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Inflammation in malignant mesothelioma - friend or foe?
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Introduction
The relationship between inflammation and cancerous
growth has been extensively investigated over the
past 150 years. Following Virchow’s identification of
leukocytes within neoplastic tissue in 1863 (1), the role of
inflammatory cells and pathways in the pathogenesis of
a variety of tumour groups has become well established.
In a variety of malignancies, environmental and infective
agents are seen to play critical roles in the production of
tissue damage and inflammatory reactions. Furthermore,
cytokines, chemokines and angiogenic factors produced in
chronic inflammatory states provide a microenvironment
favourable for cellular survival and angiogenesis (2).
Cytokines such as interleukin (IL)-6, IL-10 and IL-17/23
are postulated to be at the centre of a signalling network,
activating pathways such as STAT3 or NFƙB (3). In the
case of malignant pleural mesothelioma (MPM), asbestos
fibre exposure occupies this central pathogenic role, and the
ensuing alteration of immune-competent cells may result in
a decline in tumoral immunity (4).
The mechanisms by which inflammatory processes
impact on the development of MPM remain incompletely
understood, and are beyond the scope of this review.
However, there is an increasing awareness of the
relationship between the degree of both local and systemic
inflammatory response and the prognosis of patients with
MPM. We hereby review the available evidence on the
impact of inflammation on survival in patients with MPM
and examine the potential therapeutic implications.
Local inflammation
The relationship between the degree of inflammatory
infiltration in tumours and patient prognosis has been
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recognised in several malignancies. In colorectal cancer,
the presence of intratumoral immune cell infiltrates, and
markers of T cell migration, activation and differentiation,
were both associated with reduced early metastatic invasion,
early stage disease and improved prognosis (5). The presence
of intratumoral T cells was also noted to be correlated with
improved survival in epithelial ovarian cancer, with associated
increases in expression of interferon-gamma, IL-2, and with
lymphocyte-attracting chemokines within the tumour (6).
Similar inflammatory mechanisms have also been
identified in MPM. A report of 58 biopsy specimens by
Leigh et al. noted the presence of a marked variability of
lymphocytic infiltration, with prolonged survival associated
with an enhanced presence of lymphoid cells (7). More
recently, histological assessment of specimens from 175
patients with MPM presenting with an epithelial subtype
analysed the inflammatory status of the tumour (defined
as tumour nests containing tumour cells and intratumoral
stroma) and surrounding stroma (defined as cells adjacent
to the tumour nest) (8). In this study, acute inflammatory
response was defined as the presence of neutrophils while
chronic inflammatory response was defined as the presence
of lymphocytes and plasma cells. Patients with a marked
chronic inflammatory response in the stroma demonstrated
improved survival in comparison to those with a low response
(median overall survival 19.4 vs. 15.0 months; P=0.01), and a
chronic inflammatory response in the stroma remained an
independent predictor of survival on multivariate analysis
(HR=0.659; 95% CI: 0.464-0.937, P=0.02) (8). However,
acute and chronic inflammatory responses in the tumour
coincided with vascular invasion, a known predictor of
reduced survival. It is important to note that no significant
impact on survival was identified in relation to acute or
chronic tumoral inflammatory changes or in acute stromal
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changes within this study. Furthermore, this study did not
provide phenotypes of the immune cells examined.
The observation of a more favourable prognosis
associated with the presence of lymphocytic infiltrates was
also shown in two independent series of MPM patients
undergoing the radical surgical procedure extrapleural
pneumonectomy (EPP). Both studies suggested that high
levels of tumour-infiltrating CD8 + lymphocytes were
associated with an improved survival on multivariate
analysis (HR=0.27-0.38; P<0.05) (9,10).
Immunohistochemical analysis of the types of the
immune cells present in tumour samples revealed a
significant population of macrophages (11). In nonepithelial tumours, approximately 27% of the tumour
area was comprised of macrophages, and the presence
of macrophage was negatively correlated with survival
(P=0.008). This unique finding could not be replicated
in epithelial tumours (P=0.7). The majority of the
macrophages possessed an immunoregulatory phenotype
(M2), responsible for the production of cytokines such as
IL-10, and suppression of immune reactions.
The methods by which such cellular changes developed
were investigated by Hegman et al., who analysed cytokine
expression in mesothelioma cell lines and effusions
via immunohistochemistry (12). Vascular endothelial
growth factor, angiogenin, transforming growth factor-β,
and epithelial neutrophil-activating protein ENA-78
associated with immune suppression, angiogenesis and
plasma extravasation were detected in cell cultures and
pleural effusions. In contrast, hepatocyte growth factor,
macrophage inflammatory protein (MIP)-1δ, MIP-3α,
neutrophil activating peptide (NAP)-2, and pulmonary and
activation regulated chemokine (PARC) were present only
in pleural effusion, suggesting that they were secreted by
stromal and inflammatory cells.
From the available evidence, it appears that there is a
complex interaction between immune infiltrates and other
cell types, both within the tumour and in the stroma. There
is consistent evidence that a high infiltration of lymphocytes
(especially CD8 + T cells) is associated with a survival
advantage in patients with MPM. In contrast, an increased
presence of macrophages of the M2 phenotype within
the tumour is associated with a poorer prognosis in nonepithelial MPM.
Systemic inflammatory response
The impact of inflammatory pathways extends beyond a
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simple role in the pathogenesis of MPM and can contribute
to many of the systemic symptoms commonly noted in
patients with advanced MPM. Constitutional symptoms
suggestive of an increased systemic inflammatory response
occur in approximately 30% of patients with MPM and
include fever, weight loss, fatigue and night sweats (13).
These symptoms are typically associated with more advanced
disease and increased resistance to chemotherapy (14). It has
also been shown that patients with MPM experiencing systemic
symptoms often have a less favourable prognosis (15-17).
In addition, there has been early evidence suggesting the
prognostic importance of systemic inflammatory response
in patients with MPM, with leucocytosis, thrombocytosis,
and elevated lactate dehydrogenase (LDH) being included in
composite scoring systems such as the European Organisation
for Research and Treatment of Cancer (EORTC) and the
Cancer and Leukemia Group B (CALGB) systems (18,19).
These observations were validated in an analysis by Tanrikulu
et al., which included 363 Turkish patients with MPM. This
study reported that in addition to poor performance status,
pleural fluid glucose level ≤40 mg/dL and presence of pleural
thickening, an elevated LDH >500 IU/L (HR=2.24; 95%
CI: 1.585-3.168; P=0.001) and platelet count >420×103 /µL
(HR=1.33; 95% CI: 1.009-1.757; P=0.043) were associated
with reduced median survival on multivariate analysis (20).
The above prognostic assessments highlight a growing
emphasis on inflammatory biomarkers in determining
the prognosis of MPM. In recent years, the blood
neutrophil-lymphocyte ratio (NLR) has been identified as
a prognostic marker in a number of malignant and nonmalignant conditions. It is calculated simply from the full
blood count by dividing the number of neutrophils by
the number of lymphocytes. Early reports demonstrated
a role for the NLR in predicting adverse outcomes in
patients critically ill with sepsis (21) and in those requiring
coronary intervention (22,23). More recently, within a
wide range of malignancies, including pancreatic (24),
colorectal (25), and gastric carcinomas (26), an elevated
NLR has been demonstrated to be an independent
predictor of higher stage disease and reduced survival, with
predictive power superior to total white cell, neutrophil or
lymphocyte counts alone.
The association between MPM and NLR was first
identified in a study involving 173 patients who underwent
systemic therapy. In this report, patients with high baseline
NLR (≥5) were independently associated with reduced
overall survival (HR=2.7; 95% CI: 1.8-3.9; P<0.001) on
multivariate analysis (27). This observation has been
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validated in a cohort of patients undergoing EPP (HR=1.79;
95% CI: 1.04-3.07; P=0.04 for NLR ≥3) (28) as well as in
other retrospective series (HR=2.0-3.6) (29-31). Furthermore,
it has been demonstrated that patients whose abnormal
baseline NLR normalised after one cycle of systemic therapy
had a significantly improved survival compared with patients
whose NLR remained high (7.8 vs. 5.0 months; P=0.03) (27).
Interestingly, a subgroup of patients with a low NLR in the
study conducted by Suzuki et al. showed a trend towards
better survival (18.9 vs. 10.1 months; P=0.34) (8).
Peripheral monocyte counts have also been associated
with the prognosis of patients with MPM. Burt et al.
identified a significant increase in monocyte counts (580 vs.
520 cells/µL; P=0.002) in non-epithelial versus epithelial
tumours (11). Furthermore, higher monocyte counts
correlated with advanced tumour stage non-epithelial
tumour subtype, and reduced survival (HR=3.64; 95% CI:
2.25-5.80; P<0.0001) in all patients with MPM.
In addition to variations in blood cell populations,
proteins associated with inflammatory status are elevated
in numerous cancers. C-reactive protein (CRP), an acute
phase reactant, has been noted to be significantly elevated
in patients with metastatic disease across a variety of solid
organ and hematological malignancies, including MPM.
(32-34) In a retrospective study of 115 patients with a
pathologically confirmed diagnosis of MPM, elevated CRP
(≥1 mg/dL) was shown to be an independent indicator of
poor prognosis (HR=2.07; 95% CI: 1.23-3.46; P=0.001) (35).
Furthermore, an interaction between CRP and treatment
modality was noted, in which patients with a normal CRP
level who underwent EPP within multimodality therapy
was associated with a significantly improved survival
compared to non-surgical therapies (HR=7.26, 95% CI:
3.40-15.49; P<0.001). However, this observation was not
evident in patients who underwent radical surgery with an
elevated CRP (HR=0.911; 95% CI: 0.53-1.58; P=0.74). The
prognostic role of CRP in patients with MPM was further
validated study referenced earlier by Tanrikulu et al., in which
an elevated level of >50 mg/L was significantly associated
with poor prognosis on multivariate analysis (HR=1.56;
95% CI: 1.139-2.105; P=0.005) (20).
Hypoalbuminaemia has also demonstrated prognostic
significance for a variety of medical, surgical and oncological
conditions, potentially reflecting a decline in nutritional status
in addition to systemic inflammation (36-39). In their cohort
of 278 patients admitted for palliative surgical intervention
for MPM, Pilling et al. demonstrated albumin <35 g/L to
be independently associated with a decline in survival
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(HR=2.415; 95% CI: 1.70-3.44; P<0.0001) (40). This
was consistent with previous findings of a significant decline
in 3-month mortality in patients undergoing pleurodesis for
malignant effusions (of all malignant causes) (41).
Expanding upon these biochemical observations, the
modified Glasgow prognostic score (mGPS) - calculated
by incorporating the presence of elevated CRP or
hypoalbuminaemia - has been identified as an important
measure of systemic inflammation. Within a number
of malignant and non-malignant conditions, including
metastatic breast and advanced gastro-oesophageal
cancers (42,43), the mGPS has been identified as a
significant prognostic factor. Assessment of the mGPS
in MPM has revealed its strength as a biomarker. In
multivariate analysis, mGPS was superior to both CRP and
albumin alone (HR=2.6; 95% CI: 1.6-4.2; P<0.001) (31).
Thus, there is compelling evidence that a pronounced
systemic inflammatory response is associated with poorer
prognosis, and that tumour-derived cytokines can affect
immune reactions peripherally in the bone marrow as
well as locally within the tumour. It has been shown that
mesothelioma cells and cell lines produce IL-6 (44-46), and
a clinical study of 25 patients with MPM demonstrated that
IL-6 present in pleural fluid could leak into the systemic
circulation, thereby inducing clinical inflammatory reaction
reactions (47). However, it is unlikely that a single cytokine
is responsible for the exaggerated systemic inflammatory
responses observed in MPM patients, but rather, a complex
interaction of pro-inflammatory cytokines, growth factors
and anti-inflammatory cytokines exists.
Potential clinical impact
Prediction of treatment outcome
Despite a modest prolongation of survival by the platinum/
pemetrexed combination, the prognosis of MPM remains
poor (48). The identification of a simple but accurate
prognostic factor, such as NLR, will enable clinicians to
select patients who are most likely to benefit from the
intensive therapeutic regimen, and avoid futile treatments
in unsuitable candidates.
Based on the available evidence, local and systemic
inflammatory markers have the potential to become valuable
biomarkers. However, as for any biomarker, quantitative
determination of clinically useful cut-off values requires
further study and validation before inflammatory markers
can be definitively introduced into routine clinical practice.
This seems a feasible task, considering the varying levels of

www.annalscts.com

Ann Cardiothorac Surg 2012;1(4):516-522

Annals of cardiothoracic surgery, Vol 1, No 4 November 2012

NLR and CRP proposed in different studies, and a recent
large review of NLR in cancer patients suggesting that a
value of 4 may be appropriate (49).
Early recognition of chemotherapy futility
The normalisation in NLR after the first cycle of
chemotherapy is strongly predictive of benefit from
chemotherapy. One study suggested that failure of the NLR to
return to normal (<5) after one cycle of systemic therapy was
associated with poor response to treatment and significantly
reduced overall survival (27). Although this observation
has not been validated in other MPM studies, comparable
observations have been reported in colorectal and lung cancer
patients (25,50). It is not clear, however, whether the failure of
the NLR to normalise in MPM is due to chemo-resistance or
simply the result of inadequate dosing of chemotherapy. The
clarification of this point will have significant impact on the
potential therapeutic strategies for patients in whom the NLR
does not normalise with chemotherapy.
Identification of patients at risk of developing cachexia
Progressive weight loss, anorexia, metabolic disturbance,
asthenia, fat depletion and severe loss of skeletal muscle
protein (sarcopenia) are key clinical features of cancer
cachexia, affecting a significant proportion of patients
with MPM. Although cancer cachexia is a well-recognised
phenomenon, the exact diagnostic criteria are still
controversial. However, inflammatory markers, such as CRP,
have been increasingly incorporated or taken into account
in the new diagnostic criteria of cachexia and pre-cachexia.
The recognition of the importance of systemic inflammation
in the development of cachexia will hopefully translate into
earlier interventions to ameliorate this process.
Immunotherapy
The growing body of evidence supportive of an inflammatory
component to the pathogenesis and prognosis of MPM
highlights the need for research into immuno-modulatory
therapies in this malignancy. Previous research at pre-clinical
and clinical levels into targets including IL-2, IFN-γ and
a number of co-stimulatory molecules have provided a
promising impact upon immune response, but thus far failed
to produce any significant effect on disease progression and
prognosis (51). Based on the existing literature, there is a
rationale for investigating immune therapy that promotes
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lymphocyte infiltration in this disease. Furthermore,
targeting the macrophage response may present a
potentially new therapeutic approach, whereby promoting
M1 phenotype, rather than the M2 phenotype typically seen
in MPM, may restore anti-tumour immunity.
Immunotherapy related to mesothelioma can be
categorized into passive and active pathways (52).
Passive immunotherapy in the form of anti-mesothelin
monoclonal antibodies used in the treatment of
mesothelioma include amatuximab, which failed to
demonstrate significant radiological responses when
given alone, but may be effective as an adjuvant therapy
with chemotherapeutic regimens (53,54). Active
immunotherapeutic approaches to elicit CD4+ and CD8+
T-cell responses to mesothelin and Wilms tumour-1
have been under investigation using a novel peptide
vaccination called TroVax (55).
Conclusions
It is apparent that inflammatory biomarkers can provide
valuable prognostic information in patients with MPM.
It has been shown that, in the local tumour environment,
certain inflammatory infiltrates such as CD8+ T
lymphocytes are associated with an improved prognosis,
whilst others, such as M2 macrophages, are associated
with poorer survival. There is consistent evidence to
suggest an association between a systemic inflammatory
response, represented by elevated CRP and NLR, and
poorer prognosis. Therefore, the location and the type
of inflammatory response have an impact on the overall
prognosis of patients with MPM.
However, it must be emphasised that prospective
validation of potential inflammatory biomarkers is required
before they can be incorporated into clinical practice.
In terms of potential therapies, “anti-inflammatory”
therapeutics hold great promise, with the aim of inducing
an anti-tumour effect or suppressing angiogenesis, by
dampening the systematic inflammatory response and
targeting the local response within the MPM tumour.
Taken together, recent advances in our understanding of the
roles of the immune system and the inflammatory response
in MPM provide the rationale for further investigation in
this field.
Acknowledgements
Disclosure: The authors declare no conflict of interest.

www.annalscts.com

Ann Cardiothorac Surg 2012;1(4):516-522

Linton et al. Inflammation in mesothelioma

520

References
1.

2.
3.

4.

5.

6.

7.

8.

9.

10.

11.

12.

13.
14.

Virchow RLK. Cellular pathology as based upon
physiological and pathological histology ... / by Rudolf
Virchow. Translated from the 2d ed. of the original by
Frank Chance. With notes and numerous emendations,
principally from MS. notes of the author. Philadelphia: J.
B. Lippincott, 1863.
Coussens LM, Werb Z. Inflammation and cancer. Nature
2002;420:860-7.
Jarnicki A, Putoczki T, Ernst M. Stat3: linking
inflammation to epithelial cancer - more than a “gut”
feeling? Cell Div 2010;5:14.
Matsuzaki H, Maeda M, Lee S, et al. Asbestos-induced
cellular and molecular alteration of immunocompetent
cells and their relationship with chronic inflammation and
carcinogenesis. J Biomed Biotechnol 2012;2012:492608.
Pagès F, Berger A, Camus M, et al. Effector memory T
cells, early metastasis, and survival in colorectal cancer. N
Engl J Med 2005;353:2654-66.
Zhang L, Conejo-Garcia JR, Katsaros D, et al.
Intratumoral T cells, recurrence, and survival in epithelial
ovarian cancer. N Engl J Med 2003;348:203-13.
Leigh RA, Webster I. Lymphocytic infiltration of pleural
mesothelioma and its significance for survival. S Afr Med J
1982;61:1007-9.
Suzuki K, Kadota K, Sima CS, et al. Chronic inflammation
in tumor stroma is an independent predictor of prolonged
survival in epithelioid malignant pleural mesothelioma
patients. Cancer Immunol Immunother 2011;60:1721-8.
Anraku M, Cunningham KS, Yun Z, et al. Impact of
tumor-infiltrating T cells on survival in patients with
malignant pleural mesothelioma. J Thorac Cardiovasc
Surg 2008;135:823-9.
Yamada N, Oizumi S, Kikuchi E, et al. CD8+ tumorinfiltrating lymphocytes predict favorable prognosis in
malignant pleural mesothelioma after resection. Cancer
Immunol Immunother 2010;59:1543-9.
Burt BM, Rodig SJ, Tilleman TR, et al. Circulating and
tumor-infiltrating myeloid cells predict survival in human
pleural mesothelioma. Cancer 2011;117:5234-44.
Hegmans JP, Hemmes A, Hammad H, et al. Mesothelioma
environment comprises cytokines and T-regulatory
cells that suppress immune responses. Eur Respir J
2006;27:1086-95.
Robinson BW, Musk AW, Lake RA. Malignant
mesothelioma. Lancet 2005;366:397-408.
Nowak AK, Stockler MR, Byrne MJ. Assessing quality

© AME Publishing Company. All rights reserved.

15.

16.

17.

18.

19.

20.

21.

22.

23.

24.

25.

of life during chemotherapy for pleural mesothelioma:
feasibility, validity, and results of using the European
Organization for Research and Treatment of Cancer Core
Quality of Life Questionnaire and Lung Cancer Module. J
Clin Oncol 2004;22:3172-80.
Kao SC, Vardy J, Harvie R, et al. Health-related quality
of life and inflammatory markers in malignant pleural
mesothelioma. Support Care Cancer 2012. doi: 10.1007/
s00520-012-1569-6.
Hollen PJ, Gralla RJ, Liepa AM, et al. Measuring quality
of life in patients with pleural mesothelioma using a
modified version of the Lung Cancer Symptom Scale
(LCSS): psychometric properties of the LCSS-Meso.
Support Care Cancer 2006;14:11-21.
Bottomley A, Coens C, Efficace F, et al. Symptoms and
patient-reported well-being: do they predict survival in
malignant pleural mesothelioma? A prognostic factor
analysis of EORTC-NCIC 08983: randomized phase III
study of cisplatin with or without raltitrexed in patients
with malignant pleural mesothelioma. J Clin Oncol
2007;25:5770-6.
Curran D, Sahmoud T, Therasse P, et al. Prognostic
factors in patients with pleural mesothelioma: the
European Organization for Research and Treatment of
Cancer experience. J Clin Oncol 1998;16:145-52.
Herndon JE, Green MR, Chahinian AP, et al. Factors
predictive of survival among 337 patients with
mesothelioma treated between 1984 and 1994 by the
Cancer and Leukemia Group B. Chest 1998;113:723-31.
Tanrikulu AC, Abakay A, Kaplan MA, et al. A clinical,
radiographic and laboratory evaluation of prognostic
factors in 363 patients with malignant pleural
mesothelioma. Respiration 2010;80:480-7.
Zahorec R. Ratio of neutrophil to lymphocyte counts-rapid and simple parameter of systemic inflammation and
stress in critically ill. Bratisl Lek Listy 2001;102:5-14.
Azab B, Zaher M, Weiserbs KF, et al. Usefulness of
neutrophil to lymphocyte ratio in predicting short- and
long-term mortality after non-ST-elevation myocardial
infarction. Am J Cardiol 2010;106:470-6.
Duffy BK, Gurm HS, Rajagopal V, et al. Usefulness of an
elevated neutrophil to lymphocyte ratio in predicting longterm mortality after percutaneous coronary intervention.
Am J Cardiol 2006;97:993-6.
An X, Ding PR, Li YH, et al. Elevated neutrophil to
lymphocyte ratio predicts survival in advanced pancreatic
cancer. Biomarkers 2010;15:516-22.
Chua W, Charles KA, Baracos VE, et al. Neutrophil/

www.annalscts.com

Ann Cardiothorac Surg 2012;1(4):516-522

Annals of cardiothoracic surgery, Vol 1, No 4 November 2012

26.

27.

28.

29.

30.

31.

32.

33.

34.

35.

36.

37.

lymphocyte ratio predicts chemotherapy outcomes in
patients with advanced colorectal cancer. Br J Cancer
2011;104:1288-95.
Ubukata H, Motohashi G, Tabuchi T, et al. Evaluations
of interferon-γ/interleukin-4 ratio and neutrophil/
lymphocyte ratio as prognostic indicators in gastric cancer
patients. J Surg Oncol 2010;102:742-7.
Kao SC, Pavlakis N, Harvie R, et al. High blood
neutrophil-to-lymphocyte ratio is an indicator of poor
prognosis in malignant mesothelioma patients undergoing
systemic therapy. Clin Cancer Res 2010;16:5805-13.
Kao SC, Klebe S, Henderson DW, et al. Low calretinin
expression and high neutrophil-to-lymphocyte ratio
are poor prognostic factors in patients with malignant
mesothelioma undergoing extrapleural pneumonectomy. J
Thorac Oncol 2011;6:1923-9.
Kao SC, Vardy J, Chatfield M, et al. Validation of
Prognostic Factors in Malignant Pleural Mesothelioma:
A Retrospective Analysis of Data From Patients Seeking
Compensation From the New South Wales Dust Diseases
Board. Clin Lung Cancer 2012. [Epub ahead of print].
Cedrés S, Montero MA, Martinez P, et al. Exploratory
analysis of activation of PTEN-PI3K pathway and
downstream proteins in malignant pleural mesothelioma
(MPM). Lung Cancer 2012;77:192-8.
Pinato DJ, Mauri FA, Ramakrishnan R, et al.
Inflammation-based prognostic indices in malignant
pleural mesothelioma. J Thorac Oncol 2012;7:587-94.
Weinstein PS, Skinner M, Sipe JD, et al. Acute-phase
proteins or tumour markers: the role of SAA, SAP, CRP
and CEA as indicators of metastasis in a broad spectrum of
neoplastic diseases. Scand J Immunol 1984;19:193-8.
Ishizuka M, Nagata H, Takagi K, et al. C-reactive protein
is associated with distant metastasis of T3 colorectal
cancer. Anticancer Res 2012;32:1409-15.
Roxburgh CS, McMillan DC. Role of systemic
inflammatory response in predicting survival in patients
with primary operable cancer. Future Oncol 2010;6:149-63.
Ghanim B, Hoda MA, Winter MP, et al. Pretreatment
serum C-reactive protein levels predict benefit from
multimodality treatment including radical surgery
in malignant pleural mesothelioma: a retrospective
multicenter analysis. Ann Surg 2012;256:357-62.
Vincent JL, Dubois MJ, Navickis RJ, et al.
Hypoalbuminemia in acute illness: is there a rationale
for intervention? A meta-analysis of cohort studies and
controlled trials. Ann Surg 2003;237:319-34.
Gibbs J, Cull W, Henderson W, et al. Preoperative serum

© AME Publishing Company. All rights reserved.

521

38.

39.

40.

41.

42.

43.

44.

45.

46.

47.

48.

49.

50.

albumin level as a predictor of operative mortality and
morbidity: results from the National VA Surgical Risk
Study. Arch Surg 1999;134:36-42.
Al-Shaiba R, McMillan DC, Angerson WJ, et al. The
relationship between hypoalbuminaemia, tumour volume
and the systemic inflammatory response in patients with
colorectal liver metastases. Br J Cancer 2004;91:205-7.
Forrest LM, McMillan DC, McArdle CS, et al. Evaluation
of cumulative prognostic scores based on the systemic
inflammatory response in patients with inoperable nonsmall-cell lung cancer. Br J Cancer 2003;89:1028-30.
Pilling JE, Dusmet ME, Ladas G, et al. Prognostic factors
for survival after surgical palliation of malignant pleural
effusion. J Thorac Oncol 2010;5:1544-50.
Bernard A, de Dompsure RB, Hagry O, et al. Early and
late mortality after pleurodesis for malignant pleural
effusion. Ann Thorac Surg 2002;74:213-7.
Crumley AB, McMillan DC, McKernan M, et al.
Evaluation of an inflammation-based prognostic score in
patients with inoperable gastro-oesophageal cancer. Br J
Cancer 2006;94:637-41.
Al Murri AM, Bartlett JM, Canney PA, et al. Evaluation of
an inflammation-based prognostic score (GPS) in patients
with metastatic breast cancer. Br J Cancer 2006;94:227-30.
Higashihara M, Sunaga S, Tange T, et al. Increased
secretion of interleukin-6 in malignant mesothelioma
cells from a patient with marked thrombocytosis. Cancer
1992;70:2105-8.
Schmitter D, Lauber B, Fagg B, et al. Hematopoietic
growth factors secreted by seven human pleural
mesothelioma cell lines: interleukin-6 production as a
common feature. Int J Cancer 1992;51:296-301.
Bielefeldt-Ohmann H, Marzo AL, Himbeck RP, et al.
Interleukin-6 involvement in mesothelioma pathobiology:
inhibition by interferon alpha immunotherapy. Cancer
Immunol Immunother 1995;40:241-50.
Nakano T, Chahinian AP, Shinjo M, et al. Interleukin
6 and its relationship to clinical parameters in patients
with malignant pleural mesothelioma. Br J Cancer
1998;77:907-12.
Vogelzang NJ, Rusthoven JJ, Symanowski J, et al. Phase
III study of pemetrexed in combination with cisplatin
versus cisplatin alone in patients with malignant pleural
mesothelioma. J Clin Oncol 2003;21:2636-44.
Proctor MJ, McMillan DC, Morrison DS, et al. A derived
neutrophil to lymphocyte ratio predicts survival in patients
with cancer. Br J Cancer 2012;107:695-9.
Cedrés S, Torrejon D, Martínez A, et al. Neutrophil to

www.annalscts.com

Ann Cardiothorac Surg 2012;1(4):516-522

Linton et al. Inflammation in mesothelioma

522

lymphocyte ratio (NLR) as an indicator of poor prognosis
in stage IV non-small cell lung cancer. Clin Transl Oncol
2012. Clin Transl Oncol 2012;14:864-9.
51. Grégoire M. What’s the place of immunotherapy in
malignant mesothelioma treatments? Cell Adh Migr
2010;4:153-61.
52. Cornelissen R, Heuvers ME, Maat AP, et al. New
roads open up for implementing immunotherapy in
mesothelioma. Clin Dev Immunol 2012;2012:927240.
53. Hassan R, Ebel W, Routhier EL, et al. Preclinical

evaluation of MORAb-009, a chimeric antibody targeting
tumor-associated mesothelin. Cancer Immun 2007;7:20.
54. Hassan R, Cohen SJ, Phillips M, et al. Phase I clinical
trial of the chimeric anti-mesothelin monoclonal antibody
MORAb-009 in patients with mesothelin-expressing
cancers. Clin Cancer Res 2010;16:6132-8.
55. Bograd AJ, Suzuki K, Vertes E, et al. Immune responses
and immunotherapeutic interventions in malignant
pleural mesothelioma. Cancer Immunol Immunother
2011;60:1509-27.

Cite this article as: Linton A, van Zandwijk N, Reid G, Clarke
S, Cao C, Kao S. Inflammation in malignant mesothelioma friend or foe? Ann Cardiothorac Surg 2012;1(4):516-522. DOI:
10.3978/j.issn.2225-319X.2012.10.02

© AME Publishing Company. All rights reserved.

www.annalscts.com

Ann Cardiothorac Surg 2012;1(4):516-522

