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Abstract

Background: Surgery is the only way to cure gastric adenocarcinoma (GAC), and chemotherapy is the basic
adjuvant management for GAC. A significant prognostic nomogram for predicting the respective disease-specific
survival (DSS) rates of GAC patients who receive surgery and chemotherapy has not been established.

Objective: We were planning to establish a survival nomogram model for GAC patients who receive surgery and
chemotherapy.

Methods: We identified 5764 GAC patients who had received surgery and chemotherapy from the record of
Surveillance, Epidemiology, and End Results (SEER) database. About 70% (n = 4034) of the chosen GAC patients
were randomly assigned to the training set, and the rest of the included ones (n = 1729) were assigned to the
external validation set. A prognostic nomogram was constructed by the training set and the predictive accuracy of
it was validated by the validation set.

Results: Based on the outcome of a multivariate analysis of candidate factors, a nomogram was developed that
encompassed age at diagnosis, number of regional lymph nodes examined after surgery, number of positive
regional lymph nodes, sex, race, grade, derived AJCC stage, summary stage, and radiotherapy status. The C-index
(Harrell’s concordance index) of the nomogram model was some larger than that of the traditional seventh AJCC
staging system (0.707 vs 0.661). Calibration plots of the constructed nomogram displayed that the probability of
DSS commendably accord with the survival rate. Integrated discrimination improvement (IDI) revealed obvious
increase and categorical net reclassification improvement (NRI) showed visible enhancement. IDI for 3-, 5- and 10-
year DSS were 0.058, 0.059 and 0.058, respectively (P > 0.05), and NRI for 3-, 5- and 10- year DSS were 0.380 (95%
CI = 0.316–0.470), 0.407 (95% CI = 0.350–0.505), and 0.413 (95% CI = 0.336–0.519), respectively. Decision curve
analysis (DCA) proved that the constructed nomogram was preferable to the AJCC staging system.

Conclusion: The constructed nomogram supplies more credible DSS predictions for GAC patients who receive
surgery and chemotherapy in the general population. According to validation, the new nomogram will be
beneficial in facilitating individualized survival predictions and useful when performing clinical decision-making for
GAC patients who receive surgery and chemotherapy.
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Background
Gastric cancer (GC) is a common type of cancer world-
wide, with more than 1 million new cases in 2018, and it
causes nearly 800,000 deaths. The GC causing deaths take
part in one twelfth global deaths. Thus, GC is the fifth
most usually diagnosed cancer and makes the third pre-
dominant cause of cancer-related deaths [1]. GC has a
routine appearance of adenocarcinoma in 90% of cases,
with gastric adenocarcinoma (GAC) being the most-
common subtype of GC [2]. The incidence of GC varies
between regions, with approximate 70% of cases taking
place in developing countries [3]. The incidence rate in
men is two fold higher than that in women. Among men,
GC is the most important diagnosed type of cancer and
the predominant cause of cancer-related deaths in some
countries in western Asian, including Iran, Turkmenistan,
and Kyrgyzstan. The incidence rates of GC are also obvi-
ously elevated in countries in Eastern Asia, such as
Mongolia, Japan, and the Republic of Korea [1].
The main treatment modality for locally advanced GC

is stomach resection by surgery, and complete resection
is the essential treatment for curing locally advanced
GC. However, while complete resection by surgery can
eliminate the cancer that is visible in the surgical field
[4], cancer recurrence remains possible since complete
resection cannot extinguish any micrometastatic cancer
cells that exist outside of the surgical field. Such unseen
cancer cells inevitably reproduce to become a lump that
can be diagnosed on imageological examinations or
physical examinations, corresponding to recurrence [5].
The objective of adjuvant therapy is to extinguish micro-
metastatic tumor cells before and/or after surgery in
order to increase the probability of a good survival out-
come for the cancer patient. The timing to perform
chemotherapy is different in the world. In the European
Union and the USA, preoperative chemotherapy is advo-
cated while postoperative adjuvant chemotherapy is en-
couraged in Asia [6].
It is popular to use nomograms for cancer prognoses

because nomograms simplify complex statistical predictive
models containing large quantity of factors to a single
brief numerical estimate model to predict the probability
of an event. Such as death or recurrence of cancer. A
nomogram is specific to an individual patient [7, 8].
Nomogram is easily mastered graphical interfaces to in-
form clinical decision-making. Nomogram have in general
been generally used as graphical representations of com-
plex mathematical formulas. Nomograms combine some
independent factors to get a statistical prognostic model.
And the model was estimated the prognosis in multiple
malignancies [9].
Some nomograms for the survival prognosis of GC or

GAC have been reported [10–15]. However, no nomo-
grams are available for the 10-year survival prognosis of
GAC patients who have received surgery and chemo-
therapy. In the current study we planed to construct a
survival nomogram to predicting the survival of GAC
patients who receive surgery and chemotherapy.

Methods
Patients
The Surveillance, Epidemiology, and End Results (SEER)
database contains nearly 30% of the total US population. It
is composed of 18 registries form different cities containing
important clinical information on patients in the US who
suffered from tumors. We obtained clinical information on
GAC patients from the SEER database that could be de-
tailed analyses of survival in GAC. This study performed a
retrospective review of all GAC patients in the SEER data-
base who had received surgery and chemotherapy between
2004 and 2015. In order to assess the effect of lymph node
status, patients with enough information about the number
of regional lymph nodes examined (RNE) were selected in
the current study. Finally, accord to the inclusion criteria, a
total of 5764 GAC patients were selected as the primary
cohort. Approximately 70% (n = 4034) of these patients
were randomly assigned to the training set, and the rest
1729 patients were defined as the external validation set.
The inclusion criteria for GAC patients in the current

study were described as follows:

1. Site and morphology according to International
Classification of Diseases for Oncology (ICD-O-3)
histology/behavior code 8140/3, 8141/3, 8142/3,
8143/3, 8144/3, 8146/3, 8147/3, 8149/3, 8213/3,
8262/3, 8263/3, 8290/3, 8310/3, 8322/3, 8323/3,
8325/3, 8330/3, 8331/3, 8332/3, or 8333/3.

2. Site and morphology, according to ICD-O-3
primary site code C16.0, C16.1, C16.2, C16.3,
C16.4, C16.5, C16.6, C16.7, C16.8, or C16.9.

3. Known cause of death and known survival period
after the diagnosis.

4. Received either local or major primary tumor
resection.

5. Received chemotherapy.

The exclusion criteria for GAC patients in the current
study were as follows:

1. GAC was not the only primary cancer diagnosed.
2. Unknown AJCC stage.
3. Unknown TNM stage.
4. Unknown lymph node status.

Ethical approval
All the date from SEER database are de-identified before
being released to the public and so cases extracted do
from the SEER database do not contain any personally



Table 1 Patient characteristics in the study

Characteristics Training set (n = 4034) Validation set (n = 1729)

n % n %

age (years)

Mean 62.8. ± 11.6 62.5 ± 11.4

Range 22–92 17–94

Sex

Male 2905.0 72.0 1285.0 74.3

Female 1129.0 28.0 444.0 25.7

Race

White 2805.0 69.5 1215.0 70.3

Black 516.0 12.8 207.0 12.0

Others 713.0 17.7 307.0 17.7

Marital

Married 2811.0 69.7 1191.0 68.9

Single/Domestic
Partner

475.0 11.8 239.0 13.8

DWS 748.0 18.5 299.0 17.3

Prime Site 0.0

cardia 1698.0 42.1 756.0 43.7

pylorus 1392.0 34.5 571.0 33.0

others or primary
site unknown

944.0 23.4 402.0 23.3

Grade

Well 131.0 3.2 55.0 3.2

Moderately 1353.0 33.5 583.0 33.7

Poorly 2471.0 61.3 1053.0 60.9

Undifferentiated 79.0 2.0 38.0 2.2

Primary T category

T1 353.0 8.8 141.0 8.2

T2 2267.0 56.2 984.0 56.9

T3 1093.0 27.1 477.0 27.6

T4 321.0 8.0 127.0 7.3

Primary N category

N0 925.0 22.9 373.0 21.6

N1 2145.0 53.2 939.0 54.3

N2 728.0 18.0 317.0 18.3

N3 236.0 5.9 100.0 5.8

Primary M category

M0 3614.0 89.6 1558.0 90.1

M1 420.0 10.4 171.0 9.9

Summary stage

Localized 565.0 14.0 225.0 13.0

Regional 2915.0 72.3 1281.0 74.1

Distal 554.0 13.7 223.0 12.9

Radiation recode 0.0

Yes 1800.0 44.6 772.0 44.7

Table 1 Patient characteristics in the study (Continued)

Characteristics Training set (n = 4034) Validation set (n = 1729)

n % n %

No/Unknown 2234.0 55.4 957.0 55.3

RNE

mean 18.2 ± 11.9 18.2 ± 11.7

range 1–87 1–77

RNP

median 2 2

range 0–79 0–51

AJCC

I 846.0 21.0 355.0 20.5

II 1333.0 33.0 574.0 33.2

III 1078.0 26.7 477.0 27.6

IV 777.0 19.3 323.0 18.7

Abbreviations; RNE Number of regional nodes examined, DSW divorced &
separated &widowed, RNP Number of regional nodes positive, AJCC American
Joint Committee on Cancer
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identifying information. Since the data are available to
all the researchers when they signed to obey the data
use agreement, no ethical approval was required for this
study.

Data collection
The potential factors associated with the survival of
GAC patients who receive surgery and chemotherapy
were identified by obtaining information on the clinico-
pathological characteristics of these patients such as the
age at diagnosis, RNE, number of positive regional
lymph nodes (RNP), sex, race, grade, derived AJCC
stage, summary stage, and radiotherapy status. The end
point of this study was the disease-specific survival
(DSS) rate. DSS was defined as the time period from sur-
gery to cancer-caused death or the last follow-up. DSS
was calculated and survival curves were produced using
the Kaplan-Meier method and the outcome of the curves
were validated by the log-rank test.

Statistical analysis
Age, RNE, and RNP were continuous variables in this
study. Age and RNE are in accordance with normal dis-
tribution and they are expressed as the form of mean ±
SD values, while RNP is expressed as median and
interquartile-range values since it dose not follow the
law of the normal distribution. The rest variables are
categorical and are presented as percentages. Independ-
ent factors predicting the survival time were determined
using the Kaplan-Meier and Cox proportional-hazards
models [16]. Variables that were significant were further
identified by a multivariate Cox proportional-hazards
model via backward stepwise analysis.



Table 2 Selected variables by multivariate Cox regression
analysis

Characteristics HR 95% CI p-value

Age 1.009 1.005–1.013 <0.001

Race

White reference

Black 1.020 0.884–1.175 0.790

Others 0.765 0.668–0.877 <0.001

Prime Site <0.001

cardia reference

pylorus 0.729 0.649–0.818

others or primary site unknown 0.749 0.660–0.849

Grade

Well reference

Moderately 1.026 0.743–1.417 0.877

Poorly 1.379 1.004–1.894 0.047

Undifferentiated 1.581 1.026–2.437 0.038

Summary stage

Localized reference

Regional 1.208 0.919–1.587 0.175

Distal 1.726 1.263–2.359 <0.001

Radiation recode

Yes reference

No/Unknown 1.084 0.986–1.192 0.094

RNE 0.974 0.970–0.979 <0.001

RNP 1.06 1.051–1.069 <0.001

AJCC

I reference

II 1.340 1.064–1.687 0.013

III 1.900 1.507–2.397 <0.001

IV 2.285 1.750–2.981 <0.001

Abbreviations; RNE number of regional nodes examined, DSW divorced &
separated &widowed, RNP number of regional nodes positive, AJCC American
Joint Committee on Cancer

Wang et al. BMC Cancer           (2020) 20:10 Page 4 of 10
A nomogram to predict the 3-, 5-, and 10-year DSS
rates was constructed using the results of the multivari-
ate analyses. The predictive accuracy of the constructed
nomogram was estimated using Harrell’s concordance
index (C-index) and the area below the time-dependent
receiver operating characteristic curve (AUC). Calibra-
tion was assessed graphically by plotting the relationship
between the predicted probability and the actual out-
come using the Hosmer goodness-of-fit test [17]. The
integrated discrimination improvement (IDI) and the net
reclassification improvement (NRI) were calculated to
evaluate the improved advantage in the predictive accuracy
of the new prediction model [18].. Finally, decision-curve
analysis (DCA) was employed to evaluate the clinical ap-
plicability of the constructed nomogram by quantify-
ing the net improved benefits at various threshold
probabilities [19].
All statistical analyses were carried out using SPSS

software (version 24.0, SPSS, Chicago, IL, USA) and R
software. A two-sided P value of ≤0.05 was regarded as
existing statistical significance.

Results
Patient baseline characteristics
After selection in SEER database according to the inclusion
and exclusion criteria, 5764 patients who received surgery
and chemotherapy were identified. Approximate 70% of
them were grouped into Training set randomly, while the
rest were randomly selected into the validation set. In the
training set, the age at diagnosis was 62.8 ± 11.6 years
(range 22–92 years). There were 2905(72%) male patients
and 1129 (28%) female ones. These patients were predom-
inantly white (n = 2805, 69.5%), while 516 of them were
black (12.8%) and 713 were of other races (17.7%). Their
marital status comprised 2811 married patients (69.5%),
475 patients (11.8%) who were single or living with a do-
mestic partner, and 748 patients (18.5%) were divorced or
separated or widowed (DSW). The primary sites of GAC in
1698 patients (42.1%) were located in cardia, 1392 patients
(34.5%)were located in pylorus, and 944 patients (23.4%)
were located in other part of the stomach or the location
were unknown. Poor differentiation (61.3%) was the most-
common tumor grade, followed by moderate differentiation
(33.5%), well-differentiated (3.2%), and undifferentiated
(2.0%). Most patients (56.2%) were categorized as primary
T category T2, 27.1% were T3, 8.8% were T1, and 8.0%
were T4. About half of the patients (53.2%) were catego-
rized as primary N category N1, 22.9% were N0, 18.0% were
N2, and 5.9% were N3, while 89.6% were categorized as pri-
mary M category M0 and 11.4% were M1. Regional cancer
(72.3%) was the most-common tumor summary stage,
followed by localized cancer (14.0%) and distant cancer
(13.7%). Almost half of the patients (44.6%) had the radi-
ation record. The RNE was 18.2 ± 11.9 (range 1–87), and
the median RNP was 2 (range 0–79). There were 1333
(33.0%), 1078 (26.7%), 846 (21%), and 777 (19.3%) patients
categorized as AJCC stages II, III, I, and IV, respectively.
Patients in the validation set showed similar characteris-

tics to those in the training set. The comprehensive clinico-
pathological characteristics of the GAC patients involved in
the training and validation sets are displayed in Table 1.

Nomogram construction
After the multivariable Cox analysis, the outcomes
revealed that the age at diagnosis, RNE, RNP, sex, race,
grade, summary stage, and radiotherapy status can inde-
pendently predict the DSS of GAC patients who receive
surgery and chemotherapy (Table 2). All of the statisti-
cally potential independent risk factors that were related
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with DSS were incorporated in the prognostic nomo-
gram developed in this study (Fig. 1).

Validation of the nomogram for DSS of GAC patients who
receive surgery and chemotherapy
The constructed nomogram was externally validated
using the validation set. The predictive capacity of the
constructed nomogram was directly contrast the seventh
edition of AJCC staging system for GC. The C-indexes
for the training and validation sets were larger for the
nomogram (0.694 and 0.707, respectively) than for the
seventh AJCC staging system (0.651 and 0.661). The 3-,
5-, and 10-year AUCs for the nomogram were 0.744,
0.746, and 0.743, respectively, for the training set, and
0.744, 0.747, and 0.75 for the validation set, indicating a
good model discrimination ability that was better than
that of the seventh AJCC staging system (Fig. 2).
Calibration plots for the proposal nomogram displayed

that the predicted 3-, 5-, and 10-year DSS probabilities
Fig. 1 Nomogram predicting 3-,5- and 10-year survival. RNE = Number of r
positive, Site = Prime Site, Grade = Differentiation classification, I:Well differe
Undifferentiated, AJCC = Derived AJCC Stage Group, 7thed, Sums = SEER Su
Combination of beam with implants or isotopes/ Other radiation (1973–19
Radioactive implants/ Radioisotopes, NO:None/Unknown/refused/recomme
for the training and validation sets of patients from
SEER database were almost identical to the actual obser-
vations (Fig. 3).
The NRI values for the 3-, 5-, and 10-year DSS were

0.380 (95% CI = 0.316–0.470), 0.407 (95% CI = 0.350–
0.505), and 0.413 (95% CI = 0.336–0.519), respectively,
in the validation set. These results displayed that the
proposed nomogram presented a large improvement
in predictive performance. Similarly, the IDI values for
the 3-, 5-, and 10-year DSS were 0.058, 0.059, and
0.058, respectively, in the validation set (P < 0.05), fur-
ther validating the improved predictive performance
of the nomogram.

Decision curve analysis
DCA plots for the 3-, 5-, and 10-year DSS discrimination
ability are depicted in Fig. 4. The proposed nomogram
was found to consistently perform better than the sev-
enth AJCC staging system.
egional lymph nodes examined, RNP = number of regional nodes
ntiated, II: Moderately differentiated, III: Poorly differentiated, IV:
mmary stage 2000, Rad = Radiation recode, Yes: Beam Radiation/
87 cases only) /Radiation, NOS method or source not specified/
nded, unknow if administered



Fig. 2 ROC curves. The ability of the model to be measured by the C index. a, b, c 3-,5-, 10-year CSS came from the training set, and d, e, f 3-,5-,
10-year CSS came from the validation set
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Discussion
This study developed a nomogram to predict the 3-, 5-,
and 10-year DSS of GAC patients who receive surgery and
chemotherapy based on multi-center and multi-population
and multi-ethnic data in the SEER database. The AJCC
staging system has been the most commonly used and
most-effective program for predicting the prognosis of
GAC patients [20]. However, receiving both surgery and
chemotherapy will result in many more important risk
factors influencing the DSS, such as age, race, sex, marital
status, primary cancer site, grade, and summary stage. We
therefore implemented a more-comprehensive prognosis
model in the form of a nomogram. This nomogram not
only includes the AJCC staging system, but also system
demographics and other important clinical parameters. The
overall survival of GAC patients is prolonged after they re-
ceive surgery and chemotherapy [21–24]. The increasing
number of GAC survivors—especially long-term survi-
vors—makes the use of a nomogram for predicting their
long-term survival prognosis highly desirable.
To our knowledge, the present nomogram is the first

for predicting the 10-year DSS for GAC patients who
receive surgery and chemotherapy. Zhong and colleagues
constructed a similar nomogram for the 10-year survival
prognosis of GC patients after they receive curative sur-
gery, but that nomogram did not include the chemother-
apy status [25]. In addition, an external cohort of GAC
patients from the same database was used to validate the
present nomogram. The obtained results suggest that we
have successfully constructed a reliable nomogram for
predicting the 3-, 5-, and 10-year DSS of GAC patients
who receive surgery and chemotherapy, since the nomo-
gram validation demonstrated favorable discrimination
and calibration.
The constructed nomogram includes several independ-

ent prognostic factors. Many studies have indicated that
the age of cancer patients is an important prognostic fac-
tor for DSS [13, 26–28]. Multivariate analyses indicated
that the RNP and older age were statistical independent
risk factors for the DSS of GAC patients who receive sur-
gery and chemotherapy, with survival being worse in older
patients. The current study found that the DSS of GAC
patients who receive surgery and chemotherapy was nega-
tively correlated with age. Moreover, the race that not



Fig. 3 Calibration plots. Show the relationship between the predicted probabilities base on the nomogram and actual values of the train
set (a, b, c) and validation set (d, e, f)
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white or black appeared to be a protective factor com-
pared with being white (HR = 0.765, 95% CI = 0.668–
0.877, P < 0.001), while cancer with a primary site of the
pylorus seemed to be protective compared with the cardi-
a(HR = 0.729, 95% CI = 0.649–0.818, P < 0.001). Undiffer-
entiated classification was a risk factor compared with
well-differentiated (HR = 1.581, 95% CI = 1.026–2.437, P <
0.001), a higher AJCC stage was associated with a worse
DSS, and compared with a localized summary stage, a dis-
tant summary stage was a risk factor for DSS (HR = 1.726,
95% CI = 1.263–2.659, P < 0.001).
The proposed predicting nomogram model includes

risk factors that are easily gotten and collected through
clinical historical records. To further estimate whether
the prognostic nomogram model expressed better than
the traditional AJCC staging system, we assessed its per-
formance based on calibration, discrimination, IDI, NRI,
and DCA. The proposed nomogram displayed a good
discrimination ability by producing a C-index of 0.694
for the training set and 0.707 for the validation set.
Moreover, the C-indexes of the AJCC staging system
were weaker than those of the proposed nomogram, as
were the AUC values. The discriminative efficiency of
the nomogram was obviously preferably comparing with
that of the AJCC staging system. The plots for both the
training set and validation set resembled a 45-degree
line, showing that the predictions of the proposed
nomogram were well calibrated (Fig. 2). The NRI and
IDI are more sensitive indicators than the C-index, and
the NRI indicated that the proposed model reclassified
the risk probabilities better than did the AJCC staging
system, while the IDI demonstrated the superior ability
of the constructed nomogram to distinguish cases com-
pared with the AJCC staging system. Numerous previous
studies have found benefits of applying DCA [29–33],
and the results of the current study showed that the 3-,
5-, and 10-year DCA curves displayed net benefits larger
than those of the AJCC staging system, both in the train-
ing set and validation set (Fig. 4).
While the present nomogram model demonstrated high

accuracy in predicting DSS, several limitations of this
study must be considered. Firstly, data of the patients were



Fig. 4 Decision curve analysis. In the figure, the abscissa is the threshold probability, the ordinate is the net benefit rate. The horizontal one
indicates that all samples are negative and all are not treated, with a net benefit of zero. The oblique one indicates that all samples are positive.
The net benefit is a backslash with a negative slope. a, b, and c came from the training set; and d, e and f came from the validation set

Wang et al. BMC Cancer           (2020) 20:10 Page 8 of 10
collected from the SEER database, in which the chemo-
therapy status is only reported as either “yes” and “no/un-
known.” Although all of the cases included in the current
study were GAC patients who had received chemotherapy
(by excluding the “no/unknown” ones in the SEER data-
base), the lack of detailed chemotherapy information
might have influenced the obtained results. Secondly,
there are potentially other factors that could influence the
prognosis of GAC cancer patients, and so further clinical
research should be carried out to improve the nomogram.
Thirdly, since the current study had a retrospective
research type design, some important data of including
patients might had been missing inevitably, decreasing the
number of eligible cases. Fourthly, the results of this study
would be more meaningful if the nomogram model was
well externally validated by another real world, independ-
ent, large-quantity, high-quality cohort, which would
prove whether our findings are more-widely acceptable.
Although there are so many limitations, The results show
that our prognostic nomogram is an instructive and effi-
cient model to predict the accurate individual survival
outcomes of GAC patients who receive surgery and
chemotherapy.

Conclusion
We have constructed and validated a prognosis nomo-
gram for GAC that has a high accuracy. The prognostic
effect of the proposed nomogram was better than that of
the traditional seventh AJCC staging system alone. The
validation process indicated that the current nomogram
provides more efficient DSS predictions for GAC pa-
tients who receive surgery and chemotherapy in the gen-
eral population. The nomogram will be beneficial for
personalized survival prediction and helpful in clinical
decision-making for GAC patients who receive surgery
and chemotherapy.

Abbreviations
AC: Adenocarcinoma; AJCC: American Joint Committee on Cancer; AUC: Area
under the receiver operating characteristics curve; CI: Confidence interval; C-
index: Consistency index; CSS: Cancer-specific survival; DCA: Decision curve
analysis; DSS: Disease-specific survival; DSW: Divorced & separated
&widowed; GAC: Gastric adenocarcinoma; HR: Hazard ratio; ICD-O-3: The
third revision of International Classification of Disease for Oncology;



Wang et al. BMC Cancer           (2020) 20:10 Page 9 of 10
OS: Overall survival; PUC: Primary urethral carcinoma; RNE: Number of
regional nodes examined; RNP: Number of regional nodes positive;
SCC: Squamous cell carcinoma; SEER: Surveillance, Epidemiology, and End
Results; Sums: SEER Summary stage 2000; TCC: Transitional cell carcinoma

Acknowledgements
The authors would like to thank SEER for open access to the database.

Authors’ contributions
CYW and JY was responsible for conception, design and quality control of
this study. HZ, ZLZ, and BHL conducted data management, analysis and
interpretation. CYW, YW, and ZG participated in statistical analyses. CYW, GXJ,
JL, and XDL contributed to manuscript drafting and editing. XQR reviewed
the manuscript. All authors read and approved the final manuscript.

Funding
Not applicable.

Availability of data and materials
The dataset from SEER database generated and/or analyzed during the
current study are available in the SEER dataset repository (https://seer.cancer.
gov/).

Ethics approval and consent to participate
All of the authors signed the “SEER Research Data Agreement” in order to
protect the patients’ privacy, which is consistent with ethical principles.

Consent for publication
All authors listed approved the publication of the manuscript.

Competing interests
The authors declare that they have no competing interests.

Author details
1Department of General Surgery, Huaihe Hospital of Henan University,
Kaifeng, Henan, China. 2Institute of Evidence-Based Medicine and knowledge
translation, Henan University, Kaifeng, Henan, China. 3Clinical Research
Center, The First Affiliated Hospital of Xi’an Jiaotong University, Xi’an, Shaanxi,
China. 4School of Public Health, Xi’an Jiaotong University Health Science
Center, Xi’an, Shaanxi, China. 5Department of ICU, Huaihe Hospital of Henan
University, Kaifeng, Henan, China. 6Department of Urology, Huaihe Hospital
of Henan University, Kaifeng, Henan, China.

Received: 11 June 2019 Accepted: 23 December 2019

References
1. Bray F, Ferlay J, Soerjomataram I, Siegel RL, Torre LA, Jemal A. Global cancer

statistics 2018: GLOBOCAN estimates of incidence and mortality worldwide
for 36 cancers in 185 countries. CA Cancer J Clin. 2018;68(6):394–424.
https://doi.org/10.3322/caac.21492.

2. Digklia A, Wagner AD. Advanced gastric cancer: current treatment
landscape and future perspectives.%a Digklia a. World J Gastroenterol. 2016;
22(8):2403–14.

3. Harada K, Mizrak Kaya D, Shimodaira Y, Ajani JA. Global chemotherapy
development for gastric cancer. Gastric Cancer. 2017;20(Suppl 1):92–101.
https://doi.org/10.1007/s10120-016-0655-8.

4. Cardoso R, Coburn NG, Seevaratnam R, et al. A systematic review of patient
surveillance after curative gastrectomy for gastric cancer: a brief review.
Gastric Cancer. 2012;15(1):164–7. https://doi.org/10.1007/s10120-012-0142-9.

5. Laks S, Meyers MO, Kim HJ. Surveillance for gastric Cancer. Surg Clin North
Am. 2017;97(2):317–31. https://doi.org/10.1016/j.suc.2016.11.007.

6. Harada K, Lopez A, Shanbhag N, Badgwell B, Baba H, Ajani J. Recent
advances in the management of gastric adenocarcinoma patients.
F1000Research. 2018;7. https://doi.org/10.12688/f1000research.15133.1.

7. You H, Yang J, Liu Q, et al. The impact of the lymph node density on
overall survival in patients with Wilms’ tumor: a SEER analysis. Cancer Manag
Res. 2018;10:671–7. https://doi.org/10.2147/cmar.s163514.

8. Yang J, Chen S, Li Y, et al. Incidence rate and risk factors for suicide death in
patients with skin malignant melanoma: a surveillance, epidemiology, and
end results analysis. Melanoma Res. 2018. https://doi.org/10.1097/cmr.
0000000000000559.

9. Iasonos A, Schrag D, Raj GV, Panageas KS. How to build and interpret a
nomogram for cancer prognosis. J Clin Oncol. 2008;26(8):1364–70. https://
doi.org/10.1200/jco.2007.12.9791.

10. Roberto M, Botticelli A, Strigari L, et al. Prognosis of elderly gastric cancer
patients after surgery: a nomogram to predict survival. Medical oncology
(Northwood, London, England). 2018;35(7):111. https://doi.org/10.1007/
s12032-018-1166-8.

11. Muneoka Y, Akazawa K, Ishikawa T, et al. Nomogram for 5-year relapse-free
survival of a patient with advanced gastric cancer after surgery. Int J Surg
(London, England). 2016;35:153–9. https://doi.org/10.1016/j.ijsu.2016.09.080.

12. Zhou Z, Zhang H, Xu Z, Li W, Dang C, Song Y. Nomogram predicted
survival of patients with adenocarcinoma of esophagogastric junction.
World J Surg Oncol. 2015;13:197. https://doi.org/10.1186/s12957-015-0613-7.

13. Kim Y, Spolverato G, Ejaz A, et al. A nomogram to predict overall survival
and disease-free survival after curative resection of gastric adenocarcinoma.
Ann Surg Oncol. 2015;22(6):1828–35. https://doi.org/10.1245/s10434-014-
4230-4.

14. Song KY, Park YG, Jeon HM, Park CH. A nomogram for predicting individual
survival of patients with gastric cancer who underwent radical surgery with
extended lymph node dissection. Gastric Cancer. 2014;17(2):287–93. https://
doi.org/10.1007/s10120-013-0270-x.

15. Dikken JL, Baser RE, Gonen M, et al. Conditional probability of survival
nomogram for 1-, 2-, and 3-year survivors after an R0 resection for gastric
cancer. Ann Surg Oncol. 2013;20(5):1623–30. https://doi.org/10.1245/s10434-
012-2723-6.

16. Zumsteg ZS, Cook-Wiens G, Yoshida E, et al. Incidence of Oropharyngeal
Cancer among elderly patients in the United States. JAMA Oncol. 2016;
2(12):1617–23. https://doi.org/10.1001/jamaoncol.2016.1804.

17. Ye FG, Xia C, Ma D, Lin PY, Hu X, Shao ZM. Nomogram for predicting
preoperative lymph node involvement in patients with invasive
micropapillary carcinoma of breast: a SEER population-based study. BMC
Cancer. 2018;18(1):1085. https://doi.org/10.1186/s12885-018-4982-5.

18. Alba AC, Agoritsas T, Walsh M, et al. Discrimination and calibration of
clinical prediction models: Users’ guides to the medical literature. Jama.
2017;318(14):1377–84. https://doi.org/10.1001/jama.2017.12126.

19. Fitzgerald M, Saville BR, Lewis RJ. Decision curve analysis. Jama. 2015;313(4):
409–10. https://doi.org/10.1001/jama.2015.37.

20. Wang PL, Xiao FT, Gong BC, Liu FN, Xu HM. A Nomogram for predicting
overall survival of gastric Cancer patients with insufficient lymph nodes
examined. J Gastrointest Surg. 2017;21(6):947–56. https://doi.org/10.1007/
s11605-017-3401-6.

21. Miller KD, Siegel RL, Lin CC, et al. Cancer treatment and survivorship
statistics, 2016. CA Cancer J Clin. 2016;66(4):271–89. https://doi.org/10.3322/
caac.21349.

22. DeSantis CE, Lin CC, Mariotto AB, et al. Cancer treatment and survivorship
statistics, 2014. CA Cancer J Clin. 2014;64(4):252–71. https://doi.org/10.3322/
caac.21235.

23. Siegel R, DeSantis C, Virgo K, et al. Cancer treatment and survivorship
statistics, 2012. CA Cancer J Clin. 2012;62(4):220–41. https://doi.org/10.3322/
caac.21149.

24. Kunz PL, Gubens M, Fisher GA, Ford JM, Lichtensztajn DY, Clarke CA. Long-
term survivors of gastric cancer: a California population-based study. J Clin
Oncol. 2012;30(28):3507–15. https://doi.org/10.1200/jco.2011.35.8028.

25. Zhong Q, Chen QY, Li P, et al. Prediction of conditional probability of
survival after surgery for gastric Cancer: a study based on eastern and
Western large data sets. Surgery. 2018;163(6):1307–16. https://doi.org/10.
1016/j.surg.2018.02.011.

26. Shang-Guan XC, Chen QY, Li P, et al. Preoperative lymph node size is
helpful to predict the prognosis of patients with stage III gastric cancer after
radical resection. Surg Oncol. 2018;27(1):54–60. https://doi.org/10.1016/j.
suronc.2017.11.009.

27. Jiang S, Zhao R, Li Y, et al. Prognosis and nomogram for predicting
postoperative survival of duodenal adenocarcinoma: a retrospective study
in China and the SEER database. Sci Rep. 2018;8(1):7940. https://doi.org/10.
1038/s41598-018-26145-6.

28. Wu Q, Wang WJ, Huang YQ, Fang SY, Guan YJ. Nomograms for estimating
survival in patients with liver-only colorectal metastases: A retrospective
study. Int J Surg (London, England). 2018;60:1–8. https://doi.org/10.1016/j.
ijsu.2018.10.032.

https://seer.cancer.gov/
https://seer.cancer.gov/
https://doi.org/10.3322/caac.21492
https://doi.org/10.1007/s10120-016-0655-8
https://doi.org/10.1007/s10120-012-0142-9
https://doi.org/10.1016/j.suc.2016.11.007
https://doi.org/10.12688/f1000research.15133.1
https://doi.org/10.2147/cmar.s163514
https://doi.org/10.1097/cmr.0000000000000559
https://doi.org/10.1097/cmr.0000000000000559
https://doi.org/10.1200/jco.2007.12.9791
https://doi.org/10.1200/jco.2007.12.9791
https://doi.org/10.1007/s12032-018-1166-8
https://doi.org/10.1007/s12032-018-1166-8
https://doi.org/10.1016/j.ijsu.2016.09.080
https://doi.org/10.1186/s12957-015-0613-7
https://doi.org/10.1245/s10434-014-4230-4
https://doi.org/10.1245/s10434-014-4230-4
https://doi.org/10.1007/s10120-013-0270-x
https://doi.org/10.1007/s10120-013-0270-x
https://doi.org/10.1245/s10434-012-2723-6
https://doi.org/10.1245/s10434-012-2723-6
https://doi.org/10.1001/jamaoncol.2016.1804
https://doi.org/10.1186/s12885-018-4982-5
https://doi.org/10.1001/jama.2017.12126
https://doi.org/10.1001/jama.2015.37
https://doi.org/10.1007/s11605-017-3401-6
https://doi.org/10.1007/s11605-017-3401-6
https://doi.org/10.3322/caac.21349
https://doi.org/10.3322/caac.21349
https://doi.org/10.3322/caac.21235
https://doi.org/10.3322/caac.21235
https://doi.org/10.3322/caac.21149
https://doi.org/10.3322/caac.21149
https://doi.org/10.1200/jco.2011.35.8028
https://doi.org/10.1016/j.surg.2018.02.011
https://doi.org/10.1016/j.surg.2018.02.011
https://doi.org/10.1016/j.suronc.2017.11.009
https://doi.org/10.1016/j.suronc.2017.11.009
https://doi.org/10.1038/s41598-018-26145-6
https://doi.org/10.1038/s41598-018-26145-6
https://doi.org/10.1016/j.ijsu.2018.10.032
https://doi.org/10.1016/j.ijsu.2018.10.032


Wang et al. BMC Cancer           (2020) 20:10 Page 10 of 10
29. Zhou W, Huang C, Yuan N. Prognostic nomograms based on log odds of
positive lymph nodes for patients with renal cell carcinoma: A retrospective
cohort study. Int J Surg (London, England). 2018;60:28–40. https://doi.org/
10.1016/j.ijsu.2018.10.038.

30. Wu S, Chen JN, Zhang QW, et al. A new metastatic lymph node
classification-based survival predicting model in patients with small bowel
adenocarcinoma: a derivation and validation study. EBioMedicine. 2018;32:
134–41. https://doi.org/10.1016/j.ebiom.2018.05.022.

31. Tang X, Zhou X, Li Y, et al. A novel Nomogram and risk classification system
predicting the Cancer-specific survival of patients with initially diagnosed
metastatic esophageal Cancer: a SEER-based study. Ann Surg Oncol. 2018.
https://doi.org/10.1245/s10434-018-6929-0.

32. Sun Y, Wang J, Li Y, et al. Nomograms to predict survival rates for
esophageal cancer patients with malignant behaviors based on ICD-0-
3. Future Oncol (London, England). 2018. https://doi.org/10.2217/fon-
2018-0493.

33. Dong F, Shen Y, Gao F, et al. Nomograms to predict individual prognosis of
patients with primary small cell carcinoma of the bladder. J Cancer. 2018;
9(7):1152–64. https://doi.org/10.7150/jca.23344.

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

https://doi.org/10.1016/j.ijsu.2018.10.038
https://doi.org/10.1016/j.ijsu.2018.10.038
https://doi.org/10.1016/j.ebiom.2018.05.022
https://doi.org/10.1245/s10434-018-6929-0
https://doi.org/10.2217/fon-2018-0493
https://doi.org/10.2217/fon-2018-0493
https://doi.org/10.7150/jca.23344

	Abstract
	Background
	Objective
	Methods
	Results
	Conclusion

	Background
	Methods
	Patients
	Ethical approval
	Data collection
	Statistical analysis

	Results
	Patient baseline characteristics
	Nomogram construction
	Validation of the nomogram for DSS of GAC patients who receive surgery and chemotherapy
	Decision curve analysis

	Discussion
	Conclusion
	Abbreviations
	Acknowledgements
	Authors’ contributions
	Funding
	Availability of data and materials
	Ethics approval and consent to participate
	Consent for publication
	Competing interests
	Author details
	References
	Publisher’s Note

