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Background: There is increasing evidence of the effectiveness of immune checkpoint blockade (ICB) 
therapy for the treatment of lung adenocarcinoma (LUAD). However, the benefits of ICB therapy vary 
among LUAD patients. Due to the research dimension, existing biomarkers, such as programmed death-
ligand 1 (PD-L1) expression and tumor mutation burden (TMB), could not reflect the complex tumor 
environment, and had low prediction accuracy of ICB. Therefore, we aimed to uncover a prognostic 
biomarker that could also predict whether a patient would benefit from ICB therapy and other common 
treatments from multiple dimensions, so as to improve the prediction accuracy of pre-treatment patients.
Methods: Based on the LUAD dataset retrieved from The Cancer Genome Atlas (TCGA) database, 
50 immune-related hub genes were identified using weighted gene co-expression network analysis and 
univariate Cox regression analyses. An immune-related gene prognostic index (IRGPI) was constructed using 
a Cox proportional-hazards model based on 15 genes and validated using GSE72094 dataset. We tested its 
prognostic accuracy by Kaplan-Meier (K-M) survival curves of the two datasets and assessed its predictive 
power by comparing area under curve (AUC) of IRGPI with existing biomarkers. Subsequently, we analyzed 
the molecular and immune characteristics, and evaluated the benefits of ICB by PD-L1 expression and 
Tumor Immune Dysfunction and Exclusion (TIDE) analysis, predicted the inhibitory concentration 50 of 
common treatments drugs for two IRGPI score-related subgroups.
Results: Patients in the IRGPI-high subgroup had lower overall survival (OS) than patients in the IRGPI-
low subgroup in K-M survival curve in two cohorts. And IRGPI has AUC values of 0.715, 0.724, and 0.743 
in 1, 2, and 3 years, respectively. A higher tumor mutation burden and PD-L1 expression and the tumor 
microenvironment (TME) landscape demonstrated that IRGPI-high subgroup patients may respond better 
to ICB therapy. Genomics of Drug Sensitivity in Cancer (GDSC) analysis indicated that the IRGPI-high 
subgroup showed greater sensitivity to chemotherapy. 
Conclusions: IRGPI is a prospective biomarker for evaluating whether a patient will benefit from 
ICB therapy and other treatments, and distinguishing patients with different molecular and immune 
characteristics.
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Introduction

Lung cancer is one of the leading causes of cancer 
deaths worldwide, with 2.35 million new cases and 1.31 
million deaths in the United States in 2021 alone (1). 
This disease is histologically divided into 2 categories, 
small cell lung cancer (SCLC) and non-small cell lung 
cancer (NSCLC). Within NSCLC, the major histological 
subtype, lung adenocarcinoma (LUAD) accounts for 40% 
of cases (2). Treating lung cancer involves a combination 
of surgical resection, chemotherapy, radiotherapy, and  
immunotherapy (3). Chemotherapy and molecular-targeted 
therapy are 2 common treatment strategies used for LUAD, 
while first-line treatment for patients with advanced LUAD 
is platinum-based combination chemotherapy (4). Immune 
checkpoint blockade (ICB) therapy is now an alternative 
option to treat LUAD (5). However, multiple factors, 
including the tumor microenvironment (TME), influence 
ICB therapy. The cellular heterogeneity of cancer cells and 
the TME contribute to disease progression and treatment 
resistance (6).

ICB therapy is an emerging anticancer weapon targeting 
T-cell regulatory pathways to enhance antitumor immune 
responses. Rather than activating the immune system to 
attack specific targets on tumor cells, this therapy aims to 
remove inhibitory pathways that block effective antitumor 
T-cell responses (7-9). ICB therapy has been shown to 
produce clinical responses in patients with a variety of 
tumor types (10). More specifically, anti-programmed 
death-ligand 1 (PD-L1) antibodies cause tumor regression 
in patients with different tumors, including NSCLC. 
Although ICB therapy shows significant clinical success, its 
efficacy varies widely among patients, especially NSCLC 
patients (11-15). However, existing biomarkers such as 
PD-L1 expression, TMB, etc. only reflect a small part 
of the tumor’s response to immunotherapy from a single 
perspective such as ligand expression and gene mutation, 
do not fully reflect the interaction of different factors in the 
complex TME, and are limited in prediction. 

In this study, from the perspective of immunity, we hope 
to establish an indicator: immune-related gene prognostic 
index (IRGPI) that can better predict therapeutic efficacy 
than existing biomarkers through immune-related genes. 

At the same time, the different immune functions of genes 
in the model also more broadly reflect the important role 
of the immune system in tumor progression. Interestingly, 
in our analysis,  the molecular and immunological 
characteristics of different IRGPI score-related subgroups 
were also quite different, which endows IRGPI with the 
ability to distinguish disease characteristics of LUAD 
patients. Our results suggested that IRGPI is an excellent 
prognostic index and has considerable advantages in 
predicting benefits of various treatments and distinguishing 
disease features for LUAD patients. We present the 
following article in accordance with the TRIPOD reporting 
checklist (available at https://jtd.amegroups.com/article/
view/10.21037/jtd-22-494/rc).

Methods

Gene expression datasets and study design

RNA-sequencing data for 594 LUAD cases (59 normal 
tissues and 535 LUAD samples) and clinical and simple 
nucleotide variation (varscan2) data for 486 samples were 
downloaded from The Cancer Genome Atlas (TCGA) 
database (https://portal.gdc.cancer.gov/). Microarray data 
for 442 LUAD samples and survival data [Gene Expression 
Omnibus (GEO): GSE72094] were downloaded from the 
GEO database (https://www.ncbi.nlm.nih.gov/geo/). A list 
of immune genes was derived from the InnateDB (https://
www.innatedb.com/) and the Immunology Database and 
Analysis Portal System (ImmPort) (https://www.immport.
org/shared/home) databases. LUAD tumor samples 
downloaded from TCGA were divided into 6 immune 
subtypes based on 5 immune expression characteristics as 
previously described (16).

In this study, we first screened immune genes through 
differential expression analysis and weighted gene co-
expression network analysis (WGCNA) analysis to obtain 
immune-related hub genes associated with LUAD. Using 
univariate and multivariate cox analyses, we built and tested 
a prognostic model and explored the molecular and immune 
characteristics of the two subgroups of the model. Finally, 
we tested the capability of the model to predict the patient’s 
response to ICB therapy through PD-L1 expression, 
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Tumor Immune Dysfunction and Exclusion (TIDE), 
and other analyses. We also examined the sensitivity of 
different subgroups of the model to common treatments 
through Genomics of Drug Sensitivity in Cancer (GDSC) 
analysis. The study was conducted in accordance with the 
Declaration of Helsinki (as revised in 2013).

Immune-related hub genes

Using the “limma” package in R (17), we performed 
differential expression analysis of RNA-seq FPKM 
(fragments per kilobase of exon per million mapped 
fragments) in LUAD samples downloaded from TCGA to 
obtain differentially expressed genes [DEGs; absolute values 
of log fold change (FC) >1 and false discovery rate (FDR) 
adjusted P<0.05]. After comparing the DEGs and the list 
of immune-related genes, the “clusterProfiler” package in 
R (18) was used to perform Gene Ontology (GO) analysis 
and Kyoto Encyclopedia of Genes and Genomes (KEGG) 
analysis on differentially expressed immune-related genes.

WGCNA was performed for the analyzed genes to 
obtain co-expression modules using the “WGCNA” 
package in R (19). First, the Person correlation coefficient 
for any 2 genes was calculated and a similarity matrix 
was established. The optimal soft threshold power, β=4, 
was then obtained using unary linear regression, and 
the similarity matrix was transformed into an adjacency 
matrix based on the optimal soft threshold power before 
transforming it into a topological overlap matrix (TOM) to 
measure the correlation between 2 genes. After obtaining 
TOM, we clustered genes with 1-Tom set as the distance. 
Finally, by setting the minimum number of genes in each 
module to 25 and merging the threshold function of 0.25, 
we obtained clustering results. Three nongray modules (the 
blue, brown, and turquoise modules) were obtained, and the 
correlation of co-expression modules and traits (for both 
normal and tumor samples) were generated. We concluded 
that the absolute value for the turquoise module was the 
largest, and we constructed the network based on this.

A total of 50 immune-related hub genes significantly 
correlated (P<0.05) with the overall survival (OS) of LUAD 
patients, as shown by univariate Cox regression analysis of 
the 263 genes in the turquoise module. The “Survminer” 
package in R was used to calculate the optimal cut-off 
value for the expression of each gene. Based on the cut-off 
value, patients were divided into a high expression group 
and a low expression group. P values were calculated using 
the Kaplan-Meier (K-M) method and survival curves were 

plotted. The “Maftools” package in R (20) was then used to 
analyze 50 hub gene-related mutation information obtained 
for the LUAD patients.

Construction of IRGPI

To further screen genes that had a significant impact on 
patient prognosis, we conducted multivariate Cox regression 
analysis on immune-related hub genes and set the direction 
as ‘both’ to screen variables to obtain IRGPI. IRGPI, a Cox 
proportional-hazards model, was obtained by multiplying 
the expression values of specific genes by their coefficients. 
Based on the median value of IRGPI scores in the TCGA 
cohort, the cut-off point between IRGPI-high and IRGPI-
low subgroups was obtained. The K-M method was used to 
perform survival analysis (log-rank test) for the TCGA and 
GEO cohorts to validate IRGPI values in predicting LUAD 
patient prognosis. Eventually, univariate and multivariate 
Cox regression analyses were performed for both IRGPI and 
common clinical factors, with the goal of further evaluating 
the independent prognostic ability of IRGPI.

Molecular and immune characteristics in 2 IRGPI 
subgroups

To obtain the differentially expressed signal pathways for 
the 2 IRGPI subgroups, we used the “limma” package in R 
to conduct differential expression analysis of the subgroups 
based on TCGA expression data to obtain their DEGs. 
Subsequently, the “clusterProfiler” package in R was used 
to generate gene set enriched analysis (GSEA) based on 
GO and KEGG gene sets downloaded from the MsigDB 
database (http://www.gsea-msigdb.org/). We then used the 
“Maftools” package in R to analyze the simple nucleotide 
variation data of LUAD patients and to obtain genetic 
mutation information for the 2 subgroups. Difference 
analysis was performed for PD-L1 expression and tumor 
mutation burden (TMB) for both subgroups using the 
“limma” package in R.

The CIBERSORT online tool (https://cibersort.
stanford.edu/) was used to study immune cell infiltration 
of 22 unique immune cells using 1,000 iterations in each 
sample. With this, the TME landscape of IRGPI was 
obtained. We then compared immune cell infiltration 
with clinicopathological factors for both subgroups. 
Subsequently, we used the “limma” package in R to analyze 
differences in the proportions of the 22 different immune 
cells in the IRGPI subgroups and plotted K-M survival 
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curves for immune cells showing significantly different 
proportions to determine which cells affected prognosis. 
To further explore the impact of immune-related function 
pathways on the prognosis of the subgroups, a single sample 
GSEA (ssGSEA) was performed using the “GSVA” package 
in R (21). Differential analysis was performed using the 
“limma” package in R and K-M survival curves were plotted 
for immune-related function pathways showing significant 
differences between the 2 subgroups.

To understand the association between immune and 
clinical grouping methods, we analyzed the distribution of 
immune subtypes and clinical stages for the different IRGPI 
subgroups using a chi-square test.

Prognostic ability, immune therapy response, and drug 
susceptibility of IRGPI

To evaluate the predicted efficacy of immunotherapy in 
the different IRGPI subgroups, we downloaded the TIDE 
score online calculator (http://tide.dfci.harvard.edu/). 
The differences in TIDE, microsatellite instability (MSI), 
T-cell dysfunction, and T-cell exclusion scores of the  
2 groups were analyzed using the “limma” package in R. To 
confirm the reliability of IRGPI as a prognostic biomarker, 
the “timeROC” package in R was used to perform time-
dependent receiver operating characteristic (ROC) curve 
analysis for IRGPI, TIDE, and tumor inflammation 
signature (TIS). The areas under the curve (AUC) for 
each of these variables were generated and multiple time 
comparisons were performed.

Finally, we compared the half-maximal inhibitory 
concentration (IC50) of chemotherapy and targeted drugs 
for the treatment of LUAD for the 2 IRGPI subgroups 
using the GDSC online tool (https://www.cancerRxgene.
org) to obtain drug sensitivity information.

Statistical analysis

R software (version 4.1.1) (http://www.r-project.org/) 
and its corresponding R packages were used for all 
statistical data analysis and to generate graphs. Using 
the “clusterProfiler” package in R, we completed GO, 
KEGG, and GSEA analyses. Time-dependent ROC curve 
plotting and AUC calculations were performed using the 
“timeROC” package in R. 

The chi-square test was used to determine whether 
differences in other groupings of IRGPI were significant 
between the 2 groups. A log-rank test was used to draw 

and compare K-M survival curves for univariate survival 
analysis. The Cox regression model was used to identify 
associated factors of survival outcomes. The AUC value of 
ROC curve greater than 0.7 is generally considered to be 
an excellent predictive model. P values less than 0.05 were 
considered statistically significant.

Results

Immune-related hub genes in LUAD

A graphical representation of the study design is shown in 
Figure 1. After differential expression analysis, a total of 8,109 
DEGs were obtained. There were 1,864 genes found to be 
downregulated and 6,245 genes found to be upregulated in 
the tumor samples (Figure 2A). Intersection of the DEGs 
with the immune genes downloaded from InnateDB and 
ImmPort (website: https://cdn.amegroups.cn/static/public/
jtd-22-494-01.pdf) yielded 681 immune-related DEGs, with 
258 found to be downregulated genes and 423 found to be 
upregulated genes in tumor samples (Figure 2B). Functional 
enrichment analysis of immune-related DEGs showed that 
681 immune-related DEGs were significantly correlated with 
1,536 GO items and 56 KEGG pathways (website: https://
cdn.amegroups.cn/static/public/jtd-22-494-02.pdf, Table S1).  
The top 8 GO items and KEGG pathways are displayed 
in Figure 2C,2D. Immune-related DEGs were enriched in 
multiple immune responses. Various cell types were found to 
mediate immunity and complement activation based on GO 
terms. KEGG pathways analysis showed many were enriched 
for cytokine signaling, chemokine signaling, and complement 
pathways. Thus, it was concluded that the screened genes 
were associated with immunity.

To obtain immune-related hub genes, WGCNA analysis 
was performed for immune-related DEGs. We first detected 
outliers in clustering and cut 2 samples by setting the upper 
limit to 20,000 (Figure 3A). The optimal soft-thresholding 
power was 4, based on the scale-free network (Figure 3B). 
Based on the optimal soft-thresholding and the average 
linkage hierarchical clustering power, 3 nongray modules 
containing a total of 588 genes were generated (Figure 3C,3D).  
Based on the absolute values and P values, the turquoise 
module, which was most closely related to LUAD, was 
selected for further analysis. The threshold weight was set 
to greater than 0.2, and there were 263 genes and 368 edges 
observable in the turquoise module (Figure 3E). Univariate 
cox regression analysis was performed on 263 genes in the 
turquoise module and 50 immune-related hub genes were 
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identified that were closely related to the OS of LUAD 
patients (Figure 4A). Subsequently, to verify the prognostic 
correlation of hub genes, K-M survival analysis was performed 
and survival curves for the 16 genes with the highest and 
lowest prognostic risks are presented in Figure S1.

We then analyzed mutations present in the 50 immune-
related hub genes. As shown in Figure S2, most genes 
contained missense mutations, and some had nonsense 
mutations, multiple hits, or frameshift deletions. The mutation 
rates of SEMA4B, C7, and LRRK2 were greater than 4%.

The IRGPI formula and prognostic value for IRGPI 
subgroups

We performed multivariate Cox regression analysis on 

50 immune-related hub genes to identify independent 
prognostic genes and obtained 15 genes (SFTPD, S100A16, 
FGF2, BIRC5, SEMA4B, ANGPTL4, IL3RA, SHC3, FCN3, 
TRIM6, LRRK2, HMGB2, RASGEF1B, C7, and PRKCE) 
significantly associated with prognosis (Figure 4B). Next, 
we used a Cox proportional-hazards model to construct 
IRGPI based on these genes. The formula of IRGPI was 
as follows: IRGPI = SFTPD expression × (-0.10) + S100A16 
expression × 0.24 + FGF2 expression × 0.55 + BIRC5 expression 
× (-0.22) + SEMA4B expression × 0.27 + ANGPTL4 expression 
× 0.18 + IL3RA expression × (-0.31) + SHC3 expression × 
(-0.41) + FCN3 expression × (-0.14) + TRIM6 expression × 
0.26 + LRRK2 expression × 0.15 + HMGB2 expression × 0.44 
+ RASGEF1B expression × (-0.35) + C7 expression × 0.21 + 
PRKCE expression × 0.38.
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To further confirm that IRGPI could be used as an 
independent prognostic factor, univariate and multivariate 
cox regression analyses were performed on IRGPI and 
other common clinical factors (Table S2). Univariate cox 
regression analysis showed that IRGPI, tumor (T) stage, 
metastasis (M) stage, and lymph node (N) stage significantly 
correlated with the prognosis of LUAD. Multivariate Cox 
regression analysis confirmed these data. We concluded that 
IRGPI was an independent prognostic factor after adjusting 
for other clinicopathological factors.

The median value of IRGPI in the TCGA cohort was 

used as the cut-off point to divide patients into high and 
low IRGPI score subgroups. In the TCGA cohort, the OS 
of the IRGPI-high subgroup was lower than the IRGPI-
low subgroup (P<0.001, log-rank test, Figure 4C). The GEO 
cohort (GSE72094) showed a similar prognosis as the TCGA 
cohort (P=0.010, log-rank test; Figure 4D), confirming the 
ability of IRGPI to predict OS of LUAD patients.

Molecular characteristics of the IRGPI subgroups

First, GSEA analysis was performed to identify the enriched 
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pathways in the 2 IRGPI subgroups (Table S3). The gene 
sets of the IRGPI-low subgroup were highly enriched in 
immune-related pathways (Figure 5A), indicating a better 
immune environment. However, gene sets of the IRGPI-
high subgroup were abundantly enriched in the cell cycle 
pathway and pathways in cancer (Figure 5B), showing a high 
correlation with the development of cancer.

We then analyzed mutation data for the 2 subgroups to 
explore the characteristics from a molecular perspective. 
We first identified 20 genes with the largest number 
of mutations, we then analyzed mutation data of the  
2 subgroups and displayed the mutation landscapes for the 
20 genes (Figure 5C,5D). We found that missense mutations 
were the most common in both groups, followed by 
multiple hits and nonsense mutations. The mutation rates 
of TP53, TTN, MUC16, RYR2, CSMD3, LRP1B, ZFHX4, 
USH2A, KRAS, XIRP2, and FLGA in the 2 subgroups were 

all greater than 20%. The mutations of TTN (P=0.010) and 
PCDH15 (P<0.048) genes in the IRGPI-high subgroup 
were significantly higher than in the IRGPI-low subgroup.

Next, we analyzed the relationship between IRGPI 
score and PD-L1 expression level and TMB to explore the 
estimated benefits of ICB therapy. The expression of PD-
L1 and TMB in the IRGPI-high subgroup was significantly 
greater than in the IRGPI-low subgroup (P=0.0036, 
P=0.0043; Figure S3A,S3B), suggesting that ICB therapy 
may result in a better response in IRGPI-high patients. 

Immune characteristics of the 2 IRGPI subgroups

We obtained the TME landscape of LUAD after simulating 
the infiltration of 22 immune cells and grouped them into 2 
IRGPI subgroups (Figure 6A). A comparison of 22 distinct 
immune cells and common clinical-pathological factors is 
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shown in Figure 6B. We then used the “limma” package 
in R to compare the proportion of immune cells in the 2 
IRGPI subgroups. The results showed that the abundance 
of activated memory cluster of differentiation 4 (CD4) T 
cells, resting natural killer (NK) cells, and macrophages M1 

was higher in the IRGPI-high subgroup, while monocytes, 
macrophages M2, resting dendritic cells, and resting mast 
cells were widely distributed in the IRGPI-low subgroup 
(Figure 6C). For survival analysis of immune cells with 
significantly different distributions (Figure S4), we observed 
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that the high expression of activated memory CD4 T cells, 
resting NK cells, and macrophages M1 resulted in poor 
prognosis (both P<0.05). In fact, these were all present at a 
higher abundance in the IRGPI-high subgroup. A higher 
level of resting dendritic cells predicted a better prognosis 
(P=0.048), and these were abundant in the IRGPI-low 
subgroup.

We then defined immune-related function pathway 
characteristics of the 2 subgroups based on the gene 
signature. We found that the IRGPI-high subgroup showed 
greater functions related to antigen presenting cell (APC) 
co-inhibition, CD8+ T cells, cytolytic activity, inflammation, 

major histocompatibility complex (MHC) class I molecules, 
para-inflammation, T follicular helper (Tfh) cells, T helper 
1 (Th1) cells, and Th2 cells. The IRGPI-high group 
showed fewer functions related to immature dendritic cells 
(iDCs), mast cells, and type-II interferon (IFN) response 
(Figure 6D). In subsequent survival analyses (Figure S5), 
we found that CD8+ T cells and Treg enriched in the 
IRGPI-high subgroup predicted poor prognosis. Higher 
iDCs, mast cells, and type-II IFN response were associated 
with better prognosis in the IRGPI-low subgroup. These 
results also suggested that the prognostic value of IRGPI 
was related to differential enrichment of immune-related 

Figure 5 Molecular characteristics of 2 IRGPI subgroups. (A) Gene sets enriched in IRGPI-low subgroup. (B) Gene sets enriched in 
IRGPI-high subgroup. (C) Oncoplot displaying the mutation status of IRGPI-low subgroup. Mutated genes are ordered by mutation 
numbers of the whole sample, with the top 20 genes shown. The colors represent the mutation type. (D) Oncoplot displaying the mutation 
status of IRGPI-high subgroups. IRGPI, immune-related gene prognostic index; TMB, tumor mutation burden.
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Figure 6 TME landscape in LUAD patients and the immune characteristics of 2 IRGPI subgroups. (A) The relative percent of 22 immune 
cells in The Cancer Genome Atlas (TCGA) cohort of 2 IRGPI subgroups. (B) The pathological factors (age, gender, stage, T, M, and N) in 
the TCGA cohort of 2 IRGPI subgroups (**, P<0.01; ***, P<0.001). (C) The different fractions of TME cells in 2 IRGPI subgroups. The 
scattered dots represent the immune fraction of 2 IRGPI subgroups. The thick lines represent the median value. The bottom and top of 
the boxes are the 25th and 75th percentiles, respectively. “*” is used to represent significant statistical differences between the 2 subgroups 
(*, P<0.05; **, P<0.01; ***, P<0.001). (D) The different enrichment scores of immune-related functions in 2 IRGPI subgroups (*, P<0.05; **, 
P<0.01; ***, P<0.001). NK, natural killer; IRGPI, immune-related gene prognostic index; T, tumor; M, metastasis; N, lymph node; TME, 
tumor micro environment; LUAD, lung adenocarcinoma; TCGA, The Cancer Genome Atlas.
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function pathways.

Relationship between IRGPI, immune subtypes, and 
clinical stage

Tumor samples from the TCGA were divided into 6 
immune subtypes according to immune characteristics: C1 
(wound healing), C2 (IFN-γ dominant), C3 (inflammatory), 
C4 (lymphocyte depleted), C5 (immunologically quiet), and 
C6 [transforming growth factor (TGF)-β dominant] (16). As 
shown in Figure 7A, there was a significant difference in the 
distribution of immune subtypes between the 2 subgroups 
(P=0.001). The proportion of the C1 subtype was greater 
in the IRGPI-high subgroup, and the proportion of the C3 
subtype was greater in the IRGPI-low subgroup.

As for clinical stages, there was a significant difference 
in the distribution between the 2 subgroups (P=0.001;  

Figure 7B). The proportions of stage II and stage III in 
the IRGPI-high subgroup were high. In contrast, the 
proportion of stage I was high in the IRGPI-low subgroup. 
As a result, the IRGPI-high subgroup showed higher 
clinical stage, representing severe disease state and poor 
prognosis.

The relationship between IRGPI and ICB therapy or 
common treatments

TIDE was based on comprehensive analysis of the tumor 
expression spectrum to predict the efficacy of ICB therapy 
and was more accurate than PD-L1 expression and TMB (22).  
As shown in Figure 8A, we found that the T-cell dysfunction 
score of the IRGPI-high subgroup was higher than the 
IRGPI-low subgroup (P<0.001), suggesting that T cell-
mediated immune processes may have been impaired in 
IRGPI-high patients (23,24). Benefits of ICB therapy showed 
no difference in the 2 subgroups since they had similar TIDE 
scores.

As shown in Figure 8B, we found that the AUCs of 1-, 
2- and 3-year follow-up were all higher than 0.70 in the 
time-dependent ROC curve of IRGPI. This suggested 
that IRGPI was an important prognostic indicator. When 
comparing TIDE and TIS, the AUC of IRGPI was higher 
than TIDE and TIS at all follow-up times, showing that 
IRGPI had a better prognostic value than traditional 
biomarkers.

IRGPI had the ability to guide personalized treatment 
of LUAD based on drug susceptibility data for multiple 
treatments in the 2 subgroups through GDSC (Figure 8C). 
We found that the IC50 of 8 chemotherapeutic agents 
(paclitaxel, gemcitabine, epothilone B, cytarabine, docetaxel, 
vinblastine, cisplatin, and etoposide) in the IRGPI-high 
subgroup were significantly lower than in the IRGPI-
low subgroup (both P<0.05), indicating that the response 
and efficacy of IRGPI-high patients to chemotherapy 
may be better. The IC50 values of the chemotherapy 
drug Vinorelbine and 3 molecular-targeted therapy drugs 
(erlotinib, gefitinib, and BIBW2992) showed no significant 
differences between the 2 subgroups (P>0.05).

Discussion

ICB therapy is very effective in the treatment of LUAD 
and various other cancers (11,25,26). However, the efficacy 
of ICB therapy is variable in different tumors and patients 
(11-15). Determining which patients will respond well to 

IRGPI-high
(n=197)

IRGPI-high
(n=224)

IRGPI-low
(n=207)

IRGPI-low
(n=226)

IRGPI 
groups

IRGPI 
groups

Subtype group (n=404)

Subtype group (n=450)

C1 C2 C3 C4 C6

C1
(n=75, 19%)

C2
(n=134, 33%)

C3
(n=153, 38%)

C4
(n=18, 4%)

Stage IV
(n=25, 6%)

Stage 
IVStage IIIStage IIStage I

Stage III
(n=74, 16%)

Stage II
(n=105, 23%)

Stage I
(n=246, 55%)

C6
(n=24, 6%) P value

P value

23 (11%)

146 (65%)

52 (26%)

100 (45%)

63 (30%)

40 (18%)

71 (36%)

65 (29%)

98 (47%)

29 (13%)

55 (28%)

45 (20%)

11 (5%)

11 (5%)

7 (4%)

14 (6%)

12 (6%)

12 (6%)

0.001

0.001

404 TCGA patients

450 TCGA patients

A

B

Figure 7 Distribution of immune and clinical subtypes in 2 IRGPI 
subgroups. (A) Heatmap and table showing the distribution of 
LUAD patients by immune subtype (C1, C2, C3, C4, and C6) 
between 2 IRGPI subgroups. (B) Heatmap and table showing the 
distribution of LUAD patients by clinical stage (stage I, stage II, 
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ICB therapy is necessary. Due to complex variations in the 
TME, it is difficult to identify a single factor biomarker that 
can predict response to multiple treatments. Yin et al., Shen 
et al., and Chen et al. developed prognostic biomarkers for 
head and neck squamous cell carcinoma, ovarian cancer, 
and clear cell renal cell carcinoma based on immune-
related genes (27-29). However, there are no relevant 
studies looking into biomarkers for LUAD. Therefore, it is 
necessary to develop a biomarker based on the expression of 
multiple immune-related genes to guide LUAD treatment 

strategies (30).
WGCNA is an analysis method that can find co-

expressed immune-related genes, allowing us to explore 
potential biomarkers and focus on hub genes. We obtained 
50 immune-related hub genes significantly associated with 
OS through WGCNA and survival analysis and constructed 
IRGPI based on 15 independent prognostic genes. In 
LUAD patients, IRGPI demonstrated a good association 
with prognosis. For example, IRGPI-high patients had 
poor prognosis, while IRGPI-low patients showed better 

Figure 8 The prognostic value and response to therapies of the IRGPI. (A) TIDE, MSI, T-cell exclusion, and T-cell dysfunction score in 2 
IRGPI subgroups (ns, no significance; ***, P<0.001). (B) Time-dependent ROC analysis of IRGPI, TIS, and TIDE on OS at 1-, 2-, 3-year 
follow-up in TCGA cohort. (C) Drug sensitivity of 12 drugs between 2 IRGPI subgroups (ns, no significance; *, P<0.05; **, P<0.01; ***, 
P<0.001). IRGPI, immune-related gene prognostic index; TIDE, Tumor Immune Dysfunction and Exclusion; AUC, areas under the curve; 
IC50, half-maximal inhibitory concentration; TIS, tumor inflammation signature; MSI, microsatellite instability; ROC, receiver operating 
characteristic; OS, overall survival; TCGA, The Cancer Genome Atlas.

IRGPI-high IRGPI-high IRGPI-highIRGPI-high IRGPI-low

1−Specificity 1−Specificity 1−Specificity1−Specificity

Paclitaxel
***

* * ns
ns ns

*** ** ** ** ***

Cisplatin Etoposide Vinorelbine Erlotinib Gefitinib BIBW2992

Gemcitabine Epothilone B Cytarabine Docetaxel Vinblastine

IRGPI 1-year follow-up

Risk, AUC =0.715
TIDE, AUC =0.372
TIS, AUC =0.431

Risk, AUC =0.724
TIDE, AUC =0.408
TIS, AUC =0.451

Risk, AUC =0.743
TIDE, AUC =0.431
TIS, AUC =0.485

AUC at 1 year =0.715
AUC at 2 year =0.724
AUC at 3 year =0.743

2-year follow-up 3-year follow-up

S
en

si
tiv

ity

S
en

si
tiv

ity

S
en

si
tiv

ity

S
en

si
tiv

ity

1.0

0.8

0.6

0.4

0.2

0.0

1.0

0.8

0.6

0.4

0.2

0.0

1.0

0.8

0.6

0.4

0.2

0.0

1.0

0.8

0.6

0.4

0.2

0.0

0.0 0.2 0.4 0.6 0.8 1.0 0.0 0.2 0.4 0.6 0.8 1.0 0.0 0.2 0.4 0.6 0.8 1.00.0 0.2 0.4 0.6 0.8 1.0

0.5

0.0

−0.5

−1.0

−1.5

0.0

−2.5

−5.0

−7.5

20

10

0

−10

3.0

2.5

2.0

1.5

7.5

5.0

2.5

0.0

80

60

40

20

0

30

20

10

0

8

4

0

9

6

3

0

2

0

−2

−4

−2

−4

−6

−8

−3.0

−3.5

−4.0

−4.5

0

−3

−6

0.5

0.0

−0.5

−1.0

−1.5

3

2

1

0

1.0

0.5

0.0

IRGPI-low IRGPI-low

D
ys

fu
nc

tio
n

TI
D

E

E
xc

lu
si

on

M
S

I s
co

re
IRGPI-low

IRGPI

ns

IRGPI IRGPI IRGPILow Low Low LowHigh High High High
E

st
im

at
ed

 IC
50

IRGPI subgroups High Low

A

B

C

ns

ns
*** ns



Journal of Thoracic Disease, Vol 14, No 6 June 2022 2143

© Journal of Thoracic Disease. All rights reserved. J Thorac Dis 2022;14(6):2131-2146 | https://dx.doi.org/10.21037/jtd-22-494

prognosis. The results were confirmed using TCGA 
and GEO cohorts, concluding that IRGPI is a valuable 
immune-related biomarker for LUAD that can be used to 
predict prognosis and guide treatment decisions.

IRGPI is based on 15 genes (SFTPD, S100A16, FGF2, 
BIRC5, SEMA4B, ANGPTL4, IL3RA, SHC3, FCN3, 
TRIM6, LRRK2, HMGB2, RASGEF1B, C7, and PRKCE). 
Pulmonary surfactant-associated protein (SP-D) encoded 
by surfactant protein D (SFTPD) shows dual effects of 
suppressing or enhancing inflammation through binding 
different receptors (31). SP-D can inhibit the proliferation, 
invasion, and migration of LUAD cells by interacting 
with epidermal growth factor receptor (EGFR) (32). 
Fibroblast growth factor-2 (FGF-2), a member of the FGF 
family, promotes proliferation, reparation, and migration 
in a variety of cells (33). The S100 protein family has 
shown a correlation with various signaling pathways in 
cancer cells, and proteomics have reported that S100A16 
significantly correlated with poor prognosis of LUAD 
patients (34). Semaphoring 4B (SEMA4B) belongs to the 
semaphorin protein family, which regulates cell migration, 
angiogenesis, and immune response. According to the 
report, SEMA4B may have promoted the expression of 
matrix metalloproteinase-9 (MMP9) by activating the 
phosphatidylinositol 3-kinase (PI3K) signaling pathway. An 
increase in metastasis promotes NSCLC (35). Baculoviral 
inhibitor of apoptosis repeat-containing 5 (BIRC5, also 
as known as survivin), an inhibitor of apoptosis-related 
proteins, is expressed in the growth 2 (G2)/mitosis (M) 
checkpoint phase. Overexpression of BIRC5 in cancer is 
conducive to its aberrant progression (36). Alpha subunit of 
interleukin 3 receptor (IL3RA) is a cell membrane protein 
produced by activated T lymphocytes and plays a role in 
immunity and hematopoiesis. RasGEF1, a member of the 
guanine-nucleotide exchange factor (GEF) family, is induced 
in macrophages by stimulation of Toll-like receptor (TLR). 
Repression of RasGEF1B reduces intercellular adhesion 
molecule 1 (ICAM-1) expression. This plays a role in the 
immune response by promoting the binding of leukocytes 
to endotheliocytes and their subsequent migration into  
tissues (37). Both ficolin-3 (encoded by FCN) and 
complement component 7 (C7) are involved in the 
complement system and play key roles in immune-
inflammatory responses. In summary, IRGPI fully reflects 
the progression of LUAD proliferation, invasion, metastasis, 
angiogenesis, and multiple other tumor development 
processes. It is widely associated with various aspects of the 
immune response. As a multifactor and multiperspective 

biomarker, IRGPI is a better prognostic indicator than 
traditional biomarkers that can only narrowly reflect a single 
perspective of the tumor.

Somatic mutations are related to tumor cell sensitivity 
and anti-chemotherapy mechanisms. These mutations play a 
major role in predicting an antitumor drug response (38). The 
mutant gene showing the greatest difference in the 2 groups 
was TTN. More specifically, the IRGPI-high subgroup 
showed a greater TTN mutation rate than the IRGPI-low 
subgroup. One study (39) found that long noncoding RNA 
(lncRNA) titan-antisense RNA1 (TTN-AS1) transcribed in 
TTN antisense chain is upregulated in LUAD, and TTN-
AS1 binds to microRNA (miR)-142-5p as a competing 
endogenous RNA (ceRNA) to indirectly upregulate cyclin-
dependent kinase 5 (CDK5) expression. Knockdown of 
TTN-AS1 significantly reduced the proliferation, invasion, 
and migration of LUAD cells This research suggested that 
TTN mutations may have been associated with the relatively 
poor prognosis of the IRGPI-high subgroup and could be a 
potential target for the treatment of IRGPI-high patients.

TME plays an important role in the ICB therapy 
response as well as LUAD patient prognosis. Our study 
revealed that there were significant differences in the 
infiltration of some immune cells between the 2 subgroups. 
These differences determined the heterogeneity of the 
TME and affected patient outcomes. Previous studies 
have found that both T-cells and NK cells have antitumor 
effects and are positively correlated with prognosis in cases 
of high-level infiltration (40,41). The main subtype of 
macrophages in most tumors is M2, which usually promotes 
proliferation and invasion that leads to poor prognosis. 
In contrast, the degree of infiltration of M1 macrophages 
positively correlates with prognosis (42). Results from our 
study supported these conclusions, including the proportion 
of various immune cells and also the location and activity 
of immune cells affecting immune response and ultimately 
prognosis. The exploration of deep TME characteristics of 
the 2 IRGPI subgroups is needed in future studies.

There were significant differences in the C1 and C3 
immune subtypes between the 2 groups. The C1 subtype 
highly expresses angiogenic genes and contains a high 
tumor proliferation rate. The C3 subtype is characterized 
by abundant Th17 cells and Th1 cell infiltration, shows 
mild to moderate tumor proliferation rates, and contains 
low levels of somatic copy number variation and aneuploidy. 
In a previous study (16), the C3 subtype was linked to a 
better prognosis compared to the C1 subtype. This led to 
the conclusion that prognosis may be better in the IRGPI-
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low compared to the IRGPI-high subgroup. There were 
also significant differences observed in the distribution of 
clinical stages for the 2 subgroups. A higher clinical stage 
suggested that patients in the IRGPI-high subgroup were 
more likely to have poor prognosis. The results of these 
analyses are consistent with the prognostic results of IRGPI 
and are helpful for physicians to predict the immune type 
characteristics and disease progression of LUAD patients.

PD-L1 and TMB are 2 classic biomarkers commonly 
used in clinical practice, with both having a positive 
correlation with the response of ICB-treated patients (43). 
In our study, the expression levels of PD-L1 and TMB were 
significantly higher in the IRGPI-high subgroup, suggesting 
that patients in the IRGPI-high subgroup would better 
benefit from ICB therapy. In comparing IRGPI with TIDE 
and TIS, IRGPI was shown to be an excellent prognostic 
indicator with better predictability. IRGPI overcame the 
one-sided reflection of traditional biomarkers for prognosis, 
making it a promising biomarker for clinical application.

GDSC links complex genomes with drug sensitivity and 
facilitates the discovery of new biomarkers related to drug 
response (44). GDSC analysis showed that the IRGPI-high 
group would have a better response to chemotherapy and 
higher benefits in response to ICB therapy. The application 
of ICB therapy in combination with chemotherapy should 
be considered to improve the poor prognosis of IRGPI-high 
patients. The combined use of multiple therapies showed 
better effects in enhancing drug response and delaying drug 
resistance.

In future clinical application of IRGPI, a large amount of 
information for LUAD patients, such as reliable prediction 
of prognosis, TME landscape, estimation of clinical stage 
before cancer-related checkup, and benefits of multiple 
therapies can be predicted. This will help to determine 
the optimal treatment strategy. We are more inclined to 
recommend a combinational strategy including ICB therapy 
and chemotherapy for patients with high IRGPI scores. 
Meanwhile, our study needs further real-world research 
validation, which is the direction of our follow-up research.

Conclusions

In conclusion, we developed a biomarker with excellent 
prospects for clinical practice to help guide immunotherapy. 
IRGPI surpassed the limitations of traditional biomarkers 
and reduced bias of prognostic models through the use 
of immune-related hub DEGs, demonstrating powerful 
prognosis predictability. IRGPI can predict LUAD patient 

response to ICB therapy and traditional treatments, 
increasing the value of this biomarker in allowing for 
individualized treatment regimens. 
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