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Lung cancer is the most common cause of cancer-related deaths 
worldwide (1,2). The average 5-year lung cancer survival rate in 
the United States remains at 15%, but for patients diagnosed with 
localized disease, up to 50% survive beyond 5 years (1). Thus, early 
detection of lung cancer may improve survival. To date, screening 
methods such as chest radiograph alone or in combination with 
sputum cytology have failed to reduce mortality rates (3). If more 
refined risk stratification methods can be developed to identify the 
higher-risk individuals among those already at a high risk of lung 
cancer (eg, heavy smokers), then further screening might prove 
beneficial to these higher-risk individuals.

Chronic inflammation is associated with lung carcinogenesis. 
In previous studies, we and others have shown that C-reactive 
protein (CRP), a systemic marker of chronic inflammation, is asso-
ciated with increased lung cancer risk (4–9). Furthermore, it is 

suggested that circulating proinflammatory cytokines may be asso-
ciated with lung cancer; interleukin 6 (IL-6) and interleukin 8 
(IL-8) are of particular interest because they are expressed in pre-
malignant epithelial cells, and their expression is associated with a 
poor prognosis in lung cancer patients (10,11). High circulating 
levels of IL-6 and IL-8 were reported to be associated with lung 
cancer (12–15), but there were too few case patients to examine 
subgroups. None of the reports included multivariable analyses to 
adjust for potential confounding such as smoking. Adjustment for 
smoking is particularly relevant because IL-8 expression is higher 
in small-airway epithelial cells in smokers, and serum IL-6 and 
IL-8 levels are higher in smokers (16–18).

In this study, our goal was to determine whether circulating 
IL-6 and IL-8 levels were associated with lung cancer, and if these 
biomarkers accurately predicted subsequent diagnosis of lung 
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	Background	 Previous studies that were based primarily on small numbers of patients suggested that certain circulating pro-
inflammatory cytokines may be associated with lung cancer; however, large independent studies are lacking.

	 Methods	 Associations between serum interleukin 6 (IL-6) and interleukin 8 (IL-8) levels and lung cancer were analyzed 
among 270 case patients and 296 control subjects participating in the National Cancer Institute-Maryland 
(NCI-MD) case–control study. Results were validated in 532 case patients and 595 control subjects in a nested 
case–control study within the prospective Prostate, Lung, Colorectal, and Ovarian (PLCO) Cancer Screening 
Trial. Association with C-reactive protein (CRP), a systemic inflammation biomarker, was also analyzed. 
Associations between biomarkers and lung cancer were estimated using logistic regression models adjusted for 
smoking, stage, histology, age, and sex. The 10-year standardized absolute risks of lung cancer were estimated 
using a weighted Cox regression model.

	 Results	 Serum IL-6 and IL-8 levels in the highest quartile were associated with lung cancer in the NCI-MD study (IL-6, 
odds ratio [OR] = 3.29, 95% confidence interval [CI] = 1.88 to 5.77; IL-8, OR = 2.06, 95% CI = 1.19 to 3.57) and with 
lung cancer risk in the PLCO study (IL-6, OR = 1.48, 95% CI = 1.04 to 2.10; IL-8, OR = 1.57, 95% CI = 1.10 to 2.24), 
compared with the lowest quartile. In the PLCO study, increased IL-6 levels were only associated with lung can-
cer diagnosed within 2 years of blood collection, whereas increased IL-8 levels were associated with lung cancer 
diagnosed more than 2 years after blood collection (OR = 1.57, 95% CI = 1.15 to 2.13). The 10-year standardized 
absolute risks of lung cancer in the PLCO study were highest among current smokers with high IL-8 and CRP 
levels (absolute risk = 8.01%, 95% CI = 5.77% to 11.05%).

	Conclusions	 Although increased levels of both serum IL-6 and IL-8 are associated with lung cancer, only IL-8 levels are asso-
ciated with lung cancer risk several years before diagnosis. Combination of IL-8 and CRP are more robust bio-
markers than either marker alone in predicting subsequent lung cancer.
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cancer. For this, we performed two independent case–control 
studies using participants from the National Cancer Institute-
Maryland (NCI-MD) study and from the prospective Prostate, 
Lung, Colorectal, and Ovarian (PLCO) Cancer Screening Trial. 
We then examined if a combination of circulating IL-6 and IL-8 
levels with circulating CRP levels could further stratify patients.

Subjects and Methods
Study Population
NCI-MD Study.  Participants were prospectively recruited as part 
of an ongoing NCI-MD study from the greater Baltimore, 
Maryland region from May 18, 1998, to November 10, 2003, as 
described previously (19,20). Briefly, eligible participants were free 
of known diagnosis of HIV infection, hepatitis B, and hepatitis C 
and born in the United States. White (of European descent) case 
patients (N = 346) had histologically confirmed non–small cell 
lung cancer (NSCLC), did not have any other cancer at the time 
of enrollment, and were enrolled within 24 months after diagnosis 
(median time = 2.8 months). Case patients resided in Metropolitan 
Baltimore or the Maryland Eastern Shore and were recruited from 
seven hospitals in Baltimore, after obtaining physician’s consent. 
White hospital-based control subjects (N = 180) were frequency 
matched to case patients by sex, ethnicity, age, smoking history, 
and hospital. Hospital-based control subjects were cancer-free 
patients recruited from the same hospitals as lung cancer case 
patients and recruited from internal medicine clinics, primary care, 
pulmonology, and cardiology clinics. White population-based 
control subjects (N = 195) were identified from the Maryland 
Department of Motor Vehicles lists and frequency matched to case 
patients by age, sex, and race. Race was self-described. All partici-
pants completed a questionnaire in the presence of an interviewer. 
Blood specimens were processed immediately after collection for 
isolation of serum and stored at 280°C.

Among the enrolled whites, 304 (88%) of 346 case patients and 
345 (92%) of 375 control subjects provided serum samples. 
Because of depletion of samples during previous studies (21), 270 
case patients and 296 control subjects were analyzed in this study. 
Participants with cytokine measurements were representative  
of all those enrolled with respect to demographics assessed 
(Supplementary Table 1, available online).

PLCO Study.  Participants were selected as part of a nested case–
control study within the screening arm of the PLCO Cancer 
Screening Trial, as previously detailed (5). Briefly, the PLCO 
study was a randomized trial aimed at evaluating the efficacy of 
screening in reducing cancer mortality, which recruited approxi-
mately 155 000 men and women aged 55–74 years from 1992 to 
2001, from 10 recruiting centers throughout the United States 
(22). Participants in the screening group provided blood samples 
annually for the first 6 years of the study. Baseline blood samples 
were used. Lung cancers were ascertained through annual ques-
tionnaires mailed to the participants, and positive reports were 
reviewed by abstracting hospital medical records or death certifi-
cates from the National Death Index.

As of December 31, 2004, 898 lung cancers were diagnosed 
among the 77  464 participants in the screening group. Patients 

were excluded because of missing baseline questionnaire, history 
of any cancer, diagnosis of multiple cancers during follow-up, 
missing smoking information at baseline, missing consent for uti-
lization of biological specimens for etiologic studies, or unavail-
ability of serum specimens. A total of 592 lung cancer patients 
were available for this case–control study. Race was self-described. 
Serum cytokine levels can vary across ethnicities (23); and because 
there were too few nonwhite case patients to perform well-pow-
ered analyses stratified by race, we excluded such subjects. Thus, 
532 white case patients were included in the analysis. Among the 
case patients in the screening arm, 210 were detected through 
screening, and the remaining 322 case patients had clinically diag-
nosed lung cancer either before screening started or after at least 
one screen was completed.

Control subjects were free of cancer at the time of a case  
patient’s lung cancer diagnosis and were matched to the 532 case 
patients by age, sex, year of random assignment, follow-up time 
since enrollment, and smoking status at enrollment (never, former, 
or current smoker). Current and former smokers were matched on 

CONTEXT AND CAVEATS

Prior knowledge
High levels of serum proinflammatory cytokines such as inter-
leukin 6 (IL-6) and interleukin 8 (IL-8) could be associated with lung 
cancer risk. Serum levels of C-reactive protein (CRP), a systemic 
biomarker of chronic inflammation, are also associated with lung 
cancer risk.

Study design
Case patients and control subjects from the National Cancer 
Institute-Maryland (NCI-MD) case–control study were included to 
analyze the associations between IL-6 and IL-8 and lung cancer. 
Results were validated in a nested case–control study within the 
prospective Prostate, Lung, Colorectal, and Ovarian (PLCO) Cancer 
Screening Trial. Associations with CRP individually as well as in 
combination with IL-6 and IL-8 were also investigated. Analyses 
were adjusted for smoking, stage, histology, age, and sex.

Contribution
High levels of IL-6 and IL-8 were associated with increased lung 
cancer in the NCI-MD study and lung cancer risk in the PLCO study. 
High IL-8 levels were noted up to 5 years before lung cancer diag-
nosis, whereas high IL-6 levels were only noted within 2 years 
before lung cancer diagnosis. The 10-year absolute risks of lung 
cancer were highest in current smokers with high IL-8 and high 
CRP levels.

Implication
Serum testing of IL-6, IL-8, and CRP, after further assay develop-
ment, has the potential to identify people at increased risk of lung 
cancer.

Limitations
The specificity of the serum biomarkers exclusively for lung cancer 
is not known because other cancers were not included in this 
study. More effective methods to standardize the biomarker mea-
surements are necessary.

From the Editors
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cumulative amount of smoking (0–29, 30–39, 40–49, and ≥50 pack-
years) and time since quitting (≤15 and >15 years) for former 
smokers. We matched never-smoking control subjects to lung 
cancer case patients using a 3 : 1 ratio to enhance statistical power, 
whereas former- and current-smoking control subjects were 
matched to case patients using a 1 : 1 ratio.

Institutional review board approval was obtained from all par-
ticipating institutions and the NCI. Informed consent was obtained 
from all participants.

Cytokine Measurements
Blood was collected at the time of enrollment and allowed to clot. 
Serum was isolated by centrifugation and stored at 280°C. After 
thawing, 25 µL of serum (566 and 1127 samples from the 
NCI-MD and PLCO studies, respectively) were measured for 
IL-6 and IL-8 concentrations using two sets of electrochemilumi-
nescence immunoassay (ECLIA) plates (Mesoscale Discovery, 
Gaithersburg, MD). For the NCI-MD study, the ultrasensitive 
10-plex ECLIA plates were custom-designed, as described earlier 
(24) and for the PLCO study, 4-plex (MS6000 Human 
ProInflammatory-4 II Ultra-Sensitive Kit, Mesoscale Discovery, 
Gaithersburg, MD) ECLIA plates were used. Both sets of ECLIA 
plates were analyzed on the MesoScale Discovery 6000 instru-
ment, following the manufacturer’s assay and analysis protocols. 
PLCO samples were assayed approximately 2 years after the 
NCI-MD study. All samples were blinded and randomly distrib-
uted. For the PLCO study, duplicates were performed on 100% of 
the samples and results were recorded as the average of the dupli-
cates. As an added quality control measure of accuracy within and 
across plates, an additional 12% of samples were duplicated and 
randomly distributed across the plates (6% intraplate and 6% 
interplate duplicates for NCI-MD, and 5% intraplate and 7% 
interplate duplicates for PLCO). Reproducibility of blinded dupli-
cates was evaluated using the Spearman correlation coefficient 
(25). The coefficient of variation was estimated for control samples 
included as laboratory standards on each plate. Samples with cyto-
kine values lower than the detection limit were assigned a value of 
one-half of the detection limit. The detection limit for each plate 
was determined based on linearity of the standard curve following 
the manufacturer’s instructions. Quality control results are sum-
marized in Supplementary Table 2 (available online).

CRP Measurements
Serum samples from case patients and control subjects in the 
nested case–control PLCO study were measured for CRP exactly 
as reported earlier (5). Briefly, 10 µL of serum from 1127 samples 
were measured for CRP using the Immulite 1000 High Sensitivity 
CRP chemiluminescent immunometric assay and instrumentation 
(Siemens Medical Solutions Diagnostics, Los Angeles, CA), fol-
lowing the manufacturer’s protocol. Samples were blinded and 
randomly distributed. The limit of detection was 0.2 µg/mL, and 
samples below the detection limit were assigned a level of 0.2 µg/mL.

Statistical Analysis
All analyses were performed using Stata software, version 11 
(StataCorp LP, College Station, TX), except where indicated. All 
reported P values were two-sided, and all P values less than or 

equal to .05 were considered statistically significant. Univariate 
comparison of characteristics between case patients and control 
subjects was performed for categorical variables using the x2 test 
and continuous variables using either the Student t test or the 
Kruskal–Wallis test of normally or nonnormally distributed data, 
respectively. Unconditional logistic regression models were used 
to estimate odds ratios (ORs) and 95% confidence intervals (CIs) 
for the association of lung cancer (NCI-MD study) or lung cancer 
risk (PLCO study) with IL-6 and IL-8, categorized by median or 
quartile values based on the control subjects in each study (25th, 
50th, and 75th percentile quartiles: NCI-MD study, IL-6 quar-
tiles, 1.4, 2.1, 3.8 pg/mL, respectively and IL-8 quartiles, 7.0, 10.8, 
28.5 pg/mL, respectively; PLCO study, IL-6 quartiles, 2.7, 4.0, 6.6 
pg/mL, respectively and IL-8 quartiles 13.1, 17.4, 23.3 pg/mL, 
respectively) and were adjusted for age, sex, and smoking status. 
Subgroup analyses were performed by stratifying on each of the 
following factors: smoking (described below), tumor stage (stage I, 
II, III, and IV), histology (squamous cell carcinoma [SSC], adeno-
carcinoma [AC], NSCLC not otherwise specified [NSCLC NOS], 
and small cell lung cancer [SCLC]), age (≤65 and > 65 years), sex, 
education (high school or less and more than high school), regular 
use of aspirin or ibuprofen (yes and no), body mass index (BMI) 
(≤26.5 and >26.5 kg/m2), history of emphysema or bronchitis (yes 
and no), and family history of lung cancer (yes and no). PLCO case 
patients were stratified into patients who were diagnosed within 
2 years vs patients diagnosed more than 2 years after the blood was 
collected. PLCO case patients were further stratified by patients 
whose lung cancers were screen detected vs clinically detected. 
Among control subjects, predictors of increased IL-6 and IL-8 
levels were assessed using linear regression. Deviation from multi-
plicative statistical interactions was assessed through product terms 
in the logistic regression models. Correlation between cytokine 
levels (eg, IL-6 vs IL-8 levels) was performed on log-transformed 
serum cytokine levels, using the Spearman correlation coefficient.

Smokers were categorized as never, former quit 15 years or less, 
former quit for more than 15 years, and current. A never-smoker 
was defined as a person who smoked less than 100 cigarettes in his 
lifetime, a former smoker was defined as a person who had quit 
smoking more than 1 year before the interview or baseline ques-
tionnaire, and a current smoker was defined as a smoker who 
smoked within 1 year of the interview or baseline questionnaire. 
Age was categorized as less than 65 years vs 65 years or older. 
Education was categorized as completed high school or less vs 
some college or more. BMI was dichotomized by the median value 
of control subjects in the PLCO study (≤26.5 vs >26.5 kg/m2). 
Tumor staging was based on the American Joint Committee on 
Cancer (AJCC) manual (26) for both studies.

Standardized 10-year lung cancer absolute risks and risk differ-
ences for IL-8 and CRP were calculated using a weighted Cox 
regression model using the R package NestedCohort (http://dceg.
cancer.gov/tools/analysis/nested-cohort), as described in previous 
studies (5,27,28). Briefly, for each white participant of the PLCO 
trial’s screening arm cohort, who was eligible for selection into the 
serum component of the nested case–control study (N = 51 989), 
we calculated their probability of being selected into the case–
control study based on combinations of age strata, strata of 
smoking duration and intensity, sex, and year of randomization. 



jnci.oxfordjournals.org  	 JNCI | Articles 1115

The inverse of these selection probabilities was used as the sam-
pling weights in a weighted Cox regression model to estimate 
absolute risks of lung cancer (27,28). We standardized the 10-year 
absolute risks of lung cancer to the screening arm cohort’s joint 
distribution of age, sex, year of randomization, and pack-years of 
smoking for former and current smokers or time since quitting for 
former smokers. There was no material difference between the 
hazard ratios for IL-8 and CRP from this weighted Cox model and 
their corresponding odds ratios from the logistic regressions (data 
not shown). There was also no material difference between the 
estimated cohort survival curve from the weighted Cox model and 
the crude Kaplan–Meier survival curve (data not shown).

Several health conditions that may be associated with systemic 
inflammation were recorded as part of the questionnaires for all 
NCI-MD study participants, including chronic bronchitis, emphy-
sema, adult asthma, tuberculosis, asbestosis, pneumonia, lupus, and 
arthritis. For the PLCO study participants, only emphysema and 
chronic bronchitis were recorded.

Results
Characteristics of Participants From the NCI-MD and PLCO 
Studies
The demographic and clinicopathologic features of participants 
are presented in Table 1. In both NCI-MD and PLCO studies, sex 
and age were similar between case patients and control subjects. 
Also in both studies, fewer case patients had college education or 
higher and more had a family history of lung cancer than control 
subjects, and the most common histological type was adenocarci-
noma, followed by squamous cell carcinoma. There were more 
current smokers and greater number of smoking pack-years among 
case patients compared with control subjects in NCI-MD study. 
Because never-smoking control subjects were matched with lung 
cancer case patients at a ratio of 3 : 1, there were more never-
smokers among the control subjects in the PLCO study. In the 
NCI-MD study, case patients were less likely to use aspirin or 
ibuprofen and had a lower BMI than control subjects. In the 
PLCO study, more case patients had a family history of lung can-
cer than control subjects. In contrast to the PLCO case patients, 
the majority of the NCI-MD case patients had stage I tumors, 
which could reflect a possible bias for recruiting surgical case 
patients, who primarily have stage I tumors, in the NCI-MD 
study.

Association Between Serum IL-6 and IL-8 Concentrations 
and Lung Cancer
Serum IL-6 and IL-8 Levels.  In both NCI-MD and PLCO partic-
ipants, the median levels of IL-6 and IL-8 were statistically signifi-
cantly higher among the case patients compared with the control 
subjects (NCI-MD: IL-6, case patients vs control subjects, median = 
3.7 pg/mL, interquartile range [IQR] = 2.3–7.2 pg/mL vs median = 
2.1 pg/mL, IQR = 1.4—3.8 pg/mL, P = 1 × 1024; IL-8, case patients 
vs control subjects, median = 15.9 pg/mL, IQR = 9.5—40.5 pg/mL 
vs median = 10.8 pg/mL, IQR 7.0–28.5 pg/mL, P = 1 × 1024 and 
PLCO: IL-6, case patients vs control subjects, median = 4.4 pg/mL, 
IQR = 2.9–7.2 pg/mL vs median = 4.0 pg/mL, IQR = 2.7–6.6 pg/mL, 
P = .02; IL-8, case patients vs control subjects, median = 19.0 pg/mL, 

IQR = 14.2 to 25.1 pg/mL vs median = 17.4 pg/mL, IQR = 13.1 
to 23.3 pg/mL, P = 7 × 1024) (Table 1). Because both studies had 
statistically significantly higher proportions of never-smokers 
among the control subjects compared with case patients, and 
serum cytokine levels may be influenced by smoking, analyses were 
also performed after excluding never-smokers. Median IL-6 and 
IL-8 levels remained statistically significantly higher among case 
patients compared with control subjects after exclusion of never-
smokers (NCI-MD: IL-6, P = 1 × 1024 and IL-8, P = .05; PLCO: 
IL-6, P = .02, and IL-8, P = .005) (Table 1).

Association of Serum IL-6 and IL-8 Levels With Lung Cancer 
and Risk of Lung Cancer.  In multivariable unconditional logistic 
regression analyses among NCI-MD participants, IL-6 and IL-8 
levels in the highest quartiles were statistically significantly associ-
ated with lung cancer compared with the lowest quartiles (IL-6: 
odds ratio = 3.29, 95% CI =1.88 to 5.77, Ptrend = 3.6 × 1027; IL-8: 
OR = 2.06, 95% CI = 1.19 to 3.57, Ptrend = .003) (Table 2). Results 
were similar when NCI-MD control subjects were grouped into 
population- and hospital-based control subjects (Supplementary 
Table 3, available online). In the PLCO study, participants with 
serum IL-6 and IL-8 levels within the highest quartiles showed a 
statistically significantly increased risk of lung cancer compared 
with those within the lowest quartiles (IL-6: OR = 1.48, 95% CI = 
1.04 to 2.10, Ptrend = .02; and IL-8: OR = 1.57, 95% CI = 1.10 to 
2.24, Ptrend = .003), although the differences were smaller in magni-
tude than the NCI-MD study participants. The reduced magni-
tude of the odds ratio in the PLCO study compared with the 
NCI-MD study could reflect the fact that all control subjects in 
the PLCO study were matched by smoking history, which is a 
confounder. The magnitude of the odds ratios increased in the 
third and fourth quartiles compared with the first and second quar-
tiles; thus, we also performed analyses on dichotomized cytokine 
levels. IL-6 and IL-8 serum levels higher than the median values 
were statistically significantly associated with lung cancer in the 
NCI-MD study and with lung cancer risk in the PLCO study 
(NCI-MD, IL-6, OR = 2.82, 95% CI = 1.90 to 4.20, P = 3.0 × 1027; 
PLCO, IL-6, OR = 1.26, 95% CI = 1.00 to 1.61, P = .05; NCI-MD, 
IL-8, OR = 1.86, 95% CI = 1.29 to 2.68, P = .001; PLCO, IL-8, 
OR = 1.47, 95% CI = 1.15 to 1.88, P = .002) (Table 2).

Analysis of Potential Confounding.  We next examined if the 
associations between IL-6 and IL-8 serum levels and lung cancer 
in the NCI-MD study, or risk of lung cancer in the PLCO study, 
were independent of factors that could potentially influence the 
associations. Results remained statistically significant after adjust-
ment for education, BMI, regular use of aspirin and/or ibuprofen, 
family history of lung cancer, and history of heart disease, in both 
studies (Supplementary Table 4, available online). Furthermore, 
IL-6 and IL-8 remained associated with lung cancer after adjusting 
for conditions associated with systemic inflammation in the 
NCI-MD study (chronic bronchitis, emphysema, adult asthma, 
tuberculosis, asbestosis, pneumonia, lupus, or arthritis) and 
remained statistically significantly associated with increased risk of 
lung cancer in the PLCO study (emphysema and chronic bronchi-
tis) (Supplementary Table 4, available online). These data suggest 
that the associations between serum IL-6 and IL-8 levels, and lung 
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Table 1. Characteristics and clinical data of lung cancer and control participants in the NCI-MD and PLCO studies*

NCI-MD study PLCO study

Case patients Control subjects  Case patients Control subjects

(N = 270) (N = 296)  (N = 532) (N = 595)

Characteristic No. (%) No. (%) P No. (%) No. (%) P

Age, y Mean (SD) 66.6 (10.0) 65.2 (10.4) .10† 64.7 (5.1) 64.5 (5.3) .52†
Sex      
  Men 142 (52.6) 148 (50.0) .38‡ 359 (67.5) 380 (63.9) .20‡
  Women 128 (47.4) 148 (50.0)  173 (32.5) 215 (36.1)
Smoking status      
  Never 22 (8.2) 86 (29.1)  37 (7.0) 106 (17.8)
  Former quit ≤15 y 57 (21.2) 68 (23.1)  186 (35.0) 184 (30.9)
  Former quit >15 y 64 (23.4) 83 (27.8)  105 (19.7) 102 (17.2)
  Current 127 (47.2) 59 (20.0) 4.6 × 10214‡ 204 (38.3) 203 (34.1) 1.4 × 

1026‡,§
  Pack-years, mean (SD)|| 47.8 (26.4) 39.7 (31.3) .001† 47.4 (29.8) 45.1 (29.9) .20†
Education¶      
  High school or less 146 (60.1) 127 (49.8) .02‡ 200 (37.6) 190 (31.9) .05‡
  College or higher 97 (39.9) 128 (50.2)  332 (62.4) 405 (68.1)
Regular aspirin or ibuprofen use¶      
  No 174 (64.7) 145 (49.0) 1.7 × 1024‡ 182 (34.3) 202 (34.0) .91‡
  Yes 95 (35.3) 151 (51.0)  349 (65.7) 393 (66.0)
BMI, kg/m2¶      
  ≤26.5 74 (27.4) 52 (17.6) .005‡ 267 (50.6) 291 (49.8) .81‡
  >26.5 196 (72.6) 244 (82.4)  261 (49.4) 293 (50.2)
History of heart disease¶      
  No 204 (76.1) 217 (73.3) .44‡ 423 (83.1) 498 (85.1) .36‡
  Yes 64 (23.9) 79 (26.7)  86 (16.9) 87 (14.9)
History of emphysema or  
    bronchitis¶

     

  No 204 (75.8) 225 (76.0) .96‡ 411 (78.0) 521 (88.9) 3.9 × 1025‡
  Yes 65 (24.2) 71 (24.0)  103 (20.0) 65 (11.1)
Family history of lung cancer¶      
  No 221 (82.2) 253 (85.5) .28‡ 408 (81.6) 502 (88.4) .002‡
  Yes 48 (17.8) 43 (14.5)  92 (18.4) 66 (11.6)
Histology¶      
  AC 105 (42.9) 2  226 (43.2) 2

  SCC 53 (21.6) 2  119 (22.8) 2

  SCLC 0 2  68 (13.0) 2

  NSCLC, NOS 59 (24.1) 2  35 (6.7) 2

  Other 28 (11.4) 2  77 (14.3) 2
Tumor stage¶      
  I 104 (71.2) 2  165 (31.3) 2

  II–IV 42 (28.8) 2  362 (68.7) 2
IL-6, pg/mL, median  
  (interquartile range)

3.7 (2.3 to 7.2) 2.1 (1.4 to 3.8) 1 × 1024# 4.4 (2.9 to 7.2) 4.0 (2.7 to 6.6) .02#

IL-8, pg/mL, median  
  (interquartile range)

15.9 (9.5 to 40.5) 10.8 (7.0 to 28.5) 1 × 1024# 19.0 (14.2 to 25.1) 17.4 (13.1 to 23.3) 7.0 × 1024#

IL-6, pg/mL, median  
  (interquartile range)||

3.7 (3.3 to 4.2) 2.3 (2.1 to 2.7) 1 × 1024# 4.4 (4.1 to 4.8) 4.0 (3.7 to 4.4) .02#

IL-8, pg/mL, median  
  (interquartile range)||

15.7 (13.2 to 18.2) 11.9 (9.9 to 14.9) .05# 19.1 (18.4 to 20.0) 17.6 (16.6 to 18.5) .005#

*	 AC = adenocarcinoma; BMI = body mass index categorized by median value of controls; IL-6 = interleukin 6; IL-8 = interleukin 8; NCI-MD = National Cancer 
Institute-Maryland; NOS = not otherwise specified; NSCLC = non–small cell lung cancer; PLCO = Prostate, Lung, Colorectal and Ovarian Cancer Screening Trial; 
SCC = squamous cell carcinoma; SCLC = small cell lung cancer; 2 = Not applicable.

†	 P values were calculated using a two-sided Student t test.

‡	 P values were calculated using a two-sided x2 test.

§	 The statistically significant difference between case patients and controls subjects in the PLCO study is because never-smoking control subjects were matched 
to lung cancer case patients using a 3 : 1 ratio.

||	Excludes individuals who had never smoked.

¶	 Numbers do not add to 100% of total because of missing information. Tumor staging was based on the American Joint Committee on Cancer (AJCC) manual.

#	 P values were calculated using a two-sided Kruskal–Wallis test.
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cancer and lung cancer risk, were independent of these tested 
potential confounding factors.

When multiplicative interactions were assessed through prod-
uct terms within the logistic regression model, there was no statis-
tically significant interaction between IL-6 or IL-8 with lung 
cancer in the NCI-MD study, or lung cancer risk in the PLCO 
study, and the variables used in the multivariable models or listed 
in Table 1 (data available upon request). In addition, in subgroup 
analyses stratified by tumor histology and stage, there was a con-
siderable overlap of the 95% confidence intervals (Supplementary 
Figure 1, available online), suggesting that there was no heteroge-
neity of lung cancer in the NCI-MD study, or lung cancer risk in 
the PLCO study, among these subgroups, although there was 
lower power within subgroup analyses.

In the NCI-MD study, some of the lung cancer case patients 
(42 of 270 patients) were treated with radiation and/or chemo-
therapy before blood collection, and because this could potentially 
alter the circulating cytokine levels and confound the results, we 
performed the analyses among participants who had not received 
previous lung cancer therapy. There was no statistically significant 
difference in median serum IL-6 levels between case patients who 
received previous therapy vs patients who did not (median = 3.7 
pg/mL, IQR = 2.3–7.3 pg/mL vs median = 4.2 pg/mL, IQR = 2.2
–7.3 pg/mL, respectively, Kruskal–Wallis P = .73). However, serum 
IL-8 levels were statistically significantly lower among case 
patients who received previous therapy vs patients who did not (me-
dian = 9.9 pg/mL, IQR = 8.0–16.4 pg/mL vs median = 17.4 pg/mL, 
IQR = 9.8–48.9 pg/mL, respectively, Kruskal–Wallis P = 1 × 1024). 
Serum IL-6 and IL-8 levels higher than the median value were 
statistically significantly associated with lung cancer after exclusion 
of treated patients (IL-6, OR = 2.93, 95% CI = 1.93 to 4.45, P = 
4.7 × 1027; IL-8, OR = 2.22, 95% CI = 1.51 to 3.28, P = 5.7 × 
1025). Because serum cytokine levels might be affected by the 
time between diagnosis and sample collection, we stratified 
analyses by those who had their blood drawn within 3 months or 
more than 3 months after diagnosis. The time between diagnosis 
and blood collection did not affect the associations between IL-6 

(0–3 months after diagnosis, OR = 3.14, 95% CI = 1.84 to 5.34 and 
>3 months after diagnosis, OR = 2.51, 95% CI = 1.55 to 4.08) or 
IL-8 (0–3 months after diagnosis, OR = 1.80, 95% CI = 1.14 to 
2.85 and >3 months after diagnosis, OR = 1.83, 95% CI = 1.17 to 
2.85), with lung cancer. Thus, the associations between IL-6 and 
IL-8 and lung cancer were independent of previous treatment and 
time after diagnosis that blood was collected.

Association Between Serum IL-6 and IL-8 Levels and 
Subsequent Diagnosis of Lung Cancer.  We next examined if 
increased IL-6 and IL-8 serum levels were associated with subse-
quent diagnosis of lung cancer. Because subclinical malignancies 
may be responsible for increased circulating IL-6 and IL-8 levels, 
we excluded case patients diagnosed within 2 years after blood 
collection (baseline) in the PLCO study, a time period in which 
clinically undetected tumors are likely to be present. When ex-
cluding these case patients, there was no evidence of association of 
IL-6 levels higher than the median (4.0 pg/mL) with lung cancer 
risk (OR = 1.01, 95% CI = 0.76 to 1.32, P = .97), despite a greater 
than 95% power to detect a statistically significant difference for 
an odds ratio greater than 1.5. In contrast, when limiting to case 
patients diagnosed within 2 years after blood collection, there was 
a statistically significant association between IL-6 levels above the 
median (4.0 pg/mL) and lung cancer risk (OR = 1.99, 95% CI = 
1.39 to 2.84, P = 1.5 × 1025) (Table 3).

IL-8 was associated with an increased risk of lung cancer when 
case patients diagnosed more than 2 years after baseline were ex-
cluded (OR = 1.53, 95% CI = 1.09 to 2.17, P = .02), as well as when 
case patients diagnosed within 2 years were excluded (OR = 1.57, 
95% CI = 1.15 to 2.13, P = .004) (Table 3). Moreover, high IL-8 
serum levels were associated with lung cancer risk even when case 
patients diagnosed within 5 years after blood collection were ex-
cluded from the analysis (OR = 1.46, 95% CI = 1.01 to 2.10, P = 
.04). These results cannot be attributed to serum storage time 
because there was no association between IL-6 or IL-8 levels and 
storage time in control subjects (Kruskal–Wallis P = .77 and .75, 
respectively), and control subjects were matched with case patients 

Table 3. Association of high IL-6 and IL-8 serum levels with lung cancer risk in the PLCO study by time before diagnosis*

 Lung cancers diagnosed within 2 y†
Lung cancers diagnosed within  

2 y excluded†

Cytokinelevel
Control subjects  

(N = 595), No. (%)
Case patients  

(N = 185), No. (%) OR (95% CI)‡ P§
Case patients  

(N = 347), No. (%) OR (95% CI)‡ P§

IL-6||       
  Low 304 (51.1) 63 (34.1) 1.00 (referent)  174 (50.1) 1.00 (referent)
  High 291 (48.9) 122 (65.9) 1.99 (1.39 to 2.84) 1.5 × 1025 173 (49.9) 1.01 (0.76 to 1.32) .97
IL-8||       
  Low 300 (50.4) 72 (38.9) 1.00 (referent)  144 (41.5) 1.00 (referent)
  High 295 (49.6) 113 (61.1) 1.53 (1.09 to 2.17) .02 203 (58.5) 1.57 (1.15 to 2.13) .004

*	 CI = confidence ratio; IL-6 = interleukin 6; IL-8 = interleukin 8; OR = odds ratio; PLCO = Prostate, Lung, Colorectal and Ovarian Cancer Screening Trial.

†	 Case patients were grouped into those who were diagnosed within 2 years after baseline blood collection and those who were diagnosed more than 2 years 
after baseline.

‡	 Multivariable unconditional logistic regression adjusted for age (continuous), sex, smoking pack-years (continuous), smoking status (never, former quit ≤15 years, 
former quit >15 years, and current), year of randomization, and number of years in the study.

§	 P values were calculated using a two-sided Wald x2 statistic.

||	Serum IL-6 and IL-8 levels were dichotomized (≤median vs >median) among control subjects (IL-6 4.0 pg/mL; IL-8 17.4 pg/mL).
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on storage time. Therefore, high IL-8 serum levels were associated 
with both current and subsequent diagnosis of lung cancer, 
whereas IL-6 level was increased only at lung cancer diagnosis and 
possibly during subclinical disease.

Association Between Serum IL-6 and IL-8 Levels and Lung 
Cancer Risk Among Screen-Diagnosed vs Clinically Diagnosed 
Case Patients.  We next assessed if there was an association 
between IL-6 and IL-8 levels and lung cancer risk among case 
patients who had screen-detected or clinically detected lung can-
cers. By design of the nested PLCO case–control study, case 
patients were selected from the screening arm. Among the 532 
case patients in the screening arm, 210 were detected through 
screening, and the remaining 322 case patients had clinically diag-
nosed lung cancer either before the screening started or after at 
least one screen was completed. IL-6 levels above the median were 
not statistically significantly associated with subsequent screen-
diagnosed (OR = 1.34, 95% CI = 0.94 to 1.93, P = .11) or clinically 
diagnosed (OR = 1.24, 95% CI = 0.92 to 1.65, P = .16) lung cancer. 
The lack of statistical significance likely reflected a loss of power 
in subgroup analyses. In contrast, IL-8 levels above the median 
were associated with subsequent screen-diagnosed (OR = 1.51, 
95% CI = 1.06 to 2.16, P = .02) and clinically diagnosed (OR = 
1.45, 95% CI = 1.08 to 1.96, P = .01) lung cancer. Thus the as-
sociation between IL-6 and IL-8 with lung cancer risk appeared 
to be independent of whether the case patients were screen or 
clinically diagnosed.

Predictors of High Serum IL-6 and IL-8 Levels
We assessed predictors of increased IL-6 and IL-8 levels among 
control subjects (Supplementary Table 5, available online). Median 

IL-6 levels were statistically significantly higher among current 
smokers (NCI-MD, P = .006; PLCO, P = .006) and those with a 
higher BMI (≥26.5 kg/m2) (NCI-MD, P = .04; PLCO, P = .02). 
Median IL-6 levels were statistically significantly higher among 
those with less education (high school or less vs some college or 
higher) in the PLCO study (P = .03), and there was a similar trend 
in NCI-MD, though not statistically significant (P = .09). Median 
IL-8 levels were statistically significantly higher among smokers 
(P = .005) and those with heart disease (P = 2 × 1024) in the 
NCI-MD study, and there was a similar trend, though not statisti-
cally significant in the PLCO study (smokers, P = .30; heart 
disease, P = .07). Median IL-8 levels were higher in control sub-
jects with less education (high school or lower) (P = .05) and lower 
BMI (≤26.5 kg/m2) (P = .001) in the PLCO study, and there was a 
similar trend in the NCI-MD study, though not statistically signif-
icant (education, P = .12; BMI, P = .41). The association between 
higher median cytokine levels and education was possibly mediated 
by an increased percentage of current smokers with less education 
in both the NCI-MD and PLCO studies (P = .001 and .03, 
respectively).

Addition of CRP and Smoking to the Risk Models
To better understand the interrelationship between cytokines and 
risk of lung cancer, we next correlated IL-6 and IL-8 levels to a 
nonspecific marker of inflammation, CRP. We found a positive 
correlation between IL-6 and CRP levels among case patients 
(Spearman’s rank correlation coefficient [r] = 0.34, P < .001) and 
control subjects (r = 0.26, P < .001). In contrast, there was no cor-
relation between IL-8 and CRP levels among case patients or 
control subjects (r = 20.04, P = .41; and r = 2.01, P = .77, respec-
tively). When IL-6, IL-8, and CRP levels were included as separate 

Table 4. Association of circulating IL-6, IL-8, and CRP levels with lung cancer risk in the PLCO study*

Level of serum protein
Case patients (N = 532),  

No. (%)
Control subjects (N = 595),  

No. (%) OR (95% CI)† P‡

IL-6    
  Low 237 (44.6) 304 (51.1) 1.00 (referent) .33
  High 295 (55.4) 291 (48.9) 1.13 (0.88 to 1.46)§
IL-8    
  Low 216 (40.6) 300 (50.4) 1.00 (referent) .004
  High 316 (59.4) 295 (49.6) 1.45 (1.13 to 1.86)||
CRP    
  Low 219 (41.2) 306 (51.4) 1.00 (referent) .007
  High 313 (58.8) 289 (48.6) 1.41 (1.09 to 1.81)¶
IL-8 and CRP    
  Low and low 91 (17.1) 154 (25.9) 1.00 (referent)
  Low and high or high and low 253 (47.6) 298 (50.1) 1.42 (1.03 to 1.95) .03
  High and high 188 (35.3) 143 (24.0) 2.11 (1.48 to 3.03) 3.6 × 1025

*	 CI = confidence interval; CRP = C-reactive protein; IL-6 = interleukin 6; IL-8 = interleukin 8; OR =odds ratio; PLCO = Prostate, Lung, Colorectal and Ovarian 
Cancer Screening Trial.

†	 Multivariable unconditional logistic regression adjusted for age (continuous), sex, smoking pack-years (continuous), smoking status (never, former quit ≤15 years, 
former quit >15 years, and current), year of randomization, and number of years in the study, dichotomized by the median values among control subjects (IL-6 4.0 
pg/mL; IL-8 17.4 pg/mL; CRP 2.7 µg/mL).

‡	 P values were calculated using a two-sided Wald x2 statistic.

§	 Circulating marker levels were additionally adjusted for serum CRP and IL-8 levels.

||	Circulating marker levels were additionally adjusted for serum IL-6 and CRP levels.

¶	 Circulating marker levels were additionally adjusted for serum IL-6 and IL-8 levels.
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variables in the multivariable models, IL-6 was not independently 
associated with lung cancer risk, whereas independent associations 
were observed for IL-8 (OR = 1.45, 95% CI = 1.13 to 1.86, P = 
.004) and CRP (OR = 1.41, 95% CI = 1.09 to 1.81, P = .007) (Table 
4). There was no statistically significant interaction between IL-8 
and CRP in their association with lung cancer risk (Pinteraction = .92). 
Levels of IL-8 and CRP were both dichotomized into low and 
high by the median levels among control subjects and combined in 
the multivariable analyses. Participants with high IL-8 and low 
CRP, or low IL-8 and high CRP, had a higher risk of lung cancer 
compared with participants with low IL-8 and low CRP levels (OR 
= 1.42, 95% CI = 1.03 to 1.95, P = .03). Participants with high IL-8 
and high CRP showed an even higher risk of lung cancer (OR = 
2.11, 95% CI = 1.48 to 3.03, P = 3.6 × 1025) (Table 4). The model 
including both IL-8 and CRP performed better than models in-
cluding only IL-8 or only CRP (Likelihood ratio test P = .001). 
Therefore, high levels of serum IL-8 and CRP were a better pre-
diction classifier for lung cancer diagnosis than either marker 
alone.

Because smoking causes a chronic inflammatory state within 
the lungs, we assessed if the association between high IL-8 and 
CRP levels and lung cancer risk could be modulated by smoking. 
There was no detected interaction between high serum levels of 
both IL-8 and CRP and smoking status (Pinteraction = .18), but power 
to detect such an effect was limited because of the smaller number 
of never-smoking case patients (n = 37). High levels of both IL-8 
and CRP were associated with an increased risk of lung cancer 
among current (OR = 3.33, 95% CI = 1.77 to 6.27, Ptrend = .001) and 
former (OR = 1.76, 95% CI = 1.09 to 2.84, Ptrend = .01) smokers 
(Figure 1). Although the magnitude of the odds ratio was similar 
to current and former smokers, the association of high levels of 
both IL-8 and CRP with lung cancer risk was not statistically sig-
nificant among never-smokers (OR = 2.28, 95% CI = 0.66 to 7.87, 
Ptrend = .19), which was not surprising given the small number of 
never-smokers. The associations among current and former 

smokers remained statistically significant after exclusion of case 
patients diagnosed within 2 years after blood collection (Figure 1), 
suggesting that the associations were not limited to those with 
current disease.

Standardized absolute risks of lung cancer over 10 years of fol-
low-up among former and current smokers were calculated for 
those with IL-8 and CRP levels at or above median (categorized 
based on levels among control subjects) compared with those with 
IL-8 or CRP levels below the median. Never-smokers were ex-
cluded from analysis because of small numbers. Among former 
smokers, the 10-year absolute risk was statistically significantly 
higher among individuals with high IL-8 and high CRP levels 
(absolute risk = 3.18%, 95% CI = 2.15% to 4.68%) compared with 
individuals with low IL-8 and low CRP levels (absolute risk = 
1.26%, 95% CI = 0.84% to 1.89%; risk difference = 1.92%, 95% 
CI of the difference = 0.57% to 3.27%). Among current smokers, 
the 10-year absolute risk was much higher among individuals with 
high IL-8 and high CRP levels (absolute risk = 8.01%, 95% CI = 
5.77% to 11.05%) compared with individuals with low IL-8 and 
low CRP levels (absolute risk = 3.17%, 95% CI = 1.93% to 5.20%; 
risk difference = 4.83%; 95% CI of the difference = 1.84% to 
7.83%) (Supplementary Table 6, available online).

Discussion
We examined the association between circulating IL-6 and IL-8 
levels and lung cancer in two independent studies. The first was a 
case–control study in which the participants resided in the 
Baltimore, Maryland region. The second was a nested case–control 
study within the prospective PLCO Cancer Screening Trial, 
recruited from 10 centers throughout the United States. Our findings 
demonstrated that increased serum IL-6 and IL-8 levels were associ-
ated with lung cancer in the NCI-MD study and lung cancer risk in 
the PLCO study. High serum IL-8 levels predated subsequent diag-
nosis of disease; increased IL-8 was present even 5 years before 

Reference
IL-8 and CRP levels (low IL-8 Comparison Odds Ratio Participants diagnosed

by smoking category and low CRP) to reference (95% CI) All participants within 2 years excluded

Never
High IL-8 and low CRP or

high CRP and low IL-8          9/34               19/57         1.32 (0.50 to 3.54)
High IL-8 and high CRP 9/34                9/15          2.28 (0.66 to 7.87)

Former
High IL-8 and low CRP or

high CRP and low IL-8 59/71            132/144       1.13 (0.73 to 1.73)
High IL-8 and high CRP 59/71             100/71        1.76 (1.09 to 2.84)

Current
High IL-8 and low CRP or

high CRP and low IL-8 23/49             102/97         2.39 (1.33 to 4.28)
High IL-8 and high CRP        23/49               79/57         3.33 (1.77 to 6.27)

0.1

Odds Ratio

1 10

No. of case patients and
control subjects

P = .19

P = .01

P = .001

0.1 1 10

Odds Ratio

P = .07

P = .006

P = .009

Figure 1. Associations of circulating inter-
leukin 8 (IL-8) and C-reactive protein 
(CRP) levels with lung cancer risk. 
Associations across smoking status of 
Prostate, Lung, Colorectal, and Ovarian 
(PLCO) Cancer Screening Trial partici-
pants, and those participants diagnosed 
more than 2 years after baseline, are 
shown. High and low IL-8 and CRP levels 
were classified based on the median 
value among control subjects. Analyses 
were performed on 532 case patients and 
595 control subjects. Odds ratios and 
95% confidence intervals (CIs) are shown 
for all participants and were estimated by 
two-sided unconditional logistic regres-
sion analyses, adjusted for age, sex, 
smoking pack-years, smoking status 
(never, former quit ≤15 years, former quit 
>15 years, and current), year of random 
assignment, and number of years in the 
study. Vertical dashed lines represent an 
odds ratio of 1.0. Solid black circles rep-
resent the odds ratios and solid hori-
zontal bars represent the 95% confidence 
intervals.
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lung cancer diagnosis in the PLCO study. In contrast, IL-6 levels 
were increased only among those with diagnosed lung cancer 
(NCI-MD study) or those who soon developed lung cancer (<2 
years in PLCO study), whereas no association was seen at longer 
intervals in the PLCO study. The associations were independent 
of smoking, age, sex, tumor histology, stage, systemic inflamma-
tion, and whether the case patients were screen or clinically diag-
nosed. In addition, IL-8 and CRP revealed substantial variation in 
10-year absolute risk of lung cancer, both in current and former 
smokers, suggesting that these markers may identify smokers at a 
lower or higher risk of lung cancer.

Our findings are consistent with evidence that inflammatory 
mediators contribute to the pathogenesis of many human cancers, 
including lung cancer (29–31). For example, there is an increased 
risk of lung cancer associated with tuberculosis, adult asthma, and 
bacterial pneumonia (30). Under inflammatory stress, IL-6 and 
IL-8 participate in tumorigenesis by acting directly on lung epithe-
lial cells via signaling through the nuclear factor of kappa light 
polypeptide gene enhancer in B-cells 1 (NFKB1) pathway (30,32). 
Additionally, IL-6 and IL-8 are expressed by lung cancer cells and 
act in an autocrine and/or paracrine fashion to stimulate cancer 
cell proliferation (33,34), migration, and invasion (35).

It was surprising that IL-8, but not IL-6, was associated with 
subsequent development of disease, especially because IL-6 and 
IL-8 are secreted by premalignant and senescent cells surrounding 
premalignant lesions (10,36,37), which would likely be present up 
to several years before lung cancer diagnosis. The IL-6 data are 
consistent with a report of the prospective Health Aging and Body 
Composition study of 43 case patients, in which high IL-6 levels 
were not associated with development of lung cancer (7). Perhaps 
IL-8 plays a larger role in tumor initiation and promotion, whereas 
IL-6 participates primarily in tumor progression. This is sup-
ported by our previous report that increased circulating IL-6 levels 
are associated with lung cancer survival but IL-8 levels are not (24), 
and other reports that IL-6 participates in tumor progression in 
several cancer types (38-41). Serial examination of these markers, 
in addition to CRP, leading up to disease may provide additional 
crucial information about the relationship of these markers and 
disease status and progression.

Several factors should be considered in the interpretation of our 
findings. Strengths of this study include large sample sizes and 
inclusion of hospital- and population-based control subjects in the 
NCI-MD study. Although the associations were more robust 
among the population-based control subjects, there were statisti-
cally significant associations using both groups of control subjects. 
A major strength was replication of results in the PLCO study with 
a prospective design and broad representative group. An additional 
strength was the focus on a single race to avoid variability that 
could be introduced by a diverse population. However, a validation 
of the results among other ethnicities is needed, as well as an as-
sessment of whether circulating cytokine levels contribute to racial 
health disparities in lung cancer.

This study has a few limitations. Patients with cancers other 
than lung cancer were excluded from the analyses, and therefore, 
we could not determine the specificity of the serum biomarkers for 
lung cancer among other cancer types. In addition, the absolute 
risk estimates did not account for competing mortality and thus, 

these values did not fully represent the observed proportion of 
individuals developing lung cancer. A minor limitation was the 
overlap of cytokine levels between case patients and control sub-
jects. However, the relative risk assessment of IL-8 was consider-
ably increased when used in combination with CRP levels, 
suggesting that development of a combination of biomarkers may 
yield even stronger predictive values. The cytokine concentrations 
measured in the NCI-MD and PLCO studies were different, 
making it difficult to use the same cutoffs for both populations. 
The reason for this difference is unknown, but may be because of 
differences in the populations, collection, and handling procedures 
for serum samples or analytical platforms. Therefore, more re-
search is needed to standardize measurements of these biomarkers. 
Regardless, the concentrations were higher in case patients than in 
control subjects in both population groups, suggesting that these 
markers are targets for follow-up study.

Technologies such as low-dose spiral computed tomography 
may detect lung tumors at the millimeter range (42). However, the 
high rate of false-positive results instigates concern about whether 
exposure to x-rays, cost, and patient anxiety outweigh the benefits. 
Although the levels of IL-6, IL-8, and CRP were increased in 
clinically detected lung cancers, the levels of these biomarkers 
were increased in the PLCO study before lung cancer diagnosis, 
suggesting that they may be useful as biomarkers for lung cancer 
screening. Specifically, IL-6, IL-8, and CRP may be targets for 
further assay refinement, alone, or in combination with other non
imaging screening targets under development. Furthermore, ex-
amination in prospective trials is necessary to determine if serial 
serum testing of IL-6, IL-8, and CRP can improve the positive 
predictive value of the current screening modalities, increase over-
all cost effectiveness, and potentially improve lung cancer 
survival.

References
	 1.	 Jemal A, Siegel R, Ward E, et al. Cancer statistics, 2009. CA Cancer J Clin. 

2009;59(4):225–249.
	 2.	 Boyle P, Levin B. World Cancer Report 2008. Lyon, France: IARC Sci Publ; 

2008.
	 3.	 Manser RL, Irving LB, Stone C, et al. Screening for lung cancer. Cochrane 

Database Syst Rev. 2004;1:CD001991.
	 4.	 Allin KH, Bojesen SE, Nordestgaard BG. Baseline C-reactive protein is 

associated with incident cancer and survival in patients with cancer. J Clin 
Oncol. 2009;27:2217–2224.

	 5.	 Chaturvedi AK, Caporaso NE, Katki HA, et al. C-reactive protein and risk 
of lung cancer. J Clin Oncol. 2010;28:2719–2726.

	 6.	 Heikkila K, Ebrahim S, Lawlor DA. A systematic review of the association 
between circulating concentrations of C reactive protein and cancer.  
J Epidemiol Community Health. 2007;61:824–833.

	 7.	 Il’yasova D, Colbert LH, Harris TB, et al. Circulating levels of inflamma-
tory markers and cancer risk in the health aging and body composition 
cohort. Cancer Epidemiol Biomarkers Prev. 2005;14(10):2413–2418.

	 8.	 Siemes C, Visser LE, Coebergh JW, et al. C-reactive protein levels, vari-
ation in the C-reactive protein gene, and cancer risk: the Rotterdam 
Study. J Clin Oncol. 2006;24:5216–5222.

	 9.	 Trichopoulos D, Psaltopoulou T, Orfanos P, et al. Plasma C-reactive 
protein and risk of cancer: a prospective study from Greece. Cancer 
Epidemiol Biomarkers Prev. 2006;15(2):381–384.

	 10.	 Davalos AR, Coppe JP, Campisi J, et al. Senescent cells as a source of in-
flammatory factors for tumor progression. Cancer Metastasis Rev. 2010;
29(2):273–283.



1122   Articles | JNCI	 Vol. 103, Issue 14  |  July 20, 2011

	 11.	 Seike M, Yanaihara N, Bowman ED, et al. A cytokine gene signature of 
the lung adenocarcinoma and its tissue environment predicts prognosis.  
J Natl Cancer Inst. 2007;99(16):1257–1269.

	 12.	 Brichory FM, Misek DE, Yim AM, et al. An immune response manifested by 
the common occurrence of annexins I and II autoantibodies and high circulating 
levels of IL-6 in lung cancer. Proc Natl Acad Sci U S A. 2001;98(17):9824–9829.

	 13.	 Kaminska J, Kowalska M, Kotowicz B, et al. Pretreatment serum levels 
of cytokines and cytokine receptors in patients with non-small cell lung  
cancer, and correlations with clinicopathological features and prog
nosis. M-CSF - an independent prognostic factor. Oncology. 2006;70(2):
115–125.

	 14.	 Orditura M, De Vita F, Catalano G, et al. Elevated serum levels of inter-
leukin-8 in advanced non-small cell lung cancer patients: relationship with 
prognosis. J Interferon Cytokine Res. 2002;22(11):1129–1135.

	 15.	 Yanagawa H, Sone S, Takahashi Y, et al. Serum levels of interleukin 6 in 
patients with lung cancer. Br J Cancer. 1995;71(5):1095–1098.

	 16.	 Bermudez EA, Rifai N, Buring J, et al. Interrelationships among circu-
lating interleukin-6, C-reactive protein, and traditional cardiovascular risk 
factors in women. Arterioscler Thromb Vasc Biol. 2002;22(10):1668–1673.

	 17.	 Kluft C, Leuven JA, Helmerhorst FM, et al. Pro-inflammatory effects of 
oestrogens during use of oral contraceptives and hormone replacement 
treatment. Vascul Pharmacol. 2002;39(3):149–154.

	 18.	 Takizawa H, Tanaka M, Takami K, et al. Increased expression of inflam-
matory mediators in small-airway epithelium from tobacco smokers. Am 
J Physiol Lung Cell Mol Physiol. 2000;278(5):L906–L913.

	 19.	 Zheng YL, Loffredo CA, Yu Z, et al. Bleomycin-induced chromosome 
breaks as a risk marker for lung cancer: a case-control study with popula-
tion and hospital controls. Carcinogenesis. 2003;24:269–274.

	 20.	 Zheng YL, Loffredo CA, Alberg AJ, et al. Less efficient g2-m checkpoint 
is associated with an increased risk of lung cancer in African Americans. 
Cancer Res. 2005;65(20):9566–9573.

	 21.	 Olivo-Marston SE, Mechanic LE, Mollerup S, et al. Serum estrogen and 
tumor-positive estrogen receptor-alpha are strong prognostic classifiers of 
non-small-cell lung cancer survival in both men and women. Carcinogenesis. 
2010;31(10):1778–1786.

	 22.	 Prorok PC, Andriole GL, Bresalier RS, et al. Design of the Prostate, 
Lung, Colorectal and Ovarian (PLCO) Cancer Screening Trial. Control 
Clin Trials. 2000;21(6 suppl):273S–309S.

	 23.	 Stowe RP, Peek MK, Cutchin MP, et al. Plasma cytokine levels in a 
population-based study: relation to age and ethnicity. J Gerontol A Biol Sci 
Med Sci. 2010;65:429–433.

	 24.	 Enewold L, Mechanic LE, Bowman ED, et al. Serum concentrations of 
cytokines and lung cancer survival in African Americans and Caucasians. 
Cancer Epidemiol Biomarkers Prev. 2009;18(1):215–222.

	 25.	 Wojciechowska-Lacka A, Matecka-Nowak M, Adamiak E, et al. Serum 
levels of interleukin-10 and interleukin-6 in patients with lung cancer. 
Neoplasma. 1996;43(3):155–158.

	 26.	 Greene FL, Page DL, Fleming ID, et al., eds.; American Joint Committee 
on Cancer (AJCC). Cancer Staging Handbook. 6th ed. New York, NY: 
Springer; 2002.

	 27.	 Katki HA, Mark SD. Survival analysis for cohorts with missing covariate 
information. R News. 2008;8:14–19.

	 28.	 Mark SD, Katki HA. Specifying and implementing nonparametric and 
semiparametric survival estimators in two-stage (sampled) cohort studies 
with missing case data. J Am Stat Assoc. 2006;101:460–471.

	 29.	 Coussens LM, Werb Z. Inflammation and cancer. Nature. 2002;420
(6917):860–867.

	 30.	 Engels EA. Inflammation in the development of lung cancer: epidemio-
logical evidence. Expert Rev Anticancer Ther. 2008;8(4):605–615.

	 31.	 Hussain SP, Harris CC. Inflammation and cancer: an ancient link with 
novel potentials. Int J Cancer. 2007;121(11):2373–2380.

	 32.	 Lin WW, Karin M. A cytokine-mediated link between innate immunity, 
inflammation, and cancer. J Clin Invest. 2007;117(5):1175–1183.

	 33.	 Kamohara H, Ogawa M, Ishiko T, et al. Leukemia inhibitory factor func-
tions as a growth factor in pancreas carcinoma cells: involvement of regu-
lation of LIF and its receptor expression. Int J Oncol. 2007;30(4):977–983.

	 34.	 Takamori H, Oades ZG, Hoch OC, et al. Autocrine growth effect of IL-8 
and GROalpha on a human pancreatic cancer cell line, Capan-1. Pancreas. 
2000;21(1):52–56.

	 35.	 Lang K, Niggemann B, Zanker KS, et al. Signal processing in migrating 
T24 human bladder carcinoma cells: role of the autocrine interleukin-8 
loop. Int J Cancer. 2002;99(5):673–680.

	 36.	 Fujita K, Mondal AM, Horikawa I, et al. p53 isoforms Delta133p53 and 
p53beta are endogenous regulators of replicative cellular senescence. Nat 
Cell Biol. 2009;11(9):1135–1142.

	 37.	 Kuilman T, Michaloglou C, Vredeveld LC, et al. Oncogene-induced 
senescence relayed by an interleukin-dependent inflammatory network. 
Cell. 2008;133(6):1019–1031.

	 38.	 Ara T, Declerck YA. Interleukin-6 in bone metastasis and cancer progres-
sion. Eur J Cancer. 2010;46:1223–1231.

	 39.	 Mojtahedi Z, Khademi B, Hashemi SB, et al. Serum interleukine-6 con-
centration, but not interleukine-18, is associated with head and neck 
squamous cell carcinoma progression. Pathol Oncol Res. 2011;76(3):7–10.

	 40.	 Smith PC, Hobisch A, Lin DL, et al. Interleukin-6 and prostate cancer 
progression. Cytokine Growth Factor Rev. 2001;12(1):33–40.

	 41.	 Mouawad R, Rixe O, Meric JB, et al. Serum interleukin-6 concentrations 
as predictive factor of time to progression in metastatic malignant mela-
noma patients treated by biochemotherapy: a retrospective study. Cytokines 
Cell Mol Ther. 2002;7(4):151–156.

	 42.	 Henschke CI, Yankelevitz DF, Libby DM, et al. Survival of patients with 
stage I lung cancer detected on CT screening. N Engl J Med. 2006;355(17):
1763–1771.

Funding
Intramural Research Program of the National Institutes of Health, National 
Cancer Institute, Center for Cancer Research.

Notes
We thank Raymond Jones, John Cottrell, Donna Perlmutter, and Mark J. Krasna 
(currently at St Joseph Hospital, Towson, MD) at the University of Maryland 
and participating institutions for their contributions to the National Cancer 
Institute-Maryland (NCI-MD) study. We thank the members of the Prostate, 
Lung, Colorectal, and Ovarian (PLCO) Cancer Screening Trial Biology 
Committee, BioReliance (Rockville, MD), Westat (Rockville, MD), and the par-
ticipating institutions for their assistance in the PLCO study. We thank Karen 
Yarrick for bibliographic assistance. Cytokine assays were done by Helen Rager 
at the Clinical Services Program, under the direction of Dr William C. Kopp, at 
Science Applications International Corporation (SAIC)-Frederick, Inc.

The authors are solely responsible for the study design, data collection, 
analysis and interpretation of the data, writing the article, and decision to sub-
mit the article for publication.

Affiliations of authors: Formerly of Laboratory of Human Carcinogenesis, 
Center for Cancer Research, National Cancer Institute, Bethesda, MD (SRP); 
University of Medicine and Dentistry of New Jersey (UMDNJ) Robert Wood 
Johnson Medical School, Department of Medicine, Division of Medical 
Oncology, The Cancer Institute of New Jersey, New Brunswick, NJ (SRP); 
Laboratory of Human Carcinogenesis, Center for Cancer Research, National 
Cancer Institute, Bethesda, MD (LEM, EDB, CCH); Epidemiology and Genetics 
Research Program, Host Susceptibility Factors Branch, Division of Cancer 
Control and Population Sciences, National Cancer Institute, Bethesda, MD 
(LEM); Formerly of Department of Epidemiology, Johns Hopkins University 
Bloomberg School of Public Health, Baltimore, MD (LE); US Military Cancer 
Institute, Walter Reed Army Medical Center, Washington, DC (LE); Infections 
and Immunoepidemiology Branch (AKC, EAE), Biostatistics Branch (HAK) and 
Genetic Epidemiology Branch (NEC), Division of Cancer Epidemiology and 
Genetics, National Cancer Institute, Rockville, MD (AKC, EAE); Carcinogenesis, 
Biomarkers Epidemiology Program, Lombardi Comprehensive Cancer Center, 
Georgetown University, Washington, DC (Y-LZ).


