Clinical Oncology

Baishideng Publishing Group Inc



g ﬁ World Journal of
Clinical Oncology

Contents Monthly Volume 15 Number 2 February 24, 2024

EDITORIAL

165 Circulating tumor cells as prognostic marker in pancreatic cancer
Yakar M, Etiz D

169 Unlocking the potential-vitamin D in prostate cancer prevention
Cassell A, Konneh S

175 TMOSF1 is implicated in promoting the proliferation and invasion of bladder cancer cells
Zhou SQ, Luo LX
REVIEW

178 Updates on management of gliomas in the molecular age
Mohamed AA, Alshaibi R, Faragalla S, Mohamed Y, Lucke-Wold B
MINIREVIEWS

195 Deregulation of interferon-gamma receptor 1 expression and its implications for lung adenocarcinoma
progression
Tecalco-Cruz AC, Medina-Abreu KH, Oropeza-Martinez E, Zepeda-Cervantes J, Vazquez-Macias A, Macias-Silva M
ORIGINAL ARTICLE
Clinical and Translational Research

208 Elucidating the molecular basis of ATP-induced cell death in breast cancer: Construction of a robust
prognostic model
Zhang HL, Doblin S, Zhang ZW, Song ZJ, Dinesh B, Tabana Y, Saad DS, Adam Ahmed Adam M, Wang Y, Wang W, Zhang
HL, Wu S, Zhao R, Khaled B

243 Identification of immune cell-related prognostic genes characterized by a distinct microenvironment in
hepatocellular carcinoma
Li MT, Zheng KF, Qiu YE
Retrospective Study

271 Population-based X-ray gastric cancer screening in Hiroshima prefecture, Japan
Vu NTH, Urabe Y, Quach DT, Oka S, Hiyama T

282 Endoscopic resection for calcifying fibrous tumors of the gastrointestinal tract
Geng ZH, Zhu Y, Fu PY, Qu YF, Chen SY, Zhong YS, Zhang YQ, Chen WF, Qin WZ, Hu JW, Cai MY, Yao LQ, Li QL, Zhou
PH

Buisnidenge VVICO | hittps:/ /www.wijgnet.com I February 24,2024 | Volume15 | Issue2



World Journal of Clinical Oncology
Contents
Monthly Volume 15 Number 2 February 24, 2024
Observational Study
290 Prevalence, risk factors, and BRAF mutation of colorectal sessile serrated lesions among Vietnamese
patients
Vu NTH, Le HM, Vo DTN, Vu HA, Le NQ, Ho DDQ, Quach DT
Basic Study
302 TMOISF1 promotes bladder cancer cell growth and infiltration
Wei L, Wang SS, Huang ZG, He RQ, Luo JY, Li B, Cheng JW, Wu KJ, Zhou YH, Liu S, Li SH, Chen G
317 Limonin inhibits the stemness of cancer stem-like cells derived from colorectal carcinoma cells potentially
via blocking STAT3 signaling
Zhang WF, Ruan CW, Wu JB, Wu GL, Wang XG, Chen HJ
META-ANALYSIS
329 Identification and validation of a pyroptosis-related prognostic model for colorectal cancer based on bulk
and single-cell RNA sequencing data
Zhu LH, Yang J, Zhang YF, Yan L, Lin WR, Liu WQ
LETTER TO THE EDITOR
356 Bridging the gap: Predicting brain metastasis in breast cancer
Gonsalves D, Ciérvide R, Couriago F
Gishidenge VVICO | https://www.wjgnet.com I February 24,2024 | Volume15 | Issue2



World Journal of Clinical Oncology

Contents

Monthly Volume 15 Number 2 February 24, 2024

ABOUT COVER

Peer Reviewer of World Journal of Clinical Oncology, Arkadeep Dhali, MBBS, MPH, FRSPH, Academic Clinical
Fellow, Academic Unit of Gastroenterology, Sheffield Teaching Hospitals, Sheffield, United Kingdom.
arkadipdhali@gmail.com

AIMS AND SCOPE

The primary aim of World Journal of Clinical Oncology (WJCO, World ] Clin Oncol) is to provide scholars and readers
from various fields of oncology with a platform to publish high-quality basic and clinical research articles and
communicate their research findings online.

WJCO mainly publishes articles reporting research results and findings obtained in the field of oncology and
covering a wide range of topics including art of oncology, biology of neoplasia, breast cancer, cancer prevention
and control, cancer-related complications, diagnosis in oncology, gastrointestinal cancer, genetic testing for cancer,
gynecologic cancer, head and neck cancer, hematologic malignancy, lung cancer, melanoma, molecular oncology,
neurooncology, palliative and supportive care, pediatric oncology, surgical oncology, translational oncology, and
urologic oncology.

INDEXING/ABSTRACTING

The WJCO is now abstracted and indexed in PubMed, PubMed Central, Emerging Sources Citation Index (Web of
Science), Reference Citation Analysis, China Science and Technology Journal Database, and Superstar Journals
Database. The 2023 Edition of Journal Citation Reports® cites the 2022 impact factor (IF) for WJCO as 2.8; IF without
journal self cites: 2.8; 5-year IF: 3.0; Journal Citation Indicator: 0.36.

RESPONSIBLE EDITORS FOR THIS ISSUE

Production Editor: Xiang-Di Zhang, Production Department Director: X« Guo; Editorial Office Director: Xu Guo.

NAME OF JOURNAL INSTRUCTIONS TO AUTHORS

World Journal of Clinical Oncology https:/ /www.wignet.com/bpg/gerinfo/204

ISSN GUIDELINES FOR ETHICS DOCUMENTS
ISSN 2218-4333 (online) https:/ /www.wijgnet.com/bpg/Gerlnfo/287
LAUNCH DATE GUIDELINES FOR NON-NATIVE SPEAKERS OF ENGLISH
November 10, 2010 https:/ /www.wjgnet.com/bpg/gerinfo/240
FREQUENCY PUBLICATION ETHICS

Monthly https:/ /www.wijgnet.com/bpg/Getlnfo/288
EDITORS-IN-CHIEF PUBLICATION MISCONDUCT

Hiten RH Patel, Stephen Safe, Jian-Hua Mao, Ken H Young https:/ /www.wjgnet.com/bpg/gerinfo/208
EDITORIAL BOARD MEMBERS ARTICLE PROCESSING CHARGE

https:/ /www.wjgnet.com/2218-4333 /editorialboard.htm https:/ /www.wignet.com/bpg/gerinfo/242
PUBLICATION DATE STEPS FOR SUBMITTING MANUSCRIPTS
February 24, 2024 https:/ /www.wijgnet.com/bpg/Gerlnfo/239
COPYRIGHT ONLINE SUBMISSION

© 2024 Baishideng Publishing Group Inc https:/ /www.f6publishing.com

© 2024 Baishideng Publishing Group Inc. All rights reserved. 7041 Koll Center Parkway, Suite 160, Pleasanton, CA 94566, USA

E-mail: office@baishideng.com https://www.wjgnet.com

63%9@ WJCO | https://www.wjgnet.com 111 February 24,2024 | Volume15 | Issue2


https://www.wjgnet.com/bpg/gerinfo/204
https://www.wjgnet.com/bpg/GerInfo/287
https://www.wjgnet.com/bpg/gerinfo/240
https://www.wjgnet.com/bpg/GerInfo/288
https://www.wjgnet.com/bpg/gerinfo/208
https://www.wjgnet.com/2218-4333/editorialboard.htm
https://www.wjgnet.com/bpg/gerinfo/242
https://www.wjgnet.com/bpg/GerInfo/239
https://www.f6publishing.com
mailto:office@baishideng.com
https://www.wjgnet.com

é) ﬁ World Journal of
Clinical Oncology

Submit a Manuscript: https:/ /www.f6publishing.com World ] Clin Oncol 2024 February 24; 15(2): 243-270

DOI: 10.5306/wijco.v15.i2.243

ISSN 2218-4333 (online)

ORIGINAL ARTICLE

Clinical and Translational Research

Identification of immune cell-related prognostic genes characterized
by a distinct microenvironment in hepatocellular carcinoma

Meng-Ting Li, Kai-Feng Zheng, Yi-Er Qiu

Specialty type: Biology

Provenance and peer review:
Unsolicited article; Externally peer
reviewed.

Peer-review model: Single blind

Peer-review report’s scientific
quality classification

Grade A (Excellent): 0

Grade B (Very good): B
Grade C (Good): C

Grade D (Fair): 0

Grade E (Poor): 0

P-Reviewer: Elshimi E, Egypt;
Granito A, Italy

Received: October 18, 2023
Peer-review started: October 18,
2023

First decision: November 17, 2023
Revised: December 4, 2023
Accepted: January 11, 2024

Article in press: January 11, 2024
Published online: February 24, 2024

Meng-Ting Li, Kai-Feng Zheng, Yi-Er Qiu, Department of Gastroenterology, The Affiliated
People's Hospital of Ningbo University, Ningbo 315000, Zhejiang Province, China

Corresponding author: Meng-Ting Li, MD, PhD, Doctor, Department of Gastroenterology, The
Affiliated People's Hospital of Ningbo University, No. 251 Baizhang East Road, Ningbo
315000, Zhejiang Province, China. limengting1992@foxmail.com

Abstract

BACKGROUND

The development and progression of hepatocellular carcinoma (HCC) have been
reported to be associated with immune-related genes and the tumor microenvir-
onment. Nevertheless, there are not enough prognostic biomarkers and models
available for clinical use. Based on seven prognostic genes, this study calculated
overall survival in patients with HCC using a prognostic survival model and
revealed the immune status of the tumor microenvironment (TME).

AIM

To develop a novel immune cell-related prognostic model of HCC and depict the
basic profile of the immune response in HCC.

METHODS

We obtained clinical information and gene expression data of HCC from The
Cancer Genome Atlas (TCGA) and International Cancer Genome Consortium
(ICGC) datasets. TCGA and ICGC datasets were used for screening prognostic
genes along with developing and validating a seven-gene prognostic survival
model by weighted gene coexpression network analysis and least absolute
shrinkage and selection operator regression with Cox regression. The relative
analysis of tumor mutation burden (TMB), TME cell infiltration, immune check-
points, immune therapy, and functional pathways was also performed based on
prognostic genes.

RESULTS

Seven prognostic genes were identified for signature construction. Survival
receiver operating characteristic curve analysis showed the good performance of
survival prediction. TMB could be regarded as an independent factor in HCC
survival prediction. There was a significant difference in stromal score, immune
score, and estimate score between the high-risk and low-risk groups stratified
based on the risk score derived from the seven-gene prognostic model. Several

Buissidengs WICO | https:/ /www.wjgnet.com 243 February 24,2024 | Volume15 | Issue2 |


https://www.f6publishing.com
https://dx.doi.org/10.5306/wjco.v15.i2.243
mailto:limengting1992@foxmail.com

Li MT et al. Immune-related prognostic signature for HCC

immune checkpoints, including VTCN1 and TNFSF9, were found to be associated with the seven prognostic genes
and risk score. Different combinations of checkpoint blockade targeting inhibitory CTLA4 and PD1 receptors and
potential chemotherapy drugs hold great promise for specific HCC therapies. Potential pathways, such as cell cycle
regulation and metabolism of some amino acids, were also identified and analyzed.

CONCLUSION

The novel seven-gene (CYTH3, ENG, HIRA3, PDZD4, SAMD14, PGF, and PLN) prognostic model showed high
predictive efficiency. The TMB analysis based on the seven genes could depict the basic profile of the immune
response in HCC, which might be worthy of clinical application.

Key Words: Hepatocellular carcinoma; Prognostic model; Weighted gene coexpression network analysis; Microenvironment;
Chemotherapy

©The Author(s) 2024. Published by Baishideng Publishing Group Inc. All rights reserved.

Core Tip: In this work, we focused on establishing a prognostic survival model with seven prognostic genes to predict overall
survival in patients with hepatocellular carcinoma (HCC) and revealing the tumor microenvironment based on intersecting
genes of The Cancer Genome Atlas and The Cancer Genome Atlas datasets. In addition, potential chemotherapy drugs could
provide useful insights into the potential clinical treatment of HCC.
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INTRODUCTION

Hepatocellular carcinoma (HCC) is a common cancer that has the highest prevalence among liver cancer subtypes. It is
well known that the mortality of HCC has increased gradually and is likely to break through millions of cases[1]. Despite
rapid technological and medical advances in new tests and treatments for HCC patients, their overall five-year survival
rate is less than 5%][2]. In addition, since HCC has no specific clinical manifestations, patients might have been diagnosed
in the late stages. In this regard, it is necessary to explore novel prognostic biomarkers and risk models to help forecast
overall survival (OS) of HCC patients with greater accuracy.

The immune system and immune cells are both considered to be essential for developing various cancers, including
HCC[3]. A previous study reported that an imbalance in immune regulation affected the cancer microenvironment and
contributed to tumor progression and metastasis[4]. The altered crosstalk between tumor cells and the immune system
repre-sents a new hallmark in the diagnosis and treatment of HCC. For instance, CD8+CXCR5+ T cells migrate in
response to supernatants from primary HCC (HCC-SN) cells and cause patients with HCC to have a worse prognosis[5].
The activation of tumor-associated macrophages could contribute to increasing the number of HCC cells via destabil-
ization of adherens junctions[6]. Likewise, increasing the number and activity of mature dendritic cells could improve the
prognosis of HCC patients[7]. To date, the specific status of different cell subtypes and programmed cell death have been
explored in the tumor microenvironment (TME) of HCCJ[8,9]. However, few researchers have focused on exploring the
specific association or mechanism between immune infiltration and liver cancer through the genes of all immune cells.
Moreover, potential clinical applications along with the mechanism of different types of immune cell-related genes
regulating the TME for HCC progression remain unclear and need further research.

In this research, we first identified immune cell-related genes (ICRGs) through weighted gene coexpression network
analysis (WGCNA) in The Cancer Genome Atlas (TCGA) datasets to explore the potential prognostic immune-related
genes that were most enriched and correlated with HCC. After least absolute shrinkage and selection operator regression
(LASSO) regression with Cox regression analysis, we identified seven ICRGs to establish and validate a well-worked
prognostic model in the TCGA and International Cancer Genome Consortium (ICGC) datasets. Meanwhile, a series of
bioinformatic analyses, including protein-protein interaction, immune checkpoint analysis, immune checkpoint blockade,
chemotherapy drug analysis, gene set variation analysis (GSVA), and gene set enrichment analysis, were also performed
to determine how all immune cell-related genes may impact HCC's TME in this study. The results of this scenario also
helped determine potential biomarkers that might be novel therapeutic targets in HCC. Our study also identified
biomarkers that help determine the best therapeutic strategy for each patient.
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MATERIALS AND METHODS

Datasets

The clinical information of HCC patients and corresponding cancer tissue RNA-seq data were identified and retrieved
from the TCGA (https:/ /portal.gdc.cancer.gov/repository) for model construction and ICGC (https://dcc.icgc.org/
projects/LIRI-JP/) database for validation. There were 374 HCC tissues and 50 normal tissues in the TCGA dataset, and
265 tumor samples in the ICGC dataset.

ICRGs

First, we identified the hub immune-cell-related genes through weighted gene coexpression network analysis (WGCNA).
A co-expression network of ICRGs was built by using the R package “WGCNA v1.68”. After a topological overlapping
matrix was performed to detect modules, 405 genes in black module were chosen and regarded as ICRGs. Next, we
identified 338 differentially expressed ICRGs with the screening standard set as P < 0.05. In addition, String (Pro-
tein-Protein Interaction Networks, V: 10.5) database (https:/ /string-db.org/) analysis on the 338 differentially expressed
ICRGs was performed to obtain the interactions between proteins-targeted genes. Then, 51 hub ICRGs were filtered out
by performing univariate Cox regression analysis (P < 0.05).

Construction and validation of a prognostic model

A penalized shrunken regression method named LASSO was conducted on the B-coefficients to minimize potential
overfitting. Based on the results of the Cox regression analysis, seven prognostic ICRGs were identified and used to
construct a prognostic model. We calculated and obtained each patient’s risk score according to the formula below: Risk
score = esum (each gene’s expression x corresponding coefficient). Then, a model for immune-cell-related prognostic
indicators was developed as follows: Risk score = Y1 =1 N (Explg*Coef). The median risk score could be used to divide
HCC samples into low-risk (< median) and high-risk (= median) groups.

Prognostic and clinical implications

OS probability analysis and the time-dependent receiver operating characteristic (ROC) curve analysis based on the risk
model and seven prognostic ICRGs were performed using the R package “survival”, “survminer”, “survivalROC”, or
“timeROC”. Using the R package “survival”, we performed multivariate and univariate prognostic analyses based on the
TCGA and ICGC datasets, respectively. In addition, the area under the curve (AUC) values of the seven prognostic
ICRGs, the risk model, and various clinical factors for predicting the survival at 1, 3, and 5 years were calculated.

The available clinical factors, like age, gender, tumor grade, and tumor stage, were compared to assess the clinical
implication of the model and depicted using the R package “ggpubr”. In order to improve the possibility of usage in
clinical practice, a nomogram was constructed and the calibration curves were plotted based on the seven prognostic
ICRGs with the help of the R package “rms”.

Analysis of mutational load and TVE

We assessed the status of TMB and somatic mutations in HCC in the two risk groups with the help of the R package
“maftools”. The Kaplan-Meier curves were also obtained after HCC samples were divided into high-TMB or low-TMB
groups.

Next, we further depicted the TME of HCC in the risk model by assessing the immune-related functions of immune
cells through single-sample gene set enrichment analysis (ssGSEA) using the R package “gsva”. For assessing immune
infiltration subtype between the high- and low-risk groups, we performed two-way ANOVA. The relationship between
tumor stemness and risk score was assessed by Spearman correlation analysis. ESTIMATE algorithm was used to explore
the levels of cell infiltration by calculating the immune and stromal scores.

Immune checkpoint analysis and immune checkpoint blockade

Immune checkpoint (ICP) analysis was conducted to determine and visualise the correlations among genes related to
ICPs, the seven ICRGs, and risk scores by using the R packages “limma”, “BiocManager”, “reshape2”, and “ggplot2”. The
immunophenoscore (IPS) of HCC samples was collected from the cancer-immune group atlas (https://tcia.at/home). The
higher the IPS score, the higher the positive correlation with increased immunogenicity. The tumor immune dysfunction
and exclusion (TIDE) algorithm (http:/ /tide.dfci.harvard.edu) was used to predict the response to immune checkpoint

blockade (ICB) treatment in the two risk groups.

Chemotherapy drug analysis
To predict the half-maximal inhibitory concentration (IC50) of chemotherapeutic agents for each patient in the two risk
groups, the R package “pRRophetic” (https://github.com/paulgeeleher/pRRophetic) was used. However, based on the
risk model, a great number of chemotherapeutic drug were found. In order to conduct further research on HCC, we
selected four commonly used drugs that had been used in clinical trials.

Meanwhile, data of NCI-60 human cancer cell lines from a publicly available dataset from CellMiner project page (
https:/ /discover.nci.nih.gov/cellminer) were also downloaded to determine the connection between the seven ICRGs
and drug sensitivity.
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Functional enrichment analysis
We determined the potential functional pathways that might play an essential role in HCC progression and TME

regulation by GSVA and gene set enrichment analysis (GSEA) with the help of the R packages “BiocManager”, “limma”,
“GSEABase”, and “GSEV”.

RESULTS

WGCNA and identification of hub modules

To screen the hub genes related to the TME characteristic index in HCC patients, the RNA-seq data and relevant clinical
data of samples (normal:tumor = 50:374) were downloaded from TCGA. The samples were used to identify outliers with
the help of hierarchical clustering analysis and no samples were found to be outliers (Figure 1A). Next, we set the f-value
to 20 to ensure that the network was scale-free (Figure 1B). After the method of dynamic cutting was implemented,
separate gene co-expression modules were divided. Similar modules with a difference < 25% were combined (Figure 1C
and D). Modules of similar sizes were screened and merged using the height parameter of 0.25, deep split parameter of 4,
and minModuleSize parameter of 60. As a result of WGCNA, we were able to obtain six modules for further research
(Figure 1E). In order to ascertain the hub modules, a Pearson test (P < 0.05) was employed to compute the correlation
between the characteristic genes of said module and immune-infiltrated cells. Then, based on the criteria of correlation >
0.1 and P < 0.05, we calculated the numbers of immune cells in each module to ascertain the appropriate immune-related
module. The 405 genes in the black module were selected for the subsequent research because they had 13 immune cells
that met the criteria, compared with 10 in red, 8 in lightcyan, 8 in tan, 11 in purple, and 12 in gray.

Identification of ICRGs

We next identified ICRGs from the 405 genes in the black module. A total of 338 ICRGs were identified and expressed
differentially between normal and HCC tissues (Figure 2A). A protein-protein interaction network was constructed to
show that the genes could be roughly divided into four categories: Laminin family members, collagen family members,
ADAMTS family members, and the Notch signaling network (Figure 2B). Then, we used univariate Cox regression to
identify the hub ICRGs that played an essential role in model construction, and 51 hub ICRGs were obtained (Figure 2C).

Establishment of a prognostic signature based on seven prognostic ICRGs

Seven prognostic ICRGs (CYTH3, ENG, HTRA3, PDZD4, SAMD14, PGF, and PLN) were screened out to develop a
prognostic signature through the utilization of LASSO Cox regression analysis (Figure 3A and B). According to the
formula of risk score = 0.369451059941312 * CYTH3 + -0.287762938289728 * ENG + 0.221566259099006 * HTRA3 + -
1.00820639333083 * PDZD4 + 0.542684310219352 * SAMD14 + 0.526196082946206 * PGF + -0.393399578080273 * PLN, the
risk score of each patient was calculated. All patients could be divided into high- and low-risk groups based on the seven
prognostic ICRGs in the two datasets (Figure 3C and F). Using the median cutoff value of risk scores for patents in the
TCGA and ICGC datasets, two groups with high-risk and low-risk scores were also classified (Figure 3D and G).
Moreover, as supported by the higher density of red dots observed in the high-risk area within both cohorts, the patients
who belonged to the high-risk group might have a worse outcome (Figure 3E and H).

Prognostic implication of the seven-ICRG prognostic model

In comparison to those with lower risk scores, patients with higher risk scores exhibited a notably diminished OS in the
TCGA dataset, which was further verified in the ICGC dataset (Figure 4A and B). Simultaneously, the potential
significance of the risk score as a variable factor in prognostic prediction was also confirmed through univariate Cox
regression analysis. In this study, we conducted multivariate survival analyses in both TCGA and ICGC datasets to
demonstrate the efficacy of the model. The results revealed a hazard ratio (HR) of 1.375 [95% confidence interval (CI):
1.256-1.504; P < 0.001] in TCGA and an HR of 1.123 (95%CI: 1.025-1.229; P = 0.012) in ICGC (Figure 4C and D). The AUC
values demonstrated that the seven-ICRG prognostic model had the highest predictable value in TCGA (AUC = 0.762)
and ICGC (AUC = 0.754) compared to other traditional features such as tumor stage, age, sex, and tumor grade (Figure 4E
and F). The AUC values obtained from the time-dependent ROC analysis were 0.762, 0.748, and 0.757 at time points of 1,
3, and 5 years in TCGA and 0.794, 0.778, and 0.776 in ICGC, respectively (Figure 4G and H).

Survival probability associated with the seven ICRGs and nomogram construction

Then, the patients diagnosed with HCC were categorized into separate subgroups based on the seven ICRGs to conduct a
more comprehensive investigation into the prognostic significance of individual genes within the signature. We found
that the survival probabilities associated with CYTH3, HTRA3, PGF, and SAMD14 were significantly lower in the high-
risk group compared to the low-risk group, while ENG, PDZD4, and PLN showed the opposite trend (Figure 5A-G).

In addition, according to the fundamental prognostic variables from the multivariate Cox regression analysis, we
developed a nomogram to accurately forecast the OS rates for HCC patients over a span of 1 year, 3 years, and 5 years.
Initially, patients have the opportunity to accrue points by summing the values of all variables within the nomogram.
Subsequently, the cumulative points for each patient can be computed to derive the 1-, 3-, and 5-year OS rates, employing
a vertical line extending from the prognostic factor axis to the points axis (Figure 5H). Figure 51 exhibits a notable level of
accuracy of the nomogram in predicting the OS of HCC patients at the time of 1 year, 3 years, and 5 years.
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Figure 1 Identification of immune-related differential genes by weighted gene coexpression network analysis in the The Cancer Genome
Atlas database. A: Sample clustering analysis to detect outliers; B: Analysis of the scale-free fit index of the soft threshold power (B); C: The module merge
threshold indicated by a horizontal line; D: Hierarchical cluster tree showing the results of modules in weighted gene coexpression network analysis; E: Heatmap
analysis showing the associations between the module characteristic genes and immune cell infiltration.
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A

B

P value Hazard ratio
EMCN 0.002 0.713(0.576-0.883)
TPM4 0.029 1.187(1.017-1.384,
MCAM 0.040 1.187(1.008-1.398
FZD2 0.044 1.241(1.006-1.532)
USHBP1 0.018 0.637(0.438-0.924)
CYTH3 0.029 1.314(1.028-1.680)
TEK 0.036 0.803(0.654-0.986)
ITGA3 0.030 1.141(1.013-1.284)
MECOM 0.007 1.356(1.088-1.691)
CSPG4 0.041 1.252(1.009-1.554)
LOXL2 0.039 1.220(1.010-1.475)
LDLRAD3 0.030 1.302(1.026-1.653)
VASH1 0.017 1.312(1.049-1.641)
ENG 0.013 0.799(0.669-0.954)
KIF3C <0.001 1.398(1.165-1.679)
MMP14 0.003 1.207(1.065-1.369)
FSCN1 0.002 1.275(1.094-1.485)
LGI2 0.012 1.435(1.082-1.904,
OLFML2B 0.001 1.279(1.104-1.483
CDR2L 0.019 1.202(1.031-1.402)
HTRA3 0.010 1.168(1.039-1.313)
UNC5B 0.001 1.319(1.113-1.563)
HDAC7 0.017 1.262(1.042-1.529)
INMT 0.029 0.854(0.742-0.984)
PDE2A 0.001 0.686(0.544-0.865
PDZD4 0.033 0.725(0.540-0.974,
SAMD14 0.017 1.846(1.115-3.057)
PGF 0.003 1.250(1.081-1.445)
LDB2 0.029 0.800(0.654-0.978
PTPRB 0.032 0.770(0.606-0.978
GJA4 0.033 0.825(0.691-0.985)
LAMB1 0.001 1.252(1.092-1.435)
VCAN 0.033 1.121(1.009-1.245)
SLCO2A1 0.005 0.810(0.701-0.937)
ROBO4 0.044 0.787(0.622-0.994)
SLC9A1 0.032 1.251(1.019-1.535)
AFAP1L1 0.022 1.378(1.046-1.814)
PLXDC1 0.044 1.228(1.006-1.501)
FZD1 0.005 1.267(1.074-1.495)
LAMA4 0.014 1.281(1.051-1.560)
FMNL3 0.042 1.319(1.010-1.723
GPR161 0.012 1.460(1.088-1.958
CPXM1 0.035 1.194(1.013-1.407)
RAMP3 <0.001 0.714(0.617-0.825)
PDLIM7 0.007 1.278(1.068-1.530
PHLDB1 0.034 1.234(1.017-1.499)
FBLN5 0.019 0.857(0.754-0.975
ADAMTS7 0.012 1.524(1.095-2.121
Cc7 0.009 0.900(0.831-0.974)
PLN 0.043 0.764(0.589-0.991)
SFXN3 0.003 1.268(1.083-1.484)
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Figure 2 Identification of immune cell-related genes by array screening. A: Heatmap of the identified immune cell-related genes (ICRGs) between the
tumor group and the normal group. Blue: Low expression level; red: High expression level; B: Protein-protein interaction network of the genes (cutoff = 0.9); C:
Univariate Cox regression analysis of ICRGs.

Clinical traits of the seven-ICRG prognostic model

In each dataset, we evaluated the clinical implications of clinical factors such as age, sex, tumor grade, and tumor stage as
explanatory variables in the seven-ICRG prognostic model. We noticed that patients with high tumor grade and stage
III-IV were more likely to have a higher risk score in TCGA, and a similar trend occurred in stage III-IV in ICGC datasets
(Figure 6C, D, and G). However, no significant differences were observed in age or sex (Figure 6A, B, E, and F).

Genomic features of the seven-ICRG prognostic model

According to the results of somatic mutation analysis, in the low-risk group, mutations in CTNNB1 (26%), TTN (21%),
TP53 (17%), and MUC16 (13%) were highly enriched. Concurrently, the high-risk group exhibited a significant
enrichment of mutations in TP53 (38%), TTN (26%), CTNNB1 (25%), and MUC16 (16%). Missense mutation was the main
type of genetic variation (Figure 7A and B). As the risk score increased, we also observed increased tumor mutation
burden (TMB) in tumor samples (Figure 7C). The data presented in Figure 7D indicated that patients belonging to the
low-TMB group exhibited a significantly elevated probability of survival, while patients in the high-TMB group
displayed a notably diminished probability of survival (P < 0.001). When combining risk and TMB classification, the
lowest survival probability occurred in patients in the high-risk + high-TMB group, while the highest survival probability
occurred in the low-risk + low-TMB group (P < 0.001, Figure 7E).

Tumor microenvironment analysis

In this study, we investigated the potential correlation between different immune cell types and the risk scores of patients
in the TCGA dataset. Based on the outcomes of the analyses conducted using seven software applications (XCELL,
TIMER, QUANTISEQ, MCPCOUNTER, EPIC, CIBERSORT-ABS, and CIBERSORT), our observations were that CD8+ T
cells, mast cells, etc. were related with the decrease in patient risk, while CD4+ T cells, B cells, M0 macrophages, and
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Figure 3 Construction of a prognostic model based on seven identified immune cell-related genes using The Cancer Genome Atlas and
International Cancer Genome Consortium datasets. A: Lasso Cox regression analysis of 51 hub immune cell-related genes (ICRGs) after univariate Cox
regression; B: Partial likelihood deviance for different numbers of variables. In The Cancer Genome Atlas (TCGA) dataset, the seven-gene prognostic signature was
evaluated; C: Heatmap of related genes; D: Distribution of overall survival (OS) status; E: The median value and distribution of the risk scores. In the International
Cancer Genome Consortium dataset, the seven-gene prognostic signature was evaluated; F: Heatmap of related genes; G: Distribution of OS status; H: The median
value and distribution of the risk scores.

regulatory T cells (Tregs) were associated with the increase in patient risk scores (Figure 8A). Subsequently, we
performed ssGSEA to assess and compare the ssGSEA scores across distinct risk groups, thereby elucidating the
disparities in immune infiltration between the high- and low-risk cohorts. It was observed that macrophages exhibited a
more pronounced association with the high-risk group, whereas B cells, CD8+ T cells, dendritic cells, mast cells,
neutrophils, natural killer cells, plasmacytoid dendritic cells, T helper cells, and tumor infiltrating lymphocytes were
found to be linked with the low-risk group (Figure 8B, P < 0.05). Then, we conducted a comparative analysis of the
immune functions in the two groups in order to investigate the potential involvement of immune pathways in their
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Figure 4 The seven-gene prognostic signature demonstrates high predictive power for overall survival in patients with hepatocellular
carcinoma. A: Kaplan-Meier curves for overall survival (OS) of patients in the high- and low-risk groups in The Cancer Genome Atlas (TCGA) cohort; B: Kaplan-
Meier curves for OS of patients in the high- and low-risk groups in the immune cell-related gene (ICRG) cohort; C: Prognosis-related variables screened by
multivariate Cox regression were analyzed in the TCGA cohort; D Prognosis-related variables screened by multivariate Cox regression were analyzed in the ICGC
cohort; E: Area under the time-dependent ROC curves (AUC) for different clinical features in the TCGA cohort; F: AUC for different clinical features in the ICGC
cohort; G: AUC of the prognostic model for survival at different time points in the TCGA cohort ; H: AUC of the prognostic model for survival at different time points in
the ICGC cohort.

differentiation. Our research revealed that the high-risk group exhibited greater activity of major histocompatibility
complex class I, while antigen presenting cell coinhibition, cytolytic activity, human leukocyte antigen, inflammation
promotion, and type I and type II IFN responses in the low-risk group exhibited higher levels of activity (Figure 8C, P <
0.05).

Next, we introduced four distinct immune infiltration types, namely, wound healing (C1), interferon gamma (IFN-y)
dominant (C2), inflammatory (C3), and lymphocyte depleted (C4), in order to ascertain their association with the
signature. The findings revealed a strong correlation between C1 and high-risk patients, whereas C2, C3, and C4 were
more likely to manifest in individuals with low-risk scores (Figure 8D).

Then, the RNA stemness score (RNAs) and DNA methylation pattern (DNAss) were used to evaluate tumor stemness.
As presented in Figure 8E-F, no significant correlation was observed between the DNAss and risk score, while a more
positive association was identified between the RNAss and risk score (r = 0.24, P < 0.05). In addition, the risk score was
significantly associated with the stromal score, immune score, and estimate score of patients with HCC in the low-risk
group, implying a more essential role of the TME in the low-risk group than in the high-risk group (Figure 8G).

ICP analysis and ICB therapy

The expression association between 47 immune checkpoints and the risk score or the seven ICRGs was also studied. The
results showed that the levels of most immune checkpoints, such as VICN1, TNFSF9, TNFSF4, TNFSF18, TNFSF15,
TNFRSF9, TNFRSF4, and TNFRSF18, were positively related to the risk score. However, TMIGD2, PDCD1LG2, and IDO2
were negatively correlated with the risk score (Figure 9A). IPS analysis was also conducted for the prediction of patient
responsiveness to CTLA-4 and PD-1. The results showed that the IPS, IPS-CTLA4, IPS-PD1, and IPS-PD1-CTLA4 scores
were higher in the low-risk group (P < 0.05, Figure 9B-E).

In order to conduct a comprehensive assessment of the efficacy the risk score as a prognostic indicator for patients
undergoing ICB therapy, a TIDE analysis was conducted on HCC patients from the TCGA dataset. It was observed that
patients classified within the high-risk group exhibited lower TIDE scores, indicating a potential heightened respons-
iveness to ICB therapy in comparison to the low-risk group (Figure 9F).

Chemotherapy drug analysis

By using the R package “pRRophetic”, the IC;; analysis of four relatively frequently used chemotherapeutic drugs for
HCC was conducted in the two groups. Axitinib, dasatinib, and erlotinib were observed to have significant differences in
estimated IC;, between the two groups. In addition, we noticed that patients in the high-risk group had higher IC;,
values, implying that patients in the low-risk group were more sensitive to these three drugs (Figure 10A-C). Meanwhile,
the IC;, value of gemcitabine was found to be higher in the low-risk group compared to the high-risk group, indicating a
greater likelihood of gemcitabine sensitivity among patients in the high-risk group (Figure 10D).

We also explored the top 16 correlation analyses between prognostic genes and drug sensitivity according to NCI-60.
Figure 10E demonstrates that patients with SAMD14 expression were sensitive to bleomycin. However, patients with
CYTH3 expression were insensitive to palbociclib, dexrazoxane, crizotinib, oxaliplatin, LDK-37, valrubicin, teniposide,
nitrogen mustard, LEE-011, DAUNORUBICIN, raloxifene, etoposide, epirubicin, and daunorubicin. In addition, patients
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Figure 5 Clinical implications of the seven-ICRG prognostic model. A-G: Kaplan-Meier analyses for survival by CYTH3 (A), ENG (B), HTRA3 (C),

PDZD4 (D), PGF (E), PLN (F), and SAMD14 (G); H: Nomogram for predicting hepatocellular carcinoma patient survival; I: Calibration plots applied for predicting the
1-, 3-, and 5-year overall survival in the The Cancer Genome Atlas cohort.

with expression of PDZD4 were insensitive to palbociclib (Figure 10E).

Identification of biological pathways associated with the seven ICRGs and risk score

The predictive ability of the seven ICRGs and the risk score can be attributed to their key roles in tumorigenesis and
metastasis. Thus, we further explored the richness differences by GSVA on the seven ICRGs and risk score. As GSEA
enrichment depicted in Figure 11A, we observed that several pathways that are correlated with tumorigenesis and T cells
were positively related to the risk score, including WNT_BETA_CATENIN_SIGNALING, TGF_BETA_SIGNALING,
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Figure 6 Risk score according to various clinical characteristics. A-D: Risk score according to age (A), gender (B), tumor grade (C), and tumor stage (D)
based on The Cancer Genome Atlas dataset; E-G: Risk score according to age (E), gender (F), and tumor stage (G) based on the immune cell-related gene dataset.

PIBK_AKT_MTOR_SIGNALING, MYC_TARGETS, MTORC1_SIGNALING, MITOTIC_SPINDLE, GLYCOLYSIS,
G2M_CHECKPOINT, E2F_TARGETS, and DNA_REPAIR. Some pathways were negatively related to the risk score, such
as XENOBIOTIC_METABOLISM, PEROXISOME, and KRAS_SIGNALING.

Meanwhile, GSEA method was employed to investigate the potential involvement of signaling pathways in HCC
patients of the two groups. We selected the ten pathways with the highest enrichment scores, and the findings indicated
that PYRIMIDINE_METABOLISM, BASE_EXCISION_REPAIR, RNA_DEGRADATION, NUCLEOTIDE_ EXCI-
SION_REPAIR, and CELL_CYCLE were more related to the high-risk group, while TRYPTOPHAN_METABOLISM,
VALINE_LEUCINE_AND_ISOLEUCINE_DEGRADATION, FATTY_ACID_METABOLISM, GLYCINE_ SERI-

NE_AND_THREONINE_METABOLISM, and BUTANOATE_METABOLISM were more related to the low-risk group
(Figure 11B).

DISCUSSION

In this study, we identified seven prognostic ICRGs from all the immune cell-related genes in the TCGA database and
established and validated a well-worked prognostic model for HCC patients based on the TCGA and ICGC datasets. To
the best of our knowledge, this was the first time that the prognostic genes of HCC were screened from all the immune
cell-related genes by WGCNA. To date, plenty of research has explored the associations between specific subtypes of
immune cells and HCC to construct a prognostic model based on them. For example, a four-gene signature and nomo-
gram related to macrophages were constructed, and the immune landscape with abnormal infiltration of macrophages
was depicted as well[10]. The infiltration of CD8+ T cells and the expression of MMP9 were closely related to the OS of
HCC patients[11]. However, these studies, which only explored the infiltration of a single subtype of immune cells,
ignored the fact that immune cells could cooperate or antagonize each other to promote the progression and metastasis of
different cancers, including HCC. Innate immune cells, such as dendritic cells, Kupffer cells, and natural killer T cells,
interact with the T-cell response to regulate the TME of HCC[12]. Macrophage-lymphocyte interactions were also
observed to be a key element of cancer-related inflammation[13]. In addition, cross-talk between Tregs and mast cells was
allowed by a positive feedback system that functioned through TGF-B1 and IL-9 in gastric cancer development[14]. This
evidence suggests that we should also explore the mechanism and TME of HCC from more immune cell subtypes rather
than just a single subtype of immune cells.

With this conjecture, we screened seven prognostic genes in the black module, namely, CYTH3, ENG, HTRA3, PDZD4,
SAMD14, PGF, and PLN, from the entire immune cell gene pool through WGCNA, LASSO regression, and Cox
regression analysis. Interestingly, what we found proved the correctness of our conjecture. Here, we observed that the
prognostic model based on the seven ICRGs had a good predictive ability in the TCGA and ICGC datasets, which was
verified by the finding that patients with higher risk scores had a shorter OS. The AUC values of the various clinical
features indicated that the risk score exhibited the highest level of predictability. Through time-dependent ROC analysis,
the AUC values were determined to be 0.762, 0.748, and 0.757 at 1, 3, and 5 years based on the TCGA dataset, and they
were 0.794, 0.778, and 0.776 at 1, 3 and 5 years based on the ICGC dataset, respectively, which all indicated that the
signature worked well in the prediction of HCC patients” survival. Then, we noticed that the seven ICRGs in the black
module had a strong correlation with the T-cell population, which consisted of CD8+ T cells, resting memory CD4+ T
cells, activated memory CD4+ T cells, follicular helper T cells, and regulatory T cells (Tregs) in HCC[15]. Thus, we mainly
focused on the subtypes of T cells here. After a thorough literature search, it was found that the expression of ENG,
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Figure 7 Relationship among the seven-gene prognostic model, genomic features, and tumor mutation burden. A: List of the most frequently
altered genes in the low-risk group; B List of the most frequently altered genes in the high-risk group; C: Scatter plot of the relationship between the risk score and
tumor mutation burden (TMB); D: Kaplan-Meier analysis of survival probability for the high- and low-risk groups; E: Kaplan-Meier analysis of survival probability for the
high-TMB + high-risk, high-TMB + low-risk, low-TMB + high-risk, and low-TMB + low-risk groups. H-TMB: High-TMB; L-TMB: Low-TMB.

HTRA3, PDZD4, PGF, and PLN was reported to be associated with HCC, while HTRA3, PDZD4, and PLN were only
reported to be included in the prognostic model of HCC[16,17]. High endoglin (ENG) expression in endothelial cells
might activate HCC cell adhesion and endothelial functions[18]. ENG is also regarded as a mediator that stimulates T-cell
activation, proliferation, and Th1 cytokine secretion to promote T-cell-mediated cytolysis in cancer treatment[19]. PGF
(placental growth factor) produced by cancer-associated fibroblasts facilitates neoangiogenesis in HCC[20]. PGF can be
secreted by the Th17 subset of helper T cells to promote angiogenesis and thus participate in Th17 differentiation in
inflammation[21]. For CYTH3 and PDZD4, there have been no reports on their association with either HCC or any
subtype of T cells until now.

Next, the genomic features of the seven-ICRG prognostic model were explored. Wang et al[22] found that TP53 and
CTNNBI are two of the most commonly mutated genes in Chinese HCC patients. In our research, we found that CTNNB1
(26%) was most enriched in the low-risk group, while TP53 (38%) was the most enriched. CTNNB1 activation promoted
immune escape by impairing T-cell activity in HCC[23]. Somatic mutations in CTNNB1 were found to antagonize
increasing levels of T-cell cytotoxicity or immunological shifts toward cytotoxic CD8+ T cells, leading to the failure of
chemotherapy for HCC[24]. TP53, encoded by the most commonly mutated cancer driver gene, might cooperate with
EGF domain-specific O-linked N-acetylglucosamine transferase (EOGT) to reduce the proportion of CD8+ T cells and
impair regulatory T-cell differentiation in HCC[25]. Here, we noticed that the lowest survival probability occurred in
patients in the high-risk and high-TMB group, which indicated that that TMB has the potential to serve as a standalone
variable in survival analysis, owing to its capacity to modulate immune status.

Then, the TME of HCC was analyzed based on the risk model. CD8+ T cells were more related to a decrease in patient
risk, while CD4+ T cells and Tregs were associated with higher risk scores. It is well known that elevated levels of
cytotoxic CD8+ T cells are associated with stronger antitumor effects, and low levels of CD8+ T cells are correlated with
poor HCC outcomes[26]. The presence of CD4+ T cells promotes the proliferation and activation of CD8+ T cells to avoid
CD8+ T-cell exhaustion. CD4+ T cells are indispensable for the secondary expansion and memory of CD8+ T
lymphocytes[27]. In fact, CD4+ T cells often become exhausted as HCC progresses. Furthermore, we conducted ssGSEA
and found that CD8+ T cells and cytolytic activity were enriched in the low-risk group. No significant difference was
observed between the two risk groups in CD4+ T cells, which suggested that the collapse of CD8+ T cells might
contribute to insufficient CD4+ T cells. In addition, a further detailed analysis of the immune infiltration of HCC was
performed to identify the role of the risk score in immune infiltration. The results showed that the enrichment of C1
(wound healing) mainly occurred in patients belonging to the high-risk group in the analysis of the TME. As previously
reported, the wound-healing response could participate in promoting the development of HCC[28]. T cells coordinate
with other proinflammatory cytokines and chemokines to participate in hepatic fibrosis, which is regarded as a wound-
healing response in HCC[29]. In addition, significant differences were detected between the two risk groups with regard
to stromal score, immune score, estimate score, and RNAss, which again emphasized that the seven ICRG-related TME
might facilitate the development of HCC and that RN Ass could be involved.

A comparison between the risk score and ICPs or ICB therapy was conducted to identify beneficial targets for immuno-
therapy and evaluate the efficacy of immunotherapy. Immune checkpoints, such as VTCN1, TNFSF9, TNFSF4, TNFSF18,
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Figure 8 Analysis of tumor microenvironment using the risk model between the high- and low-risk groups based on The Cancer Genome
Atlas dataset. A: Correlation coefficient of immune cells in seven software programs; B: Boxplot showing significant differences among the seven types of immune
cells; C: Boxplot showing the scores of 13 immune-related functions; D: Comparison of different immune infiltration subtypes based on different risk scores; E and F:
Correlation between the risk score and DNAss (E) and RNAss (F); G: Association of stromal, immune, and estimate scores with the tumor microenvironment score. °P
<0.001,°P < 0.01, 2P < 0.05.

TNFSF15, TNFRSF9, TNFRSF4, and TNFRSF18, were positively related to the risk score, which suggests that targeted and
specific treatments should be carried out for the two risk groups. Moreover, the IPS, IPS-CTLA4, IPS-PD1, and IPS-PD1-
CTLA4 immune checkpoint scores were higher in the low-risk group, suggesting that patients in the low-risk group
might have a better response to immunotherapy. PD-1 and CTLA-4, checkpoint receptors that can be targeted to relieve
the exhaustion of CD8+ T cells, were enriched in the low-risk group[30]. PD1 inhibitors might directly act on CD8+ T-cell
cells to enhance the antitumor effect in this risk group.

In recent studies, immune checkpoint inhibitors (ICIs) plus tyrosine kinase inhibitors (TKIs), which are antiangiogenic
drugs, seemed more effective in antitumor therapy, especially in reversing the immunosuppressive profile of the TME
and improving the efficacy, OS, and safety profile[31]. We must be more cautious in the utilization of ICIs for HCC
treatment, given the escalating incidence of HCC cases attributed to "metabolic" and "metabolic + alcohol" etiologies, as
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and risk score; F: Violin plot showing the relationship of tumor immune dysfunction and risk score between the low- and high-risk groups. °P < 0.001, °P < 0.01, 3P <
0.05.

well as the intricate interplay between liver metabolism and immune system regulation[32,33]. In addition, Tregs are the
most prevalent suppressor cells in the TME and express immune checkpoints such as PD-1 and CTLA-4, showing a
potential therapeutic role of targeting Tregs in HCC treatment[34]. In our research, we observed an association between
Tregs and patients at higher risk, suggesting that PD-1 and CTLA-4 might have the potential to alleviate patients by
specifically targeting Tregs. Furthermore, the utilization of transarterial chemoembolization (TACE) has the potential to
stimulate the generation of antigen-specific CD4+ and CD8+ T cells in patients with HCC, thus rendering the combination
of TACE and ICI treatment highly promising in terms of its application prospects[35]. Radiogenomics research associated
with TME heterogeneity has also made progress in recent years. Wang et al[36] established a CT-derived radiomics
signature based on seven hub genes and revealed infiltration of CD4+ T cells, plasma cells, and macrophages among
different risk groups. It is noteworthy that an Austrian team had devised an ART score for assessing the potential efficacy
of repeated TACE treatments in patients, although this score had not yet undergone clinical validation[37]. These results
suggest that additional clinical validation is needed for the exploration of the TME and IClIs in our research.

HCC exhibits significant resistance to various chemotherapy agents, whether administered as monotherapy or in
combination. Therefore, it is imperative to select suitable chemotherapy medications that have obtained approval from
the Food and Drug Administration for patients at varying levels of risk. In our investigation, it was observed that patients
classified in the high-risk category exhibited heightened sensitivity to gemcitabine, whereas axitinib, dasatinib, and
erlotinib may potentially yield more favorable outcomes in low-risk patients. Then, the data from a total of 60 distinct cell
lines was scrutinized in order to identify additional chemotherapy agents that could augment the efficacy of gene-
targeted drugs while mitigating the risk of drug resistance. For instance, increased expression of SAMD14 gene was
observed to render cancer cells more susceptible to bleomycin. Based on the aforementioned findings, it is possible that
future advancements in precision strategies could unveil novel directions for drug treatment in HCC.

In the final analysis, we hoped to identify some representative functional pathways involved in the immune-related
progression of HCC, especially those on T-cell regulation. Several pathways, such as the Wnt/p-catenin pathway and the
TGEF-p signaling pathway, have been reported to correlate with T-cell regulation in the TME of HCC. Inhibition of the
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Figure 10 Chemotherapy drug analysis between the high- and low-risk groups in the The Cancer Genome Atlas cohort. A-D: Different
sensitivities to axitinib (A), dasatinib (B), erlotinib (C), and gemcitabine (D) between the high- and low-risk groups; E: Scatter plots of the top 16 correlation analyses
between immune cell-related genes and drug sensitivity.

Wnt/B-catenin pathway has been reported to boost the infiltration and IFN-y production of TIL CD8+ T cells and reduce
the number of Tregs[38]. Inhibition of TGF-B promoted the activity of CD8+ T cells and reduced the action of CD4+ Treg
cells by interrupting the differentiation of M2-type macrophages in HCC[39]. Tregs were induced under stimulation with
lactate, via the PI3K/Akt/mTOR signaling pathway, to establish immunosuppression in HCC[40]. Meanwhile, GSEA
between the high- and low-risk groups showed that cell cycle regulation (PYRIMIDINE_METABOLISM,
BASE_EXCISION_REPAIR, RNA_DEGRADATION, NUCLEOTIDE_EXCISION_REPAIR and CELL_CYCLE) might be
an important pathway in the TME of HCC. Although T-cell proliferation rarely occurred in infiltration analysis of HCC in
this study, other studies have observed that Tregs were elevated and proliferated to fight against the antitumor immunity
of HCC patients[41,42]. The metabolism of some amino acids (tryptophan, alanine, leucine, glycine, threonine, etc.) was
related to the low-risk group. The metabolism of various amino acids in shaping tumor immunity and therapeutic
efficacy in patients with cancer has long been investigated[43]. For example, alanine deprivation delays naive and
memory T-cell activation to impact the TME[44]. By adding tryptophan, IDO(+) M®-suppressed T-cell responses could be
reversed in the TME of HCC[45]. T cells showed a defective response to antigen stimulation in SLC7A5-deficient mice
because of leucine transportation failure[46]. Targeting the metabolism of various amino acids might be worthy of clinical
application in the treatment of HCC.

CONCLUSION

In conclusion, we identified seven prognostic genes that are closely related to the immune-related TME in HCC. A novel
prognostic model based on the seven ICRGs was constructed to predict the OS and prognosis of HCC patients. The
related potential functional information and TME profile of the seven ICRGs were explored and depicted in HCC as well.
The established prognostic model and several potential chemotherapy drugs identified could provide useful insights into
the potential clinical treatment of HCC.
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Figure 11 Bioinformatic analysis of the risk model. A: Gene set variation analysis of the seven identified immune cell-related prognostic genes and the risk
score; B: Gene set enrichment analysis of biological functions and pathways between the high- and low-risk groups. °P < 0.001, °P < 0.01, 2P < 0.05.

ARTICLE HIGHLIGHTS

Research background

Hepatocellular carcinoma (HCC) is a common cancer that has the highest prevalence among liver cancer subtypes. The
overall five-year survival rate of HCC is less than 5%. Thus, it is necessary to explore novel prognostic biomarkers and
risk models for this malignancy.
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Research motivation
To investigate the relationship between immune cells and HCC, and establish a prognostic model.

Research objectives

To develop a novel immune cell-related prognostic model of HCC and depict the basic profile of the immune response in
HCC.

Research methods

Clinical information and gene expression data of HCC were obtained from The Cancer Genome Atlas (TCGA) and
International Cancer Genome Consortium (ICGC) datasets. TCGA and ICGC datasets were used for screening prognostic
genes along with developing and validating a seven-gene prognostic survival model by weighted gene coexpression
network analysis and least absolute shrinkage and selection operator regression with Cox regression. Based on the
prognostic genes identified, we further performed the relative analysis of tumor mutation burden, tumor microenvir-
onment cell infiltration, immune checkpoints, immune therapy, and functional pathways.

Research results

Seven prognostic genes were identified for signature construction, which showed a good performance for survival
prediction. A significant difference was observed in stromal score, immune score, and estimate score between he high-
risk and low-risk groups stratified based on the risk score derived from the seven-gene prognostic model.. Several
immune checkpoints were found to be associated with the seven prognostic genes and risk score. Targeting CTLA4 and
PD1 receptors and potential chemotherapy drugs might be helpful for specific HCC therapies. Cell cycle regulation and
metabolism of some amino acids were also identified as special signaling pathways.

Research conclusions

A novel seven-gene (CYTH3, ENG, HTRA3, PDZD4, SAMD14, PGF, and PLN) prognostic model was successfully
established and showed high predictive efficiency. The basic profile of the immune response in HCC might be worthy of
clinical application.

Research perspectives
The novel seven-gene immune-cell related prognostic model might be useful for revealing the basic profile of immune

response in HCC. Potential chemotherapy drugs could provide useful insights into the potential clinical treatment of
HCC.
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