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Abstract
Background and purpose Preoperative inflammatory markers, such as Glasgow prognostic score, modified Glasgow prog-
nostic score and C-reactive protein to albumin ratio, were shown to be associated with prognosis in patients undergoing 
pancreatectomy for cancer. However, little is known about their predictive role in a Western population.
Methods The Norwegian National Registry for Gastrointestinal Surgery (NORGAST) was used to capture all pancreatectomies 
performed within the study period (November 2015—April 2021). The association between the preoperative inflammatory 
markers and postoperative outcomes was studied. Their impact on survival was examined in patients operated for pancreatic 
ductal adenocarcinoma.
Results A total of 1554 patients underwent pancreatectomy in this period. Glasgow prognostic score, modified Glasgow 
prognostic score and C-reactive protein to albumin ratio were associated with severe complications (Accordion grade ≥ III) 
in the univariable but not in the multivariable analysis. C-reactive protein to albumin ratio, but not Glasgow prognostic 
score and modified Glasgow prognostic score, was linked to survival following pancreatectomy for ductal adenocarcinoma. 
In the multivariable model, age, neoadjuvant chemotherapy, ECOG score, C-reactive protein to albumin ratio and total 
pancreatectomy correlated with survival. Also, preoperative C-reactive protein to albumin ratio was significantly associated 
with survival after pancreatoduodenectomy.
Conclusions Preoperative Glasgow prognostic score, modified Glasgow prognostic score and C-reactive protein to albumin 
ratio have no role in predicting the complications after pancreatectomy. C-reactive protein to albumin ratio is a significant 
predictor for survival in ductal adenocarcinoma, yet its clinical relevance should be explored in conjunction with the pathol-
ogy parameters and adjuvant therapy.
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Introduction

Cancer cells are known to activate systemic inflammatory 
pathways thereby providing favorable environment for can-
cer progression, immune evasion, and dissemination.1–3 In 
pancreatic cancer, inflammatory markers such as Glasgow 
prognostic score (GPS), platelet to lymphocyte ratio and 
neutrophil to lymphocyte ratio were shown to be associ-
ated with prognosis.4–6 GPS based on serum C-reactive 
protein and albumin levels was first introduced as a predic-
tor for treatment outcome in primary unresectable pancre-
atic cancer.6 However, it soon became increasingly used 
also in patients undergoing pancreatectomy for cancer.7–9

Recently, other inflammatory markers derived from 
serum C-reactive protein and albumin levels, such as mod-
ified GPS (mGPS) and C-reactive protein to albumin ratio 
(CAR), have been reported in the literature.10,11 These 
were considered more sensitive than GPS in terms of pre-
dictive qualities, however published results are inconsist-
ent and require further exploration.7,8,12,13 Notably, most 
of the studies comparing different inflammatory markers 
were conducted in Asia, while only a handful of reports 
have been published in the Western world.4,14 Further-
more, most of the studies come from single centers and 
are affected by relatively small sample size.

This study aims to examine the association between the 
preoperative inflammatory markers (GPS, mGPS, CAR), 
and postoperative outcomes of pancreatectomy in a com-
plete national cohort, as well as their impact on survival 
in patients operated for pancreatic ductal adenocarcinoma 
(PDAC).

Materials and methods

Study design

This is an observational nationwide cohort study using 
data collected in the Norwegian National Registry for 
Gastrointestinal Surgery (NORGAST). This registry covers 
all surgical (gastrointestinal, hepato-pancreato-biliary) 
procedures performed in Norway since 2015 including 
pancreatic resections.15 The Norwegian health care system 
is centralized to a degree where all patients referred for 
pancreatectomy are operated in one of the five hepato-
pancreato-biliary units located at the corresponding public 
university hospital. Each of these belongs to one of the four 
independent regional health authorities: South-Eastern, 
Western, Central and Northern. Data collection, procedure 
coding, as well as inclusion and exclusion criteria for 
NORGAST have been meticulously described elsewhere.16–18 

Information on patient demographics, baseline characteristics 
(including preoperative GPS, mGPS and CAR), surgical 
procedures, postoperative outcomes and survival are 
prospectively registered and updated.

All patients who had undergone pancreatectomy for 
benign or malignant lesions in the pancreas and periam-
pullary region were included in this study. Study period 
ranged from November 2015 to April 2021. The associa-
tion between preoperative inflammatory markers (GPS, 
mGPS and CAR) and postoperative outcomes (severe 
complications, relaparotomy, single- and multiorgan fail-
ure, 90-day mortality) was examined. Patients without 
information on preoperative serum albumin, C-reactive 
protein or tumor histology were excluded from the analy-
sis. The impact of GPS, mGPS and CAR on survival was 
studied in a subgroup containing only patients with PDAC. 
Hence, those diagnosed with other histological entities 
were excluded from the survival analysis. The last follow-
up date was May 31st, 2021.

The manuscript was completed in accordance with the 
Strengthening the Reporting of Observational Studies in 
Epidemiology (STROBE) statement.19 Patients included in 
NORGAST have given written informed consent for stor-
ing their data in the registry. Also, NORGAST holds a data 
storage license from the Norwegian Data Authority. The cur-
rent study was approved by the Regional Ethics Committee 
(2021/ 268,695).

Definitions

Serum C-reactive protein and albumin levels observed at the 
last preoperative examination were used for estimating GPS, 
mGPS and CAR. Patients with normal serum C-reactive 
protein and albumin levels were defined as having GPS 0, 
while those with normal serum C-reactive protein level and 
any albumin level scored mGPS 0. Patients with elevated 
serum C-reactive protein level (> 10 mg/L) and normal 
albumin level scored 1 for both GPS and mGPS, while those 
with normal C-reactive protein level and hypoalbuminemia 
(< 35 g/L) were graded as GPS 1. Finally, patients with both 
elevated serum C-reactive protein level and hypoalbuminemia 
were defined as having GPS/mGPS 2.

Surgical procedures reported in this study included pan-
creatoduodenectomy, total and distal pancreatectomy, as well 
as enucleations and other resections. Postoperative complica-
tions were defined and classified according to the modified 
Accordion score.20 Complications graded ≥ III were defined 
as severe. Postoperative mortality was defined as death within 
90 days after surgery.21 Overall survival was defined as the 
time between the date of surgery and the date of death from 
any cause or the date of censoring.
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Statistics

Variables presented are either continuous or categorical. 
The latter are shown in frequencies (percentages) and 
analyzed by using the Chi-square and Fisher’s exact test. 
Normally distributed continuous data are presented with 
mean (standard deviation), while non-normally distributed 
(skewed) continuous data are presented with median (range). 
Student’s t-test and Mann–Whitney U test were used for 
normally and non-normally distributed continuous data, 
respectively. A two-tailed p-value < 0.05 was considered 
statistically significant. Parameters that were significant in 
the univariable analysis were included in the multivariable 
binary logistic regression model.

The associations between preoperative inflammatory 
markers and survival were examined by using the log-rank 
test and the Kaplan–Meier curves were plotted. Survival 
was described as median (95% confidence interval). Inde-
pendent predictors for survival were estimated by using the 
Cox regression model. Parameters significant at p < 0.05 in 
the univariable analysis were included in the multivariable 
model with backward selection.

Results

Postoperative results

A total number of 1554 patients were eligible for the analy-
sis (Fig. 1), of which 959 (61.7%) had undergone pancrea-
toduodenectomy. All pancreatoduodenectomies and total 

pancreatectomies were done open, while 324 patients under-
going distal pancreatectomy were operated laparoscopically.

Based on preoperative laboratory findings, 287 and 234 
patients scored GPS 1 and mGPS 1 respectively, while 113 
scored GPS/mGPS 2. Median CAR was 0.11 (0.02–18.1). 
Severe complications and 90-day mortality were observed 
in 483 (31%) and 45 (2.9%) patients, respectively.

GPS, mGPS and CAR significantly correlated with severe 
complications after pancreatectomy (Table 1). To adjust 
for confounding, these were included in the multivariable 
model together with the parameters that were significant in 
the univariable analysis (gender, body mass index, ECOG 
score, ASA grade, type of surgical procedure). Multivari-
able analysis demonstrated that none of the preoperative 
inflammatory markers were associated with severe compli-
cations, unlike gender, body mass index, ECOG score and 
pancreatoduodenectomy.

A total number of 959 patients underwent pancreatoduo-
denectomy throughout the study period. Preoperative inflam-
matory parameters were not associated with severe complica-
tions, multi-organ failure and relaparotomy but significantly 
correlated with 90-day mortality, while CAR was linked to 
single-organ failure after surgery (suppl. Table 1). In the uni-
variable analysis, age, gender and ECOG score were also 
significant predictors for 90-day mortality following pancrea-
toduodenectomy (Table 2). In the multivariable regression 
model, only male gender and ECOG ≥ 1 were associated with 
90-day mortality. CAR did was not correlate with single-
organ failure in the multivariable analysis (suppl. Table 2). 
In distal pancreatectomy, GPS ≥ 1 and mGPS ≥ 1 were found 
to be associated with relaparotomy but not with severe com-
plications (suppl. Table 3). However, these associations 

Fig. 1  Study flow-chart
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were not statistically significant in the multivariable analysis 
(suppl. Table 4).

Survival analysis

After excluding the patients not diagnosed with PDAC, 606 
patients were eligible for survival analysis. Kaplan–Meier 
plots for GPS and mGPS were depicted (Fig. 2). A lower 
mGPS was associated with longer survival (p = 0.03). 

Univariable Cox regression analysis identified age, 
neoadjuvant chemotherapy, ECOG score, ASA grade, 
CAR, total pancreatectomy and severe complications also 
to be associated with survival (Table 3). In the multivariable 
model, older age, neoadjuvant chemotherapy, ECOG ≥ 2, 
higher CAR and total pancreatectomy were independent 
negative predictors for survival.

Four hundred thirty-two patients underwent pancreatoduo-
denectomy for PDAC. Potential predictors for survival were 

Table 1  Patient characteristics and perioperative parameters associated with severe complications after pancreatectomy

¶  incomplete data; ┼ includes GPS in the model; ╪ includes mGPS in the model

Parameters All patients Severe complications p-value Multivariable  1┼ p-value Multivariable  2╪ p-value

n = 1554 Yes (n = 483) No (n = 1071) OR (95% CI) OR (95% CI)

Age, years, mean 
(SD) ¶

65.8 (11.7) 66 (11.6) 65.7 (11.7) 0.61

Gender, n (%) ¶ 0.001 0.001 0.001
  Male 818 (53.6%) 293 (62.3%) 525 (49.8%) 1.69 (1.34–2.15) 1.7 (1.35–2.15)
  Female 707 (46.4%) 177 (37.7%) 530 (50.2%) Reference Reference

BMI, kg/m2, mean 
(SD)

25.5 (4.4) 26.1 (4.7) 25.2 (4.2) 0.001 1.05 (1.02–1.08) 0.001 1.05 (1.02–1.08) 0.001

Weight loss, %, mean 
(SD)

6.5 (7.0) 6.6 (7.1) 6.5 (6.9) 0.76

Diabetes, n (%) 290 (18.7%) 84 (17.4%) 206 (19.2%) 0.39
Severe lung disease, 

n (%)
18 6 12 0.84

Severe cardiac disease, 
n (%)

25 10 15 0.33

Neoadjuvant chemo, 
n (%)

152 (9.8%) 50 (10.4%) 102 (9.5%) 0.65

Histology (ductal 
adenocarcinoma)

606 (39%) 178 (36.8%) 428 (40%) 0.36

ECOG score, n (%) ¶ 0.001
  0 962 (63.8%) 267 (56.9%) 695 (66.8%) Reference Reference
  1 439 (29.1%) 152 (32.4%) 287 (27.6%) 1.32 (1.02–1.71) 0.036 1.32 (1.02–1.71) 0.036
  ≥ 2 108 (7.1%) 50 (10.7%) 58 (5.6%) 2.14 (1.37–3.33) 0.001 2.13 (1.37–3.33) 0.001

ASA score ≥ III, n (%) 739 (47.6%) 259 (53.6%) 480 (44.8%) 0.001 1.19 (0.94–1.52) 0.14 1.19 (0.94–1.52) 0.14
GPS, n (%) ┼, ╪ 0.001
  0 1154 (74.3%) 344 (71.2%) 810 (75.6%) Reference ___________
  1 287 (18.5%) 86 (17.8%) 201 (18.8%) 0.8 (0.57–1.11) 0.18 ___________
  2 113 (7.3%) 53 (11%) 60 (5.6%) 1.23 (0.72–2.09) 0.45 ___________

mGPS, n (%) ┼, ╪ 0.001
  0 1207 (77.7%) 361 (74.7%) 846 (79%) ___________ Reference
  1 234 (15.1%) 69 (14.3%) 165 (15.4%) ___________ 0.77 (0.54–1.11) 0.16
  2 113 (7.3%) 53 (11%) 60 (5.6%) ___________ 1.22 (0.71–2.08) 0.47

CAR, median (range) 0.11 (0.02–18.1) 0.12 (0.02–18.1) 0.11 (0.02–10.2) 0.005 1.03 (0.83–1.27) 0.8 1.04 (0.84–1.29) 0.74
Surgical procedure, 

n (%)
0.008

Distal pancreatectomy 475 (30.6%) 121 (25.1%) 354 (33.1%) Reference Reference
Pancreatoduodenec-

tomy
959 (61.7%) 324 (67.1%) 635 (59.3%) 1.48 (1.14–1.93) 0.004 1.47 (1.13–1.92) 0.004

Total pancreatectomy 79 (5.1%) 22 (4.6%) 57 (5.3%) 1.16 (0.66–2.04) 0.59 1.15 (0.66–2.02) 0.63
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included in the univariable analysis, which identified age, 
ECOG score, ASA grade and CAR to be statistically sig-
nificant (Table 4). In the multivariable analysis, older age, 
ECOG ≥ 2 and higher CAR were negatively correlated with 
survival. One hundred thirty-eight patients underwent distal 
pancreatectomy for PDAC. Preoperative inflammatory mark-
ers had no significant impact on survival when analyzed with 
other perioperative parameters (suppl. Table 5).

Subgroup analysis

Distribution and clinical relevance of preoperative inflamma-
tory markers were studied in a subgroup of patients receiv-
ing neoadjuvant chemotherapy. The latter was applied in 
152 (9.8%) patients. The rate of GPS I/II among those with 
and without neoadjuvant chemotherapy was 21.7% / 5.9% 
vs 18.1% / 7.4% (p = 0.48), respectively. mGPS I / II were 
observed in 14.9% / 7.4% of patients with and 16.4% / 5.9% 
of patients without neoadjuvant chemotherapy (p = 0.73). 
There were no statistically significant differences in median 
CAR values among those with and without neoadjuvant 
chemotherapy – 0.11 (0.02–5.42) vs 0.11 (0.02–18.07) 
(p = 0.68), respectively. No statistically significant correla-
tions were seen between preoperative inflammatory markers 

and outcome parameters (such as postoperative complica-
tions, 90-day mortality and survival) after neoadjuvant 
chemotherapy.

Discussion

Our findings indicate that CAR is a significant predictor for 
survival in patients undergoing pancreatectomy for PDAC. 
In contrast, GPS and mGPS have no predictive role in these 
patients. This is in line with the recent publications from 
Europe and Asia.14,22–24 Van Wijk and co-workers analyzed 
163 patients with PDAC suggesting that CAR (categorized 
as < 0.2 and ≥ 0.2) outperforms mGPS as survival predic-
tor.14 Ikuta et al. analyzed CAR together with mGPS and 
other inflammatory markers demonstrating significantly 
higher sensitivity of CAR in terms of survival prediction.

Some studies have reported the ability of preoperative 
inflammatory markers to predict postoperative complications 
after major abdominal surgery.25,26 Knight and co-workers 
demonstrated that GPS is associated with postoperative out-
comes following pancreatectomy.27 However, these findings 
were not confirmed in our study, as preoperative inflam-
matory makers failed to maintain their predictive relevance 

Table 2  Patient characteristics and perioperative parameters associated with 90-day mortality after pancreatoduodenectomy (backward stepwise 
regression model)

¶  incomplete data

Parameters 90-day mortality p-value Multivariable model p-value

Yes(n = 32) No (n = 927) Odds ratio (95% CI)

Age, years, mean (SD) ¶ 71.3 (8.9) 66.8 (10.4) 0.016 1.05 (1.0–1.09) 0.052
Male gender, n (%) ¶ 25 (78.1%) 497 (53.7%) 0.006 3.43 (1.37–8.58) 0.008
BMI, kg/m2, mean (SD) 25.7 (3.7) 25 (4.2) 0.32
Weight loss, %, mean (SD) 8.9 (6.1) 7.5 (6.8) 0.33
Diabetes, n (%) 6 (18.8%) 159 (17.2%) 0.81
Severe lung disease, n (%) 0 13 1.0
Severe cardiac disease, n (%) 1 12 0.36
Neoadjuvant chemo, n (%) 4 (12.5%) 113 (12.2%) 1.0
Histology (ductal adenocarcinoma) 11 (34.4%) 421 (45.4%) 0.37
ECOG score, n (%) ¶ 0.004
  0 11 (36.7%) 542 (60.4%) Reference
  ≥ 1 19 (63.3%) 356 (39.6%) 2.47 (1.11–5.47) 0.027

ASA score ≥ III, n (%) 21 (65.6%) 459 (49.5%) 0.07
GPS, n (%) 0.032
  0 16 (50%) 631 (68.1%) _______________ -
  ≥ 1 16 (50%) 296 (31.9%) _______________ -

mGPS, n (%) 0.043
  0 18 (56.2%) 673 (72.6%) _______________ -
  ≥ 1 14 (43.8%) 254 (27.4%) _______________ -

CAR, median (range) 0.26 (0.02–2.41) 0.12 (0.02–11.7) 0.005 _______________ -
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Fig. 2  Kaplan–Meier survival plots after pancreatectomy for ductal adenocarcinoma stratified by preoperative Glasgow (a) and modified Glas-
gow (b) prognostic scores
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when adjusted for confounders. Furthermore, the associa-
tions with postoperative outcomes remained non-significant 
after stratifying by the type of surgical procedure performed. 
Male gender, obesity and ECOG performance status were 
identified as preoperative parameters that were independent 
predictors for postoperative complications after pancrea-
tectomy. All of these factors reflecting patients’ functional 
capacities are well-known risk factors for postoperative com-
plications in major abdominal surgery and pancreatectomy 
specifically.28–30 Pancreatoduodenectomy was expectedly 
associated with a higher likelihood of complications com-
pared with the distal pancreatectomy given the extent and 
procedure-related risks of the former.

One major difference between this study and other 
reports in the literature is that the present study was based 
on the analysis of a complete nationwide cohort. This 
allowed for encompassing all patients that had undergone 
pancreatectomy in Norway throughout the study period 

without any selection bias. Furthermore, survival data 
were prospectively updated and available in all patients 
at the last follow-up. Another major difference is that per-
formance of preoperative inflammatory parameters was 
studied for different surgical procedures (pancreatoduo-
denectomy and distal pancreatectomy). This aspect has 
received little attention before as studies normally report 
pooled data without distinguishing the type of pancreatic 
resection. This study suggests that the impact of CAR on 
survival is highly relevant in pancreatoduodenectomy, but 
negligible in distal pancreatectomy.

This study has several limitations worth mentioning. First 
and foremost, given the specific design of NORGAST a lim-
ited number of variables was included in the analysis. One 
should remember that this registry is primarily designed for 
covering postoperative results rather than oncologic out-
comes. As a result, pathology-related parameters are not 
registered although data on tumor histology was retrieved 

Table 3  Uni- and multivariable 
Cox regression analyses 
of prognostic factors after 
pancreatectomy for ductal 
adenocarcinoma (backward 
stepwise regression model)

¶  incomplete complete

Parameters Univariable analysis p-value Multivariable analysis* p-value
Hazard ratio (95% CI) Hazard ratio (95% CI)

Age, years ¶ 1.02 (1.01–1.03) 0.001 1.02 (1.01–1.03) 0.002
Gender ¶

  Male 1.02 (0.81–1.28) 0.87
  Female Reference

BMI, kg/m2 0.98 (0.95–1.01) 0.1
Weight loss 1.01 (0.99–1.02) 0.6
Diabetes 0.98 (0.75–1.3) 0.91
Severe lung disease 1.17 (0.48–2.82) 0.74
Severe cardiac disease 0.51 (0.19–1.38) 0.18
Neoadjuvant chemo 1.49 (1.13–1.97) 0.005 1.51 (1.12–2.03) 0.007
ECOG score ¶

  0 Reference Reference
  1 1.36 (1.06–1.74) 0.014 1.18 (0.91–1.52) 0.21
  ≥ 2 1.97 (1.31–2.96) 0.001 1.76 (1.16–2.68) 0.01

ASA score ≥ III 1.41 (1.12–1.78) 0.003 _______________ -
GPS
  0 Reference
  1 1.22 (0.93–1.59) 0.16
  2 1.43 (0.98–2.07) 0.063

mGPS
  0 Reference
  1 1.36 (1.02–1.82) 0.036 _______________ -
  2 1.44 (0.99–2.09) 0.049 _______________ -

CAR 1.31 (1.15–1.49)  < 0.001 1.26 (1.11–1.44)  < 0.001
Surgical procedure
  Distal pancreatectomy Reference Reference
  Pancreatoduodenectomy 1.08 (0.81–1.44) 0.61 1.01 (0.74–1.36) 0.98
  Total pancreatectomy 1.88 (1.18–2.99) 0.008 1.68 (1.03–2.75) 0.04

Severe complications 1.28 (0.99–1.64) 0.049 1.25 (0.97–1.62) 0.08
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retrospectively. Hence, predictive relevance of CAR needs 
to be validated in a cohort including specific information 
on pathology parameters. Second, NORGAST contains no 
information on adjuvant therapy, disease recurrence and recur-
rence-free survival. Given the importance of these parameters 
and the fact that their association with preoperative inflamma-
tory markers has been previously reported, 8,23,31 it would be 
desirable to include them in the analysis. Third, some of the 
baseline parameters were incomplete, although in a very small 
proportion of cases (2–3%).

Conclusion

Preoperative inflammatory markers appear to have no role 
in predicting short term postoperative outcomes of pan-
createctomy. CAR is, however, a significant predictor for 
survival in patients with PDAC, especially those undergo-
ing pancreatoduodenectomy. Neither GPS nor mGPS have 
any such role. The predictive role of CAR should be tested 
together with the pathology-based parameters and adjuvant 

therapy in a large nationwide dataset allowing for better 
understanding of its clinical relevance.
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tary material available at https:// doi. org/ 10. 1007/ s11605- 023- 05726-5.

Author contribution Study design—Mushegh A. Sahakyan, Kristoffer 
Lassen, Bjørn Edwin.

Data acquisition and analysis – Mushegh A. Sahakyan, Kristoffer 
Lassen, Dyre Kleive, Rachel G. Dille-Amdam, Trond Kjeseth, Kim 
Waardal, Linn S. Nymo.

Data interpretation – Mushegh A. Sahakyan, Kristoffer Lassen, 
Bjørn Edwin.

Manuscript drafting—Mushegh A. Sahakyan, Kristoffer Lassen.
Critical revision—Dyre Kleive, Rachel G. Dille-Amdam, Trond 

Kjeseth, Kim Waardal, Linn S. Nymo, Bjørn Edwin.
Final approval – Mushegh A. Sahakyan, Kristoffer, Lassen, Dyre 

Kleive, Rachel G. Dille-Amdam, Trond Kjeseth, Kim Waardal, Linn 
S. Nymo, Bjørn Edwin.

Agreement to be accountable—Mushegh A. Sahakyan, Kristoffer, 
Lassen, Dyre Kleive, Rachel G. Dille-Amdam, Trond Kjeseth, Kim 
Waardal, Linn S. Nymo, Bjørn Edwin.

Funding Open access funding provided by University of Oslo (incl 
Oslo University Hospital)

Table 4  Uni- and multivariable 
Cox regression analyses 
of prognostic factors 
in patients undergoing 
pancreatoduodenectomy for 
ductal adenocarcinoma

¶  incomplete data

Parameters Univariable analysis p-value Multivariable analysis p-value
Hazard ratio (95% CI) Hazard ratio (95% CI)

Age, years ¶ 1.03 (1.01–1.05) 0.001 1.025 (1.01–1.04) 0.006
Gender ¶

  Male 1.08 (0.83–1.42) 0.56
  Female Reference

BMI, kg/m2 0.99 (0.96–1.03) 0.58
Weight loss 1.01 (0.99–1.03) 0.65
Diabetes 1.04 (0.75–1.46) 0.79
Severe lung disease 1.35 (0.5–3.62) 0.56
Severe cardiac disease 0.39 (0.097–1.59) 0.19
Neoadjuvant chemo 1.29 (0.93–1.79) 0.13
ECOG score ¶

  0 Reference Reference
  1 1.32 (0.99–1.77) 0.062 1.19 (0.89–1.62) 0.24
  ≥ 2 1.79 (1.1–2.94) 0.019 1.67 (1.02–2.79) 0.04

ASA score ≥ III 1.46 (1.11–1.92) 0.006 1.14 (0.84–1.55) 0.39
GPS
  0 Reference
  1 1.13 (0.83–1.56) 0.44
  2 1.38 (0.91–2.11) 0.13

mGPS
  0 Reference
  1 1.35 (0.97–1.89) 0.078
  2 1.43 (0.94–2.18) 0.094

CAR 1.29 (1.11–1.49) 0.001 1.24 (1.06–1.45) 0.008
Severe complications 1.12 (0.83–1.50) 0.47

https://doi.org/10.1007/s11605-023-05726-5


1658 Journal of Gastrointestinal Surgery (2023) 27:1650–1659

1 3

Data Availability The data that support the findings of this study are 
available from NORGAST upon application. Restrictions apply to the 
availability of these data, which were used under license for this study.

Declarations 

Conflict of interest none declared.

Open Access  This article is licensed under a Creative Commons Attri-
bution 4.0 International License, which permits use, sharing, adapta-
tion, distribution and reproduction in any medium or format, as long 
as you give appropriate credit to the original author(s) and the source, 
provide a link to the Creative Commons licence, and indicate if changes 
were made. The images or other third party material in this article are 
included in the article's Creative Commons licence, unless indicated 
otherwise in a credit line to the material. If material is not included in 
the article's Creative Commons licence and your intended use is not 
permitted by statutory regulation or exceeds the permitted use, you will 
need to obtain permission directly from the copyright holder. To view a 
copy of this licence, visit http:// creat iveco mmons. org/ licen ses/ by/4. 0/.

References

 1. Coussens LM, Werb Z. Inflammation and cancer. Nature 2002; 
420 (6917):860-7. https:// doi. org/ 10. 1038/ natur e01322.

 2. Chen DS, Mellman I. Elements of cancer immunity and the can-
cer-immune set point. Nature 2017; 541(7637):321-30. https:// 
doi. org/ 10. 1038/ natur e21349.

 3. Elinav E, Nowarski R, Thaiss CA, Hu B, Jin C, Flavell RA. Inflam-
mation-induced cancer: crosstalk between tumours, immune 
cells and microorganisms. Nat Rev Cancer 2013; 13(11):759-71. 
https:// doi. org/ 10. 1038/ nrc36 11.

 4. Stotz M, Gerger A, Eisner F, Szkandera J, Loibner H, Ress AL, 
Kornprat P, AlZoughbi W, Seggewies FS, Lackner C, Stojakovic 
T, Samonigg H, Hoefler G, Pichler M. Increased neutrophil-lym-
phocyte ratio is a poor prognostic factor in patients with primary 
operable and inoperable pancreatic cancer. Br J Cancer 2013; 
109(2):416-21. https:// doi. org/ 10. 1038/ bjc. 2013. 332.

 5. Shirai Y, Shiba H, Sakamoto T, Horiuchi T, Haruki K, Fujiwara 
Y, Sakamoto T, Uwagawa T, Yanaga K. Preoperative platelet to 
lymphocyte ratio predicts outcome of patients with pancreatic 
ductal adenocarcinoma after pancreatic resection. Surgery 2015; 
158(2):360-5. https:// doi. org/ 10. 1016/j. surg. 2015. 03. 043.

 6. Shimoda M, Katoh M, Kita J, Sawada T, Kubota K. The Glas-
gow Prognostic Score is a good predictor of treatment outcome in 
patients with unresectable pancreatic cancer. Chemotherapy 2010; 
56(6):501-6. https:// doi. org/ 10. 1159/ 00032 1014.

 7. Yamada S, Fujii T, Yabusaki N, Murotani K, Iwata N, Kanda 
M, Tanaka C, Nakayama G, Sugimoto H, Koike M, Fujiwara M, 
Kodera Y. Clinical Implication of Inflammation-Based Prognostic 
Score in Pancreatic Cancer: Glasgow Prognostic Score Is the Most 
Reliable Parameter. Medicine 2016; 95(18):e3582. https:// doi. org/ 
10. 1097/ md. 00000 00000 003582.

 8. Fujiwara Y, Haruki K, Shiba H, Hamura R, Horiuchi T, Shirai Y, 
Furukawa K, Gocho T, Yanaga K. C-Reactive Protein-based Prog-
nostic Measures Are Superior at Predicting Survival Compared 
with Peripheral Blood Cell Count-based Ones in Patients After 
Curative Resection for Pancreatic Cancer. Anticancer Res 2018; 
38(11):6491–9. https:// doi. org/ 10. 21873/ antic anres. 13013.

 9. La Torre M, Nigri G, Cavallini M, Mercantini P, Ziparo V, Ramac-
ciato G. The glasgow prognostic score as a predictor of survival 
in patients with potentially resectable pancreatic adenocarcinoma. 

Ann Surg Oncol 2012; 19(9):2917-23. https:// doi. org/ 10. 1245/ 
s10434- 012- 2348-9.

 10. Proctor MJ, Morrison DS, Talwar D, Balmer SM, O'Reilly DS, 
Foulis AK, Horgan PG, McMillan DC. An inflammation-based 
prognostic score (mGPS) predicts cancer survival independent of 
tumour site: a Glasgow Inflammation Outcome Study. Br J Cancer 
2011; 104(4):726-34. https:// doi. org/ 10. 1038/ sj. bjc. 66060 87

 11. Kinoshita A, Onoda H, Imai N, Iwaku A, Oishi M, Tanaka K, 
Fushiya N, Koike K, Nishino H, Matsushima M. The C-reactive 
protein/albumin ratio, a novel inflammation-based prognostic 
score, predicts outcomes in patients with hepatocellular carci-
noma. Ann Surg Oncol 2015; 22(3):803-10. https:// doi. org/ 10. 
1245/ s10434- 014- 4048-0.

 12. Haruki K, Shiba H, Shirai Y, Horiuchi T, Iwase R, Fujiwara Y, 
Misawa T, Yanaga K. The C-reactive Protein to Albumin Ratio 
Predicts Long-Term Outcomes in Patients with Pancreatic Cancer 
After Pancreatic Resection. World J Surg 2016; 40(9):2254-60. 
https:// doi. org/ 10. 1007/ s00268- 016- 3491-4.

 13. Liu Z, Jin K, Guo M, Long J, Liu L, Liu C, Xu J, Ni Q, Luo G, 
Yu X. Prognostic Value of the CRP/Alb Ratio, a Novel Inflam-
mation-Based Score in Pancreatic Cancer. Ann Surg Oncol 2017; 
24(2):561-8. https:// doi. org/ 10. 1245/ s10434- 016- 5579-3.

 14. van Wijk L, de Klein GW, Kanters MA, Patijn GA, Klaase JM. 
The ultimate preoperative C-reactive protein-to-albumin ratio 
is a prognostic factor for survival after pancreatic cancer resec-
tion. Eur J Med Res 2020;25(1):46. https:// doi. org/ 10. 1186/ 
s40001- 020- 00444-z.

 15. Lassen K, Nymo LS, Kørner H, Thon K, Grindstein T, Wasmuth 
HH, Moger T, Bjørnbeth BA, Norderval S, Eriksen MT, Viste A. 
The New National Registry for Gastrointestinal Surgery in Nor-
way: NoRGast. Scand J Surg 2018; 107(3):201-7. https:// doi. org/ 
10. 1177/ 14574 96918 766697.

 16. Soreide K, Olsen F, Nymo LS, Kleive D, Lassen K. A nation-
wide cohort study of resection rates and short-term outcomes in 
open and laparoscopic distal pancreatectomy. HPB (Oxford) 2019; 
21(6):669-78. https:// doi. org/ 10. 1016/j. hpb. 2018. 10. 006.

 17. Nymo LS, Kleive D, Waardal K, Bringeland EA, Søreide JA, 
Labori KJ, Mortensen KE, Søreide K, Lassen K. Centralizing a 
national pancreatoduodenectomy service: striking the right bal-
ance. BJS Open 2020; 4(5):904-13. https:// doi. org/ 10. 1002/ bjs5. 
50342.

 18. Nymo LS, Soreide K, Kleive D, Olsen F, Lassen K. The effect of 
centralization on short term outcomes of pancreatoduodenectomy 
in a universal health care system. HPB (Oxford) 2019; 21(3):319-
27. https:// doi. org/ 10. 1016/j. hpb. 2018. 08. 011.

 19. von Elm E, Altman DG, Egger M, Pocock SJ, Gøtzsche PC, Van-
denbroucke JP. The Strengthening the Reporting of Observational 
Studies in Epidemiology (STROBE) Statement: guidelines for 
reporting observational studies. Int J Surg 2014; 12(12):1495-9. 
https:// doi. org/ 10. 1016/j. ijsu. 2014. 07. 013.

 20. Porembka MR, Hall BL, Hirbe M, Strasberg SM. Quantitative 
weighting of postoperative complications based on the accor-
dion severity grading system: demonstration of potential impact 
using the american college of surgeons national surgical qual-
ity improvement program. J Am Coll Surg 2010; 210(3):286-98. 
https:// doi. org/ 10. 1016/j. jamco llsurg. 2009. 12. 004

 21. Mise Y, Day RW, Vauthey JN, Brudvik KW, Schwarz L, Prakash 
L, Parker NH, Katz MH, Conrad C, Lee JE, Fleming JB, Aloia 
TA. After Pancreatectomy, the "90 Days from Surgery" Defini-
tion Is Superior to the "30 Days from Discharge" Definition for 
Capture of Clinically Relevant Readmissions. J Gastrointest Surg 
2016; 20(1):77-84. https:// doi. org/ 10. 1007/ s11605- 015- 2984-z.

 22. Vujic J, Marsoner K, Wienerroither V, Mischinger HJ, Kornprat 
P. The Predictive Value of the CRP-to-Albumin Ratio for Patients 
With Pancreatic Cancer After Curative Resection: A Retrospective 

http://creativecommons.org/licenses/by/4.0/
https://doi.org/10.1038/nature01322
https://doi.org/10.1038/nature21349
https://doi.org/10.1038/nature21349
https://doi.org/10.1038/nrc3611
https://doi.org/10.1038/bjc.2013.332
https://doi.org/10.1016/j.surg.2015.03.043
https://doi.org/10.1159/000321014
https://doi.org/10.1097/md.0000000000003582
https://doi.org/10.1097/md.0000000000003582
https://doi.org/10.21873/anticanres.13013
https://doi.org/10.1245/s10434-012-2348-9
https://doi.org/10.1245/s10434-012-2348-9
https://doi.org/10.1038/sj.bjc.6606087
https://doi.org/10.1245/s10434-014-4048-0
https://doi.org/10.1245/s10434-014-4048-0
https://doi.org/10.1007/s00268-016-3491-4
https://doi.org/10.1245/s10434-016-5579-3
https://doi.org/10.1186/s40001-020-00444-z
https://doi.org/10.1186/s40001-020-00444-z
https://doi.org/10.1177/1457496918766697
https://doi.org/10.1177/1457496918766697
https://doi.org/10.1016/j.hpb.2018.10.006
https://doi.org/10.1002/bjs5.50342
https://doi.org/10.1002/bjs5.50342
https://doi.org/10.1016/j.hpb.2018.08.011
https://doi.org/10.1016/j.ijsu.2014.07.013
https://doi.org/10.1016/j.jamcollsurg.2009.12.004
https://doi.org/10.1007/s11605-015-2984-z


1659Journal of Gastrointestinal Surgery (2023) 27:1650–1659 

1 3

Single Center Study. In vivo 2019; 33(6):2071–8. https:// doi. org/ 
10. 21873/ invivo. 11706.

 23. Murakawa M, Yamamoto N, Kamioka Y, Kamiya M, Kobayashi 
S, Ueno M, Morimoto M, Atsumi Y, Aoyama T, Tamagawa H, 
Yukawa N, Rino Y, Masuda M, Morinaga S. Clinical Implication 
of Pre-operative C-reactive Protein-Albumin Ratio as a Prognostic 
Factor of Patients With Pancreatic Ductal Adenocarcinoma: A 
Single-institutional Retrospective Study. In vivo 2020; 34(1):347–
53. https:// doi. org/ 10. 21873/ invivo. 11780

 24. Ikuta S, Aihara T, Yamanaka N. Preoperative C-reactive protein 
to albumin ratio is a predictor of survival after pancreatic resec-
tion for pancreatic ductal adenocarcinoma. Asia Pac J Clin Oncol 
2019; 15(5):e109-e14. https:// doi. org/ 10. 1111/ ajco. 13123.

 25. Moyes LH, Leitch EF, McKee RF, Anderson JH, Horgan PG, 
McMillan DC. Preoperative systemic inflammation predicts post-
operative infectious complications in patients undergoing curative 
resection for colorectal cancer. Br J Cancer 2009; 100(8):1236-9. 
https:// doi. org/ 10. 1038/ sj. bjc. 66049 97.

 26. Hashimoto S, Tominaga T, Nonaka T, Hamada K, Araki M, Take-
shita H, Fukuoka H, Wada H, To K, Komatsu H, Tanaka K, Sawai 
T, Nagayasu T. The C-reactive protein to albumin ratio predicts 
postoperative complications in oldest-old patients with colorectal 
cancer. Int J Colorectal Dis 2020; 35(3):423-31. https:// doi. org/ 
10. 1007/ s00384- 019- 03491-z.

 27. Knight BC, Kausar A, Manu M, Ammori BA, Sherlock DJ, 
O'Reilly DA. Evaluation of surgical outcome scores according to 
ISGPS definitions in patients undergoing pancreatic resection. Dig 
Surg 2010; 27(5):367-74. https:// doi. org/ 10. 1159/ 00031 3693.

 28. Mazeh H, Cohen O, Mizrahi I, Hamburger T, Stojadinovic A, 
Abu-Wasel B, Alaiyan B, Freund HR, Eid A, Nissan A. Mortality 
from esophagectomy for esophageal cancer across low, middle, 
and high-income countries: An international cohort study." J Surg 
Res 2014; 188(1):30-6. https:// doi. org/ 10. 1016/j. jss. 2013. 12. 004.

 29. Van Rijssen LB, Zwart MJ, van Dieren S, de Rooij T, Bonsing 
BA, Bosscha K, van Dam RM, van Eijck CH, Gerhards MF, Ger-
ritsen JJ, van der Harst E, de Hingh IH, de Jong KP, Kazemier G, 
Klaase J, van der Kolk BM, van Laarhoven CJ, Luyer MD, Mole-
naar IQ, Patijn GA, Rupert CG, Scheepers JJ, van der Schelling 
GP, Vahrmeijer AL, Busch ORC, van Santvoort HC, Koerkamp 
BG, Besselink MG. Variation in hospital mortality after pancrea-
toduodenectomy is related to failure to rescue rather than major 
complications: a nationwide audit. HPB (Oxford) 2018; 20(8): 
759-767.

 30. Swanson RS, Pezzi CM, Mallin K, Loomis AM, Winchester 
DP. The 90-day mortality after pancreatectomy for cancer is 
double the 30-day mortality: more than 20,000 resections from 
the national cancer data base. Ann Surg Oncol 2014; 21(13): 
4059-4067

 31. Ikeguchi M, Hanaki T, Endo K, Suzuki K, Nakamura S, Sawata 
T, Shimizu T. C-Reactive Protein/Albumin Ratio and Prognostic 
Nutritional Index Are Strong Prognostic Indicators of Survival in 
Resected Pancreatic Ductal Adenocarcinoma. J Pancreat Cancer 
2017; 3(1):31-6. https:// doi. org/ 10. 1089/ pancan. 2017. 0006.

Publisher's note Springer Nature remains neutral with regard to 
jurisdictional claims in published maps and institutional affiliations.

https://doi.org/10.21873/invivo.11706
https://doi.org/10.21873/invivo.11706
https://doi.org/10.21873/invivo.11780
https://doi.org/10.1111/ajco.13123
https://doi.org/10.1038/sj.bjc.6604997
https://doi.org/10.1007/s00384-019-03491-z
https://doi.org/10.1007/s00384-019-03491-z
https://doi.org/10.1159/000313693
https://doi.org/10.1016/j.jss.2013.12.004
https://doi.org/10.1089/pancan.2017.0006

	The Role of Preoperative Inflammatory Markers in Pancreatectomy: a Norwegian Nationwide Cohort Study
	Abstract
	Background and purpose 
	Methods 
	Results 
	Conclusions 

	Introduction
	Materials and methods
	Study design
	Definitions
	Statistics

	Results
	Postoperative results
	Survival analysis
	Subgroup analysis

	Discussion
	Conclusion
	Anchor 18
	References


