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Abstract: Cancer-related systemic inflammation affects many aspects of malignancy. The platelet-to-lymphocyte ra-
tio (PLR), an easily applicable inflammatory marker based on platelet and lymphocyte counts, is associated with the 
clinical outcome of some cancers. The present study aimed to investigate the prognostic significance of the preop-
erative PLR in a cohort of colorectal cancer (CRC) patients. A total of 138 patients with CRC were enrolled in this ret-
rospective study. The optimal cutoff value for the PLR was calculated using receiver operating curve (ROC) analysis. 
The correlation of PLR with the clinicopathological characteristics of patients was explored. Cox proportional hazard 
analysis was applied to determine the independent prognostic effect of PLR. PLR of 248 yielded the most optimal 
predictive value for the prognosis of CRC [area under the curve (AUC) = 0.820]. High level of PLR was significantly 
associated with lymph node and distance metastasis (P<0.001 and = 0.003, respectively), vascular and perinural 
invasion (P<0.001), advanced TNM stage (P<0.001), and poor differentiation (P = 0.037). Furthermore, the univari-
able analysis showed a significant impact of increased PLR on OS (HR = 4.326, 95% CI: 2.903-6.445, P<0.001), 
while this association remained significant in multivariable analysis (adjusted HR = 4.605, 95% CI: 2.786-7.611, 
P<0.001). Our findings indicated that elevated preoperative PLR might have potential value in predicting poor out-
come in patients with CRC.
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Introduction

Colorectal cancer (CRC) is the third leading can-
cer and is one of the common causes of can-
cer-related death worldwide [1]. With the eco-
nomic development, lifestyle changes, and 
population aging, CRC has continued to show 
an increasing trend in incidence in China [2]. 
The prognosis of CRC has improved dramati-
cally within the last decade, with a median sur-
vival time of 24-30 months, due to the develop-
ment of systemic algorithms including chemo-
therapeutic and molecular targeting agents 
[3-5]. However, the patients with advanced 
CRC still have poor outcome. The prognosis of 
cancer patients is usually determined by the 
use of clinical or histopathological factors, 
especially TNM stage system. However, differ-
ent patients with same stage usually have dif-
ferent outcome. It’s very important to discrimi-

nate different risk groups, which may help 
determine right therapeutic regimens for these 
patients. Therefore, the intrinsic genetic back-
ground of the CRC such as microsatellite insta-
bility and KRAS mutation were explored [6-8]. 
Some researchers suggested that cancer pro-
gression and survival rates were not deter-
mined based on the local characteristics of the 
tumor, but also by the host-response factors 
such as performance status, weight loss, and 
systemic inflammatory response [9]. In addi-
tion, the method to detect molecular parame-
ters is still under investigation and its clinical 
applications are limited by high costs and non-
convenient. Therefore, recently the clinical role 
of easy available inflammation related markers 
in cancer has gained widely concerned.

Pre-therapeutic elevated systemic inflamma-
tion response has been considered to associ-
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ate with a poor outcome independent of the 
tumor stage [10, 11]. Several inflammation indi-
ces including the serum white blood cells, acute 
phase proteins and the combined parameters 
such as Glasgow prognostic score (GPS), neu-
trophil lymphocyte ratio (NLR), lymphocyte 
monocyte ratio (LMR), and Onodera’s prognos-
tic nutritional index (PNI) have been consistent-
ly studied for potential application in cancer 
prognosis [12-14]. Platelets are also part of the 
inflammatory response and the link between 
thrombocytosis and shorter survival time has 
been established in several types of solid 
tumors including breast, lung, colon, gastric 
and ovarian cancers [15-18], with the recogni-
tion that low lymphocyte counts may also be 
associated with poor prognosis [19]. The plate-
let to lymphocyte ratio (PLR) has been hypoth-
esized and studied as a prognostic biomarker 
in various cancers including CRC [20-22].

Since the complete blood count (CBC) is a sim-
ple, low cost, and routine preoperative testing, 
no extra cost would be incurred for the use of 
PLR. In this study, we investigated the associa-
tion between the preoperative PLR and progno-
sis of CRC patients, and aimed to find a new 
easy accessible and reliable prognostic marker 
complementing the TNM stage system in clini-
cal practice and then for the stratification of 
patients in further treatment.

Materials and methods

Study subjects

We performed a retrospective chart review of 
138 patients who underwent colonoectomy for 
CRC at Taizhou People’s Hospital, Jiangsu 
Province, China between 2005 and 2009 to 
collect their clinical characteristics and demo-
graphic data. None of these cases had recei- 
ved preoperative chemotherapy or irradiation. 
Patients who had incomplete laboratory data 
particularly preoperative CBC and had no avail-
able medical records or surgical pathological 
reports were excluded. Patients who had any 
conditions that may affect the number of leuko-
cytes or proportion of differential count (e.g., 
immediate past or current history or signs or 
symptoms of infection, hematologic diseases, 
steroid intake or receiving blood transfusion) 
were also excluded. The histological subtype of 
CRC was determined according to the 1997 
UICC classification. The pathological staging 

was determined according to the 2002 TNM 
classification. Routine laboratory measure-
ments including CBC, and automated differen-
tial counts were carried out on the day of admis-
sion in order to exclude any effects attributable 
to inflammation associated with sequential pre-
operative examinations. The ethical committee 
of the Taizhou People’s Hospital approved the 
study. Written informed consents were obtained 
from all patients according to the guidelines 
approved by the Institutional Research Board.

Two millimeters of peripheral blood was col-
lected from patients, and was sent to the labo-
ratory center to be assessed within one hour 
after venipuncture. A complete blood profile, 
including total and differential leukocyte 
counts, was measured using the COULTER LH 
750 Hematology Analyzer (Beckman Coulter 
Inc., Brea, CA, USA). The intra-assay coefficient 
of variation for white blood cell was 2.5%, and 
the standard error of differential count was  
less than 3%. The PLR was calculated by divid-
ing the platelet count by the lymphocyte count.

Follow-up

Overall survival (OS) was defined as the time 
from the first day of treatment to the time of 
death from any cause. When the patient was 
lost to follow-up or the death was not recorded, 
the patient was censored. The survival time of 
censored patients was defined by the period 
from the initiation of treatment to the last day 
of follow up or to December 31, 2014, the date 
on which the survival was investigated. Patients 
were followed every 3 months for the first 2 
years after treatment, then every 6 months for 
the subsequent 3 years. Follow-up information, 
including death cause, was obtained through 
reviewing clinical information and direct con-
tact with family. The designed during of follow-
up was 5 years.

Statistical analyses

The cutoff value for the PLR was determined 
applying receiver operating curve (ROC) analy-
sis. The relationship between the PLR and other 
clinicopathological features was analyzed by 
Student t-test or one way ANOVA test. Patients’ 
clinical end points (5-year OS) were calculated 
using the Kaplan-Meier method and compared 
by the log-rank test. Univariable and multivari-
able Cox proportion analysis were performed to 
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determine the influence of potential confound-
ers such as age, gender, pathologic tumor 

Table 1. Baseline characteristics of CRC patients according to 
the PLR value

Variables Total 
(n = 138) PLR P value

Age (year) ≥61 84 231.02 ± 81.31 0.548
<61 54 228.33 ± 90.22

Sex Male 78 233.72 ± 80.54 0.677
Female 60 227.62 ± 91.03

LNM Positive 58 269.07 ± 90.60 <0.001
Negative 80 203.51 ± 69.11

Distance metastasis Positive 5 340.00 ± 91.90 0.003
Negative 133 226.97 ± 82.31

Vascular invasion Positive 22 293.18 ± 90.56 <0.001
Negative 116 219.28 ± 78.93

Perinural invasion Positive 24 294.79 ± 86.75 <0.001
Negative 114 217.65 ± 78.63

Histologic grade Well 55 243.85 ± 94.67 0.037
Moderate 61 234.44 ± 84.26
Poor 22 189.73 ± 39.27

TNM stages I 2 142.50 ± 21.92 <0.001
II 34 192.47 ± 44.18
III 97 240.80 ± 88.75
IV 5 340.00 ± 91.90

stage, grade, lymph node metas-
tasis (LNM), distance metastasis, 
vascular and perineural invasion 
on OS. Hazard ratios (HRs) esti-
mated from the Cox analysis were 
reported as relative risks with cor-
responding 95% confidence inter-
vals (CIs). All statistical analyses 
were performed using the Stati- 
stical Package for Social Sciences 
version 20.0 (IBM Co., Armonk, 
NY, USA). A two sided P<0.05  
was considered statistically sig- 
nificant.

Results

Patients’ characteristics

Between January 2005 and 
December 2009, 150 patients 
with CRC in our hospital were 
recruited. Twelve patients were 
excluded because of incomplete 
clinical data. As a result, a total of 
138 patients in this cohort met all 
inclusion criteria and were includ-
ed in the study. The baseline clini-
copathological parameters of 
138 patients were listed in Table 
1. The mean age of the patients 
was 61.38 ± 11.35 years (range, 
33 to 82 years). A minor domi-
nance of male cases (n = 78) was 
observed compared with their 
female counterparts (n = 60). In 
addition, most of the patients 
were classified as stage III, fol-
lowed by stage II, and only five 
patients with stage IV and two 
with stage I. Fifty eight patients 
exhibited regional lymph node 
involvement. There were only five 
patients with distance metastasis 
who received palliative resection, 
of which all cases had significant-
ly high levels of PLR.

Clinicopathological significance 
of PLR

The mean PLR of these patients 
was 231.07 ± 84.99. PLR of 248 
yielded the most optimal predic-
tive value for distinguishing death 

Figure 1. Kaplan-Meier (KM) survival curve of CRC patients was strati-
fied by the preoperative PLR. The 5-year survival rate of patients with 
high level of PLR was 5.20% whereas 38.80% in patients with low level 
of PLR (P<0.001).

from survival according to ROC curves. 
Therefore, we determined a cutoff value of PLR 
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to divide patients into high (PLR≥248) and low 
(PLR<248) PLR groups [area under the curve 
(AUC) = 0.820]. Overall, there were 80 patients 
with low level of PLR and 58 patients with high 
level of PLR. The clinicopathological character-
istics of the patients according to PLR level 
were shown in Table 1. High level of PLR was 
significantly correlated with LNM (P<0.001), 
vascular (P<0.001) and perinural involvement 
(P<0.001), distance metastasis (P = 0.003), 
high tumor grade (P = 0.037) as well as 
advanced TNM stage (P<0.001). There were no 
significant differences in age and sex between 
high and low levels of PLR groups.

Survival

During the total follow-up time of 5 years, 104 
patients (75%) were dead, 34 patients (25%) 
were still alive. Patients with high PLR had a 
median OS of 35 months, whereas those with 
low PLR had a median OS of 53 months 
(P<0.001, log-rank test; Figure 1). Furthermore, 
the results of univariate and multivariate analy-
ses were showed in Table 2. In present study, 9 
factors including age, gender, PLR, LNM, dis-
tance metastasis, vascular and perineural 
involvement, histological grades, and TNM 
stages were included in the univariate analysis. 
In univariable analysis, high PLR (HR = 4.326, 
95% CI: 2.903-6.445, P<0.001), LNM (HR = 
2.356, 95% CI: 1.594-3.482, P<0.001), dis-
tance metastasis (HR = 4.428, 95% CI: 1.381-
14.292, P<0.001), vascular (HR = 6.145, 95% 
CI: 3.697-10.213, P<0.001) and perineural 
involvement (HR = 6.741, 95% CI: 4.102-
11.077, P<0.001), and advanced TNM stage 
(HR = 3.072, 95% CI: 1.868-5.051, P<0.001) 

were associated with shorter OS. In further 
multivariate analyses, PLR (HR = 4.605, 95% 
CI: 2.786-7.611, P<0.001), along with the oth-
ers factors such as distance metastasis (HR = 
7.591, 95% CI: 2.090-27.569, P = 0.002), peri-
neural involvement (HR = 13.20, 95% CI: 2.799-
62.241, P = 0.001), and TNM stage (HR = 
1.487, 95% CI: 1.086-2.496, P = 0.033), were 
still identified as independent prognostic fac-
tors (Table 2).

Discussion

Systemic inflammation, recognized as the ‘sev-
enth hallmark of cancer’, has been reported to 
contribute to cancer proliferation, migration, 
angiogenesis, resistance to hormonal and che-
motherapy, as well as the suppression of anti-
tumor immunity through the release of chemo-
kines, especially regulatory T cells, and there-
fore to affect their outcome [23-26]. A wide 
spectrum of hematological and biochemical 
markers including the levels of blood white 
blood cells, platelets and acute-phase proteins 
such as C-reactive protein (CRP) and albumin 
can reflect the systemic inflammatory state [27, 
28]. Actually, studies on inflammation markers 
and host inflammatory responses in cancers 
have been actively carried out since 2000 [29]. 
Previous studies has reported that elevated 
WBC count and reactive thrombocytosis were 
predictive of outcome in addition to histological 
subtype, age and sex in the situation before any 
staging procedure to evaluate the patient for 
surgery [17, 30]. In addition to elevated neutro-
phil and platelet count reflecting systemic 
inflammation, decreased lymphocyte count is 
associated with immune suppression and may 

Table 2. Univariate and multivariate analysis of factors associated with the overall survival in patients 
with CRC

Variables
Univariate Multivariate

HR (95% CI) P value HR (95% CI) P value
Age 1.009 (0.997-1.027) 0.335
Gender 0.761 (0.513-1.128) 0.174
PLR 4.326 (2.903-6.445) <0.001 4.605 (2.786-7.611) <0.001
LNM 2.356 (1.594-3.482) <0.001 0.574 (0.333-0.989) 0.046
Distance metastasis 4.428 (1.381-14.292) <0.001 7.591 (2.090-27.569) 0.002
Vascular involvement 6.145 (3.697-10.213) <0.001 0.466 (0.101-2.156) 0.329
Perineural invasion 6.741 (4.102-11.077) <0.001 13.20 (2.799-62.241) 0.001
Histology grades 0.782 (0.597-1.024) 0.073 
TNM stages 3.072 (1.868-5.051) <0.001 1.487 (0.886-2.496) 0.033
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also be associated with the shorter survival in 
cancers [31]. Therefore, the neutrophil to lym-
phocyte ratio (NLR) and PLR which combine 
both inflammatory and immunosuppressive 
indices might be better biomarkers than WBC 
count or platelet count alone. Increased NLR 
and PLR levels have already been shown to be 
correlated with the increase in cancer-asso- 
ciated system inflammation, and indicated 
advanced stage and predict poor outcomes in 
several types of malignancy including CRC [32]. 
Our current study mainly aimed to evaluate the 
role of PLR in a cohort of Chinese patient with 
CRC in our hospital. We found that there was no 
significant association of PLR with the patient’s 
age and gender. However, it was encouraging 
that PLR were notably increased in cases with 
LNM or distance metastasis, vascular or peri-
neural involvement, high grade as well as 
advanced TNM stages. Therefore, we could 
speculate that PLR might correlate closely with 
the progression of CRC and increased platelet 
count and decrease of lymphocyte might pro-
mote CRC cells local invasion as well as dis-
tance shift. In addition, in this study, patients 
with PLR over 248 were found to have relatively 
poorer 5-year survival compared with those 
with low level of PLR, indicated that PLR was an 
independent prognosticator of OS in CRC. The 
results of our study were consistent with other 
previous studies which found that high level of 
PLR appeared to be a poor prognostic factor 
[22, 33].

Although there is growing interest in a clinical 
interpretation of these interactions, the exact 
mechanisms underlying the association bet- 
ween an elevated level of PLR and the biologi-
cal behavior of cancer cells remain unclear till 
now. High level of PLR may reflect relatively 
elevated plate count and/or depleted lympho-
cytes. Recent studies have demonstrated that 
reactive thrombocytosis was associated with 
survival after surgery for several types of can-
cer [17, 34]. Firstly, the release of inflammatory 
mediators (e.g. interleukin (IL)-1, IL-3, and IL-6) 
through tumor-host interaction can stimulate 
the proliferation of megakaryocytes, the plate-
let progenitor cells and then leading to reactive 
thrombocytosis [35]. Among these inflammato-
ry cytokines, IL-6 has an important role in this 
reaction [36], as it is a multifunctional cyto- 
kine with a number of physiological actions. 
Secondly, thrombocytosis can also be induced 

from the tumor itself as a variety of neoplastic 
cells can stimulate platelet activation [37]. 
Recent experimental and clinical data indicat-
ed that the activation of platelets was crucial 
for cancer progression by promoting angiogen-
esis, degradation of the extracellular matrix, 
and release of adhesion molecules and growth 
factors [38]. In addition, tumor cell-induced 
platelet aggregation results in platelet coating 
of the tumor cells display co-expression of 
platelet markers which protects them from nat-
ural killer (NK) cells. These consequent may 
attenuating the ability of NK cells to shield cir-
culating cancer cells against the immune sys-
tem and inducing epithelial- mesenchymal tran-
sition, which leading to tumor metastasis [39-
41]. Therefore, these results indicated platelets 
might contribute to accelerated tumor metas-
tasis and progression. On the other hand, lym-
phocytes, usually CD3+T cells and NK cells, can 
participate in cancer immuno-surveillance and 
then inhibit cancer cell proliferation and metas-
tasis [42]. The number of lymphocytes is an 
undisputed prognostic marker in surgical oncol-
ogy, reflecting the endogenous anticancer  
ability of the immune system [43, 44]. 
Lymphocytopeniais frequently observed in 
advanced cancer patients, and low lymphocyte 
count is strongly associated with a poor prog-
nosis in advanced cancer patients [45]. Tumor-
infiltrating lymphocytes in particular have been 
extensively studied, and appear to have an 
anti-tumorigenic role in CRC [46-48]. Taken 
together, it is likely that a high level of PLR may 
reflect the combined effects of thrombosis and 
lymphocytopenia, and may be a more meaning-
ful prognostic factor for survival than either 
alone. Theoretically, direct measurement of the 
serum IL-6 level is the best way to estimate sys-
tem inflammation based on tumor-host interac-
tion. However, there are many unsolved prob-
lems associated with the routine measurement 
of IL-6 in cancer patients. Although a recent 
study has revealed that the serum level of IL-6 
is associated with the postoperative survival of 
patients with gastric cancer [49], routine mea-
surement of IL-6 is difficult in a clinical setting 
because of its high cost and inconvenience. On 
the contrary, PLR is easy to measure routinely 
because of its low cost and convenience. 
Therefore, this parameter has been investigat-
ed as prognostic indicator for different cancer 
entities in recent 2-3 years.
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Since high level of preoperative PLR was con-
firmed to indicate poor prognosis in CRC, it 
might be very significant for cancer prevention 
and treatment. Therefore, the effects of anti-
inflammatory drugs on tumor occurrence and 
development have already been investigated 
extensively. There was an increasing body of 
evidence that supports the use of anti-inflam-
matory agents to decrease recurrence rates 
and improve survival in some cancers including 
CRC. Anti-platelet drugs, being widely used to 
prevent cardiovascular disease, have addition-
ally been found to reduce the incidence of 
colorectal adenomas and the rates of overall 
cancer deaths. The prophylactic application of 
non-steroidal anti-inflammatory drugs (NSAIDs) 
can reduce the incidence of colon cancer by 
40% to 50% [50-53]. Therefore, patients with 
high preoperative PLR, which indicating the sys-
tem inflammation in patients with CRC could be 
considered as relatively high-risk patients who 
should be integrated with multi-mode anti-
tumor therapies, such as chemotherapy, radio-
therapy as well as the attempting to anti-inflam-
mation method.

Although our study revealed an unfavorable 
outcome in the CRC patients with high level of 
PLR, some limitations of our study were inher-
ent to its design including the retrospective 
data collection. First, sample size was small 
and only 138 patients were recruited. Second, 
the cancer progression and survival are deter-
mined according to the local characteristics of 
the cancer and the host response. We did not 
include the intrinsic genetic background in this 
study. The application of a combination of 
these parameters reflecting both the tumor 
characteristics and host systemic inflammatory 
status is important for predicting patient sur-
vival more precisely and selecting the optimal 
treatment in patients with CRC. Moreover, the 
cutoff value of PLR in previous studies varied 
partially attributing to different characteristic of 
subjects and various methods used in different 
studies [21-33]. Meanwhile, the relatively small 
sample size in our study could not allow deter-
mination of the most appropriate cutoff value 
for PLR. Therefore, our data have to be regard-
ed as preliminary and should be validated and 
confirmed by additional more large and pros-
pect studies.

In conclusion, we hereby showed that PLR 
could be a simple and useful system for pre-

dicting the prognosis of CRC patients. Further 
study should be carried out to confirm the role 
of this scoring system and then to optimize 
treatment strategy.

Acknowledgements

The Project of Health Department of Jiangsu 
Province, China (H201363); the Social Deve- 
lopment project of Taizhou City, Jiangsu, China 
(TS025); and the Project of Jiangsu University 
(2014).

Disclosure of conflict of interest

None.

Address correspondence to: Mao-Song Lin, De- 
partment of Gastroenterology, Taizhou People’s 
Hospital, 210 Yingchun Road, Taizhou 225300, 
Jiangsu, P. R. China. Tel: +86 52386361074; Fax: 
+86 52386361075; E-mail: lms0605@163.com; 
Jun-Xing Huang, Department of Oncology, Taizhou 
People’s Hospital, 210 Yingchun Road, Taizhou 
225300, Jiangsu, P. R. China. Tel: +86 523-
86361074; Fax: +86 523-86361075; E-mail: hjxtz@
sina.cn

References

[1] Ries LA, Wingo PA, Miller DS, Howe HL, Weir 
HK, Rosenberg HM, Vernon SW, Cronin K and 
Edwards BK. The annual report to the nation 
on the status of cancer, 1973-1997, with a 
special section on colorectal cancer. Cancer 
2000; 88: 2398-2424.

[2] Chen W, Zheng R, Baade PD, Zhang S, Zeng H, 
Bray F, Jemal A, Yu XQ and He J. Cancer statis-
tics in China, 2015. CA Cancer J Clin 2016; 66: 
115-132.

[3] Grothey A, Sargent D, Goldberg RM and 
Schmoll HJ. Survival of patients with advanced 
colorectal cancer improves with the availability 
of fluorouracil-leucovorin, irinotecan, and oxali-
platin in the course of treatment. J Clin Oncol 
2004; 22: 1209-1214.

[4] Van Cutsem E, Kohne CH, Hitre E, Zaluski J, 
Chang Chien CR, Makhson A, D’Haens G, 
Pinter T, Lim R, Bodoky G, Roh JK, Folprecht G, 
Ruff P, Stroh C, Tejpar S, Schlichting M, 
Nippgen J and Rougier P. Cetuximab and che-
motherapy as initial treatment for metastatic 
colorectal cancer. N Engl J Med 2009; 360: 
1408-1417.

[5] Chibaudel B, Tournigand C, Andre T and de 
Gramont A. Therapeutic strategy in unresect-
able metastatic colorectal cancer. Ther Adv 
Med Oncol 2012; 4: 75-89.



Prognostic significance of PLR in colorectal cancer

8692 Int J Clin Exp Pathol 2017;10(8):8686-8694

[6] Hutchins G, Southward K, Handley K, Magill L, 
Beaumont C, Stahlschmidt J, Richman S, 
Chambers P, Seymour M, Kerr D, Gray R and 
Quirke P. Value of mismatch repair, KRAS, and 
BRAF mutations in predicting recurrence and 
benefits from chemotherapy in colorectal can-
cer. J Clin Oncol 2011; 29: 1261-1270.

[7] Karapetis CS, Khambata-Ford S, Jonker DJ, 
O’Callaghan CJ, Tu D, Tebbutt NC, Simes RJ, 
Chalchal H, Shapiro JD, Robitaille S, Price TJ, 
Shepherd L, Au HJ, Langer C, Moore MJ and 
Zalcberg JR. K-ras mutations and benefit from 
cetuximab in advanced colorectal cancer. N 
Engl J Med 2008; 359: 1757-1765.

[8] Giatromanolaki A, Sivridis E and Koukourakis 
MI. Angiogenesis in colorectal cancer: prog-
nostic and therapeutic implications. Am J Clin 
Oncol 2006; 29: 408-417.

[9] Lu H, Ouyang W and Huang C. Inflammation, a 
key event in cancer development. Mol Cancer 
Res 2006; 4: 221-233.

[10] Roxburgh CS and McMillan DC. Cancer and 
systemic inflammation: treat the tumour and 
treat the host. Br J Cancer 2014; 110: 1409-
1412.

[11] Laird BJ, Kaasa S, McMillan DC, Fallon MT, 
Hjermstad MJ, Fayers P and Klepstad P. 
Prognostic factors in patients with advanced 
cancer: a comparison of clinicopathological 
factors and the development of an inflamma-
tion-based prognostic system. Clin Cancer Res 
2013; 19: 5456-5464.

[12] McMillan DC. The systemic inflammation-
based Glasgow Prognostic Score: a decade of 
experience in patients with cancer. Cancer 
Treat Rev 2013; 39: 534-540.

[13] Koh YW, Kang HJ, Park C, Yoon DH, Kim S, Suh 
C, Go H, Kim JE, Kim CW and Huh J. The ratio 
of the absolute lymphocyte count to the abso-
lute monocyte count is associated with progno-
sis in Hodgkin’s lymphoma: correlation with 
tumor-associated macrophages. Oncologist 
2012; 17: 871-880.

[14] Nozoe T, Ninomiya M, Maeda T, Matsukuma A, 
Nakashima H and Ezaki T. Prognostic nutrition-
al index: a tool to predict the biological aggres-
siveness of gastric carcinoma. Surg Today 
2010; 40: 440-443.

[15] Wagner DD. New links between inflammation 
and thrombosis. Arterioscler Thromb Vasc Biol 
2005; 25: 1321-1324.

[16] Stone RL, Nick AM, McNeish IA, Balkwill F, Han 
HD, Bottsford-Miller J, Rupairmoole R, Armaiz-
Pena GN, Pecot CV, Coward J, Deavers MT, 
Vasquez HG, Urbauer D, Landen CN, Hu W, 
Gershenson H, Matsuo K, Shahzad MM, King 
ER, Tekedereli I, Ozpolat B, Ahn EH, Bond VK, 
Wang R, Drew AF, Gushiken F, Lamkin D, 
Collins K, DeGeest K, Lutgendorf SK, Chiu W, 

Lopez-Berestein G, Afshar-Kharghan V and 
Sood AK. Paraneoplastic thrombocytosis in 
ovarian cancer. N Engl J Med 2012; 366: 610-
618.

[17] Lin MS, Huang JX, Zhu J and Shen HZ. Elevation 
of platelet count in patients with colorectal 
cancer predicts tendency to metastases and 
poor prognosis. Hepatogastroenterology 2012; 
59: 1687-1690.

[18] Buergy D, Wenz F, Groden C and Brockmann 
MA. Tumor-platelet interaction in solid tumors. 
Int J Cancer 2012; 130: 2747-2760.

[19] Vigano A, Bruera E, Jhangri GS, Newman SC, 
Fields AL and Suarez-Almazor ME. Clinical sur-
vival predictors in patients with advanced can-
cer. Arch Intern Med 2000; 160: 861-868.

[20] Krenn-Pilko S, Langsenlehner U, Thurner EM, 
Stojakovic T, Pichler M, Gerger A, Kapp KS and 
Langsenlehner T. The elevated preoperative 
platelet-to-lymphocyte ratio predicts poor prog-
nosis in breast cancer patients. Br J Cancer 
2014; 110: 2524-2530.

[21] Ishizuka M, Nagata H, Takagi K, Iwasaki Y and 
Kubota K. Combination of platelet count and 
neutrophil to lymphocyte ratio is a useful pre-
dictor of postoperative survival in patients with 
colorectal cancer. Br J Cancer 2013; 109: 401-
407.

[22] Kwon HC, Kim SH, Oh SY, Lee S, Lee JH, Choi 
HJ, Park KJ, Roh MS, Kim SG, Kim HJ and Lee 
JH. Clinical significance of preoperative neutro-
phil-lymphocyte versus platelet-lymphocyte ra-
tio in patients with operable colorectal cancer. 
Biomarkers 2012; 17: 216-222.

[23] Colotta F, Allavena P, Sica A, Garlanda C and 
Mantovani A. Cancer-related inflammation, the 
seventh hallmark of cancer: links to genetic 
instability. Carcinogenesis 2009; 30: 1073-
1081.

[24] Wu Y and Zhou BP. Inflammation: a driving 
force speeds cancer metastasis. Cell Cycle 
2009; 8: 3267-3273.

[25] Bhatti I, Peacock O, Lloyd G, Larvin M and Hall 
RI. Preoperative hematologic markers as inde-
pendent predictors of prognosis in resected 
pancreatic ductal adenocarcinoma: neutro-
phil-lymphocyte versus platelet-lymphocyte ra-
tio. Am J Surg 2010; 200: 197-203.

[26] Azuma T, Matayoshi Y, Odani K, Sato Y, Sato Y, 
Nagase Y and Oshi M. Preoperative neutrophil-
lymphocyte ratio as an independent prognos-
tic marker for patients with upper urinary tract 
urothelial carcinoma. Clin Genitourin Cancer 
2013; 11: 337-341.

[27] Folsom AR, Rosamond WD, Shahar E, Cooper 
LS, Aleksic N, Nieto FJ, Rasmussen ML and Wu 
KK. Prospective study of markers of hemostat-
ic function with risk of ischemic stroke. The 
Atherosclerosis Risk in Communities (ARIC) 



Prognostic significance of PLR in colorectal cancer

8693 Int J Clin Exp Pathol 2017;10(8):8686-8694

Study Investigators. Circulation 1999; 100: 
736-742.

[28] Folsom AR, Aleksic N, Catellier D, Juneja HS 
and Wu KK. C-reactive protein and incident 
coronary heart disease in the Atherosclerosis 
Risk In Communities (ARIC) study. Am Heart J 
2002; 144: 233-238.

[29] Coussens LM and Werb Z. Inflammation and 
cancer. Nature 2002; 420: 860-867.

[30] Schmidt H, Bastholt L, Geertsen P, Christensen 
IJ, Larsen S, Gehl J and von der Maase H. 
Elevated neutrophil and monocyte counts in 
peripheral blood are associated with poor sur-
vival in patients with metastatic melanoma: a 
prognostic model. Br J Cancer 2005; 93: 273-
278.

[31] Dunn GP, Old LJ and Schreiber RD. The immu-
nobiology of cancer immunosurveillance and 
immunoediting. Immunity 2004; 21: 137-148.

[32] Neal CP, Mann CD, Sutton CD, Garcea G, Ong 
SL, Steward WP, Dennison AR and Berry DP. 
Evaluation of the prognostic value of systemic 
inflammation and socioeconomic deprivation 
in patients with resectable colorectal liver me-
tastases. Eur J Cancer 2009; 45: 56-64.

[33] Liu H, Du X, Sun P, Xiao C, Xu Y and Li R. 
[Preoperative platelet-lymphocyte ratio is an 
independent prognostic factor for resectable 
colorectal cancer]. Nan Fang Yi Ke Da Xue Xue 
Bao 2013; 33: 70-73.

[34] Tomita M, Shimizu T, Hara M, Ayabe T and 
Onitsuka T. Prognostic impact of thrombocyto-
sis in resectable non-small cell lung cancer. 
Interact Cardiovasc Thorac Surg 2008; 7: 613-
615.

[35] Alexandrakis MG, Passam FH, Moschandrea 
IA, Christophoridou AV, Pappa CA, Coulocheri 
SA and Kyriakou DS. Levels of serum cytokines 
and acute phase proteins in patients with es-
sential and cancer-related thrombocytosis. Am 
J Clin Oncol 2003; 26: 135-140.

[36] Sierko E and Wojtukiewicz MZ. Platelets and 
angiogenesis in malignancy. Semin Thromb 
Hemost 2004; 30: 95-108.

[37] George ML, Eccles SA, Tutton MG, Abulafi AM 
and Swift RI. Correlation of plasma and serum 
vascular endothelial growth factor levels with 
platelet count in colorectal cancer: clinical evi-
dence of platelet scavenging? Clin Cancer Res 
2000; 6: 3147-3152.

[38] Battinelli EM, Markens BA and Italiano JE Jr. 
Release of angiogenesis regulatory proteins 
from platelet alpha granules: modulation of 
physiologic and pathologic angiogenesis. 
Blood 2011; 118: 1359-1369.

[39] Placke T, Orgel M, Schaller M, Jung G, 
Rammensee HG, Kopp HG and Salih HR. 
Platelet-derived MHC class I confers a pseudo-
normal phenotype to cancer cells that sub-

verts the antitumor reactivity of natural killer 
immune cells. Cancer Res 2012; 72: 440-448.

[40] Gay LJ and Felding-Habermann B. Contribution 
of platelets to tumour metastasis. Nat Rev 
Cancer 2011; 11: 123-134.

[41] Labelle M, Begum S and Hynes RO. Direct sig-
naling between platelets and cancer cells in-
duces an epithelial-mesenchymal-like transi-
tion and promotes metastasis. Cancer Cell 
2011; 20: 576-590.

[42] Ownby HE, Roi LD, Isenberg RR and Brennan 
MJ. Peripheral lymphocyte and eosinophil 
counts as indicators of prognosis in primary 
breast cancer. Cancer 1983; 52: 126-130.

[43] Milne K, Alexander C, Webb JR, Sun W, Dillon 
K, Kalloger SE, Gilks CB, Clarke B, Kobel M and 
Nelson BH. Absolute lymphocyte count is as-
sociated with survival in ovarian cancer inde-
pendent of tumor-infiltrating lymphocytes. J 
Transl Med 2012; 10: 33.

[44] Kobayashi N, Usui S, Kikuchi S, Goto Y, Sakai 
M, Onizuka M and Sato Y. Preoperative lym-
phocyte count is an independent prognostic 
factor in node-negative non-small cell lung 
cancer. Lung Cancer 2012; 75: 223-227.

[45] Ray-Coquard I, Cropet C, Van Glabbeke M, 
Sebban C, Le Cesne A, Judson I, Tredan O, 
Verweij J, Biron P, Labidi I, Guastalla JP, 
Bachelot T, Perol D, Chabaud S, Hogendoorn 
PC, Cassier P, Dufresne A, Blay JY; European 
Organization for Research and Treatment of 
Cancer Soft Tissue and Bone Sarcoma Group. 
Lymphopenia as a prognostic factor for overall 
survival in advanced carcinomas, sarcomas, 
and lymphomas. Cancer Res 2009; 69: 5383-
5391.

[46] Ohtani H. Focus on TILs: prognostic signifi-
cance of tumor infiltrating lymphocytes in hu-
man colorectal cancer. Cancer Immun 2007; 
7: 4.

[47] Galon J, Costes A, Sanchez-Cabo F, Kirilovsky 
A, Mlecnik B, Lagorce-Pages C, Tosolini M, 
Camus M, Berger A, Wind P, Zinzindohoue F, 
Bruneval P, Cugnenc PH, Trajanoski Z, Fridman 
WH and Pages F. Type, density, and location of 
immune cells within human colorectal tumors 
predict clinical outcome. Science 2006; 313: 
1960-1964.

[48] Deschoolmeester V, Baay M, Van Marck E, 
Weyler J, Vermeulen P, Lardon F and Vermorken 
JB. Tumor infiltrating lymphocytes: an intrigu-
ing player in the survival of colorectal cancer 
patients. BMC Immunol 2010; 11: 19.

[49] Szczepanik AM, Scislo L, Scully T, Walewska E, 
Siedlar M, Kolodziejczyk P, Lenart M, Rutko- 
wska M, Galas A, Czupryna A and Kulig J. IL-6 
serum levels predict postoperative morbidity in 
gastric cancer patients. Gastric Cancer 2011; 
14: 266-273.



Prognostic significance of PLR in colorectal cancer

8694 Int J Clin Exp Pathol 2017;10(8):8686-8694

[50] Baron JA, Cole BF, Sandler RS, Haile RW, Ahnen 
D, Bresalier R, McKeown-Eyssen G, Summers 
RW, Rothstein R, Burke CA, Snover DC, Church 
TR, Allen JI, Beach M, Beck GJ, Bond JH, Byers 
T, Greenberg ER, Mandel JS, Marcon N, Mott 
LA, Pearson L, Saibil F and van Stolk RU. A ran-
domized trial of aspirin to prevent colorectal 
adenomas. N Engl J Med 2003; 348: 891-899.

[51] Rothwell PM, Price JF, Fowkes FG, Zanchetti A, 
Roncaglioni MC, Tognoni G, Lee R, Belch JF, 
Wilson M, Mehta Z and Meade TW. Short-term 
effects of daily aspirin on cancer incidence, 
mortality, and non-vascular death: analysis of 
the time course of risks and benefits in 51 ran-
domised controlled trials. Lancet 2012; 379: 
1602-1612.

[52] Gallicchio L, McSorley MA, Newschaffer CJ, 
Thuita LW, Huang HY, Hoffman SC and 
Helzlsouer KJ. Nonsteroidal antiinflammatory 
drugs, cyclooxygenase polymorphisms, and 
the risk of developing breast carcinoma among 
women with benign breast disease. Cancer 
2006; 106: 1443-1452.

[53] Fontaine E, McShane J, Page R, Shackcloth M, 
Mediratta N, Carr M, Soorae A and Poullis M. 
Aspirin and non-small cell lung cancer resec-
tions: effect on long-term survival. Eur J 
Cardiothorac Surg 2010; 38: 21-26.


