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Simple Summary: Systemic inflammation and changes in the inflammatory status are frequent
features of lung cancer. There is a close interconnection between cancer development and the clinical,
general, and inflammatory status of patients. In this paper, we evaluate a large panel of inflammatory
indexes in patients who underwent lung resection for NSCLC lung cancer; we show that pre-operative
inflammatory status strongly influences long-term prognosis in patients affected by NSCLC and
undergoing surgery.

Abstract: Systemic inflammation and changes in the inflammatory status are frequent features of
lung cancer. There is a close interconnection between cancer development and the clinical, general,
and inflammatory status of patients. In this paper, we evaluate a large panel of inflammatory indexes
in patients who underwent lung resection for NSCLC lung cancer; we show that pre-operative
inflammatory status strongly influences long-term prognosis in patients affected by NSCLC and
undergoing surgery. Our goal was to investigate if and how pre-operative inflammatory status can
influence the long-term prognosis of patients undergoing lung surgery for cancer. Materials and
Methods (2): This prospective observational study includes the agreement of all operable patients
to the study, who were referred to our department between 1 January 2017 and 30 December 2018.
The inflammatory pre-operative status of the patients was investigated by calculating albumin, CPR
(c-protein reactive), complete blood count (neutrophils, lymphocytes, platelets, hemoglobin), and
some other indexes referring to inflammatory status, namely the HALP amalgamated index, platelet-
to-lymphocyte ratio (PLR), neutrophil-to-lymphocytes ratio (NLR), systemic immune-inflammation
index (SII), and advanced lung cancer inflammation Index (ALI). The follow-up ended in November
2021. Patient overall survival was assessed using the Kaplan–Meier method. The log-rank test
was used to compare survival rates. Variables significantly associated with survival at univariate
analysis were entered int Cox multivariate analysis (stepwise mode) to assess their independent
character. Hazard ratios and their 95% confidence intervals were calculated. Variables associated with
p < 0.05 were considered significative. Results (3): We enrolled 257 patients in our study. The overall
survival of the cohort was as follows: 1 year, 96.1%; 3 year, 81.3%; and 4 year, 74.2%. Univariate
analysis showed risk factors for overall survival as follows: Thoracoscore ≥ 2 (p = 0.002); histology
(p = 0.002); HALP < 32.2 (p = 0.0002); SII ≥ 808.9 (p = 0.0004); ALI < 34.86 (p = 0.0005); NLr ≥ 2.29
(p = 0.01); hemoglobin < 13 g/dl (p = 0.01); PLR ≥ 196.1 (p = 0.005); pN+ (p < 0.0001); pleural invasion
(p = 0.0002); and presence of vascular or lymphatic tumor emboli (p = 0.0002). Multivariate Cox
analysis (stepwise model) identified Thoracoscore ≥ 2 (p = 0.02); histology, HALP < 32.2 (p = 0.004),
and pN (p < 0.0001) as independent predictors of death. Conclusion (4): Pre-operative inflammatory
status strongly influences long-term prognosis in patients affected by NSCLC and undergoing surgery.
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1. Introduction

Lung cancer is the second most frequent cancer in both sexes, but it still represents the
leading cause of cancer-related death in males and the second in females [1]. The largest
part of primary malignancy of the lung comprises non-small-cell lung cancer (NSCLC);
small-cell lung cancer (SCLC) is less common, representing between 10–15% of all primary
lung cancers [2].

Systemic inflammation and impairment of nutritional status are frequent features of
lung cancer [3,4]. These two factors are strongly correlated in patients undergoing surgery
for lung cancer, and both are related to the limited infiltration of the tumor by immune
cells [4]. Inflammatory status (pre-existent or concomitant with lung cancer) is related
to subsequent increased energy consumption and contributes to malnutrition, catabolic
processes secondary to inflammation, reduced caloric intake, and an imbalance in anabolic
and proteolytic pathways; these aspects may be responsible for fat and muscle loss and
cachexia, feeding inflammatory status, and causing a vicious cycle of these side effects [5,6].

There is, in fact, a close interconnection between cancer development and clinical, gen-
eral, and inflammatory status. Cancer arises more easily in chronically inflamed tissue [7].
Inflammatory molecules may be responsible for augmented macrophage recruitment, de-
layed neutrophil clearance, and an increase in reactive oxygen species. Chronic pulmonary
disorders cause an increased release of cytokines and growth factors that represent the
cornerstone for epithelial-to-mesenchymal transition and for the constitution of the tumor
microenvironment. Many papers have demonstrated the close link between chronic inflam-
mation/lung cancer and between cancer-related inflammation and shorter survival [8–20].

Our goal was to investigate if and how pre-operative inflammatory status influences
the long-term prognosis of patients undergoing lung surgery for cancer. In particular, we
focused not only on the role of each individual inflammatory parameter, but also on other
complex scores in order to evaluate if single parameters, alone or in association with each
other, can really influence prognosis.

2. Materials and Methods

This was a prospective observational study accepted by the Ethics committee (n.
CERC-SFCTCV-2017-1-8-20-26-9-AlMa). We analyzed the long-term outcomes of the first
part (257 patients) of a 1077 patient series, conducted between 2017 and 2021 in our
department [21] (Figure 1). The period of patient inclusion started on 1 January 2017 and
ended on 30 December 2018. Our study included all operable patients who agreed to the
study, were referred for thoracic surgery at Cochin Hospital (APHP, Assistance Publique
Hôpitaux de Paris), and affected by lung cancer. The research was conducted according
to STROBE (Strengthening the Reporting of Observational Studies in Epidemiology [22])
and TRIPOD (Transparent Reporting of a Multivariable Prediction Model for Individual
Prognosis or Diagnosis [23]) statements.

2.1. Inclusion Criteria

All patients underwent anatomic lung surgery (pneumonectomy, lobectomy/anatomic
segmentectomy, wedge resections) for lung cancer, specifically the following patients:

- patients in stage I–II (T1-3/N0-1);
- patients in stage III (T1-2/N2, single-positive mediastinal lymph node station), treated

by chemotherapy or radiotherapy before surgery.

2.2. Exclusion Criteria

Patients with contralateral mediastinal lymph nodes (N3), patients with chest wall or
mediastinal involvement and mediastinal positive lymph nodes (stage IIIB), and metastatic
patients (stage IV a, b, c) were excluded from this study. We also excluded all patients
undergoing surgery for SCLC and typical and atypical carcinoids, patients enrolled after
2018 for a shorter follow-up, and patients with incomplete pre-operative biological panels
or with a panel performed outside of our departmental laboratory.
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surgical resection for non-small-cell Lung Cancer. We included all patients undergoing anatomic 
lung resection in the period January 2017–December 2018, with pre-operative available biological 
panels performed in our departmental laboratory. 
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ing patients: 
- patients in stage I–II (T1-3/N0-1); 
- patients in stage III (T1-2/N2, single-positive mediastinal lymph node station), 

treated by chemotherapy or radiotherapy before surgery. 
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panels or with a panel performed outside of our departmental laboratory. 

2.3. Patient Inclusion and Pre-Operative Collection Data 
All patients provided written informed consent during the first consultation to par-

ticipate in the study. Before intervention, all patients underwent routine examinations, 
such as chest roentgenogram, fiberoptic bronchoscopy for mediastinal staging, con-
trast-enhanced thoracic and upper abdominal computed-tomography scan, and cerebral 
magnetic resonance imaging. Positron emission tomography scans were routinely per-
formed. Mediastinal nodes were considered negative at clinical staging if the short axis 
was less than 1 cm and there was no significant (standardized uptake value < 2.5) [18F] 
fluoro-2-deoxy-2-D-glucose uptake. In patients with proven pN2 involvement, lung re-
section was not performed. Functional assessment included spirometry and perfusion 

Figure 1. Flow chart of the study. In this study, we analyzed the long-term outcomes of the first
part (257 patients) of a 1077 patient series (January 2017–August 2021) [21], undergoing anatomical
surgical resection for non-small-cell Lung Cancer. We included all patients undergoing anatomic
lung resection in the period January 2017–December 2018, with pre-operative available biological
panels performed in our departmental laboratory.

2.3. Patient Inclusion and Pre-Operative Collection Data

All patients provided written informed consent during the first consultation to partici-
pate in the study. Before intervention, all patients underwent routine examinations, such as
chest roentgenogram, fiberoptic bronchoscopy for mediastinal staging, contrast-enhanced
thoracic and upper abdominal computed-tomography scan, and cerebral magnetic reso-
nance imaging. Positron emission tomography scans were routinely performed. Medi-
astinal nodes were considered negative at clinical staging if the short axis was less than
1 cm and there was no significant (standardized uptake value < 2.5) [18F] fluoro-2-deoxy-
2-D-glucose uptake. In patients with proven pN2 involvement, lung resection was not
performed. Functional assessment included spirometry and perfusion lung scan, yielding
calculations of predicted post-operative forced-expiratory volume in 1 s. Patients with
predicted post-operative forced-expiratory volume in 1 s exceeding 40% were considered
operable. Diffusion capacity of the lung for carbon monoxide and 6 min walking test
were taken into account. All patients underwent a pre-operative echocardiography with
assessment of the left-ventricular ejection fraction and an assessment of systolic pulmonary
pressure. For all patients, we calculated Thoracoscore at the time of hospitalization [24]
(Table 1). Thoracoscore was described in 2007 as a model for the risk of in-hospital death
among adult patients after general thoracic surgery. It uses only nine pre-operative vari-
ables (age, sex, ASA classification, performance status, dyspnea score, priority of surgery,
procedure, diagnosis, comorbidity) and is recognized as a valid clinical tool for predicting
the risk of death. Thoracoscore evaluation is easily calculated and is available online
(https://sfar.org/scores2/thoracoscore2.php, accessed on 16 March 2023).

https://sfar.org/scores2/thoracoscore2.php
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Table 1. Components of the thoracic surgery scoring system (Thoracoscore) and their association
with overall survival.

Patients (%) HR (95% CI) p Value

All patients 257 (100)
Age
<55 32 (12.5) 1.00

55–64 70 (27.2) 2.06 (0.59–7.23) 0.26
65+ 155 (60.3) 2.90 (0.90–9.37) 0.08
Sex

Males 149 (58.0) 1.00
Females 108 (42.0) 0.91 (0.54–1.56) 0.74

Performance status
0 162 (63.0) 1.00
1 75 (29.2) 1.58 (0.90–2.78) 0.11
2 17 (6.6) 2.13 (0.88–5.14) 0.09

ASA score
1 118 (45.9) 1.00
2 86 (33.5) 1.58 (0.85–2.94) 0.15
3 48 (18.7) 1.72 (0.85–3.48) 0.13

Comorbidities
None 11 (4.3) 1.00

1 37 (14.4) 1.76 (0.39–7.95) 0.46
2 58 (22.6) 0.94 (0.21–4.31) 0.94
3 151 (58.8) 1.31 (0.31–5.47) 0.71

Any (1–3) 246 (95.7) 1.28 (0.31–5.27) 0.73
Cardiovascular 80 (31.1) 0.69 (0.37–1.29) 0.25

BPCO 99 (38.5) 1.09 (0.64–1.87) 0.73
Other malignancy 91 (35.4) 1.34 (0.79–2.29) 0.28

Dyspnea scale
None 168 (65.4) 1.00

1 56 (21.8) 1.22 (0.65–2.29) 0.54
2–4 18 (7.0) 2.12 (0.93–4.80) 0.07

Intervention
Other † 238 (92.6) 1.00

Pneumonectomy 19 (7.4) 2.99 (1.41–6.34) 0.004
Thoracoscore *

<2% 155 (60.3) 1.00
>2% 100 (38.9) 2.33 (1.37–3.95) 0.002

Data are missing for the following variables: PS (n = 3); ASA (n = 5); cardiovascular disease (n = 1); dyspnea
(n = 15); * Thoracoscore (n = 2). † Lobectomy (n = 148); bilobectomy (n = 7); wedge resection (n = 8), segmentectomy
(n = 75).

2.4. Post–Operative Collected Data and Follow-Up

During hospitalization, treatment procedures and short-term outcomes were collected
using a standardized case report form. Data included use of induction chemotherapy, type
of lung resection, histologic type, main diameter of tumor, and presence of lymphovascular
emboli or perineural spreading. The presence of vascular or lymphatic tumor emboli was
assessed by standard hematoxylin and eosin staining on samples from tumor tissue and
adjacent non-tumoral lung tissue and defined as the presence of aggregates of tumor cells
inside vascular or lymphatic microvessels. Tumor stage was reattributed according to the
TNM Classification of Malignant Tumours, 8th Edition (Table 2).
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Table 2. Other factors and their association with overall survival.

Patients (%) HR (95% CI) p Value

Body mass index (BMI)
Underweight 13 (5.1) 1.58 (0.55–4.51) 0.39

Normal weight 121 (47.1) 1.00
Overweight 84 (32.7) 0.85 (0.46–1.57) 0.60

Obese 39 (15.2) 0.89 (0.40–1.95) 0.76
Smoking status

Non-smoker 41 (16.0) 1.00
Ex-smoker 152 (59.1) 1.27 (0.56–2.88) 0.57

Current smoker 63 (24.5) 1.89 (0.79–4.53) 0.15
Symptoms

No 193 (75.1) 1.00
Yes 62 (24.1) 1.78 (1.03–3.07) 0.04

FEV1 %predicted
≥80 172 (66.9) 1.00
<80 84 (32.7) 1.67 (0.98–2.85) 0.06

FEV1/FVC (Tiffeneau)
≥70 147 (57.2) 1.00
<70 98 (38.1) 1.24 (0.72–2.12) 0.44

DLCO
≥70 72 (28.0) 1.00
<70 86 (33.5) 1.86 (0.98–3.52) 0.06

Histology
ADK 188 (73.2) 1.00

Epidermoid 54 (21.0) 2.25 (1.26–4.02) 0.006
Other NSCLC * 15 (5.8) 3.71 (1.63–8.44) 0.002

Stage
I 145 (56.4) 1.00
II 57 (22.2) 2.50 (1.28–4.91) 0.008
III 55 (21.4) 4.25 (2.27–7.95) <0.0001
pN

pN0 187 (72.8) 1.00
pN1 33 (12.8) 2.41 (1.18–4.96) 0.02
pN2 33 (12.8) 4.17 (2.26–7.70) <0.0001

Pleural invasion
Pl0 164 (63.8) 1.00
Pl+ 93 (36.2) 2.78 (1.63–4.72) 0.0002

Perineural/vascular emboli
No 102 (39.7) 1.00
Yes 154 (59.9) 2.76 (1.62–4.73) 0.0002

FEV1: Forced-expiratory volume in 1 s; FEV1/FVC: Tiffeneau–Pinelli index; DLCO: diffusion capacity. Data are
missing for the following variables: smoking (n = 1); symptoms (n = 2); FEV1 (n = 1); FEV1/FVC (n = 12); DLCO
(n = 99); pN (n = 4); perineural invasion (n = 1). * 15 NSCLC (7 adeno-squamous, 4 sarcomatoid carcinomas,
4 undifferentiated carcinomas).

After surgery and discharge from the hospital, patients were reviewed for the first
time after one month in a routine post-operative consultation. Follow-up information was
obtained by telephone interview with patients or by consulting municipality registers. In
some cases, we consulted the online form of the French registry office (https://arbre.app/
insee/, accessed on 16 March 2023).

2.5. Indexes of Inflammatory Status

Inflammatory pre-operative status of the patients was investigated by the analysis of
various parameters, including albumin, prealbumin, CPR (c-protein reactive), and complete
blood count (neutrophils, lymphocytes, platelets, hemoglobin) (Table 2). Starting with
the blood count measurements, we calculated different indexes referring to inflammatory
status (Table 3) as follows:

https://arbre.app/insee/
https://arbre.app/insee/
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- platelet-to-lymphocyte ratio (PLR) and albumin multiplying lymphocytes known as
the prognostic nutritional index (PNI);

- HALP amalgamated index, which is measured as hemoglobin (g/L) x albumin (g/L)
x lymphocyte (/L)/platelet (/L);

- serum polymorpho-nuclear neutrophil-to-lymphocyte ratio (NLR);
- systemic immune-inflammation index (SII): serum platelets * neutrophil/lymphocytes;
- advanced lung cancer inflammation index (ALI): serum albumin * BMI/NLR; BMI =

weight (kg)/height (m)2.

Table 3. Serological and inflammatory markers and their association with overall survival.

Patients (%) HR (95% CI) p Value

SEROLOGICAL MARKERS
CRP

Normal (<3) 140 (54.5) 1.00
High (≥3) 113 (44.0) 1.60 (0.94–2.71) 0.08
Albumin

Low (<35) 12 (4.7) 1.87 (0.68–5.19) 0.23
Normal (≥35) 145 (56.4) 1.00
Hemoglobin

Low (<13) 88 (34.2) 1.97 (1.17–3.34) 0.01
Normal (≥13) 169 (65.8) 1.00

Platelets
Normal (<390) 243 (94.6) 1.00
High (≥390) 14 (5.4) 2.19 (0.87–5.51) 0.09
Leucocytes

Normal (<11) 231 (89.9) 1.00
High (≥11) 26 (10.1) 1.17 (0.50–2.73) 0.72

Lymphocytes
Normal (<3.8) 249 (96.9) 1.00
High (≥3.8) 8 (3.1) 0.58 (0.08–4.16) 0.58
Neutrophils

Normal (<6.8) 219 (85.2) 1.00
High (≥6.8) 38 (14.8) 1.57 (0.81–3.04) 0.18

INFLAMMATORY MARKERS
HALP
<32.2 66 (25.7) 2.78 (1.64–4.72) 0.0002
≥32.2 91 (35.4) 1.00
NLR
<2.29 101 (39.3) 1.00
≥2.29 156 (60.7) 2.14 (1.17–3.93) 0.01
PLR

<196.1 209 (81.3) 1.00
≥196.1 48 (18.7) 2.27 (1.28–4.02) 0.005

SII
<808.9 175 (68.1) 1.00
≥808.9 82 (31.9) 2.59 (1.53–4.38) 0.0004

ALI
<34.86 85 (33.1) 2.55 (1.51–4.31) 0.0005
≥34.86 172 (66.9) 1.00

Data for CRP are missing for 4 patients. CRP: c-reactive protein; HALP: hemoglobin, albumin, lymphocyte, and
platelet score; NLR: derived neutrophil-to-lymphocyte ratio; PLR: platelet-to-lymphocyte ratio; SII: systemic
immune-inflammation index; AL:, advanced lung cancer inflammation index. Cut-off values for serological
markers are based on normal ranges, while those for inflammatory markers were obtained by receiver operating
characteristic (ROC) curve analysis.

2.6. Data Analysis, Follow-Up, and Statistical Analysis

The results are expressed as the percentage for qualitative parameters and mean
SD for quantitative variables. Optimal cut-offs for continuous biological variables were
determined by Youden’s J statistic using receiver operating curve (ROC) analysis (Figure 2).
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Different cut-offs are shown in the table, which are precisely as follows: HALP, 32.2; NLR,
0.01; PLR, 196.1; SII, 808.9; and ALI, 34.86. Overall survival was calculated from the date of
surgery to the date of death, or the date of last contact with the patient. Overall survival
curves were plotted using the Kaplan–Meier method. The log-rank test was used to assess
differences in OS between groups. Hazard ratios (HRs) with 95% confidence intervals
(CIs) were calculated using the univariate Cox regression model. Multivariate stepwise
regression was then used to identify independent factors associated with OS. p-values were
two-sided and those <0.05 were considered significant. All analyses were performed with
SAS software (version 9.4, Cary, NC, USA).
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Figure 2. Receiver operating characteristic (ROC) curves for 3-year mortality of the Thoracoscore
and of selected inflammatory parameters. HALP: hemoglobin, albumin, lymphocyte, and platelet
score; NLR: derived neutrophil-to-lymphocyte ratio; PLR: platelet-to-lymphocyte ratio; SI: systemic
immune-inflammation index; ALI: advanced lung cancer inflammation index. Best cut-off values
(Youden index): HALP (32.2); NLR (2.29); PLR (196); SII (809); ALI (34.9); Thoracoscore (2.3).

3. Results

We enrolled 257 patients in our study (149 males, 108 females). The mean age was
65 years (DS 10.2). Clinical and biological data are represented in Table 1.

3.1. Pathological, Functional, and Biological Findings

The pathological post-operative findings revealed the following rates: adenocarcinoma
(188 patients, 73.2%); squamous-cell carcinoma (54 patients, 21.0%); and other NSCLC
(15 patients, 5.8%).

According to the eighth TNM, we found 145 patients with stage I (56.4%) cancer,
57 patients with stage II (22.2%) cancer, and 55 patients with stage III (21.4%) cancer. The
post-operative lymph node stage revealed pN0 in 187 patients (72.8%), pN1 in 33 patients
(12.8%), and pN2 in 33 patients (12.8%).

Analysis of pleural invasion on surgical specimen showed Pl0 in 164 patients (63.8%)
and Pl+ in 93 patients (36.2%).
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In 102 cases (39.7%), no perineural and/or vascular neoplastic emboli were found in
the specimen. In 154 (59.9%) cases, we found neoplastic perivascular emboli.

All functional and metabolic findings are reported in the table.

3.2. Thirty-Day Mortality and Post-Operative Complications

No deaths 30 days after surgery were observed. One hundred and thirty-five patients
presented minor and major complications. In particular, we observed prolonged air leaks in
80 patients, post-operative hemothorax necessitating surgical revision in 8 patients, pneu-
monia necessitating broncho-aspiration and NIV (non-invasive ventilation) in 7 patients,
respiratory failure necessitating ICU stay in 4 patients, multi-organ failure in 2 patients,
and atrial fibrillation in 34 patients.

3.3. Overall Survival, Univariate, and Multivariate Analysis

During a median observation time of 40 months (interquartile range, 33–46), 56 of
the 257 patients died. The average annual death rate was 6.9% (56/806 patient years of
observation). The overall survival of the cohort was as follows: 1 year, 96.1%; 3 year, 81.3%;
and 4 year, 74.2% (95% CI, 67.3–79.9) (Figure 3).
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Univariate analysis showed the risk factors for overall survival as follows: Thora-
coscore ≥ 2 (p = 0.002); histology (p = 0.002); HALP < 32.2 (p = 0.0002); SII ≥ 808.9
(p = 0.0004); ALI < 34.86 (p = 0.0005); NLr ≥ 2.29 (p = 0.01); hemoglobin < 13 g/dl (p = 0.01);
PLR ≥ 196.1 (p = 0.005); pN+ (p < 0.0001); pleural invasion (p = 0.0002); and presence
of vascular or lymphatic tumor emboli (p = 0.0002) (Tables 1–3). Multivariate Cox analy-
sis (stepwise mode) identified as risk factors: Thoracoscore ≥ 2 (p = 0.02); HALP < 32.2
(p = 0.004); and histology and pN+ (p < 0.0001) (Table 4, Figure 3).

Table 4. Multivariate analysis.

Parameter Values HR (95% CI) p Value

Thoracoscore ≥2% vs. <2% 1.92 (1.10–3.36) 0.02
Histology Epidermoid vs. ADK 1.43 (0.73–2.79) 0.30

Other NSCLC vs. ADK 3.57 (1.51–8.41) 0.004
Pathological N pN1 vs. pN0 2.10 (0.98–4.48) 0.06

pN2 vs. pN0 4.77 (2.53–8.98) <0.0001
HALP <32.2 vs. ≥32.2 2.30 (1.30–4.05) 0.004

ADK: adenocarcinoma; NSCLC: non-small-cell lung cancer; HALP: hemoglobin, albumin, lymphocyte, and
platelet score. Hazard ratios (HRs) and 95% confidence intervals obtained from multivariate Cox proportional-
hazards regression model with all variables fitted simultaneously.

Based on univariate and multivariate analysis, we calculated correlations between the
level of inflammatory markers and the status of lymph node involvement or disease stage.
HALP (p: 0.008), PLR (0.004), SII (<0.0001), and ALI (0.02) were associated with the more
invasive stages (Table 5).

Table 5. Correlation between inflammatory markers and tumor characteristics.

pN Stage

pN0 pN1 pN2 p-Value * I II III p-Value *

N (%) N (%) N (%) N (%) N (%)

HALP
<32.16 44 (67.7) 13 (20.0) 8 (12.3) 27 (40.9) 20 (30.3) 19 (28.8)
≥32.16 143 (76.1) 20 (10.6) 25 (13.3) 0.47 118 (61.8) 37 (19.4) 36 (18.8) 0.008
dNLR
<2.67 75 (75.8) 12 (12.1) 12 (12.1) 63 (62.4) 21 (20.8) 17 (16.8)
≥2.67 112 (72.7) 21 (13.6) 21 (13.6) 0.62 82 (52.6) 36 (23.1) 38 (24.4) 0.09
PLR

<196.1 158 (76.7) 23 (11.2) 25 (12.1) 126 (60.3) 45 (21.5) 38 (18.2)
≥196.1 29 (61.7) 10 (21.3) 8 (17.0) 0.08 19 (39.6) 12 (25.0) 17 (35.4) 0.004

SII
<723.3 134 (77.9) 18 (10.5) 20 (11.6) 113 (64.6) 34 (19.4) 28 (16.0)
≥723.3 53 (65.4) 15 (18.5) 13 (16.0) 0.08 32 (39.0) 23 (28.0) 27 (32.9) <0.0001

ALI
<34.86 57 (67.9) 14 (16.7) 13 (15.5) 38 (44.7) 24 (28.2) 23 (27.1)
≥34.86 130 (76.9) 19 (11.2) 20 (11.8) 0.18 107 (62.2) 33 (19.2) 32 (18.6) 0.02

HALP: hemoglobin, albumin, lymphocyte, and platelet score; dNLR: derived neutrophil-to-lymphocyte ratio; PLR:
platelet-to-lymphocyte ratio; SII, systemic immune-inflammation index; ALI: advanced lung cancer inflammation
index. * Mantel–Haenszel test for trend.

4. Discussion

A plethora of studies have demonstrated that there is a close interconnection between
inflammation and poor prognosis of cancer [8–20].

The most common abnormalities, linked to chronic inflammatory processes accompany-
ing neoplasia, are represented by leukocytosis, neutrophilia, thrombocytopenia, and lympho-
cytopenia. These may occur during the growth and lysis of the tumor [17,25,26]. The positive
feedback of immunoregulatory cytokines in the recruitment of tumor-associated neutrophils
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induces disease progression and increases the risk of distant metastasis; platelets also ap-
pear to have a similar role. In contrast, lymphocytes are believed to have anticancer activity;
indeed, lymphocytosis itself is considered a favorable prognostic factor [27]. Platelet count
was found to be increased in lung cancer and colorectal cancer, which indicated poor
survival outcomes [9]. Lymphocytes play an important role in defense against cancer by
inducing cytotoxic cell death and inhibiting proliferation and migration of cancer cells [10].
Hemoglobin has been reported to be a prognostic factor in cancer patients, and anemia is
associated with poor prognosis [11]. Albumin has also been demonstrated as a prognostic
factor in gastric cancer, revealing that patients with higher levels of albumin had better
prognosis than those with lower levels of albumin [12].

Changes in tumor-related inflammatory cells are strictly linked to the degree of in-
flammatory response to tumors; indeed, a higher inflammatory response often indicates a
worse prognosis. On one hand, high levels of hemoglobin, albumin, and lymphocytes may
be positively correlated with prognosis; on the other hand, high levels of platelets may be
associated with poor prognosis.

In wider terms, inflammatory status impacts the quality of life of the patients in terms
of their immune response to cancer, particularly on the metabolism of lung cancer and
of the host. It is well known that there is a close connection between the inflammatory
status and metabolic status of these patients. On one hand, there is the absence of body
reserves occurring in some lung cancers, inducing cachexia or a catabolic state favoring
cancer development; this condition (up to malnutrition) is the cause of immunodeficiency
promoting cancer progression. Thus, this cancer-related condition could be responsible
for immunity dysregulation, catabolic state, and subsequent promotion of cancer itself.
In addition, host metabolism is altered in order to produce more glucose, required by
cancer cell proliferation; anaerobic glycolysis could therefore be preferred, i.e., the Warburg
effect, and this aspect could be associated with poor differentiation and survival [28–30].
Lactates resulting from anaerobic glycolysis (the Warburg effect) could alter immune
response because they influence the uptake of glucose of cytotoxic cells in the tumoral
microenvironment. This effect could be a downregulation of CD8+ cytotoxic T-cells in the
local control of cancer progression.

In our study, we investigated not only the role of each individual inflammatory param-
eter, but also the other complex scores in order to evaluate whether single parameters, alone
or in association, could really influence long-term prognosis. Indeed, further research has
shown that a combination of these parameters can better predict a patient’s prognosis than
a single index. Among them, HALP score, calculated as Hemoglobin (g/L) × Albumin
(g/L) × Lymphocyte (/L)/Platelet (/L), was reported to be related to survival in gastric
cancer, colorectal cancer, bladder cancer, and renal cancer patients [18–20]. Chen et al.
demonstrated that the HALP index was associated with tumor size and T stage. Low
HALP was significantly associated with tumor progression and acted as an adverse prog-
nostic factor in gastric cancer [31] and lung cancer [18–20]. The neutrophil–lymphocyte
ratio (NLR) was reported as a novel serum inflammatory marker in patients with advanced
or recurrent NSCLC, treated with molecular targeted therapy or immunotherapy [32–38].
The authors reported the important role of cancer-specific cytotoxic T-cells for anticancer re-
sponse and the function of tumor-associated macrophages to promote tumor angiogenesis.
Choi et al. [14] demonstrated that a high pre-operative NLR (≥5), a marker of inflam-
mation, is associated with a decrease in RFS and OS in patients with early-stage NSCLC.
These results are in agreement with those reported by Forget [13] and Sarraf [16] who
demonstrated that, in a much smaller population of patients with stage I and II NSCLC,
a pre-operative NLR ≥ 5 was an independent risk factor for worse RFS and OS [16,17].
The platelet-to-lymphocytes ratio (PLR) and albumin multiplying lymphocytes, known as
the prognostic nutritional index (PNI), have been extensively studied in lung cancer [13].
Lokowki et al. [17] concluded that in NSCLC patients, elevated PLR (platelet–lymphocyte
ratio) values appear to be an independent prognostic factor for survival. We considered
other indexes, namely SII (systemic immune-inflammation index) or ALI (advanced lung
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cancer inflammation Index). Fournel [39] showed the strong impact of systemic inflamma-
tion on the prognosis of malignant pleural mesothelioma and a shorter survival associated
with NLR, SII, and lower ALI.

We can therefore assert that in patients affected by lung cancer, there is important
reorganization in the immune system, particularly an increase in platelets and neutrophils;
contrarily, lymphocytes tend to decrease with a subversion of the different inflammatory
parameters, such as NLR, PLR, HALP, SII, and ALI.

In our work, the strong association between the different inflammatory indexes an-
alyzed and poor prognosis clearly corroborates the other literature data. In addition, we
analyzed and correlated, for the first time, some other parameters, such as ALI, SII, and
HALP, with the long-term prognosis of resected lung cancer.

The other parameters impacting survival were the oncologic characteristics of the
tumor (stage and N status) and the presence of vascular or lymphatic tumor emboli. In the
multivariate analysis, lymph node involvement strongly influences overall survival. Lymph
node status is universally recognized as one of the main prognostic factors in lung cancer
survival, both in locally advanced, oligo-metastatic, or metastatic disease [40–43]. Indeed,
the presence of lymph node metastases (N1–N2) is a direct expression of aggressiveness in
the neoplasm and of its propensity for recurrence or distant spread.

Another variable associated with longer overall survival at univariate analysis was the
absence of lymphovascular and perineural neoplastic emboli in the lung tumor specimen.
We can consider the presence of the emboli as an indicator of aggressiveness, considered
the first step to lymphnodal or systemic spread, or even an indicator of occult metastases
in early stages of disease [44]. Our results are in accordance with other studies [43,44].

Finally, the last outcome considered to be risk factor for OS was Thoracoscore. This
is a validated multivariate model for risk of in-hospital death among adult patients after
general thoracic surgery described for the first time in 2007 [24]. It includes nine variables
as follows: age; sex; ASA classification; performance status classification; dyspnea score;
priority of surger; procedure class (pneumonectomy vs no pneumonectomy); diagnosis
group (benign or malign); and comorbidity score (0–2, =2, >2). Our results corroborate
the results of other reports [24,45], in which Thoracoscore is considered a good and useful
clinical tool for the prediction of pre-operative and midterm mortality in operated patients.

Our study presents some limitations. For example, the prospective nature of the study
allowed us to have a homogeneous cohort, with particularly detailed outcomes. Even if our
sample is large enough (257 patients), our conclusions should be corroborated by a larger-
scale evaluation. Another limitation could be the correlation between different parameters
(albumin, hemoglobin, HALP, SII, or blood count cell), impacting survival at univariate
and multivariate analysis; in order to limit this bias and reinforce our results, we calculated
HRs and 95% ICs for each outcome, confirming their negative impact on survival.

5. Conclusions

The prognosis of NCLSC is influenced by systemic inflammation. Alteration of pre-
operative inflammation indexes has an important impact on survival, and this aspect
generally corroborates the concept of a close correlation between systemic inflammation and
long-term prognosis in NSCLC. Other studies are mandatory to validate and corroborate
our results.
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Significance of Preoperative Platelet-to-Lymphocyte and Neutrophil-to-Lymphocyte Ratios in Patients Operated for Non-Small
Cell Lung Cancer. Cancer Manag Res. 2021, 13, 7795–7802. [CrossRef]

18. Zhai, B.; Chen, J.; Wu, J.; Yang, L.; Guo, X.; Shao, J.; Xu, H.; Shen, A. Predictive value of the hemoglobin, albumin, lymphocyte,
and platelet (HALP) score and lymphocyte-to-monocyte ratio (LMR) in patients with non-small cell lung cancer after radical lung
cancer surgery. Ann. Transl. Med. 2021, 9, 976. [CrossRef]

19. Yang, N.; Han, X.; Yu, J.; Shu, W.; Qiu, F.; Han, J. Hemoglobin, albumin, lymphocyte, and platelet score and neutrophil-to-
lymphocyte ratio are novel significant prognostic factors for patients with small-cell lung cancer undergoing chemotherapy.
J. Cancer Res. Ther. 2020, 16, 1134–1139.

20. Shen, X.B.; Zhang, Y.X.; Wang, W.; Pan, Y.Y. The Hemoglobin, Albumin, Lymphocyte, and Platelet (HALP) Score in Patients with
Small Cell Lung Cancer Before First-Line Treatment with Etoposide and Progression-Free Survival. Med. Sci. Monit. 2019, 29,
5630–5639. [CrossRef]

http://doi.org/10.1016/j.ccm.2019.10.001
http://www.ncbi.nlm.nih.gov/pubmed/32008623
http://doi.org/10.1016/j.jtho.2019.01.022
http://www.ncbi.nlm.nih.gov/pubmed/30763729
http://doi.org/10.1016/j.athoracsur.2019.10.041
http://www.ncbi.nlm.nih.gov/pubmed/31821808
http://doi.org/10.1371/journal.pone.0106914
http://doi.org/10.1042/cs1020353
http://doi.org/10.1038/nrc3829
http://doi.org/10.1517/14728222.2011.599801
http://doi.org/10.1158/1078-0432.CCR-14-0442
http://doi.org/10.1038/sj.bjp.0706013
http://doi.org/10.1038/nature07205
http://doi.org/10.1002/1097-0142(20010615)91:12&lt;2214::AID-CNCR1251&gt;3.0.CO;2-P
http://www.ncbi.nlm.nih.gov/pubmed/11413508
http://doi.org/10.1245/s10434-006-9093-x
http://www.ncbi.nlm.nih.gov/pubmed/17160496
http://doi.org/10.1245/s10434-013-3136-x
http://www.ncbi.nlm.nih.gov/pubmed/23884751
http://doi.org/10.1002/cam4.428
http://www.ncbi.nlm.nih.gov/pubmed/25756351
http://doi.org/10.4049/jimmunol.0903301
http://doi.org/10.1016/j.jtcvs.2008.05.046
http://doi.org/10.2147/CMAR.S317705
http://doi.org/10.21037/atm-21-2120
http://doi.org/10.12659/MSM.917968


Cancers 2023, 15, 1854 13 of 14

21. Nguyen, Y.L.; Maiolino, E.; De Pauw, V.; Prieto, M.; Mazzella, A.; Peretout, J.B.; Dechartres, A.; Baillard, C.; Bobbio, A.;
Daffré, E.; et al. Enhanced Recovery Pathway in Lung Resection Surgery: Program Establishment and Results of a Cohort Study
Encompassing 1243 Consecutive Patients. Cancers 2022, 14, 1745. [CrossRef] [PubMed]

22. Vandenbroucke, J.P.; von Elm, E.; Altman, D.G.; Gøtzsche, P.C.; Mulrow, C.D.; Pocock, S.J.; Poole, C.; Schlesselman, J.J.; Egger, M.
STROBE Initiative Strengthening the Reporting of 288 Observational Studies in Epidemiology (STROBE): Explanation and
elaboration. Int. J. Surg. 2014, 12, 1500–1524. [CrossRef] [PubMed]

23. Collins, G.S.; Reitsma, J.B.; Altman, D.G.; Moons, K.G. Transparent Reporting of a multivariable prediction model for Individual
Prognosis or Diagnosis (TRIPOD): The TRIPOD statement. Ann. Intern. Med. 2015, 162, 55–63. [CrossRef]

24. Falcoz, P.E.; Conti, M.; Brouchet, L.; Chocron, S.; Puyraveau, M.; Mercier, M.; Etievent, J.P.; Dahan, M. The Thoracic Surgery
Scoring System (Thoracoscore): Risk model for in-hospital death in 15,183 patients requiring thoracic surgery. J. Thorac. Cardiovasc.
Surg. 2007, 133, 325–332. [CrossRef]

25. Ekinci, F.; Balcik, O.Y.; Oktay, E.; Erdogan, A.P. HALP Score as a New Prognostic Index in Metastatic Renal Cell Cancer. J. Coll.
Physicians Surg. Pak. 2022, 32, 313–318. [PubMed]

26. Sahin, F.; Aslan, A.F. Relationship between inflammatory and biological markers and lung cancer. J. Clin. Med. 2018, 7, 160.
[CrossRef]

27. Wang, L.; Si, H.; Wang, J.; Feng, L.; Zhai, W.; Dong, S.; Yu, Z. Blood cell parameters as prognostic predictors of disease development
for patients with advanced non-small cell lung cancer. Oncol. Lett. 2020, 20, 1101–1110. [CrossRef]

28. Icard, P.; Shulman, S.; Farhat, D.; Steyaert, J.-M.; Alifano, M.; Lincet, H. How the Warburg effect supports aggressiveness and
drug resistance of cancer cells? Drug Resist. Updates 2018, 38, 1–11. [CrossRef]

29. Cruz-Bermúdez, A.; Vicente-Blanco, R.J.; Laza-Briviesca, R.; García-Grande, A.; Laine-Menéndez, S.; Gutiérrez, L.; Calvo, V.;
Romero, A.; Martín-Acosta, P.; García, J.M.; et al. PGC-1alpha levels correlate with survival in patients with stage III NSCLC and
may define a new biomarker to metabolism-targeted therapy. Sci. Rep. 2017, 7, 16661. [CrossRef]

30. Riester, M.; Xu, Q.; Moreira, A.; Zheng, J.; Michor, F.; Downey, R. The Warburg effect: Persistence of stem-cell metabolism in
cancers as a failure of dfferentiation. Ann. Oncol. 2018, 29, 264–270. [CrossRef]

31. Wang, X.; He, Q.; Liang, H.; Liu, J.; Xu, X.; Jiang, K.; Zhang, J. A novel robust nomogram based on preoperative hemoglobin and
albumin levels and lymphocyte and platelet counts (HALP) for predicting lymph node metastasis of gastric cancer. J. Gastrointest.
Oncol. 2021, 12, 2706–2718. [CrossRef]

32. Mezquita, L.; Auclin, E.; Ferrara, R.; Charrier, M.; Remon, J.; Planchard, D.; Ponce, S.; Ares, L.P.; Leroy, L.; Audigier-Valette, C.;
et al. Association of the Lung Immune Prognostic Index with Immune Checkpoint Inhibitor Outcomes in Patients With Advanced
Non-Small Cell Lung Cancer. JAMA Oncol. 2018, 4, 351–357. [CrossRef] [PubMed]

33. Russo, A.; Franchina, T.; Ricciardi, G.R.R.; Battaglia, A.; Scimone, A.; Berenato, R.; Giordano, A.; Adamo, V. Baseline neutrophilia,
derived neutrophil-to-lymphocyte ratio (dNLR), platelet-to-lymphocyte ratio (PLR), and outcome in non small cell lung cancer
(NSCLC) treated with Nivolumab or Docetaxel. J. Cell. Physiol. 2018, 233, 6337–6343. [CrossRef] [PubMed]

34. Kazandjian, D.; Gong, Y.; Keegan, P.; Pazdur, R.; Blumenthal, G.M. Prognostic Value of the Lung Immune Prognostic Index for
Patients Treated for Metastatic Non-Small Cell Lung Cancer. JAMA Oncol. 2019, 5, 1481–1485. [CrossRef] [PubMed]

35. Minami, S.; Ihara, S.; Komuta, K. Pretreatment Lung Immune Prognostic Index Is a Prognostic Marker of Chemotherapy and
Epidermal Growth Factor Receptor Tyrosine Kinase Inhibitor. World J. Oncol. 2019, 10, 35–45. [CrossRef] [PubMed]

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

37. Yang, Y.; Xu, H.; Yang, G.; Yang, L.; Li, J.; Wang, Y. The value of blood biomarkers of progression and prognosis in ALK-positive
patients with non-small cell lung cancer treated with crizotinib. Asia-Pac. J. Clin. Oncol. 2020, 16, 63–69. [CrossRef] [PubMed]

38. Takada, K.; Takamori, S.; Matsubara, T.; Haratake, N.; Akamine, T.; Kinoshita, F.; Ono, Y.; Wakasu, S.; Tanaka, K.; Oku, Y.; et al.
Clinical significance of preoperative inflammatory markers in non-small cell lung cancer patients: A multicenter retrospective
study. PLoS ONE 2020, 15, e0241580. [CrossRef]

39. Fournel, L.; Charrier, T.; Huriet, M.; Iaffaldano, A.; Lupo, A.; Damotte, D.; Arrondeau, J.; Alifano, M. Prognostic impact of
inflammation in malignant pleural mesothelioma: A large-scale analysis of consecutive patients. Lung Cancer 2022, 166, 221–227.
[CrossRef]

40. Asamura, H.; Chansky, K.; Crowley, J.; Goldstraw, P.; Rusch, V.W.; Vansteenkiste, J.F.; Watanabe, H.; Wu, Y.L.; Zielinski, M.;
Ball, D.; et al. International Association for the Study of Lung Cancer Staging and Prognostic Factors Committee, Advisory
Board Members, and Participating Institutions. The International Association for the Study of Lung Cancer Lung Cancer Staging
Project: Proposals for the Revision of the N Descriptors in the Forthcoming 8th Edition of the TNM Classification for Lung Cancer.
J. Thorac. Oncol. 2015, 10, 1675–1684.

41. Sato, T.; Shimada, Y.; Mimae, T.; Tsutani, Y.; Miyata, Y.; Ito, H.; Nakayama, H.; Okada, M.; Ikeda, N. The impact of pathological
lymph node metastasis with lymphatic invasion on the survival of patients with clinically node-negative non-small cell lung
cancer: A multicenter study. Lung Cancer 2021, 158, 9–14. [CrossRef] [PubMed]

42. Mazzella, A.; Loi, M.; Mansuet-Lupo, A.; Bobbio, A.; Blons, H.; Damotte, D.; Alifano, M. Clinical Characteristics, Molecular
Phenotyping, and Management of Isolated Adrenal Metastases from Lung Cancer. Clin. Lung Cancer 2019, 20, 405–411. [CrossRef]
[PubMed]

http://doi.org/10.3390/cancers14071745
http://www.ncbi.nlm.nih.gov/pubmed/35406517
http://doi.org/10.1016/j.ijsu.2014.07.014
http://www.ncbi.nlm.nih.gov/pubmed/25046751
http://doi.org/10.7326/M14-0697
http://doi.org/10.1016/j.jtcvs.2006.09.020
http://www.ncbi.nlm.nih.gov/pubmed/35148582
http://doi.org/10.3390/jcm7070160
http://doi.org/10.3892/ol.2020.11655
http://doi.org/10.1016/j.drup.2018.03.001
http://doi.org/10.1038/s41598-017-17009-6
http://doi.org/10.1093/annonc/mdx645
http://doi.org/10.21037/jgo-21-507
http://doi.org/10.1001/jamaoncol.2017.4771
http://www.ncbi.nlm.nih.gov/pubmed/29327044
http://doi.org/10.1002/jcp.26609
http://www.ncbi.nlm.nih.gov/pubmed/29672849
http://doi.org/10.1001/jamaoncol.2019.1747
http://www.ncbi.nlm.nih.gov/pubmed/31343662
http://doi.org/10.14740/wjon1179
http://www.ncbi.nlm.nih.gov/pubmed/30834050
http://doi.org/10.1016/j.cllc.2019.11.017
http://www.ncbi.nlm.nih.gov/pubmed/32245624
http://doi.org/10.1111/ajco.13284
http://www.ncbi.nlm.nih.gov/pubmed/31721468
http://doi.org/10.1371/journal.pone.0241580
http://doi.org/10.1016/j.lungcan.2022.03.014
http://doi.org/10.1016/j.lungcan.2021.05.029
http://www.ncbi.nlm.nih.gov/pubmed/34090182
http://doi.org/10.1016/j.cllc.2019.06.003
http://www.ncbi.nlm.nih.gov/pubmed/31281051


Cancers 2023, 15, 1854 14 of 14

43. Loi, M.; Mazzella, A.; Mansuet-Lupo, A.; Bobbio, A.; Canny, E.; Magdeleinat, P.; Régnard, J.F.; Damotte, D.; Trédaniel, J.;
Alifano, M. Synchronous Oligometastatic Lung Cancer Deserves a Dedicated Management. Ann. Thorac. Surg. 2019, 107,
1053–1059. [CrossRef]

44. Strano, S.; Lupo, A.; Lococo, F.; Schussler, O.; Loi, M.; Younes, M.; Bobbio, A.; Damotte, D.; Regnard, J.F.; Alifano, M. Prognostic
significance of vascular and lymphatic emboli in resected pulmonary adenocarcinoma. Ann. Thorac. Surg. 2013, 95, 1204–1210.
[CrossRef]

45. Chamogeorgakis, T.P.; Connery, C.P.; Bhora, F.; Nabong, A.; Toumpoulis, I.K. Thoracoscore predicts midterm mortality in patients
undergoing thoracic surgery. J. Thorac. Cardiovasc. Surg. 2007, 134, 883–887. [CrossRef] [PubMed]

Disclaimer/Publisher’s Note: The statements, opinions and data contained in all publications are solely those of the individual
author(s) and contributor(s) and not of MDPI and/or the editor(s). MDPI and/or the editor(s) disclaim responsibility for any injury to
people or property resulting from any ideas, methods, instructions or products referred to in the content.

http://doi.org/10.1016/j.athoracsur.2018.10.029
http://doi.org/10.1016/j.athoracsur.2012.12.024
http://doi.org/10.1016/j.jtcvs.2007.06.020
http://www.ncbi.nlm.nih.gov/pubmed/17903501

	Introduction 
	Materials and Methods 
	Inclusion Criteria 
	Exclusion Criteria 
	Patient Inclusion and Pre-Operative Collection Data 
	Post–Operative Collected Data and Follow-Up 
	Indexes of Inflammatory Status 
	Data Analysis, Follow-Up, and Statistical Analysis 

	Results 
	Pathological, Functional, and Biological Findings 
	Thirty-Day Mortality and Post-Operative Complications 
	Overall Survival, Univariate, and Multivariate Analysis 

	Discussion 
	Conclusions 
	References

