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Immune Dysfunction as Measured by the Systemic
Immune-Inflammation Index is Associated with the Sub-Type
of Minimal Residual Disease and Outcome in Stage II Colon
Cancer Treated with Surgery alone
Nigel P Murray1*, Ricardo Villalon2, Shenda Orrego3, Eghon Guzman3
Abstract
Objective: Within 5 years after curative surgery for stage II colon cancer 25% of patients will relapse due to
minimal residual disease (MRD). MRD is the net result of the biological properties of subpopulations of primary
tumour cells which enable them to disseminate, implant in distant tissues and survive and the immune system’s ability
to eliminate them. We hypothesize that markers of immune dysfunction such as the systemic inflammation index (SII)
are associated with the sub-type of MRD defined by bone marrow micro-metastasis (mM) and circulating tumour cells
(CTCs). A higher immune dysfunction being associated with a more aggressive MRD and worse prognosis. Methods
and Patients: Blood and bone marrow samples were taken to detect CTCs and mM using immunocytochemistry with
anti-CEA one month after surgery. The SII, absolute neutrophil, platelet and lymphocyte counts (ANC, APC, ALC)
were determined immediately pre-surgery and one month post-surgery. These were compared with the sub-types of
MRD; Group I MRD (-); Group II mM positive and Group III CTC positive; cut-off values of SII of >700 and >900
were used. Follow-up was for up to 5 years or relapse and survival curves using Kaplan-Meier (KM) were calculated.
Results: One hundred and eighty one patients (99 women) participated, mean age 68 years, median follow up 4.04
years; I: = 105 patients, II: N= 36 patients, III: N=40 patients. The SII significantly decreased post-surgery only in
Group I patients. The frequency of SII >700 and >900 was significantly higher in Group III, between Groups I and
II there was no significant difference. The SII was significantly associated with the number of CTCs detected. The
5-year KM was 98% Group I, 68% Group II and 7% Group III. Conclusions: The results of the study suggest that the
severity of immune dysfunction as determined by the SII is associated with differing sub-types of MRD and a worse
prognosis; increasing immune dysfunction is associated with a more aggressive CTC positive MRD sub-type; a more
severe immune dysfunction is associated with a higher number of CTCs detected.
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Introduction
Colon cancer is the fourth most common cancer
worldwide, representing 6.1% of all cancers and is the third
commonest cause of cancer mortality in males and females
(Bray et al., 2018). Stage II colon cancer as defined by the
American Joint Committee on Cancer (8th Edition) (Amin
et al., 2017), is a heterogeneous disease and up to 25% of
patients treated by surgery alone will develop metastasis
(Engstrom et al., 2009). Stage II patients have been
classified as low or high risk based on the pathological
findings in the surgical specimen; high risk tumours have
been classified as having one or more of the following
features; stage pT4, poorly differentiated tumour;

intestinal perforation; lympho-vascular / peri-neural
invasion; a high number of lymph nodes examined
and positive surgical margins (Provenzale et al., 2018;
Costas-Charvarti et al., 2019). The overall survival rates
vary significantly in stage II colon cancer patients, from
66.7% in those patients with stage IIA to 45.7% in those
with stage IIC (Gunderson et al., 2010).
In stage II patients who relapse after curative surgery
the development of metastasis is the result of occult tumour
dissemination prior to treatment. These disseminated
tumour cells that remain after curative surgery is termed
minimal residual disease (MRD). The presence of MRD
depends on two principal factors; firstly the biological
characteristics of differing tumour cells within the primary
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cancer, that is their ability to disseminate, survive in the
circulation, implant in distant tissues and survive in their
new environment. Secondly the ability of the host immune
response to eliminate these disseminated tumour cells.
Three groups of MRD can be identified, those patients
positive for bone marrow micro-metastasis have an
increased risk for delayed relapse, those with circulating
tumour cells (CTCs) detected in blood are at high risk of
early treatment failure and finally those patients negative
for both have a very high 5-year disease free survival
(Murray et al., 2020).
The systemic immune-inflammation index (SII) has
been proposed to reflect the balance between pro-tumour
inflammation and anti-tumour immune function such as
T-cytotoxic lymphocytes and thus serve as an index of
host immune status (Chen et al., 2017). It is based on the
absolute peripheral neutrophil, lymphocyte and platelet
counts and calculated using the formula SII=(N x P/L)
where N= absolute neutrophil count, P= absolute platelet
count and L=absolute lymphocyte count. An elevated
SII is the result of either an increased neutrophil and /or
platelet count or a decrease in the lymphocyte count. In
the published reports a high serum SII was associated with
an unfavourable prognosis, a decreased to time to relapse
and decreased progression free (PFS) and overall (OS)
survival (Chen et al., 2017; Yatabe et al., 2020).
We present the hypothesis that immune dysfunction
as determined by an altered SII is associated with a more
aggressive sub-type of MRD and thus is one reason for
a worse prognosis. The study was designed to determine
if the SII pre and post-surgery was associated with the
sub-type of MRD and patient outcome.

USA) according to the manufacturer’s instructions and
re-suspended in 100μl of autologous plasma. 25μl aliquots
of cell suspension were used to prepare 4 slides (sialinized,
DAKO, USA), air dried for 24 hours and finally fixed using
a solution of 70% ethanol, 5% formaldehyde and 25%
phosphate buffered saline (PBS) pH 7.4 (DAKO, USA)
for five minutes and washed twice with PBS.
The slides were processed within one hour of fixation
and incubated with monoclonal anti-CEA clone 11-7
(DAKO, USA) for one hour at room temperature. CTCs
were identified using an alkaline phosphatase-anti-alkaline
phosphatase based system (LSAB2, DAKO, USA)
with neofuschin as the chromogen. Positive samples
underwent a second process using anti-CD45 clone 2B11
+ PD7/26 (DAKO, USA); incubated for one hour at room
temperature and identified using a peroxidase based system
(LSAB2, DAKO, USA) with DAB (3,3´diaminobenzadine
tetrachloride) as the chromogen.
A CTC was defined according to the morphological
criteria of ISHAGE (Borgen et al., 1999), as a nucleated
cell expressing CEA but not CD45. A positive test was
defined as the detection of at least one cell/8ml venous
blood (Figures 1 and 2).

Materials and Methods
A prospective observational single centre study of
consecutive patients referred for evaluation of minimal
residual disease between January 2007 and December
2014 and who complied with the following inclusion
criteria: Pathological Stage II colon cancer, negative
surgical margins, negative CT scan of thorax, abdomen
and pelvis for metastasis. The study complied with the
STROBE guidelines on cohort studies
For each patient, after giving written informed consent,
the following were recorded; age, sex, date of surgical
treatment, depth of primary tumour invasion (T), and nodal
infiltration (N) of the TNM classification (Gunderson et
al., 2010). Lympho-vascular and peri-neural infiltration
in the primary tumour was recorded as present or absent
and the grade of differentiation recorded as well, moderate
or poor.
CTC detection
Blood samples were collected one month after curative
surgery; the first 5ml was discarded to prevent possible
contamination by epithelial cells and the second 8ml was
collected into tubes containing EDTA (Becton- Vacutainer®,
USA). The samples were transported at room temperature
and processed within 24 hours.
Mononuclear cells were obtained using differential gel
centrifugation with Histopaque 1,077® (Sigma-Aldrich,

2392

Asian Pacific Journal of Cancer Prevention, Vol 22

Figure 1. Two CTCs Staining Positive for CEA (red) and
Negative for Membrane CD45.

Figure 2. Leukocyte Negative for CEA and Positive for
Membrane CD45 (Brown)
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Bone marrow micro-metastasis detection
Using sedation with intravenous midazolam and
anaesthesia local with 2% lidocaine a bone marrow
biopsy was taken from the posterior superior iliac crest
one month after surgery and the sample used to prepare
four ”touch preps” using sialinized slides (DAKO, USA).
All four slides were processed as described for CTCs, a
micro-metastasis was defined as cells staining positive for
CEA and negative for CD45 (Figures 3 and 4).
The patients were divided into three MRD sub-groups
according to the presence or absence of CTCs and bone
marrow micro-metastasis. Group I negative for both CTCs
and micro-metastasis patients; Group II CTC negative,
micro-metastasis positive; Group III CTC positive with
or without bone marrow micro-metastasis detected.
Systemic Inflammatory Index
A full blood count was taken at the same time as
the same for CTC analysis and the absolute neutrophil,
platelet and lymphocyte counts were determined (Siemens
autoanalyzer) and the SII calculated as the absolute
neutrophil count x absolute platelet count/absolute
lymphocyte count. A cut off value of >700 and >900,
based on previously reported studies, was used to analyse
the differing parameters (Dong et al,. 2020).
Follow-up
Patients were followed up three monthly for the
first 2 years, then six monthly until five years. Relapse
was defined as a new lesion detected on CT scanning of
thorax, abdomen or pelvis. The patients were followed
up until 5 years or until relapse, the date of the CT scan
detecting relapse was used to define the time to treatment
failure. Patients were censured at the time of relapse or
after 5 years of disease free progression.
Study end point: The primary study end point was
the presence of treatment failure defined as a positive
imaging study using CT scanning of the thorax, abdomen
and pelvis. The secondary end point was the restricted
mean time to failure after primary treatment defined as
the time from surgery to the first appearance of an image
consistent with metastasis on CT scanning.

Figure 3. Bone Marrow Micro-Metastasis Staining
Positive for CEA (red) and Negative for Membrane
CD45.

Statistical Analysis
The analysis was performed using the program Stata
(Stata/SE 14.0 for Windows, Stata Corp Lp, 20159),
describing according to the nature and distribution of the
quantitative and ordinate variables with measurements
of central tendency (mean and median) and of dispersion
using the inter-quartile range (IQR) and standard deviation
(SD). The Shapiro-Wilk Test was used to define the
null hypothesis with respect to the normal distribution.
The nominal dichotomous variables were described as
proportions with their respective confidence intervals.
The three MRD prognostic groups were compared for
age, sex, primary tumour differentiation, lymphovascular
infiltration, peri-neural infiltration and serum CEA
pre-surgery. The Kruskal–Wallis test was used to test
whether samples originated from the same distribution
and the Pearson’s chi-squared test was used to compare
frequencies between MRD sub-groups. A p value <0.05
was taken to signify statistical significance and all tests
were two tailed. A SII cut-off value of 700 and 900
was used to determine high and low risk patients and
compare with the different clinical-pathological and MRD
parameters.
A nonparametric survival analysis was performed at
three and five years of follow-up to determine the DFS
(Kaplan-Meier) and median DFS of the whole cohort and
by MRD sub-groups. The Restricted Mean Survival Time
(RMST) for treatment failure was determined for five
years of follow-up for the whole cohort and by prognostic
group. The RMST establishes the expected time to relapse
during the 5-year observation period and its value is the
area under the Kaplan-Meier nonparametric survival curve
(Royston, Parmar., 2013; A´Hern., 2016).
Ethical Considerations: The study was approved by
the local ethics committee and all patients signed written
informed consent.

Results
One hundred and eighty one patients participated in
the study between January 2007 and December 2014;
the last follow up was completed in October 2018. The

Figure 4. Bone Marrow Staining negative for CEA
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Table 1. Systemic Inflammatory Index Pre and Post Surgery According to Minimal Residual Disease Subtype
Group I
MRD negative
N=105

Group II
CTC (-) mM (+)
N=36

Group III
CTC (+)
N=40

p=value

Pre-surgery

752 (575-1081)

561 (500-897)

1174 (647-1274)

NS

Post-surgery

617 (380-816)

687 (450-919)

947 (647-12363)

I vs III p=0.04

p=0.56

p=0.34

p=0.66

II vs III p=0.03

SII Median (IQR)

I vs II p=0.73
Nº CTCs post-surgery
0

617 (380-816)

0 vs 1-2 p=0.049

1-2

739 (634-1081)

0 vs ≥3 p=0.4

≥3

1084 8947-2032)

1-2 vs ≥3 p=0.04

SII >700
Pre-surgery

43 (41%)

12 (33%)

26 (70%)

I vs II p=0.54ª
I vs III p=0.003ª
II vs III p=0.003ª

Post-surgery

28 (27%)

14 (39%)

26 (65%)

I vs II p=0.39ª

p=0.04ª

p=0.89ª

p=0.81ª

I vs III p=0.01ª
II vs III p=0.04ª

SII >900
Pre-surgery

37 (35%

10 (28%)

26 (65%)

I vs II p=0.48ª
I vs III p=0.003ª
II vs III p0.003ª

Post-surgery

22 (21%)

12 (33%)

24 (60)

I vs II p=0.20

p=0.03ª

p=0.79ª

p=0.82ª

I vs III p=0.001ª
II vs III p=0.03ª

CTC, circulating tumour cell; mM, micro-metastasis; SII, systemic inflammatory index; IQR, inter-quartile range; ª, Pearsons chi squared test;
NS, not significant

minimum and maximum follow up times were 0.6-5.0
years with a median of 4.0 years (IQR 2.7 years). 82 (46%)
of the cohort were male and the median age for the study
population was 68 years (IQR 16 years). The median SII
was 753 (IQR 551-1135) and 667 (IQR 449-996) pre and
post surgery respectively with no significant difference
between pre and post-surgical values for the cohort as a
whole (p=0.54).
One hunded and five patients (58%) formed Group I,
36 patients (20%) Group II and 40 patients (22%) Group
III. Of the study group 53 (29%) patients relapsed. There
were no significant differences between the median SII
pre or post-surgery when comparing patients who relapsed
with those who did not; 870 (IQR 538-1224) versus 753
(565-1029) (p=0.11) pre-surgery and 919 (IQR 530-1090)
versus 618 (380-910) (p=0.72) post-surgery respectively.
Association of SII and MRD (Table 1)
There were no significant differences in the median
SII when comparing pre and post-surgery values for each
MRD sub-group. Nor was there a significant difference
in the median SII between the different MRD subgroups
pre-surgery. However, one month post-surgery there were
significant differences in the SII between MRD subgroups.
Patients in Group III had a significantly higher
median SII post surgery than either Group I 947 versus
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617 (p=0.04) and Group II 947 versus 687 (p=0.03)
respectively. There was no significant difference between
Group I and Group II (p=0.73). In Group III patients the
number of CTCs detected was positively associated with
the SII; the sub-group with 1-2 CTCs/blood sample had
a significantly lower median SII compared with patients
with ≥ 3 CTCs/blood sample 739 (IQR 634-1081) versus
1084 (IQR 947-2032) respectively (p<0.05).
Using a SII >700 as a cut-off value (Table 1)
There was no significant difference in the frequency of
patients with a SII >700 comparing pre and post-surgery
values for each positive MRD sub-type (Groups II and
III). However in patients MRD negative, the frequency
of patients with a SII > 700 significantly decreased
after curative surgery from 41% to 27% (p=0.04). The
frequency of patients in Group III with a SII >700 was
significantly higher both pre and post-surgery when
compared to Groups I and II; there was no significant
difference between Groups I and II.
Using a SII > 900 as a cut-off value (Table 1)
There was no significant difference in the frequency of
patients with a SII >900 comparing pre and post-surgery
values for each positive MRD sub-type (Groups II and
III). However in patients MRD negative, the frequency
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Figure 5. Five Year Progression Free Survival Curves according to Minimal Residual Disease Sub-Type. CTC,
circulating tumor cell; mM, micro-metastasis; Observed survival, Kaplan-Meier Survival
of patients with a SII > 900 significantly decreased
after curative surgery from 35% to 21% (p=0.03). The
frequency of patients in Group III with a SII >900 was
significantly higher both pre and post-surgery when
compared to Groups I and II; there was no significant
difference between Groups I and II.
Disease free progression survival according to MRD
sub-type
Table 2 and Figure 5 show the 5-year observed
(Kaplan-Meier) progression free survival (PFS) and the
restricted mean progression free survival time at. Patients
in Group I had a PFS of 98% with a RMST of 4.9 years to
progression; this was superior to patients in Group II who
had a PFS of 62.7% and a similar RMST of 4.12 years.
Group III patients had a much worse prognosis with a PFS
of only 7% and a RMST of 1.7 years.
Table 2. Five Tear Observed Progression Free Survival
(Kaplan-Meier) and Restricted Mean Survival Time
(RMST) According to Minimal Residual Disease
Sub-Type
Variable Predictor

I CTC (-) mM (-)
N=105

% PFS 5 years
Kaplan-Meier
(95% CI)

Observed RMST
5 years
(95% CI)

98.1%

4.91 years

(87.1-99.7%)

(4.76-5.08)

Prognostic Group
II CTC (-) mM (+)
N=36
III CTC (+)
N=40

62.7%

4.12 years

(37.3-80.2%)

(3.55-4.70)

7.0%

1.71 years

(0.5-26.2%)

(1.19-2-23)

%, percentage; CI, confidence interval; CTC, circulating tumour cell;
mM, micro-metastasis; RMST is the area under the Kaplan-Meier
survival curve determined by the

Discussion
MRD is the net result of the biological characteristics
of the primary tumour cancer cells and the immune
response to cancer. The primary tumour not only is the
source of disseminated tumour cells but also is responsible
for preparing the pre-metastatic niche (Zhao et al., 2018)
and modulating the host immune system (Whiteside.
2013). Even in stage IV disease removal of the primary
tumour has been reported to increase overall survival and
decrease or normalize immune dysfunction (Ahmen et al.,
2014; Gulack et al., 2016). In this study of stage II patient’s
removal of the primary tumour did not significantly
change the SII in the cohort as a whole, nor was there a
significant difference in the SII of patients who relapsed
compared with those who did not. Pre-surgery there was
no significant difference in the SII between MRD subgroups. This could be explained by the fact that the effect
of the primary tumour on the SII was much greater than
whatever effect caused by the presence of disseminated
tumour cells.
However, post surgery where the effect of the
primary tumour had been eliminated revealed significant
differences in the SII between MRD sub-groups. In
Group I MRD negative patients the SII significantly
decreased following surgical resection, this was not
seen in Groups II and III. This suggests that residual
micro-metastatic tumour cells are still able to exert an
immunosuppressive effect as seen by an unchanged
SII. Comparing MRD subtypes with the SII, Group III
(CTC positive MRD) patients had a significantly higher
SII when compared with MRD negative (Group I) and
patients with micro-metastasis positive MRD (Group II).
This suggests that the immune dysfunction is significantly
worse in CTC positive patients, whereas those with only
micro-metastasis had a similar immune function as in
Asian Pacific Journal of Cancer Prevention, Vol 22
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MRD negative patients. This was similarly seen in the
frequency of patients with a SII higher than 700 and
900. Group III patients had the worse progression free
survival and shortest mean time to disease progression.
Both a higher SII (Chen et al., 2017; Dong et al,. 2020;
Yatabe et al., 2020) and the presence of CTCs ( Rabhari
et al., 2010; Tsai et al., 2016) have been reported to be
associated with a worse prognosis. An association between
immune dysfunction and the number of CTCs has been
reported in patients with metastatic breast cancer (Green
et al., 2013) but not in patients with colon cancer. The
results presented here imply that immune dysfunction
and the presence of CTCs is associated, with increasing
immune dysfunction being associated with an increased
number of CTCs. The resulting immune dysfunction
caused the presence of residual tumour cells permitting
the escape of CTCs from immune destruction. However,
patients with only micro-metastasis had a similar SII as
MRD negative patients, this suggests that the biological
properties of these tumour cells were unable to produce
immune dysfunction as in Group III patients. From the
Kaplan-Meier survival curves it can be seen that Group II
patients have a similar survival curve as Group I patients
for the first two years after surgery. Thus it may not be
surprising that one month after surgery the SII values
were similar. Although beyond the scope of this study it
is possible that with time immune dysfunction increases,
as a result of clonal evolution of the tumour cells and
thus permits disease progression. Differing from Group
I patients, in Group II patients there was no decrease in
immune dysfunction as a result of surgical resection,
implying that although the micro-metastasis were able to
maintain the immune dysfunction it was not sufficient to
cause the appearance of CTCs. In breast cancer it has been
reported that there is a correlation between the number of
disseminated tumour cells detected in bone marrow and
T-cell dysfunction, possibly through the production of
immunosuppressive cytokines (Campbell et al,. 2005).
This immune dysfunction may permit the survival of
micro-metastasis without causing disease progression,
this is clinically termed dormancy where the patient is
asymptomatic and with no evidence of disease but later
relapses. In experimental mouse models the ablation
of T-lymphocytes accelerates the re-activation and
proliferation of disseminated tumour cells and subsequent
development of metastasis (Betts et al,. 2012; Eyles et al,.
2010). This may explain why the presence of bone marrow
micro-metastasis arte associated with a worse outcome in
stage I-III colon cancer (Viehl et al,. 2017).
It is important to acknowledge the limitations of the
study; firstly, we used an in house method for the detection
of CTCs. The detection of CTCs is method dependent,
the frequency of CTCs detected in patients with localized
colon cancer using the EpCAM (Epithelial Cell Adhesion
Molecule) based CellSearch® system has been reported
to be between 5-25% (Tsai et al,. 2012) whereas the
size based Metacell® system detected CTCs in 80%
of stage II patients (Eliasova et al,. 2017). Comparing
flow-cytometry, CellSearch®, quantatitivereal time PCR
and cytomorphology, cytomorphology
showed the least sensitivity and specificity in detecting
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CTCs, there were no significant differences between the
other three methods (Bahnassay et al, 2017). Comparing
RT-PCR with CellSearch® CTCs were detected in 75%
versus 20% respectively and only 14% using gene
mutation analysis (Gervasoni et al,. 2011). The method
we used would not detect CEA negative CTCs and
bone marrow micro-metastasis but has the advantage
of being relatively cheap and although it is 10-100 fold
less sensitive than RT-PCR based methods it could
be implemented in the routine laboratory of a general
hospital. We suggest that the sensitivity may not be a
limiting factor, the important question is clinical utility.
As yet, independent of the method used to detect tumour
cells, there is not an established lower limit of detection
with regards to predicting future relapse. Detecting every
cancer cell may not be important; patients post allogeneic
bone marrow transplantation for leukemia may have very
small numbers of leukemic cells detected by RT-PCR in
bone marrow samples but remain in remission for many
years. Furthermore these leukemia cells may survive
for prolonged periods before being eradicated by host
defenses (Cross, 1998). As such ultra-sensitive methods to
detect tumor cells may over-estimate clinically important
minimal residual disease in patients with solid tumours.
The method we used was manual and thus inter- and intraobserver variability is higher when compared to automatic
or semi-automatic methods. For this reason we used a
postive-negative based classification system rather than
a cut-off value of x CTCs/sample as used, for example, in
the CellSearch® system to limit this potential variability.
In conclusion, the results of the study suggest that a)
the different sub-types of MRD have differing PFS and
mean times to treatment failure, corresponding to early
and late failure.; b) the severity of immune dysfunction as
determined by the SII is associated with differing sub-types
of MRD and a worse prognosis; c) increasing immune
dysfunction is associated with a more aggressive MRD
sub-type, that of CTC positive MRD. Higher numbers
of CTCs detected are associated with a more severe
immune dysfunction and d) that immune dysfunction has
an important role in the type of MRD and prognosis of
patients with stage II colon cancer. These results warrant
further studies in a larger number of patients.

Author Contribution Statement
Concept - N.P.M.; Design - N.P.M. RV; Supervision
- N.P.M., RV.; Resources - N.P.M.; Materials - N.P.M.,
RV; Data. Collection and/or Processing – RV, EG, SO,;
Analysis and/or Interpretation - N.P.M., RV.,; Literature
Search-SO, EG,; Writing Manuscript-NPM, RV,; Critical
review-SO, EG,; Final Approval- NPM,; RV,; SO,; EG.

Acknowledgements
The authors wish to thank Mrs Ana Maria Palazuelos
for her help in the writing of the manuscript.
Funding Statement
A Western Metropolitan Health Authority Research
Grant supported the research.

DOI:10.31557/APJCP.2021.22.8.2391
SII, MRD and Outcome in Colon Cancer

Ethical Considerations
The study was approved by the local ethics committee
(Western Metropolitan Health Authority) and fully
complied with the Declaration of Helsinki and Chilean law
on patient’s rights. All patients provided written informed
consent prior to their participation.
Availability of data
Due to the Chilean law on patient’s rights the data are
not publically available.
Study Register
The study was not registered in any registering dataset
Conflict of Interest
The authors report no conflicts of interest

References
A´Hern RP (2016). Restricted mean survival time: An obligatory
end point for time to event analysis in cancer trials?. J Clin
Oncol, 34, 3474-6.
Ahmen S, Leis A, Fields A, et al (2014) Survival impact of
surgical resection of primary tumor in patients with stage
IV colorectal cancer: results from a large population-based
cohort study. Cancer, 120, 683-91
Amin MB, Greene FL, Edge SB, et al (2017). The eighth edition
AJCC Cancer Staging Manual: continuing to build a bridge
from a population based to a more “personalized” approach
to cancer staging. CA Cancer J Clin, 67, 93-9.
Bahnassy AA, Salem SE, Mohanad M, et al. (2018) Prognostic
significance of CTCs in Egyptian non-metastatic colorectal
cancer detection: (flow-cytometry, CellSearch, quantitative
real-time PCR and cytomorphology. Exp Mol Pathol, 106,
90-101.
Betts G, Jones E, Junaid S, et al (2012) Suppression of tumour
specific CD4 + T cells by regulatory T cells is associated
with progression of human colon cancer. Gut, 61, 1163-71.
Borgen E, Naume B, Nesland JM, et al (1999) Standardization
of the immunocytochemical detection of cancer cells in bone
marrow and blood, Establishment of objective criteria for the
evaluation of immunostained cells. Cytotherapy, 5, 377-88.
Bray F, Ferlay J, Soerjomataram I, et al (2018) Global cancer
statistics 2018: GLOBOCAN estimates of incidence and
mortality worldwide for 36 cancers in 185 countries. CA
Cancer J Clin, 68, 394-424.
Campbell MJ, Scott J, Maecker HT, Park JW, Esserman LJ
(2005) Immune dysfunction and micrometastasis in women
with breast cancer. Breast Cancer Res Treat, 91, 163-71.
Chen JH, Zhai ET, Yuan YJ, et al (2017). Systemic immuneinflammation index for predicting prognosis of colorectal
cancer. World J Gastrol, 34, 6261-72.
Costas-Chavarti A, Nandakumar G, Temin S, et al (2019).
Treatment of patients with early-stage colorectal cancer.
ASCO resource-startified guideline. J Glob Oncol, 5, 1-19.
Cross NC (1998). Minimal residual disease in chronic myeloid
leukaemia. Hematol Cell Ther, 40, 224-8.
Dong M, Shi Y, Yang J, et al (2020). Prognostic and
clinicopathological significance of systemic immuneinflammation index in colorectal cancer: a meta-analysis.
Ther Adv Med Oncol, 12, 1-14.
Eliasova P, Pinkas M, Kolostova K, Gurlich R, Bobek V
(2017). CTCs in different stages of colorectal cancer. Folia
Histochemica et Cytobiologica, 55, 1-5.
Engstrom PF, Arnoletti JP, Benson AB, et al (2009). NCCN

clinical practice guidelines in oncology: colon cancer. J Natl
Compr Canc Netw, 7, 778-831.
Eyles J, Puaux AL, Xang X, et al (2010). Tumor cells disseminate
early, but immunosurveillance limits metastatic outgrowth,
in a mouse model of melanoma. J Clin Invest, 120, 2030-9.
Gervasoni A, Sandri MT, Nascimbeni R, et al (2011).Comparison
of three distinct methodsfor the detection of CTCs in
colorectal cancer patients. Oncol Rep, 25, 1669-703.
Green TL, Cruse JM, Lewis RE (2013). Circulating tumor cells
(CTCs) from metastatic breast cancer patients linked to
decreased immune function and response to treatment. Exp
Mol Pathol, 95, 174-9.
Gulack BC, Nussbaum DP, Keenan JE, et al (2016). Surgical
resection of the primary tumor in stage IV colorectal cancer
without metastasectomy is associated with improved overall
survival compared with chemotherapy/radiation therapy
alone. Dis Colon Rectum, 59, 299-305.
Gunderson LL, Jessup JM, Sargent DJ, Greene FL, Stewart AK
(2010). Revised TN categorization for colon cancer based on
national survival outcomes data. J Clin Oncol, 28, 264-71.
Murray NP, Aedo S, Villalon R, et al (2020). Subtypes of minimal
residual disease and outcome for stage II colon cancer treated
by surgery alone. Ecancermedicalscience, 14, 1119.
Provenzale D, Gupta S, Ahnen DJ, et al (2018). NCCN guidelines
insights: colorectal cancer screening, version 1.2018. J Natl
Compr Canc Netw, 16, 939-49.
Rahbari NN, Aigner M, Thorlund K, et al (2010). Meta-analysis
shows that detection of circulating tumour cells indicates poor
prognosis in patients with colorectal cancer. Gastroenterol,
138, 1714-26.
Royston P, Parmar MK (2013). Restricted mean survival time:
an alternative to the hazard ratio for the design and analysis
of randomized trials with a time-to-event outcome. BMC
Med Res Methodol, 13, 152.
Tsai WS, Chen JS, Shao HJ, et al (2016). CTC count correlates
with colorectal neoplasmprogression and is a prognostic
marker for distant metastasis in non-metastatic patients. Sci
Rep, http://doi.org: 10.1038/srep/24517.
Viehl CT, Weixler B, Guller U, et al (2017). Presence of bone
marrow micro-metastasis in stage I-III colon cancer patients
is associated with worse disease free and overall survival.
Cancer Med, 6, 918-27.
Whiteside TL (2013). Immune modulation of T-cell and NK
cell activities by tumour derived exosomes. Biochem Soc
Trans, 41, 245-51.
Yatabe S, Eto K, Haruki K, et al (2020). Signification of systemic
immune-inflammation index for prediction of prognosis after
resecting in patients with colorectal cancer. Int J Colorectal
Dis, http//:doi.org/10.1007/s00384-020-03615-w.
Zhao H, Achreja A, Iessi E, et al (2018). The key role of
extracelular vesicles in the metastatic process. Biochem
Biophys Acta, 1869, 64-77.

This work is licensed under a Creative Commons AttributionNon Commercial 4.0 International License.

Asian Pacific Journal of Cancer Prevention, Vol 22

2397

