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Purpose: We aimed to develop and to validate a novel nomogram based on inflammatory markers to preoperatively predict
microvascular invasion (MVI) in patients with solitary primary hepatocellular carcinoma (HCC).
Patients and Methods: Data from 658 patients with solitary primary HCC who underwent hepatectomy at the First Affiliated
Hospital of Zhengzhou University from June 2018 to October 2021 were retrospectively analyzed. Patients were divided into training
(n=441) and validation (n=217) cohorts according to surgical data. Independent risk factors for MVI were identified via univariate and
multivariate logistic regression analyses in the training cohort. A novel nomogram was developed based on the independent risk
factors identified. Its accuracy was evaluated using a calibration curve and concordance index (C-index). The predictive value was
evaluated using the receiver operating characteristic (ROC) curve and decision curve analysis (DCA).
Results: Preoperative alpha-fetoprotein >969 µg/L (P<0.001), tumor size (P=0.002), neutrophil >1.8×109/L (P=0.002), gamma-
glutamyl transpeptidase-to-platelet ratio (GPR) >0.32 (P=0.001), aspartate aminotransferase-to-platelet ratio (APR) >0.18
(P<0.001), gamma-glutamyl transpeptidase-to-albumin ratio (GAR) >2.30 (P=0.001), and gamma-glutamyl transpeptidase-to-
lymphocyte ratio >29.58 (P<0.001) were identified as preoperative independent risk factors for MVI and were used to establish
the nomogram. The C-index of the training and validation cohorts were 0.788 (95% confidence interval [CI]: 0.744–0.831) and
0.735 (95% CI: 0.668–0.802), respectively. The calibration curve analysis revealed that the standard curve fit well with the predicted
curve. ROC curve analysis demonstrated high efficiency of the nomogram. DCA verified that the nomogram had notable clinical
value.
Conclusion: Preoperative GPR >0.32, APR >0.18, and GAR >2.30 were independent risk factors for MVI in patients with solitary
primary HCC, suggesting their utility as preoperative predictors of MVI. The novel nomogram developed and validated in this study
may aid in determining optimal therapeutic approaches for patients with solitary HCC at risk for MVI.
Keywords: hepatocellular carcinoma, microvascular invasion, preoperative prediction, nomogram

Introduction
Hepatocellular carcinoma (HCC) is one of the most common cancers and is the third leading cause of cancer-related
death worldwide.1 In China, HCC accounts for 85–90% of primary liver cancers.2 Surgical resection is the first choice for
the treatment of HCC, although the recurrence rate 5 years after resection is greater than 50% due to generally high rates
of recurrence and metastasis.3 Microvascular invasion (MVI) refers to the presence of cancer cell clusters in blood
vessels lined with endothelial cells, which are most pronounced in the branch of the portal vein (including the
intracapsular blood vessels) under microscopic observation.2 Many studies have shown that MVI is an independent
risk factor for postoperative recurrence and death in patients with HCC.4,5 Preoperative diagnosis of MVI is of great
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significance to surgeons given that it may aid them in selecting more appropriate therapies and improving patient
prognosis.

MVI is a histopathological diagnosis that depends on the examination of surgically resected specimens and is difficult
to determine before surgery. Studies have shown that the tumor microenvironment plays an important role in the growth,
invasion, and metastasis of HCC cells.6 Inflammatory cytokines are key factors in the regulation of the tumor micro-
environment, as they can promote tumor cell proliferation and enhance invasion, metastasis, and angiogenesis.7 In recent
years, several studies have used a combination of different routine laboratory inflammatory markers to predict MVI
before surgery. Previous studies have demonstrated that some preoperative inflammatory markers can be used to predict
MVI in patients with HCC, such as the neutrophil-to-lymphocyte ratio (NLR),8 platelet-to-lymphocyte ratio (PLR),9

alkaline phosphatase (ALT)-to-lymphocyte ratio (ALR),10 gamma-glutamyl transpeptidase (GGT)-to-lymphocyte ratio
(GLR),11 and lymphocyte-to-monocyte ratio (LMR).12 Recently, some studies have reported that the GGT-to-platelet
ratio (GPR),13 aspartate aminotransferase (AST)-to-platelet ratio (APR),14 and GGT-to-albumin ratio (GAR)15 are
independent risk factors that influence the prognosis of patients with HCC after surgery. However, no studies have
explored whether preoperative GPR, APR, and GAR levels can be used to predict MVI. Some imaging features are also
used to predict MVI, such as peritumoral enhancement,16,17 peritumoral hypointensity in the hepatobiliary phase18,19 and
18F-FDG-Uptake on PET.20 Inflammatory markers are derived from routine blood tests, which are simpler, faster and
cheaper than imaging examination. Although many researchers have explored the preoperative diagnosis of MVI using
imaging features and serum biomarkers, there is no unified method for predicting MVI before surgery. Before the
identification of molecular targets, it may be valuable to develop a model for predicting MVI before surgery based on
comprehensive clinical indicators. Presently, nomograms that integrate different prognostic variables are widely used to
predict the probability of clinical events. However, few studies have used nomograms to predict the probability of MVI
in patients with solitary primary HCC before surgery, and only one or two inflammatory markers have been included;
thus, their predictive values have yet to be evaluated. To date, no study has developed a nomogram that includes all
existing inflammatory markers.

In this study, we focused on inflammatory markers and aimed to investigate the value of preoperative GPR, APR, and
GAR levels for the prediction of MVI in patients with solitary primary HCC and to develop a nomogram for predicting
MVI by combining the most significant inflammatory markers with other potential factors.

Materials and Methods
Patients
We retrospectively analyzed the clinical data of patients with solitary primary HCC who underwent hepatectomy at the
First Affiliated Hospital of Zhengzhou University from June 2018 to October 2021. This study was conducted in
compliance with the Declaration of Helsinki and was approved by the Research Ethics Committee of the First
Affiliated Hospital of Zhengzhou University, and informed consent was obtained from all patients.

The inclusion criteria were (1) solitary tumor, (2) liver function of Child-Pugh A or B, (3) completion of surgical
resection, and (4) postoperative pathological diagnosis of HCC. The exclusion criteria were as follows: (1) positive
surgical margin and postoperative pathological diagnosis of non-HCC, (2) trans-arterial chemoembolization, radio-
frequency ablation, radiotherapy, chemotherapy or any anti-cancer-treatment performed preoperatively, (3) extrahepatic
metastasis, (4) complications such as infectious diseases, immune system diseases, or blood system diseases, (5) HCC
with macrovascular invasion (MAI), and (6) incomplete clinical data. The diagnostic criteria for MVI included the
presence of cancer cell clusters in blood vessels lined with endothelial cells, which are most pronounced in the branch of
the portal vein (including the intracapsular blood vessels) under microscopic observation.2

Determination of Cut-off Values for the Variables
We analyzed the results of routine, preoperative blood biochemical tests performed closest the date of surgery, and the
pathological indices were recorded for the training cohort based on postoperative pathological reports. The cut-off values
of continuous variables in this study were determined by the reference ranges. Considering the significant variation of
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alpha-fetoprotein (AFP) value in patients, the optimal cut-off values of AFP and other inflammatory markers were
determined by the receiver operating characteristic (ROC) curve and maximum Youden index. GPR was defined as GGT
(U/L)/platelet (109/L). APR was defined as AST (U/L)/platelet (109/L). GAR was defined as GGT (U/L)/albumin (g/L).
NLR was defined as neutrophils (109/L)/lymphocyte (109/L). GLR was defined as GGT (U/L)/lymphocyte (109/L). PLR
was defined as platelet (109/L)/lymphocyte (109/L). ALR was defined as alkaline phosphatase (U/L)/lymphocyte (109/L),
and LMR was defined as lymphocyte (109/L)/monocyte (109/L). The cut-off values of them were also determined by the
receiver operating characteristic (ROC) curve and maximum Youden index. Differences were considered statistically
significant at P<0.05.

Statistical Analyses
Continuous variables are reported as means±standard deviations (SDs) or medians (first quartile [Q1], third quartile [Q3]),
and categorical variables are reported as numbers. The original data were analyzed using SPSS 26.0 (IBM, Armonk,
NY). Continuous variables were transformed to categorical variables according to the cut-off values. Univariate logistic
regression analyses were used to identify the risk factors for MVI in patients with solitary HCC. The risk factors (P<0.10)
and other factors that were considered clinically relevant were selected to be input into a multivariate logistic regression
model using the stepwise method. The variance inflation factor (VIF) was calculated to measure the multicollinearity of
the regression model. Based on the results, R 3.6.3 (R Foundation for Statistical Computing, Vienna, Austria) was used to
establish the nomogram. The concordance index (C-index) with 1000 bootstrap samples was used to quantify the
discrimination of the nomogram. The calibration curve and ROC curve were used to measure the accuracy of the
nomogram. In addition, we used decision curve analysis (DCA) to evaluate the clinical value and net benefits of the novel
nomogram. Differences were considered statistically significant at P<0.05.

Results
Basic Characteristics
A total of 658 patients who underwent hepatectomy at the First Affiliated Hospital of Zhengzhou University were
enrolled during the study period. They comprised 436 males and 222 females with an average age of 55 (range, 27–81)
years. The patients were divided into two cohorts: 441 patients from June 2018 to June 2020 were classified into the
training cohort, and 217 from June 2020 to October 2021 were classified into the validation cohort. The clinical
characteristics of the two cohorts are shown in Table 1. The imaging data, including tumor size, tumor number and
Hepatocirrhosis, derived from the contrast-enhanced CT report before surgery. Among the 411 patients in the training
cohort, 208 had MVI and 233 did not. Among the 217 patients in the validation cohort, 103 had MVI and 114 did not.

Cut-off Values of the Variables in the Training Cohort
The ROC curve showed that the cut-off values for predicting MVI for AFP, GPR, APR, GAR, NLR, and GLR in patients
with solitary HCC before surgery were 969, 0.32, 0.18, 2.30, 1.98, and 29.58, respectively; the areas under the curve
(AUCs) were 0.614 (95% confidence interval [CI]: 0.562–0.667, P<0.001), 0.632 (95% CI: 0.580–0.684, P<0.001), 0.604
(95% CI: 0.551–0.657, P<0.001), 0.622 (95% CI: 0.570–0.674, P<0.001), 0.565 (95% CI: 0.511–0.618, P=0.019) and
0.692 (95% CI: 0.643–0.741, P<0.001), respectively (Figure 1, Table 2).

Preoperative Independent Risk Factors for MVI in the Training Cohort
In the univariate logistic regression analysis, white blood cell (WBC) count >3.5×109/L, GGT >58 U/L, AST >40 U/L,
AFP >969 µg/L; platelet >125×109/L; albumin >35 g/L, tumor size (cm), neutrophil >1.8×109/L, GPR >0.32, APR
>0.18, GAR >2.30, NLR >1.98, and GLR >29.58 were identified as preoperative risk factors for MVI in patients with
solitary HCC. After multivariate logistic regression analysis, only AFP >969 µg/L (odds ratio [OR]=3.147, 95% CI:
1.905–5.199, P<0.001), tumor size (OR=1.143, 95% CI: 1.052–1.240, P=0.002), neutrophil >1.8×109/L (OR=3.761, 95%
CI: 1.627–8.696, P=0.002), GPR >0.32 (OR=2.637, 95% CI: 1.487–4.675, P=0.001), APR >0.18 (OR=2.576, 95% CI:
1.514–4.381, P<0.001), GAR >2.30 (OR=3.400, 95% CI: 1.600–7.226, P=0.001), and GLR >29.58 (OR=7.037, 95% CI:
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Table 1 Clinical Characteristics of the Two Cohorts

Variables Training Cohort Validation Cohort

(n=441) (n=217)

Age 55.02±10.55 54.71±10.05

Sex

Male 187 (42.4%) 35 (16.1%)

Female 254 (57.6%) 182 (83.9%)

Child-Pugh

A 235 (53.3%) 119 (54.8%)

B 206 (46.7%) 98 (45.2%)

HBsAg

Negative 400 (46.7%) 198 (91.2%)

Positive 41 (9.3%) 19 (8.8%)

Hepatocirrhosis

No 316 (71.7%) 159 (73.3%)

Yes 125 (28.3%) 58 (26.7%)

WBC (×109/L) 5.29 (4.40, 7.20) 5.15 (4.22, 5.95)

GGT (U/L) 48.50 (28.75, 89.25) 63.00 (24.75, 104.75)

ALP (U/L) 82.50 (68.00, 102.25) 91.00 (71.00, 116.5)

AST (U/L) 32.00 (23.00, 54.50) 29.00 (20.00, 47.25

ALT (U/L) 31.00 (21.00, 57.25) 28.50 (19.00, 49.50

AFP (µg/L) 317.50 (28.00, 2454.00) 308.80 (16.54, 1794.50)

Platelet (×109/L) 153.00 (112.00, 183.00) 138.00 (91.00, 165.50)

Albumin (g/L) 40.85 (37.93, 43.25) 39.00 (35.98, 43.33)

Prothrombin time (s) 11.30 (10.60, 12.20) 11.110 (10.57, 12.18)

Tumor size (cm) 5.55 (3.50, 7.50) 5.00 (3.00, 8.00)

Monocyte (×109/L) 0.44 (0.36, 0.63) 0.46 (0.35, 0.54)

Neutrophil (×109/L) 3.16 (2.45, 4.45) 2.92 (2.20, 3.77)

Lymphocyte (×109/L) 1.40 (0.99, 1.78) 1.46 (1.12, 1.81)

Total bilirubin (µmol/L) 12.60 (8.35, 16.44) 10.60 (7.60, 14.23)

GPR 0.35 (0.20, 0.68) 0.52 (0.17, 1.02)

APR 0.23 (0.14, 0.42) 0.24 (0.15, 0.41)

GAR 1.17 (0.68, 2.29) 1.72 (0.61, 2.64)

NLR 2.17 (1.63, 3.12) 1.96 (1.43, 3.15)

GLR 37.38 (21.41, 81.31) 42.94 (16.40, 92.28)

(Continued)
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3.403–14.549, P<0.001) were identified as preoperative independent risk factors for MVI in patients with solitary HCC
(Table 3). The VIF for each risk factor was less than 2.5; therefore, the regression model did not exist multicollinearity.

Development and Validation of the Novel Nomogram for the Preoperative Prediction
of MVI
Based on the results of the multivariate logistic regression analysis in the training cohort, we selected neutrophil, AFP,
GPR, APR, GAR, GLR, and tumor size to develop a nomogram for the preoperative prediction of MVI in patients with
solitary HCC. The nomogram is presented in Figure 2. The total points for the nomogram can be calculated by summing
the points for each factor, and the probability of MVI can be estimated from the total number of points. We found that the
predictive model of the nomogram had good predictive ability. The C-index of the training and validation cohorts were
0.788 (95% CI: 0.744–0.831) and 0.735 (95% CI: 0.668–0.802), respectively. The analysis of the calibration curves for

Table 1 (Continued).

Variables Training Cohort Validation Cohort

(n=441) (n=217)

ALR 62.65 (42.72, 95.65) 58.86 (43.83, 104.60)

PLR 105.44 (77.12, 157.15) 96.63 (64.72, 123.61)

LMR 3.09 (2.11, 4.17) 3.25 (2.39, 4.00)

Abbreviations: WBC, White blood cell; GGT, gamma-glutamyl transpeptidase; ALP, alkaline phosphatase; AST,
aspartate aminotransferase; ALT, alanine aminotransferase; AFP, alpha-fetoprotein; GPR, GGT-to-platelet ratio; APR,
AST-to-platelet ratio; GAR, GGT-to-albumin ratio; NLR, neutrophil-to-lymphocyte ratio; GLR, GGT-to-lymphocyte
ratio; ALR, ALP-to-lymphocyte ratio; PLR, platelet-to-lymphocyte ratio; LMR, lymphocyte-to-monocyte ratio.

Figure 1 The receiver operating characteristic (ROC) curve for GPR, APR, NLR, ALR, PLR, AFP, LMR, GAR, and GLR for predicting MVI before surgery.
Abbreviations: GPR, gamma-glutamyl transpeptidase-to-platelet ratio; APR, aspartate aminotransferase-to-platelet ratio; NLR, neutrophil-to-lymphocyte ratio; ALR,
alkaline phosphatase-to-lymphocyte ratio; PLR, platelet-to-lymphocyte ratio; AFP, alpha-fetoprotein; LMR, lymphocyte-to-monocyte ratio; GAR, gamma-glutamyl transpep-
tidase-to-albumin ratio; GLR, gamma-glutamyl transpeptidase-to-lymphocyte ratio; MVI, microvascular invasion.
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the training and validation cohorts showed that the standard curve fit well with the predicted curve, indicating agreement
between the observed frequency and predicted probability of MVI (Figure 3). The ROC curve analysis of the total points
in the training cohort indicated that the cut-off value of the nomogram was 240 points when the Youden index was at its
maximum, and the corresponding probability of MVI was 39%. In the training cohort, the sensitivity, specificity, positive
predictive value, and negative predictive value were 83.7%, 66.1%, 68.8%, and 81.9%, respectively, when the nomogram
was used to distinguish between the presence and absence of MVI. These values were 74.5%, 66.7%, 63.1%, and 77.4%,
respectively, in the validation cohort, indicating that the nomogram had a high prediction accuracy for MVI (Figure 4,
Table 4). DCA revealed that the prediction model had a high net benefit in almost the entire range of threshold
probability, indicating that the novel nomogram has notable clinical application (Figure 5).

Discussion
In this study, we developed and validated a novel nomogram that involved GLR, GPR, APR, and GAR for the
preoperative prediction of MVI in patients with solitary primary HCC. Our findings indicated that 47.3% cases of
solitary primary HCC were complicated by MVI. Furthermore, the risk of MVI was 2.637 times higher in patients with
GPR >0.32 than in patients with GPR ≤0.32, 2.576 times higher in patients with APR >0.18 than in patients with APR
≤0.18, and 3.400 times higher in patients with GAR >2.30 than in patients with GAR ≤2.30. The specific biological
mechanisms underlying elevated levels of GPR, APR, and GAR in patients with solitary primary HCC with MVI remain
unclear, they may be related to the following: (1) GGT plays an important role in the occurrence, vascular invasion, and
metastasis of HCC,21 (2) platelets are involved in almost every step in the development of cancer,22 (3) the proliferation
of tumor cells requires energy through glutamine metabolism, which requires the participation of AST,23 and (4) albumin
reflects the nutritional status and immune function of the human body, and it can inhibit the development of liver cancer
through its impact on growth-controlling kinases.24 Thus, increases in GPR, APR, and GAR in patients with HCC may
accelerate tumor growth and increase its invasiveness while simultaneously decreasing the body’s defenses, thereby
increasing the probability of developing MVI.

Neutrophil count, as a routine laboratory marker, has been proved to be a valuable predictor for the prognosis of
HCC.25 We found that neutrophil count was an independent risk factor for the preoperative prediction of MVI, which is
consistent with the results of Wang et al’s study.26 The multivariate logistic regression analysis indicated that the risk of
MVI was 3.147 times higher in patients with AFP >969 µg/L than in patients with lower AFP levels. For every 1-cm
increase in tumor size, the risk of MVI increased by 13.8%. AFP and tumor size were independent risk factors for MVI
in patients with solitary HCC. Cho et al27 found that larger tumor sizes in patients with solitary HCC were associated

Table 2 Value of Preoperative AFP, GPR, APR, and GAR in the Diagnosis of MVI

Indicator AUC 95% CI Sensitivity Specificity Cut-off value P-value

AFP 0.614 0.562–0.667 0.418 0.567 969.00 <0.001

GPR 0.632 0.580–0.684 0.707 0.584 0.32 <0.001

APR 0.604 0.551–0.657 0.745 0.498 0.18 <0.001

GAR 0.622 0.570–0.674 0.370 0.839 2.30 <0.001

NLR 0.565 0.511–0.618 0.611 0.536 1.98 0.019

GLR 0.692 0.643–0.741 0.784 0.545 29.58 <0.001

ALR 0.544 0.498–0.598 / / / 0.110

PLR 0.485 0.431–0.539 / / / 0.587

LMR 0.451 0.397–0.505 / / / 0.074

Abbreviations: AUC, area under the receiver operating characteristic curve; AFP, alpha-fetoprotein; GPR, gamma-glutamyl transpeptidase-to-platelet ratio; APR, aspartate
aminotransferase-to-platelet ratio; GAR, gamma-glutamyl transpeptidase-to-albumin ratio; NLR, neutrophil-to-lymphocyte ratio; GLR, GGT-to-lymphocyte ratio; ALR, ALP-
to-lymphocyte ratio; PLR, platelet-to-lymphocyte ratio; LMR, lymphocyte-to-monocyte ratio.
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Table 3 Univariate and Multivariate Logistic Regression Analysis of MVI in Patients with Solitary Hepatocellular Carcinoma in the
Training Cohort

Variables Univariate Analysis Multivariate Analysis

OR (95% CI) P-value OR (95% CI) P-value

Age

≤60 Reference

>60 0.924 (0.617–1.385) 0.702

Sex

Female Reference

Male 1.373 (0.815–2.313) 0.234

Child-Pugh

A Reference

B 0.865 (0.593–1.262) 0.451

HBsAg

Negative Reference

Positive 1.074 (0.565–1.043) 0.828

Hepatocirrhosis

NO Reference

YES 0.954 (0.630–1.445) 0.825

WBC

≤3.5×109/L Reference

>3.5×109/L 2.274 (1.060–4.876) 0.035

GGT

≤58 U/L Reference

>58 U/L 1.913 (1.304–2.805) 0.001

ALP

≤40 U/L Reference

>40 U/L 2.259 (0.434–11.769) 0.333

AST

≤40 U/L Reference

>40 U/L 1.706 (1.154–2.520) 0.007

ALT

≤40 U/L Reference

>40 U/L 1.286 (0.863–1.916) 0.216

AFP

≤969 µg/L Reference

(Continued)
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Table 3 (Continued).

Variables Univariate Analysis Multivariate Analysis

OR (95% CI) P-value OR (95% CI) P-value

>969 µg/L 3.577 (2.302–5.557) <0.001 3.147 (1.905–5.199) <0.001

Platelet

≤125×109/L Reference

>125×109/L 0.673 (0.452–1.002) 0.051

Albumin

≤35 g/L Reference

>35 g/L 0.586 (0.344–1.000) 0.050

Prothrombin time

≤14 s Reference

>14 s 1.796 (0.821–3.929) 0.142

Tumor size (cm) 1.194 (1.114–1.279) <0.001 1.143 (1.052–1.240) 0.002

Monocyte

≤0.1×109/L Reference

>0.1×109/L 1.220 (0.781–1.906) 0.383

Neutrophil

≤1.8×109/L Reference

>1.8×109/L 2.704 (1.280–5.174) 0.009 3.761 (1.627–8.696) 0.002

Lymphocyte

≤1.1×109/L Reference

>1.1×109/L 0.898 (0.588–1.373) 0.620

Total bilirubin

≤25 µmol/L Reference

>25 µmol/L 1.722 (0.690–4.299) 0.244

GPR

≤0.32 Reference

>0.32 3.227 (2.176–4.786) <0.001 2.637 (1.487–4.675) 0.001

APR

≤0.18 Reference

>0.18 2.939 (1.938–4.459) <0.001 2.576 (1.514–4.381) 0.001

GAR

≤2.30 Reference

>2.30 2.924 (1.875–4.560) <0.001 3.400 (1.600–7.226) 0.001

(Continued)
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with a higher probability of MVI, which is consistent with the results of this study. Kaibori et al28 reported that an
increase in the AFP level was an independent risk factor for solitary HCC with MVI, which is also consistent with our
findings. However, the cut-off value of AFP for predicting MVI remains controversial.29,30 Liver cirrhosis and other
malignant diseases can also cause an increase in AFP; thus, further studies are required to determine the appropriate cut-
off value of AFP in predicting MVI.

Wang et al26 developed a nomogram for predicting MVI in patients with HCC based on the following four
preoperative indices: tumor size, tumor number, AFP level, and neutrophil level, without involving a combination of
routine laboratory inflammatory markers. Deng et al31 first used NLR to develop a nomogram for predicting MVI in
patients with HCC. In their study, the cut-off value of the predicted probability was 44%, although NLR was the only

Table 3 (Continued).

Variables Univariate Analysis Multivariate Analysis

OR (95% CI) P-value OR (95% CI) P-value

NLR

≤1.98 Reference

>1.98 1.815 (1.242–2.652) 0.002

GLR

≤29.58 Reference

>29.58 2.664 (1.800–3.943) <0.001 7.037 (3.403–14.549) <0.001

Abbreviations: MVI, microvascular invasion; OR, odds ratio; CI, confidence interval; WBC, White blood cell; GGT, gamma-glutamyl transpeptidase; ALP, alkaline
phosphatase; AST, aspartate aminotransferase; ALT, alanine aminotransferase; AFP, alpha-fetoprotein; GPR, GGT-to-platelet ratio; APR, AST-to-platelet ratio; GAR, GGT-
to-albumin ratio; NLR, neutrophil-to-lymphocyte ratio; GLR, GGT-to-lymphocyte ratio; ALR, ALP-to-lymphocyte ratio; PLR, platelet-to-lymphocyte ratio; LMR, lymphocyte-
to-monocyte ratio.

Figure 2 Nomogram for preoperative prediction of MVI in patients with solitary hepatocellular carcinoma. Neutrophil, AFP, GPR, APR, GAR, GLR, and tumor size for
predicting MVI before surgery.
Abbreviations: MVI, microvascular invasion; AFP, alpha-fetoprotein; GPR, gamma-glutamyl transpeptidase-to-platelet ratio; APR, aspartate aminotransferase-to-platelet
ratio; GAR, gamma-glutamyl transpeptidase-to-albumin ratio; GLR, gamma-glutamyl transpeptidase-to-lymphocyte ratio.
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inflammatory marker used in their study. Lei et al32 developed a nomogram for the preoperative estimation of MVI risk
in patients with hepatitis B virus-related HCC within the Milan criteria, which included seven preoperative clinical
indicators and had good accuracy; however, their study was limited to these patients alone.

Our study had some limitations. Recently, with the development of computer-aided diagnosis technology, radiomics,
as a novel form of imaging analysis, can use advanced image processing methods to extract texture features and describe

A B

Figure 3 Calibration curves for the training (A) and validation cohorts (B).
Abbreviation: MVI, microvascular invasion.

Figure 4 Receiver operating characteristic (ROC) curves of the nomogram total points for predicting MVI in the training (A) and validation cohorts (B).
Abbreviation: MVI, microvascular invasion.

https://doi.org/10.2147/CMAR.S346976

DovePress

Cancer Management and Research 2022:14904

Gu et al Dovepress

Powered by TCPDF (www.tcpdf.org)Powered by TCPDF (www.tcpdf.org)

https://www.dovepress.com
https://www.dovepress.com


tumor phenotypes objectively and quantitatively, which has been used to predict MVI.17,33 A new diagnostic method
called “fluid biopsy” has received great attention recently,34,35 circulating tumor cells (CTCs) and circulating tumor DNA
(ctDNA) are the basis of fluid biopsy, ctDNA has been widely used in the research of many cancers including liver
cancer36 and has been used to predict MVI.37 In this study, we mainly focus on inflammatory markers, so further research
is needed to combine inflammatory markers with radiomics and “fluid biopsy”. And all clinical data were obtained from
a single hospital, and the results must be validated using data from other centers. In addition, our study was
a retrospective analysis, and our findings should be confirmed in future prospective studies.

Conclusion
The nomogram was developed successfully and could effectively distinguish patients with or without MVI before
surgery, and the predicted probability of MVI was in agreement with the actual frequency of MVI. This novel nomogram
combines four inflammatory biomarkers (GPR, APR, GAR, and GLR) with three other important clinical indicators
(neutrophil level, AFP level, and tumor size) with proven credibility and clinical value in predicting MVI.

Table 4 Accuracy of the Nomogram Prediction Score in Predicting the Risk of Microvascular
Invasion

Variable Training Cohort Validation Cohort

Area under the ROC curve 0.788 0.735

95% CI 0.744–0.831 0.668–0.802

Cut-off score 240 240

Sensitivity (%) 83.7% 74.5%

Specificity (%) 66.1% 66.7%

Positive predictive value (%) 68.8% 63.1%

Negative predictive value (%) 81.9% 77.4%

Positive likelihood ratio 2.5 2.2

Negative likelihood ratio 0.2 0.4

Abbreviations: ROC, receiver operating characteristic curve; CI, confidence interval.

A B

Figure 5 Decision curve analysis (DCA) for the training (A) and validation cohorts (B).
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