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Simple Summary: Radium-223 is an alpha-emitting radioisotope that selectively binds to increased
bone turnover areas, such as metastatic sites, acting as a bone-seeking calcium mimetic drug.
Its therapeutic function in metastatic castration-resistant prostate cancer patients relies on its capability
to prolong overall survival, improve quality of life, and delay the first skeletal-related event. However,
in the last few years, many studies showed that the survival benefit in the real-life patients might
be lower than that initially reported, probably due to a suboptimal selection of patients with poorer
prognostic clinical characteristics. In this scenario, it has emerged the urgent need for the identification
of reliable biomarkers able to potentially identify patients most likely to benefit from Radium-223
since baseline. With this aim, this preliminary study is the first to combine the prognostic power of
baseline FDG-PET/CT and systemic inflammation indexes in a cohort of metastatic castration-resistant
prostate cancer patients undergoing Radium-223 administration.

Abstract: Over the last years has emerged the urgent need for the identification of reliable prognostic
biomarkers able to potentially identify metastatic castration-resistant prostate cancer (mCRPC)
patients most likely to benefit from Radium-223 (Ra-223) since baseline. In the present monocentric
retrospective study, we analyzed the prognostic power of systemic inflammation biomarkers and
18F-Fluorodeoxyglucose Positron Emission Tomography/Computed Tomography (FDG-PET)-derived
parameters and their potential interplay in this clinical setting. The following baseline laboratory
parameters were collected in 59 mCRPC patients treated with Ra-223: neutrophil-to-lymphocyte
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ratio (NLR), derived NLR (dNLR), lymphocyte-to-monocyte ratio (LMR), platelets-to-lymphocyte
ratio (PLR), and systemic inflammation index (SII), while maximum Standardized Uptake Value,
Metabolic Tumor Volume (MTV), and Total Lesion Glycolysis (TLG) were calculated in the 48 of them
submitted to baseline FDG-PET. At the univariate analysis, NLR, dNLR, MTV, and TLG were able
to predict the overall survival (OS). However, only NLR and MTV were independent predictors of
OS at the multivariate analysis. Additionally, the occurrence of both increased NLR and MTV at
baseline identified mCRPC patients at higher risk for lower long-term survival after treatment with
Ra-223. In conclusion, the degree of systemic inflammation, the quantification of the metabolically
active tumor burden and their combination might represent potentially valuable tools for identifying
mCRPC patients who are most likely to benefit from Ra-223. However, further studies are needed to
reproduce these findings in larger settings.

Keywords: metastatic castration resistant prostate cancer; radium-223; neutrophil-to-lymphocyte
ratio; lymphocyte-to-monocyte ratio; platelet-to-lymphocyte ratio; systemic inflammation
index; 18F-fluorodeoxyglucose; metabolic tumor volume; total lesion glycolysis; positron
emission tomography

1. Introduction

Bone metastases affect more than 90% of patients with metastatic castration-resistant prostate
cancer (mCRPC) patients and 20–50% of them develop skeletal-related events (SREs), which represent
the main cause of impaired quality of life and death [1].

Radium-223 (Ra-223) is an alpha-emitting radionuclide which selectively binds to areas of
increased bone turnover, such as metastatic sites, acting as a bone-seeking calcium mimetic drug [2].
Its short-range high-energy emission induces breaks in double-strand DNA filaments and targets
tumor cell death [3]. The phase III Alpharadin in Symptomatic Prostate Cancer Patients (ALSYMPCA)
trial investigated Ra-223 compared to a placebo in mCRPC patients with symptomatic bone metastases,
limited lymph node metastases (<3 cm), and no visceral metastases [4]. In the ALSYMPCA trial, Ra-223
was demonstrated to prolong overall survival (OS), improve quality of life, and delay the first SRE [4].
According to these results, Ra-223 was subsequently approved by the Food and Drug Administration
(FDA) for mCRPC patients.

However, in the last few years, many retrospective studies showed that the survival benefit
in real-life patients might be lower than that reported in the ALSYMPCA trial, probably due to a
suboptimal selection of patients with poorer prognostic clinical characteristics [5–7]. Furthermore,
in 2018 the European Medicine Agency (EMA) restricted the use of Ra-223 to patients with more than
six osteoblastic lesions in progression after at least two prior lines of systemic therapies for mCRPC
or ineligible for any available systemic mCRPC treatment [8]. However, the later timing of Ra-223
administration in the patients’ clinical history might further negatively affect OS [9]. In this scenario,
there is an urgent need to identify reliable biomarkers potentially able to improve the selection of
patients most likely to benefit from Ra-223 treatment.

Several exploratory analyses from the ALSYMPCA trial and retrospective studies identified
clinical, biochemical, and imaging parameters to predict treatment completion or survival outcomes
since baseline, thus potentially improving patient selection [5,6,10–13].

Peripheral blood inflammatory parameters, such as neutrophils-to-lymphocytes (NLR), have been
shown to significantly correlate with survival outcomes and therapeutic response in various cancers,
including mCRPC, as potential cancer inflammation-associated markers [14–17]. These biomarkers
are currently of great interest for their ready and easy accessibility in the clinical practice and their
transversal role in many types of tumors and cancer treatments [15]. However, few studies have
investigated their prognostic role in patients treated with Ra-223 [5,18,19]. On the other hand, we
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recently showed that baseline 18F-Fluorodeoxyglucose Positron Emission Tomography/Computed
Tomography (FDG-PET) could stratify OS in a cohort of mCRPC patients who are candidates
for Ra-223 [20]. However, the comparison and the potential interplay between peripheral blood
inflammatory biomarkers and metabolic FDG-PET-derived parameters still need to be investigated in
this clinical setting.

Therefore, in the present proof of concept study, we analyzed the prognostic power of baseline
inflammatory and functional imaging biomarkers and their potential interplay to identify mCRPC
patients most likely to benefit from Ra-223.

2. Materials and Methods

2.1. Study Population

We performed a retrospective monocentric analysis of all consecutive mCRPC patients treated with
Ra-223 from September 2016 to February 2020 at the IRCCS Ospedale Policlinico San Martino of Genova,
Italy. The retrospective analysis was conducted under the Declaration of Helsinki, Good Clinical
Practice, and local ethical and legal regulations. According to our standard procedure, all patients
signed a written informed consent form, encompassing the use of anonymized data for retrospective
research purposes before each imaging procedure and each Ra-223 administration.

CRPC was defined as a serum testosterone level of <50 ng/dL following surgical or pharmaceutical
castration. All patients fulfilled the inclusion criteria for Ra-223 therapy and were treated according
to the standard Ra-223 regimen encompassing six intravenous administrations every four weeks
(55 KBq/kg) [21]. According to the established guidelines for patient selection, a bone marrow reserve
fulfilling the hematologic criteria necessary to administer Ra-223 was verified [21]. During the four
weeks preceding the first Ra-223 administration, each patient underwent a contrast-enhanced CT and
bone scan to select mCRPC patients with symptomatic bone metastases in the absence of visceral
involvement (with the exception for lymph nodes with maximum diameter < 3 cm). In the same
time interval, recruited patients were submitted to FDG-PET for prognostic purposes in agreement
with the emerging prognostic role of this tool in patients with mCRPC, and in accordance with the
national guidelines by the Italian Association of Medical Oncology (AIOM) [22,23]. According to
our standard procedure, complete blood cell count, serum chemistry, prostate-specific antigen (PSA),
alkaline phosphatase (ALP), and lactate dehydrogenase (LDH) were assessed at baseline and on the
same day of each Ra-223 administration.

During Ra-223 administration, patients continued androgen deprivation therapy and received
the best standard of care, including antiresorptive agents (bisphosphonates/denosumab) and antalgic
therapy [21]. The concomitant treatment with Abiraterone and Enzalutamide was not allowed [21].

2.2. Systemic Inflammation Indexes

We retrospectively collected white blood cells (WBC), platelets (PLT), and the absolute neutrophil
(ANC), lymphocyte (ALC), and monocyte (AMC) count to obtain their ratio: NLR, derived NLR
(dNLR), lymphocyte-to-monocyte ratio (LMR), platelets-to-lymphocyte ratio (PLR), and systemic
inflammation index (SII). dNLR was calculated as ANC/(WBC-ANC) and SII as NLRxPLT.

2.3. Imaging Procedures and Images Analyses

FDG-PET was performed according to the European Association of Nuclear Medicine (EANM)
Guidelines [24]. PET/CT scans were performed using a 16-slices PET/CT hybrid system (Hirez-Biograph
16, Siemens Medical Solutions, USA).

FDG-PET images were interpreted in consensus by three expert nuclear medicine physicians
(M.B.; M.I.D.; A.M.) blinded to contrast-enhanced CT and bone scan results. From the attenuation
corrected FDG-PET images, the maximum standardized uptake value (SUVmax) of the hottest bone
lesion was obtained in the transaxial view. Further, a volume of interest was drawn using an SUV-based
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automated contouring program (Syngo Siemens workstation, Siemens Medical Solutions, USA) with an
isocounter threshold based on 40% of the SUVmax, as previously recommended [25]. Total Metabolic
Tumor Volume (MTV) was obtained by the sum of all skeletal and extra-skeletal lesions. Total Lesion
Glycolysis (TLG) was calculated as the sum of the product of MTV of each lesion, and the SUVmean
value, which, in turn, was automatically calculated within each single MTV.

Aiming to analyze the interobserver variation, a second expert PET reader (S.M.) measured MTV
and TLG independently from the first group of observers.

2.4. Survival Assessment

Baseline inflammatory biomarkers (NLR, dNLR, LMR, PLR, SII), as well as FDG-PET-derived
parameters (SUVmax, MTV, TLG), were assessed for their correlation with OS.

2.5. Statistical Analysis

Descriptive analyses were conducted using percentages for binary variables and means/medians
for continuous variables, reporting their dispersion values.

Non-parametric Bland–Altman plots were used to evaluate median bias ad limits of agreement
(2.5% and 97.5% percentiles) for MTV and TLG values measured by the two groups of PET readers [26].
A linear regression was applied to verify the eventual occurrence of proportional biases.

To assess the association of parameters, biomarkers, and clinical characteristics (independent
variables) with OS, univariable and multivariable Cox regression model were used.

All parameters, biomarkers, and clinical characteristics, with a p-value < 0.10 at univariable
analysis were selected for the multivariable analysis. Only those with a p-value < 0.10 were maintained
in the final multivariable model.

OS was calculated from the start of treatment to death from any cause, censored at last follow-up
for patients who were alive, and was estimated by mean of the Kaplan–Meier (KM) approach.

The multivariable model was performed both on the cohort with complete cases for inflammatory
and FDG-PET parameters and for the whole cohort of patients after multiple imputations of missing
values for FDG-PET parameters (MTV, TLG). Multiple imputation was performed using an iterative
multivariate method based on chained equations. Eleven imputations were performed.

To report KM curves of OS, continuous parameters were binarized. To find the best cut-off value,
the Youden index from the ROC curve for survival data at 24 months was used.

Hazard-ratios (HR) for Cox regression models were reported together with a 95% confidence
interval (CI) and p-value. Due to a highly skewed distribution, for MTV and TLG, the log-transformed
values were used in the analyses for a better interpretation. Gleason Score at diagnosis was categorized
into three classes for clinical interpretation, as previously described [27]. Similarly, bone scan lesions
were categorized in <6, 6–20, and >20, as performed in a sub-analysis of the ALSYMPCA study [4].

To assess the ability of each continuous parameter to discriminate between dead and
censored patients, the Harrell’s c-index for censored data was calculated for all inflammatory and
FDG-PET parameters.

Further, a calibration plot to assess the accuracy of the prediction for an individual patient
according to single parameters and multivariate model was realized. A joint test was performed to
investigate the overall evidence for linear miscalibration.

All statistical analyses were performed using Stata (v.16; StataCorp; 4905 Lakeway Drive College
Station, Texas, TX, USA).
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3. Results

3.1. Patients’ and Treatment Characteristics

Fifty-nine mCRPC patients treated with Ra-223 were included in the analysis. Of these, 48 (81.4%)
had all complete data on both inflammatory biomarkers and FDG-PET parameters. The patient, tumor,
and treatment characteristics are summarized in Table 1.

Table 1. Patients’ characteristics.

Patients’ Characteristics
All Sample Complete Cases

(n = 59) (n = 48)

Clinical characteristics n (%) n (%)

Median age, years (range) 74 (51–88) 75 (51–88)

ECOG performance status
0 22 (37) 17 (35)
1 23 (39) 18 (38)
2 14 (24) 13 (27)

Gleason score at diagnosis
≤7 21 (36) 16 (33)
≥8 30 (51) 24 (50)
Missing data 8 (13) 8 (17)

Gleason group at diagnosis
≤2 10 (17) 8 (17)
≥3 42 (71) 33 (69)
Missing data 7 (12) 7 (14)

Prostatectomy
Yes 21 (36) 17 (35)
No 35 (59) 28 (58)
Missing data 3 (5) 3 (7)

Radical radiotherapy
Yes 4 (7) 3 (6)
No 48 (81) 40 (83)
Missing data 7 (12) 5 (11)

Metastatic disease at diagnosis
Yes 28 (47) 22 (46)
No 27 (46) 23 (48)
Missing data 4 (7) 3 (6)

Metastases
Bone metastases 43 (73) 35 (73)
Bone and lymph node metastases 16 (27) 13 (27)

N bone metastases
<6 9 (16) 8 (16)
6–20 24 (40) 20 (42)
>20 26 (44) 20 (42)

Baseline median PSA, g/L (range) 55 (0–6089) 68 (0–6089)

Baseline median ALP, U/L (range) 138 (10–1296) 154 (29–1296)

Baseline ALP, U/L
<220 40 (68) 32 (67)
≥220 19 (32) 16 (33)

Ra-223 treatment
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Table 1. Cont.

Patients’ Characteristics
All Sample Complete Cases

(n = 59) (n = 48)

Ra-223 treatment line
Median (range) 3 (1–6) 3 (1–6)
First-line 3 (5) 2 (4)
Second-line 21 (36) 17 (35)
Third-line 21 (36) 17 (35)
>3rd line 14 (23) 12 (26)

EMA restriction of use compliant
Not compliant 33 (56) 22 (54)
Compliant 26 (44) 26 (46)

Median cycles received, number (range) 5 (1–6) 4 (1–6)

Completion of 3 cycles
Yes 46 (78) 35 (73)
No 13 (22) 13 (27)

Completion of 6 cycles
Yes 23 (39) 18 (38)
No 36 (61) 30 (62)

Prior chemotherapy
Yes 35 (59) 28 (58)

Docetaxel 19 (32) 15 (31)
Docetaxel and Cabazitaxel 16 (27) 13 (27)

No 24 (41) 20 (42)

ECOG: Eastern Cooperative Oncology Group, PSA: prostate-specific antigen, ALP: alkaline phosphatase, Ra-223:
Radium 223, EMA: European Medicines Agency.

All patients had a histological diagnosis of prostate cancer with a median Gleason score (GS) of 8
(range 5–10) with a GS ≥ 8 in 51% of patients; 47% of patients had metastatic disease at diagnosis.

Before Ra-223 therapy initiation, the median age was 74 years (range 51–88 years) and median
ECOG PS was 1 (range 0–2), with ECOG PS 0–1 in 76% of patients.

All patients underwent CT and bone scans at baseline, while 81% of the enrolled patient underwent
FDG-PET at the same timepoint. CT scan revealed the occurrence of lymph node metastases in 27% of
patients, while bone scan showed the presence of <6, 6–20, and >20 bone lesions in 16%, 40%, and 44%
of patients, respectively. Baseline peripheral blood results were available in 100% of patients.

Ra-223 therapy was administered as first and second line therapy for CRPC in 24 patients (41%),
as third line in 21 (36%) patients, and as subsequent lines in 14 patients (23%). In 26 patients (44%),
Ra-223 was administered after the 2018 EMA restriction of use [8].

The median number of Ra-223 cycles was 5 (range 1–6), 78% and 39% of patients completed three
and all six cycles, respectively. Eight patients (13%) are currently still in treatment with Ra-223 at the
time of data analysis. Thirty-five patients (59%) received chemotherapy before Ra-223, of which 19
patients (32%) received docetaxel only and 16 patients (27%) both docetaxel and cabazitaxel.

Characteristics of patients with complete cases were similar to those of the whole cohort.

3.2. Interobserver Agreement between PET Readers

There was good agreement between the two groups of observers for measuring MTV and TLG.
Bland–Altman plots showed a median difference of 0.26 (limits of agreements: −159.67–160.19) and
−15.35 (limits of agreements: −397.07–366.37), respectively (see also Figure S1). No proportional biases
were observed (p = ns for both).
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3.3. Systemic Inflammation Indexes and FDG-Derived Parameters in the Prediction of OS.

All patients included in the study were assessable for survival analysis and were followed-up for
a median of 10 months. The median OS (mOS) was 11.6 months (95% CI: 9.1–14.7) in the whole cohort
and 10.2 (95% CI: 7.1–14.7) in 48 patients with complete data. OS was 78.8% (CI: 65.6–87.3) in the whole
cohort and 73.4% (58.4–84.2) in the reduced sample at 6 months, while it was 46.5% (CI: 32.4–59.4)
in the whole cohort and 46.2% (CI: 30.6–60.5) in the reduced sample, respectively. Figure 1 shows
the Kaplan–Meier survival function of the study cohort with all complete data (n = 48). Results from
Kaplan–Meier analyses and univariable Cox regression analyses are reported in Figures 2 and 3 and in
Table 2, respectively. Univariate and multivariate analyses were conducted on the complete cases set
(n = 48). A further multivariate analysis was performed considering all sample (n = 59) after multiple
imputation of missing data for FDG-PET parameters.
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Figure 2. Kaplan–Meier curves for overall survival (OS) according to baseline systemic inflammatory
indexes. Panels (A−E) show OS prediction according to neutrophil-to-lymphocyte ratio (NLR),
derived-NLR (d-NLR), platelets-to-lymphocyte ratio (PLR), systemic inflammation index (SII), and
lymphocyte-to-monocyte ration (LMR), respectively.
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Figure 3. Kaplan–Meier curves for OS according to baseline clinical and FDG-PET parameters. Panels
(A−E) show the prediction of OS according to ECOG PS, the presence of pathological lymph nodes
(LN+), baseline ALP, MTV, and TLG, respectively.

Lower ECOG PS and ALP, as well as the absence of pathological lymph nodes, were associated
with higher OS. Among systemic inflammation indexes, only NLR and dNLR reached the statistical
significance at the univariate analysis (Table 2, Figure 2). In both cases, higher OS was observed for
lower values of these systemic inflammation parameters. Similarly, lower MTV and TLG correlated
with an increased OS (Table 2, Figure 3).

Low to moderate c-index, testing the discriminative ability, was observed for almost all
inflammation parameters while MTV and TLG showed a higher c-index of 0.75. Both these parameters
also seemed to have good accuracy in prediction (Figure 4) as also confirmed by a not significant result
of the test for miscalibration (p-value = 0.49 for MTV and 0.64 for TLG).
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Figure 4. Calibration plot showing the relationship between the predicted and observed probability
of death at 24 months for the two Fluorodeoxyglucose (FDG)-derived parameters. A well-calibrated
parameter shows a 1:1 relationship between predicted and observed probability represented by a 45◦

line (green line). The predicted probability (red line) is based, respectively, on MTV (left panel) and
TLG (right panel) and is remarkably close to the green line representing a good calibration. This is also
confirmed by a not significant test for miscalibration.



Cancers 2020, 12, 3213 9 of 16

The same parameters with prognostic value at the univariate analysis (apart from ALP, dNLR,
and TLG) remained independently associated at the multivariate analysis for OS. The Harrell’s C-index
for this multivariable model was 0.81 in the reduced cohort (without imputation of missing value) and
0.79 in the whole cohort where FDG-PET parameters were imputed for the missing 11 patients.

Table 2. Systemic inflammation indexes, FDG-derived parameters, and clinical characteristics in the
prediction of OS.

Biomarkers
Univariate Analyses on Complete

Cases (n = 48)
Multivariate Analyses on
Complete Cases (n = 48)

Multivariate Analyses on
All Aample (n = 59)

HR (95% CI) p Value c-Index HR (95% CI) p Value HR (95% CI) p Value

Inflammatory biomarkers

NLR (1-unit) 1.08 (1.01–1.17) 0.042 0.63 1.09 (1.00–1.20) 0.049 1.09 (1.01–1.19) 0.025
d-NLR (1-unit) 1.27 (1.02–1.58) 0.036 0.65
LMR (1-unit) 0.95 (0.74–1.21) 0.67 0.57
PLR (100-unit) 1.03 (0.90–1.18) 0.63 0.56
SII (100-unit) 1.02 (0.99–1.05) 0.25 0.58

FDG-PET parameters

SUV max (1-unit) 1.04 (0.96–1.14) 0.33 0.53
MTV (1-unit on log scale) 2.23 (1.52–3.25) <0.001 0.75 1.60 (1.09–2.34) 0.016 1.74 (1.22–2.50) 0.002
TLG (1-unit on log-scale) 2.06 (1.46–2.90) <0.001 0.75

Patients’ characteristics

ECOG PS
0–1 1.00 (ref) <0.001 - 1.00 (ref) <0.001 1.00 (ref) <0.001
2 13.4 (5.29–33.74) 7.92 (2.74–22.90) 7.37 (2.94–18.47)

Gleason group
<3 1.00 (ref) 0.26 -
≥3 1.63 (0.70–3.82)

Lymph node metastases
No 1.00 (ref) 0.007 - 1.00 (ref) 0.039 1.00 (ref) 0.002
Yes 2.89 (1.33–6.29) 2.66 (1.05–6.75) 3.76 (1.65–8.56)

N◦ bone metastases
<6 1.00 (ref) -
6–20 1.63 (0.46–5.76) 0.45
>20 2.66 (0.74–9.53) 0.13

ALP
<220 1.00 (ref) 0.001 -
≥220 3.79 (1.70–8.49)

Treatment characteristics

Radium therapy line
1–2 1.00 (ref) 0.92 -
≥3 1.04 (0.50–2.14)

Previous chemotherapy
No 1.00 (ref) 0.44 -
Yes 1.33 (0.64–2.76)

NLR: neutrophil to lymphocyte ratio, d–NLR: derived NLR, LMR: lymphocyte to monocyte ratio, PLR: platelet to
lymphocyte ratio, SII: systemic inflammation index, FDG–PET: fluorodeoxyglucose positron emission tomography,
SUV: standardized uptake value, MTV: metabolic tumor volume, TLG: total lesion glycolysis, ECOG: Eastern
Cooperative Oncology Group, PS: performance status, N◦: number, ALP: alkaline phosphatase, Ra–233: radium–223.

3.4. The Combination of Systemic Inflammation Indexes and FDG–Derived Parameters in the Prediction of OS

Baseline NLR and MTV, both independently associated with OS in the Cox proportional hazard
analyses, were thus combined. This allowed us to define an immune-metabolic-prognostic index
(IMPI), as previously described by Castello et al. [28]. The combination of the above-mentioned
parameters allowed us to identify three groups with different risk as it follows: low risk (neither NLR
≥ 4.8 nor MTV ≥ 131, IMPI = 0), intermediate risk (NLR ≥ 4.8 or MTV ≥ 131, IMPI = 1), and high risk
(NLR ≥ 4.8 and MTV ≥ 131, IMPI = 2).

Among the 48 patients evaluable for IMPI, 10 (20.8%) had low risk, 24 (50%) had intermediate
risk, and 14 (29.2%) had high risk. Median OS was 18.2 months (95% CI 7.1–30 months), 12.7 months
(95% CI 9.1–25.3 months), 5.3 months (95% CI 2.6–8.4 months) for the low, intermediate, and high IMPI
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groups, respectively. While no significant differences were observed between low and intermediate
groups (p = 0.27), the high IMPI group was significantly different with respect to the remaining classes
(p = 0.001 vs. low, and p = 0.001 vs. intermediate). Results from the Kaplan–Meier analysis of IMPI
are reported in Figure 5. The prognostic power of IMPI was confirmed including this score in a
multivariable model incorporating ECOG-PS, and lymph node metastases (p = 0.001).Cancers 2020, 12, x 10 of 16 
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4. Discussion

Ra–223 is one of the therapeutic options for mCRPC patients and was approved after the survival
benefit observed in the phase III ALSYMPCA trial (mOS 15 versus 11 months) [4]. Nonetheless,
in real-life experience, lower survival outcomes (mOS ranging from 8 to 13 months) compared to the
results of the registration trial were observed [5]. This weaker survival benefit might be at least partially
related to the suboptimal patients’ selection process, which was further complicated by the restriction
of the use of Ra-223 started in 2018 [29]. In fact, mCRPC candidates to Ra-223 therapy have weaker
clinical characteristics compared to those included in clinical trials. Moreover, among the treatment
options for mCRPC patients, the right collocation of Ra-223 treatment is not well-established as no
comparative and sequential clinical trials are currently available [19]. There is, therefore, an unmet
need to identify baseline clinical, biochemical, or imaging biomarkers able to improve the prognostic
stratification of patients undergoing Ra-223.

In recent years, many studies tried to identify biomarkers to better select patients most likely
to benefit from Ra-223 and, therefore, to optimize treatment strategies. These are important to gain
as much as possible in efficacy with few side effects, to improve survival outcomes of mCRPC and
healthcare costs. Widely studied clinical variables with prognostic value in Ra-223 patients included
ECOG PS, previous lines of therapy and prior chemotherapy [6,7,12,30]. Furthermore, the number
of Ra-223 administered cycles was associated with OS [30,31]. Among laboratory variables, baseline
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PSA, LDH, and, especially, ALP (as an indirect index of disease burden) and hemoglobin (as an
index of bone marrow reserve) have been shown to provide relevant prognostic insights in these
patients [6,7,11,12,30,32].

Similar to previous studies, in our patient’s cohort we observed a lower mOS compared to that
reported in the ALSYMPCA trial [4]. Moreover, the independent prognostic value of baseline clinical
variables such as the ECOG PS, the presence of lymph node metastases and ALP levels was confirmed.
Unlike previous studies, we extended our analysis to systemic inflammatory biomarkers as well as to
FDG-PET-derived parameters.

Tumor microenvironment and systemic inflammation are known to influence therapeutic response
and clinical outcomes [33,34]. Hence, many inflammatory biomarkers are currently under investigation
as tools to predict the therapeutic effect or prognosis in different types of advanced cancer [35]. NLR is
the most studied, and it is widely established that higher levels of NLR predict poor OS regardless
of the tumor type, stage and treatment [14,36]. Other types of inflammatory biomarkers were also
assessed for their prognostic role in cancer [37–40]. Among them, NLR, PLR and SII have been shown
to be prognostic in mCRCP patients treated with both chemotherapy or new-generation hormonal
agents [16,17,41–45]. However, few data on peripheral blood biomarkers are available in mCRPC
patients treated with Ra-223. In the last years, few real-world studies showed a reliable, independent
disease-related prognostic power of NLR in this setting, mainly related to the prediction of OS and,
to a lesser extent, of PFS [5,19,46]. To the best of our knowledge, the present study represents the
first analysis of different types of inflammatory biomarkers as prognostic factors in mCRPC patients
undergoing Ra-223. However, while both NLR and dNRL were characterized by a prognostic power at
the univariate analysis, only a lower baseline NLR was independently associated with longer OS.

On the other hand, FDG-PET-derived parameters displaying the extent (MTV) and the intensity
(TLG) of the metabolically active disease burden were predictors of OS. This result reproduces our
previous study, which, however, was conducted on a smaller patient sample [20]. Furthermore, in the
present study, the multivariate Cox regression analysis showed that the prognostic power of MTV was
independent of the one provided by the degree of systemic inflammation.

On the pathophysiological ground, obtained results might improve the comprehension of the
still poorly defined molecular mechanisms underlying FDG accumulation in advanced CRPC patients.
Indeed, while FDG-PET is not useful in naïve prostate cancer as it shows low FDG-avidity, CRPC
patients are characterized by higher levels of FDG uptake, particularly in chemotherapy-refractory
patients [47]. The progressive increased FDG avidity in the later stages of CRPC might be explained
(at least theoretically) by two different mechanisms. On one side, the overexpression of GLUT-1
in cell membranes and the enhanced Warburg effect characterizing PC cells in advanced stages
might justify this phenomenon [48,49]. On the other hand, emerging data support the role of local
inflammation and, in particular, of FDG-avid macrophage and lymphocyte recruitment in the tumor
microenvironment, as tumor-promoting factors driving PC from the hormone-sensitive stage to
refractivity [50,51]. The observed independence between the prognostic power of FDG-PET imaging
and systemic inflammation indexes (which roughly measure the degree of tumor inflammation) might
imply the prevalence of the former rather than the latter pathway as the underlying mechanism of
FDG uptake in mCRPC. In this scenario, the detection of FDG-avid de-differentiated (eventually
low osteoblastic) metastatic disease might mirror greater tumor aggressiveness, possibly predicting
the lower Ra-223 accumulation and the consequent low-response rate, regardless of the systemic
inflammation state (Figure 6) [20,52]. The same considerations also allow us to interpret the observed
capability of the composite of pretreatment NLR and MTV (termed IMPI) to stratify the OS. Indeed,
patients at the higher IMPI risk class might be characterized by the occurrence of both tumor
microenvironment inflammation and de-differentiation, leading to a worst long-term survival and
Ra-223 treatment outcome.
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Figure 6. An emblematic example of a mismatch between the metabolic burden of metastatic disease
and the systemic inflammation state. At baseline, these two patients showed similar degrees of
metastatic burden at bone scan (Panels (A–D)) and similar NLR values, while FDG–PET showed a
relevant mismatch in the extent of the metabolically active metastatic burden (Panels (B–E) show the
Maximum intensity projection PET images, while Panels (C–F) show the axial section of the hottest
bone lesion; MTV = 79.1 cm3 and 985.4 cm3, respectively).

Our study has several limitations. First, a major limitation is represented by its retrospective
and monocentric nature and the consequent low number of patients analyzed. Indeed, the observed
prognostic inadequacy of the systemic inflammatory indexes other than NLR (and its derived
counterpart) might be related to the present study’s low statistical power. On the other hand,
in a subgroup of 11 patients, baseline FDG-PET was not performed. We tried to overcome this
limitation through the imputation of missing values. However, the current data should be considered
preliminary, while a better-defined comparison between these biomarkers needs to be assessed in a
larger multicentric setting. According to this, we are currently planning a retrospective multicenter
study to evaluate further the prognostic and predictive value of peripheral blood biomarkers and
FDG-PET in Ra-223-treated patients. In this setting, also the immune-metabolic-prognostic index
will require further validation. However, despite the sample of our patients was small, it was highly
representative of the population enrolled in the ALSYMCA trial [4] as it can be observed comparing the
clinical characteristics of the two studies. Similarly, the prognostic role of well-known prognostic factors
(ECOG, ALP, lymph node metastases) was confirmed anyway, as further proof of its representativeness.
Lastly, the monocentric nature of the analyses may also represent one of the strengths of this study.
In fact, all the enrolled patients were submitted to FDG imaging using the same PET/CT scanner,
avoiding the possible influence of the inter-scanner variability on PET results, possibly hampering
SUVmax, MTV, and TLG reproducibility [53]. Besides the dimension of the patient’s cohort, the few
clinical collected variables might also represent a potential limitation of the present study. According
to this, due to the intrinsic limitations of retrospective data collection, the steroid use by each patient
before Ra-223 administration was not recorded and considered as a possible confounding factor.
Indeed, corticosteroids might have increased baseline NLR in some patients, introducing potential bias
in the data interpretation. However, Lorente et al. previously reported an independent association
between baseline NLR and OS in a cohort of mCRPC patients undergoing second-line chemotherapy,
regardless of the corticosteroid use at baseline [54]. Moreover, the use of corticosteroids for palliation of
symptoms in advanced mCRPC with bone-involvement is well established in clinical practice, and this
characteristic of the study cohort highly reflects the setting of the real-world. Larger multicentric
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studies are required to disclose the robustness of NLR concerning steroid administration in mCRPC
patients undergoing Ra-223.

5. Conclusions

The degree of systemic inflammation and the quantification of the metabolically active tumor
burden through FDG-PET imaging provide independent prognostic insights in mCRPC patients
undergoing Ra-223. The combination of these biomarkers might represent a potentially valuable tool
for identifying mCRPC patients who are most likely to benefit from Ra-223 since baseline. Larger studies
are needed to further evaluate this hypothesis and, eventually, to confirm these preliminary results.

Supplementary Materials: The following are available online at http://www.mdpi.com/2072-6694/12/11/3213/s1,
Figure S1: Bland-Altman plots comparing MTV (Panel A) and TLG (Panel B) measured by two different groups of
PET readers.

Author Contributions: Conceptualization, S.E.R., G.F., M.B.; data collection, M.B., M.I.D., A.M., S.R., S.M.,
S.E.R., F.C., R.B., A.D., V.M. (Veronica Murianni), V.M. (Valentino Martelli), F.B.; Statistical analysis, A.S., M.P.;
writing—original draft preparation, S.E.R., M.B., A.S., G.F., F.C., R.B., A.D., V.M. (Veronica Murianni), V.M.
(Valentino Martelli); writing—review and editing, M.B., A.S., G.F.; funding acquisition, M.B., C.M., G.S. All authors
have read and agreed to the published version of the manuscript.

Funding: M.B., S.M. and G.S. were supported by grants from Italian Ministry of Health—5 × 1000 funds 2016; G.S.
was funded by the program “Ricerca Corrente,” line “Guest Cancer Interactions,” by Compagnia di San Paolo
(project ID Prot.: 2015.AAI4110.U4917) and by the grant AIRC “chemotherapy effect on cell energy metabolism
and endoplasmic reticulum redox control” (IG 23201).

Conflicts of Interest: S.M. received speaker honoraria from General Electric and Eli-Lilly. G.F. received honoraria
as scientific advisory board member form Ipsen, Sanofi, BMS, Pfizer, Novartis, MSD, Janssen. The other authors
declare they have no conflict of interest.

References

1. Yong, C.; Onukwugha, E.; Mullins, C.D. Clinical and economic burden of bone metastasis and skeletal-related
events in prostate cancer. Curr. Opin. Oncol. 2014, 26, 274–283. [CrossRef] [PubMed]

2. Harrison, M.R.; Wong, T.Z.; Armstrong, A.J.; George, D.J. Radium-223 chloride: A potential new treatment
for castration–resistant prostate cancer patients with metastatic bone disease. Cancer Manag. Res. 2013, 5, 1.
[CrossRef] [PubMed]

3. Ritter, M.A.; Cleaver, J.E.; Tobias, C.A. High-LET radiations induce a large proportion of non-rejoining DNA
breaks. Nature 1977, 266, 653–655. [CrossRef] [PubMed]

4. Parker, C.; Nilsson, S.; Heinrich, D.; Helle, S.I.; O’Sullivan, J.M.; Fosså, S.D.; Chodacki, A.; Wiechno, P.;
Logue, J.; Seke, M.; et al. Alpha emitter radium-223 and survival in metastatic prostate cancer. N. Engl.
J. Med. 2013, 369, 213–223. [CrossRef] [PubMed]

5. Parikh, S.; Murray, L.; Kenning, L.; Bottomley, D.; Din, O.; Dixit, S.; Ferguson, C.; Handforth, C.; Joseph, L.;
Mokhtar, D.; et al. Real-world Outcomes and Factors Predicting Survival and Completion of Radium 223 in
Metastatic Castrate-resistant Prostate Cancer. Clin. Oncol. 2018, 30, 548–555. [CrossRef] [PubMed]

6. Wong, W.W.; Anderson, E.M.; Mohammadi, H.; Daniels, T.B.; Schild, S.E.; Keole, S.R.; Choo, C.R.; Tzou, K.S.;
Bryce, A.H.; Ho, T.H.; et al. Factors Associated with Survival Following Radium-223 Treatment for Metastatic
Castration-resistant Prostate Cancer. Clin. Genitourin. Cancer 2017, 15, e969–e975. [CrossRef] [PubMed]

7. Frantellizzi, V.; Farcomeni, A.; Follacchio, G.A.; Pacilio, M.; Pellegrini, R.; Pani, R.; De Vincentis, G.
A 3-variable prognostic score (3-PS) for overall survival prediction in metastatic castration-resistant prostate
cancer treated with 223Radium-dichloride. Ann. Nucl. Med. 2018, 32, 142–148. [CrossRef]

8. EMA. EMA Restricts Use of Prostate Cancer Medicine XOFIGO. Available online: https:
//www.ema.europa.eu/en/news/ema--restricts--use--prostate--cancer--medicine--xofigo#:~{}:text=
The%20European%20Medicines%20Agency%20(EMA,who%20cannot%20receive%20other%20treatments
(accessed on 20 October 2020).

9. Kuppen, M.C.; Westgeest, H.M.; van der Doelen, M.J.; van den Eertwegh, A.J.; Coenen, J.L.; Aben, K.K.;
van den Bergh, A.C.; Bergman, A.M.; den Bosch, J.V.; Celik, F.; et al. Real-world outcomes of radium-223
dichloride for metastatic castration resistant prostate cancer. Future Oncol. 2020, 16, 1371–1384. [CrossRef]

http://www.mdpi.com/2072-6694/12/11/3213/s1
http://dx.doi.org/10.1097/CCO.0000000000000071
http://www.ncbi.nlm.nih.gov/pubmed/24626126
http://dx.doi.org/10.2147/CMAR.S25537
http://www.ncbi.nlm.nih.gov/pubmed/23326203
http://dx.doi.org/10.1038/266653a0
http://www.ncbi.nlm.nih.gov/pubmed/859634
http://dx.doi.org/10.1056/NEJMoa1213755
http://www.ncbi.nlm.nih.gov/pubmed/23863050
http://dx.doi.org/10.1016/j.clon.2018.06.004
http://www.ncbi.nlm.nih.gov/pubmed/29934104
http://dx.doi.org/10.1016/j.clgc.2017.04.016
http://www.ncbi.nlm.nih.gov/pubmed/28545997
http://dx.doi.org/10.1007/s12149-017-1228-6
https://www.ema.europa.eu/en/news/ema--restricts--use--prostate--cancer--medicine--xofigo#:~{}:text=The%20European%20Medicines%20Agency%20(EMA,who%20cannot%20receive%20other%20treatments
https://www.ema.europa.eu/en/news/ema--restricts--use--prostate--cancer--medicine--xofigo#:~{}:text=The%20European%20Medicines%20Agency%20(EMA,who%20cannot%20receive%20other%20treatments
https://www.ema.europa.eu/en/news/ema--restricts--use--prostate--cancer--medicine--xofigo#:~{}:text=The%20European%20Medicines%20Agency%20(EMA,who%20cannot%20receive%20other%20treatments
http://dx.doi.org/10.2217/fon-2020-0039


Cancers 2020, 12, 3213 14 of 16

10. Stolten, M.D.; Steinberger, A.E.; Cotogno, P.M.; Ledet, E.M.; Lewis, B.E.; Sartor, O. Parameters Associated
with 6 Cycles of Radium-223 Dichloride Therapy in Metastatic Castrate-Resistant Prostate Cancer. Int. J.
Radiat. Oncol. 2015, 93, E196. [CrossRef]

11. Etchebehere, E.C.; Milton, D.R.; Araujo, J.C.; Swanston, N.M.; Macapinlac, H.A.; Rohren, E.M. Factors
affecting 223Ra therapy: Clinical experience after 532 cycles from a single institution. Eur. J. Nucl. Med. Mol.
Imaging 2016, 43, 8–20. [CrossRef]

12. Sartor, O.; Coleman, R.E.; Nilsson, S.; Heinrich, D.; Helle, S.I.; O’Sullivan, J.M.; Vogelzang, N.J.; Bruland, Ø.;
Kobina, S.; Wilhelm, S.; et al. An exploratory analysis of alkaline phosphatase, lactate dehydrogenase, and
prostate-specific antigen dynamics in the phase 3 ALSYMPCA trial with radium-223. Ann. Oncol. 2017, 28,
1090–1097. [CrossRef]

13. Prelaj, A.; Rebuzzi, S.E.; Buzzacchino, F.; Pozzi, C.; Ferrara, C.; Frantellizzi, V.; Follacchio, G.A.; Civitelli, L.;
De Vincentis, G.; Tomao, S.; et al. Radium-223 in patients with metastatic castration-resistant prostate cancer:
Efficacy and safety in clinical practice. Oncol. Lett. 2019, 17, 1467–1476. [CrossRef] [PubMed]

14. Templeton, A.J.; McNamara, M.G.; Šeruga, B.; Vera-Badillo, F.E.; Aneja, P.; Ocaña, A.; Leibowitz-Amit, R.;
Sonpavde, G.; Knox, J.J.; Tran, B.; et al. Prognostic Role of Neutrophil-to-Lymphocyte Ratio in Solid Tumors:
A Systematic Review and Meta-Analysis. JNCI J. Natl. Cancer Inst. 2014, 106. [CrossRef] [PubMed]

15. Prelaj, A.; Rebuzzi, S.E.; Pizzutilo, P.; Bilancia, M.; Montrone, M.; Pesola, F.; Longo, V.; Del Bene, G.;
Lapadula, V.; Cassano, F.; et al. EPSILoN: A Prognostic Score Using Clinical and Blood Biomarkers in
Advanced Non-Small-Cell Lung Cancer Treated with Immunotherapy. Clin. Lung Cancer 2020, 21, 365–377.e5.
[CrossRef]

16. Guan, Y.; Xiong, H.; Feng, Y.; Liao, G.; Tong, T.; Pang, J. Revealing the prognostic landscape of
neutrophil-to-lymphocyte ratio and platelet-to-lymphocyte ratio in metastatic castration-resistant prostate
cancer patients treated with abiraterone or enzalutamide: A meta-analysis. Prostate Cancer Prostatic Dis. 2020,
23, 220–231. [CrossRef] [PubMed]

17. Man, Y.; Chen, Y. Systemic immune-inflammation index, serum albumin, and fibrinogen impact prognosis in
castration–resistant prostate cancer patients treated with first-line docetaxel. Int. Urol. Nephrol. 2019, 51,
2189–2199. [CrossRef]

18. McKay, R.R.; Jacobus, S.; Fiorillo, M.; Ledet, E.M.; Cotogna, P.M.; Steinberger, A.E.; Jacene, H.A.; Sartor, O.;
Taplin, M.-E. Radium-223 Use in Clinical Practice and Variables Associated with Completion of Therapy.
Clin. Genitourin. Cancer 2017, 15, e289–e298. [CrossRef] [PubMed]

19. Maruzzo, M.; Basso, U.; Borsatti, E.; Evangelista, L.; Alongi, F.; Caffo, O.; Maines, F.; Galuppo, S.; De Vivo, R.;
Zustovich, F.; et al. Results from a Large, Multicenter, Retrospective Analysis on Radium223 Use in Metastatic
Castration-Resistant Prostate Cancer (mCRPC) in the Triveneto Italian Region. Clin. Genitourin. Cancer 2019,
17, e187–e194. [CrossRef]

20. Bauckneht, M.; Capitanio, S.; Donegani, M.I.; Zanardi, E.; Miceli, A.; Murialdo, R.; Raffa, S.; Tomasello, L.;
Vitti, M.; Cavo, A.; et al. Role of Baseline and Post-Therapy 18F-FDG PET in the Prognostic Stratification of
Metastatic Castration-Resistant Prostate Cancer (mCRPC) Patients Treated with Radium-223. Cancers 2019,
12, 31. [CrossRef]

21. Poeppel, T.D.; Handkiewicz-Junak, D.; Andreeff, M.; Becherer, A.; Bockisch, A.; Fricke, E.; Geworski, L.;
Heinzel, A.; Krause, B.J.; Krause, T.; et al. EANM guideline for radionuclide therapy with radium-223 of
metastatic castration-resistant prostate cancer. Eur. J. Nucl. Med. Mol. Imaging 2018, 45, 824–845. [CrossRef]

22. Jadvar, H. Imaging evaluation of prostate cancer with 18F-fluorodeoxyglucose PET/CT: Utility and limitations.
Eur. J. Nucl. Med. Mol. Imaging 2013, 40, 5–10. [CrossRef] [PubMed]

23. AIOM Guidelines on Prostate Cancer. 2019. Available online: https://www.aiom.it/linee--guida--aiom-
-carcinoma--della--prostata--2019/ (accessed on 20 October 2020).

24. Boellaard, R.; Delgado–Bolton, R.; Oyen, W.J.G.; Giammarile, F.; Tatsch, K.; Eschner, W.; Verzijlbergen, F.J.;
Barrington, S.F.; Pike, L.C.; Weber, W.A.; et al. FDG PET/CT: EANM procedure guidelines for tumour
imaging: Version 2.0. Eur. J. Nucl. Med. Mol. Imaging 2015, 42, 328–354. [CrossRef] [PubMed]

25. Kruse, V.I.B.E.K.E.; Mees, G.; Maes, A.; D’Asseler, Y.V.E.S.; Borms, M.; Cocquyt, V.; Van De Wiele, C.
Reproducibility of FDG PET based metabolic tumor volume measurements and of their FDG distribution
within. Q. J. Nucl. Med. Mol. Imaging 2015, 59, 462–468. [PubMed]

26. Bland, J.M.; Altman, D.G. Measuring agreement in method comparison studies. Stat. Methods Med. Res.
1999, 8, 135–160. [CrossRef]

http://dx.doi.org/10.1016/j.ijrobp.2015.07.1047
http://dx.doi.org/10.1007/s00259-015-3185-4
http://dx.doi.org/10.1093/annonc/mdx044
http://dx.doi.org/10.3892/ol.2018.9785
http://www.ncbi.nlm.nih.gov/pubmed/30675201
http://dx.doi.org/10.1093/jnci/dju124
http://www.ncbi.nlm.nih.gov/pubmed/24875653
http://dx.doi.org/10.1016/j.cllc.2019.11.017
http://dx.doi.org/10.1038/s41391-020-0209-3
http://www.ncbi.nlm.nih.gov/pubmed/32034294
http://dx.doi.org/10.1007/s11255-019-02265-4
http://dx.doi.org/10.1016/j.clgc.2016.08.015
http://www.ncbi.nlm.nih.gov/pubmed/27651103
http://dx.doi.org/10.1016/j.clgc.2018.10.013
http://dx.doi.org/10.3390/cancers12010031
http://dx.doi.org/10.1007/s00259-017-3900-4
http://dx.doi.org/10.1007/s00259-013-2361-7
http://www.ncbi.nlm.nih.gov/pubmed/23429934
https://www.aiom.it/linee--guida--aiom--carcinoma--della--prostata--2019/
https://www.aiom.it/linee--guida--aiom--carcinoma--della--prostata--2019/
http://dx.doi.org/10.1007/s00259-014-2961-x
http://www.ncbi.nlm.nih.gov/pubmed/25452219
http://www.ncbi.nlm.nih.gov/pubmed/24695005
http://dx.doi.org/10.1177/096228029900800204


Cancers 2020, 12, 3213 15 of 16

27. Epstein, J.I.; Egevad, L.; Srigley, J.R.; Humphrey, P.A. The 2014 International Society of Urological Pathology
(ISUP) Consensus Conference on Gleason Grading of Prostatic Carcinoma. Am. J. Surg. Pathol. 2016, 40, 9.
[CrossRef]

28. Castello, A.; Toschi, L.; Rossi, S.; Mazziotti, E.; Lopci, E. The immune-metabolic-prognostic index and clinical
outcomes in patients with non-small cell lung carcinoma under checkpoint inhibitors. J. Cancer Res. Clin.
Oncol. 2020, 146, 1235–1243. [CrossRef]

29. Van den Wyngaert, T.; Tombal, B. The changing role of radium-223 in metastatic castrate-resistant prostate
cancer: Has the EMA missed the mark with revising the label? Q. J. Nucl. Med. Mol. Imaging 2019, 63,
170–182. [CrossRef]

30. van der Doelen, M.J.; Mehra, N.; Hermsen, R.; Janssen, M.J.R.; Gerritsen, W.R.; van Oort, I.M. Patient
Selection for Radium-223 Therapy in Patients with Bone Metastatic Castration-Resistant Prostate Cancer:
New Recommendations and Future Perspectives. Clin. Genitourin. Cancer 2019, 17, 79–87. [CrossRef]

31. Saad, F.; Carles, J.; Gillessen, S.; Heidenreich, A.; Heinrich, D.; Gratt, J.; Lévy, J.; Miller, K.; Nilsson, S.;
Petrenciuc, O.; et al. Radium-223 and concomitant therapies in patients with metastatic castration-resistant
prostate cancer: An international, early access, open-label, single-arm phase 3b trial. Lancet Oncol. 2016, 17,
1306–1316. [CrossRef]

32. Vogelzang, N.J.; Coleman, R.E.; Michalski, J.M.; Nilsson, S.; O’Sullivan, J.M.; Parker, C.; Widmark, A.;
Thuresson, M.; Xu, L.; Germino, J.; et al. Hematologic Safety of Radium-223 Dichloride: Baseline Prognostic
Factors Associated with Myelosuppression in the ALSYMPCA Trial. Clin. Genitourin. Cancer 2017, 15,
42–52.e8. [CrossRef]

33. Hanahan, D.; Weinberg, R.A. Hallmarks of Cancer: The Next Generation. Cell 2011, 144, 646–674. [CrossRef]
[PubMed]

34. Wu, T.; Dai, Y. Tumor microenvironment and therapeutic response. Cancer Lett. 2017, 387, 61–68. [CrossRef]
[PubMed]

35. Chen, L.; Kong, X.; Yan, C.; Fang, Y.; Wang, J. The Research Progress on the Prognostic Value of the
Common Hematological Parameters in Peripheral Venous Blood in Breast Cancer. Onco Targets Ther. 2020,
13, 1397–1412. [CrossRef] [PubMed]

36. Tang, L.; Li, X.; Wang, B.; Luo, G.; Gu, L.; Chen, L.; Liu, K.; Gao, Y.; Zhang, X. Prognostic Value of
Neutrophil-to-Lymphocyte Ratio in Localized and Advanced Prostate Cancer: A Systematic Review and
Meta-Analysis. PLoS ONE 2016, 11, e0153981. [CrossRef]

37. Dolan, R.D.; McSorley, S.T.; Horgan, P.G.; Laird, B.; McMillan, D.C. The role of the systemic inflammatory
response in predicting outcomes in patients with advanced inoperable cancer: Systematic review and meta
-analysis. Crit. Rev. Oncol. Hematol. 2017, 116, 134–146. [CrossRef]

38. Templeton, A.J.; Ace, O.; McNamara, M.G.; Al-Mubarak, M.; Vera-Badillo, F.E.; Hermanns, T.; Šeruga, B.;
Ocana, A.; Tannock, I.F.; Amir, E. Prognostic Role of Platelet to Lymphocyte Ratio in Solid Tumors:
A Systematic Review and Meta-Analysis. Cancer Epidemiol. Biomark. Prev. 2014, 23, 1204–1212. [CrossRef]

39. Zhong, J.H.; Huang, D.H.; Chen, Z.Y. Prognostic role of systemic immune-inflammation index in solid
tumors: A systematic review and meta-analysis. Oncotarget 2017, 8, 75381–75388. [CrossRef]

40. Mao, Y.; Chen, D.; Duan, S.; Zhao, Y.; Wu, C.; Zhu, F.; Chen, C.; Chen, Y. Prognostic impact of pretreatment
lymphocyte-to-monocyte ratio in advanced epithelial cancers: A meta-analysis. Cancer Cell Int. 2018, 18, 201.
[CrossRef]

41. Nuhn, P.; Vaghasia, A.M.; Goyal, J.; Zhou, X.C.; Carducci, M.A.; Eisenberger, M.A.; Antonarakis, E.S.
Association of pretreatment neutrophil-to-lymphocyte ratio (NLR) and overall survival (OS) in patients with
metastatic castration-resistant prostate cancer (mCRPC) treated with first-line docetaxel: NLR predicts OS in
men with mCRPC receiving docetaxel. BJU Int. 2014, 114, E11–E17. [CrossRef]

42. Sonpavde, G.; Pond, G.R.; Armstrong, A.J.; Clarke, S.J.; Vardy, J.L.; Templeton, A.J.; Wang, S.-L.; Paolini, J.;
Chen, I.; Chow-Maneval, E.; et al. Prognostic Impact of the Neutrophil-to-Lymphocyte Ratio in Men with
Metastatic Castration-Resistant Prostate Cancer. Clin. Genitourin. Cancer 2014, 12, 317–324. [CrossRef]

43. Lozano Martínez, A.J.; Moreno Cano, R.; Escobar Páramo, S.; Salguero Aguilar, R.; Gonzalez Billalabeitia, E.;
García Fernández, R.; De La Fuente Muñoz, I.; Romero Borque, A.; Porras Martínez, M.; Lopez Soler, F.;
et al. Platelet-lymphocyte and neutrophil-lymphocyte ratios are prognostic but not predictive of response to
abiraterone acetate in metastatic castration-resistant prostate cancer. Clin. Transl. Oncol. 2017, 19, 1531–1536.
[CrossRef] [PubMed]

http://dx.doi.org/10.1097/PAS.0000000000000530
http://dx.doi.org/10.1007/s00432-020-03150-9
http://dx.doi.org/10.23736/S1824-4785.19.03205-9
http://dx.doi.org/10.1016/j.clgc.2018.11.008
http://dx.doi.org/10.1016/S1470-2045(16)30173-5
http://dx.doi.org/10.1016/j.clgc.2016.07.027
http://dx.doi.org/10.1016/j.cell.2011.02.013
http://www.ncbi.nlm.nih.gov/pubmed/21376230
http://dx.doi.org/10.1016/j.canlet.2016.01.043
http://www.ncbi.nlm.nih.gov/pubmed/26845449
http://dx.doi.org/10.2147/OTT.S227171
http://www.ncbi.nlm.nih.gov/pubmed/32104003
http://dx.doi.org/10.1371/journal.pone.0153981
http://dx.doi.org/10.1016/j.critrevonc.2017.06.002
http://dx.doi.org/10.1158/1055-9965.EPI-14-0146
http://dx.doi.org/10.18632/oncotarget.18856
http://dx.doi.org/10.1186/s12935-018-0698-5
http://dx.doi.org/10.1111/bju.12531
http://dx.doi.org/10.1016/j.clgc.2014.03.005
http://dx.doi.org/10.1007/s12094-017-1699-x
http://www.ncbi.nlm.nih.gov/pubmed/28718070


Cancers 2020, 12, 3213 16 of 16

44. Loubersac, T.; Nguile-Makao, M.; Pouliot, F.; Fradet, V.; Toren, P. Neutrophil-to-lymphocyte Ratio as a
Predictive Marker of Response to Abiraterone Acetate: A Retrospective Analysis of the COU302 Study.
Eur. Urol. Oncol. 2020, 3, 298–305. [CrossRef] [PubMed]

45. Lolli, C.; Caffo, O.; Scarpi, E.; Aieta, M.; Conteduca, V.; Maines, F.; Bianchi, E.; Massari, F.; Veccia, A.;
Chiuri, V.E.; et al. Systemic Immune-Inflammation Index Predicts the Clinical Outcome in Patients with
mCRPC Treated with Abiraterone. Front. Pharmacol. 2016, 7. [CrossRef] [PubMed]

46. Jiang, X.Y.; Atkinson, S.; Pearson, R.; Leaning, D.; Cumming, S.; Burns, A.; Azzabi, A.; Frew, J.;
McMenemin, R.; Pedley, I.D. Optimising Radium 223 Therapy for Metastatic Castration-Resistant Prostate
Cancer-5-year Real-World Outcome: Focusing on Treatment Sequence and Quality of Life. Clin. Oncol. 2020,
S0936655520301965. [CrossRef]

47. Jadvar, H.; Desai, B.; Ji, L.; Conti, P.S.; Dorff, T.B.; Groshen, S.G.; Pinski, J.K.; Quinn, D.I. Baseline 18F-FDG
PET/CT Parameters as Imaging Biomarkers of Overall Survival in Castrate-Resistant Metastatic Prostate
Cancer. J. Nucl. Med. 2013, 54, 1195–1201. [CrossRef]

48. Eidelman, E.; Twum-Ampofo, J.; Ansari, J.; Siddiqui, M.M. The Metabolic Phenotype of Prostate Cancer.
Front. Oncol. 2017, 7, 131. [CrossRef] [PubMed]

49. Meziou, S.; Ringuette Goulet, C.; Hovington, H.; Lefebvre, V.; Lavallée, É.; Bergeron, M.; Brisson, H.;
Champagne, A.; Neveu, B.; Lacombe, D.; et al. GLUT1 expression in high-risk prostate cancer: Correlation
with 18F-FDG-PET/CT and clinical outcome. Prostate Cancer Prostatic Dis. 2020. [CrossRef]

50. Jin, R.J.; Lho, Y.; Connelly, L.; Wang, Y.; Yu, X.; Saint Jean, L.; Case, T.C.; Ellwood-Yen, K.; Sawyers, C.L.;
Bhowmick, N.A.; et al. The Nuclear Factor-B Pathway Controls the Progression of Prostate Cancer to
Androgen-Independent Growth. Cancer Res. 2008, 68, 6762–6769. [CrossRef]

51. Ammirante, M.; Luo, J.-L.; Grivennikov, S.; Nedospasov, S.; Karin, M. B-cell-derived lymphotoxin promotes
castration-resistant prostate cancer. Nature 2010, 464, 302–305. [CrossRef]

52. Fox, J.J.; Gavane, S.C.; Blanc-Autran, E.; Nehmeh, S.; Gönen, M.; Beattie, B.; Vargas, H.A.; Schöder, H.;
Humm, J.L.; Fine, S.W.; et al. Positron Emission Tomography/Computed Tomography-Based Assessments
of Androgen Receptor Expression and Glycolytic Activity as a Prognostic Biomarker for Metastatic
Castration-Resistant Prostate Cancer. JAMA Oncol. 2018, 4, 217. [CrossRef]

53. Keyes, J.W. SUV: Standard Uptake or Silly Useless Value? J. Nucl. Med. 1995, 36, 1836–1839. [PubMed]
54. Lorente, D.; Mateo, J.; Templeton, A.J.; Zafeiriou, Z.; Bianchini, D.; Ferraldeschi, R.; Bahl, A.; Shen, L.; Su, Z.;

Sartor, O.; et al. Baseline neutrophil-lymphocyte ratio (NLR) is associated with survival and response to
treatment with second-line chemotherapy for advanced prostate cancer independent of baseline steroid use.
Ann. Oncol. 2015, 26, 750–755. [CrossRef] [PubMed]

Publisher’s Note: MDPI stays neutral with regard to jurisdictional claims in published maps and institutional
affiliations.

© 2020 by the authors. Licensee MDPI, Basel, Switzerland. This article is an open access
article distributed under the terms and conditions of the Creative Commons Attribution
(CC BY) license (http://creativecommons.org/licenses/by/4.0/).

http://dx.doi.org/10.1016/j.euo.2019.01.009
http://www.ncbi.nlm.nih.gov/pubmed/31411963
http://dx.doi.org/10.3389/fphar.2016.00376
http://www.ncbi.nlm.nih.gov/pubmed/27790145
http://dx.doi.org/10.1016/j.clon.2020.05.002
http://dx.doi.org/10.2967/jnumed.112.114116
http://dx.doi.org/10.3389/fonc.2017.00131
http://www.ncbi.nlm.nih.gov/pubmed/28674679
http://dx.doi.org/10.1038/s41391-020-0202-x
http://dx.doi.org/10.1158/0008-5472.CAN-08-0107
http://dx.doi.org/10.1038/nature08782
http://dx.doi.org/10.1001/jamaoncol.2017.3588
http://www.ncbi.nlm.nih.gov/pubmed/7562051
http://dx.doi.org/10.1093/annonc/mdu587
http://www.ncbi.nlm.nih.gov/pubmed/25538172
http://creativecommons.org/
http://creativecommons.org/licenses/by/4.0/.

	Introduction 
	Materials and Methods 
	Study Population 
	Systemic Inflammation Indexes 
	Imaging Procedures and Images Analyses 
	Survival Assessment 
	Statistical Analysis 

	Results 
	Patients’ and Treatment Characteristics 
	Interobserver Agreement between PET Readers 
	Systemic Inflammation Indexes and FDG-Derived Parameters in the Prediction of OS. 
	The Combination of Systemic Inflammation Indexes and FDG–Derived Parameters in the Prediction of OS 

	Discussion 
	Conclusions 
	References

