3766.2014.12.007

13. Schreiber RD, Old LJ, Smyth MJ. Cancer immunoediting: integrating

immunity’s roles in cancer suppression and promotion. Science. (2011)

331:1565–70. doi: 10.1126/science.1203486

Frontiers in Oncology | www.frontiersin.org 11 June 2020 | Volume 10 | Article 841

https://www.frontiersin.org/articles/10.3389/fonc.2020.00841/full#supplementary-material
https://doi.org/10.1002/ijc.29210
https://doi.org/10.1016/j.cell.2010.03.014
https://doi.org/10.1016/j.coi.2010.01.009
https://doi.org/10.1186/1471-2407-9-155
https://doi.org/10.3109/09537104.2013.783689
https://doi.org/10.1165/rcmb.2008-0198OC
https://doi.org/10.1016/j.semcancer.2013.02.005
https://doi.org/10.1158/2326-6066.CIR-15-0313
https://doi.org/10.2147/CMAR.S161094
https://doi.org/10.1177/1533033819829485
https://doi.org/10.18632/oncotarget.10490
https://doi.org/10.3760/cma.j.issn.0253-3766.2014.12.007
https://doi.org/10.1126/science.1203486
https://www.frontiersin.org/journals/oncology
https://www.frontiersin.org
https://www.frontiersin.org/journals/oncology#articles


Wang et al. NLR-PLR Score in Stage IV GC

14. Walsh SR, Cook EJ, Goulder F, Justin TA, Keeling NJ. Neutrophil-lymphocyte

ratio as a prognostic factor in colorectal cancer. J Surg Oncol. (2005) 91:181–4.

doi: 10.1002/jso.20329

15. Smith RA, Bosonnet L, Raraty M, Sutton R, Neoptolemos JP, Campbell F,

et al. Preoperative platelet-lymphocyte ratio is an independent significant

prognostic marker in resected pancreatic ductal adenocarcinoma. Am J Surg.

(2009) 197:466–72. doi: 10.1016/j.amjsurg.2007.12.057

16. Gwak MS, Choi SJ, Kim JA, Ko JS, Kim TH, Lee SM, et al. Effects of gender

on white blood cell populations and neutrophil-lymphocyte ratio following

gastrectomy in patients with stomach cancer. J Korean Med Sci. (2007)

22:S104–8. doi: 10.3346/jkms.2007.22.S.S104

17. Sharaiha RZ, Halazun KJ, Mirza F, Port JL, Lee PC, Neugut AI, et al. Elevated

preoperative neutrophil:lymphocyte ratio as a predictor of postoperative

disease recurrence in esophageal cancer. Ann Surg Oncol. (2011) 18:3362–9.

doi: 10.1245/s10434-011-1754-8

18. Thavaramara T, Phaloprakarn C, Tangjitgamol S, Manusirivithaya S. Role of

neutrophil to lymphocyte ratio as a prognostic indicator for epithelial ovarian

cancer. J Med Assoc Thai. (2011) 94:871–7.

19. Kemal Y, Yucel I, Ekiz K, Demirag G, Yilmaz B, Teker F, et al. Elevated

serum neutrophil to lymphocyte and platelet to lymphocyte ratios could be

useful in lung cancer diagnosis. Asian Pac J Cancer Prev. (2014) 15:2651–4.

doi: 10.7314/APJCP.2014.15.6.2651

20. Azab B, Bhatt VR, Phookan J, Murukutla S, Kohn N, Terjanian T, et al.

Usefulness of the neutrophil-to-lymphocyte ratio in predicting short- and

long-termmortality in breast cancer patients. Ann Surg Oncol. (2012) 19:217–

24. doi: 10.1245/s10434-011-1814-0

21. Chen XK, Gu CL, Fan JQ, Zhang XM. P-STAT3 and IL-17 in tumor

tissues enhances the prognostic value of CEA and CA125 in patients

with lung adenocarcinoma. Biomed Pharmacother. (2020) 125:109871.

doi: 10.1016/j.biopha.2020.109871

22. Kambara Y, Yuasa N, Takeuchi E, Miyake H, Nagai H, Yoshioka Y,

et al. Overweight or obesity is an unfavorable long-term prognostic

factor for patients who underwent gastrectomy for stage II/III gastric

cancer. World J Surg. (2019) 43:1766–76. doi: 10.1007/s00268-019-04

969-1

23. Lee JH, Park B, Joo J, Kook MC, Kim YI, Lee JY, et al. Body mass index and

mortality in patients with gastric cancer: a large cohort study. Gastric Cancer.

(2018) 21:913–24. doi: 10.1007/s10120-018-0818-x

24. Templeton AJ, McNamara MG, Seruga B, Vera-Badillo FE, Aneja P, Ocana

A, et al. Prognostic role of neutrophil-to-lymphocyte ratio in solid tumors:

a systematic review and meta-analysis. J Natl Cancer Inst. (2014) 106:dju124.

doi: 10.1093/jnci/dju124

25. Templeton AJ, Ace O, McNamara MG, Al-Mubarak M, Vera-Badillo

FE, Hermanns T, et al. Prognostic role of platelet to lymphocyte

ratio in solid tumors: a systematic review and meta-analysis. Cancer

Epidemiol Biomarkers Prev. (2014) 23:1204–12. doi: 10.1158/1055-9965.EPI-1

4-0146

26. Ock CY, Nam AR, Lee J, Bang JH, Lee KH, Han SW, et al. Prognostic

implication of antitumor immunity measured by the neutrophil-lymphocyte

ratio and serum cytokines and angiogenic factors in gastric cancer. Gastric

Cancer. (2017) 20:254–62. doi: 10.1007/s10120-016-0613-5

27. Wang SC, Chou JF, Strong VE, Brennan MF, Capanu M, Coit

DG. Pretreatment neutrophil to lymphocyte ratio independently

predicts disease-specific survival in resectable gastroesophageal

junction and gastric adenocarcinoma. Ann Surg. (2016) 263:292–7.

doi: 10.1097/SLA.0000000000001189

28. Murakami Y, Saito H, Shimizu S, Kono Y, Shishido Y, Miyatani K,

et al. Neutrophil-to-Lymphocyte ratio as a prognostic indicator in

patients with unresectable gastric cancer. Anticancer Res. (2019) 39:2583–9.

doi: 10.21873/anticanres.13381

29. Ramos-Esquivel A, Cordero-Garcia E, Brenes-Redondo D, Alpizar-Alpizar

W. The Neutrophil-Lymphocyte ratio is an independent prognostic factor

for overall survival in hispanic patients with gastric adenocarcinoma. J

Gastrointest Cancer. (2018) 50:728–34. doi: 10.1093/annonc/mdy151.055

30. Zhu GS, Tian SB, Wang H, Ma MG, Liu Y, Du HS, et al. Preoperative

Neutrophil Lymphocyte ratio and platelet lymphocyte ratio cannot predict

lymph node metastasis and prognosis in patients with early gastric cancer:

a single institution investigation in China. Curr Med Sci. (2018) 38:78–84.

doi: 10.1007/s11596-018-1849-6

31. Liu X, Cho WC. Precision medicine in immune checkpoint blockade

therapy for non-small cell lung cancer. Clin Transl Med. (2017) 6:7.

doi: 10.1186/s40169-017-0136-7

32. Remon J, Besse B. Immune checkpoint inhibitors in first-line therapy of

advanced non-small cell lung cancer. Curr Opin Oncol. (2017) 29:97–104.

doi: 10.1097/CCO.0000000000000351

33. Gubin MM, Esaulova E, Ward JP, Malkova ON, Runci D, Wong P, et al.

High-Dimensional analysis delineates myeloid and lymphoid compartment

remodeling during successful immune-checkpoint cancer therapy. Cell.

(2018) 175:1443. doi: 10.1016/j.cell.2018.11.003

34. Riaz N, Havel JJ, Makarov V, Desrichard A, UrbaWJ, Sims JS, et al. Tumor and

microenvironment evolution during immunotherapy with nivolumab. Cell.

(2017) 171:934–49.e16. doi: 10.1016/j.cell.2017.09.028

35. Krieg C, Nowicka M, Guglietta S, Schindler S, Hartmann FJ, Weber LM,

et al. High-dimensional single-cell analysis predicts response to anti-PD-1

immunotherapy. Nat Med. (2018) 24:144–53. doi: 10.1038/nm.4466

36. Madonna G, Ballesteros-Merino C, Feng Z, Bifulco C, Capone M, Giannarelli

D, et al. PD-L1 expression with immune-infiltrate evaluation and outcome

prediction in melanoma patients treated with ipilimumab. Oncoimmunology.

(2018) 7:e1405206. doi: 10.1080/2162402X.2017.1405206

37. Wang TT, Zhao YL, Peng LS, Chen N, Chen W, Lv YP, et al. Tumour-

activated neutrophils in gastric cancer foster immune suppression and disease

progression through GM-CSF-PD-L1 pathway. Gut. (2017) 66:1900–11.

doi: 10.1136/gutjnl-2016-313075

38. He G, Zhang H, Zhou J, Wang B, Chen Y, Kong Y, et al. Peritumoural

neutrophils negatively regulate adaptive immunity via the PD-L1/PD-1

signalling pathway in hepatocellular carcinoma. J Exp Clin Cancer Res. (2015)

34:141. doi: 10.1186/s13046-015-0256-0

39. Motomura T, Shirabe K, Mano Y, Muto J, Toshima T, Umemoto Y, et al.

Neutrophil-lymphocyte ratio reflects hepatocellular carcinoma recurrence

after liver transplantation via inflammatory microenvironment. J Hepatol.

(2013) 58:58–64. doi: 10.1016/j.jhep.2012.08.017

40. Bhatti I, Peacock O, Lloyd G, Larvin M, Hall RI. Preoperative hematologic

markers as independent predictors of prognosis in resected pancreatic ductal

adenocarcinoma: neutrophil-lymphocyte versus platelet-lymphocyte ratio.

Am J Surg. (2010) 200:197–203. doi: 10.1016/j.amjsurg.2009.08.041

41. McCourt M, Wang JH, Sookhai S, Redmond HP. Proinflammatory mediators

stimulate neutrophil-directed angiogenesis. Arch Surg. (1999) 134:1325–31;

discussion 31–22. doi: 10.1001/archsurg.134.12.1325

42. Jablonska E, Kiluk M, Markiewicz W, Piotrowski L, Grabowska Z, Jablonski

J. TNF-alpha, IL-6 and their soluble receptor serum levels and secretion by

neutrophils in cancer patients. Arch Immunol Ther Exp. (2001) 49:63–9.

43. Chua W, Charles KA, Baracos VE, Clarke SJ. Neutrophil/lymphocyte

ratio predicts chemotherapy outcomes in patients with advanced

colorectal cancer. Br J Cancer. (2011) 104:1288–95. doi: 10.1038/bjc.2

011.100

44. Choi Y, Kim JW, Nam KH, Han SH, Kim JW, Ahn SH, et al. Systemic

inflammation is associated with the density of immune cells in the tumor

microenvironment of gastric cancer. Gastric Cancer. (2017) 20:602–11.

doi: 10.1007/s10120-016-0642-0

45. Dworacki G, Meidenbauer N, Kuss I, Hoffmann TK, Gooding W, Lotze M,

et al. Decreased zeta chain expression and apoptosis in CD3+ peripheral

blood T lymphocytes of patients with melanoma. Clin Cancer Res. (2001)

7:947s–57s.

46. Apetoh L, Ghiringhelli F, Tesniere A, Obeid M, Ortiz C, Criollo A, et al.

Toll-like receptor 4-dependent contribution of the immune system to

anticancer chemotherapy and radiotherapy. Nat Med. (2007) 13:1050–9.

doi: 10.1038/nm1622

47. Bambace NM, Holmes CE. The platelet contribution to cancer progression.

J Thromb Haemost. (2011) 9:237–49. doi: 10.1111/j.1538-7836.2010.0

4131.x

48. Benoy I, Salgado R, Colpaert C, Weytjens R, Vermeulen PB, Dirix LY.

Serum interleukin 6, plasma VEGF, serum VEGF, and VEGF platelet

load in breast cancer patients. Clin Breast Cancer. (2002) 2:311–5.

doi: 10.3816/CBC.2002.n.008

Frontiers in Oncology | www.frontiersin.org 12 June 2020 | Volume 10 | Article 841

https://doi.org/10.1002/jso.20329
https://doi.org/10.1016/j.amjsurg.2007.12.057
https://doi.org/10.3346/jkms.2007.22.S.S104
https://doi.org/10.1245/s10434-011-1754-8
https://doi.org/10.7314/APJCP.2014.15.6.2651
https://doi.org/10.1245/s10434-011-1814-0
https://doi.org/10.1016/j.biopha.2020.109871
https://doi.org/10.1007/s00268-019-04969-1
https://doi.org/10.1007/s10120-018-0818-x
https://doi.org/10.1093/jnci/dju124
https://doi.org/10.1158/1055-9965.EPI-14-0146
https://doi.org/10.1007/s10120-016-0613-5
https://doi.org/10.1097/SLA.0000000000001189
https://doi.org/10.21873/anticanres.13381
https://doi.org/10.1093/annonc/mdy151.055
https://doi.org/10.1007/s11596-018-1849-6
https://doi.org/10.1186/s40169-017-0136-7
https://doi.org/10.1097/CCO.0000000000000351
https://doi.org/10.1016/j.cell.2018.11.003
https://doi.org/10.1016/j.cell.2017.09.028
https://doi.org/10.1038/nm.4466
https://doi.org/10.1080/2162402X.2017.1405206
https://doi.org/10.1136/gutjnl-2016-313075
https://doi.org/10.1186/s13046-015-0256-0
https://doi.org/10.1016/j.jhep.2012.08.017
https://doi.org/10.1016/j.amjsurg.2009.08.041
https://doi.org/10.1001/archsurg.134.12.1325
https://doi.org/10.1038/bjc.2011.100
https://doi.org/10.1007/s10120-016-0642-0
https://doi.org/10.1038/nm1622
https://doi.org/10.1111/j.1538-7836.2010.04131.x
https://doi.org/10.3816/CBC.2002.n.008
https://www.frontiersin.org/journals/oncology
https://www.frontiersin.org
https://www.frontiersin.org/journals/oncology#articles


Wang et al. NLR-PLR Score in Stage IV GC

49. Kerr BA, McCabe NP, Feng W, Byzova TV. Platelets govern pre-

metastatic tumor communication to bone. Oncogene. (2013) 32:4319–24.

doi: 10.1038/onc.2012.447

50. Jiang H, Qian J, Zhao P, Zhang X, Zheng Y, Mao C, et al. A phase II study of

biweekly S-1 and paclitaxel (SPA) as first-line chemotherapy in patients with

metastatic or advanced gastric cancer. Cancer Chemother Pharmacol. (2015)

76:197–203. doi: 10.1007/s00280-015-2782-z

51. Yamada Y, Higuchi K, Nishikawa K, Gotoh M, Fuse N, Sugimoto N, et al.

Phase III study comparing oxaliplatin plus S-1 with cisplatin plus S-1 in

chemotherapy-naive patients with advanced gastric cancer.Ann Oncol. (2015)

26:141–8. doi: 10.1093/annonc/mdu472

Conflict of Interest: The authors declare that the research was conducted in the

absence of any commercial or financial relationships that could be construed as a

potential conflict of interest.

Copyright © 2020 Wang, Ding, Li, Wu, Gao, Xiao, Jiang, Zheng, Mao, Deng, Wang

and Xu. This is an open-access article distributed under the terms of the Creative

Commons Attribution License (CC BY). The use, distribution or reproduction in

other forums is permitted, provided the original author(s) and the copyright owner(s)

are credited and that the original publication in this journal is cited, in accordance

with accepted academic practice. No use, distribution or reproduction is permitted

which does not comply with these terms.

Frontiers in Oncology | www.frontiersin.org 13 June 2020 | Volume 10 | Article 841

https://doi.org/10.1038/onc.2012.447
https://doi.org/10.1007/s00280-015-2782-z
https://doi.org/10.1093/annonc/mdu472
http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/
https://www.frontiersin.org/journals/oncology
https://www.frontiersin.org
https://www.frontiersin.org/journals/oncology#articles

	Prognostic Value of Neutrophil–Lymphocyte Ratio, Platelet–Lymphocyte Ratio, and Combined Neutrophil–Lymphocyte Ratio and Platelet–Lymphocyte Ratio in Stage IV Advanced Gastric Cancer
	Introduction
	Materials and Methods
	Patients
	Data Collection
	Evaluation of the NLR, PLR, and NLR–PLR Scores
	Follow-Up
	Statistical Analysis

	Results
	Patient Characteristics
	Association Between NLR or PLR Levels and Clinicopathological Variables
	Prognostic Significance of NLR or PLR
	Univariate and Multivariate Survival Analyses of Prognostic Factors
	Subgroup Analyses of the Prognostic Value of NLR or PLR Alone
	Prognostic Value of the NLR–PLR Score
	Subgroup Analysis of the Prognostic Value of the NLR–PLR Score

	Discussion
	Conclusion
	Data Availability Statement
	Ethics Statement
	Author Contributions
	Funding
	Supplementary Material
	References


