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Introduction

Immune checkpoint inhibitors (ICIs) have transformed advanced gastric cancer treatment, yet patient responses vary, highlighting the need for effective biomarkers. Common markers, such as programmed cell death ligand-1 (PD-L1), microsatellite instability/mismatch repair (MSI/MMR), tumor mutational burden, tumor-infiltrating lymphocytes, and Epstein–Barr virus, face sampling challenges and high costs. This study seeks practical, minimally invasive biomarkers to enhance patient selection and improve outcomes.





Methods

This multicenter retrospective study analyzed 617 patients with advanced gastric or gastroesophageal junction cancer treated with programmed cell death protein-1 (PD-1)/PD-L1 inhibitors from January 2019 to March 2023. Clinical data and peripheral blood marker data were collected before and after treatment. The primary endpoints were overall survival (OS) and progression-free survival (PFS); the secondary endpoints included the objective response rate (ORR) and disease control rate (DCR). Least absolute shrinkage and selection operator (LASSO)-Cox and LASSO logistic regression analyses identified independent factors for OS, PFS, and ORR. Predictive nomograms were validated using receiver operating characteristic (ROC) curves, areas under the curve (AUCs), C-indices, and calibration curves, with clinical utility assessed via decision curve analysis (DCA), net reclassification improvement (NRI), and integrated discrimination improvement (IDI).





Results

OS-related factors included treatment line, T stage, ascites, pretreatment indirect bilirubin (pre-IBIL), posttreatment CA125, CA199, CA724, and the PLR. PFS-related factors included treatment lines, T stage, metastatic sites, pre-IBIL, posttreatment globulin (GLOB), CA125, and CA199 changes. ORR-related factors included treatment line, T stage, N stage, liver metastasis, pretreatment red cell distribution width-to-platelet ratio (RPR), CA125, and CA724 changes. The nomograms showed strong predictive performance and clinical utility.





Conclusions

Early treatment, lower T stage, the absence of ascites, and lower pre-IBIL, post-CA125, CA199, CA724, and PLR correlate with better OS. Factors for improved PFS include early treatment, lower T stage, fewer metastatic sites, and lower pre-IBIL, post-GLOB, and post-CA125 levels. Nomogram models can help identify patients who may benefit from immunotherapy, providing valuable clinical guidance.
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1 Introduction

Gastric cancer is one of the most common malignancies, ranking fifth in incidence and fourth in mortality globally in 2020 (1). It has a poor prognosis, with a global five-year survival rate between 20% and 40% (2). During the chemotherapy era, treatments for advanced gastric cancer include fluoropyrimidines and platinum or paclitaxel-based regimens, resulting in a survival time of approximately one year (3, 4). Immune checkpoint inhibitors (ICIs) have significantly improved survival in advanced gastric cancer patients, as shown in large phase III trials, such as the CheckMate 649, ATTRACTION-4, KEYNOTE-859, and KEYNOTE-811 studies. However, responses to ICIs vary, even among patients with programmed cell death ligand-1 (PD-L1) positivity or microsatellite instability (MSI-H) status. Some PD-L1-negative or microsatellite-stable patients may benefit from ICIs (5–7). Therefore, it is crucial to identify simple, accurate, and accessible biomarkers to predict which gastric cancer patients might benefit from immunotherapy.

Current clinical prognostic assessments, including assessments of tumor infiltration depth, lymph node metastasis, hematogenous metastasis, tumor location, histological grade, and lymphovascular invasion, are based on the American Joint Committee on Cancer (AJCC) staging system (8, 9). However, factors such as age, sex, tumor differentiation, and immunotherapy cycles, which may be significant for individual survival prediction, were not fully accounted for. Common biomarkers include PD-L1 expression, MSI/mismatch repair status, tumor mutational burden, and circulating tumor DNA, but some potential biomarkers, such as peripheral blood inflammation markers, tumor markers, and nutritional status, remain controversial.

The inflammatory response in the tumor microenvironment is closely related to tumor occurrence, progression, invasion, and metastasis (10). Peripheral blood inflammatory markers can not only predict gastric cancer prognosis (11–17) but are also linked to immunotherapy responses (18–21). Baseline serum tumor marker concentrations and their dynamic changes can also predict ICI outcomes (22–25). Huang J et al. reported that the serum levels of carcinoembryonic antigen (CEA) and CA125 predict progression-free survival (PFS) and overall survival (OS) in patients with non-small cell lung cancer (NSCLC) receiving first-line immunotherapy (26). Additionally, nutritional status is important for gastric cancer patients due to the anatomical features of the stomach (27–30). Albumin, prealbumin, and body mass index (BMI) are independent prognostic factors for gastric cancer (31). A low prognostic nutritional index (PNI) score before treatment was proven to be an independent risk factor for survival in advanced NSCLC patients receiving programmed cell death protein-1 (PD-1) inhibitors (32–34).

This study aimed to evaluate comprehensive clinical and pathological data, including peripheral blood inflammatory markers, tumor markers, and nutritional indices, to identify predictive biomarkers for advanced gastric cancer patients treated with PD-1/PD-L1 inhibitors. We hope to develop a robust prognostic model that enhances treatment precision and offers personalized clinical guidance. By integrating diverse biomarkers, we aim to improve patient outcomes and optimize the use of immunotherapy, ultimately refining therapeutic decision-making in advanced gastric cancer patients.




2 Methods



2.1 Study population

This retrospective study included 617 patients with advanced gastric or gastroesophageal junction cancer who received ICI treatment from January 2019 to March 2023 at The First Affiliated Hospital of Zhengzhou University, Henan Cancer Hospital, and Anyang Cancer Hospital.

The inclusion criteria for patients were as follows: (1) were over 18 years of age with histologically or cytologically confirmed gastric or gastroesophageal junction cancer; (2) had locally advanced unresectable, recurrent, or metastatic disease; (3) had undergone at least two cycles of systemic treatment based on PD-1/PD-L1 inhibitors; (4) had an Eastern Cooperative Oncology Group performance status of 0-2; (5) had at least one measurable target lesion that could be monitored by computed tomography or magnetic resonance imaging; (6) had normal vital organ function; (7) had complete clinical data, including routine blood, liver and kidney function data and tumor marker data, one week before treatment and after two treatment cycles, before PD-1/PD-L1 inhibitor treatment; and (8) had regularly scheduled follow-up data available.

The exclusion criteria were as follows: (1) patients with other primary malignancies; (2) patients without assessable lesions or who did not undergo regular efficacy evaluations; (3) patients who experienced relapse within six months after neoadjuvant or adjuvant therapy; (4) patients with a history of surgery within the last month; (5) patients with severe infections or inflammatory diseases prior to immunotherapy; (6) patients with serious heart, cerebrovascular, lung, liver, or kidney diseases or other major illnesses that would prevent tolerance to treatment; (7) patients with autoimmune diseases or other immune system deficiencies; (8) patients who were using or had a long-term history of using hematopoietic factors, hormones, or immunosuppressive drugs; (9) patients allergic to PD-1/PD-L1 inhibitors or those with metabolic disorders; (10) patients with psychiatric disorders, a history of substance abuse, or who could not discontinue such substances; and (11) pregnant or breastfeeding women.

The primary endpoints were OS and PFS, while the secondary endpoints included the objective response rate (ORR) and disease control rate (DCR). OS was defined as the time from the start of PD-1/PD-L1 inhibitor treatment to death from any cause or the last follow-up, and PFS was defined as the time from the start of treatment to the first occurrence of disease progression, death, or last follow-up. The ORR was defined as the proportion of patients who achieved complete response (CR) or partial response (PR), and the DCR was defined as the proportion of patients who achieved CR, PR, or stable disease (SD). Patient efficacy was evaluated according to the Response Evaluation Criteria in Solid Tumors version 1.1. All patients were followed up regularly after the initiation of treatment to monitor disease recurrence or progression. The final follow-up date was August 31, 2023.

This study complied with the principles of the Helsinki Declaration and relevant ethical requirements and was approved by the Ethics Committee of Scientific Research and Clinical Trials of the First Affiliated Hospital of Zhengzhou University (Approval Identifier: 2023-KY-1308-002).




2.2 Study variables

We collected the pretreatment indicators of gastric cancer patients who met the inclusion criteria as follows. The patients’ clinicopathological characteristics included sex, age, smoking history, alcohol consumption history, BMI, PD-L1 combined positive score (CPS), human epidermal growth factor receptor 2 (Her-2) expression, Ki-67 expression, pathological type, differentiation degree, and Lauren classification.

The tumor characteristics included the primary tumor location, TNM stage, sites of metastasis (e.g., liver, bone, lymph nodes, lung, peritoneum, malignant ascites), and number of metastatic sites. Treatment details included drug names, treatment regimens, treatment lines, presence of radical surgery, radiotherapy, start time of treatment, and progression time.

Hematological data included hemoglobin (Hb), platelet (PLT) count, neutrophil (Neut) count, lymphocyte (Lym) count, monocyte (Mono) count, red cell distribution width (RDW), total protein (TP), albumin (ALB), globulin (GLOB), total bilirubin (TBIL), direct bilirubin (DBIL), IBIL, CA125, CA199, CA724, and CEA. Moreover, hematological indicators were collected not only at baseline but also after two cycles of treatment.

Additionally, we calculated comprehensive indices before the first treatment and after two treatment cycles: PNI = ALB + 5 × Lym, the neutrophil-to-Lym ratio (NLR) = Neut/Lym, the platelet-to-lymphocyte ratio (PLR) = PLT/Lym, the monocyte-to-lymphocyte ratio (MLR) = Mono/Lym, the neutrophil-to-monocyte ratio (NMR) = Neut/Mono, the systemic immune-inflammation index (SII) = PLT× Neut/Lym, the neutrophil-to-lymphocyte ratio (NLPR) = Neut/Lym×PLT, the aggregate index of systemic inflammation (AISI) = Neut×PLT×Mono/Lym, the systemic inflammation response index (SIRI)= Neut×Mono/Lym, the red cell distribution width-to-albumin ratio (RAR)=RDW/ALB, the red cell distribution width-to-platelet ratio (RPR) = RDW/PLT, the red cell distribution width-to-lymphocyte ratio (RLR) = RDW/Lym, and the hemoglobin-to-platelet ratio (HPR) = Hb/PLT. Changes in tumor markers and comprehensive indices were calculated by subtracting pretreatment values from posttreatment values.




2.3 Study design and statistical analysis

The study design is shown in Figure 1. This study focused on patient survival status as the outcome variable. Receiver operating characteristic (ROC) curves were used to calculate the Youden index, and the corresponding level of each indicator at which the Youden index was maximized was taken as the optimal cutoff value. If the Youden index was not available or there was a significant difference in group size, the median was used as the cutoff. The upper limit of normal values was used as the cutoff of tumor markers. Patients were divided into high and low groups based on these values, and changes in indicators were categorized by whether values increased or decreased after immunotherapy.




Figure 1 | Flow chart of the study design.



All patients were randomly assigned to training and validation cohorts at a 7:3 ratio, and the χ2 test was applied to compare the intergroup differences. LASSO-Cox regression identified independent predictors for OS and PFS, while LASSO logistic regression identified predictors for ORR. These predictors were used to construct nomogram models for OS, PFS, and ORR. The model’s discriminative ability was assessed using ROC curves and area under the curve (AUC), and the C-index and calibration ability were evaluated using calibration plots. The net benefit of the nomogram in a clinical setting was assessed by decision curve analysis (DCA). To further evaluate the clinical benefit and utility of the nomogram model compared to the AJCC staging system, we applied the net reclassification improvement (NRI) and the integrated discrimination improvement (IDI). A positive NRI and IDI indicated improved predictive ability, while negative values indicated a decrease.

Kaplan-Meier (K-M) analysis was used for time-dependent variables to calculate median survival times and plot OS and PFS curves, with group differences compared using the log-rank test. Hazard ratios (HRs) and 95% confidence intervals (CIs) were used to quantify relative risks. All the statistical analyses were performed using R 4.3.2 software. P values less than 0.05 were considered to indicate statistical significance.





3 Results



3.1 Patient characteristics

A total of 91 variables were included in this study, and the primary patient characteristics are summarized in Table 1. The majority of patients were male; aged between 50 and 69 years; had advanced T3-4 and N2-3 stages; had M1 status; had not undergone radical surgery or radiotherapy; and had received first-line treatment. Tumor characteristics predominantly included Her-2-negative status, poor differentiation, adenocarcinoma type, and tumors located in the upper stomach. The majority of treatment drugs used were sintilimab and camrelizumab, with combination therapy mainly involving immunotherapy combined with chemotherapy. There were no significant differences in any of the indices between the training and validation cohorts. Supplementary Figure 1 presents the correlation heatmap of clinicopathological features and peripheral blood indices before and after immunotherapy for the 617 patients with advanced gastric/gastroesophageal junction cancer. Notably, a strong positive correlation was observed between pre-CA199 and post-CA199, as well as between pre-SIRI and pre-NLR.


Table 1 | Clinicopathological characteristics of the patients.






3.2 Survival outcomes and efficacy evaluation

In the total study population, the median overall survival (mOS) was 18.37 months (95% CI: 16.47 - 20.27) (Figure 2A), and the median progression-free survival (mPFS) was 7.20 months (95% CI: 6.58 - 7.83) (Figure 2B). The ORR was 31.12%, and the DCR was 90.1%. Among the patients, 1 achieved CR, 191 achieved PR, 364 had SD, and 61 experienced progressive disease (PD). The clinical and peripheral blood characteristics of the patients in the CR+PR, SD, and PD groups are detailed in Supplementary Table 1. Significant differences were observed among these groups in terms of combined treatment regimens, treatment lines, PD-L1 expression, Her-2 expression, TNM stage, metastasis status, tumor markers, nutritional indices, inflammation indices, and so on. Notably, a greater proportion of patients in the CR+PR group than in the SD and PD groups received first-line treatment.




Figure 2 | Survival outcomes in the total population (A, B) OS (A) and PFS (B) curves for the entire study population. (C, D) OS (C) and PFS (D) curves for different response groups: CR + PR, SD, and PD.



Furthermore, we investigated the correlation between early treatment response and long-term survival. The CR+PR, SD, and PD groups showed significant differences in survival, with patients who achieved CR or PR having the best OS and PFS, while those with PD had the worst outcomes (Figures 2C, D). This indicated that patients with better early treatment responses were more likely to have improved long-term survival.




3.3 Subgroup analysis based on PD-L1 expression, Her-2 status, and treatment lines

Among the 362 patients with available PD-L1 expression data, the PD-L1 CPS ≥1 group exhibited a trend toward improved survival compared to the PD-L1 CPS <1 group, although no significant differences were observed in OS or PFS (Supplementary Table 2; Figures 3A, B).




Figure 3 | K-M curves related to PD-L1 expression, Her-2 expression, treatment lines, and treatment subgroups. (A, B) OS (A) and PFS (B) for patients with a PD-L1 CPS ≥1 vs. those with a CPS <1. (C, D) OS (C) and PFS (D) for Her-2-positive patients vs. Her-2-negative patients. (E, F) OS (E) and PFS (F) for patients receiving first-line vs. second-line vs. third-line or later treatments. (G, H) OS (G) and PFS (H) for first-line treatment subgroups of patients with a PD-L1 CPS ≥1 vs. those with a CPS <1. (I, J) OS (I) and PFS (J) for first-line treatment subgroups of Her-2-positive vs. Her-2-negative patients. (K, L) OS (K) and PFS (L) for first-line treatment subgroups receiving three different combined regimens. (M, N) OS (M) and PFS (N) for Her-2-negative patients receiving different first-line treatment regimens. (O, P) OS (O) and PFS (P) for Her-2-negative patients with a PD-L1 CPS ≥1 receiving different first-line treatment regimens. (Q, R) OS (Q) and PFS (R) for Her-2-negative patients with a PD-L1 CPS <1 receiving different first-line treatment regimens. (S, T) OS (S) and PFS (T) for Her-2-positive patients receiving different first-line treatment regimens.



Among the 515 patients with available Her-2 expression data, Her-2-positive patients had significantly better OS and PFS than Her-2-negative patients (Supplementary Table 3; Figures 3C, D).

When comparing first-line, second-line, and third-line or later treatments, first-line treatment was associated with significantly better OS and PFS than second-line and third-line treatments (Supplementary Table 4; Figures 3E, F).Given the widespread use of first-line anti-PD-1/PD-L1 treatment, we analyzed the first-line treatment group. Among the 448 patients, those in the PD-L1 CPS ≥1 group had significantly better OS than did those in the CPS <1 group, but there was no difference in PFS. Her-2-positive patients had better OS and PFS than Her-2-negative patients. No significant differences in OS or PFS were found among patients receiving different combinations of immunotherapy, chemotherapy, or targeted therapy. The detailed data are shown in Figures 3G-L and Supplementary Table 5.

For the 283 Her-2-negative patients who received first-line immunotherapy combined with chemotherapy, the mOS was 18.77 months (95% CI: 15.59–21.95) (Figure 3M), the mPFS was 7.77 months (95% CI: 6.79–8.75) (Figure 3N), the ORR was 34.63% (98/283), and the DCR was 95.76% (271/283). Further subgroup analysis based on the PD-L1 CPS is detailed in Supplementary Table 6 (Figures 3O-R). Among the 45 Her-2-positive patients who received first-line immunotherapy combined with chemotherapy and targeted therapy, the mOS was 28.13 months (95% CI: 22.60-NA) (Figure 3S), the mPFS was 12.17 months (95% CI: 10.25-14.10) (Figure 3T), the ORR was 62.22% (28/45), and the DCR was 100% (45/45).




3.4 OS nomogram construction and validation

Through LASSO-Cox regression analysis (Figures 4A, B), 8 independent factors associated with OS in patients receiving immunotherapy for advanced gastric cancer were identified, including treatment line, T stage, ascites, pretreatment indirect bilirubin (pre-IBIL), post-CA125, post-CA199, post-CA724, and post-PLR (Table 2). The multivariate Cox regression analysis results are presented in a forest plot (Figure 4C). Based on these eight factors, a nomogram was constructed to evaluate the 12-month, 18-month, and 24-month OS rates (Figure 4D). Each predictor has a corresponding risk score, and the total score estimates the patient’s survival probability. T stage was the primary factor affecting OS.




Figure 4 | Selection of independent factors for OS and construction of the nomogram model (A) Overview of LASSO coefficients; (B) Selection of optimal parameters in the LASSO regression model; (C) Forest plot of multivariate Cox regression analysis results for OS; (D) Nomogram for predicting 12-month, 18-month, and 24-month OS rates.




Table 2 | Univariate and multivariate Cox regression analyses for OS.



To validate the model’s predictive accuracy, ROC curves, calibration curves, and the C-index were used. ROC curves showed AUCs for 12-month, 18-month, and 24-month OS rates of 0.759, 0.752, and 0.750, respectively, in the training cohort (Supplementary Figure 2A) and 0.749, 0.703, and 0.795, respectively, in the validation cohort (Supplementary Figure 2B), indicating excellent discriminative ability. Calibration curves confirmed that the predicted OS rates at 12, 18, and 24 months were consistent with the actual outcomes in both cohorts (Supplementary Figures 2C-H). The C-indices for the training and validation cohorts were 0.728 and 0.742, respectively, suggesting good model accuracy and precision. When the model was compared with the AJCC tumor staging system, DCA showed greater net benefit for the nomogram in both cohorts (Supplementary Figure 3). The C-index, NRI, and IDI results indicated a statistically superior ability to predict OS compared to that of the AJCC staging system (Supplementary Table 7).

Based on the nomogram scores, the population was stratified into high-risk and low-risk groups. K-M curves for OS revealed significantly better survival in the low-risk group in both cohorts, further confirming the effectiveness of the OS predictive nomogram (Figures 5A-D).




Figure 5 | K-M curves for OS and PFS risk groups. (A-D) OS K-M curves for risk groups. (A) Risk stratification based on the OS nomogram score in the training cohort. (B) OS survival curves for high-risk and low-risk groups in the training cohort. (C) Risk stratification based on the OS nomogram score in the validation cohort. (D) OS survival curves for high-risk and low-risk groups in the validation cohort. (E-H) PFS K-M curves for risk groups. (E) Risk stratification based on the PFS nomogram score in the training cohort. (F) PFS survival curves for high-risk and low-risk groups in the training cohort. (G) Risk stratification based on the PFS nomogram score in the validation cohort. (H) PFS survival curves for high-risk and low-risk groups in the validation cohort.






3.5 PFS nomogram construction and validation

Using LASSO-Cox regression analysis (Figures 6A, B), seven independent factors associated with PFS in patients receiving immunotherapy for advanced gastric cancer, namely, treatment line, T stage, number of metastatic sites, pre-IBIL, post-GLOB, post-CA125, and △CA199, were identified (Table 3). The multivariate Cox regression analysis results are presented in a forest plot (Figure 6C). Based on these seven factors, a nomogram was constructed to evaluate the 6-month, 12-month, and 18-month PFS rates (Figure 6D). T stage was the primary factor affecting PFS, followed by treatment line.




Figure 6 | Selection of independent factors for PFS and construction of the nomogram model (A) Overview of LASSO coefficients; (B) Selection of the optimal parameters in the LASSO regression model; (C) Forest plot of multivariate Cox regression analysis for PFS; (D) Nomogram for predicting 6-month, 12-month, and 18-month PFS rates.




Table 3 | Univariate and multivariate Cox regression analyses for PFS.



ROC curves and calibration curves were used to evaluate the model’s predictive ability. The ROC curves showed AUCs for 6-month, 12-month, and 18-month PFS rates of 0.764, 0.705, and 0.730, respectively, in the training cohort (Supplementary Figure 4A) and 0.730, 0.689, and 0.708, respectively, in the validation cohort (Supplementary Figure 4B). Calibration curves indicated that the predicted PFS rates at 6, 12, and 18 months were consistent with the actual outcomes in both cohorts (Supplementary Figures 4C-H). The DCA showed greater net benefit for the nomogram than for the AJCC staging system in both cohorts (Supplementary Figure 5). The C-index, NRI, and IDI results indicated that the nomogram had significantly superior clinical utility and effectiveness compared to the AJCC staging system (Supplementary Table 8).

Based on the nomogram scores, the population was stratified into high-risk and low-risk groups, with K-M curves for PFS showing significantly better survival in the low-risk group in both cohorts (Figures 5E-H).




3.6 ORR predictive model construction and evaluation

Using LASSO logistic regression analysis (Figures 7A, B), 7 independent factors associated with the ORR in patients receiving immunotherapy for advanced gastric cancer were identified, including treatment line, T stage, N stage, liver metastasis, pre-RPR, post-CA125, and △CA724 (Table 4). The multivariate logistic regression analysis results are presented in a forest plot (Figure 7C). Based on these seven predictors, a nomogram was constructed to evaluate the probability of achieving CR or PR (Figure 7D). N stage, post-CA125, liver metastasis, and △CA724 were the primary factors affecting the ORR. Each variable in the nomogram has a corresponding score, and the total score, calculated by summing all predictor scores, indicates a greater probability of achieving CR or PR with a higher total score. Earlier treatment, earlier T stage, later N stage, the presence of liver metastasis, lower pre-RPR, lower post-CA125 and decreased CA724 were associated with a greater probability of achieving CR or PR.




Figure 7 | Selection of independent factors for ORR and construction of the nomogram model (A) Overview of LASSO coefficients; (B) Selection of optimal parameters in the LASSO regression model; (C) Forest plot of multivariate logistic regression analysis results for ORR; (D) Nomogram model predicting the probability of achieving CR or PR.




Table 4 | Univariate and multivariate analysis of ORR.



To better evaluate the nomogram’s predictive value, calibration curves, ROC curves, and decision curves were plotted. Calibration curves showed that the predicted probabilities were consistent with the actual outcomes in the training and validation cohorts (Figures 8A, B). The ROC curves showed AUCs of 0.804 in the training cohort and 0.722 in the validation cohort (Figures 8C, D), indicating excellent predictive accuracy. Decision curves indicated good clinical utility of the model (Figures 8E, F). These results confirmed that the nomogram is a simple yet effective model for predicting therapeutic response in advanced gastric cancer patients receiving immunotherapy.




Figure 8 | Validation of the ORR predictive nomogram model (A, B) Calibration curves for the CR+PR rate in the training (A) and validation (B) cohorts; (C, D) ROC curves of the treatment response nomogram in the training (C) and validation (D) cohorts; (E, F) DCA curve in the training (E) and validation (F) cohorts.



According to the ORR predictive nomogram, a higher N stage and liver metastasis were paradoxically associated with a greater probability of achieving CR or PR. K-M analysis revealed no significant difference in OS among patients with different N stages (Supplementary Figure 8E), but a significant difference in PFS was observed (Supplementary Figure 9E). No significant difference in OS was found between patients with and without liver metastasis (Supplementary Figure 8F), but those without liver metastasis had significantly better PFS (Supplementary Figure 9F). Further exploration of potential causes revealed differences in clinicopathological characteristics between patients with different N stages (Supplementary Table 9) and between patients with and without liver metastasis (Supplementary Table 10). The greater proportion of patients receiving combined chemotherapy and targeted therapy due to higher PD-L1 CPS≥1 and Her-2 positivity rates, along with the greater proportion of first-line treatment in N2-3 stage patients, might explain the greater probability of achieving CR or PR in these patients. In addition, N0 patients had a significantly lower BMI than patients in other N stages, indicating poorer nutritional status, which may have affected their treatment outcomes. A greater proportion of patients with liver metastasis without peritoneal metastasis or ascites than without liver metastasis had liver metastasis, and their BMI was greater. Additionally, patients with liver metastasis had a greater prevalence of the intestinal type and a lower prevalence of the diffuse type, whereas those without liver metastasis had the opposite pattern. Previous studies have confirmed that the prognosis for diffuse-type gastric adenocarcinoma is generally worse than that for intestinal-type gastric adenocarcinoma (35).




3.7 Survival analysis

K-M analysis demonstrated survival differences for OS and PFS. OS predictors included treatment line (Figures 3E, F), T stage (Supplementary Figure 6A), ascites (Supplementary Figure 6B), pre-IBIL (Supplementary Figure 6C), post-CA125 (Supplementary Figure 6D), post-CA199 (Supplementary Figure 6E), post-CA724 (Supplementary Figure 6F), and post-PLR (Supplementary Figure 7A). Early treatment, early T stage, no ascites, and lower levels of pre-IBIL, post-CA125, post-CA199, post-CA724, and post-PLR were associated with longer OS. PFS predictors included treatment line (Figure 3), T stage (Supplementary Figure 8A), metastatic site (Supplementary Figure 9B), pre-IBIL (Supplementary Figure 9A), post-GLOB (Supplementary Figure 9C), post-CA125 (Supplementary Figure 8D), and △CA199 (Supplementary Figure 9D). Fewer metastatic sites, lower post-GLOB, and decreased △CA199 were associated with better PFS.





4 Discussion

Currently, for Her-2-negative, unresectable, advanced or recurrent gastric or gastroesophageal junction cancer patients, first-line treatment with a combination of anti-PD-1/PD-L1 therapy and chemotherapy is recommended. This recommendation is based on several large phase III clinical trials, including the ATTRACTION-4 study (36), CheckMate 649 study (37), KEYNOTE-859 study (38), ORIENT-16 study (39), and Rationale 305 study (68). In our study, for Her-2-negative patients receiving first-line immunotherapy combined with chemotherapy, the mOS and mPFS were 18.77 months and 7.77 months, respectively, with an ORR of 34.63% and a DCR of 95.76%. Although our study’s OS and PFS results were comparable to or even better than those of large phase III trials, the ORR was not as high. Since this study reflected real-world clinical practice, a high proportion of patients had distant metastases, relatively poor baseline conditions, and significant tumor burden, which may have contributed to the poor ORR observed in this study. Additionally, the superior OS results in this study may be partly explained by the fact that patients often adjust their treatment regimens and continue comprehensive therapy after the failure of first-line immunotherapy.

We also analyzed PD-L1 expression in Her-2-negative patients receiving first-line immunotherapy combined with chemotherapy. For patients with a PD-L1 CPS ≥1, the mOS was 20.87 months, the mPFS was 7.97 months, the ORR was 42.75%, and the DCR was 95.42%, outperforming the results from the CheckMate 649 and KEYNOTE-859 studies (37, 38). Currently, the role of PD-L1 expression in predicting the efficacy of immunotherapy is inconsistent. Although this study did not observe significant differences in OS or PFS between the PD-L1 CPS ≥1 and CPS <1 groups, the survival curves of the CPS ≥1 group showed a trend toward better outcomes than did those of the CPS <1 group. The CheckMate 649, KEYNOTE-859, ORIENT-16, and RATIONALE 305 studies demonstrated that nivolumab, pembrolizumab, sintilimab, and tislelizumab combined with chemotherapy provided survival benefits regardless of PD-L1 expression in the overall population. However, the ATTRACTION-4 study showed that patients with tumor cell PD-L1 expression ≥1% had shorter OS and PFS than did those with undefined or <1% PD-L1 expression. Therefore, it is still unclear whether the efficacy and survival advantage of gastric cancer immunotherapy increase with increasing PD-L1 expression levels, and the use of PD-L1 alone as a biomarker to predict immunotherapy efficacy is not accurate. A meta-analysis suggested that a PD-L1 CPS ≥1 was a critical threshold for survival benefit with immunotherapy alone, while immunotherapy combined with other therapies extended PFS and OS in all populations. In addition, the ORR was not affected by the PD-L1 CPS (40).

According to the analysis of Her-2 expression, Her-2-positive patients had significantly better OS and PFS than Her-2-negative patients, suggesting a potential benefit from combining immunotherapy with anti-Her-2 targeted therapy and chemotherapy. This hypothesis is supported by the KEYNOTE-811 study, which demonstrated that pembrolizumab combined with trastuzumab and chemotherapy significantly improved survival in advanced HER-2-positive gastric or gastroesophageal junction adenocarcinoma patients (41).

Additionally, we explored the relationship between recent treatment response and long-term survival. Patients who achieved CR or PR had significantly extended OS and PFS. The CheckMate 649 study explored the survival of patients with different response levels in the field of first-line immunotherapy for gastric cancer and revealed that Chinese patients (PD-L1 CPS ≥5) who achieved CR or PR at 18 weeks with nivolumab combined with chemotherapy had a 3-year OS rate of 37% and an mOS of 21.5 months (42). This indicated that achieving tumor shrinkage with immunotherapy likely led to longer survival. However, ORR and OS are not absolutely correlated. For example, several phase III studies in the field of gastric cancer immunotherapy have not achieved statistically significant OS benefits despite significant ORR benefits (41, 43). Additionally, the ability of different therapies to translate ORR benefits into long-term survival varies. For example, in the CheckMate 649 study, patients who achieved CR or PR in the chemotherapy group (PD-L1 CPS ≥5) had a 3-year OS rate of only 14% (44).

We observed that treatment line and T stage were independent predictors of OS, PFS, and ORR, which has been preliminarily confirmed in previous studies (45, 46). Since immunotherapy primarily enhances the antitumor immune response to kill tumor cells, theoretically, the earlier immunotherapy is applied, the better the effect. A meta-analysis of 25 clinical trials involving 20,013 patients with NSCLC also confirmed this hypothesis, showing that patients who received immunotherapy first and other treatments after failure had significantly longer OS than did those who received other treatments first and immunotherapy after failure, with a greater than 30% reduction in the risk of death (47). Our study also revealed that ascites and multiple organ metastases were associated with poor prognosis, consistent with previous studies (48). According to a Chinese subgroup analysis of the CheckMate 649 study, immunotherapy showed great therapeutic advantages for patients with peritoneal and liver metastases (42). Data from the PD-L1 CPS ≥5 subgroup showed that in the peritoneal metastasis group, nivolumab combined with chemotherapy achieved an mOS of 14.8 months, nearly three times that of the chemotherapy group; in the liver metastasis group, nivolumab combined with chemotherapy achieved an mOS of 14.3 months, nearly double that of the chemotherapy group.

In this study, several tumor markers exhibited strong predictive capabilities. Numerous studies have reported associations between baseline or dynamic serum tumor marker levels and immunotherapy efficacy (23–25, 49). Combining multiple tumor markers can increase the diagnostic sensitivity for gastric cancer and better predict its prognosis (50, 51). In a study of 146 patients with gastric cancer receiving chemotherapy or immunotherapy, CA724 was confirmed to be an independent prognostic factor for PFS and OS. The role of tumor markers in gastric cancer immunotherapy may be underreported, possibly because most studies have focused on baseline tumor marker data. In our study, meaningful data included tumor marker indices after two cycles of immunotherapy and changes before and after treatment. We found that if tumor marker levels decrease from baseline after immunotherapy, patients might achieve better treatment efficacy and survival, providing new insights for subsequent research.

Our study revealed that pre-IBIL was an independent predictor of OS and PFS. The baseline IBIL concentration has been confirmed to be an independent prognostic factor for OS in gastric cancer patients receiving ICIs or chemotherapy but has not been studied in a cohort of patients exclusively receiving immunotherapy for gastric cancer (46). This finding fills that gap. Additionally, low levels of ALB or high levels of GLOB in many types of cancer are often associated with high mortality and recurrence rates (52–55). High levels of globulin are caused by an increase in acute phase proteins and immunoglobulins and are believed to be associated with tumor proliferation, immune evasion, and distant metastasis (56). Some studies have shown that baseline GLOB is a predictor of tumor-specific survival in gastric cancer patients, but multivariate analysis did not reveal an association between globulin levels and prognosis (57). In our study, post-GLOB was an independent predictor of PFS in advanced gastric cancer patients receiving immunotherapy.

Several retrospective studies and meta-analyses have suggested that a low pretreatment PLR may be a potential favorable prognostic biomarker for the survival of patients with various cancers, including gastric cancer (49, 58–61). In patients with advanced and metastatic gastric cancer receiving immunotherapy, pretreatment PLR was significantly associated with PFS and OS (62, 63). This study revealed that the posttreatment PLR might be an independent predictor of OS, providing new ideas for future research. We speculate that a high PLR is associated with poor OS because platelet activation is present at all stages of tumor development, spread, and metastasis (64). When tumor cells enter the bloodstream, platelets aggregate on their surface, protecting tumor cells from attack by immune cells. Platelets also promote tumor metastasis and angiogenesis by releasing various growth factors, such as vascular endothelial growth factor-A, and can promote immune evasion and chemoresistance in tumor cells (17). On the other hand, an increase in lymphocytes is also associated with increased sensitivity to ICIs (65). Therefore, an elevated PLR indicates a cellular environment highly conducive to tumor growth and a poor response to immunotherapy. Notably, other inflammatory composite indices, such as the NLR, MLR, NMR, SII, NLPR, AISI, and SIRI, did not show potential for predicting treatment efficacy or survival in this study. Therefore, the practical application of inflammatory markers in the clinic should still be approached with caution.

PLT and RDW have been confirmed to be associated with the prognosis of cancer patients, but both indicators are easily affected by diseases other than tumors (66). In contrast, the RPR may be a more reliable indicator of treatment efficacy and patient prognosis and has been confirmed to reflect the severity of tumors (67). In this study, the pre-RPR was found to be an independent predictor of the ORR in patients receiving advanced gastric cancer immunotherapy, demonstrating the potential of the RPR, which is distinct from the findings of previous studies.

By collecting a large sample of real-world patient data, which includes comprehensive clinicopathological characteristics and peripheral blood indicators, our study has constructed a robust and practical model for predicting the efficacy and survival of gastric cancer patients receiving immunotherapy. We integrated both baseline and post-treatment peripheral blood data, assessing changes after two treatment cycles. This dynamic analysis provides valuable insights into the potential of blood-based biomarkers for guiding immunotherapy in gastric cancer patients. Moreover, while prior studies have predominantly focused on PFS and OS, our research uniquely addresses the ORR, offering the first nomogram prediction models related to ORR in this context. This novel aspect of our study fills a crucial gap in the current literature, further enhancing its clinical relevance.

This study also has several limitations. First, although this was a multicenter clinical study, the uneven geographic distribution of hospitals may limit the generalizability of the findings. Second, due to inconsistent routine examinations in different hospitals, the completeness of the data is limited, and there are patients with unknown PD-L1 CPS, Her-2, and Ki-67 status, which may cause statistical bias. Third, the selection of ICIs in this study was not uniform. Therefore, to obtain higher-level medical evidence, larger sample prospective studies are needed. Fourth, the follow-up time for patients in this study was relatively short, and the nomogram can predict OS rates up to 2 years. Longer follow-up periods are needed to analyze the 3-year and 5-year survival rates and long-term prognosis of patients.




5 Conclusions

This study highlights several important findings regarding the clinical outcomes of advanced gastric or gastroesophageal junction cancer patients treated with PD-1/PD-L1 inhibitors. Earlier treatment, lower T stage, absence of ascites, and lower levels of pre-IBIL, post-CA125, post-CA199, post-CA724, and post-PLR were associated with better OS. PFS was improved in patients with earlier treatment, lower T stage, fewer metastatic sites, and lower levels of pre-IBIL, post-GLOB, and post-CA125. Additionally, patients with earlier treatment, lower T and N stages, absence of liver metastases, and lower pre-RPR and post-CA125 levels were more likely to achieve a favorable objective response. Our validated nomogram model based on these indicators offers a practical tool for identifying patients most likely to benefit from immunotherapy, providing valuable clinical guidance for personalized treatment strategies.





Data availability statement

The original contributions presented in the study are included in the article/Supplementary Material. Further inquiries can be directed to the corresponding author.





Ethics statement

The studies involving humans were approved by the Ethics Committee of Scientific Research and Clinical Trials of the First Affiliated Hospital of Zhengzhou University. The studies were conducted in accordance with the local legislation and institutional requirements. The participants provided their written informed consent to participate in this study.





Author contributions

YY: Conceptualization, Data curation, Software, Visualization, Writing – original draft, Writing – review & editing. ZW: Conceptualization, Data curation, Formal analysis, Funding acquisition, Software, Visualization, Writing – original draft, Writing – review & editing. DX: Methodology, Supervision, Visualization, Writing – original draft, Writing – review & editing. LG: Supervision, Writing – original draft, Writing – review & editing. BY: Formal analysis, Supervision, Writing – original draft, Writing – review & editing. QZ: Supervision, Writing – original draft, Writing – review & editing. FW: Conceptualization, Supervision, Visualization, Writing – original draft, Writing – review & editing.





Funding

The author(s) declare financial support was received for the research, authorship, and/or publication of this article. This study received funding from the Henan Zhongyuan Medical Science and Technology Innovation and Development Foundation.




Acknowledgments

We express our gratitude to Dr. Danyang Chen for aiding in the preparation of the manuscript. We also acknowledge the support from Henan Zhongyuan Medical Science and Technology Innovation and Development Foundation.





Conflict of interest

The authors declare that the research was conducted in the absence of any commercial or financial relationships that could be construed as a potential conflict of interest.





Supplementary material

The Supplementary Material for this article can be found online at: https://www.frontiersin.org/articles/10.3389/fimmu.2024.1468342/full#supplementary-material




References

1. Sung, H, Ferlay, J, Siegel, RL, Laversanne, M, Soerjomataram, I, Jemal, A, et al. Global cancer statistics 2020: GLOBOCAN estimates of incidence and mortality worldwide for 36 cancers in 185 countries. CA Cancer J Clin. (2021) 71:209–49. doi: 10.3322/caac.21660

2. Allemani, C, Matsuda, T, Di Carlo, V, Harewood, R, Matz, M, Nikšić, M, et al. Global surveillance of trends in cancer survival 2000-14 (CONCORD-3): analysis of individual records for 37 513 025 patients diagnosed with one of 18 cancers from 322 population-based registries in 71 countries. Lancet. (2018) 391:1023–75. doi: 10.1016/s0140-6736(17)33326-3

3. Van Cutsem, E, Moiseyenko, VM, Tjulandin, S, Majlis, A, Constenla, M, Boni, C, et al. Phase III study of docetaxel and cisplatin plus fluorouracil compared with cisplatin and fluorouracil as first-line therapy for advanced gastric cancer: a report of the V325 Study Group. J Clin Oncol. (2006) 24:4991–7. doi: 10.1200/jco.2006.06.8429

4. Yamada, Y, Higuchi, K, Nishikawa, K, Gotoh, M, Fuse, N, Sugimoto, N, et al. Phase III study comparing oxaliplatin plus S-1 with cisplatin plus S-1 in chemotherapy-naïve patients with advanced gastric cancer. Ann Oncol. (2015) 26:141–8. doi: 10.1093/annonc/mdu472

5. Li, K, Zhang, A, Li, X, Zhang, H, and Zhao, L. Advances in clinical immunotherapy for gastric cancer. Biochim Biophys Acta Rev Cancer. (2021) 1876:188615. doi: 10.1016/j.bbcan.2021.188615

6. Formica, V, Morelli, C, Patrikidou, A, Shiu, KK, Nardecchia, A, Lucchetti, J, et al. A systematic review and meta-analysis of PD-1/PD-L1 inhibitors in specific patient subgroups with advanced gastro-oesophageal junction and gastric adenocarcinoma. Crit Rev Oncol Hematol. (2021) 157:103173. doi: 10.1016/j.critrevonc.2020.103173

7. Kim, H, Hong, JY, Lee, J, Park, SH, Park, JO, Park, YS, et al. Clinical sequencing to assess tumor mutational burden as a useful biomarker to immunotherapy in various solid tumors. Ther Adv Med Oncol. (2021) 13:1758835921992992. doi: 10.1177/1758835921992992

8. Kattan, MW, Karpeh, MS, Mazumdar, M, and Brennan, MF. Postoperative nomogram for disease-specific survival after an R0 resection for gastric carcinoma. J Clin Oncol. (2003) 21:3647–50. doi: 10.1200/jco.2003.01.240

9. Song, KY, Park, YG, Jeon, HM, and Park, CH. A nomogram for predicting individual survival of patients with gastric cancer who underwent radical surgery with extended lymph node dissection. Gastric Cancer. (2014) 17:287–93. doi: 10.1007/s10120-013-0270-x

10. Song, M, Zhang, Q, Song, C, Liu, T, Zhang, X, Ruan, G, et al. The advanced lung cancer inflammation index is the optimal inflammatory biomarker of overall survival in patients with lung cancer. J Cachexia Sarcopenia Muscle. (2022) 13:2504–14. doi: 10.1002/jcsm.13032

11. Namikawa, T, Munekage, E, Munekage, M, Maeda, H, Yatabe, T, Kitagawa, H, et al. Evaluation of systemic inflammatory response biomarkers in patients receiving chemotherapy for unresectable and recurrent advanced gastric cancer. Oncology. (2016) 90:321–6. doi: 10.1159/000446373

12. Miyamoto, R, Inagawa, S, Sano, N, Tadano, S, Adachi, S, and Yamamoto, M. The neutrophil-to-lymphocyte ratio (NLR) predicts short-term and long-term outcomes in gastric cancer patients. Eur J Surg Oncol. (2018) 44:607–12. doi: 10.1016/j.ejso.2018.02.003

13. Lian, L, Xia, YY, Zhou, C, Shen, XM, Li, XL, Han, SG, et al. Application of platelet/lymphocyte and neutrophil/lymphocyte ratios in early diagnosis and prognostic prediction in patients with resectable gastric cancer. Cancer biomark. (2015) 15:899–907. doi: 10.3233/cbm-150534

14. Petrillo, A, Laterza, MM, Tirino, G, Pompella, L, Ventriglia, J, Pappalardo, A, et al. Systemic-inflammation-based score can predict prognosis in metastatic gastric cancer patients before first-line chemotherapy. Future Oncol. (2018) 14:2493–505. doi: 10.2217/fon-2018-0167

15. Hirahara, T, Arigami, T, Yanagita, S, Matsushita, D, Uchikado, Y, Kita, Y, et al. Combined neutrophil-lymphocyte ratio and platelet-lymphocyte ratio predicts chemotherapy response and prognosis in patients with advanced gastric cancer. BMC Cancer. (2019) 19:672. doi: 10.1186/s12885-019-5903-y

16. Ota, Y, Takahari, D, Suzuki, T, Osumi, H, Nakayama, I, Oki, A, et al. Changes in the neutrophil-to-lymphocyte ratio during nivolumab monotherapy are associated with gastric cancer survival. Cancer Chemother Pharmacol. (2020) 85:265–72. doi: 10.1007/s00280-019-04023-w

17. Cao, W, Yao, X, Cen, D, Zhi, Y, Zhu, N, and Xu, L. The prognostic role of platelet-to-lymphocyte ratio on overall survival in gastric cancer: a systematic review and meta-analysis. BMC Gastroenterol. (2020) 20:16. doi: 10.1186/s12876-020-1167-x

18. Stares, M, Ding, TE, Stratton, C, Thomson, F, Baxter, M, Cagney, H, et al. Biomarkers of systemic inflammation predict survival with first-line immune checkpoint inhibitors in non-small-cell lung cancer. ESMO Open. (2022) 7:100445. doi: 10.1016/j.esmoop.2022.100445

19. Ye, K, Xiao, M, Li, Z, He, K, Wang, J, Zhu, L, et al. Preoperative systemic inflammation response index is an independent prognostic marker for BCG immunotherapy in patients with non-muscle-invasive bladder cancer. Cancer Med. (2023) 12:4206–17. doi: 10.1002/cam4.5284

20. Gou, M, Zhang, Y, Liu, T, Qu, T, Si, H, Wang, Z, et al. The prognostic value of pre-treatment hemoglobin (Hb) in patients with advanced or metastatic gastric cancer treated with immunotherapy. Front Oncol. (2021) 11:655716. doi: 10.3389/fonc.2021.655716

21. Gou, M, Qu, T, Wang, Z, Yan, H, Si, Y, Zhang, Y, et al. Neutrophil-to-lymphocyte ratio (NLR) predicts PD-1 inhibitor survival in patients with metastatic gastric cancer. J Immunol Res. (2021) 2021:2549295. doi: 10.1155/2021/2549295

22. Kataoka, Y, Hirano, K, Narabayashi, T, Hara, S, Fujimoto, D, Tanaka, T, et al. Carcinoembryonic antigen as a predictive biomarker of response to nivolumab in non-small cell lung cancer. Anticancer Res. (2018) 38:559–63. doi: 10.21873/anticanres.12259

23. Dal Bello, MG, Filiberti, RA, Alama, A, Orengo, AM, Mussap, M, Coco, S, et al. The role of CEA, CYFRA21-1 and NSE in monitoring tumor response to Nivolumab in advanced non-small cell lung cancer (NSCLC) patients. J Transl Med. (2019) 17:74. doi: 10.1186/s12967-019-1828-0

24. Lang, D, Horner, A, Brehm, E, Akbari, K, Hergan, B, Langer, K, et al. Early serum tumor marker dynamics predict progression-free and overall survival in single PD-1/PD-L1 inhibitor treated advanced NSCLC-A retrospective cohort study. Lung Cancer. (2019) 134:59–65. doi: 10.1016/j.lungcan.2019.05.033

25. Zhang, Z, Yuan, F, Chen, R, Li, Y, Ma, J, Yan, X, et al. Dynamics of serum tumor markers can serve as a prognostic biomarker for chinese advanced non-small cell lung cancer patients treated with immune checkpoint inhibitors. Front Immunol. (2020) 11:1173. doi: 10.3389/fimmu.2020.01173

26. Huang, J, Xiao, Y, Zhou, Y, Deng, H, Yuan, Z, Dong, L, et al. Baseline serum tumor markers predict the survival of patients with advanced non-small cell lung cancer receiving first-line immunotherapy: a multicenter retrospective study. BMC Cancer. (2023) 23:812. doi: 10.1186/s12885-023-11312-4

27. Luo, Z, Zhou, L, Balde, AI, Li, Z, He, L, ZhenWei, C, et al. Prognostic impact of preoperative prognostic nutritional index in resected advanced gastric cancer: A multicenter propensity score analysis. Eur J Surg Oncol. (2019) 45:425–31. doi: 10.1016/j.ejso.2018.09.004

28. Kim, JH, Bae, YJ, Jun, KH, and Chin, HM. Long-term trends in hematological and nutritional status after gastrectomy for gastric cancer. J Gastrointest Surg. (2017) 21:1212–9. doi: 10.1007/s11605-017-3445-7

29. Kim, YN, Choi, YY, An, JY, Choi, MG, Lee, JH, Sohn, TS, et al. Comparison of Postoperative Nutritional Status after Distal Gastrectomy for Gastric Cancer Using Three Reconstructive Methods: a Multicenter Study of over 1300 Patients. J Gastrointest Surg. (2020) 24:1482–8. doi: 10.1007/s11605-019-04301-1

30. Mizukami, T, and Piao, Y. Role of nutritional care and general guidance for patients with advanced or metastatic gastric cancer. Future Oncol. (2021) 17:3101–9. doi: 10.2217/fon-2021-0186

31. Liu, ZJ, Ge, XL, Ai, SC, Wang, HK, Sun, F, Chen, L, et al. Postoperative decrease of serum albumin predicts short-term complications in patients undergoing gastric cancer resection. World J Gastroenterol. (2017) 23:4978–85. doi: 10.3748/wjg.v23.i27.4978

32. Liu, N, Jiang, A, Zheng, X, Fu, X, Zheng, H, Gao, H, et al. Prognostic Nutritional Index identifies risk of early progression and survival outcomes in Advanced Non-small Cell Lung Cancer patients treated with PD-1 inhibitors. J Cancer. (2021) 12:2960–7. doi: 10.7150/jca.55936

33. Matsubara, T, Takamori, S, Haratake, N, Toyozawa, R, Miura, N, Shimokawa, M, et al. The impact of immune-inflammation-nutritional parameters on the prognosis of non-small cell lung cancer patients treated with atezolizumab. J Thorac Dis. (2020) 12:1520–8. doi: 10.21037/jtd.2020.02.27

34. Li, D, Yuan, X, Liu, J, Li, C, and Li, W. Prognostic value of prognostic nutritional index in lung cancer: a meta-analysis. J Thorac Dis. (2018) 10:5298–307. doi: 10.21037/jtd.2018.08.51

35. Tang, D, Ni, M, Zhu, H, Cao, J, Zhou, L, Shen, S, et al. Differential prognostic implications of gastric adenocarcinoma based on Lauren's classification: a Surveillance, Epidemiology, and End Results (SEER)-based cohort study. Ann Transl Med. (2021) 9(8):646. doi: 10.21037/atm-20-7953

36. Kang, YK, Chen, LT, Ryu, MH, Oh, DY, Oh, SC, Chung, HC, et al. Nivolumab plus chemotherapy versus placebo plus chemotherapy in patients with HER2-negative, untreated, unresectable advanced or recurrent gastric or gastro-oesophageal junction cancer (ATTRACTION-4): a randomised, multicentre, double-blind, placebo-controlled, phase 3 trial. Lancet Oncol. (2022) 23:234–47. doi: 10.1016/s1470-2045(21)00692-6

37. Janjigian, YY, Shitara, K, Moehler, M, Garrido, M, Salman, P, Shen, L, et al. First-line nivolumab plus chemotherapy versus chemotherapy alone for advanced gastric, gastro-oesophageal junction, and oesophageal adenocarcinoma (CheckMate 649): a randomised, open-label, phase 3 trial. Lancet. (2021) 398:27–40. doi: 10.1016/s0140-6736(21)00797-2

38. Rha, SY, Oh, DY, Yañez, P, Bai, Y, Ryu, MH, Lee, J, et al. Pembrolizumab plus chemotherapy versus placebo plus chemotherapy for HER2-negative advanced gastric cancer (KEYNOTE-859): a multicentre, randomised, double-blind, phase 3 trial. Lancet Oncol. (2023) 24:1181–95. doi: 10.1016/s1470-2045(23)00515-6

39. Xu, J, Jiang, H, Pan, Y, Gu, K, Cang, S, Han, L, et al. Sintilimab plus chemotherapy for unresectable gastric or gastroesophageal junction cancer: the ORIENT-16 randomized clinical trial. Jama. (2023) 330:2064–74. doi: 10.1001/jama.2023.19918

40. Xie, T, Zhang, Z, Zhang, X, Qi, C, Shen, L, and Peng, Z. Appropriate PD-L1 cutoff value for gastric cancer immunotherapy: A systematic review and meta-analysis. Front Oncol. (2021) 11:646355. doi: 10.3389/fonc.2021.646355

41. Janjigian, YY, Kawazoe, A, Bai, Y, Xu, J, Lonardi, S, Metges, JP, et al. Pembrolizumab plus trastuzumab and chemotherapy for HER2-positive gastric or gastro-oesophageal junction adenocarcinoma: interim analyses from the phase 3 KEYNOTE-811 randomised placebo-controlled trial. Lancet. (2023) 402:2197–208. doi: 10.1016/s0140-6736(23)02033-0

42. Liu, T, Bai, Y, Lin, X, Li, W, Wang, J, Zhang, X, et al. First-line nivolumab plus chemotherapy vs chemotherapy in patients with advanced gastric, gastroesophageal junction and esophageal adenocarcinoma: CheckMate 649 Chinese subgroup analysis. Int J Cancer. (2023) 152:749–60. doi: 10.1002/ijc.34296

43. Shitara, K, Van Cutsem, E, Bang, YJ, Fuchs, C, Wyrwicz, L, Lee, KW, et al. Efficacy and safety of pembrolizumab or pembrolizumab plus chemotherapy vs chemotherapy alone for patients with first-line, advanced gastric cancer: the KEYNOTE-062 phase 3 randomized clinical trial. JAMA Oncol. (2020) 6:1571–80. doi: 10.1001/jamaoncol.2020.3370

44. Janjigian, YY, Ajani, JA, Moehler, M, Shen, L, Garrido, M, Gallardo, C, et al. First-line nivolumab plus chemotherapy for advanced gastric, gastroesophageal junction, and esophageal adenocarcinoma: 3-year follow-up of the phase III checkMate 649 trial. J Clin Oncol. (2024) 42:2012–20. doi: 10.1200/jco.23.01601

45. Gou, M, Qian, N, Zhang, Y, Wei, L, Fan, Q, Wang, Z, et al. Construction of a nomogram to predict the survival of metastatic gastric cancer patients that received immunotherapy. Front Immunol. (2022) 13:950868. doi: 10.3389/fimmu.2022.950868

46. Sun, H, Chen, L, Huang, R, Pan, H, Zuo, Y, Zhao, R, et al. Prognostic nutritional index for predicting the clinical outcomes of patients with gastric cancer who received immune checkpoint inhibitors. Front Nutr. (2022) 9:1038118. doi: 10.3389/fnut.2022.1038118

47. Blumenthal, GM, Zhang, L, Zhang, H, Kazandjian, D, Khozin, S, Tang, S, et al. Milestone analyses of immune checkpoint inhibitors, targeted therapy, and conventional therapy in metastatic non-small cell lung cancer trials: A meta-analysis. JAMA Oncol. (2017) 3:e171029. doi: 10.1001/jamaoncol.2017.1029

48. Men, HT, Gou, HF, Liu, JY, Li, Q, Luo, DY, Bi, F, et al. Prognostic factors of intraperitoneal chemotherapy for peritoneal carcinomatosis of gastric cancer: A retrospective study from a single center. Oncol Lett. (2016) 11:3501–7. doi: 10.3892/ol.2016.4403

49. Chen, Y, Wen, S, Xia, J, Du, X, Wu, Y, Pan, B, et al. Association of dynamic changes in peripheral blood indexes with response to PD-1 inhibitor-based combination therapy and survival among patients with advanced non-small cell lung cancer. Front Immunol. (2021) 12:672271. doi: 10.3389/fimmu.2021.672271

50. He, CZ, Zhang, KH, Li, Q, Liu, XH, Hong, Y, and Lv, NH. Combined use of AFP, CEA, CA125 and CAl9-9 improves the sensitivity for the diagnosis of gastric cancer. BMC Gastroenterol. (2013) 13:87. doi: 10.1186/1471-230x-13-87

51. Feng, F, Tian, Y, Xu, G, Liu, Z, Liu, S, Zheng, G, et al. Diagnostic and prognostic value of CEA, CA19-9, AFP and CA125 for early gastric cancer. BMC Cancer. (2017) 17:737. doi: 10.1186/s12885-017-3738-y

52. Ikeda, S, Yoshioka, H, Ikeo, S, Morita, M, Sone, N, Niwa, T, et al. Serum albumin level as a potential marker for deciding chemotherapy or best supportive care in elderly, advanced non-small cell lung cancer patients with poor performance status. BMC Cancer. (2017) 17:797. doi: 10.1186/s12885-017-3814-3

53. Li, Q, Meng, X, Liang, L, Xu, Y, Cai, G, and Cai, S. High preoperative serum globulin in rectal cancer treated with neoadjunctive chemoradiation therapy is a risk factor for poor outcome. Am J Cancer Res. (2015) 5:2856–64.

54. Liu, X, Meng, QH, Ye, Y, Hildebrandt, MA, Gu, J, and Wu, X. Prognostic significance of pretreatment serum levels of albumin, LDH and total bilirubin in patients with non-metastatic breast cancer. Carcinogenesis. (2015) 36:243–8. doi: 10.1093/carcin/bgu247

55. Kang, SC, Kim, HI, and Kim, MG. Low serum albumin level, male sex, and total gastrectomy are risk factors of severe postoperative complications in elderly gastric cancer patients. J Gastric Cancer. (2016) 16:43–50. doi: 10.5230/jgc.2016.16.1.43

56. Du, XJ, Tang, LL, Mao, YP, Sun, Y, Zeng, MS, Kang, TB, et al. The pretreatment albumin to globulin ratio has predictive value for long-term mortality in nasopharyngeal carcinoma. PloS One. (2014) 9:e94473. doi: 10.1371/journal.pone.0094473

57. Chen, J, Zhou, Y, Xu, Y, Zhu, HY, and Shi, YQ. Low pretreatment serum globulin may predict favorable prognosis for gastric cancer patients. Tumour Biol. (2016) 37:3905–11. doi: 10.1007/s13277-015-3778-3

58. Wang, Y, Li, Y, Chen, P, Xu, W, Wu, Y, and Che, G. Prognostic value of the pretreatment systemic immune-inflammation index (SII) in patients with non-small cell lung cancer: a meta-analysis. Ann Transl Med. (2019) 7:433. doi: 10.21037/atm.2019.08.116

59. Zhang, N, Jiang, J, Tang, S, and Sun, G. Predictive value of neutrophil-lymphocyte ratio and platelet-lymphocyte ratio in non-small cell lung cancer patients treated with immune checkpoint inhibitors: A meta-analysis. Int Immunopharmacol. (2020) 85:106677. doi: 10.1016/j.intimp.2020.106677

60. Bilen, MA, Martini, DJ, Liu, Y, Lewis, C, Collins, HH, Shabto, JM, et al. The prognostic and predictive impact of inflammatory biomarkers in patients who have advanced-stage cancer treated with immunotherapy. Cancer. (2019) 125:127–34. doi: 10.1002/cncr.31778

61. Russo, A, Russano, M, FranChina, T, Migliorino, MR, Aprile, G, Mansueto, G, et al. Neutrophil-to-lymphocyte ratio (NLR), platelet-to-lymphocyte ratio (PLR), and outcomes with nivolumab in pretreated non-small cell lung cancer (NSCLC): A large retrospective multicenter study. Adv Ther. (2020) 37:1145–55. doi: 10.1007/s12325-020-01229-w

62. Gou, M, and Zhang, Y. Pretreatment platelet-to-lymphocyte ratio (PLR) as a prognosticating indicator for gastric cancer patients receiving immunotherapy. Discovery Oncol. (2022) 13:118. doi: 10.1007/s12672-022-00571-5

63. Qu, Z, Wang, Q, Wang, H, Jiao, Y, Li, M, Wei, W, et al. The effect of inflammatory markers on the survival of advanced gastric cancer patients who underwent anti-programmed death 1 therapy. Front Oncol. (2022) 12:783197. doi: 10.3389/fonc.2022.783197

64. Schlesinger, M. Role of platelets and platelet receptors in cancer metastasis. J Hematol Oncol. (2018) 11:125. doi: 10.1186/s13045-018-0669-2

65. Quigley, DA, and Kristensen, V. Predicting prognosis and therapeutic response from interactions between lymphocytes and tumor cells. Mol Oncol. (2015) 9:2054–62. doi: 10.1016/j.molonc.2015.10.003

66. Zhang, H, Liang, K, Ke, L, and Tang, S. Clinical application of red cell distribution width, mean platelet volume, and cancer antigen 125 detection in endometrial cancer. J Clin Lab Anal. (2020) 34:e23309. doi: 10.1002/jcla.23309

67. Takeuchi, H, Abe, M, Takumi, Y, Hashimoto, T, Miyawaki, M, Okamoto, T, et al. Elevated red cell distribution width to platelet count ratio predicts poor prognosis in patients with breast cancer. Sci Rep. (2019) 9:3033. doi: 10.1038/s41598-019-40024-8

68. Qiu, MZ, Oh, DY, Kato, K, Arkenau, T, Tabernero, J, Correa, MC, et al. Tislelizumab plus chemotherapy versus placebo plus chemotherapy as first line treatment for advanced gastric or gastro-oesophageal junction adenocarcinoma: RATIONALE-305 randomised, double blind, phase 3 trial. Bmj. (2024) 385:e078876. doi: 10.1136/bmj-2023-078876




Publisher’s note: All claims expressed in this article are solely those of the authors and do not necessarily represent those of their affiliated organizations, or those of the publisher, the editors and the reviewers. Any product that may be evaluated in this article, or claim that may be made by its manufacturer, is not guaranteed or endorsed by the publisher.


Copyright © 2024 Yang, Wang, Xin, Guan, Yue, Zhang and Wang. This is an open-access article distributed under the terms of the Creative Commons Attribution License (CC BY). The use, distribution or reproduction in other forums is permitted, provided the original author(s) and the copyright owner(s) are credited and that the original publication in this journal is cited, in accordance with accepted academic practice. No use, distribution or reproduction is permitted which does not comply with these terms.


OEBPS/Images/fimmu-15-1468342-g008.jpg
>

1

Observerd RISK

(g)

True positive rate
0.0 0.2 0.4 06 0.8 1.0

m

Standardized Net Benefit
00 02 04 06 08 1.0

00 %

75 %

50 %

25%

0%

AUC

Brier

fit 80.4 [76.1:84.6] 16.2 [14.3:18.1]

TR TTTITR TR TTTTT T N SR
25% 50 %

0%

0.2

Predicted Risk

0.4 0.6

False positive rate

75 %

100 %

AUC = 0.804

0.8

All

— None

1.0

—— Nomogram

N I I E N |

0.0

0.2

0.4 0.6
High Risk Threshold

0.8

1.0

100 %

75 %

50 %

Observerd RISK

25%

0%

o

True positive rate
0.0 0.2 0.4 06 0.8 1.0

M

Standardized Net Benefit
00 02 04 06 08 1.0

AUC Brier
fit 72.2 [64.6;79.8] 20.0[16.5;23.6]

T TR T W T 1T S S——
25% 50 %

0%

0.0

0.2

Predicted Risk

0.4 0.6

False positive rate

75 %

0.8

100 %

— Nomogram

All

— None

5 [ Y Y B |

0.0

0.2

0.4 0.6
High Risk Threshold

0.8

1.0

1.0





OEBPS/Text/toc.xhtml


  

    Table of Contents



    

		Cover



      		

        Analysis of the treatment efficacy and prognostic factors of PD-1/PD-L1 inhibitors for advanced gastric or gastroesophageal junction cancer: a multicenter, retrospective clinical study

      

        		

          Introduction

        



        		

          Methods

        



        		

          Results

        



        		

          Conclusions

        



        		

          1 Introduction

        



        		

          2 Methods

        

          		

            2.1 Study population

          



          		

            2.2 Study variables

          



          		

            2.3 Study design and statistical analysis

          



        



        



        		

          3 Results

        

          		

            3.1 Patient characteristics

          



          		

            3.2 Survival outcomes and efficacy evaluation

          



          		

            3.3 Subgroup analysis based on PD-L1 expression, Her-2 status, and treatment lines

          



          		

            3.4 OS nomogram construction and validation

          



          		

            3.5 PFS nomogram construction and validation

          



          		

            3.6 ORR predictive model construction and evaluation

          



          		

            3.7 Survival analysis

          



        



        



        		

          4 Discussion

        



        		

          5 Conclusions

        



        		

          Data availability statement

        



        		

          Ethics statement

        



        		

          Author contributions

        



        		

          Funding

        



        		

          Acknowledgments

        



        		

          Conflict of interest

        



        		

          Supplementary material

        



        		

          References

        



      



      



    



  



OEBPS/Images/fimmu-15-1468342-g006.jpg
A B
- o Q
o e
@ ©
c o
= o
a2 o
0 o -
ox 8
@ IS
[2}
£s g
G o
§ o
]

o7
Log Lambda
C D
Variables Hazard ratio  P-value ]
|
Line 1.41 <0.001 ) 9
Grade 0.91 0.094 E
|
Tstage 1.44 <0.001 K|
Number of metastatic sites 1.13 0.044 h
pre-IBIL 1.45 0.042 —_ —
|
post-GLOB 1.29 0.007 '..]
post-CA125 181 <0.001 b
|
ACA199 1.38 0.001 |
|
ACEA 1.2 0.057 E
0 1 2 3 4 5

Hazard ratio

8989898988888787848178737164594637312317114210

0 10 20 30 40 50 60 70 80 % 100
Points e —————————
Second line
Treatment line —t——
Firstline “Third o later line
bl 4
Tstage _—nANAA—-———————A———s
T2 ™
Yes
Ascites —
No
21380
pre-IBIL —_—
<1380
>35
post-CA125 —
35
>27
post-CA199 —
27
>69
post-CA724 —
69
2174.44
post-PLR —
<17444
Total Points e o = L =
0 20 40 60 80 100 120 140 160 180 200 220 240

12-Month Survival —————————————

09 08 07 06 05 04 03 02 01
18-Month survival S —
09 08 07 06 05 04 03 02 01
24-Month survival _—
09 08 07 06 05 04 03 02 01





OEBPS/Images/crossmark.jpg
©

2

i

|





OEBPS/Images/table2.jpg
Univariate Analysis

Multivariate Analysis

HR 95% CI HR 95% Cl
Treatment line 145 (122 - 1.72) <0.001 125 (1.02 - 1.52) 0.028
BMI 0.82 (0.69 - 0.98) 0.026 0.89 (0.74 - 1.06) 0.179
Differentiation degree 0.88 (0.77 - 1.02) 0.091 |
Lauren classification 0.92 (0.83 - 1.02) 0.099
T stage 1.43 (1.24 - 1.63) <0.001 1.33 (1.14 - 1.55) <0.001
Lymph
it — 0.65 (0.48 - 0.87) 0.004 0.90 (0.65 - 1.24) 0.509
Ascites 2.16 (1.62 - 2.89) <0.001 172 (1.24 - 2.38) 0.001
Other metastases 0.98 (0.71 - 1.35) 0.895
pre-GLOB 1.34 (0.95 - 1.90) 0.095
pre-IBIL 191 (1.29 - 2.85) 0.001 191 (1.24 - 293) 0.003
pre-MLR 145 (1.14 - 1.84) 0.002 117 (0.89 - 1.55) 0.266
pre-AISI 159 (1.19 - 2.15) 0.002 113 (0.79 - 1.61) 0.513
pre-RAR 110 (0.86 - 1.39) 0.453
post-ALB 0.74 (0.58 - 0.94) 0.014 0.80 (0.57 - 1.12) 0.192
post-GLOB 129 (1.02 - 1.64) 0.035 123 (0.96 - 1.58) 0.104
post-DBIL 123 (0.91 - 1.65) 0.178
post-CA125 224 (1.70 - 2.94) <0.001 1.46 (1.06 - 2.01) 0.022
post-CA199 179 (1.41 - 228) <0.001 1.30 (1.00 - 1.68) 0.049
post-CA724 1.85 (145 - 2.36) <0.001 158 (1.22 - 2.06) 0.001
post-PNI 0.73 (0.57 - 0.92) 0.009 1.00 (0.72 - 1.41) 0982
post-PLR 1.85 (1.46 - 2.35) <0.001 ‘ 1.43 (1.09 - 1.88) 0.009
post-RAR 1.30 (1.03 - 1.66) 0.030 | L11 (0.82 - 1.48) 0.501
post-RLR 1.35 (1.05 - 1.73) 0.018 121 (0.89 - 1.63) 0.221
/\CA199 1.44 (1.13 - 1.82) 0.003 1.25 (0.97 - 1.60) 0.080
/ANMR 125 (0.97 - 1.60) 0.082
/\RPR ‘ 0.75 (0.57 - 0.97) 0.031 1.04 (0.76 - 1.43) 0.804






OEBPS/Images/fimmu-15-1468342-g002.jpg
>

Overall Survival (%)

= All B = All
1.00 $1.00
]
0.754 S0.75
>
(7}
©
0.504 20.50
£
Ke]
0.251 20.25
o
()]
o
0.00 o 0.00
0 6 12 18 24 30 36 42 48 54 60 0 6 12 18 24 30 36
. Time (months) Time (months)
Number at risk Number at risk

Al | 617 527 285 148 72 21 7 3 2 1 0 All | 617 357 120 50 20 6 1

Efficacy == CR+PR = SD = PD

w)

Efficacy = CR+PR = SD = PD

0.50
00/ P <0.0001
— :

p < 0.0001
0 6 12 18 24 30 36 42 48 54 60 0 12 18 24 30 36

Time (months) Time (months)
Number at risk Number at risk
CR+PR| 192 176 99 56 26 9 4 1 1 1 0 CR+PR| 192 155 55 28 9
o| 364 318 177 89 45 12 3 2 1 0 0 364 202 65 22 11
61 33 9 3 1 0 0 0 0 0 0 ol 61 0 0 0 0

1.00

-
o
o

©
bt
o
o
-
o

©
N
3
o
N
(31

Overall Survival (%)
o
[¢)]
o
Progression—-free Survival (%)

o
o
o
o
o
o

oaN
o N






OEBPS/Images/table4.jpg
Univariate Analysis

HR

95% Cl

Multivariate Analysis

HR

95% Cl

P value

Treatment line
BMI

T stage

N stage

Liver metastasis

Lymph
node metastasis

Lung metastasis
Ascites
pre-RPR
post-CA125
post-CA199
A\CA199
ACA724
/\CEA

ANLR
ANMR

AARAR

040

144

0.57

146

215

3.86

173

0.40

0.42

0.42

0.64

0.54

045

048

0.37

043

2.04

(0.27 - 059)
(1.15 - 1.80)
(0.46 - 0.71)
(1.25 - 1.71)

(1,52 - 3.05)

(2.06 - 7.25)

(0.98 - 3.05)
(0.23 - 0.69)
(0.30 - 0.59)
(0.25 - 0.70)
(0.44 - 091)
(0.38 - 0.78)
(0.31 - 0.66)
(0.34 - 0.68)
(0.24 - 057)
(0.28 - 0.65)

(1.32 - 3.14)

<0.001

0.002

<0.001

<0.001

<0.001

<0.001

0.059

<0.001

<0.001

<0.001

0.014

<0.001

<0.001

<0.001

<0.001

<0.001

0.001

0.54

123

0.75

1.38

255

124

059

0.64

0.39

0.68

072

050

073

0.61

0.73

144

(0.34 - 0.86)
(0.94 - 1.59)
(0.57 - 097)
(1.09 - 1.75)

(1.67 - 391)

(0.53 - 2.89)

(0.32 - 1.11)
(0.42 - 0.98)
(0.21 - 071)
(0.45 - 1.04)
(0.47 - 1.10)
(0.32 - 0.78)
(0.48 - 1.13)
(0.35 - 1.04)
(0.42 - 127)

(0.85 - 2.45)

0.008

0.127

0.028

0.007

<0.001

0.627

0.103

0.040

0.002

0.074

0.131

0.002

0.162

0.070

0.264

0.180





OEBPS/Images/fimmu-15-1468342-g004.jpg
>

Coefficients: Response 1
-04 -0.2 0.0 02 04

0.6

Variables
Line

BMI
Tstage
Lymph node metastasis
Ascites
pre-IBIL
pre-MLR
pre-AlSI|
post-ALB
post-GLOB
post-CA125
post-CA199
post-CA724
post-PNI
post-PLR
post-RAR
post-RLR
ACA199
ARPR

Log Lambda

Hazard ratio P-value
1.25 0.028
0.89 0.179
1.33 <0.001
0.9 0.509
1.72 0.001
1.91 0.003
1.17 0.266
1.13 0.513
0.8 0.192
1.23 0.104
1.46 0.022
1.3 0.049
1.58 0.001
1 0.982
1.43 0.009
1.1 0.501
1.21 0.221
1.25 0.099
1.04 0.804

w

Binomial Deviance
,1.20 1.25 1.30 1.35 1.40 1.45 1.50

91919191908986858279757164625550413431261585210

Points 0 10 2 3 0 50 60 0 80 0 100
[ S EEEFEARF PSP PPN SRR SNSRI SN NP PR S |
Second line
: —_———
Treatment line Lo Third or later line
T3 T4
T-stage -~ -
12 ™
Yes
Ascites [
No
213.80
pre-IBIL &

post-CA125 ~ ————

post-CA199 —

post-CA724 —

=69
=174.44
post-PLR —
<174.44
Total Points g Ty T rrve e ey - . M. M|

0 20 40 60 80 100 120 140 160 180 200 220 240

——— T T
09 08 07 06 05 04 03 02 01

12-Month Survival

18-Month survival —————

09 08 07 06 05 04 03 02 01

,i|—|—|—| 24-Month survival ——————7—7—7T——7T7—

0

1

2 3
Hazard ratio

4

5

09 08 07 06 05 04 03 02 01





OEBPS/Images/table3.jpg
Univariate Analysis Multivariate Analysis

Variable
HR 95% ClI HR 95% Cl

Treatment line 153 (1.32 - 1.76) <0.001 141 (1.22 - 1.64) <0.001
Differentiation degree | 0.88 (0.79 - 0.97) 0.015 091 (0.82 - 1.02) 0.094
T stage 147 (1.33 - 1.63) <0.001 144 (1.29 - 1.60) <0.001
Number of

e 119 (1.06 - 133) 0.004 113 (1.00 - 127) 0.044
metastatic sites
pre-IBIL 1.89 (1.34 - 2.66) <0.001 145 (1.01 - 2.06) 0.042
post-GLOB 134 (112 - 1.60) 0.001 129 (1.07 - 1.55) 0.007
post-CA125 1.83 (1.47 - 2.28) <0.001 1.81 (1.44 - 2.28) <0.001
/\CA199 148 (1.24 - 1.77) <0.001 1.38 (114 - 1.68) 0.001

ACEA 135 (1.13 - 162) <0001 120 (0.99 - 1.46) 0057






OEBPS/Images/logo.jpg
, frontiers | Frontiers in Immunology





OEBPS/Images/fimmu-15-1468342-g001.jpg
Collected patients with advanced gastric or gastroesophageal Excluded (n=1990)

junction cancer treated with ICls from Jan 2019 to Mar 2023, 1. Other primary

with follow-up until Aug 31, 2023. (n =2607) malignancies (n=17)
2. No assessable lesions or

irregular evaluations (n=92)
3. Incomplete two-cycle
treatment (n=668)

4. Missing clinical data
(n=409)

5. Missing follow-up data
(n=642)

6. Others (n=162)

Training cohort Validation cohort
(n=432) (n=185)

PNI, NLR, PLT, MLR, NMR, SII, NLPR, AlSI, SIRI,
RAR, RPR, RLR and HPR were constructed

Analysis
ROC curves were used to select the best cutoff values

LASSO-univariate Cox/Logistic-multivariate Cox/
Logistic regression analyses were used to identify
the independent factors for OS, PFS and ORR

Nomogram models were established based on
the independent factors for OS, PFS and ORR

C-index, ROC curves, AUC, calibration curves, and decision curves were used to validate the
predictive value of the nomograms

C-index, DCA, NRI and IDI were used to compare the prediction performance among different models

Kaplan-Meier analysis was applied to explore the relationship between factors and survival





OEBPS/Images/fimmu-15-1468342-g007.jpg
>

Coefficients: Response 1

-9 -8 -7 -6 -5

Log Lambda
C

Variables Hazard ratio
Line 0.54

BMI 1.23

T stage 0.756

N stage 1.38
Liver metastasis 2.55
Lymph node metastasis 1.24
Ascites 0.59
pre-RPR 0.64
post-CA125 0.39
post-CA199 0.68
ACA199 0.72
ACAT24 0.5
ACEA 0.73
ANLR 0.61
ANMR 0.73
ARAR 1.44

B 898888888786868583797877747264564636342720149860

Binomial Deviance

| 0 10 20 30 40 50 60 70 80 % 100
Points bttt bttt ettt ettt cctetodtntotiad
l' Third or later line
Treatment line —_—
l ' Second line First line
™ T1-2
Tstage —,——
4 T4 T3
N1 N3
| N stage —————————————————————————————————————————————————
— No N2
l Yes
Liver metastasis _—
— No
| <007
pre-RPR )
—_— Sior
l .
— Post-CA125 _——
' >35
<0
ACAT24 _——
20
— | Total Points S A 0} A . S P 1. B ) S . o .
o 50 100 150 200 250 300 350 400 450 500 550
— Linear Predictor e ——————————————— e gy
-6 -5 -4 -3 -2 -1 o 1 2
. probability of CR+PR ————— —_——
001 0.05 01 02 03 04 05 06 07 08
um—y |
—
—

0o 1 2 3

Hazard ratio





OEBPS/Images/fimmu.2024.1468342_cover.jpg
& frontiers | Frontiers in Immunology

Analysis of the treatment efficacy and
prognostic factors of PD-1/ PD-L1 inhibitors
for advanced gastric or gastroesophageal
junction cancer: a multicenter, retrospective
clinical study





OEBPS/Images/fimmu-15-1468342-g005.jpg
A Distribution score

Denslty

-1.0 -0.5
Maximally Selected Rank Statlstlcs

PR aged 1T,

o oo

N B

o

Standardized Log-Rank Statistic

-1.0 -0.5 0.0 0.5

score

E Distribution score

100
75

z

£ 50
25
0

-1.0 -0.5
Maximally Selected Rank Statlstlcs

Mo s
oSN e,

§7_5 0 —
= 1

€50 I

g 1

B 2.5 1

50.0 | Cutpoint: -0.25
2 ~05 0.0

score
G score

Distribution

50
40
£30
820
10
0

-0.5
Maximally Selected Rank Statlstlcs

L2

Standardized Log-Rank Statistic
o =~ N W M

-0.5 0.0
score

ICutpoint: 0.49

1.0

0.5

0.5

1.0

% . -u‘-\'r"’ N
é :
24
g2
£0
» 10 -0.5 0.0 0.5
score
Cc
Distribution SEoER
40
230
220
10
-1.0 -0.5
Maximally Selected Rank Statlstlcs

:

group

- high
- low

Cutpoint: 0.42

Risk Group = High = Low

1
2 0-251p < 0.0001,

§o.oo | 1 !

0 10 20 30 40 50 60
Time

Number at risk
High |216 97 28 4 3 1

0
Low 217 143 59 11 1 0 0

3 Number of censorin:
(I T |
g I
D . )
Risk Group = High = Low
2 1.00
5075
2
6050 —===ca=-==-=-=-
T; 0.25 |
E p < 0.0007,
20001 = ! | .
0 10 20 30 40
Ti
Number at risk i
High 56 18 4 0 0
Low 128 77 25 6 1
Number of censorin
2
1LIﬁII‘JJIiLIJJlII_I_LlII_LLI_IJ
0 L
F Risk G i
L isk Groupe High e Low
= 1.00
<
'8 0.75
5 0.50{ - -
S 0251, <000 ”
£ 0.00 1
(7)) 0 10 20 30 40
Number at risk Wime
High |278 51 11 0 0
Low |155 76 19 6 1
grOUp Number of censoring
o3 Wi
H

Risk Groupe High e Low

©
2
E ) o o s—— —— —  —— —
To ‘3 0 10 Ti 20 30
Number at risk e
High |49 72 1 0
Low |135 36 7 0

Number of censoring

2
group 1 |
- high 0

- low






OEBPS/Images/table1.jpg
Characteristic

Gender

Male

Female

Age (years)
<50

50-59

60-69

=70

Smoking history
No

Yes

Alcohol history
No

Yes

Agent
Sintilimab
Camrelizumab
Tislelizumab
Toripalimab
Penpulimab
Nivolumab
Pembrolizumab
Combination
Chemotherapy
Targeted therapy

Chemotherapy +
Targeted therapy

Treatment line

First line

Second line

Third or later

Radical surgery

No

Yes

Radiotherapy

No

Yes

BMI

Underweight (<18.5)
| Normal (18.5-23.9)

Overweight (24-27.9)

Obese (>28)

PD-L1 CPS

CPS <1

CPS 21

Unknown

Her-2

Negative

Positive

Unknown

ki-67

<70%

270%

Unknown

Pathological type

Adenocarcinoma

Others

Differentiation degree

Poorly

Moderately and well

Unknown

Lauren classification

Intestinal type

Diffuse type

Mixed type

Unknown

Primary tumor site

Upper

Middle

Lower

Other

T stage

T1-T2

T3

T4

TX

N stage

NO

N1

N2

N3

M stage

Mo

M1

Liver metastasis

No

Yes

Bone metastasis

No

Yes

Lymph node metastasis

No

Yes

Lung metastasis

No

Yes

Peritoneal metastasis

No

Yes

Ascites

No

Yes

Other metastases

No

Yes

Number of
metastatic sites

Training cohort [cases (%)]

(n = 433)

308 (71.1%)

125 (28.9%)

63 (14.5%)
133 (30.7%)
141 (32.6%)

96 (22.2%)

277 (64%)

156 (36%)

330 (76.2%)

103 (23.8%)

221 (51%)
127 (29.3%)
29 (6.7%)
15 (3.5%)
17 (3.9%)
12 (2.8%)

12 (2.8%)

307 (70.9%)

30 (6.9%)

96 (22.2%)

313 (72.3%)
95 (21.9%)

25 (5.8%)

338 (78.1%)

95 (21.9%)

425 (98.2%)

8 (1.8%)

45 (10.4%)
259 (59.8%)
99 (22.9%)

30 (6.9%)

96 (22.2%)
154 (35.6%)

183 (42.3%)

291 (67.2%)
69 (15.9%)

73 (169%)

108 (24.9%)
166 (38.3%)

159 (36.7%)

406 (93.8%)

27 (6.2%)

262 (60.5%)
58 (13.4%)

113 (26.1%)

57 (13.2%)
56 (12.9%)
51 (11.8%)

269 (62.1%)

235 (54.3%)
96 (22.2%)
89 (20.6%)

13 (3%)

27 (6.2%)
141 (32.6%)
190 (43.9%)

75 (17.3%)

106 (24.5%)
34 (7.9%)
143 (33%)

150 (34.6%)

45 (10.4%)

388 (89.6%)

281 (64.9%)

152 (35.1%)

405 (93.5%)

28 (6.5%)

66 (15.2%)

367 (84.8%)

394 (91%)

39 (9%)

344 (79.4%)

89 (20.6%)

364 (84.1%)

69 (15.9%)

355 (82%)

78 (18%)

167 (38.6%)
165 (38.1%)

101 (23.3%)

Validation cohort [cases (%)]
(n = 184)

122 (66.3%)

62 (33.7%)

23 (12.5%)
71 (38.6%)
50 (27.2%)

40 (21.7%)

127 (69%)

57 (31%)

140 (76.1%)

44 (23.9%)

88 (47.8%)
57 (31%)
15 (8.2%)
8 (4.3%)

5 (2.7%)

7 (3.8%)

4(2.2%)

133 (72.3%)

18 (9.8%)

33 (17.9%)

135 (73.4%)
37 (20.1%)

12 (6.5%)

141 (76.6%)

43 (23.4%)

174 (94.6%)

10 (5.4%)

27 (14.7%)
90 (48.9%)
51 (27.7%)

16 (8.7%)

44 (23.9%)
68 (37%)

72 (39.1%)

138 (75%)
17 (9.2%)

29 (15.8%)

42 (22.8%)
73 (39.7%)

69 (37.5%)

172 (93.5%)

12 (6.5%)

101 (54.9%)
26 (14.1%)

57 (31%)

24 (13%)
24 (13%)
18 (9.8%)

118 (64.1%)

91 (49.5%)
48 (26.1%)
42 (22.8%)
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16 (8.7%)
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15 (8.2%)

142 (77.2%)

42 (22.8%)

148 (80.4%)

36 (19.6%)

149 (81%)

35 (19%)

66 (35.9%)
68 (37%)

50 (27.2%)

Total population [cases (%)]
(n = 617)

430 (69.7%)

187 (30.3%)

86 (13.9%)
204 (33.1%)
191 (31.0%)

136 (22.0%)

404 (65.5%)

213 (34.5%)

470 (76.2%)

147 (23.8%)

309 (50.1%)
184 (29.8%)
44 (7.1%)
23 (3.7%)
22 (3.6%)
19 (3.1%)

16 (2.6%)

440 (71.3%)

48 (7.8%)

129 (20.9%)

448 (72.6%)
132 (21.4%)
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599 (97.1%)

18 (2.9%)
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239 (38.7%)
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39 (6.3%)

363 (58.8%)
84 (13.6%)
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81 (13.1%)
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69 (11.2%)

387 (62.7%)

326 (52.8%)
144 (23.3%)
131 (21.2%)

16 (2.6%)

38 (6.2%)
191 (31.0%)
281 (45.5%)

107 (17.3%)

158 (25.6%)
54 (8.8%)
190 (30.8%)

215 (34.8%)

66 (10.7%)

551 (89.3%)

389 (63.0%)

228 (37.0%)

573 (92.9%)
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518 (84.0%)
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54 (8.8%)

486 (78.8%)

131 (21.2%)

512 (83.0%)

105 (17.0%)

504 (81.7%)

113 (18.3%)

233 (37.8%)
233 (37.8%)

151 (24.5%)

P

0272

0.258

0.265

1.000

0.901

0.287

0.842

0.776

0.051

0.088

0.760

0.068

0.853

1.000

0.394

0.909

0446

0.550

0219

0816

0.171

0.416

0475

0.851

0.601

0327

0.855

0.584
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