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Hemographic indices are associated 
with mortality in acute heart failure
Wei-Ming Huang1,3, Hao-Min Cheng  2,3, Chi-Jung Huang2,3, Chao-Yu Guo4, Dai-Yin Lu1,3, 
Ching-Wei Lee1,3, Pai-Feng Hsu1,3,4, Wen-Chung Yu1,3, Chen-Huan Chen1,3,4 & Shih-Hsien 
Sung1,3,4

Hemographic indices have been associated with clinical outcomes in patients with chronic heart failure. 
We therefore investigated the prognostic values of hemographic indices in patients hospitalized for 
acute heart failure (AHF). Patients hospitalized primarily for AHF were drawn from an intramural 
registry. Hemographic indices, including white blood cell counts, neutrophil counts, neutrophil-to-
lymphocyte ratio, reciprocal of lymphocyte (RL) and platelet-to-lymphocyte ratio were recorded. 
Among a total of 1923 participants (mean age 76 ± 12 years, 68% men), 875 patients died during a 
mean follow-up of 28.6 ± 20.7 months. Except for white blood cell counts, all the other hemographic 
indices were related to mortality, independently. In a forward stepwise Cox regression analysis among 
hemographic indices, RL was the strongest predictor (HR and 95% CI per-1SD:1.166,1.097–1.240) for 
mortality, after accounting for confounders. However, conditioned on the survivals, the hemographic 
indices were independently related to mortality within 3 years of follow-up, rather than beyond. 
Hemographic indices were independent risk factors of mortality in patients hospitalized for AHF, 
especially in patients with impaired left ventricular systolic function. As an acute presentation of 
inflammation, hemographic indices might be useful to identify subjects at risk of mortality soon after 
the index hospitalization.

Hemographic indices, measures related to white blood cells, are simple and important indicators of not only 
systemic infection but also subclinical inflammation1,2. While leukocytosis, especially neutrocytosis plus lym-
phocytopenia, as well as thrombocytosis are representatives of active inflammation, observational studies have 
shown their prognostic impacts in patients with autoimmune disease, malignancy, stable coronary artery disease 
(CAD), and acute coronary syndrome (ACS), respectively3–7. In subjects with chronic heart failure (CHF), a slight 
but relevant subclinical inflammation was observed, in comparison to the controls8,9. Given the inflammation was 
associated with structural and functional remodeling of left ventricle10, it has been suggested that inflammation 
may involve the pathogenesis of CHF and influence the clinical outcomes2,11,12.

In patients with acute heart failure (AHF), Uthamalingam et al. have shown that the neutrophil-to-lymphocyte 
ratio (NLR) rather than neutrophil count per se was independently related to the in-hospital mortality and 
post-discharge clinical outcomes, regardless of the left ventricular function13. In contrast, Polat et al. demon-
strated decreased platelet and lymphocyte counts were independently correlated with one-year mortality in 
119 hospitalized subjects with heart failure and reduced ejection fraction (HFrEF)14. However, the associated 
risks of various hemographic indices haven’t been comprehensively compared in subjects with AHF. Neither 
the divergence regarding clinical impacts of hemographic indices on long-term survival in patients with HFrEF 
or preserved ejection fraction (HFpEF) was studied. We therefore investigated the prognostic values of hemo-
graphic indices, including total white blood cell (WBC) count, neutrophil count, reciprocal of lymphocyte (RL), 
neutrophil-to-lymphocyte ratio (NLR), and platelet-to-lymphocyte ratio (PLR) in patients hospitalized for AHF.

Methods
Study population. The study population was drawn from the HARVEST registry (Heart Failure Registry 
of Taipei Veterans General Hospital), which was composed by patients hospitalized for AHF from October 
2003 to December 201215. Patients with severe infection, ACS, severe hepatic disease, hematopoietic diseases, 
and active malignancy were excluded. A total of 2663 patients, who have received echocardiographic studies 
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before discharge, were eligible. The investigation was conformed to the principles outlined in the Declaration of 
Helsinki, and was approved by Institutional Review Board Taipei Veterans General Hospital (IRB-VGHTPE). As 
a retrospective cohort data, patient informed consent was waived by IRB-VGHTPE.

Data of demographic characteristics, hemogram, biochemistry, and echocardiographic features were col-
lected during the period of hospitalization in a web-based electronic medical recording system. The prescribed 
medications at discharge were also recorded. Renin-angiotensin system (RAS) blockades were referred to 
angiotensin-converting enzyme inhibitors and angiotensin II receptor blockers.

Definitions of Hemographic indices. The hemograms of the study population were obtained at the first 
presentation of the patients in the hospital. WBC count, neutrophil count, RL, NLR, and PLR were referred to be 
the hemographic indices. NLR and PLR were calculated as the ratios of the neutrophil or platelet counts to the 
lymphocyte count, respectively. RL was the reciprocal of lymphocyte percentage in white blood cells.

Laboratory Data and Echocardiography. The left ventricular ejection fraction (LVEF) was derived from 
the 2D-guided M-mode echocardiography16. E/A was the ratio of left ventricular early (E) to late (A) filling flow 
velocity, and septal E/e′ represented the ratio of early ventricular filling flow velocity (E) to the septal mitral 
annulus tissue velocity (e′). HFrEF was defined as subjects with a LVEF < 50%17. According to modified glo-
merular filtration rate estimating equation for Chinese patients, estimated glomerular filtration (eGFR) rate was 
calculated18. The stage of chronic kidney disease (CKD) was based on KDOQI guidelines19. The commercialized 
measure for N-terminal pro-brain natriuretic peptide (NT-proBNP; Roche Diagnostics, Basel, Switzerland) was 
available for patients hospitalized after 2009.

Follow-up. The causes and dates of death for the study population who had deceased before December, 2012 
were obtained by linking our database with the National Death Registry through a unique, personal identification 
number given to every Taiwan citizen. The International Classification of Disease, Ninth Revision (ICD-9) of 390 
to 459 was classified as cardiovascular death20.

Statistical analysis. Nonnormally distributed continuous variables were presented as geometric means and 
standard deviation and normally distributed continuous variables were reported as mean ± standard deviation. 
Categorical variables were expressed as the absolute numbers and relative frequencies. Baseline characteristics 
were compared by Student’s t-test or Chi-square tests as appropriate. The prognostic differences across the tertiles 
of hemographic indices were analyzed by Kaplan-Meier survival analysis. Cox proportional hazards models were 
used to evaluate the independence of hemographic indices in the prediction of mortality with adjustments for 
age, sex, mean blood pressure, LVEF, hemoglobin, eGFR, sodium, and prescribed medications. Because of skewed 
distribution, WBC count, neutrophil count, and NT-proBNP levels were taken log transformation for Cox regres-
sion analyses. Forward stepwise multiple logistic regression analyses were used to compare the predictive values 
between hemographic indices, after accounting for age, sex, mean blood pressure, LVEF, hemoglobin, eGFR, 
sodium, and prescribed medications. Collinearity in the multivariale Cox regression models was examined by 
calculating the variance inflation factor. No significant collinearity was found in any of the Cox regression models. 
In order to analyze whether the prognostic impacts of hemographic indices abated along the follow-up period, 
we conducted Cox regression analyses with adjustments for age and gender at different time slots of within 1 year, 
between 1 to 3 years, and between 3 to 5 years conditioned on the survivals. The stratified incidence rate and rate 
ratio were calculated and compared by using a generalized linear model with Poisson distribution. All the statis-
tical analyses were performed SPSS v.16.0 software (SPSS, Inc., Chicago, IL, USA). All the tests performed were 
two-sided and a P value < 0.05 was considered statistically significant.

Results
Among a total of 1923 patients (age 76 ± 12 years, 68% men, 21% de novo heart failure) in this analysis, 875 
patients died during a mean follow-up duration of 28.6 ± 20.7 months. Table 1 discloses the baseline charac-
teristics between the dead and who survived. In short, the dead were older, less likely to have hypertension, had 
lower mean blood pressure and LVEF, lower levels of hemoglobin and eGFR, and higher NT-proBNP levels. 
Sex distribution and presence of diabetes, CAD, atrial fibrillation and stroke were similar in both groups. Left 
ventricular mass, E/A and E/e′ were not different between the groups. Comparing to the survivors, WBC count, 
neutrophil count, PLR, NLR and RL were higher, but lymphocyte count and hemoglobin level were lower in the 
dead. In addition, the prescription rates of RAS blockades, beta-blockers, and spironolactone were higher in the 
survivors than the dead.

Predictors of Mortality. In uni-variable Cox analysis, age, mean blood pressure, LVEF, hemoglobin, eGFR, 
sodium, and NT-proBNP levels were all related to long-term survival in the study population. (Supplementary 
Table S1) In addition, among the hemographic indices, neutrophil count, PLR, NLR and RL but not WBC count, 
were also positively associated with higher mortality during the follow-up. (Table 2, Model 1) The Kaplan-Meier 
survival curve analyses showed a decreasing survival probability along the tertile distributions of the hemo-
graphic indices, except for WBC count, in a 5-year follow-up duration. (Fig. 1) Furthermore, the prescriptions 
of RAS blockades, beta-blockers, and spironolactone significantly reduced mortality of the study population. 
(Supplementary Table S1)

In multi-variable Cox proportional hazard models, WBC count, neutrophil count, RL, NLR and PLR were all 
independent predictors of 5-year mortality after accounting for age, sex, mean blood pressure, LVEF, hemoglo-
bin, eGFR, sodium, and prescribed medications. (Table 2, Model 2) With further adjustments for NT-proBNP, 
the neutrophil count, RL, NLR and PLR, but not white blood cell count remained significantly associated with 
long-term survival. (Table 2, Model 3) With fixed adjustments for age, gender, mean blood pressure, LVEF, 
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hemoglobin, eGFR, sodium, and prescribed medications in a forward stepwise Cox regression analysis among 
hemographic indices, RL was the strongest predictor getting into the model [hazard ratios and 95% confidence 
interval: 1.165 (1.096–1.239)].

Subgroup analysis. In subgroup analysis, RL was a significant predictor of long-term mortality across all 
the subpopulations, including subjects ≥ or < 80 years, men or women, subjects with or without diabetes, sub-
jects with various stage of CKD, subjects with or without CAD, subjects with HFrEF or HFpEF, and subjects with 
decompensated or de novo HF, after accounting for age and sex. (Fig. 2) There were significant interactions of RL 
in the prediction of mortality between subjects with or without CAD and with HFrEF or HFpEF. In other words, 
RL was more likely to predict mortality in subjects with CAD than without CAD, and in subjects with HFrEF 
than with HFpEF.

The prognostic impacts of hemographic indices was abated along the follow up. The variety 
of the predictive values of hemographic indices to mortality was demonstrated in Fig. 3. The patient number 
at risks was 1923 within 1 year, 1508 between 1 to 3 years, and 1166 between 3 to 5 years, respectively. After 
accounting for age and sex, the hemographic indices were correlated with mortality within the first year of 
follow-up. Conditioned on the survivals, Cox regression analysis showed that neutrophil count, RL, NLR and 

Survived, n = 1048 Mortality, n = 875 P value

Age (years) 74.8 ± 13.9 78.3 ± 10.7 <0.01

Male gender, n (%) 697(66.6) 610(69.7) 0.14

Mean BP (mmHg) 103.1 ± 21.9 99.0 ± 21.6 <0.01

De novo heart failure, n (%) 229 (21.9) 175 (20.0) 0.34

Heart failure with reduced EF 381(36.5) 379(43.3) <0.01

Co-morbidity, n (%)

Hypertension 651(62.1) 501(57.3) 0.03

Diabetes mellitus 384(36.6) 339(38.7) 0.34

Coronary artery disease 364(34.7) 314(35.9) 0.60

Atrial fibrillation 321(30.6) 244(27.9) 0.19

Stroke 96(9.2) 74(8.5) 0.59

Echocardiography

LVEF (%) 55.4 ± 20.0 53.4 ± 20.7 0.03

LV mass (gm) 282.9 ± 113.5 284.0 ± 105.9 0.82

E/A ratio 1.05 ± 0.66 1.15 ± 0.82 0.10

Septal E/E’ 17.4 ± 8.0 18.3 ± 7.8 0.16

Hemogram

*WBC count (/mm3) 6924.68 ± 1.41 7156.48 ± 1.47 0.051

*Neutrophil count (/mm3) 4602.56 ± 1.57 5006.10 ± 1.64 <0.01

*Lymphocyte count (/mm3) 1269.69 ± 1.63 1077.20 ± 1.68 <0.01

Reciprocal of Lymphocyte 6.45 ± 5.63 8.07 ± 7.07 <0.01

Neutrophil-to-lymphocyte ratio 4.76 ± 5.35 6.26 ± 6.80 <0.01

Platelet-to-lymphocyte ratio (k/mm3) 173.1 ± 120.9 207.0 ± 246.7 <0.01

Hemoglobin (g/dl) 12.13 ± 2.33 11.57 ± 2.11 <0.01

Platelet count (k/mm3) 203.8 ± 92.8 201.4 ± 92.1 0.57

Biochemistry

Creatinine (mg/dL) 1.78 ± 1.48 1.92 ± 1.27 0.03

eGFR (ml/min/1.73 m2) 56.0 ± 30.4 48.3 ± 27.6 <0.01

Sodium (mEq/L) 138.9 ± 4.2 138.6 ± 5.3 0.15

Potassium (mEq/L) 4.10 ± 0.73 4.11 ± 0.71 0.78

*NT-proBNP (pg/ml), n = 646 4818.3 ± 3.6 8395.1 ± 3.5 <0.01

Medications, n (%)

Antiplatelet 715(71.7) 623(71.2) 0.82

Beta-blocker 727(69.4) 494(56.5) <0.01

RAS blockade 905(86.4) 699(79.9) <0.01

Spironolactone 628(59.9) 467(53.4) <0.01

Table 1. Baseline characteristics of the study population. *Geometric means and standard deviation. E/A ratio: 
ratio of the early (E) to late (A) ventricular filling velocities; E/e′: ratio of early ventricular filling velocity (E) to 
early diastolic tissue velocity mitral annulus; EF: ejection fraction; eGFR: estimated glomerular filtration rate; 
LV: left ventricular; NT-proBNP: N-terminal pro-brain natriuretic peptide; RAS blockade: renin-angiotensin 
system blockade; WBC: white blood cells
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PLR were associated with mortality between 1 to 3 years of follow-up period, independent of age and sex. Beyond 
3 years follow-up, none of the hemographic indices was independently related to mortality among the survivors. 
However, eGFR was consistently correlated with mortality in every follow-up period. The incidence rates of mor-
tality per 100 person-year were demonstrated in Table 3, stratified by the tertiles of RL and the follow-up time 
slots. In the first year and between 1 to 3 years of follow-up, the incidence rates significantly increased along with 
the tertiles distributions of RL (both crude P value of the trend < 0.01). In contrast, the incidence rates did not 
augment together with increasing RL between 3 to 5 years of follow-up. After adjustment of age, gender, mean 
blood pressure, LVEF, hemoglobin, eGFR, sodium, and prescribed medications, the mortality rate significantly 
raised along with RL only in the first year. (Table 3).

Discussion
The major findings of this study include the following: (1) hemographic indices were independent predictors of 
mortality in patients hospitalized for AHF; (2) among the hemographic indices, RL might be the most valuable 
index related to long-term outcomes of AHF with either reduced or preserved LVEF; (3) as dominant mark-
ers of acute inflammation, hemographic indices were especially useful in the risk discrimination of short and 

Model 1 Model 2 Model 3

Hazard ratio (95% CI) P Hazard ratio (95% CI) P Hazard ratio (95% CI) P

*While blood cell count, 1 SD = 1.44/mm3 1.055 (0.985–1.130) 0.12 — — — —

*Neutrophil count, 1 SD = 1.60 /mm3 1.141 (1.066–1.222) <0.01 1.133 (1.041–1.234) <0.01 1.189 (1.023–1.383) 0.02

Reciprocal of Lymphocyte, 1 SD = 6.3 1.162 (1.115–1.211) <0.01 1.165 (1.096–1.239) <0.01 1.141 (1.017–1.280) 0.03

Neutrophil-to-lymphocyte ratio, 1 SD = 6.1 1.160 (1.112–1.210) <0.01 1.162 (1.094–1.235) <0.01 1.137 (1.015–1.274) 0.03

Platelet-to-lymphocyte ratio, 1 SD = 189.5 k/mm3 1.090 (1.052–1.129) <0.01 1.161 (1.041–1.295) <0.01 1.244 (1.033–1.498) 0.02

Table 2. Predictors of 5-year mortality identified by uni- and multi-variable Cox regression analysis. Model 
1: crude ratio. Model 2: Adjust age, sex, mean blood pressure, left ventricular ejection fraction, sodium and 
hemoglobin levels, estimated glomerular filtration rate, and use of renin-angiotensin system blockade, beta-
blockade and spironolactone. Model 3: Adjust variables in Model 1 PLUS N-terminal pro-brain natriuretic 
peptide (NT-proBNP). *Log transformation of while blood cell count and neutrophil count.

Figure 1. The Kaplan–Meier survival curve analysis of the study population, according to the tertiles of the 
levels of white blood cell count (A), neutrophil count (B), reciprocal of lymphocyte count (C), neutrophil-to-
lymphocyte ratio (D), and platelet-to-lymphocyte ratio (E) in the study population.
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medium-term mortality after heart failure hospitalization. Since hemogram is one of the routine tests in daily 
practices, the results of this study may support the clinical uses of hemographic indices in the risk reclassifications 
of patients hospitalized for AHF.

Inflammation, hemographic indices and heart failure. Systemic inflammation and the related 
cytokines in heart failure have been associated with the migration of monocytes to the myocardium and the 
consequent interstitial fibrosis and ventricular remodeling21. Numerous studies have demonstrated biomarkers 
of systemic inflammation, including pro-inflammatory cytokines, C-reactive protein, and erythrocyte sedimenta-
tion rate were correlated with the pathogenesis and clinical outcome of heart failure11,22–24. It has been known the 
hemogram varies in parallel with the inflammation, while the white blood cells may further regulate the circuits 
in the innate and adaptive immune systems2,25,26. Furthermore, high NLR and RL were related to elevated jugular 
vein pressure, increased heart rate, and increased serum B-type natriuretic peptide levels in patient with CHF13,27.

Hemographic indices are risk markers of acute heart failure. In an epidemiological study of 16940 
men, Engström et al. found white blood cell counts were associated with incidence of heart failure hospitalization 
over a 23-year follow-up period28. Cooper et al. further demonstrated an elevated white blood cell count of > 7,000 
was significantly correlated with mortality in patient with ischemic heart failure29. Moreover, both neutrophil 
and lymphocyte have been strongly and independently related to heart failure hospitalization, survival, and sur-
vival free from heart transplantation in patients with acute myocardial infarction or advanced heart failure30–32.  
NLR, a marker combining the two lineages of white blood cells, demonstrated better prognostic values of 
in-hospital mortality and post-discharge outcomes in patients with AHF13,33. The superiority of PLR in predicting 
immediate effects of revascularization and clinical outcomes in subjects with acute myocardial infarction has also 
been addressed7,34,35. In the present study, all the hemographic indices at the initial presentation were associated 
with long-term survival in patients hospitalized for AHF, independent of conventional risk factors and prescribed 
medications. With further adjustments for NT-proBNP, neutrophil count, RL, NLR, and PLR remained correlated 
with mortality. In addition to extending the use of RL as a prognostic factor in AHF, the results may further sup-
port the use of lymphocyte as an index for better risk stratification in patients with AHF, which was in agreement 
with Seattle heart failure model in CHF32.

Figure 2. Hazard ratio (HR) and 95% confidence interval (CI) of per-1SD increase of reciprocal of lymphocyte 
count for mortality, after accounting for age and sex, were demonstrated in subgroups of age, gender, diabetes, 
coronary artery disease, chronic kidney disease, phenotypes of heart failure and de novo heart failure.



www.nature.com/scientificreports/

6SCiENTifiC RepoRTS |  (2017) 7:17828  | DOI:10.1038/s41598-017-17754-8

Hemographic indices and various subpopulations. The mean values of WBC and NC were in fact within 
the reference ranges when the reference ranges of WBC and NC are 4500–11000/mm3, and 2500–7500/mm336.  
However, NLR, PLR and RL values were higher than the healthy population when Erdal Durmus et al. have sug-
gested reference ranges of NLR and PLR were 2.5 ± 1.7 and 140 ± 57 in patients without heart diseases37.

Majority of the published studies have demonstrated the hemographic indices were independently associated 
clinical outcomes in patients with HFrEF14,29,31,32. Few have shown the prognostic impacts of hemographic indi-
ces in patients with HFpEF, not mention in the hospitalized populations. Muthiah et al. have investigated in a 
total of 4133 subjects hospitalization for HFrEF, and they clarified that the lower relative lymphocyte counts was 
associated with all-cause mortality, cardiovascular death and re-hospitalization for heart failure in the first 100 
days after discharge38. In this study, we further demonstrated that RL was consistently an independent risk factor 
for mortality in the patients with either HFrEF or HFpEF. But there was a substantial interaction that RL was 
especially predictive of long-term survival in patients with HFrEF. The study results might be supported by the 
data from Sanders-van et al. that HFpEF but not HFrEF was already an inflammatory disease39. In addition, we 
also clarified that RL was accordantly related to 5-year mortality in patients ≥ and < 80 years, man and woman, 
and patients with or without diabetes or various stages of CKD. Again, we reported an authentic interaction of RL 
and CAD in predicting mortality that per 1-SD increase of RL was associated with additional 46.4% and 13.8% 
mortality in subjects with and without CAD, respectively. Such findings were in accord with Wang et al. that 
hsCRP was a prognostic factor only in patients with Takayasu arteritis if CAD was presented40. The study results 
may support that inflammation was a significant risk factor for mortality in AHF with various characteristics, 
especially in the subjects with CAD and reduced LVEF.

Figure 3. Hazard ratio (HR) and 95% confidence interval (CI) of per-1SD increase of neutrophil count with log 
transformation, reciprocal of Lymphocyte count, neutrophil-to-lymphocyte ratio, platelet-to-lymphocyte ratio, 
and estimated glomerular filtration rate (eGFR) for mortality in specific follow-up periods, after accounting for 
age and sex.
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Eminent performance of hemographic indices in predicting short and medium-term mortality 
in acute heart failure. Conditioned on the survivals, we have demonstrated in this study that hemographic 
indices could predict mortality in AHF outstandingly within the first year after index hospitalization. Comparing 
to renal function that eGFR was independently associated with mortality within every time slot of within 1 year, 
and between 1–3 years and 3–5 years. The study results might suggest the inflammation indexed by hemographic 
indices was particularly essential to recognize subjects at risk of incurring adverse events soon after. There was 
therefore an unmet need to develop tailored therapeutic strategy for the high-risk population, tagged with high 
hemographic indices.

Study Limitations. Indeed, there were several limitations of this study. First, the mean age of the study 
population was 76.3 ± 12.6 years, which might be the oldest population, reported with hemographic indices. 
There would be concern to generalize the study results to the younger populations. However, we have shown 
no statistical interaction with the prognostic values of the hemographic indices and various age populations. 
Furthermore, given the nature of a registry study, there would still be selection bias even we have adjusted all the 
confounders to demonstrate the independence of hemographic indices related to mortality. Third, NT-proBNP 
was only available in 33% of the study population. But in the 646 patients with available NT-proBNP data, there 
were 196 mortalities. We therefore still have sufficient power to demonstrate hemographic indices were related 
to outcomes, independent of NT-proBNP. Forth, we did not measure any novel inflammatory marker, such as 
interleukin-6, tumor necrosis factor-alpha, and high sensitivity C-reactive protein in this study to compare their 
prognostic impacts with hemographic indices. However, all the hemographic indices significantly correlated with 
C-reactive protein (CRP) among a total of 900 patients with available data in this study. In addition, hemographic 
indeices remained predictive of 5-years mortality (data not shown) when CRP was further accounted for. The 
results may suggest the hemographic indices were not only the reflection of systemic inflammation. Fifth, we did 
not obtain hemographic indices at discharge. Whether the fluctuations of hemographic indices during hospital-
izations were predictive of clinical outcomes remained elucidated. Lastly, the study was lack of incident morbid-
ities, such as re-hospitalization for HF. Further work was needed to address the risks of hemographic indices for 
mortality and morbidity.

Conclusion
Inflammation, indexed by hemographic indices were independent risk factors for long-term mortality in patients 
hospitalized for AHF with either HFeEF or HFpEF, especially when the indices were composed of lymphocyte. 
However, the prognostic impacts of inflammation in AHF were dismal with time. In other word, hemographic 
indices were useful to recognize subjects who were at high risks of incurring adverse event soon after the hospi-
talization for AHF.

References
 1. Scapini, P. & Cassatella, M. A. Social networking of human neutrophils within the immune system. Blood. 124, 710–9 (2014).
 2. Yao, Y., Simard, A. R., Shi, F. D. & Hao, J. IL-10-producing lymphocytes in inflammatory disease. Int Rev Immunol. 32, 324–36 

(2013).
 3. Ghaffari, S. et al. The predictive Value of Total Neutrophil Count and Neutrophil/Lymphocyte Ratio in Predicting In-hospital 

Mortality and Complications after STEMI. Journal of Cardiovascular and Thoracic Research. 6, 35–41 (2014).
 4. Fu, H. et al. Neutrophil- and platelet-to-lymphocyte ratios are correlated with disease activity in rheumatoid arthritis. Clin Lab. 61, 

269–73 (2015).
 5. Gunaldi, M. et al. Prognostic impact of platelet/lymphocyte and neutrophil/lymphocyte ratios in patients with gastric cancer: a 

multicenter study. Int J Clin Exp Med. 8, 5937–42 (2015).
 6. Uslu, A. U. et al. Two new inflammatory markers associated with Disease Activity Score-28 in patients with rheumatoid arthritis: 

neutrophil-lymphocyte ratio and platelet-lymphocyte ratio. Int J Rheum Dis (2015).
 7. Akboga, M. K. et al. Association of Platelet to Lymphocyte Ratio With Inflammation and Severity of Coronary Atherosclerosis in 

Patients With Stable Coronary Artery Disease. Angiology. 67, 89–95 (2016).

Incidence rate (per 
100 person-year) Crude RR (95% RR) P for trend *Adjusted RR (95% CI) P for trend

Within 1 year

RL tertiles 1 17.2 1 <0.01 1 <0.01

RL tertiles 2 21.2 1.23 (0.94–1.62) 1.02 (0.72–1.44)

RL tertiles 3 39.5 2.29 (1.80–2.93) 2.01 (1.47–2.73)

1–3 years

RL tertiles 1 11.2 1 <0.01 1 0.07

RL tertiles 2 19.3 1.72 (1.30–2.28) 1.51 (1.09–2.11)

RL tertiles 3 21.4 1.91 (1.44–2.52) 1.40 (1.00–1.96)

3–5 years

RL tertiles 1 8.6 1 0.07 1 0.58

RL tertiles 2 15.4 1.78 (1.15–2.78) 1.30 (0.75–2.26)

RL tertiles 3 13.1 1.53 (0.95–2.44) 0.84 (0.46–1.55)

Table 3. The associations of mortality and reciprocal of lymphocytes during the follow-up time slots. RL: 
reciprocal of lymphocytes; RL tertiles 1 was with the lowest RL levels; CI: confidence interval; RR: rate ratio; 
*Adjust for age, sex, mean blood pressure, LVEF, hemoglobin, eGFR, sodium, and prescribed medications.



www.nature.com/scientificreports/

8SCiENTifiC RepoRTS |  (2017) 7:17828  | DOI:10.1038/s41598-017-17754-8

 8. Levine, B., Kalman, J., Mayer, L., Fillit, H. M. & Packer, M. Elevated circulating levels of tumor necrosis factor in severe chronic heart 
failure. The New England journal of medicine. 323, 236–41 (1990).

 9. Mann, D. L. Innate immunity and the failing heart: the cytokine hypothesis revisited. Circ Res. 116, 1254–68 (2015).
 10. Bozkurt, B. et al. Pathophysiologically relevant concentrations of tumor necrosis factor-alpha promote progressive left ventricular 

dysfunction and remodeling in rats. Circulation. 97, 1382–91 (1998).
 11. Reichlin, T. et al. Use of myeloperoxidase for risk stratification in acute heart failure. Clin Chem. 56, 944–51 (2010).
 12. Bouras, G. et al. Inflammation and chronic heart failure: from biomarkers to novel anti-inflammatory therapeutic strategies. Med 

Chem. 10, 682–99 (2014).
 13. Uthamalingam, S. et al. Utility of the neutrophil to lymphocyte ratio in predicting long-term outcomes in acute decompensated 

heart failure. The American journal of cardiology. 107, 433–8 (2011).
 14. Polat, N. et al. The importance of hematologic indices in the risk stratification of patients with acute decompensated systolic heart 

failure. Turk Kardiyoloji Dernegi arsivi: Turk Kardiyoloji Derneginin yayin organidir. 43, 157–65 (2015).
 15. Huang, W. M. et al. Determinants and Prognostic Impact of Hyperuricemia in Hospitalization for Acute Heart Failure. Circulation 

journal: official journal of the Japanese Circulation Society. 80, 404–10 (2016).
 16. Folland, E. D. et al. Assessment of left ventricular ejection fraction and volumes by real-time, two-dimensional echocardiography. A 

comparison of cineangiographic and radionuclide techniques. Circulation. 60, 760–6 (1979).
 17. Sharma, K. & Kass, D. A. Heart failure with preserved ejection fraction: mechanisms, clinical features, and therapies. Circ Res. 115, 

79–96 (2014).
 18. Ma, Y. C. et al. Modified glomerular filtration rate estimating equation for Chinese patients with chronic kidney disease. Journal of 

the American Society of Nephrology: JASN. 17, 2937–44 (2006).
 19. Inker, L. A. et al. KDOQI US commentary on the 2012 KDIGO clinical practice guideline for the evaluation and management of 

CKD. American journal of kidney diseases: the official journal of the National Kidney Foundation. 63, 713–35 (2014).
 20. Sung, S. H. et al. White coat hypertension is more risky than prehypertension: important role of arterial wave reflections. 

Hypertension. 61, 1346–53 (2013).
 21. Wrigley, B. J., Lip, G. Y. & Shantsila, E. The role of monocytes and inflammation in the pathophysiology of heart failure. European 

journal of heart failure. 13, 1161–71 (2011).
 22. Bozkurt, B., Mann, D. L. & Deswal, A. Biomarkers of inflammation in heart failure. Heart failure reviews. 15, 331–41 (2010).
 23. Kalogeropoulos, A. P. et al. High-sensitivity C-reactive protein in acute heart failure: insights from the ASCEND-HF trial. Journal of 

cardiac failure. 20, 319–26 (2014).
 24. Papadimitriou L and Kalogeropoulos AP. Inflammatory Biomarkers and Therapeutic Targets in Heart Failure. Curr Med Chem. 

2015.
 25. Choi, J. L., Li, S. and Han, J. Y. Platelet function tests: a review of progresses in clinical application. Biomed Res Int. 2014;456569.

(2014)
 26. Ahbap, E. et al. Neutrophil-to-lymphocyte ratio and platelet-tolymphocyte ratio in evaluation of inflammation in end-stage renal 

disease. Clinical nephrology. 85, 199–208 (2016).
 27. Huehnergarth, K. V. et al. Usefulness of relative lymphocyte count as an independent predictor of death/urgent transplant in heart 

failure. The American journal of cardiology. 95, 1492–5 (2005).
 28. Engstrom, G., Melander, O. & Hedblad, B. Leukocyte count and incidence of hospitalizations due to heart failure. Circ Heart Fail. 2, 

217–22 (2009).
 29. Cooper, H. A., Exner, D. V., Waclawiw, M. A. & Domanski, M. J. White blood cell count and mortality in patients with ischemic and 

nonischemic left ventricular systolic dysfunction (an analysis of the Studies Of Left Ventricular Dysfunction [SOLVD]). The 
American journal of cardiology. 84, 252–7 (1999).

 30. Arruda-Olson, A. M., Reeder, G. S., Bell, M. R., Weston, S. A. & Roger, V. L. Neutrophilia predicts death and heart failure after 
myocardial infarction: a community-based study. Circulation Cardiovascular quality and outcomes. 2, 656–62 (2009).

 31. Ommen, S. R. et al. Predictive power of the relative lymphocyte concentration in patients with advanced heart failure. Circulation. 
97, 19–22 (1998).

 32. Levy, W. C. et al. The Seattle Heart Failure Model: prediction of survival in heart failure. Circulation. 113, 1424–33 (2006).
 33. Turfan, M. et al. Neutrophil-to-lymphocyte ratio and in-hospital mortality in patients with acute heart failure. Clinics. 69, 190–3 

(2014).
 34. Ugur, M. et al. The relationship between platelet to lymphocyte ratio and the clinical outcomes in ST elevation myocardial infarction 

underwent primary coronary intervention. Blood coagulation & fibrinolysis: an international journal in haemostasis and thrombosis. 
25, 806–11 (2014).

 35. Osadnik, T. et al. The platelet-to-lymphocyte ratio as a predictor of all-cause mortality in patients with coronary artery disease 
undergoing elective percutaneous coronary intervention and stent implantation. J Saudi Heart Assoc. 27, 144–51 (2015).

 36. Hoffbrand’s Essential Haematology, 7th Edition (2016).
 37. Durmus, E. et al. Neutrophil-to-Lymphocyte Ratio and Platelet-to-Lymphocyte Ratio are Predictors of Heart Failure. Arquivos 

Brasileiros de Cardiologia. 105, 606–13 (2015).
 38. Vaduganathan, M. et al. and investigators Et. Predictive value of low relative lymphocyte count in patients hospitalized for heart 

failure with reduced ejection fraction: insights from the EVEREST trial. Circ Heart Fail. 5, 750–8 (2012).
 39. Sanders-van Wijk, S., vanEmpel, V., Knackstedt, C. & Brunner-La Rocca, H. P. Heart failure and COPD: time to SHIFT? International 

journal of cardiology. 172, 293–4 (2014).
 40. Wang, X., Dang, A., Lv, N., Liu, Q. & Chen, B. High-sensitivity C-reactive protein predicts adverse cardiovascular events in patients 

with Takayasu arteritis with coronary artery involvement. Clinical rheumatology. 35, 679–84 (2016).

Acknowledgements
The study was supported by Taipei Veterans General Hospital (V100C-145, V101C-092, V102C-119, V103B-
017, and V104C-172), Ministry of science and technology (MOST 103–2314-B-010–050-MY2), and Ministry of 
Health and Welfare, Taiwan grant (MOHW-104-TDU-B-211–113003, MOHW-105-TDU-B-211–133017), and 
the death registry.

Author Contributions
All authors were involved in the conception and design of the analyses. Wei-Min Huang drafted the main 
manuscript, under the supervision from Shih-Hsien Sung. Dai-Yin Lu and Ching-Wei Lee had contributions to 
data collection. Hao-Min Cheng, Chi-Jung Huang and Chao-Yu Guo did data analysis and interpretation. Pai-
Feng Hsu, Wen-Chung Yu, and Chen-Huan Chen had critical revision of the article.

Additional Information
Supplementary information accompanies this paper at https://doi.org/10.1038/s41598-017-17754-8.

http://dx.doi.org/10.1038/s41598-017-17754-8


www.nature.com/scientificreports/

9SCiENTifiC RepoRTS |  (2017) 7:17828  | DOI:10.1038/s41598-017-17754-8

Competing Interests: The authors declare that they have no competing interests.
Publisher's note: Springer Nature remains neutral with regard to jurisdictional claims in published maps and 
institutional affiliations.

Open Access This article is licensed under a Creative Commons Attribution 4.0 International 
License, which permits use, sharing, adaptation, distribution and reproduction in any medium or 

format, as long as you give appropriate credit to the original author(s) and the source, provide a link to the Cre-
ative Commons license, and indicate if changes were made. The images or other third party material in this 
article are included in the article’s Creative Commons license, unless indicated otherwise in a credit line to the 
material. If material is not included in the article’s Creative Commons license and your intended use is not per-
mitted by statutory regulation or exceeds the permitted use, you will need to obtain permission directly from the 
copyright holder. To view a copy of this license, visit http://creativecommons.org/licenses/by/4.0/.
 
© The Author(s) 2017

http://creativecommons.org/licenses/by/4.0/

	Hemographic indices are associated with mortality in acute heart failure
	Methods
	Study population. 
	Definitions of Hemographic indices. 
	Laboratory Data and Echocardiography. 
	Follow-up. 
	Statistical analysis. 

	Results
	Predictors of Mortality. 
	Subgroup analysis. 
	The prognostic impacts of hemographic indices was abated along the follow up. 

	Discussion
	Inflammation, hemographic indices and heart failure. 
	Hemographic indices are risk markers of acute heart failure. 
	Hemographic indices and various subpopulations. 
	Eminent performance of hemographic indices in predicting short and medium-term mortality in acute heart failure. 
	Study Limitations. 

	Conclusion
	Acknowledgements
	Figure 1 The Kaplan–Meier survival curve analysis of the study population, according to the tertiles of the levels of white blood cell count (A), neutrophil count (B), reciprocal of lymphocyte count (C), neutrophil-to-lymphocyte ratio (D), and platelet-to
	Figure 2 Hazard ratio (HR) and 95% confidence interval (CI) of per-1SD increase of reciprocal of lymphocyte count for mortality, after accounting for age and sex, were demonstrated in subgroups of age, gender, diabetes, coronary artery disease, chronic ki
	Figure 3 Hazard ratio (HR) and 95% confidence interval (CI) of per-1SD increase of neutrophil count with log transformation, reciprocal of Lymphocyte count, neutrophil-to-lymphocyte ratio, platelet-to-lymphocyte ratio, and estimated glomerular filtration 
	Table 1 Baseline characteristics of the study population.
	Table 2 Predictors of 5-year mortality identified by uni- and multi-variable Cox regression analysis.
	Table 3 The associations of mortality and reciprocal of lymphocytes during the follow-up time slots.




