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Abstract
Background: The development and progression of hepatitis B virus-related decom-
pensated cirrhosis (DeCi) is associated with inflammatory responses. The mono-
cyte-to-lymphocyte ratio (MLR), neutrophil-to-lymphocyte ratio (NLR), and red cell 
distribution width (RDW) are well-known inflammation markers. We aimed to as-
sess the utility of these parameters for predicating the prognosis of patients with 
HBV-DeCi.
Methods: We retrospectively recruited 174 patients diagnosed with HBV-DeCi. 
Univariate and multivariate regression models were used to determine risk factors 
for mortality. Areas under the receiver operating characteristic curves were calcu-
lated to estimate and compare the predictive values of the three parameters. Hepatic 
function was evaluated using the Model for End-Stage Liver Disease (MELD) score.
Results: The NLR, RDW, and MLR were found to be significantly higher in patients 
who did not survive compared with surviving patients. Moreover, these variables 
were all able to predict early poor outcomes in patients with HBV-DeCi, with NLR 
exhibiting the highest accuracy. Furthermore, a combination of the NLR and MELD 
score was a more accurate prognostic marker for predicting mortality than either 
marker alone in such patients.
Conclusions: Hematological parameters can provide prognostic information for pa-
tients with HBV-DeCi. Routine assessment of these parameters at admission may 
provide valuable data to complement other conventional measures for assessing dis-
ease condition in patients with HBV-DeCi.
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1  | INTRODUC TION

Hepatitis B virus (HBV) infection is a major cause of liver cirrhosis 
(LC); 3% of cases of HBV-compensated LC progress to decompen-
sated cirrhosis (DeCi) each year in China.1-3 The condition of HBV-
related decompensated cirrhosis (HBV-DeCi) is characterized by 
overt clinical features, which ultimately lead to death of the patient.4 
The prognosis of DeCi is markedly worse, with median survival 
of 2-4 years compared with 10-12 years in compensated cirrho-
sis.5 Systemic inflammatory response syndrome (SIRS) is relatively 
common in patients with complicated cirrhosis and is increasingly 
recognized to play an important role in the development and pro-
gression of LC.6,7 The neutrophil–to-lymphocyte ratio (NLR), red cell 
distribution width (RDW), and monocyte-lymphocyte ratio (MLR) 
are known to be inflammatory response markers8 which are easily 
evaluated from blood samples. Although these parameters have 
been investigated in patients with HBV-DeCi,9-12 there have been 
few studies evaluating all of these markers simultaneously in such 
patients. Therefore, the present study aimed to evaluate the roles 
of the RDW, NLR, and MLR in predicating the prognosis of patients 
with HBV-DeCi. To the best of our knowledge, this is the first study 
to analyze these markers together.

2  | MATERIAL S AND METHODS

2.1 | Patients

This study was performed according to the ethical guidelines of the 
Declaration of Helsinki and was approved by the Ethics Committee of 
the First Affiliated Hospital, School of Medicine, Zhejiang University.

We recruited all consecutive patients with HBV-DeCi who were 
treated	at	our	hospital	 from	July	2017	 to	December	2019	 for	 this	
retrospective study. Cirrhosis was diagnosed by histopathological 
examination or clinical laboratory tests and imaging studies. Liver 
decompensation was determined by the presence of various compli-
cations including ascites, hepatorenal syndrome (HRS), hepatic en-
cephalopathy (HE), and/or variceal hemorrhage. In the present study, 
there were no exclusions for age/sex. The following exclusion crite-
ria were applied: (a) presence of HAV, HCV, HIV, or other viral infec-
tion; (b) presence of chronic liver disease (eg, autoimmune hepatitis, 
alcoholic liver disease, or drug-induced liver injury); (c) malignancy; 
(d) presence of any other blood system diseases; (e) cardiovascular 
diseases; and (f) received interferon, corticosteroid, or immunosup-
pressive therapy 6 months before admission were excluded. All par-
ticipants received antiviral therapy from the start date.

2.2 | Data extraction

For each patient, demographic and baseline clinical data (including 
age; sex; complications related to liver disease such as ascites, HE, 
and HRS; and clinical course in the hospital) were obtained from 

medical records and were recorded in a specific liver disease pro 
forma. Laboratory variables that were evaluated included levels of 
total protein, serum albumin, alanine aminotransferase (ALT), aspar-
tate aminotransferase (AST), total bilirubin, creatinine, and blood 
urea nitrogen (BUN) as well as the international normalized ratio 
(INR). All biochemical values were measured using a Hitachi 7600 
clinical analyzer (Hitachi) and a Sysmex CA1500 fully automatic 
analyzer (Sysmex Corp.). Hematological parameters including white 
blood cell (WBC) count and the relevant subpopulations (ie, lym-
phocyte, neutrophil, and monocyte counts), RDW, platelet counts, 
and hemoglobin levels were analyzed using an automated analyzer 
(Sysmex	 XN-9000).	 The	 MLR	 and	 NLR	 were	 calculated	 by	 divid-
ing the number of monocytes by lymphocytes and by dividing the 
neutrophil count by lymphocyte count, respectively. Additionally, 
hepatic function was evaluated using the Model for End-Stage 
Liver Disease (MELD) score, which was calculated as previously de-
scribed.13 The 28-day patient survival rate was determined. Date of 
death was obtained from medical records.

2.3 | Statistical analysis

All continuous variables are presented as mean ± standard deviation 
(mean ± SD) or median with interquartile ranges (IQR). Categorical 
data are presented as percentages. Comparisons between the non-
surviving and surviving groups were carried out using the Student's 
t test, the Mann-Whitney U test, or the chi-square test, as appropri-
ate. Associations between variables were explored using Spearman's 
correlation analysis. To assess diagnostic value, logistic regression 
and receiver operating curve analyses (ROC) were performed. 
Statistical analyses were performed using Statistical Package for the 
Social Sciences (SPSS) 11.0 software (SPSS, Inc.) and MedCalc 12.0 
software (Mariakerke, Belgium). We considered P < .05 to indicate 
statistical significance.

3  | RESULTS

3.1 | Patient characteristics

Of	 the	213	patients	 that	were	 recruited	 for	 the	present	 study,	39	
were excluded: five due to hepatocellular carcinoma, two due to liver 
transplantation, four due to autoimmune liver disease, three due to 
HIV infection, 14 due to concurrent infection with hepatitis C/D/
E/G, four due to alcoholic liver disease, two due to blood system 
diseases (iron deficiency anemia or chronic lymphocytic leukemia), 
and five due to undergoing immunomodulatory therapy (steroids or 
interferon	therapy).	Finally,	174	patients	(139	males	and	35	females)	
with HBV-DeCi were enrolled, with a mean age of 53.6 ± 11.4 years. 
The most common complications were ascites in 114 patients 
(65.5%), followed by gastrointestinal bleeding in 50 patients (28.7%), 
HRS in 31 patients (17.8%), and HE in 4 patients (2.3%). Sixty-one pa-
tients (35.1%) had more than one feature of decompensation at the 
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time of first presentation. The median values of NLR, RDW, and MLR 
at	enrollment	were	2.39	(IQR,	1.43-3.80),	16.1	(IQR,	14.9-18.4),	and	
0.36 (IQR, 0.56-0.82), respectively. Positive correlations were found 
between the MELD scores and the NLR (r = .218, P = .004) and RDW 
(r = .331, P < .001) (Figure 1). In contrast, the MLR was not found to 
be correlated with MELD score (r =	−.019,	P = .806).

Of the total study population, 150 patients survived and 24 
died, giving a 28-day mortality rate of 13.8%. The cause of death 
was hepatic failure in five patients, upper gastrointestinal bleeding 
in seven, HE in four, and HRS in eight. Demographic, clinical, and 
laboratory parameters of non-survivors and survivors are shown in 
Table 1. There were no significant differences in age, gender, serum 

F I G U R E  1   Scatter graphs showing correlations between the neutrophil-to-lymphocyte ratio, red cell distribution width, monocyte-to-
lymphocyte ratio, and Model for End-Stage Liver Disease scores in patients with hepatitis B virus-related decompensated cirrhosis. MELD, 
Model for End-Stage Liver Disease; MLR, monocyte-to-lymphocyte ratio; NLR, neutrophil-to-lymphocyte ratio; RDW, red cell distribution 
width

TA B L E  1   Comparison of baseline characteristics of survivors and non-survivors

All patients (n = 174)
Non-surviving patients 
(n = 24)

Surviving patients 
(n = 150) P

Gender (female/male) 35/139 6/18 29/121 .712

Age (years) 53.6 ± 11.4 54.6 ± 11.4 53.4 ± 11.4 .634

Total protein (g/L) 61.5 ± 8.0 58.4 ± 10.3 62.0 ± 7.5 .040

Albumin (g/L) 30.9	± 5.7 30.0 ± 5.4 31.0 ± 5.7 .409

ALT (U/L) 30.0 (17.0-51.0) 38.5	(21.5-59.0) 30.0 (17.0-48.0) .300

AST (U/L) 46.0 (28.0-74.0) 51.5 (30.5-113.5) 46.0 (28.0-72.8) .318

Serum creatinine (mmol/L) 73.0 (60.8-87.0) 104.5 (62.5-127.0) 72.0 (60.0-84.0) .006

Total bilirubin (μmol/L) 40.5	(18.0-96.8) 84.0	(54.5-249.0) 34.5 (17.0-84.0) .001

BUN (μmol/L) 5.70 (4.28-7.60) 8.20 (6.00-12.50) 5.50 (4.13-7.28) .001

INR 1.45 ± 0.38 1.74 ± 0.53 1.40 ± 0.33 <.001

WBC count (×10⁹/L) 4.1 (2.7-5.5) 5.1 (4.2-8.7) 4.0 (2.7-5.3) .005

Neutrophil count (×10⁹/L) 2.35 (1.48-3.40) 3.75 (2.55-7.20) 2.10 (1.40-3.10) .001

Lymphocyte count (×109/L) 1.00 (0.70-1.40) 0.75 (0.50-1.10) 1.00 (0.70-1.40) .042

Monocyte count (×10⁹/L) 0.50 (0.30-0.80) 0.60 (0.30-1.00) 0.50 (0.30-0.80) .521

NLR 2.39	(1.43-3.80) 6.41 (2.61-10.18) 2.00 (1.33-3.33) <.001

MLR 0.36 (0.56-0.82) 0.77 (0.55-1.07) 0.50 (0.36-0.75) .004

RDW 16.1	(14.9-18.4) 18.0 (15.5-20.6) 15.9	(14.8-18.0) .025

Platelet count (×10⁹/L) 65.7 (43.0-115.5) 68.5 (57.5-134.5) 67.5 (43.0-114.0) .480

Hemoglobin (g/L) 103.5 ± 23.5 100.0 ± 21.2 104.1 ±	23.9 .438

MELD score 11.5 (6.8-17.2) 20.2 (16.8-22.5) 10.6	(6.2-14.9) <.001

Note: Data are expressed as n, mean ± standard deviation, or median (interquartile range).
Abbreviations: ALT, alanine aminotransferase; AST, aspartate aminotransferase; BUN, blood urea nitrogen; HBV-DC, hepatitis B virus-related-
decompensated cirrhosis INR, international normalized ratio; MELD score, Model for End-Stage Liver Disease score; MLR, monocyte-to-lymphocyte 
ratio; NLR, neutrophil-to-lymphocyte ratio; RDW, red cell distribution width; WBC, white blood cell.
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albumin, ALT, AST, platelet count, hemoglobin level, or monocyte 
count between the two groups. However, total bilirubin, creatinine, 
BUN, INR, WBC, neutrophil count, RDW, MLR, and MELD score 
were significantly higher in the non-survivor group, while total pro-
tein level and lymphocyte count were significantly decreased among 
non-survivors. Notably, the median NLR value was nearly 3-fold 
higher among non-survivors (2.00; IQR, 1.33-3.33) compared with 
survivors (6.41; IQR, 2.61-10.18; P < .001).

3.2 | The utility of RDW, NLR, and MLR for 
predicting mortality in patients with HBV-DeCi

Analysis of the associations between mortality and three parameters 
and MELD score by univariate logistic regression revealed that a higher 
MELD score, RDW, NLR, and MLR are associated with 28-day mortality 

in patients with DeCi. Multivariate analysis revealed that only MELD 
and NLR remained independently associated with 28-day mortality 
(Table 2). The results of ROC curve analysis (Figure 2) revealed the area 
under the curve (AUC) for NLR for predicting mortality to be 0.804, 
which was superior to both MLR (0.681) and RDW (0.643), but slightly 
inferior to MELD score (0.827) (Table 3). When NLR and MELD score 
were	analyzed	in	combination,	the	AUC	was	0.895—higher	than	that	of	
NLR (Z = 1.650, P < .05) and MELD score (Z = 2.081, P <	.05)—and	the	
specificity (87.5%) the sensitivity (82.0%) improved.

4  | DISCUSSION

The role of the NLR, RDW, and MLR in patients with HBV-DeCi 
has been extensively studied, but the present study is the first to 
compare prognostic capabilities of these parameters within a single 
study. Our results demonstrate that the NLR, RDW, and MLR were 
significantly higher among non-surviving than surviving patients. 
More importantly, we also found that the NLR, RDW, and MLR were 
all able to predict early unfavorable outcomes in these patients, 
among which NLR was the most accurate for predicting mortality. 
Furthermore, the combination of NLR and MELD was found to be a 
more accurate prognostic index for the prediction of mortality than 
either marker alone in patients with HBV-DeCi.

Systemic inflammation is known to play an important role in the 
disease progression of HBV-DeCi. The NLR has been identified as a 
potent inflammatory marker, associated with diagnostic and prog-
nostic properties in various clinical problems.14-17 Recent evidence 
has emerged which indicates that elevated NLR is an independent 
predictor of poor prognosis in patients with DeCi and hepatocellu-
lar carcinoma.18,19 The present study confirmed NLR as a prognostic 
factor by univariate and multivariate analyses; moreover, the AUC 
of NLR for predicting mortality was superior to both the MLR and 
RDW. Additionally, the NLR was found to be positively correlated 
with MELD score; increased NLR is closely associated with disease 
severity and liver damage in HBV-DeCi, with consequent high mor-
tality. We also found that non-surviving patients displayed higher 
neutrophil counts and lower lymphocyte counts than the surviving 
group. A previous study has shown that lymphocytes and neutro-
phils, which participate in the pathogenesis of various diseases, both 
make important contributions to the WBC count and play a key role 

TA B L E  2   Results of multivariate analysis identifying independent factors associated with outcomes of patients with hepatitis B virus-
related decompensated cirrhosis

Univariable
hazard ratio 95% CI P

Multivariable
hazard ratio 95% CI P

MELD score 1.237 1.132-1.352 <.001 1.253 1.121-1.397 <.001

NLR 1.371 1.194-1.575 <.001 1.470 1.220-1.772 <.001

MLR 4.172 1.521-11.440 .006

RDW 1.148 1.004-1.313 .044

Abbreviations: CI, confidence interval; MELD, Model for End-Stage Liver Disease; MLR, monocyte-to-lymphocyte ratio; NLR, neutrophil-to-
lymphocyte ratio; RDW, red cell distribution width.

F I G U R E  2   Receiver operating characteristic curve analysis 
by neutrophil-to-lymphocyte ratio, red cell distribution width, 
monocyte-to-lymphocyte ratio, Model for End-Stage Liver Disease 
score, and neutrophil-to-lymphocyte ratio combined with Model 
for End-Stage Liver Disease score for predicting mortality in 
patients with hepatitis B virus-related decompensated cirrhosis. 
MELD, Model for End-Stage Liver Disease; MLR, monocyte-to-
lymphocyte ratio; NLR, neutrophil-to-lymphocyte ratio; RDW, red 
cell distribution width
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in the immune defense system of the body.20 The neutrophil count 
reflects the inflammatory state throughout the course of disease 
progression, while the lymphocyte count represents the outcome of 
regulated immunity.21 A high WBC suggests the presence of acute 
infection; among the study population, we found the WBC count 
to be higher in the non-surviving group than the surviving group. 
Hence, we can assume that elevated NLR reflects the severity of 
acute systemic inflammation which occurs following primary injury 
and influences the prognosis of patients with HBV-DeCi.

Similar to NLR, MLR is also known to be an inflammatory marker.8 
However, in the present study, MLR was not found to be an inde-
pendent predictor of mortality by multivariate analysis. The elevated 
levels of MLR that were observed in non-surviving patients primarily 
resulted from the slightly increased number of monocytes and de-
creased number of lymphocytes compared with surviving patients. 
The inflammatory response can trigger the release of monocytes 
from bone marrow to the peripheral blood.22 Furthermore, a lower 
lymphocyte count can indicate malnutrition as well as inflamma-
tory status. Therefore, the elevated MLR that we observed among 
non-surviving patients may suggest ongoing inflammation, which 
could lead to the poor prognosis.

The RDW is an automated measure of the size variation of cir-
culating red blood cells and therefore reflects the heterogeneity 
of these cells.23 It has been reported that the RDW is elevated in 
patients with HBV infection and is correlated with the severity of 
liver damage.24 In line with these findings, our study identified a 
significant increase in RDW among non-surviving compared with 
surviving patients. Moreover, the RDW was positively correlated 
with MELD score. Thus, RDW value may be associated with sur-
vival for patients with HBV-DeCi. However, we did not deter-
mine RDW to be an independent predictor of 28-day mortality 
from multivariate analysis, and its predictive ability was found to 
be inferior compared with the other two parameters. It is maybe 
that an increase in RDW is related to the complex pathogenesis of 
HBV-DeCi.

The MELD score has been widely used as for organ allocation 
in liver transplantation and is the current standard prognostic tool 
for predicting the 3- to 6-month survival of patients with liver fail-
ure.13 However, this scoring system is not suitable for approximately 
15%-20% of candidates for liver transplantation, because important 

factors such as HE, HRS, or inflammation, which can affect diagno-
ses, are not taken into consideration for the determination of MELD 
scores.25 In the present study, we compared the predictive abilities 
of the NLR, RDW, and MLR with the MELD score, and the MELD 
score showed better predictive power than the other three parame-
ters. However, analysis of the NLR, RDW, and MLR requires only one 
or two blood samples to be tested and is therefore more economical 
and readily available than calculating the MELD score. A combina-
tion of the NLR and MELD would be a more accurate prognostic bio-
marker for predicting mortality than either marker alone in patients 
with HBV-DeCi.

The present study has some limitations which warrant consid-
eration. First, the retrospective study design may have led to selec-
tion bias. Second, we were unable to evaluate some inflammatory 
markers, such as C-reactive protein or IL-6, which may be helpful in 
establishing the mechanism underlying the findings presented here. 
Further verification in a multi-center, prospective study is warranted.

In conclusion, we assessed the role of the NLR, RDW, and MLR 
in predicating poor prognosis of patients with HBV-DeCi. We show 
that these parameters are useful for predicating the 28-day mor-
tality in such patients and that using a combination of the NLR and 
MELD score is the most accurate approach. According to our data, 
routine assessment of these parameters at the time of admission 
may provide valuable supplementary information to other conven-
tional approaches for assessing disease condition in these patients. 
Further prospective clinical trials are required to confirm the current 
findings.

ACKNOWLEDG MENTS
We thank Amy Phillips, PhD, from Liwen Bianji, Edanz Editing China 
(www.liwen bianji.cn/ac), for editing the English text of a draft of this 
manuscript.

ORCID
WeiLin Mao  https://orcid.org/0000-0002-5666-8048 

R E FE R E N C E S
	 1.	 Xiao	J,	Wang	F,	Wong	NK,	et	al.	Global	 liver	disease	burdens	and	

research trends: analysis from a Chinese perspective. J Hepatol. 
2019;71:212-221.

AUC (95% CI) P
Cutoff 
value Sensitivity Specificity

MELD score 0.827 (0.762-0.880)a <.001 15.8 79.2 79.3

NLR 0.804 (0.737-0.860)b <.001 3.78 70.8 82.0

MLR 0.681 (0.607-0.750)c .003 0.59 75.0 60.7

RDW 0.643 (0.567-0.714)d .036 18.4 50.0 80.0

Note: a vs b: P = .770; a vs c: P =	.094;	a	vs	d:	P = .001; b vs c: P = .028; b vs d: P =	.049;	b	vs	d:	
P = .661
Abbreviations: AUC, area under curve; CI, confidence interval; MELD, Model for End-Stage Liver 
Disease; MLR, monocyte-to-lymphocyte ratio; NLR, neutrophil-to-lymphocyte ratio; RDW, red cell 
distribution width.

TA B L E  3   Predictive power of various 
scores for 28-d mortality

http://www.liwenbianji.cn/ac
https://orcid.org/0000-0002-5666-8048
https://orcid.org/0000-0002-5666-8048


6 of 6  |     LI et aL.

	 2.	 Asrani	SK,	Kamath	PS.	Natural	history	of	cirrhosis.	Curr Gastroenterol 
Rep. 2013;15:308.

 3. Clinical EASL. Practice Guidelines for the management of patients 
with decompensated cirrhosis. J Hepatol.	2018;69:406-460.

	 4.	 Tsochatzis	 EA,	 Bosch	 J,	 Burroughs	 AK.	 Liver	 cirrhosis.	 Lancet 
(London, England).	2014;383:1749-1761.

 5. D'Amico G. The clinical course of cirrhosis. Population based studies 
and the need of personalized medicine. J Hepatol. 2014;60:241-242.

	 6.	 Behroozian	R,	Bayazidchi	M,	Rasooli	J.	Systemic	 inflammatory	re-
sponse syndrome and MELD score in hospital outcome of patients 
with liver cirrhosis. Middle East J Dig Dis. 2012;4:168-172.

	 7.	 Abdel-Khalek	 EE,	 El-Fakhry	 A,	 Helaly	 M,	 Hamed	 M,	 Elbaz	 O.	
Systemic inflammatory response syndrome in patients with liver 
cirrhosis. Arab J Gastroenterol. 2011;12:173-177.

	 8.	 Mao	W,	Wu	J.	Haematologic	indices	in	hepatitis	B	virus-related	liver	
disease. Clin Chim Acta. 2020;500:135-142.

	 9.	 Zhang	J,	Feng	G,	Zhao	Y,	Zhang	J,	Feng	L,	Yang	J.	Association	be-
tween lymphocyte-to-monocyte ratio (LMR) and the mortality of 
HBV-related liver cirrhosis: a retrospective cohort study. BMJ Open. 
2015;5(8):e008033.

	10.	 Zhang	H,	 Sun	Q,	Mao	W,	 Fan	 J,	 Ye	B.	Neutrophil-to-lymphocyte	
ratio predicts early mortality in patients with HBV-related decom-
pensated cirrhosis. Gastroenterol Res Pract.	2016;2016:4394650.

 11. Turcato G, Campagnaro T, Bonora A, et al. Red blood cell distri-
bution width independently predicts 1-month mortality in acute 
decompensation of cirrhotic patients admitted to emergency de-
partment. Eur J Gastroenterol Hepatol. 2018;30:33-38.

 12. Zhang M, Chen S, Zhu X, et al. Value of red cell distribution width in 
assessing the severity of hepatitis B virus-related decompensated 
cirrhosis. Clin Lab. 2017;63:1467-1474.

	13.	 Freeman	RB	Jr,	Wiesner	RH,	Harper	A,	et	al.	The	new	liver	alloca-
tion system: moving toward evidence-based transplantation policy. 
Liver Transpl. 2002;8:851-858.

	14.	 Bhat	 T,	 Teli	 S,	 Rijal	 J,	 et	 al.	 Neutrophil	 to	 lymphocyte	 ratio	 and	
cardiovascular diseases: a review. Expert Rev Cardiovasc Ther. 
2013;11:55-59.

	15.	 Absenger	G,	Szkandera	J,	Pichler	M,	et	al.	A	derived	neutrophil	to	
lymphocyte ratio predicts clinical outcome in stage II and III colon 
cancer patients. Br J Cancer.	2013;109:395-400.

	16.	 Reddan	DN,	Klassen	PS,	Szczech	LA,	et	al.	White	blood	cells	as	a	
novel mortality predictor in haemodialysis patients. Nephrol Dial 
Transplant. 2003;18:1167-1173.

	17.	 Chen	 L,	 Lou	 Y,	 Chen	 Y,	 Yang	 J.	 Prognostic	 value	 of	 the	 neutro-
phil-to-lymphocyte ratio in patients with acute-on-chronic liver 
failure. Int J Clin Pract. 2014;68:1034-1040.

	18.	 Cai	YJ,	Dong	JJ,	Dong	JZ,	et	al.	A	nomogram	for	predicting	prognos-
tic value of inflammatory response biomarkers in decompensated 
cirrhotic patients without acute-on-chronic liver failure. Aliment 
Pharmacol Ther. 2017;45:1413-1426.

	19.	 Kinoshita	A,	Onoda	H,	Imai	N,	et	al.	Comparison	of	the	prognostic	
value of inflammation-based prognostic scores in patients with he-
patocellular carcinoma. Br J Cancer.	2012;107:988-993.

	20.	 Wang	W,	Wang	 Y,	 Qu	 C,	 et	 al.	 The	 RNA	 genome	 of	 hepatitis	 E	
virus robustly triggers an antiviral interferon response. Hepatology. 
2018;67:2096-2112.

	21.	 Kwon	JH,	Jang	JW,	Kim	YW,	et	al.	The	usefulness	of	C-reactive	pro-
tein and neutrophil-to-lymphocyte ratio for predicting the outcome 
in hospitalized patients with liver cirrhosis. BMC Gastroenterol. 
2015;15:146.

 22. Shi C, Pamer EG. Moncyte recruitment during infection and inflam-
mation. Nat Rev Immunol. 2011;11:762-774.

	23.	 Oettl	K,	Stadlbauer	V,	Krisper	P,	Stauber	RE.	Effect	of	extracorpo-
real liver support by molecular adsorbents recirculating system and 
Prometheus on redox state of albumin in acute-on-chronic liver fail-
ure. Ther Apher Dial.	2009;13:431-436.

	24.	 Lou	 Y,	 Wang	 M,	 Mao	 W.	 Clinical	 usefulness	 of	 measuring	 red	
blood cell distribution width in patients with hepatitis B. PLoS One. 
2012;7:e37644.

	25.	 Stewart	CA,	Malinchoc	M,	Kim	WR,	Kamath	PS.	Hepatic	enceph-
alopathy as a predictor of survival in patients with end-stage liver 
disease. Liver Transpl. 2007;13:1366-1371.

How to cite this article:	Li	X,	Wu	J,	Mao	W.	Evaluation	of	the	
neutrophil-to-lymphocyte ratio, monocyte-to-lymphocyte 
ratio, and red cell distribution width for the prediction of 
prognosis of patients with hepatitis B virus-related 
decompensated cirrhosis. J Clin Lab Anal. 2020;34:e23478. 
https://doi.org/10.1002/jcla.23478

https://doi.org/10.1002/jcla.23478

