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Decreased Expression of Claudin-1 in Rectal Cancer:
A Factor for Recurrence and Poor Prognosis
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Abstract. Aim: To investigate the potential involvement of
claudin-1 (CL-1) in the tumorigenesis of rectal cancer by
analyzing the correlation between CL-1 expression,
clinicopathological factors and prognosis. Patients and
Methods: Rectal cancer tissue specimens from 306 patients
that had undergone surgical treatment were evaluated using
immunohistochemical analysis for expression of CL-1 and
correlated with clinicopathological factors. Results: A
reduced expression of CL-1 (less than 30% of tumor cells
strongly, positively stained) correlated significantly with poor
prognosis in stage Il and IIl rectal cancer. Moreover, the
expression levels of CL-1 correlated significantly with tumor
differentiation and perineural invasion (p=0.037 and 0.009,
respectively). However, no significant differences were
detected between the expression levels of CL-1 and other
clinicopathological factors. Conclusion: Loss of claudin-1
expression is a strong predictor of disease recurrence and
poor patient survival in stage Il and Il rectal cancer.

Claudin-1 (CL-1) and claudin-2 (CI-2) are transmembrane
proteins which are an integral component of tight junction
strands (1). The altered expressions of some claudins (CLs)
have been found in many types of human cancer, such as
breast, ovary, prostate, liver, stomach and colon (2, 3). CLs
have also been identified as potential targets in the
development of molecular-based strategies for diagnosis (4),
prediction of progression (5), disease recurrence (6), cell
invasion and metastasis (7-11), as well as for the
improvement of therapeutic strategies (12). Recent studies
have implicated CLs in tumorigenesis, cancer cell invasion
and migration (13).
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The up-regulated expression of CL-1 has been seen in
colorectal cancer (CRC) (14, 15). The loss of function of the
tight junction proteins (TJPs) in CRC (16) is believed to
increase the access of tumor cells to nutrients and signaling
peptides (17), down-regulate cell-to-cell adhesion and
increase motility and metastasis (18, 19). It has also been
seen that (3-catenin and CL-1 co-localize in the nucleus of
many metastatic colonic adenocarcinomas (20). The
differential expression of genes encoding TJPs, which
increases the metastatic potential of tumor cell lines (22), has
also been reported in CRC (6, 21).

CL-1 expression has been reported to have a prognostic
value in CRC (14, 15, 21). Resnick et al. (23) reported that
CL-1 expression was a positive prognostic indicator and
correlated with lower tumor grade, absence of lymphovascular
invasion and increased patient survival in stage II colonic
cancer. But the relationship between CL-1 expression and
prognosis in rectal cancer has not yet been examined.

The aim of this study was to analyze the correlation
between the expression of CL-1 in rectal cancer tissues and
clinicopathological factors and to investigate the
effectiveness of CL-1 as a possible prognostic marker in
rectal cancer patients.

Patients and Methods

Patients and tissue samples. A total of 306 patients with rectal
cancer who had undergone surgical treatment at Kurume University
Hospital in Fukuoka, between January 1999 and December 2007
were included in the study. Informed consent was obtained from all
the patients prior to surgical resection. The study was approved by
the Institutional Review Committee for Research on Human
Subjects, at Kurume University Hospital. Clinical follow-up was
performed for the duration of patient survival. Patients were
classified as having no evidence of disease or having evidence of
relapse. Relapse was defined as local recurrence or the development
of distant metastasis.

Histopathology. After surgery, tumor specimens, the resection

margin and lymph nodes were fixed in formalin and embedded in
paraffin. Hematoxylin and eosin-stained sections were reviewed to
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Table 1. Patient demographics.

Variable TNM stage Total
0 I 11 I v
Patients (n) 13 60 100 85 48 306
Mean age, years 61 64 65 64 61 64
(range) (42-70) (32-84) (32-89) (29-87) (38-76) (29-89)
Gender
Female 7 29 30 27 14 107
Male 6 31 70 58 34 199
Localization of tumor
RS 0 9 26 35 14 84
Ra, Ra > Rb 1 14 31 23 19 88
Rb, Rb > P 12 37 41 26 12 128
P 0 0 2 1 3 [§
Primary tumor
Tis 13 0 0 0 0 13
Tl 0 20 0 4 1 25
T2 0 40 0 9 2 51
T3 0 0 72 44 21 137
T4 0 0 28 28 24 80
RO 13 60 100 85 0 258
R1,R2 0 0 0 0 48 48
Tumor type
Tub 1,2 13 59 96 79 40 287
Poor, muc, sig 0 1 4 6 8 19

RS: Rectosigmoid, Ra: rectum above peritoneal reflection, Rb: rectum below peritoneal reflection, P: anal canal, Ro: no residual tumor, R1:
microscopic residual tumor, R2: macroscopic residual tumor, Tub: tubular adenocarcinoma, Poor: poorly differentiated adenocarcinoma, muc:
mucinous adenocarcinoma, sig: signet-ring cell carcinoma, Tis: carcinoma in situ: intraepithelial or invasion of lamina propria, T1: tumor invades
submucosa, T2: tumor invades muscularis propria, T3: tumor invades through the muscularis propria into the subserosa, or into non-peritonealized
pericolonic or perirectal tissues, T4: Tumor directly invades other organs or structures and/or perforates visceral peritoneum.

establish the pathological diagnosis. Tumor differentiation and the
degree of invasion were examined by pathologists and
histopathological classification was performed according to the
General Rules for Colorectal Cancer Study (24) and/or TNM. The
patient clinical information is summarized in Table I.

Immunohistochemistry. Immunohistochemistry was performed as
described in our previous studies (14, 25). The tissue sections were
stained with monoclonal antibodies (diluted at 1:400) against CL-1
(Zymed Laboratories Inc., San Francisco, CA, USA). The sections
were stained using a BenchMark XT device IHC automated system
(Ventana medical systems, Tucson, Arizona, USA).

Quantification of immunostaining. To evaluate the cytoplasmic
staining intensity, an intensity score (IS) was used as follows: zero
staining intensity was scored as 0, marginal intensity as +1, medium
intensity as +2 and strong intensity as +3 (Figure 1) (26). At the
same time, the immunoreactivity of the membranous CL-1
expression was also scored by estimating the percentage of strongly
positive tumor cells (PS), termed CL-1 PS (27) (Figure 2). All the
immunohistochemical studies were evaluated by two experienced
observers who were blinded to the condition of the patients.

Statistical analysis. Statistical analysis was performed using JMP
version 8.0 (SAS Institute, Cary, NC, USA). Statistical comparisons
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were made using Fisher’s exact test, the chi-square test or the
Wilcoxon rank-sum test, depending on the type of data. Values of
p<0.05 were considered to indicate statistical significance.

The relationships between CL-1 expression and overall (OS) and
disease-free survival (DFS), as well as between other
clinicopathological findings and molecular markers, were examined
using the Kaplan-Meier method and the log-rank test. Hazard ratios
were estimated by Cox regressions.

Results

Patient clinical course. For the rectal cancer patients, the
median duration of follow-up after surgery was 38 months,
with a range of 1-123 months over all stages. Relapse was
diagnosed in 21.1% of the patients and the five-year survival
rate was 86.2% in both stage II and III patients.

Expression of CL-1 protein in human rectal cancer tissue
specimens. The CL-1 expression was correlated with the
CL-1 PS as shown in Figure 3. Figure 4A shows the CL-1
expression in terms of the IS at all cancer stages. No
significant correlation was detected. Surprisingly, positive
cases (1+, 2+ and 3+) were not as common in stage IV as in
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Figure 1. Representative examples of histological and immunohistological staining. Left panel: HE staining. Right panel: CL-1. A: Well-differentiated
adenocarcinoma, CL-1 IS=3. B: Moderately differentiated adenocarcinoma, CL-1 IS=2. C: Signet-ring cell adenocarcinoma, CL-1 1S=1. D:
Moderately differentiated adenocarcinoma, CL-1 IS=0. Magnification: x200. IS: Intensity score.

Figure 2. CL-1 PS scoring system. Red frames indicate strongly positive staining regions. Magnification: x20.

the other stages. On the other hand, in the group where PS was
<30%, CL-1 PS showed increased correlation with disease
stage in the same cases, while correlation decreased in the
30%<PS<60% group (Figure 4B).

Using these results, the cut-off value of the CL-1 PS was
determined by means of a receiver operating characteristic
(ROC) curve, fitted using JMP software. The cut-off value
was determined to be at 30%.

Correlation between CL-1 expression and
clinicopathological features. The patients were divided into
two groups: those with a CL-1 PS of 30% or less and those
with a CL-1 PS >30%. As shown in Table II, using
multivariate analysis, the expression of CL-1 significantly
correlated with tumor differentiation and perineural invasion
(PNI) (»p=0.037 and 0.009, respectively). Surprisingly, no
significant differences were detected between the expression
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Strongly CL-1-positive tumor cells (%)

Figure 3. Correlation between the percentage of cells positive for membranous CL-1 (CLI-PS) and the intensity of cytoplasmic CL-1 expression in
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tumor tissue (p<.001, Spearman rank correlation analysis).

Table II. Analysis of patient characteristics and CL-1 expression.

p-Value
Variable CL-1 Chi- Odds 95% Multivariate  Univariate
PS <30% PS >30% square ratio CI analysis analysis
Mean age and (range in years) 64.5 (29-89) 62.7 (33-89) - - - - 0.155
Gender
Female/male 61/102 46/97 - - - - 0.400
TNM stage
0,1, 11 81 92 0.00 1.037 —1.141-1.021 0.972 0.011
I, IV 82 51
Tumor location
RS, Ra,Ra>Rb 91 81 - - - - 0.909
Rb,Rb > P, P 72 62
T Category
Tis, T1, T2 48 41 - - - - 0.900
T3, T4 115 102
Tumor type
Tubl, 2 147 140 5.38 3.940 —1.435-0.100 0.037 0.007
Poor, muc, sig 16 3
Lymph node metastasis
N - 84 94 0.02 1.139 -1.068-1.029 0.899 0.015
N+ 79 49
Lymphatic invasion
- 64 78 1.74 1.429 —0.445-0.087 0.187 0.011
+ 98 65
Venous invasion
- 29 32 0.22 0.858 -0.241-0.394 0.636 0.320
+ 134 111
Perineural invasion
- 132 136 6.82 3453 —1.120-0.177 0.009 <0.001
+ 31 7
CEA (ng/ml)
<5 78 68 - - - 0.724
=5 72 69

T: Primary tumor, N: regional lymph nodes, CEA: carcinoembryonic antigen; other abbreviations as Table I.
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Figure 4. CL-1 expression at each cancer stage. A: Staining intensity score (IS) of cytoplasm: no staining=0; marginal staining=1; medium
staining=2 and strong staining=3. B: Percentage of strongly CL-1-positive membrane-stained tumor cells.
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Figure 5. A: Overall survival rates at stages Il and Ill. B: Disease-free survival rates at stages II and I1I.

levels of CL-1 and other clinicopathological factors, such as
age, sex, tumor location, T category, lymph node metastasis
and preoperative serum carcinoembryonic antigen (CEA)
level. Univariate analysis of recurrence revealed a
significant association with tumor differentiation (p=0.007),
lymphatic invasion (p=0.048), PNI (p=0.001), preoperative
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CEA level (p=0.01) and low levels of CL-1 expression (CL-
1 PS) (p=0.002) in stage II and III patients (Table III).
Multivariate Cox analysis revealed that tumor location
(p=0.005), venous invasion (p=0.038), PNI (p=0.033),
preoperative CEA level (p=0.027) and low level of CL-1
expression (CL-1 PS) (p=0.046) were associated with
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Table II1. Analysis of patient characteristics and disease-free survival.

p-Value
Variable Recurrence No recurrence Hazard 95% Multivariate Univariate
(%) (%) ratio CI analysis analysis

Gender
Female 26 74 - - - 0.248
Male 19 81

CL-1 PS (%)
>30 12 88 2.19 1.013-4.959 0.046 0.002
<30 30 70

TNM stage
11 18 82 - - - 0.283
11 25 75

Tumor location
RS, Ra, Ra>Rb 17 83 2.55 1.343-4.840 0.005 0.066
Rb, Rb > P 26 74
P 67 33

Tumor type
tubl, 2 19 81 2.63 0.860-6.958 0.087 0.007
poor, muc, sig 60 40

T categories
Tis, 1,2,3 19 81 1.78 0.779-4.091 0.171 0.241
T4 27 73

Lymph node metastasis
N - 18 82 - - - 0.283
N + 25 75

Lymphatic invasion
- 15 85 1.09 0.507-2.429 0.834 0.048
ly + 27 73

Venous invasion
0,1 19 81 2.82 1.063-6.854 0.038 0.064
2,3 36 64

Perineural invasion
- 16 84 2.53 1.080-5.696 0.033 0.001
+ 44 56

CEA (ng/ml)
<5 13 87 2.25 1.095-4.873 0.027 0.010
>5 30 70

CL-1 PS: strongly claudin-1-positive tumor cells, venous invasion 0: none, 1: minimal, 2: moderate, 3: maximum; other abbreviations as Tables I and II.

recurrent disease in the same group (Table III). Kaplan-
Meier plots illustrating the association of CL-1 expression
with recurrence and survival are shown in Figures 5A and
5B. A clearly reduced expression of CL-1 (less than 30% of
CL-1 PS) correlated significantly with poor prognosis.

Discussion

Surgical resection is the primary treatment modality for
CRC. The most powerful tool for assessing prognosis
following surgery is pathological analysis of the resected
specimen. Although the parameters that determine the
pathological stage are the strongest predictors of
postoperative outcome, such as histological grade, lymphatic
or vessel invasion and PNI which have prognostic

significance independent of stage (28). While tumor extent,
lymph node status, tumor grade and the assessment of
lymphatic and venous invasion remain the most important
additional histological parameters, they are not regarded as
essential in prognosis.

While molecular analysis and gene expression profiling as
a means of improving identification of patients likely to have
a poor clinical outcome and therefore more likely to benefit
from adjuvant treatment have been reported (29-31), reliable
prognostic markers identified by immunohistochemical
protein profiling are yet to be established.

We have previously reported that CL-1 plays a pivotal role
in the regulation of cellular morphology and behavior in the
colonic epithelium using a CL-1 overexpressing CRC cell
line (14, 15). While it is unclear why reduced expression of
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CL-1 correlated significantly with poor prognosis, in the
present study, this finding suggested that the loss of certain
CLs has a greater impact on tumor aggression than others,
and CL-1 loss may lead to tumor progression.

Interestingly, the present study showed that reduced
expression of CL-1 was significantly associated with PNI.
PNI is the process of neoplastic invasion of nerves and is an
under-recognized route of metastatic spread. PNI has emerged
as a key pathological feature of many other malignancies,
including those of the pancreas, colorectal, prostate, biliary
tract and stomach. For many of these malignancies, PNI is a
marker of poor outcome and a harbinger of decreased survival
(32-37). Shirouzu et al. reported that PNI was an important
factor in influencing the prognosis of rectal cancer patients
with stage III disease (38).

Taken together, these data suggest that CL-1 protein
expression may have significant clinical relevance and it may
therefore become a potentially useful immunohistochemical
and prognostic marker in rectal cancer. This study was the
first to examine comprehensively the expression of CL-1 in
rectal cancer and to correlate CL-1 expression with disease
progression. A reduced expression of CL-1 was found to be
significantly associated with poorly differentiated tumors and
PNI. It was concluded that the loss of CL-1 expression was
a strong predictor of disease recurrence and poor survival in
stage II and III rectal cancer patients. The use of CL-1 as a
novel prognostic factor in rectal cancer is therefore proposed.

Acknowledgements

This research was funded by Grant-in-Aid for Scientific Research
(No. 21591740), Japan for which the Authors are grateful. We
would also like to thank Kenta Murotani of the Translational
Research Informatics Center for statistical advice.

References

1 Furuse M, Fujita K, Hiiragi T, Fujimoto K and Tsukita S:
Claudin-1 and -2: novel integral membrane proteins localizing
at tight junctions with no sequence similarity to occludin. J Cell
Biol 141: 1539-1550, 1998.

2 Tsukita S and Furuse M: Pores in the wall: claudins constitute
tight junction strands containing aqueous pores. J Cell Biol /49:
13-16, 2000.

3 Itoh M, Furuse M, Morita K, Kubota K, Saitou M and Tsukita S:
Direct binding of three tight junction-associated MAGUKs,
Z0-1, ZO-2, and ZO-3, with the COOH termini of claudins. J
Cell Biol 747: 1351-1363, 1999.

4 Soini Y: Expression of claudins 1, 2, 3, 4, 5 and 7 in various
types of tumours. Histopathology 46: 551-560, 2005.

5 Lee JW, Lee SJ, Seo J, Song SY, Ahn G, Park CS, Lee JH, Kim
BG and Bae DS: Increased expressions of claudin-1 and claudin-7
during the progression of cervical neoplasia. Gynecol Oncol 97:
53-59,2005.

6 Cheung ST, Leung KL, Ip YC, Chen X, Fong DY, Ng IO, Fan
ST and So S: Claudin-10 expression level is associated with

2524

recurrence of primary hepatocellular carcinoma. Clin Cancer Res
11: 551-556, 2005.

7 Ueda J, Semba S, Chiba H, Sawada N, Seo Y, Kasuga M and
Yokozaki H: Heterogeneous expression of claudin-4 in human
colorectal cancer: decreased claudin-4 expression at the invasive
front correlates cancer invasion and metastasis. Pathobiology 74:
32-41,2007.

8 Matsuda Y, Semba S, Ueda J, Fuku T, Hasuo T, Chiba H,
Sawada N, Kuroda Y and Yokozaki H: Gastric and intestinal
claudin expression at the invasive front of gastric carcinoma.
Cancer Sci 98: 1014-1019, 2007.

9 Michl P, Barth C, Buchholz M, Lerch MM, Rolke M, Holzmann
KH, Menke A, Fensterer H, Giehl K, Lohr M et al: Claudin-4
expression decreases invasiveness and metastatic potential of
pancreatic cancer. Cancer Res 63: 6265-6271, 2003.

10 Kominsky SL, Argani P, Korz D, Evron E, Raman V, Garrett E,

Rein A, Sauter G, Kallioniemi OP and Sukumar S: Loss of the

tight junction protein claudin-7 correlates with histological grade

in both ductal carcinoma in situ and invasive ductal carcinoma of

the breast. Oncogene 22: 2021-2033, 2003.

Tokes AM, Kulka J, Paku S, Szik A, Paska C, Novak PK, Szilak

L, Kiss A, Bogi K and Schaff Z: Claudin-1, -3 and -4 proteins

and mRNA expression in benign and malignant breast lesions: a

research study. Breast Cancer Res 7: R296-305, 2005.

12 Nichols LS, Ashfaq R and Iacobuzio-Donahue CA: Claudin 4
protein expression in primary and metastatic pancreatic cancer:
support for use as a therapeutic target. Am J Clin Pathol /21:
226-230, 2004.

13 Gonzalez-Mariscal L, Betanzos A, Nava P and Jaramillo BE:
Tight junction proteins. Prog Biophys Mol Biol 8/: 1-44, 2003.

14 Kinugasa T, Huo Q, Higashi D, Shibaguchi H, Kuroki M,
Tanaka T, Futami K, Yamashita Y, Hachimine K, Maekawa S et
al: Selective up-regulation of claudin-1 and claudin-2 in
colorectal cancer. Anticancer Res 27: 3729-3734, 2007.

15 Huo Q, Kinugasa T, Wang L, Huang J, Zhao J, Shibaguchi H,
Kuroki M, Tanaka T, Yamashita Y, Nabeshima K et al: Claudin-
1 protein is a major factor involved in the tumorigenesis of
colorectal cancer. Anticancer Res 29: 851-857, 2009.

16 Soler AP, Miller RD, Laughlin KV, Carp NZ, Klurfeld DM and
Mullin JM: Increased tight junctional permeability is associated
with the development of colon cancer. Carcinogenesis 20: 1425-
1431, 1999.

17 Mullin JM: Epithelial barriers, compartmentation, and cancer.
Sci STKE 2004: pe2, 2004.

18 Martin TA and Jiang WG: Tight junctions and their role in
cancer metastasis. Histol Histopathol 76: 1183-1195, 2001.

19 Hirohashi S and Kanai Y: Cell adhesion system and human
cancer morphogenesis. Cancer Sci 94: 575-581, 2003.

20 Miwa N, Furuse M, Tsukita S, Niikawa N, Nakamura Y and
Furukawa Y: Involvement of claudin-1 in the beta-catenin/Tcf
signaling pathway and its frequent up-regulation in human
colorectal cancers. Oncol Res 12: 469-476, 2001.

21 Hamazaki Y, Itoh M, Sasaki H, Furuse M and Tsukita S: Multi-
PDZ domain protein 1 (MUPP1) is concentrated at tight
junctions through its possible interaction with claudin-1 and
junctional adhesion molecule. J Biol Chem 277: 455-461, 2002.

22 Dhawan P, Singh AB, Deane NG, No Y, Shiou SR, Schmidt C,
Neff J, Washington MK and Beauchamp RD: Claudin-1
regulates cellular transformation and metastatic behavior in
colon cancer. J Clin Invest /75: 1765-1776, 2005.

1

—



Yoshida er al: Claudin-1 Expression in Rectal Cancer

23 Resnick MB, Konkin T, Routhier J, Sabo E and Pricolo VE:
Claudin-1 is a strong prognostic indicator in stage II colonic
cancer: a tissue microarray study. Mod Pathol /8: 511-518, 2005.

24 General Rules for Clinical and Pathological Studies on Cancer
of Colon, Rectum and Anus, 7th edn (revised ver.). Tokyo,
Japan: Kanehara Shuppan, 2009.

25 Kinugasa T, Sakaguchi T, Gu X and Reinecker HC: Claudins
regulate the intestinal barrier in response to immune mediators.
Gastroenterology //8: 1001-1011, 2000.

26 Mees ST, Mennigen R, Spieker T, Rijcken E, Senninger N, Haier
J and Bruewer M: Expression of tight and adherens junction
proteins in ulcerative colitis associated colorectal carcinoma:
upregulation of claudin-1, claudin-3, claudin-4, and beta-catenin.
Int J Colorectal Dis 24: 361-368, 2009.

27 Song Y, Oda 'Y, Hori M, Kuroiwa K, Ono M, Hosoi F, Basaki Y,
Tokunaga S, Kuwano M, Naito S et al: N-Myc downstream
regulated gene-1/Cap43 may play an important role in malignant
progression of prostate cancer, in its close association with
E-cadherin. Hum Pathol 417: 214-222, 2010.

28 Compton CC: Pathology report in colon cancer: What is
prognostically important? Dig Dis /7: 67-79, 1999.

29 Eschrich S, Yang I, Bloom G, Kwong KY, Boulware D, Cantor
A, Coppola D, Kruhoffer M, Aaltonen L, Orntoft TF et al:
Molecular staging for survival prediction of colorectal cancer
patients. J Clin Oncol 23: 3526-3535, 2005.

30 Ghadimi BM, Grade M, Difilippantonio MJ, Varma S, Simon R,
Montagna C, Fuzesi L, Langer C, Becker H, Liersch T et al:
Effectiveness of gene expression profiling for response
prediction of rectal adenocarcinomas to preoperative
chemoradiotherapy. J Clin Oncol 23: 1826-1838, 2005.

31 Kim IJ, Lim SB, Kang HC, Chang HJ, Ahn SA, Park HW, Jang
SG, Park JH, Kim DY, Jung KH et al: Microarray gene
expression profiling for predicting complete response to
preoperative chemoradiotherapy in patients with advanced rectal
cancer. Dis Colon Rectum 50: 1342-1353, 2007.

32 Dos Reis PP, Bharadwaj RR, Machado J, Macmillan C, Pintilie
M, Sukhai MA, Perez-Ordonez B, Gullane P, Irish J and Kamel-
Reid S: Claudin 1 overexpression increases invasion and is
associated with aggressive histological features in oral squamous
cell carcinoma. Cancer //3: 3169-3180, 2008.

33 Ozaki H, Hiraoka T, Mizumoto R, Matsuno S, Matsumoto Y,
Nakayama T, Tsunoda T, Suzuki T, Monden M, Saitoh Y et al:
The prognostic significance of lymph node metastasis and
intrapancreatic perineural invasion in pancreatic cancer after
curative resection. Surg Today 29: 16-22, 1999.

34 Law WL and Chu KW: Anterior resection for rectal cancer with
mesorectal excision: a prospective evaluation of 622 patients.
Ann Surg 240: 260-268, 2004.

35 Beard CJ, Chen MH, Cote K, Loffredo M, Renshaw AA,
Hurwitz M and D’Amico AV: Perineural invasion is associated
with increased relapse after external beam radiotherapy for men
with low-risk prostate cancer and may be a marker for occult,
high-grade cancer. Int J Radiat Oncol Biol Phys 58: 19-24, 2004.

36 Duraker N, Sisman S and Can G: The significance of perineural
invasion as a prognostic factor in patients with gastric
carcinoma. Surg Today 33: 95-100, 2003.

37 Su CH, Tsay SH, Wu CC, Shyr YM, King KL, Lee CH, Lui WY,
Liu TJ and P'Eng FK: Factors influencing postoperative
morbidity, mortality, and survival after resection for hilar
cholangiocarcinoma. Ann Surg 223: 384-394, 1996.

38 Shirouzu K, Isomoto H and Kakegawa T: Prognostic evaluation
of perineural invasion in rectal cancer. Am J Surg /65: 233-237,
1993.

Received April 14, 2011
Revised June 18, 2011
Accepted June 20, 2011

2525



