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Clinical significance of the monocyte-to-lymphocyte ratio in peripheral blood of
patients with pulmonary sarcomatoid carcinoma

DU Weijiao*,CAO Yanjiao', ZHANG Weihong’, SUN Leina®, WEI Feng‘, LIU Liang*, CAO Shui** (a. Department of Biotherapy; b.
Department of Pathology; c. Laboratory of Immunology, Cancer Hospital of Tianjin Medical University, National Clinical Research
Center for Cancer, Key Laboratory of Cancer Prevention and Therapy of Tianjin, Tianjin’s Clinical Research Center for Cancer, Key

Laboratory of Cancer Immunology and Biotherapy, Tianjin 300060, China)

[Abstract] Objective: To explore the relationship between monocyte-to-lymphocyte ratio (MLR) in peripheral blood of patients with
pulmonary sarcomatoid carcinoma (PSC) and their clinicopathological features and prognosis, and to investigate its clinical signifi-
cance. Methods: A retrospective analysis was carried out to analyze the complete case data of 80 patients with PSC from October
2010 to April 2017 in Tianjin Cancer Hospital (monocyte and lymphocyte counts of peripheral blood, clinicopathological features, and
survival follow-up). The receiver operating curve (ROC) was used to determine the best cut-off value of MLR for the prediction of over-
all survival time (OS). The patients were divided into high MLR group and low MLR group. Kaplan-Meier method was used to calcu-
late OS and draw survival curves. The Log-Rank test was used to compare the difference in OS between the two groups. The variables
with statistical significance in univariate analysis were included into the COX risk regression model to verify and calculate thehazard ra-
tio (HR)and 95% confidence interval (95%CI). Results: The absolute median values of monocytes and lymphocytes were 0.63x10°/L
and 1.84x10°/L, respectively. The best cut-off value of MLR is 0.44. Univariate analysis shows that MLR>0.44 (P<0.01), no radical sur-
gery (P<0.01), clinical stage III+IV (P<0.01), tumor maximal diameter > 3 cm (P<0.01), and LDH>247 U /L (P<0.01) are the poor
prognostic factors affecting overall survival. Multivariate analysis shows that MLR>0.44 (HR=3.554; 95%CI=1.671-6.125; P<0.01),
and clinical stage [II+1V (HR=3.275; 95%CI=2.047-9.399; P<0.01) are the independent risk factors for the overall survival of PSC, and
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radical surgery is an independent protective factor affecting the overall survival of PSC(HR=0.360; 95%CI=0.195-0.848; P<0.01). Con-

clusion: High MLR is an independent risk factor for poor prognosis in patients with PSC.

[Key words] monocyte-to-lymphocyte ratio(MLR); pulmonary sarcomatoid carcinoma(PSC); overall survival(OS); prognosis
[Chin J Cancer Biother, 2018, 25(10): 1055-1059. DOI:10.3872/j.issn.1007-385X.2018.10.013]
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Tab.1 Relationship between MLR and clinical features of patients with PSC, and univariate analysis of variables predicting OS

MLR Univariate analysis
Clinical feature n(%) B Median OS
XEs P 95%CI P
(Month)
Gender
Male 50(78.1) 0.356+0.197 0.581 6.0 2.646-9.354 0.265
Female 14(21.9 0.405+0.418 12.0 8.502-15.498
Age(t/a)
<60 23(35.9) 0.402+0.265 0.928 8.0 4.478-11.522 0.198
260 41(64.1) 0.358+0.212 9.3 0.000-21.520
Smoking
No 18(28.1) 0.403+0.285 0.905 4.0 2.004-5.996 0.013"
Yes 46(71.9) 0.354+0.212 12.0 5.444-18.556
Tumor stage
-1 26(40.6) 0.349+0.246 0.119 NR NR <0.001"
mI-1v 38(59.4) 0.408+0.318 6.0 3.330-8.670
ALB[ps/(g- L]
240 41(64.1) 0.290+0.200 <0.001" 12.0 1.613-22.387 0.067
<40 23(35.9) 0.494+0.335 8.0 4.900-11.100
LDH[ Z/(U-L")]
<247 51(79.7) 12.0 2.824-21.176 <0.001"
>247 11(17.2) 35 2.286-4.714
Undetected 2(3.1)
Diameter (D/cm)
<3 13(20.3) NR NR 0.045°
>3 51(79.7 8.0 5.896-10.104
Radical operation
No 300(46.9) 6.0 2.908-9.092 <0.001"
Yes 34(53.1) 33.0 4.384-61.616
MLR
<0.44 41(64.1) 17.0 6.174-27.826 <0.001"
20.44 23(35.9) 5.0 2.670-7.330
NR: Not reached. ; "Statistically significant
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Fig.1 Survival curve of 64 PSC patients and survival
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Tab.2 The multivariate analysis of variables predicting OS of patients

Factor B SE Wald P Exp(B) 95% CI
MLR 1.268 0.340 13.880 <0.001 3.554 1.671-6.125
Tumor stage 1.186 0.410 8.359 0.004 3.275 2.047-9.399
Radical operation -1.023 0.386 7.026 0.008 0.360 0.195-0.848
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