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ABSTRACT 

  

AT-rich interactive domain-containing protein 1A (ARID1A) is an essential 

component of the switch/sucrose nonfermentable (SWI/SNF) chromatin remodeling 

complexes. ARID1A also belongs to the tumor suppressor family, which is involved 

in gene regulation during carcinogenesis. Previously, ARID1A mutations in colorectal 

cancer (CRC) resulted in loss of its expression level in CRC specimens and were 

associated with CRC-related clinicopathologic characteristics. Then, ARID1A has 

been proposed as a potential prognostic biomarker for CRC prognosis and diagnosis. 

Using the cBioPortal for cancer genomics database analysis, we found ARID1A 

mutations in 7.09% of CRCs, in which truncating and missense mutations were 

mostly found. The protein expression in the ARID1A-mutated group was lower than in 

the ARID1A non-mutated group. Furthermore, the epithelial-mesenchymal transition 

(EMT) process plays a crucial role in the progression and aggressiveness of CRC. The 

altered ARID1A expression is also involved in the EMT process in several cancers. 

However, the relationship between ARID1A and EMT-related protein expression in 

human CRC tissues still remains unclear. Thus, this study aimed to investigate the 

relationship between ARID1A and EMT-related protein expressions using 

immunohistochemistry (IHC). One hundred formalin-fixed, paraffin embedded 

(FFPE) blocks of CRC patients, including 65 well-differentiated, 23 moderately 
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differentiated, and 12 poorly differentiated adenocarcinomas, were acquired from 

Sawanpracharak Hospital, Nakhonsawan, Thailand. The CRC paraffin sections were 

immunostained with a specific antibody to observe the expression of ARID1A and 

EMT-related proteins, including epithelial proteins (epithelial-cadherin (E-cad) and 

zonula occludens-1 (ZO-1)) and mesenchymal proteins (vimentin and fibronectin). 

The staining intensity and percentage of ARID1A-positive cells were evaluated using 

a histological (H)-score. A quantitative analysis was performed to evaluate ARID1A 

and EMT-related protein expressions. The result demonstrated that the 

immunoreactivity signal of ARID1A was low in most of the cancerous areas of CRC 

samples (92.00%), while another 8.00% was unchanged. Quantitative analysis using 

ImageJ Fiji software revealed that the level of ARID1A protein was significantly 

decreased in the cancerous area when compared to the adjacent non-cancerous area in 

all three pathological differentiations of CRC (p<0.001). Moreover, the expressions of 

vimentin and fibronectin were increased, whereas E-cad and ZO-1 were decreased in 

CRC tissues with low ARID1A expression. The association of ARID1A protein 

expression with the pathological outcomes and prognosis of the patients was also 

investigated. The Fisher’s exact test revealed that low expression of ARID1A protein 

was significantly associated with a greater number of positive lymph nodes, 

lymphovascular invasion, lymph node metastasis, lymph node ratio, and comorbidity. 

Moreover, the results of Kaplan-Meier analysis revealed that the 5-year progression-

free survival (PFS) of CRC patients tended to be associated with ARID1A expression. 

Our results may be useful for the clinicopathological assessment and prognosis of 

patients with CRC, as well as confirm the involvement of ARID1A in cancer 

progression and EMT process induction. 
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CHAPTER1 

 

INTRODUCTION 

 

Rationale of the study 

The World Health Organization (WHO) reported that cancer is potentially the 

greatest cause of mortality among people under the age of 70 (Sung et al., 2021). The 

global incidence of colorectal cancer (CRC) is dramatically growing, as similar as its 

mortality rate. CRC incidence is expected to rise by 60%, with more than 2.2 million 

new cases and 1.1 million fatalities by 2030 (Arnold et al., 2017). CRC is ranked as the 

second most prevalent cause of cancer-related death in both genders in the United 

States (Siegel et al., 2020). In Thailand, CRC is the third most frequent cancer in men 

and the fourth most frequent in women (Bray et al., 2018). The incidence and mortality 

of CRC are approximately 25% higher in men than in women (Sung et al., 2021). 

Patients with distant metastases of CRC did not respond well to the standard therapies 

and had an unsatisfactory 5-year survival rate and a worse prognosis (Brenner et al., 

2014; Manfredi et al., 2006).  Early screening, detection, and diagnosis have resulted in 

a significant and considerable reduction in both CRC morbidity and mortality (Gellad & 

Provenzale, 2010; Mundade et al., 2014). Therefore, an accurate and reliable prognostic 

indicator for early CRC diagnosis and better prognostication should be identified to 

improve the pathological outcomes of patients with CRC. 

AT-rich interactive domain 1A (ARID1A), also known as BAF250a, or p270, is 

a subunit of the human switch/sucrose non-fermenting (SWI/SNF) chromatin 

remodeling complexes. ARID1A is also a key constituent of the BRG1-associated factor 

(BAF) subclass of the human SWI/SNF chromatin remodeling complexes (Hurlstone et 

al., 2002; Wang et al., 2004; Wilsker et al., 2005). ARID1A has been recognized as a 

tumor suppressor gene that is involved in cell cycle regulation, apoptosis promotion, 

and genomic instability inhibition(Wu et al., 2014). However, the ARID1A gene is the 

most frequently mutated subunit of the SWI/SNF chromatin remodeling complexes that 

has been reported in various types of human malignancies, such as gynecological 

cancers, gastric carcinoma, cholangiocarcinoma, and bladder urothelial carcinoma 
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(Mathur, 2018; Wu et al., 2014). The majority of ARID1A mutations were inactivating 

mutations, leading to loss of expression of ARID1A at the protein level that can be 

detected by immunohistochemistry (Wang et al., 2021). Decreasing or loss of ARID1A 

expression has been increasingly found in various types of human cancers, especially 

gastrointestinal cancers (Wang et al., 2021). such as gastric cancer (Abe et al., 2012; 

Inada et al., 2015), hepatocellular carcinoma (He et al., 2015), cholangiocarcinoma 

(Namjan et al., 2020), and also in CRC (Chou et al., 2014; Erfani et al., 2020; Kishida 

et al., 2019; Lee et al., 2016; Wei et al., 2014; Ye et al., 2014). Several studies have 

suggested that ARID1A may serve as a prognostic biomarker for cancer diagnosis and 

prognosis (Lichner et al., 2013; Samartzis et al., 2012; Wei et al., 2014; Wiegand et al., 

2014). In addition, previous studies revealed that decreasing or loss of ARID1A protein 

expression in CRC was significantly associated with the severity of clinicopathological 

features, such as gender, poor pathological grading, late tumor-node-metastasis (TNM) 

staging, distant metastasis, and lymphovascular invasion (Lee et al., 2016; Wei et al., 

2014). However, alterations of ARID1A expression did not correlate with overall, 

disease-specific, or recurrence-free survival in patients with CRC (Chou et al., 2014; 

Erfani et al., 2020; Lee et al., 2016). The study of the relationship between ARID1A 

protein expression and clinical significance in CRC is limited. This still requires further 

investigations to elucidate the significance of ARID1A as one of the promising 

prognostic indicators that may be useful for a precise prognosis of CRC. 

Furthermore, a biological process known as an epithelial-mesenchymal 

transition (EMT) is implicated in cancer growth and metastasis (Thiery, 2003). ). EMT 

occurs during embryonic development, tissue remodeling, wound healing, and cancer 

progression and metastasis (Kalluri & Weinberg, 2009). Previous studies have 

demonstrated that EMT contributes to the proliferation, invasion, and metastasis in 

various epithelial tumors (Arias, 2001; Fantozzi et al., 2014). Moreover, EMT plays a 

crucial role in the progression and aggressiveness of CRC (Barker & Clevers, 2001; 

Bates, 2005; Brabletz et al., 2005; Hur et al., 2013). Recently, several studies have 

revealed that ARID1A knockdown exhibited an increase of cell proliferation, migration, 

and invasion in various cancer cell lines, including renal cell carcinoma (RCC), 

pancreatic ductal adenocarcinoma (PDAC), breast cancer, and CRC (Erfani et al., 2021; 

Somsuan et al., 2019; Tomihara et al., 2021; Wang et al., 2020). ). In addition, ARID1A 



 8 

knockdown exhibited the upregulated expression of mesenchymal markers (vimentin 

and fibronectin) and the downregulated expression of epithelial markers (E-cad and 

ZO-1) in RCC and PDAC (Somsuan et al., 2019; Tomihara et al., 2021). Thus, loss of 

ARID1A expression may promote cancer metastasis through decreased EMT‐related 

protein (Erfani et al., 2021). Nevertheless, the investigation of ARID1A and EMT-

related proteins has not been reported in human CRC tissues. 

In this study, we aimed to investigate alterations of ARID1A protein expression 

and EMT-related protein in human CRC tissues. Furthermore, the relationship between 

ARID1A and EMT-related protein expression and the severity of clinicopathological 

characteristics and pathological outcomes in CRC patients was evaluated in order to 

provide a better understanding, clarification, and elucidation of the clinical significance 

of ARID1A expression in human CRC. 

 

Objectives of the study 

1. To investigate the expression of ARID1A protein in cancerous area compared 

with adjacent non-cancerous area in each pathological differentiation of CRC 

2. To determine the expressions of EMT-related protein in cancerous area 

compared with adjacent non-cancerous area in each pathological differentiation of CRC 

3. To compare the alterations of ARID1A expression on EMT-related protein 

expression in CRC 

4. To consider the ARID1A and EMT-related protein expressions and their 

association with the severity of clinicopathological characteristics and pathological 

outcomes in CRC patients. 

 

The research hypothesis  

1. Expression of the ARID1A protein may decrease in the cancerous areas of 

CRC tissues as compared with adjacent non-cancerous areas. 

2. The expression of epithelial and mesenchymal proteins may be different in 

the cancerous areas as compared with adjacent non-cancerous areas of CRC tissues. 

3. Loss or decrease of ARID1A protein expression may be associated with 

EMT-related protein expression in CRC. 
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4. Altered expression of ARID1A and EMT-related proteins may be correlated 

with the severity of clinicopathological characteristics and worse pathological outcomes 

of CRC patients. 

 

Scope of the study 

This study protocol involving human subjects was approved by the Human 

Ethic Review Board of Sawan Pracharak Hospital (approval no. 16/2560) and the 

Naresuan University Ethical Committee for Human Research (NU-IRB) (approval no. 

0504/62; COE no. 436/2019). In a retrospective design, the formalin-fixed, paraffin 

embedded (FFPE) blocks of CRC patients, composed of cancerous and adjacent non-

cancerous areas, and demographic and clinicopathological information of patients who 

were diagnosed with the different pathological differentiations of CRC during 2017–

2021 were obtained from the Unit of Pathology, Sawan Pracharak hospital, Nakhon 

Sawan province, Thailand. Demographic information was included by maintaining 

privacy and confidentiality provisions to protect the patient’s information. 

The expression of ARID1A and EMT-related proteins, including epithelial 

proteins (E-cad and ZO-1), and mesenchymal proteins (vimentin and fibronectin), was 

investigated using immunohistochemistry (IHC). The immunoreactivity of ARID1A 

was examined by pathologists and research investigators using the histological (H)-

score, which evaluates both the grading assessment of ARID1A stained intensity and 

the percentage of positive cells of ARID1A staining. The IHC intensity of EMT-related 

protein was also investigated using ImageJ (Fiji) image analysis software. Accordingly, 

the association between the expressions of ARID1A and EMT-related protein with the 

clinicopathological characteristics was analyzed using the Fisher’s exact test. In 

addition, the pathological outcomes of CRC patients with ARID1A and EMT-related 

protein expressions were analyzed by the Kaplan-Meier analysis and compared 

statistically using the log-rank test (Figure 1). 
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CHAPTER II 

 

LITERATURE REVIEW 

 

Colorectal cancer (CRC) 

1. Incidence of colorectal cancer  

Colorectal cancer (CRC) accounts for approximately 10% of all cancer 

diagnoses and cancer-related deaths worldwide every year (Bray et al., 2018). 

According to the GLOBOCAN 2020 statistics, CRC is the third most prevalent and 

mortality-occurring cancer in men and the second most commonly occurring cancer in 

women (Sung et al., 2021). Incidence and mortality in men are approximately 25% 

higher than in women. These rates also vary geographically, with the highest rates 

found in developed countries rather than developing countries (Dekker et al., 2019). In 

2020, there were more than 1.9 million new CRC diagnoses (Siegel et al., 2020). 

CRC is the second most deadly cancer worldwide, with an estimated 881,000 

deaths in 2018. Colon cancer is the fifth most deadly cancer, with 551,000 deaths 

projected for 2018, comprising 5.8% of all cancer deaths. Concurrently, rectal cancer is 

the tenth most deadly, with 310,000 deaths, which constitutes 3.2% of all cancer deaths 

(Rawla et al., 2019). Recently, the worldwide burden of cancer prevalence and 

mortality rate of CRC have been rapidly increasing. By 2030, the global incidence of 

CRC is expected to rise by 60%, with more than 2.2 million new cases and 1.1 million 

fatalities, and more than 2.5 million new cases in 2035 (Arnold et al., 2017; Bray et al., 

2018). The highest rates of incidence of CRC are found in developed countries with a 

western lifestyle. Then, life expectancy, including health-related behaviors (food 

consumption, alcohol, smoking, obesity, and less exercise), and social factors 

(education, income, and government expenditure on health), are considered as the 

driving factors that may contribute to the development and increase the worldwide 

incidence of CRC (Chetty et al., 2016; Fidler et al., 2016). 
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Figure  2  Cancer incidence and mortality rates in 2020  

(A) in both genders, B) in men, and C) in women; the red arrow  

indicates CRC statistics) 

Source    Sung et al., 2021 from Global cancer statistics (GLOBOCAN) 2020 
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2. Risk factors of colorectal cancer 

Several factors, including modifiable and non-modifiable risk factors, have been 

involved in the carcinogenesis and development of CRC (Figure 3). Individual factors, 

including race and ethnicity, male gender, older age, hereditary mutations, 

inflammatory bowel disease (IBD), and personal medical history, are the non-

modifiable factors that may influence and develop CRC (Dekker et al., 2019). 

Moreover, lifestyle and environmental factors play significant roles in the 

etiology of CRC (Sawicki et al., 2021). These are the modifiable risk factors, including 

obesity and overweight, less physical activity, types of food consumption (such as red 

and processed meats, and fruit and vegetable intake), smoking, alcohol consumption, 

and some medications. The diabetes mellitus (DM) type II and insulin resistance (IR) 

are also the independent risk factors for CRC (Dekker et al., 2019; Rawla et al., 2019; 

Sawicki et al., 2021). 

 

 

 

Figure  3 The modifiable and non-modifiable risk factors for CRC 

Source    Dekker et al., 2019 
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3. Pathogenesis of colorectal cancer 

CRC is associated with a wide range of neoplasms, from benign growths to 

aggressive and invasive malignancies. The development of CRC begins in the inner 

layer of the colon and/or rectum as a tissue called a polyp slowly grows through some 

or all of its layers. A particular type of polyp called the adenomatous polyp or adenoma 

is a benign tumor that may undergo malignant transformation into cancer. This 

malignant transformation occurs when essential regulator genes are mutated or deleted, 

generating hyperplasia, adenoma, carcinoma, and then metastasis (Chung & Fleshman, 

2004; Mundade et al., 2014) (Figure 4). 

 

 

 

Figure  4 Molecular stages of pathogenesis in sporadic CRC 

Source    Modified from Beaugerie, & Itzkowitz, 2015 

 

The pathogenesis of CRC includes the stages of initiation, promotion, and 

progression. The initiation stage implicates irreversible genetic damage that predisposes 

damaged epithelial cells in the intestinal mucosa to neoplastic transformation (Tanaka, 

2009). In the promotion phase, the initiated cells multiply and generate abnormal 

growth to cause cancer. As opposed to this, benign cancer cells turn into malignant ones 

during the progression stage and acquire aggressive features and metastatic potential 

(Gandomani et al., 2017). The presence of a benign precursor lesions, including a 
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polyp, adenomatous polyps, or serrated polyps, are the significant antecedents of most 

malignancies. These precursor lesions are important features of most CRC 

carcinogenesis pathways (Rawla et al., 2019; Rosty et al., 2013). 

There are three major distinct precursor lesion pathways through the alterations 

of genetic and epigenetic mechanisms involved in CRC, including adenoma-carcinoma 

sequence or chromosomal instability (CIN), microsatellite instability (MSI), and 

serrated or the CpG island methylator phenotype (CIMP) pathways as demonstrated in 

Figure 5 (Dekker et al., 2019; Mundade et al., 2014; Sawicki et al., 2021). 

 

 

 

Figure  5 Key molecular pathways in CRC development 

Source    Mundade et al., 2014 
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3.1 Adenoma-carcinoma sequence or chromosomal instability (CIN) pathway 

The CIN pathway is responsible for 70–90% of all CRC occurrences. 

The most commonly affected genes are adenomatous polyposis coli (APC), 

tumor suppressor p53 (TP53), and Kirsten rat sarcoma virus (KRAS). 

Alterations of these genes can contribute to mutational activation of oncogenes 

or inactivation of tumor suppressors, which consequently causes malignant 

transformation (Armaghany et al., 2012; De Palma et al., 2019; Pino & Chung, 

2010). The loss of the APC is the first occurrence in the progression of CRC. 

The hypermethylation of the APC promoter leads to Wnt/-catenin signaling 

activation, which is the essential event for adenoma initiation (Esteller et al., 

2000; Powell et al., 1992). TP53 is significantly involved in the control of the 

cell cycle and apoptosis. The TP53 gene mutation is commonly found in CRC 

and consequently causes uncontrolled cell growth of cancer cells (Fearon & 

Vogelstein, 1990; Vogelstein et al., 1988). Moreover, KRAS is one of the rat 

sarcoma (RAS) gene families. KRAS mutations occur in 30%–50% of CRC gene 

mutations. RAS proteins play essential roles as regulators in cell division, 

differentiation, and apoptosis. One of the best characterized pathways regulated 

by the RAS family is the Raf–mitogen-activated protein kinase (MEK)–

extracellular signal-regulated kinase (ERK) pathway. The MEK-ERK pathway 

is involved in cell cycle progression. KRAS mutation disrupts the RAS signaling 

pathway leading to tumorigenesis (Pruitt & Der, 2001; Schubbert et al., 2007; 

Tan & Du, 2012). 

3.2 Microsatellite instability (MSI) pathway 

The MSI pathway is responsible for approximately 10–15% of all CRC 

cases. MSI is the phenotypic evidence that DNA mismatch repair (MMR) is 

abnormally functioning, such as insertions and deletions, in microsatellites 

located in DNA coding regions, resulting in frameshift mutations and, 

ultimately, CRC carcinogenesis (Geiersbach & Samowitz, 2011). Inactivation of 

MMR genes occurs either through aberrant methylation of promoter CpG of the 

MutL homolog 1 (MLH1) gene or point mutations. As a result, MSI cancers 

more readily acquire mutations in important cancer-associated genes 
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(Armaghany et al., 2012). MSI can be categorized as MSI-high, MSI-low, and 

microsatellite stable (MSS). Patients with MSI-H tumors had the best long-term 

prognosis among the MSI-L and MSS tumors (Boland & Goel, 2010; Fang et 

al., 1999; Geiersbach & Samowitz, 2011). The distinctive features of CRC with 

MSI include a tendency to arise in the proximal colon, lymphocytic infiltrate, 

poorly differentiated, and mucinous or signet ring appearance (Boland & Goel, 

2010). 

3.3 Serrated or the CpG island methylator phenotype (CIMP) pathway  

The CIMP pathway is characterized by the presence of protein kinase B-

Raf (BRAF) mutation and epigenetic silencing of genes involved in cell 

differentiation, DNA repairing, and cell-cycle regulation without APC gene 

involvement (Aran et al., 2016; De Palma et al., 2019; Jass et al., 2002; Leggett 

& Whitehall, 2010; Simon, 2016). BRAF (V600) point mutation increases 

MEK/ERK signaling, resulting in uncontrolled cell proliferation, immune 

response evasion, angiogenesis, tissue invasion, metastasis (via upregulation of 

several proteins involved in migration, integrin signaling, and cell contractility), 

and resistance to apoptosis (Ascierto et al., 2012; Rustgi, 2013). 

4. TNM classification and AJCC staging of colorectal cancer 

The most important prognostic factor is the stage of the disease at the time of 

diagnosis. Patients diagnosed with CRC have a 5-year relative survival rate of 90% for 

patients with localized disease, 69% for patients with regional spread, and less than 

12% for patients with metastatic disease (Siegel et al., 2012). 

CRC staging is classified by the TNM classification (Table 1) and assigned 

staging by the American Joint Committee on Cancer (AJCC) system (Table 2 and 

Figure 6). In this system, stages are assigned on the basis of the characteristics of the 

primary tumor (T), the extent of regional lymph node involvement (N), and distant 

metastasis (M). Moreover, metastasis may be defined clinically or pathologically, on 

the basis of preoperative clinical assessment (c) or pathologic evaluation of metastatic 

tissue (p) (Edge et al., 2010; Weiser, 2018). 
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Table 1  TNM classification of CRC 

 

Classification Definition 

Primary tumor (T) TX: Primary tumor cannot be assessed 

 T0: No evidence of primary tumor 

 Tl: Tumor invades submucosa 

 T2: Tumor invades muscularis propria 

 T3: Tumor invades through the muscularis propria into 

the subserosa, or into non-peritonealized pericolic or 

perirectal tissues  

 T4: Tumor directly invades other organs or structures, 

and/or perforates visceral peritoneum  

         In AJCC 8th edition, tumors that invade the serosal 

surface (visceral peritoneum) are referred to as T4a. 

Meanwhile, tumors that directly invade or adhere to 

adjacent organs or structures are considered T4b. 

Regional lymph nodes (N) NX: Regional lymph nodes cannot be assessed 

 N0: No regional lymph node metastasis 

 N1: Metastasis in 1 to 3 regional lymph nodes 

 N2: Metastasis in 4 or more regional lymph nodes  

    N2a: Metastasis in 4 to 6 regional lymph nodes 

    N2b: Metastasis in 7 or more regional lymph nodes 

Distant metastasis (M) MX: Presence of distant metastasis cannot be assessed 

 M0: No distant metastasis 

 M1: Distant metastasis, divides into 3 subtypes; 

   M1a: Metastases to one distant site or organ 

   M1b: Metastases to more than one organ 

   M1c: Peritoneal metastases  

 

Source Modified from Edge et al., 2010; Weiser, 2018 
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Table 2  AJCC staging of CRC 

 

Staging TNM classification 

Stage 0 Tis – N0 – M0 

Stage I T1 - N0 – M0 or T2 - N0 – M0 

Stage IIA T3- N0 – M0 

Stage IIB T4- N0 – M0 

Stage IIIA T1-T2 – N1 – M0 

Stage IIIB T3-T4 – N2 – M0 

Stage IIIC Any T – N2 – M0 

Stage IV Any T – Any N – M1 

 

Source Modified from Edge et al., 2010 

 

 
 

 

Figure  6  Staging, prognostic factors, and spreading patterns of CRC 

Source  Jameson et al., 2020  
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5. Histological grading of colorectal cancer  

Histological grading of CRC is analyzed by the level of cell differentiation and 

growth rate when observed under a microscope. Cell differentiation is an important 

factor in determining how likely the tumor is to grow and spread to other organs of the 

body. Most cancers are graded by comparing them with their normal cells. A tumor 

grade typically ranges from 1 (well-differentiated) to 4 (undifferentiated or anaplastic). 

Grade 1 tumors are well differentiated, grow slowly and are considered the least 

aggressive. Grades 3 or 4 are described as undifferentiated and the most aggressive in 

behavior (Greene et al., 2002) (Figure 7). 

Several criteria for CRC grading have been reported. The most widely accepted 

and uniformly used standard for grading is defined on the basis of the degree of gland 

formation (Ueno et al., 2012). In the TNM classification, grade (G) 1-4 tumors are 

defined as well-differentiated, moderately differentiated, poorly differentiated, and 

undifferentiated, respectively (Brierley et al., 2017) (Figure 8). Tumor grading is 

conventionally based on the assessment of the most unfavorable tumor differentiation 

(Compton, 2002; Hamilton, 2000). Although histological grading of tumor 

differentiation has repeatedly been shown by multivariate analysis to be a stage-

independent prognostic factor (Fisher et al., 1989; Freedman et al., 1984; Greene et al., 

2002), a significant degree of interobserver variability exists (Blenkinsopp et al., 1981; 

Deans et al., 1994; Thomas et al., 1983). 

Conventional colorectal adenocarcinoma is characterized by glandular 

formation, which is the basis for histological tumor grading. In well- and moderately 

differentiated adenocarcinomas, are more than 95% and 50-95% of tumor gland 

formation. Poorly differentiated adenocarcinoma is mostly solid with less than 50% 

gland formation. In practice, approximately 70% of colorectal adenocarcinomas are 

diagnosed as moderately differentiated. Well- and poorly differentiated carcinomas 

account for 10% and 20%, respectively (Fleming et al., 2012). Tumor grade is generally 

considered as a stage-independent prognostic variable, and high grade or poorly 

differentiated histology is associated with a poor survival rate (Blenkinsopp et al., 1981; 

Compton et al., 2000; Jass et al., 1986). 
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Figure  7 Tumor grading by Gleason’s pattern using in prostate cancer 

Source    Modified from Humphrey, 2004 

 

 

 

Figure  8 Histological grading of CRC  

(A) Well-differentiated, B) Moderate differentiated, and C) Poor 

differentiated adenocarcinoma) 

Source    Kuepper et al., 2016 
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6. Histological variants of colorectal cancer  

More than 90% of CRCs are adenocarcinomas that originate from epithelial 

cells of the mucosal layer of the colorectal mucosa and form glands. Currently, the 

WHO classifies tumors of the digestive system, including other histological types such 

as mucinous, signet-ring cell, medullary, micropapillary, adenosquamous, serrated, 

cribriform comedo-type, spindle cell, and undifferentiated adenocarcinomas (Hamilton, 

2000). Some of the histological variants were discussed and represented in Figure 9, 

including; 

6.1 Mucinous adenocarcinoma 

Mucinous adenocarcinoma is defined by more than 50% of the tumor 

volume being composed of extracellular mucin (Hamilton, 2000). 10-50% of 

tumors with a significant mucinous component are usually termed 

adenocarcinoma with mucinous features or mucinous differentiation. Mucinous 

adenocarcinoma typically shows large glandular structures with pools of 

extracellular mucin. A variable number of individual tumor cells, including 

signet ring cells, may be found. The prognosis of mucinous adenocarcinoma in 

comparison with conventional adenocarcinoma has been controversial among 

different studies (Kang et al., 2005; Verhulst et al., 2012). Many mucinous 

adenocarcinomas occur in patients with hereditary nonpolyposis colorectal 

cancer (HNPCC or Lynch syndrome) and thus represent high-level MSI (MSI-

H) tumors (Leopoldo et al., 2008). These tumors are expected to behave in a 

low-grade fashion. In contrast, mucinous adenocarcinomas with MSS tumors 

are expected to behave more aggressively, particularly when detected at an 

advanced stage (Figure 9A). 

6.2 Signet-ring cell carcinoma 

This variant of adenocarcinoma is defined by the presence of more than 

50% of tumor cells with prominent intracytoplasmic mucin (Sasaki et al., 1998).  

Nevertheless, signet-ring cell carcinoma is rare in the colorectum, representing 

less than 1% of all CRC cases (Fleming et al., 2012). The typical signet-ring cell 

has a large mucin vacuole that fills the cytoplasm and displaces the nucleus. 

Signet-ring cells can occur in the mucin pools of mucinous adenocarcinoma or 
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in a diffusely infiltrative process with minimal extracellular mucin. By 

definition, signet ring cell carcinoma is poorly differentiated (high grade) and 

carries a worse outcome than conventional adenocarcinoma (Chen et al., 2010; 

Kang et al., 2005; Makino et al., 2006). However, some signet ring cell 

carcinomas may be MSI-H tumors and thus may behave as low-grade tumors 

biologically (Hamilton, 2000) (Figure 9B). 

6.3 Medullary adenocarcinoma 

Medullary adenocarcinoma is an extremely rare variant, accounting for 

about 5-8 cases out of every 10,000 CRC diagnoses, with a mean annual 

incidence of 3.47 (0.75) per 10 million population (Thirunavukarasu et al., 

2010). This histological variant is characterized by sheets of malignant cells 

with vesicular nuclei, prominent nucleoli, and abundant pink cytoplasm 

exhibiting prominent infiltration by intraepithelial lymphocytes (Jessurun et al., 

1999). Medullary carcinoma is a distinctive histological subtype that is strongly 

associated with MSI-H (Alexander et al., 2001; Hinoi et al., 2001). It usually 

has a favorable prognosis despite its poorly differentiated or undifferentiated 

histology(Fleming et al., 2012) (Figure 9C). 

6.4 Micropapillary adenocarcinoma 

This histological variant is an uncommon subtype of colonic 

adenocarcinoma with distinctive behavior. 9-19% of CRC diagnoses may have 

micropapillary features (Haupt et al., 2007; Kim et al., 2006). Microscopic 

features of micropapillary adenocarcinoma are characterized by small clusters 

of malignant cells with abundant eosinophilic cytoplasm and pleomorphic 

nuclei. Micropapillae inhabit lacunar-like spaces and demonstrate a reverse 

polarity configuration, with apical surfaces facing the periphery rather than the 

center. Additionally, lymphovascular invasion is commonly present. The 

morphology of the tumor is similar to micropapillary carcinomas of other 

organs (Nassar, 2004) (Figure 9D). 
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6.5 Adenosquamous carcinoma 

These unusual tumors show features of both squamous carcinoma and 

adeno-carcinoma, either as separate areas within the tumor or admixed. The 

lesion is classified as adenosquamous and is found to have numerous small 

foci of squamous differentiation. Pure squamous cell carcinoma is very rare in 

the large bowel (Hamilton, 2000) (Figure 9E). 

6.6 Undifferentiated carcinoma 

These rare tumors lack morphological evidence of differentiation 

beyond that of an epithelial tumor and have variable histological features 

(Tortola et al., 1999). Despite their undifferentiated appearance, these tumors 

are genetically distinct and typically associated with MSI-H (Hamilton, 2000) 

(Figure 9F). 

6.7 Other variants 

Carcinomas that include a spindle cell component are best termed 

spindle cell carcinoma or sarcomatoid carcinoma. The spindle cells are, at least 

focally, immunoreactive for cytokeratin. The term "carcinosarcoma" applies to 

malignant tumors containing both carcinomatous and heterologous 

mesenchymal elements. Other rare histopathological variants of CRC include 

pleomorphic (giant cell), choriocarcinoma, pigmented, clear cell, stem cell, and 

Paneth cell-rich (crypt cell carcinoma). Mixtures of histopathological types can 

be found. 

6.7.1 Carcinosarcoma  

Carcinomas that include a spindle cell component are suitable to be 

termed sarcomatoid carcinomas or spindle cell carcinomas. The spindle cells 

are, at least focally, immuno-reactive for cytokeratin. The term 

"carcinosarcoma" applies to malignant tumors containing both carcinomatous 

and heterologous mesenchymal elements (Hamilton, 2000). 
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Figure  9 Microscopic appearances of the histological variants of CRC  

(A) Mucinous adenocarcinoma, B) Signet-ring cell carcinoma,  

C) Medullary adenocarcinoma, D) Micropapillary  

adenocarcinoma, E) Adenosquamous carcinoma, and F) 

Undifferentiated carcinoma of the colon) 

Source    Fleming et al., 2012; Kang et al., 2011; Bonetti et al., 2016 
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7. Signs and symptoms of colorectal cancer  

CRC patients can present with a broad range of signs and symptoms and may be 

suspected of having some symptoms of the lower gastrointestinal (GI) tract (Dekker et 

al., 2019; Sawicki et al., 2021). Common signs of CRC include rectal bleeding, a 

change in bowel habits, and abdominal pain. Rectal bleeding is the most common sign 

of CRC. Rectal bleeding with bright red blood (70%), dark blood (22%), and darker 

burgundy or maroon (8%) can be found. Changes in bowel habits are associated with 

various symptoms, such as diarrhea, constipation, a change in frequency of defecation, 

a change in consistency and shape of stool, and unexplained weight. Also, abdominal 

pain may be considered as a part of IBD (Agréus et al., 1993; Fine et al., 1999; 

Longstreth et al., 2006; Summerton et al., 2003). 

Moreover, common symptoms of CRC include palpable masses in the rectum 

and abdomen, iron deficiency anemia (IDA), and acute and metastasized disease at 

presentation. IDA is a classical indicator of CRC (Goodman & Irvin, 2005; John et al., 

2011). Additionally, some non-site-specific symptoms, such as unexplained appetite 

loss and deep vein thrombosis, should be considered (Poston et al., 2011). 

8. Diagnosis of colorectal cancer  

Signs and symptoms of CRC are usually asymptomatic during the early stages. 

Screening at an early stage of CRC has contributed to a significant decrease in both the 

number of CRC incidences and the number of CRC deaths (Gellad & Provenzale, 2010; 

Mundade et al., 2014). 

There are several recommended methods for screening and diagnosis of CRC. 

All of these methods have a comparable ability to improve survival if performed 

appropriately. Diagnostic and screening techniques are commonly used for CRC, 

including visual examinations such as colonoscopy, computed tomographic 

colonography (CTC), and flexible sigmoidoscopy (FS). Colonoscopy is the most widely 

used screening test in the United States. Furthermore, recommended techniques for 

colorectal cancer screening and diagnosis can be performed using stool examinations, 

such as fecal immunochemical tests for hemoglobin (FIT), high-sensitivity guaiac-

based fecal occult blood tests (gFOBT), and multi-targeted stool DNA tests 

(Cologuard®) (American Cancer Society, 2020; Centers for Disease Control and 

Prevention, CDC, 2012). 
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9. Immunohistochemistry application as the diagnostic biomarkers of 

colorectal cancer  

CRC pathogenesis has heterogeneous characteristics at the molecular and 

biological level. The identification of biomarkers that can assist in CRC early 

detection or monitoring may enable the development of personalized management, 

improve the survival rates of patients, and increase the burden on pathologists to 

accurately identify the site of tumor origin. Recently, IHC has become one of the 

available screening methods for CRC diagnosis (Oh & Joo, 2020; Taliano et al., 

2013). There are some commonly used immunohistochemical markers in the 

diagnosis of colonic adenocarcinoma, including; 

9.1 Cytokeratins (CKs) 

CKs are members of the family of intermediate filaments along with glia 

filament, neurofilament, desmin, and vimentin. Expression of CKs proteins was 

detected by epithelial cells in the intracytoplasmic cytoskeleton (Moll et al., 

1982). Chu and colleagues demonstrated that CK7/CK20 patterns have been 

well-documented observations, which CK7-/CK20+ pattern is exhibited in non-

neoplastic colonic mucosa proximal to the rectum (Chu et al., 2000). 

Approximately 65-95% of CRCs have demonstrated a CK7-/CK20+ pattern, 

which is a typical method for metastatic CRC diagnosis (Figure 10A and 10B) 

(Bayrak et al., 2012; Bayrak et al., 2011). 

9.2 Caudal type homeobox 2 (CDX2) 

CDX2 is a transcription factor that is a member of the caudal subgroup 

of homeobox genes. CDX2 is involved in embryonic and lifelong maintenance 

of a cellular intestinal phenotype, the regulation of normal cell differentiation in 

the GI tract, and tumor suppression in the colon (Silberg et al., 2000). In a 

normal state, CDX2 is strongly expressed in various cells such as epithelial cells 

of the small intestine, appendix, colon, rectum, and pancreas (Moskaluk et al., 

2003). However, the CDX2 protein was decreased expression in CRCs 

(Moskaluk et al., 2003; Werling et al., 2003). 
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9.3 Monoclonal carcinoembryonic antigen (mCEA) 

mCEA is a subgroup of the carcinoembryonic antigen (CEA), which is a 

member-associated glycoprotein with variable roles in cell adhesion or signal 

transduction (Hammarström, 1999). mCEA is expressed in a broad variety of 

adenocarcinomas, including those originating from the colon, small intestine, 

stomach, pancreatic duct, biliary tract, cervix, and sweat gland secretory 

epithelium, as well as many urothelial and squamous cancers (Hammarström, 

1999; Lau et al., 2002; Sheahan et al., 1990). Moreover, CEA levels in circulation 

were significantly associated with patient outcomes (Park et al., 1999).  

9.4 β-Catenin  

β-Catenin is an EMT-related marker that is involved in both cell 

adhesion and intracellular signaling. β-Catenin enables to simultaneously bind 

α-catenin and E-cad components of the cell membrane and cytoplasmic actin 

filaments, whereas the latter is accomplished through β-catenin's actions in the 

Wnt signaling pathway (Gao et al., 2014; Willert & Nusse, 1998). β-Catenin is 

one of the essential factors in the progression of CRC. The overexpression of 

nuclear β-Catenin was associated with late TNM stage, lymph node metastasis, 

poor histological differentiation, and poor prognosis outcomes in patients with 

CRC (Gao et al., 2014). 

9.5 α-Methyacyl-CoA racemase (AMACR/p504s) 

AMACR is a peroxisomal and mitochondrial enzyme that is involved in 

β-oxidation of branched-chain fatty acids through the racemization of α-methyl, 

branched carboxylic coenzyme A thioesters (Amery et al., 2000; Ferdinandusse 

et al., 2000). In a normal state, AMACR is expressed in various cells, such as 

hepatocytes, renal tubular epithelial cells, bronchial epithelial cells, and the 

gallbladder (Jiang et al., 2003). AMACR protein expression frequently reduces 

sensitivity in prostatic and colonic adenocarcinomas, particularly in poorly 

differentiated CRCs (Jiang et al., 2003; Kuefer et al., 2002; Zhou et al., 2002). 
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9.6 Mucous glycoproteins (Mucins) 

Mucins are an essential structural component of mucus that can be 

secreted (gel-forming and non-gel-forming) or transmembrane (Forstner, 1978; 

Strous & Dekker, 1992). MUC is a core protein of mucins (Jonckheere & Van 

Seuningen, 2010; Joshi et al., 2014). The normal colon comprises a mixture of 

neutral mucin, sialomucin, and sulphomucin. MUC2 and MUC4 are expressed 

in both goblet and columnar cells, whereas MUC3 is expressed within 

enterocytes. In addition, MUC1, MUC5AC, and MUC6 are not expressed in the 

normal colonic mucosa (Byrd & Bresalier, 2004; Cao et al., 1997; Swallow et 

al., 1987). MUC2 expression was found to be increased in mucinous carcinomas 

of various cancers, including CRC, ovarian carcinoma, breast cancer, and 

pancreatic cancer (Figure 10C) (Hanski et al., 1997). Alteration of MUC2 

expression was associated with the MSI and MMR, as well as the prediction of 

chemotherapy resistance, and poor prognosis of CRC patients (Kang et al., 

2011; Lugli et al., 2007; Park et al., 2006; Perez et al., 2008). 

 

 
 

Figure  10 Immunohistochemical markers in the diagnosis of CRC  

(A) CK20, B) CK7, C) MUC2, and D) H&E staining) 

Source   Modified from Taliano, LeGolvan, & Resnick, 2013 
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10. Immunohistochemical markers in the diagnosis of colorectal cancer 

and its subtypes and variants  

10.1 Usual type of CRC 

This CRC type refers to lacking mucin production, intratumoral 

lymphocytes, or Crohn-like response (Greenson et al., 2009). The panel markers 

for evaluating this tumor should include CK7, CK20, mCEA, AMACR, CDX2, 

β-Catenin, MUC1, MUC2, and MUC5AC (Taliano et al., 2013). 

10.2 Rectal adenocarcinoma  

CK20 expression is positively present in most cases of rectal 

adenocarcinoma. CK7 and CDX2 are also frequently expressed in rectal cancer 

(Saad et al., 2009; Zhang et al., 2003). 

10.3 Mucinous carcinoma (mCRC) 

mCRC is associated with MSI. CK7, CK20, and CDX2 exhibit 

increasing variability in this variant of CRC. Also, MUC2 and MUC5AC 

expression are shown in approximately 90% and 50% of mCRC cases, 

respectively (Ajioka et al., 1996; Park et al., 2006). 

10.4 Signet ring cell carcinoma of the colon (cSRCC) 

In this variant, MUC1 and MUC5AC, which are mucins markers, are 

present, whereas MUC2 is absent (Chu et al., 2000; Chu & Weiss, 2004; 

Goldstein et al., 2000; Nguyen et al., 2006). Additionally, decreased expression 

of CDX2 was demonstrated in 47% of cSRCC tumors (Baba et al., 2009). 

10.5 Micropapillary carcinoma  

Previous studies reported that MUC1 and villin were demonstrated in 

micropapillary carcinoma. These immunohistochemical markers were expressed 

on the basal-lateral aspects of the neoplastic cells at the tumor-stroma interface. 

CK7, CK20, mCEA, and CDX2 were also expressed in micropapillary 

carcinoma (Kuroda et al., 2007; Sakamoto et al., 2005; Wen et al., 2008). 
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11. Management and treatment of colorectal cancer 

Treatments for CRC have advanced rapidly over the past several decades, 

particularly for advanced disease (Kennedy et al., 2014; Murphy et al., 2015). 

Management and treatment for patients with CRC depend on the stages and progression 

of the disease (Magrini et al., 2002; Mundade et al., 2014). Common management and 

treatment for CRC are summarized in Table 3. 

 

Table 3 Management and treatment for CRC 

 

Treatments for CRC AJCC staging of CRC 

Colectomy Stage 0, Stage I, and early Stage II 

Postoperative adjuvant chemotherapy Stage III and some Stage II 

Chemotherapy with multi-drug therapy 

including 5-fluorouracil (5-FU) and leucovorin, 

capecitabine and oxaliplatin (CapeOx), and 

irinotecan (Camptosar) 

Stage II 

Radiation therapy Recurrent or advanced disease 

 

Source Margrini et al., 2002; Suzuki et al., 2013; Mundade et al., 2014 

 

11.1 Treatment for colon cancer  

Most patients with colon cancer will have to undergo surgery for tumor 

removal, such as colectomy and polypectomy. Postoperative adjuvant chemotherapy 

can also be applied. Radiation therapy is used less frequently to treat colon cancer. 

Furthermore, different management depends on the involvement of tumors. Carcinoma 

in situ is a state of disease where malignant cancer has not spread yet. Then 

polypectomy, or more invasive surgery, will be performed. A surgical resection with 

adjacent lymph nodes will be performed in a localized stage, which refers to an invasive 

cancer that has penetrated the colonic wall but is not completely involved. Additionally, 

for the regional stage, in which cancers have grown through the colonic wall and/or 
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spread to nearby lymph nodes, surgery to remove the tumor, adjacent normal colonic 

tissue, and nearby involved lymph nodes will be performed. Moreover, adjuvant 

chemotherapy based on the drug 5-FU is typically used in patients with stage III or 

high-risk stage II. Oxaliplatin is often part of adjuvant chemotherapy as well (Sargent et 

al., 2009; Shah et al., 2016). Lastly, for the metastasis stage, which is a stage where 

cancers have spread to other organs, removing all of the tumors with surgery will be 

performed. Also, chemotherapy and targeted therapies, such as an inhibiting drug of the 

vascular endothelial growth factor (VEGF) and the epidermal growth factor receptor 

(EGFR), have been approved to treat metastatic colon cancer (American Cancer 

Society, 2020). 

11.2 Treatment for rectal cancer 

The main treatment of rectal cancer is surgery, frequently accompanied by 

chemotherapy and radiation to decrease the risk of spread and recurrence of the disease. 

The chemotherapy (non-targeted drugs) and targeted drugs used in the treatment of 

rectal cancer are broadly the same as those used for colon cancer (Table 4 and Table 5).  

Different management and treatment options for rectal cancer depend on the 

involvement of tumors. For carcinoma in situ, polypectomy, local excision, or full-

thickness rectal resection will be carried out. For localized stage, which is a state that 

cancers have grown through the first layer of rectum into the deeper layers but have not 

spread throughout the rectal wall, surgery may be involved in the removal of tumors 

and adjacent normal tissues. Additionally, for regional stage cancers that have grown 

through the rectal wall and/or spread to nearby lymph nodes or other organs, before and 

after surgery, chemotherapy and radiation (chemoradiation) have been applied (Bosset 

et al., 2014; Kulaylat et al., 2017; Maas et al., 2015). Lastly, for the metastasis stage, 

surgery will be performed by removing all of the tumors. Palliative treatments, which 

are given treatments to relieve the symptoms and decrease the suffering caused by 

cancer and other life-threatening diseases, such as surgery, chemotherapy, and/or 

radiation therapy, are also treated for metastasized rectal cancer patients. In addition, 

targeted therapies, including VEGF and EGFR inhibitors, have also been approved to 

treat select metastatic rectal cancers (American Cancer Society, 2020). 
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Table 4 Commonly U.S. Food and Drug Administration (FDA)  

(Approved chemotherapy treatment (non-targeted drugs) for CRC) 

 

Non-targeted                 

therapy drugs 

Details of non-targeted therapy drugs 

1. Capecitabine 

(Xeloda®) 

• Capecitabine is an adjuvant chemotherapy that has been used 

as a first-line treatment for patients with metastatic CRC.  

• Capecitabine exhibited a superior safety profile compared 

with 5-FU/leucovorin, with a significantly lower incidence 

(p<0.001) of side effects (Twelves, 2002). 

2. 5-Fluorouracil (5-

FU)/ Leucovorin 

(Adrucil®) 

• Adrucil is a chemotherapy treatment for adenocarcinoma of 

the rectum or the colon. 

• 5-FU treatment can improve the survival of patients with 

various cancers, especially CRC (Pardini et al., 2011). 

3. Oxaliplatin 

(Eloxatin®) 

• Oxaliplatin is an adjuvant chemotherapy for advanced CRC 

patients who have had a resection of the primary tumor. 

• Oxaliplatin has demonstrated modest activity in metastatic 

CRC patients (Comella et al., 2009). 

4. Irinotecan 

(Camptosar®) 

• A first- and second-line therapy with 5-FU and leucovorin 

for patients with metastatic colon and rectum carcinoma. 

• Irinotecan has an acceptable tolerability profile and is not 

associated with cumulative toxicities in patients with 

metastatic CRC (Fuchs, Mitchell, & Hoff, 2006) 

5. Trifluridine and 

Tipiracil 

(Lonsurf®) 

• For patients with CRC who have previously been treated 

with fluoropyrimidine, irinotecan, oxaliplatin chemotherapy, 

anti-VEGF therapy, and, if RAS wild-type, anti-EGFR 

therapy. 

• It is possible to work against wild-type KRAS. 

 

Source Modified from National Comprehensive Cancer Network, NCCN, 2017 

Table 5 Targeted therapies for management of advanced CRC 
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Targeted therapy 

drugs 

Details of targeted therapy drugs 

1. Bevacizumab 

(Avastin®) 

• Bevacizumab was the first VEGF inhibitor approved for use 

in CRC. 

• Bevacizumab with leucovorin treatment improved the 

median duration of progression-free survival (PFS) in CRC 

patients (p<0.001) (Hurwitz et al., 2004). 

2. Ramucirumab 

(Cyramza®) 

• Ramucirumab is an anti-VEGF therapy for the treatment of 

patients with stage IV metastatic CRC. 

• Ramucirumab with FOLFIRI treatment increased the overall 

survival (OS) rate of patients (Tabernero et al., 2015). 

3. Ziv-aflibercept 

(Zaltrap®) 

• Patients with CRC who received ziv-aflibercept (ant-VEGF) 

with FOLFIRI treatment had a better OS rate and a longer 

PFS rate (Van Cutsem et al., 2016). 

4. Cetuximab 

(Erbitux®) 

• Cetuximab is an anti-EGFR targeted treatment approved for 

use in CRC. 

• Cetuximab with irinotecan combination treatment 

demonstrated a longer median time to disease progression 

than cetuximab monotherapy (Cunningham et al., 2004). 

5. Panitumumab 

(Vectibix®) 

• Panitumumab (anti-EGFR) significantly reduced the relative 

risk of CRC progression by 46% (Van Cutsem et al., 2007). 

6. Regorafenib 

(Stivarga®) 

• Regorafenib is a multi-kinase inhibitor that affects several 

signaling pathways. Regorafenib inhibits VEGF signaling. 

• Regorafenib increased the OS rate of patients with 

metastasized CRC (p<0.0001) (Grothey et al., 2013). 

 

Source Modified from Bai, 2017 
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12. Prognosis factors for colorectal cancer patients 

CRC represents one of the most common malignancies and a leading cause of 

cancer-associated morbidity and mortality worldwide. In spite of evidence of a 5-year 

survival rate of 90% when CRC is diagnosed at an early stage, less than 40% of cases 

are diagnosed when the cancer is still localized (Brenner et al., 2014; Oh & Joo, 2020). 

The survival rate is the best indicator of determining the effectiveness of healthcare, 

diagnostic, and remedial interventions in CRC patients. To improve survival rates, 

accurate and dependable prognostic factors should be identified to provide the highest-

quality information to patients (Lang & Jacqmin, 2003; Rasouli et al., 2017). 

Prognostication of new diagnosticians of CRC predominantly depends on the 

stage or anatomic extent of disease based on the International Union Against Cancer 

(UICC-TNM) and AJCC staging classifications (Brierley et al., 2017; Frederick et al., 

2002). The most important morphological prognostic factors for CRC included the local 

extent of tumor assessed pathologically (the pT category of the TNM classification), 

lymph node status, tumor histological grade, and the assessment of lymphatic and 

venous invasion. Additionally, tumor budding and tumor border configuration should 

be considered as additional histological parameters (Compton et al., 2000; Zlobec & 

Lugli, 2008). However, several molecular features, such as chromosomal loss at 18q 

(LOH18q) and TP53 mutation, have shown promising results in terms of their 

prognostic value. Furthermore, approaches to the reliable prognostic protein markers 

identified such as EGFR or VEGF by IHC should be developed (Zlobec & Lugli, 

2008). Novel tissue prognostic biomarkers for the diagnosis and prognosis of CRC have 

been reported, including MSI, CIMP, BRAF, APC, TP53, and SMAD4 mutations (Oh & 

Joo, 2020). The mutations or altered expression of these tissue prognostic biomarkers 

are associated with poor prognosis by decreasing the disease-free survival (DFS), 

relapse-free survival (RFS), and OS rates of CRC patients (Chen et al., 2013; 

Guastadisegni et al., 2010; Jia et al., 2016; Oh & Joo, 2020; Sepulveda et al., 2017). 

Then, precision and accuracy of prognostic biomarkers may be effective for early 

diagnosis, well-management, and, in particular, improving survival and lowering 

mortality rates of CRC patients. 
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AT-rich interactive domain-containing protein 1A (ARID1A) 

1. SWI/SNF chromatin remodeling complexes  

The human Switch/Sucrose Non-Fermentable (SWI/SNF) complexes are an 

evolutionarily conserved multi-subunit chromatin-remodeling complex that uses the 

energy of ATP hydrolysis to mobilize nucleosomes and remodel chromatin, and thereby 

regulate transcription of target genes. The SWI/SNF complexes are composed of 

approximately 12–15 protein subunits encoded by 26 genes (de la Serna et al., 2006; 

Roberts & Orkin, 2004). These complexes contain three main groups, including 

BRM/BRG1-associated factor (BAF), polybromo-associated BAF (PBAF), and non-

canonical BAF (ncBAF). They have several common subunits. The BAF complex 

includes the specific subunits including ARID1A/BAF250a, ARID1B/BAF250B, and 

double PHD fingers (DPF)1/2/3, or BAF45b. The PBAF complex contains 

ARID2/BAF200, PHD finger 10 (PHF 10), bromodomain containing 7 (BRD7), and 

polybromo-1 (PBRM1)/BAF180 as the specific subunits. Moreover, glioma tumor 

suppressor candidate region genes (GLTSCR) 1/1L and BRD9 are the specific subunits 

of the ncBAF complex (Figure 11) (Mashtalir et al., 2018; Tsuda et al., 2021). 

SWI/SNF complexes have been discovered to serve key roles in transcriptional 

regulation that play a role in chromatin remodeling at both promoters and enhancers, 

which is regulated lineage-specific differentiation (Figure 12), and as tumour suppression 

(Alver et al., 2017; Hu et al., 2011; Kowenz-Leutz & Leutz, 1999; Mathur & Roberts, 

2018; Tolstorukov et al., 2013). Many previous studies support the role of these 

complexes in cancer development. Most mutations in some subunits of the human 

SWI/SNF complexes are loss-of-function mutations that indicate the role of these 

subunits as tumor suppressors. Although in synovial carcinoma studies, a gain-of-

function mutation has been demonstrated, which indicates an oncogenic function (Clark 

et al., 1994; Kadoch et al., 2013). Additionally, several recent studies have shown that the 

most frequently mutated subunit in the human SWI/SNF chromatin remodeling 

complexes is ARID1A. ARID1A is mutated in more than 8% of human cancers, whereas 

other subunits such as ARID2, PBRM1, SMARCA4, ARID1B, and SMARCA2 are mutated 

in approximately 2% of all cases. Therefore, the human SWI/SNF complexes are the 

most commonly mutated chromatin modulators in human cancers (Cerami et al., 2012; 

Gao et al., 2013; Hoadley et al., 2018; Kadoch & Crabtree, 2013; Tsuda et al., 2021). 
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Figure  11 Major subunits of the SWI/SNF chromatin remodeling complexes 

(Including BRM/BRG1-associated factor (BAF), polybromo-

associated BAF (PBAF), and non-canonical BAF (ncBAF) complexes) 

Source    Tsuda et al., 2021 

 

 
 

Figure  12 The human SWI/SNF chromatin remodeling complexes function in  

the regulation of lineage-specific differentiation. 

Source    Mathur, & Roberts, 2018 
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2. The human AT-rich interaction domain (ARID) family and ARID1 

subfamily 

The AT-rich Interaction Domain (ARID) is a helix–turn–helix motif-based 

DNA-binding domain and is sustained in all sequenced higher eukaryotic genomes. The 

ARID was first discovered as a DNA-binding domain in the mouse B cell-specific 

transcription factors in Bright and the Dead Ringer Protein of Drosophila melanogaster 

(Gregory et al., 1996; Herrscher et al., 1995; Kortschak et al., 2000; Wilsker et al., 

2002). The human ARID family consists of seven subfamilies that are divided based on 

the degree of identification of sequences between individual members. The seven 

subfamilies included ARID1, ARID2, ARID3, ARID4, ARID5, Jumonji AT-rich 

interaction domain 1 (JARID1), and JARID2. All fifteen members of the ARID family 

contain a DNA-binding domain that was initially found to interact with AT-rich DNA 

elements (Figure 13)  (Lin et al., 2014; Patsialou et al., 2005; Wilsker et al., 2005). AT-

rich binding was not an intrinsic property of ARID and that members of the ARID 

family might be involved in a broader range of DNA interactions, which play a role as 

transcriptional regulators that are involved in cell differentiation and proliferation 

(Wilsker et al., 2002). Recent advanced roles of the ARID family members that may be 

involved in various human cancers have been discussed and reported by Lin et al. in 

2014. The ARID family members are involved in cancer-related signaling pathways, 

highly mutated or differentially expressed in tumor tissues, and act as predictive factors 

for cancer prognosis or therapeutic outcomes (Lin et al., 2014). 

This study focused on the ARID1 subfamily, especially the ARID1A member. 

The ARID1 subfamily has two members, including ARID1A and ARID1B. The 

ARID1A and ARID1B genes are located on chromosome 1 at 1p36.11 and on 

chromosome 6 at 6q25.3, respectively. These members are exclusive subunits of the 

BAF subclass, which is one of the human SWI/SNF chromatin remodeling complexes 

that is involved in ligand-dependent transcriptional activation by nuclear receptors 

(Hurlstone et al., 2002; Wang et al., 2004; Wilsker et al., 2005). ARID1A and ARID1B 

share 66% overall similarity in structure but have some particular functions that are 

different from each other (Nagl et al., 2005). ARID1A and ARID1B play a role as tumor 

suppressors and also inhibit colony formation in cancer cells. Nevertheless, these 

members have opposite roles in the cell cycle, where ARID1A is essential for cell cycle 
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arrest, whereas ARID1B has been shown to activate the cell cycle in pancreatic cancer 

cells (Khursheed et al., 2013; Mamo et al., 2012; Nagl et al., 2007; Nagl et al., 2005; 

Van Rechem et al., 2009). Furthermore, ARID1A is highly mutated and decreases 

expression at the protein level in various types of cancer that may be associated with 

poor prognostic outcomes of patients (Lin et al., 2014). 

 

 

 

Figure  13 Schematic overview of the human ARID family and the domains  

in each member 

Source    Lin et al., 2014 
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3. Structure and expression of ARID1A 

ARID1A, also known as BAF250a, p270, and SMARCF1, is one of the 

members of the ARID1 subfamily. ARID1A is a key component of the BAF subclass of 

the human SWI/SNF chromatin remodeling complexes (Hurlstone et al., 2002; Wang et 

al., 2004; Wilsker et al., 2005). The ARID1A gene is encoded by twenty exons spanning 

86,08 Mb on chromosome 1p36.11 (Figure 14A) (Suryo & Wang, 2014). The human 

chromosome 1p36 region is frequently deleted in various human cancers (Erfani et al., 

2020; Lotem et al., 2015). Human ARID1A has two transcript variants, including the 

long and short variants (Figure 14B). The long variant, or isoform 1, is transcribed into 

8,585 bp of mRNA. The coding sequence of isoform 1 is from 374-7,231 bp. In contrast, 

the short variant, or isoform 2 mRNA, is transcribed into 7,934 bp, and the coding 

sequence is 374-6,580 bp. The ARID1A protein has two encoded protein isoforms. The 

longer isoform consists of 2,285 amino acids with a predicted molecular weight (MW) of 

242,04 kDa. The shorter isoform has 2,068 amino acids with a MW of 218,33 kDa. Both 

isoforms comprise a single ARID DNA-binding, glutamine-rich region and several 

LXXLL on C terminal regions that generally interact with nuclear hormone receptors, 

particularly the glucocorticoid receptor (Figure 14C). However, the relative expression 

and function of these two isoforms are under-investigated and need further studies to be 

clarified (Nie et al., 2000; Samartzis et al., 2013; Suryo & Wang, 2014). 

The ARID1A protein is mainly located in both the nucleus and the cytoplasm 

but not in the nucleolus. Cytoplasmic ARID1A is more stable than nuclear ARID1A. 

Nuclear ARID1A is rapidly degraded by the ubiquitin-proteasome system (Guan et al., 

2012; Lin et al., 2014). In the cell cycle, ARID1A protein was accumulated more during 

the G0/G1 phases, whereas it was significantly downregulated during the G2/M phases 

(Flores-Alcantar et al., 2011). As a subunit of SWI/SNF complexes, ARID1A is 

thought to contribute to specific recruitment of its chromatin remodeling activity by 

binding transcription factors and transcriptional coactivator or corepressor complexes 

(Nie et al., 2000). Wu and colleagues reported that the emerging role of ARID1A is 

involved in a tumor suppressor. ARID1A has gatekeeper properties, such as regulating 

cell cycle progression or promoting apoptosis, as well as caretaker properties, such as 

preventing genomic instability in cancers (Wu et al., 2014) 
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Figure  14 Schematic overview of ARID1A structures  

(A) Chromosomal location for ARID1A (indicating in a red line),  

B) DNA organization of ARID1A consists of the longer (isoform 1) 

and shorter variants (isoform 2), and C) Mapping of ARID1A) 

Source Gene cards on human gene database. Accessed from     

https://www.genecards.org/cgi-bin/carddisp.pl?gene=ARID1A                                

on date August 5, 2021; Suryo, & Wang, 2014; Wu, & Roberts, 2013 
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Furthermore, the ARID1A protein is ubiquitously expressed in various normal 

tissues. From the human protein atlas, it has been reported that ARID1A protein is 

highly expressed in organs or components of the central nervous system, respiratory 

system, urinary and female genital system, and lymphatic system. ARID1A protein 

expression is moderate in the GI tract (Figure 15) (Suryo, & Wang, 2014; 

https://v15.proteinatlas.org). Several studies have elucidated that decreased or loss of 

ARID1A protein expression is related to a variety of types of cancer (Lin et al., 2014). 

 

 

 

Figure  15 ARID1A protein expression in human tissues  

(A) Summary of protein expression of ARID1A in human organs, 

which the gastrointestinal tract indicates in a red square, the 

represented images of ARID1A expression in (B) cerebral cortex, and 

(C) colon) 

Source    The human protein atlas. Accessed from https://www.proteinatlas.org/     

   ENSG00000117713-ARID1A/tissue on date August 5, 2021 
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4. The ARID1A alteration in cancers  

All human cancers, approximately 20% of which harbor mutations, are involved 

in some subunits of the human SWI/SNF chromatin remodeling complexes, including 

ARID1A, ARID1B, ARID2, PBRM1, SMARCA4, and others. The SWI/SNF complexes 

are one of the most frequently mutant epigenetic regulators in cancer, as well as one of 

the most frequently altered tumor suppressor genes in human malignancy (Kadoch et 

al., 2013; Shain & Pollack, 2013). ARID1A is one of the most frequently mutated tumor 

suppressor genes. It was identified as the first loss-of-function somatic mutations in 

endometriosis-associated ovarian cancers, including ovarian clear cell carcinoma and 

ovarian endometrioid carcinoma, which harbored ARID1A somatic mutations in 46–

57% and 30%, respectively (Jones et al., 2010; Wei et al., 2014; Wiegand et al., 2010). 

Additionally, somatic mutations of ARID1A have been reported in other types of 

cancers, including uterine endometrioid carcinoma (39–44%), gastric carcinoma (8–

29%), esophageal adenocarcinoma (9–19%), Waldenstrom macro-globulinemia (17%), 

pediatric Burkitt lymphoma (17%), hepatocellular carcinoma (10–16%), 

cholangiocarcinoma (14–15%), urothelial carcinoma of the bladder (12-15%), melanoma 

(11.5%), CRC (9.4%), and lung adenocarcinoma (8.2%) (Figure 16) (Jones et al., 2012; 

Kadoch et al., 2013; Wu et al., 2014). Recently, ARID1A mutations have been 

increasingly reported in malignant tumors of the GI tract (Wang et al., 2021). Mutations 

of ARID1A occur across the length of the gene, including truncating or frameshift 

(insertions and deletions) and nonsense mutations (Jones et al., 2010; Mathur, 2018). 

Namjan et al. discovered 89% of truncating mutations in cholangiocarcinoma (Namjan 

et al., 2020). ARID1A mutations have been found as a prognostic role in loss of ARID1A 

shortens time to cancer-specific mortality and cancer recurrence (Luchini et al., 2015; 

Mathur, 2018). The majority of ARID1A mutations were inactivating mutations, leading 

to loss of its expression at protein level (Wang et al., 2021). 

Loss or reduction of ARID1A expression was associated with a variety of types 

of cancer, which is more frequently found in certain types of cancer, including ovarian 

endocervical-type mucinous borderline tumor (33%), cervical adenocarcinoma (24-31%), 

endometrial clear cell carcinoma (21-26%), endometrial carcinosarcoma (14%), 

anaplastic thyroid carcinoma (14%), Epstein-Barr virus-positive gastric carcinoma (34%), 

and aggressive phenotypes of breast cancer (Abe et al., 2012; Mamo et al., 2012; Wu et 
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al., 2014). ARID1A loss is associated with PI3K-Akt pathway activation in ovarian clear 

cell carcinomas, resistance to trastuzumab in HER2-positive breast carcinomas, and 

impairment in enhancer-mediated gene regulation in murine colorectal tumor models. In 

contrast, in hepatocellular carcinoma, ARID1A acts as an oncogene in tumor initiation 

but as a tumor suppressor in subsequent maintenance and metastasis (Berns et al., 2016; 

Bosse et al., 2013; Mathur et al., 2017; Sun et al., 2017). Importantly, loss of ARID1A 

expression is correlated with severe clinicopathological features such as large tumor size, 

high pathological grading, late TNM stage, distant metastasis, lymph node involvement, 

and worse prognosis of patients (Wu et al., 2014). Therefore, several studies have 

suggested that ARID1A may serve as a prognostic biomarker for cancer diagnosis 

(Lichner et al., 2013; Samartzis et al., 2012; Wei et al., 2014; Wiegand et al., 2014). 

 

 

 

Figure  16 Alteration of ARID1A expression in human cancers  

(A) ARID1A mutation frequency in human cancers, B) ARID1A 

expression in normal endometrium and uterine endometrioid 

carcinoma) 

Source    Modified from Wu, Wang, & Shih, 2014 
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5. The ARID1A alteration in colorectal cancer  

Several studies have shown that ARID1A mutation, MMR deficiency, MSI, or 

promoter hypermethylation result in the loss or decrease of ARID1A expression in 

human CRC tissues and cell lines, which may be associated with poor pathological 

outcomes in CRC patients  (Chou et al., 2014; Erfani et al., 2020; Mathur et al., 2017). 

ARID1A is mutated in approximately 10% of all CRC cases, with mutations 

enhanced in cancers of the MSI type. Somatic mutations were also found in 12/119 

CRC samples (Jones et al., 2012; Mathur, 2018). It has been reported that an 

inactivation of ARID1A drives the formation of invasive colon tumors that show 

features associated specifically with human colon cancers of the MSI type in a mouse 

model. These findings represent an advance in colon cancer modeling and implicate 

enhancer-mediated gene regulation as a principal tumor-suppressor function of ARID1A 

(Mathur et al., 2017). The dysfunction of MMR could contribute to MSI, which is 

related to the expression of ARID1A. Chou and colleagues reported that ARID1A 

deficiency was most commonly found in CRC with BRAF V600E mutations and MMR 

deficiency (Chou et al., 2014). Furthermore, ARID1A promoter hypermethylation at the 

CpG island reduced ARID1A mRNA levels in CRC cell lines (Erfani et al., 2020). 

Recently, decreasing or loss of ARID1A expression has been increasingly found in 

human CRC (Chou et al., 2014; Erfani et al., 2020; Kishida et al., 2019; Lee et al., 

2016; Wei et al., 2014; Ye et al., 2014). Importantly, the alterations of ARID1A protein 

expression were significantly associated with the severity of clinicopathological 

characteristics, such as gender, poor pathological grading, late TNM staging, distant 

metastasis, and lymphovascular invasion (Lee et al., 2016; Wei et al., 2014). However, 

alterations of ARID1A expression did not correlate with OS, DSF, and recurrence-free 

survival (RFS) in patients with CRC (Chou et al., 2014; Erfani et al., 2020; Lee et al., 

2016). The relationship between ARID1A protein expression and clinical significance 

in CRC is limited and understudied. Then it required further investigations to elucidate 

the significance of ARID1A as one of the promising prognostic indicators that may be 

useful for a precise prognosis of CRC. 
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Epithelial-mesenchymal transition (EMT) 

1. Epithelial-mesenchymal transition (EMT) 

EMT is an essential biological process that involves the differentiation of 

polarized epithelial cells that generally display apical–basal polarity. They are attached 

together by tight junctions, adherent junctions, and desmosomes. As well, they are 

tethered to the underlying basement membrane by hemi-desmosomes. Then they 

transform into mesenchymal cell phenotypes, which include enhanced migratory 

capacity, invasiveness, elevated resistance to apoptosis, and greatly increased 

production of extracellular matrix (ECM) components (De Craene & Berx, 2013; 

Kalluri & Neilson, 2003). Inauguration of EMT induces the expression of the EMT-

inducing transcription factors (EMT-TFs), including the ZEB, SNAIL and/or SLUG, 

and TWIST1 families. These EMT-TFs repress the expression of genes associated with 

the epithelial state, such as E-cad, occludins, claudins, α6β4 integrins, and cytokeratins. 

Concurrently, EMT-TFs induce the expression of genes associated with the 

mesenchymal state, for example, neural cadherin (N-cadherin), vimentin, fibronectin, 

β1 and β3 integrins, and matrix metalloproteinases (MMPs). These alterations of gene 

expression are resulting in cellular changes that include the disassembly of epithelial 

cell–cell junctions and the dissolution of apical–basal cell polarity via inhibition of 

proteins that specifically regulate tight junction formation and apical–basal polarity, 

including crumbs, PALS1-associated tight junction protein (PATJ), and lethal giant 

larvae (LGL). The loss of epithelial features is accompanied by the acquisition of a 

partial set of mesenchymal features with the retention of certain epithelial features. 

Mesenchymal cells display front-to-back polarity and an extensively reorganized 

cytoskeleton and express a distinct set of molecules and EMT-TFs that promote and 

maintain the mesenchymal state. During the EMT process, cells become motile and 

acquire invasive capacities. EMT is a reversible process, and mesenchymal cells have 

the reversible ability to reach the epithelial state by undergoing the mesenchymal–

epithelial transition (MET) process (Dongre & Weinberg, 2019) (Figure 17). EMT and 

MET processes occur during the development of an embryo, tissue remodeling, wound 

healing process, as well as cancer progression and metastasis (Thiery, 2003). 
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Figure  17 An overview of the processes of EMT and MET  

(Including genes associated with the epithelial state (yellow box), 

genes associated with the mesenchymal state (orange box), and 

EMT-inducing transcription factors (EMT-TFs) (gray box)) 

Source    Dongre, & Weinberg, 2019; Kalluri, & Weinberg, 2009 
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2. Different subtypes of the epithelial-mesenchymal transition 

There are three different subtypes of EMT that occur in distinct biological 

processes that carry different consequences, including EMT during implantation, 

embryo formation, and organ development; EMT associated with tissue regeneration 

and pathological processes; and EMT associated with cancer progression, invasion, 

and metastasis (Figure 18) (Dongre & Weinberg, 2019; Kalluri & Weinberg, 2009). 

 

 

 

Figure  18 Different EMT subtypes are involved in different biological 

processes  

(Including A) Type 1, EMT during implantation, embryogenesis, 

and organ development; B) Type 2, EMT associated with tissue 

regeneration and organ fibrosis; and C) Type 3, EMT associated 

with cancer progression, invasion, and metastasis) 

Source    Kalluri, & Weinberg, 2009 
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2.1 Type 1 EMT: EMT during implantation, embryogenesis, and organ 

development  

EMT is fundamental for regulating the mesoderm formation during gastrulation 

and the cell migration that forms the neural crest from the neural tube (Nieto et al., 1994). 

EMT is involved in various specific morphogenetic events during development. During 

gastrulation, EMT promotes the generation of mesenchymal cells of the incipient 

mesoderm from the epiblast (Lim & Thiery, 2012; Oda et al., 1998; Schäfer et al., 2014). 

The Wnt signaling pathway was associated with EMT in the development of gastrulation, 

in which the embryo could not undergo gastrulation when Wnt3 deficiency occurred (Liu 

et al., 1999; Skromne & Stern, 2001). In addition, activation of EMT was found in neural 

crest cells and increased their migratory capacity, enabling their dispersion to multiple 

sites throughout the body of the developing chordate embryo  (Clay & Halloran, 2014; 

Shoval et al., 2007; Simões-Costa & Bronner, 2015). EMT-TFs, especially the two 

members of the SNAIL family, have an important role in embryonic development 

(Barrallo-Gimeno & Nieto, 2005). Previous studies demonstrated that SNAIL and SLUG 

decreased expression of E-cad in mouse embryonic development (Arias, 2001; Aybar et 

al., 2003; Martı́nez-Álvarez et al., 2004). 

2.2 Type 2 EMT: EMT associated with tissue regeneration and organ 

fibrosis  

Organ fibrosis is mediated by inflammatory cells and fibroblasts that release a 

different set of inflammatory signals and components of the extracellular matrix, 

including collagen, laminins, elastin, and tenacins (Figure 19) (Kalluri & Weinberg, 

2009). EMT is more specifically associated with organ fibrosis, which occurs in the 

liver, kidney, and small intestine (Kim et al., 2006; Potenta et al., 2008; Zeisberg et al., 

2007). Previous studies have suggested that EMT is an essential precursor of fibroblasts 

that arise during the progression of organ fibrosis. Fibroblast-specific protein 1 (FSP1), 

S100 class of cytoskeletal protein, α-SMA, and collagen I have provided reliable 

markers to characterize the mesenchymal products generated by the EMTs that occur 

during the development of fibrosis in various organs (Okada et al., 1997; Rastaldi et al., 

2002; Strutz et al., 1995; Zeisberg et al., 2003). EMT is an important process for tissue 

regeneration and repair during the wound healing process in adults (Dongre & 
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Weinberg, 2019). Moreover, SLUG has been involved in the regulation of the wound 

healing process. It has been reported that the overexpression of SLUG in human 

keratinocytes contributes to the increase in cell spreading and desmosome disruption 

that are generally observed at sites of wounding (Savagner et al., 2005). 

 

 

 

Figure  19 Type 2 of EMT associated with organ fibrosis  

(Type 2 EMT is involved in organ fibrosis, which is associated with 

inflammation and the production of a variety of molecules by 

inflammatory cells and resident activated fibroblasts 

(myofibroblasts). These molecules disrupt the epithelial layers 

through degradation of the basement membrane. The epithelial 

cells lose polarity and either undergo apoptosis (the majority of 

cells) or EMT (the minority of cells)) 

Source   Kalluri, & Weinberg, 2009 

 

2.3 Type 3 EMT: EMT associated with cancer progression, invasion, and 

metastasis  

Tumor metastasis is composed of sequential, interconnected, selective processes 

and various steps that are favored by conversions between two cellular states, including 

epithelial and mesenchymal phenotypes. EMT plays a critical and complicated role in 

promoting tumor invasion and metastasis in epithelium-derived carcinomas (Cao et al., 

2015; Fidler, 2003). The subsequent steps of the invasion-metastasis cascade, initially 
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from tumor epithelial cells, lose their cell polarity and cell-cell adhesion, and transform 

into the mesenchymal phenotype. Tumors with mesenchymal phenotypes invade the 

local extracellular matrix (local invasion), penetrate into blood circulation 

(intrainvasion), and circulate through the bloodstream (systemic transportation) to 

distant organs (extravasation). Consequently, tumor cells establish micrometastases; 

this initial seeding of tumor cells at distant sites can occur rapidly, which is called the 

proliferation process. Subsequently, the colonization of tumor cells in distant organs 

requires the reversion of the EMT and/or activation of the MET process (Figure 20). 

For certain tumor types, the layout of the circulation may be the strongest determinant 

of metastatic tropism, such as the behavior of CRC, which has a strong preference for 

generating liver metastases (Cao et al., 2015). 

 

 

 

Figure  20 Type 3 of EMT associated with cancer progression, invasion, metastasis  

(EMT contributes to cancer progression from normal epithelium to 

invasive carcinoma, which goes through several steps) 

Source    Kalluri, & Weinberg, 2009; Cao et al., 2015 
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3. The alterations of EMT-related protein expression in colorectal cancer 

EMT contributes to the proliferation, invasion, and metastasis in various epithelial 

tumors (Arias, 2001; Fantozzi et al., 2014). Previous studies have demonstrated that the 

EMT process plays a crucial role in the progression and aggressiveness of CRC (Barker 

& Clevers, 2001; Bates, 2005; Brabletz et al., 2005; Hur et al., 2013). Most CRC patients 

with distant metastasis did not show effectiveness to conventional treatment and exhibited 

a poor 5-year survival rate of less than 10% (Brenner et al., 2014; Manfredi et al., 2006). 

Therefore, a better understanding of molecular mechanisms underlying local invasion and 

distant metastasis is necessary to expedite the development of effective therapeutic 

strategies for metastatic CRC patients (Cao et al., 2015). 

Approximately 85% of resected CRC samples have shown moderate to strong 

TWIST1 expression, which is notably more than either SNAIL1 or SLUG. Besides, 

SLUG and ZEB1 expression were significantly correlated with downregulated expression 

of E-cad and up-regulation of ZEB1 and ZEB2 at the invasion front, both correlated with 

the shorter survival times (Gomez et al., 2011; Kahlert et al., 2011; Kroepil et al., 2013; 

Larriba et al., 2009; Shioiri et al., 2006; Singh et al., 2011). Up-regulation of SLUG has 

emerged as an independent prognostic factor and a predictive marker of lymph node 

metastasis (LNM) and sprouting angiogenesis (Toiyama et al., 2013; Welch-Reardon et 

al., 2014). Moreover, TWIST1 overexpression was associated with nodal invasion, male 

sex, and unfavorable outcomes in CRC patients (Gomez et al., 2011; Okada et al., 2010; 

Valdés-Mora et al., 2009). Emerging evidence has indicated that many transcription 

factors and related signaling pathways are involved in EMT and CRC progression and 

metastasis (Figure 21) (Cao et al., 2015). 

Decreasing of E-cad expression, a gene associated with the epithelial state, was 

correlated with the presence of LNM, distant metastasis, poor CRC pathological 

differentiation, and worse pathological outcomes of CRC patients (Aljafil et al., 2014; He 

et al., 2013; Peña et al., 2005). According to the role of E-cad as an essential gatekeeper 

of the epithelial state in carcinomas (Hay, 1995). Furthermore, the expression of occludin 

and ZO-1, which are epithelial state markers, was significantly downregulated in 

colorectal liver metastasis tissues (Orbán et al., 2008). On the contrary, increased 

vimentin expression, which is a gene associated with the mesenchymal state, was 

significantly associated with the presence of LNM and poor prognosis of CRC patients 
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(Toiyama et al., 2013). It was suggested that vimentin was able to increase the invasive 

ability of the tumor to affect tumorigenesis (Monteiro-Reis et al., 2019). Additionally, 

high expression of fibronectin, one of the mesenchymal state markers, was also correlated 

with poor prognosis of CRC patients as well as in CRC cell lines. Upregulation of 

fibronectin expression was associated with cell proliferation via the NF-κB/p53-apoptosis 

signaling pathway (Yi et al., 2016). 

Furthermore, ARID1A is also involved in the EMT process. Previous in vitro 

studies have demonstrated that ARID1A knockdown exhibited increased cell proliferation, 

migration, and invasion in various cancer cell lines, including RCC, PDAC, breast cancer, 

and CRC (Erfani et al., 2021; Somsuan et al., 2019; Tomihara et al., 2021; Wang et al., 

2020). Moreover, ARID1A knockdown also demonstrated the upregulated expression of 

mesenchymal markers (such as vimentin and fibronectin) and the downregulated 

expression of epithelial proteins (such as E-cad and ZO-1) in RCC and PDAC (Erfani et 

al., 2021; Somsuan et al., 2019). It has been suggested that ARID1A downregulation may 

promote CRC metastasis through decreasing EMT-related protein, in particular, E-cad, 

and promoting epithelial cell movement. Thus, ARID1A may be considered as a 

promising candidate therapeutic target for CRC (Erfani et al., 2021). 

 

  



 54 

 

 

 

 

Figure  21 Related signaling pathways and EMT-TFs of EMT in CRC 

Source    Dongre, & Weinberg, 2019; Cao et al., 2015 
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CHAPTER III 

 

RESEARCH METHODOLOGY 

 

Bioinformatics analysis of ARID1A gene mutation in CRC 

The cBioPortal for cancer genomics database (https://www.cbioportal.org/) was 

used to analyze ARID1A mutations and the frequent genetic mutations of ARID1A in 

CRC (Cerami et al., 2012). The Cancer Genome Atlas (TCGA) projects related to CRC, 

including Firehose Legacy, Nature, and the PanCancer Atlas projects, which recruited 

1,506 patients (1,510 samples) from 3 studies (all information was accessed on 

December 17, 2021), were investigated. From this accessible information, the 

comparison of mRNA level and protein expression between mutated ARID1A and non-

mutated ARID1A groups was also examined. 

 

Ethics statement and the patient tissue’s recruitment  

All study ethics approvals were approved by the Human Ethic Review Board of 

Sawan Pracharak Hospital, Nakhon Sawan, Thailand (approval no. 16/2560) and the 

Naresuan University Ethics Committee for Human Research (NU-IRB) (approval no. 

P10181/64; COA no. 421/2021), and were undertaken following the ethical standards of 

the World Medical Association Declaration of Helsinki. All the patients in this study 

provided their written informed consent for their personal information. 

FFPE blocks of CRC patients were used in this study. All patients were 

diagnosed with different pathological differentiation of CRC and had their tissue 

biopsy submitted during 2017- 2021 to the Unit of Pathology, Sawan Pracharak 

hospital, Nakhon Sawan province, Thailand. 

 

Sample size 

For the determination of sample size, the G*Power 3.1 analysis software (Faul 

et al., 2007) was performed to indicate the adequate number of CRC tissue FFPE blocks 

in this study. Therefore, after calculating the sample size, there were 100 FFPE samples 

of CRC patients included in this study by the clinical pathologist. 
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Inclusion and exclusion criteria 

Inclusion criteria  

1. FFPE blocks must be obtained from CRC patients aged 50 to 95 years. The 

young-age onset of CRC provides a clue to a possible relationship with the hereditary 

etiology of CRC. A previous study showed that the majority of CRC occurs in people 

older than 50 years old. The mean age at diagnosis of CRC is 72 years old in men and 

75 years old in women (Kolligs, 2016). 

2. FFPE blocks must be collected from CRC patients who underwent their 

biopsy during 2017–2021 because levels of protein expression may be affected by 

proteolysis after the long-term storage of FFPE blocks (Nuovo et al., 2013). 

3. The relevant demographic and pathological information of patients must be 

available for access. 

4. To avoid any potential problem due to an insufficient sample for further 

diagnosis and investigation, several FFPE blocks must be available. 

5. Each FFPE block must be sufficient for performing of tissue sectioning at 

least 10-15 sections of 3-5-𝜇m-thick section. 

Exclusion criteria  

 1. Patients who were diagnosed with hereditary CRC syndromes, some 

inherited conditions, and aged less than 50 years were excluded. 

 2. Patients diagnosed with cancer of unknown primary (CUP) were excluded. 

 3. A patient who was diagnosed with CRC during pregnancy was excluded 

from this study. A previous study found that the follicle-stimulating hormone (FSH) 

receptor binding inhibitor (FRBI) influences ARID1A expression levels in ovarian 

cancers (Gong et al., 2019). 

 4. Patients undergoing pre-chemotherapy and pre-radiation treatment prior to 

surgery have been excluded. 

 5. Histological and/or immunohistochemical investigation cannot be clarified 

by a pathologist or researcher.  
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Conceptual framework 

The FFPE blocks of CRC patients, composed of the cancerous and non-

cancerous areas, and the demographic and clinicopathological information of patients 

who were diagnosed with the different pathological differentiations of CRC during 

2017–2021, were obtained from the Unit of Pathology, Sawan Pracharak hospital, 

Nakhon Sawan province, Thailand. After that, FFPE blocks were transferred to the 

Department of Anatomy, Faculty of Medical Science, Naresuan University, to perform 

the experiments in this study.  

Subsequently, FFPE blocks of CRC tissues were sectioned into 3-𝜇m-thick 

tissue sections, and then ARID1A and EMT-related protein expressions, including 

epithelial proteins (E-cad and ZO-1), and mesenchymal proteins (vimentin and 

fibronectin), were performed using the indirect IHC method. After that, the 

immunoreactivity of ARID1A was examined by at least three investigators. The H-

score was applied to evaluate the ARID1A immunoreactivity (Hirsch et al., 2003; John 

et al., 2009). Based on the H-score, the immunostained sections were categorized into 

two groups, including low and high ARID1A expressions. Furthermore, the IHC 

intensities of ARID1A and EMT-related protein were also investigated using ImageJ 

(Fiji) image analysis software (http://fiji.sc/Fiji) (Ruifrok & Johnston, 2001). 

Accordingly, the association between the expression of ARID1A and EMT-

related protein with the severity of clinicopathological characteristics was analyzed 

using the Fisher’s exact test. In addition, the pathological outcomes of CRC patients 

with ARID1A and EMT-related protein expressions were analyzed by the Kaplan-

Meier analysis and compared statistical data using the log-rank test. The p-value < 0.05 

was considered as a statistically significant value. 
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Collection of tissue samples and clinicopathological information of CRC patients 

A cohort of 100 patients who had their CRC surgically removed between January 

2017 to January 2021 and submitted their removed tissue samples to the Unit of 

Pathology, Sawan Pracharak hospital, Nakhon Sawan, Thailand, was conducted. CRC 

tissues, including cancerous and adjacent non-cancerous areas, were obtained as FFPE 

blocks. Each case was diagnosed and examined by a clinical pathologist using 

hematoxylin and eosin (H&E) staining slides. The WHO classification criteria were used 

to classify the pathological differentiation of each specimen. Tumors were pathologically 

graded as well-differentiated adenocarcinoma (n=65), moderately differentiated 

adenocarcinoma (n=23), and poorly differentiated adenocarcinoma (n=12). Additionally, 

CRC staging was assessed according to the guidelines of the AJCC, TNM classification, 

8th edition (Amin et al., 2017). Stage I (n=8), stage II (n=22), stage III (n=36), and stage 

IV (n=34) were included in the total number of CRC specimens. 

Furthermore, the clinicopathological information of patients who were diagnosed 

with CRC was accessed by a clinical pathologist. Demographic and clinicopathological 

information of CRC patients, for instance, age, gender, location of tumor, tumor mass 

dimension, pathological differentiation, AJCC staging, tumor invasion, metastasis, 

recurrence, angiolymphatic invasion, number of examined and positive lymph nodes, 

patient’s comorbidity, and follow-up period after operation were acquired and analyzed. 

All FFPE blocks were labeled using a new research code. The confidential data of 

patients, such as name, identification number, and hospital number, were blinded to 

protect the patient's information. The FFPE blocks were transferred under control 

temperature at 4 °C and then collected at -20 °C until the experiments were performed. 

All of the information was scanned and recorded securely on the password-protected 

computer of the researcher. After the end of the experiments, all FFPE blocks were 

returned to the unit of pathology, Sawan Pracharak hospital, or kept at the Department of 

Anatomy, Faculty of Medical Science, Naresuan University. The flowchart of the patient 

tissue’s recruitment and collection was represented in Figure 22. 

  



 59 

 

 

Figure  22 Flowchart of the patient tissue’s recruitment and collection 
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Immunohistochemistry staining of ARID1A and EMT-related protein 

IHC is a methodology that employs antibodies to detect antigens in cells within 

a tissue section. This application is used to locate specific antigens in tissue sections 

with labeled antibodies based on antigen-antibody interactions (Ramos-Vara, 2011). 

The principle of the indirect IHC method was demonstrated in Figure 23. 

To investigate the expressions of ARID1A and EMT-related protein, the 

standard IHC procedure was applied using anti-ARID1A rabbit polyclonal antibody 

(1:400 dilution; HPA005456, Sigma-Aldrich, St. Louis, MO, USA), anti-E-cad rabbit 

monoclonal antibody (1:750 dilution; AB40772, Abcam), anti-ZO-1 rabbit polyclonal 

antibody (1:400 dilution; AB216880, Abcam), anti-vimentin rabbit monoclonal 

antibody (1:750 dilution; AB92547, Abcam), and anti-fibronectin rabbit polyclonal 

antibody (1:400 dilution; AB2413, Abcam, Cambridge, MA, USA). The details of 

primary antibodies used in this study were summarized in Table 6. 

FFPE blocks, which were composed of cancerous and non-cancerous areas from 

patients with CRC, were sectioned at 3-𝜇m-thick using a rotary microtome and placed 

on a silane/acetone-coated slide. The immunoreactivities of ARID1A and EMT-related 

proteins were assessed by IHC using an indirect method. In brief, all tissue sections 

were dried on a hot plate at 60°C for a half hour, deparaffinized in xylene, rehydrated 

through a graded series of ethanol/distilled water (DW) (from high to low concentration), 

and washed in DW. Subsequently, heat-induced epitope retrieval (HIER) was 

performed for antigen retrieval by incubating in a citrate buffer, pH 6.0, at 97°C. Tissue 

sections were cooled down at room temperature for 30 minutes, then immersed in 3% 

hydrogen peroxide (H2O2)/sodium azide (NaN3) for 25 minutes to inhibit the 

endogenous peroxidase, washed in phosphate buffer saline (PBS), and incubated with 

0.1% NaN3 for 20 minutes to inhibit the non-specific protein. Then, the tissue sections 

were incubated with working primary antibodies, as previously described, in a 

humidified chamber for an hour at room temperature and then overnight at 4°C. As a 

negative control, the sections were treated with PBS. After washing with PBS three 

times, the tissue sections were treated with the biotinylated goat anti-rabbit IgG 

secondary antibody for 15 minutes, followed by incubation with streptavidin peroxidase 

(Ab64261, Abcam, Cambridge, MA, USA) at room temperature for 15 minutes. The 

chromogen 3,3'-diaminobenzidine (DAB) substrate was applied at a 1:50 dilution for 



 61 

visualization, followed by rinsing in PBS to stop the DAB reaction. Sections were 

counterstained with Mayer’s hematoxylin (C.V. Laboratories CO., LTD.) for nuclear 

staining, dehydrated with a stepwise increasing concentration of ethanol/DW, cleared in 

xylene, mounted using Permount® Mounting Medium (Permount, Fisher Scientific, 

Belgium), and then tissue sections were covered with a coverslip. Finally, the stained 

sections were visualized under a light microscope. The stained sections were observed 

and photographed using the ZEN program (Rushmore Precision Co., Ltd.) under the 

Axiocam 105 color ZEISS microscope (Carl Zeiss, Oberkochen, Germany). The 

summary of standard IHC procedures in this study was represented in Figure 24. 

 

Table 6 The details of primary antibodies used in the human CRC study 
 

 

Targeted 

proteins 

Primary antibody Corporation Dilution Secondary antibody 

ARID1A Rabbit polyclonal 

anti-ARID1A 

(HPA005456) 

Sigma-

Aldrich 

 

1:400 Goat anti-rabbit  

(Ab64261, Abcam) 

E-cadherin Rabbit monoclonal 

anti-E-cadherin, 

intercellular 

junction protein 

(Ab40772) 

Abcam 

 

1:750 Goat anti-rabbit  

(Ab64261, Abcam) 

Zonula 

occludens-1 

(ZO-1) 

Rabbit polyclonal, 

anti-ZO-1, tight 

junction protein 

(Ab216880) 

Abcam 1:400 Goat anti-rabbit  

(Ab64261, Abcam) 

Vimentin Rabbit monoclonal 

anti-vimentin, 

cytoskeleton 

protein (Ab92547) 

Abcam 1:750 Goat anti-rabbit  

(Ab64261, Abcam) 

Fibronectin Rabbit polyclonal 

anti-fibronectin 

(Ab2413) 

Abcam 1:400 Goat anti-rabbit  

(Ab64261, Abcam) 
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Figure  23 An illustration of the indirect IHC method  

Source Reprinted from Immunohistochemistry, In Leinco Technologies, Inc., 

Retrieved July 16, 2021, from https://www.leinco.com/immunohistochemistry. 

 

 

 

Figure  24 The schematic summary of standard IHC procedures  
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Assessment of ARID1A protein expression and quantitative analysis 

Three independent investigators who were blinded to the demographic and 

clinicopathological information of CRC patients reviewed and evaluated the ARID1A 

immunostained sections. For assessment of ARID1A immunoreactivity, five 

independent areas of each section were imaged at high power fields (HPF) provided by 

40× magnification of the objective lens using a ZEN program (Rushmore Precision 

Co., Ltd.) under an Axiocam 105 color ZEISS microscope (Carl Zeiss, Oberkochen, 

Germany) in both cancerous and adjacent non-cancerous areas of CRC tissues. The H-

score, which is a semi-quantitative assessment to evaluate immunoreactivity in tumor 

samples (Hirsch et al., 2003), was applied to assess the expression of ARID1A protein. 

The H-score was evaluated based on the staining intensity and the percentage of 

positive cells of ARID1A staining. Three investigators evaluated the staining intensity 

of ARID1A and scored it as 0 (negative), 1 (weak), 2 (moderate), and 3 (strong 

staining) in both cancerous and adjacent non-cancerous areas of CRC tissues (Figure 

25). In addition, the percentage of the ARIDA-positive cells was detected and analyzed 

using ImageJ (Fiji) image analysis software (Ruifrok & Johnston, 2001; Schindelin et 

al., 2012). The summation of the H-score was calculated according to the formula:  

H-score = [(0×% negative cells) + (1×%weakly positive cells) +                                       

(2×%moderately positive cells) + (3×%strongly positive cells)] (Numata et al., 2013) 

Consequently, the conceivable H-score ranges from 0 to 300. The 50% cut-off 

value of the H-score (150/300) has been used to classify ARID1A expression into two 

groups: low (less than 150) and high (equal to or more than 150) groups.  

Furthermore, levels of ARID1A protein expression in the colonic epithelial cells 

were examined in the cancerous areas compared to the adjacent non-cancerous areas of 

CRC samples. ImageJ (Fiji) image analysis software (http://fiji.sc/Fiji) was conducted 

to measure the intensities of ARID1A protein expressions. The relative optical density 

(ROD) of protein contents from at least 100 nuclei was evaluated and calculated 

according to the following formula:  

ROD = log10 (max intensity/ mean intensity) 

(https://imagej.nih.gov/ij/docs/menus/analyze.html) 
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Figure  25 Grading assessment for evaluating the intensity of ARID1A protein 

(Intensity of ARID1A staining was evaluated by three investigators as 

0 (negative staining), 1 (weakly positive staining), 2 (moderately 

positive staining), and 3 (strongly positive staining) in both adjacent 

non-cancerous (left panel) and cancerous areas (right panel). The 

insets show the negative control for ARID1A-IHC staining. Original 

magnification power of 400× for all panels) 
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Quantitative analysis of EMT-related protein expression 

After investigation of ARID1A expression, CRC samples that had the ARID1A 

H-score of cancerous area less than 150, CRC patients who had distant metastasis, and 

positive for LNM were selected to investigate the alterations of EMT-related proteins 

using the indirect IHC method, as previously described. 10 samples from each CRC 

pathological differentiation; well-, moderately, and poorly differentiated adenocarcinoma, 

were taken for quantitative analysis. 

To investigate the immunoreactivity of EMT-related protein, ten randomized 

areas of each stained section were imaged at 20× magnification of the objective lens 

using a ZEN program (Rushmore Precision Co., Ltd.) under an Axiocam 105 color 

ZEISS microscope (Carl Zeiss, Oberkochen, Germany) in both cancerous and adjacent 

non-cancerous areas of CRC tissues.  

Subsequently, levels of EMT-related protein expression, including epithelial 

proteins (E-cad and ZO-1) expression in the intestinal epithelial cells and expressions of 

mesenchymal proteins (vimentin and fibronectin) in the stromal or interstitial area, were 

evaluated in the cancerous area compared to the adjacent non-cancerous area. The 

intensity of EMT-related protein expression was quantitated using ImageJ (Fiji) image 

analysis software (http://fiji.sc/Fiji). For quantitative analysis, the TIFF file format was 

adjusted using the color deconvolution algorithm "H DAB" to separate images of 

hematoxylin and DAB staining. Only DAB staining image was selected to evaluate the 

intensity of EMT-related protein expression. Thereafter, the DAB staining image was 

adjusted to the threshold for selecting the interesting area for analysis. The mean gray 

value in all ten randomized areas was measured and then calculated to the ROD value 

according to the following formula: 

ROD = log10 (max intensity/ mean intensity) 

(https://imagej.nih.gov/ij/docs/menus/analyze.html) 

Based on the mean IHC intensity in the cancerous area, individual EMT-related 

protein was divided into low intensity, where the mean intensity was less than the 

median value, and high intensity, where the mean intensity was equal to or greater than 

the median value. 
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Statistical analysis 

All statistical analyses were conducted using the IBM SPSS statistical software 

version 25.0 for Mac (SPSS, Inc. Chicago, IL, USA) and GraphPad Prism version 7.0 

for Mac OS X (GraphPad Software, CA, USA). Mean±SEMs were used to represent 

quantitative data in this study. The student’s t-test was carried out for statistical 

significance to compare the data in paired samples. Otherwise, statistical analysis of the 

unpaired samples was performed using the unpaired Student’s t-test (when quantitative 

data was shown to be normally distributed) or Mann-Whitney U test (when data was 

not shown to be normally distributed). The association between the expressions of 

ARID1A and EMT-related protein with the clinicopathological characteristics of CRC 

patients was statistically analyzed using Fisher’s exact probability and Pearson’s chi-

square tests. The cumulative 5-year PFS was interpreted by using the Kaplan–Meier 

analysis, and statistical significance was analyzed using the log-rank test. Cumulative 

PFS was defined as the time from the date of surgery to the diagnosed date of disease 

progression (metastasis). Additionally, the univariate and multivariate analyses of PFS 

were conducted using Cox proportional hazards regression analysis at 95% confidence 

intervals (CIs). The p-value < 0.05 was used as a statistically significant value in all 

data analysis. 
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CHAPTER IV 

 

RESULTS 

 

Mutation of ARID1A and its expression at mRNA and protein levels in CRC 

The TCGA projects pertinent to CRC, including Firehose Legacy (colon 

adenocarcinoma; COAD, rectal adenocarcinoma; READ, mucinous adenocarcinoma 

of colon and rectum; MAC, and CRC), Nature (COAD, READ, and CRC), and the 

PanCancer Atlas projects. (COAD, READ, and MAC), were used to conduct 

bioinformatics analysis of ARID1A mutations and the frequent genetic mutations of 

ARID1A in CRC. The bioinformatics analysis revealed that mutations of ARID1A 

were found in 105 of the 1482 CRC patients, accounting for 7.09% of all the altered 

genes identified in all the affected cases (Figure 26A). A somatic mutation in the 

ARID1A gene was found in 6.6% of all CRC samples. As well, a total of ARID1A 

mutations related to CRC were detected in 109 of the 1510 queried CRC samples, 

including 69 truncating (63.30%), 37 missense (33.94%), 2 inframe (1.83%), and 1 

splice mutation (0.92%), along ARID1A/BRIGHT DNA binding domain and in the 

SWI/SNF-like complex subunit BAF250/Osa (Figure 26B).  

Furthermore, the expression of mRNA and protein in the ARID1A-mutated 

and ARID1A non-mutated groups was investigated. The investigation through the 

cBioPortal for cancer genomics database demonstrated that the mRNA expression in 

the ARID1A-mutated group was not different to the ARID1A non-mutated group 

(Figure 26C). In contrast, the protein expression in the ARID1A-mutated group 

showed a tendency to be lower than in the ARID1A non-mutated group (Figure 26C). 
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Figure  26 Analysis of bioinformation of ARID1A mutations via cBioPortal  

(A) ARID1A mutations in CRC patients B) ARID1A mutations 

frequency and mapping C) mRNA and protein expression between 

ARID1A-mutated and non-mutated samples were shown. The red 

arrow indicates that the protein expression in the ARID1A-mutated 

group was lower than in the non-mutated group. The cBioPortal for 

cancer genomics database (https://www.cbioportal.org/) was used to 

analyze ARID1A mutations and the frequent genetic mutations of 

ARID1A in CRC) 
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Clinicopathological characteristics of CRC patients 

The clinicopathological characteristics of the patients with CRC (n=100) were 

shown in Table 7. The patients in this study belonged to the age group from 50 to 97 

years old (median age, 66.0 years; mean age, 67.78±9.97 years). The demographics and 

medical condition of the patients included 46 males and 54 females. Fifty-three patients 

had a tumor that arose at the rectum or sigmoid colon. In addition, sixty-two patients had 

the largest tumors in the sample, with tumors larger than 4.50 cm (median dimension, 

4.90 cm; average dimension, 5.22±2.07 cm). The pathological differentiation was graded 

as well-differentiated adenocarcinoma in 65 patients, moderately differentiated 

adenocarcinoma in 23 patients, and poorly differentiated adenocarcinoma in 12 patients. 

CRC staging was assessed using the TNM classification of the AJCC. Based on this 

classification scheme, 8 patients were at stage I, 22 patients at stage II, 36 at stage III, and 

34 at stage IV. In particular, 88.00% of the patients had been diagnosed with CRC in the 

late stages of tumor invasion (pT3-pT4), whereas only 12.00% had been detected when 

they were in the early stages of tumor invasion (pT0-pT2). Moreover, in thirty-three 

patients, the CRC had metastasized to other organs such as the liver, peritoneum, and 

prostate gland, whereas for the remaining sixty-seven patients, CRC had not yet occurred. 

Additionally, seventy-five CRC patients presented with comorbidities, such as DM type 

II, hypertension, and dyslipidemia. 

Furthermore, a greater number of positive lymph nodes (pN stage) and LNM 

were identified in 57 of the 100 patients with CRC, whereas the other 43 patients had not 

been identified. Also, 57.00% of the patients had been diagnosed with lymphovascular 

invasion. To evaluate the metastatic lymph node ratio (mLNR), the number of examined 

lymph nodes and positive lymph nodes were documented. The number of examined 

lymph nodes ranged from 2 to 70 nodes (median number of nodes, 16.00; the average 

number of nodes, 16.78±9.46) and the number of positive lymph nodes ranged from 0 to 

24 nodes (median number of nodes, 1.00; the average number of nodes, 3.10±5.06). The 

mean value of mLNR was 0.21±0.31 and the median value was 0.05. According to the 

median value of mLNR, fifty patients with CRC had a high mLNR (≥0.05), whereas the 

other fifty patients had a low mLNR (<0.05). 
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Table 7 Clinicopathological characteristics in 100 patient samples of CRC 

 

Clinicopathological characteristics Value 

Age (years)  

Age range (mean±S.D.)  50-97 (67.78±9.97) 

Median of age 66.0 

Gender (n (%))  

Male 46 (46.00) 

Female 54 (54.00) 

Location of tumor (n (%))  

Rectum/ sigmoid colon 53 (53.00) 

Right-sided colon 36 (36.00) 

Left-sided colon 11 (11.00) 

The greatest dimension of tumor (cm)  

Size range (mean±S.D.) 1.8-12.5 (5.22±2.07) 

Median of the greatest dimension of tumor 4.90 

Pathological differentiation (n (%))  

Poor differentiation 12 (12.00) 

Moderate differentiation 23 (23.00) 

Well differentiation 65 (65.00) 

AJCC CRC staging (n (%))  

Stage IV 34 (34.00) 

Stage III 36 (36.00) 

Stage II 22 (22.00) 

Stage I 8 (8.00) 

Depth of tumor invasion (pT stage) (n (%))  

Late stage (pT3-pT4) 88 (88.00) 

Early stage (pT0-pT2) 12 (12.00) 

Number of positive lymph nodes (pN stage) (n (%))  

1 node or more than 1 (positive) (pN1-pN2) 53 (53.00) 

Not identified (negative) (pNX-pN0) 47 (47.00) 
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Table 7 Clinicopathological characteristics in 100 patient samples of CRC 

(Continue) 

 

Clinicopathological characteristics Value 

Distant metastasis (pM stage) (n (%))  

Metastasized other organs (pM1) 33 (33.00) 

Not identified (pM0) 67 (67.00) 

Lymphovascular invasion (n (%))  

Presence 57 (57.00) 

Absence  43 (43.00) 

Lymph node metastasis (LNM) (n (%))  

Presence 53 (53.00) 

Absence 47 (47.00) 

Metastatic lymph node ratio (mLNR)  

Number of examined lymph nodes  

Range (mean±S.D.) 2-70 (16.78±9.46) 

Median value 16.00 

Number of positive lymph nodes  

Range (mean±S.D.) 0-24 (3.10±5.06) 

Median value 1.00 

Ratio range (mean±S.D.) 0.00-1.00 (0.21±0.31) 

Median of mLNR 0.05 

Comorbidities of patients (n (%))  

Presence 75 (75.00) 

Absence or unknown 25 (25.00) 

Abbreviation used: AJCC, American Joint Committee on Cancer; pT, tumor; pN, 

lymph node; pM, metastasis 
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Localization of ARID1A protein in normal large intestine tissues 

The expression of ARID1A in normal large intestine tissues was investigated 

using the indirect method of IHC. The histopathological data demonstrated that 

ARID1A immunoreactivity was observed in various morphological structures of the 

normal large intestine (Figure 27A). 

ARID1A is localized mainly in the nucleus of various cells in the normal large 

intestine. The nuclear ARID1A protein is localized mainly in the colonic epithelial cells 

that form intestinal glands or crypts of Lieberkühn. In the stroma, nuclear ARID1A 

protein expression was found in the intestinal immune cells such as granulocytes and 

lymphocytes, as well as the solitary lymphatic nodule in the lamina propria (Figure 

27B–27C). Furthermore, ARID1A protein was expressed in the nuclei of the 

endothelial cells of blood vessels in the submucosal layer (Figure 27D), and in the 

nuclei of smooth muscle cells in both the inner circular (Figure 27E-27F) and outer 

longitudinal layers (Figure 27G) of the muscularis externa. The outermost layer of the 

large intestine, so called serosa or adventitia, was also found to express the ARID1A 

protein (Figure 27H). 
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Figure  27 ARID1A protein expression in normal large intestine tissues by IHC  

(A-H) The expression of nuclear ARID1A was observed in various 

structures of the normal large intestine tissues, including (B) 

intestinal gland at mucosal layer, (C) solitary lymphatic nodule, (D) 

blood vessel at submucosal layer, nuclei of smooth muscle cells in 

both inner circular (E-F) and outer longitudinal (G) layers of 

muscularis externa layer, and (H) serosa/adventitia layer, at low-

power (50×)(A) and high-power (200×) (B-H) magnifications. 

Positive ARID1A staining is demonstrated in brown. The inset 

shows the negative control for ARID1A-IHC staining. Abbreviation 

used; BV, blood vessel; G, intestinal gland; L, lamina propria 
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ARID1A immunoreactivity in cancerous vs. adjacent non-cancerous areas  

An indirect method of IHC was conducted to investigate the ARID1A protein 

expression in CRC tissues in both cancerous and adjacent non-cancerous areas. In the 

adjacent non-cancerous area, ARID1A protein strongly appeared in the nuclei of 

intestinal epithelial cells. In contrast, decreased expression of ARID1A was noticeably 

observed in those cells in the cancerous area (Figure 28). 

The expression of ARID1A protein was assessed and evaluated using a H-score. 

The H-score was evaluated from both the grading assessment of ARID1A stained intensity 

and the percentage of positive cells of ARID1A staining. The results showed that, in the 

adjacent non-cancerous areas, the intensity of staining in 61 samples was graded as strong, 

34 samples as moderate, and 5 samples as weak staining. Negative staining was not 

observed in the adjacent non-cancerous area (Figure 29A). Meanwhile, the intensity of 

staining in the cancerous areas of 11 samples was graded as strong, 55 samples as 

moderate, 26 samples as weak, and 8 samples as negative staining (Figure 29A). In 

addition, the percentage of positively stained cells of ARID1A was significantly decreased 

in the cancerous area when compared with the adjacent non-cancerous area (p<0.0001) 

(Figure 29B). Similarly, the percentage of positively stained cells of ARID1A was 

significantly decreased in the cancerous area of all CRC pathological differentiation (Figure 

29B). Consequently, the evaluation of the H-score revealed that the ARID1A H-score was 

significantly reduced in the cancerous area (mean value, 95.86±5.57) compared to the 

adjacent non-cancerous area (mean value, 228.39±5.44) (p<0.0001) (Figure 30A). 

Likewise, the ARID1A H-score was significantly decreased in the cancerous area of all 

CRC pathological differentiation (Figure 30A). Therefore, ARID1A protein expression was 

divided into a low (H-sore<150) or a high (H-score≥150) ARID1A expression group. The 

value of the H-score indicated that almost all the cancerous areas (84.00%) had low 

expression of ARID1A, whereas 16.00% remained high (Figure 30B). On the other hand, 

almost all the adjacent non-cancerous areas had high ARID1A expression (95.00%), although 

5.00% exhibited a low expression of ARID1A (Figure 30B). Furthermore, the level of 

ARID1A protein was significantly decreased in the cancerous area when compared with 

the adjacent non-cancerous area (p<0.0001) (Figure 30). Similarly, the intensity of 

ARID1A protein expression was significantly decreased in the cancerous area of all 

CRC pathological differentiation (Figure 31).  
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Figure  29  Semi-quantitative analysis of the expression of ARID1A protein I 

(A) The distribution and number of cases with different gradings of 

ARID1A staining intensity in the adjacent non-cancerous and 

cancerous areas of CRC tissues B) The percentage of ARID1A 

positive-stained cells in the adjacent non-cancerous area (white bar) 

compared with the cancerous area (black bar) in each pathological 

differentiation of CRC. The quantitative data was presented as 

Mean±SEMs and analyzed by the Mann-Whitney U test) 

B 

A 
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Figure  30 Semi-quantitative analysis of the expression of ARID1A protein II 

(A) The H-score of the non-cancerous area (white bar) was 

compared to the cancerous area (black bar). B) The distribution of 

ARID1A expression, which is classified as low (light brown) or high 

(dark brown) expression based on the 50% cut-off value of H-score 

(150/300). The quantitative data was presented as Mean±SEMs and 

analyzed by the Mann-Whitney U test) 

B 

A 
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Figure  31 Quantitative analysis of the expression of ARID1A protein  

(The relative optical density (ROD) of ARID1A protein was 

measured using ImageJ (Fiji) image analysis software and 

compared in the non-cancerous area (white bar) compared with the 

cancerous area (black bar). The quantitative data was presented as 

Mean±SEMs and analyzed by the Mann-Whitney U test) 
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The association of ARID1A protein expression with clinicopathology of CRC patients 

The H-score of the cancerous areas was then applied to compare the clinicopathology 

of CRC patients. There were eighty-four cases with “low ARID1A expression” and sixteen 

cases with “high ARID1A expression”. The association of ARID1A protein expression with 

the clinicopathological characteristics of 100 patients with CRC was demonstrated in Table 8.  

The Fisher’s exact analysis revealed that CRC patients with low ARID1A 

expression had a worse significant association with a greater number of positive lymph 

nodes (pN stage) (p=0.005), presence of lymphovascular invasion (p=0.006), LNM 

(p=0.005), a high ratio of metastatic lymph nodes (p=0.012), and presence of comorbidity, 

such as dyslipidemia, hypertension, and DM type II (p=0.010). Interestingly, the late stage 

of CRC was shown to possibly be associated with low ARID1A expression in the absence 

of explicit statistical significance (p=0.058). However, the other clinicopathological 

characteristics, including gender, elderly, tumor location, pathological differentiation, the 

greatest dimension of tumor, tumor invasion (pT stage), and distant metastasis (pM stage), 

were not associated with the ARID1A expression. 

Impact of ARID1A expression on the progression-free survival of CRC patients 

The Kaplan-Meier curve plotting and log-rank test analysis were conducted for 

analysis of the impact of ARID1A protein expression on 5-year PFS in patients with CRC. 

The analyses demonstrated that CRC patients with high ARID1A expression (62.50% of 

PFS rate) had a shorter PFS than those with low ARID1A expression (71.40% of PFS rate), 

although the log-rank test showed no significant difference between the two groups 

(p=0.531) (Table 9 and Figure 32). 

Additionally, the univariate and multivariate analyses utilizing the Cox proportional 

hazards regression analysis were carried out to determine the relevance of prospective 

predictors of prognosis in the patients with CRC. Univariate analysis revealed that the late 

AJCC staging of CRC (p=0.021) and distant metastasis (p=0.006) were significantly 

correlated with a shorter PFS. However, low expression of ARID1A protein in CRC tissues 

was not correlated with a shorter PFS (p=0.543) (Table 10). A multivariate analysis was 

also performed that included all parameters having a p<0.05 in the univariate analysis and 

the ARID1A expression. However, a multivariate analysis revealed that all parameters were 

not associated with the short PFS of patients with CRC (Table 10).  
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Table 8 Association of ARID1A expression with clinicopathology of CRC 

patients (total n=100) 

 

Clinicopathological 

characteristics 
n (%) 

ARID1A expression 

p-value a Low expression 

[n (%)] 

High expression 

[n (%)] 

Gender    1.000 

     Male 46 (46.00) 39 (39.00) 7 (7.00)  

     Female 54 (54.00) 45 (45.00) 9 (9.00)  

Age    0.739 

     ≥60 years old 79 (79.00) 67 (67.00) 12 (12.00)  

     <60 years old 21 (21.00) 17 (17.00) 4 (4.00)  

Tumor location    0.617 

     Rectum/ Sigmoid colon 53 (53.00) 43 (43.00) 10 (10.00)  

     Right side colon 36 (36.00) 32 (32.00) 4 (4.00)  

     Left side colon 11 (11.00) 9 (9.00) 2 (2.00)  

Pathologic differentiation    0.251 

     Poor differentiation 12 (12.00) 12 (12.00) 0 (0.00)  

     Moderate differentiation 23 (23.00) 20 (20.00) 3 (3.00)  

     Well differentiation 65 (65.00) 52 (52.00) 13 (13.00)  

Tumor greatest dimension 

(cm) 
   0.400 

      ≥4.50 62 (62.00) 54 (54.00) 8 (8.00)  

      <4.50 38 (38.00) 30 (30.00) 8 (8.00)  

AJCC CRC stage    0.058 

      Stage IV 34 (34.00) 28 (28.00) 6 (6.00)  

      Stage III 36 (36.00) 34 (34.00) 2 (2.00)  

      Stage II 22 (22.00) 15 (15.00) 7 (7.00)  

      Stage I 8 (8.00) 7 (7.00) 1 (1.00)  

pT stage    1.000 

       pT3 – pT4 88 (88.00) 74 (74.00) 14 (14.00)  

       pT0 – pT2 12 (12.00) 10 (10.00) 2 (2.00)  

a p-value was analyzed using the Fisher’s exact test. 

* p-value <0.05 was considered to indicate statistical significance. 
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Table 8 Association of ARID1A expression with clinicopathology of CRC  

patients (total n=100) (continue) 

 

Clinicopathological 

characteristics 
n (%) 

ARID1A expression 

p-value a Low expression 

[n (%)] 

High expression 

[n (%)] 

pN stage    0.005* 

pN1 – pN2 53 (53.00) 50 (50.00) 3 (3.00)  

pNX – pN0 47 (47.00) 34 (34.00) 13 (13.00)  

pM stage    0.773 

pM1 33 (33.00) 27 (27.00) 6 (6.00)  

pM0 67 (67.00) 57 (57.00) 10 (10.00)  

Lymphovascular invasion    0.006* 

Present 57 (57.00) 53 (53.00) 4 (4.00)  

Not identified 43 (43.00) 31 (31.00) 12 (12.00)  

Lymph node metastasis 

(LNM) 
   0.005* 

Positive 53 (53.00) 50 (50.00) 3 (3.00)  

Negative 47 (47.00) 34 (34.00) 13 (13.00)  

Metastatic lymph node 

ratio (mLNR) 
   0.012* 

≥0.05 50 (50.00) 47 (47.00) 3 (3.00)  

<0.05 50 (50.00) 37 (37.00) 13 (13.00)  

Comorbidity    0.010* 

Presence 75 (75.00) 59 (59.00) 16 (16.00)  

Absence 25 (25.00) 25 (25.00) 0 (0.00)  

a p-value was analyzed using the Fisher’s exact test. 

* p-value <0.05 was considered to indicate statistical significance. 

Abbreviation used: AJCC, American Joint Committee on Cancer; pT, tumor; pN, 

lymph node; pM, metastasis 
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Table 9 The 5-year PFS of CRC patients with ARID1A protein expression 

 

ARID1A 

expression 

Number of metastasis 

[event/total number (%)] 

Progression-free  

survival (%) 
p-value b 

Low ARID1A 24/84 (28.57) 71.40 0.531 

High ARID1A 6/16 (37.50) 62.50 

Overall  30/100 (30.00) 70.00  

b p-value was analyzed using the Log-Rank Test 

 

 

 

Figure  32 The 5-year PFS of patients with CRC  

(The 5-year PFS of CRC patients with high ARID1A expression 

(blue line, n=16) demonstrated a tendency to have a worse 

prognosis than those with low ARID1A expression (red line, n=84). 

The Log-Rank Test showed no significant difference between 

groups (p=0.531, n=100)) 
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Expressions of EMT-related protein in cancerous vs. adjacent non-cancerous areas 

CRC samples that had the ARID1A H-score of cancerous area less than 150, 

CRC patients who had distant metastasis, and positive for LNM were selected to 

investigate the alterations of EMT-related proteins using the indirect IHC method. Ten 

samples from each CRC pathological differentiation were taken for quantitative analysis 

using ImageJ (Fiji) image analysis software. 

The IHC investigation demonstrated that expressions of epithelial proteins (E-cad 

and ZO-1) decreased, while expressions of mesenchymal proteins (vimentin and 

fibronectin) increased in the cancerous area compared to the adjacent non-cancerous area 

(Figure 33A-36A). As well, quantitative analysis showed that the means of the IHC 

intensity of the E-cad and of the ZO-1 proteins significantly decreased in the cancerous 

areas (0.09±0.01, 0.05±0.01) compared with those in the adjacent non-cancerous areas 

(0.28±0.01, 0.19±0.01) (p<0.0001) (Figure 33B and Figure 34B). In contrast, the means of 

the IHC intensity of vimentin and fibronectin proteins demonstrated a significant increase 

in the cancerous areas (0.25±0.01, 0.25±0.02) compared with those in the adjacent non-

cancerous areas (0.07±0.01, 0.04±0.01), in all the pathological differentiations of CRC 

(p<0.0001) (Figure 35B and Figure 36B). 

Based on the median IHC intensity in the cancerous area, individual EMT-related 

proteins were divided into low intensity, where the mean intensity was less than the median 

value, and high intensity, where the mean intensity was equal to or greater than the median 

value. The results indicated that the expression of E-cad protein was low in 19 of the 30 

sample cases (66.30%), while 18 of the 30 cases (60.00%) had low ZO-1 protein 

expression. Also, expression of vimentin protein was high in 18 of the 30 cases (60.00%). 

Overall, 17 of the 30 sample cases (56.67%) had a high expression of fibronectin protein 

(Table 11). From these findings, the CRC samples were categorized into 4 groups: (i) low-

epithelial proteins (both E-cad and ZO-1)/high-mesenchymal proteins (both vimentin and 

fibronectin) (6 patients, 20.00%), (ii) low-epithelial protein (E-cad or ZO-1)/high-

mesenchymal protein (vimentin or fibronectin) (15 patients, 50.00%), (iii) either low-

epithelial protein (E-cad and/or ZO-1) or high-mesenchymal proteins (vimentin and/or 

fibronectin) (7 patients, 23.33%),  and (iv) high-epithelial proteins (both E-cad and ZO-

1)/undetectable or low-mesenchymal proteins (both vimentin and fibronectin) (2 patients, 

6.67%). The categorization of expressions of EMT-related protein was shown in Table 12. 
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Figure  33 Expression of E-cadherin protein in CRC tissues  

(A) E-cad IHC of the adjacent non-cancerous area (upper panel) in 

well, moderate, and poor differentiation of CRC, compared with the 

cancerous area (lower panel), respectively. The insets show the 

negative control for E-cad-IHC staining. Original magnification power 

of 100× for all panel B) The quantitative analysis of the IHC intensity 

of E-cad in the cancerous area (black bar) was significantly decreased 

compared to the adjacent non-cancerous area (white bar). The 

quantitative data was represented as Mean±SEMs and analyzed by the 

Mann-Whitney U test) 
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Figure  34 Expression of zonula occludens-1 (ZO-1) protein in CRC tissues  

(A) ZO-1 IHC of the adjacent non-cancerous area (upper panel) in 

well, moderate, and poor differentiation of CRC, compared with the 

cancerous area (lower panel), respectively. The insets show the 

negative control for ZO-1-IHC staining. Original magnification power 

of 100× for all panel B) The quantitative analysis of the IHC intensity 

of ZO-1 in the cancerous area (black bar) was significantly decreased 

compared to the adjacent non-cancerous area (white bar). The 

quantitative data was represented as Mean±SEMs and analyzed by the 

Mann-Whitney U test) 
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Figure  35 Expression of vimentin protein in CRC tissues  

(A) Vimentin IHC of the adjacent non-cancerous area (upper panel) in 

well, moderate, and poor differentiation of CRC, compared with the 

cancerous area (lower panel), respectively. The insets show the 

negative control for vimentin-IHC staining. Original magnification 

power of 100× for all panel B) The quantitative analysis of the IHC 

intensity of vimentin in the cancerous area (black bar) was 

significantly increased compared to the adjacent non-cancerous area 

(white bar). The quantitative data was represented as Mean±SEMs 

and analyzed by the Mann-Whitney U test) 
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Figure  36 Expression of fibronectin protein in CRC tissues  

(A) Fibronectin IHC of the adjacent non-cancerous area (upper panel) 

in well, moderate, and poor differentiation of CRC, compared with the 

cancerous area (lower panel), respectively. The insets show the 

negative control for fibronectin-IHC staining. Original magnification 

power of 100× for all panel B) The quantitative analysis of the IHC 

intensity of fibronectin in the cancerous area (black bar) was 

significantly increased compared to the adjacent non-cancerous area 

(white bar). The quantitative data was represented as Mean±SEMs 

and analyzed by the Mann-Whitney U test)  
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Table 11 Expressions of EMT-related protein in CRC tissues (n=30) 

 

EMT-related protein 
Median of 

intensity 

Expressions of EMT-related protein 

Low expression 

(n (%)) 

High expression 

(n (%)) 

Epithelial proteins    

     E-cadherin (E-cad) 0.100 19 (63.33) 11 (36.67) 

     Zonula occludens-1 (ZO-1) 0.050 18 (60.00) 12 (40.00) 

Mesenchymal proteins    

     Vimentin 0.230 12 (40.00) 18 (60.00) 

     Fibronectin 0.220 13 (43.33) 17 (56.67) 

 

Table 12 Categorization of the alterations of EMT-related protein expression in 

CRC tissues (n=30) 

 

Alterations of EMT-related  

protein expression 

Number of cases 

(n/total n (%)) 

Low-epithelial proteins (both E-cad and ZO-

1)/High-mesenchymal proteins (both vimentin 

and fibronectin) (metastatic state) 

6/30 (20.00) 

Low-epithelial protein (E-cad or ZO-1)/High-

mesenchymal protein (vimentin or 

fibronectin) 

15/30 (50.00) 

Either low-epithelial protein (E-cad and/or 

ZO-1) or high-mesenchymal proteins 

(vimentin and/or fibronectin) 

7/30 (23.33) 

High-epithelial proteins (both E-cad and ZO-

1)/Undetectable or low-mesenchymal proteins 

(both vimentin and fibronectin) (normal state) 

2/30 (6.67) 

 

Abbreviation used: E-cad, E-cadherin; ZO-1, Zonula occludens-1 
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The association of low expression of ARID1A protein and alterations of EMT-

related protein with clinicopathology of CRC patients 

The association of low expression of ARID1A protein and alterations of EMT-

related protein with the clinicopathological characteristics of 30 patients with CRC 

was illustrated in Table 13. The Fisher’s exact analysis showed that patients with low 

ARID1A, decreased epithelial proteins (E-cad and ZO-1), and increased 

mesenchymal proteins (vimentin and fibronectin) expressions, had a worse significant 

association with a greater number of positive lymph nodes (pN stage) (p=0.030), the 

presence of LNM (p=0.030), and a high ratio of metastatic lymph nodes (p=0.019). 

However, the other parameters were not associated with the expressions of ARID1A 

and EMT-related protein.  

Impact of low expression of ARID1A protein and alterations of EMT-related 

protein on the progression-free survival of CRC patients 

 The impact of low ARID1A protein and alterations of EMT-related protein 

expressions on 5-year PFS in patients with CRC was also analyzed using the Kaplan-

Meier curve plotting and log-rank test analysis. The results demonstrated that CRC 

patients with low ARID1A, decreased epithelial proteins (E-cad and ZO-1), and 

increased mesenchymal proteins (vimentin and fibronectin) expressions had the worst 

prognosis among the other groups (16.70% of PFS rate). On the other hand, patients 

with low ARID1A without alteration of EMT-related protein had the best prognosis 

among the other groups (100.00% of PFS rate). However, the log-rank test showed no 

significant difference between groups (p=0.067) (Table 14 and Figure 37). 

In addition, the relevance of the prospective predictors of prognosis in the 

patients was also examined using the Cox proportional hazards regression analysis. 

Univariate analysis revealed that low expression of ZO-1 (p=0.018), poor pathological 

differentiation (p=0.028), IV stage CRC (p=0.005), and distant metastasis (p=0.005) 

were significantly correlated with a shorter PFS (Table 15). A multivariate analysis was 

also performed that included all parameters having a p<0.05 in the univariate analysis 

and EMT-related protein. Multivariate analysis showed that decreased expression of 

epithelial proteins (E-cad (p=0.030) and ZO-1 (p=0.033)), increased expression of 

vimentin (p=0.044), and IV stage CRC (p=0.001) were the independent prognostic 

factors related to CRC progression and then a shorter PFS (Table 15). 



9
3
 

 T
a
b

le
 1

3
 

A
ss

o
ci

a
ti

o
n

 o
f 

lo
w

 e
x
p

r
es

si
o
n

 o
f 

A
R

ID
1
A

 p
ro

te
in

 a
n

d
 a

lt
er

a
ti

o
n

s 
o
f 

E
M

T
-r

el
a
te

d
 p

ro
te

in
 w

it
h

 c
li

n
ic

o
p

a
th

o
lo

g
y
  

o
f 

C
R

C
 p

a
ti

en
ts

 (
to

ta
l 

n
=

3
0
) 

 

C
li

n
ic

o
p

a
th

o
lo

g
ic

a
l 

ch
a
ra

ct
er

is
ti

cs
 

n
 (

%
) 

L
o
w

 A
R

ID
1
A

 p
ro

te
in

 a
n

d
 t

h
e 

a
lt

er
a
ti

o
n

s 
o

f 
E

M
T

-r
el

a
te

d
 p

ro
te

in
 [

n
 (

%
)]

 

p
-v

a
lu

e 
d
 

↓↓
 E

p
it

h
el

ia
l 

w
it

h
 

↑↑
 M

es
en

c
h

y
m

a
l 

↓ 
E

p
it

h
el

ia
l 

w
it

h
 

↑ 
M

es
en

c
h

y
m

a
l 

↓ 
E

p
it

h
el

ia
l 

o
r
 

↑ 
M

es
en

c
h

y
m

a
l 

↑↑
 E

p
it

h
el

ia
l 

w
it

h
 

↓↓
 M

es
en

c
h

y
m

a
l 

G
en

d
er

 
 

 
 

 
 

0
.4

7
5
 

  
  
 M

al
e 

1
6
 (

5
3
.3

3
) 

5
 (

1
6
.6

7
) 

7
 (

2
3
.3

3
) 

3
 (

1
0

.0
0

) 
1

 (
3

.3
3

) 
 

  
  
 F

em
al

e 
1
4
 (

4
6
.6

7
) 

1
 (

3
.3

4
) 

8
 (

2
6
.6

7
) 

4
 (

1
3

.3
3

) 
1

 (
3

.3
3

) 
 

A
g
e 

 
 

 
 

 
0

.3
2

2
 

   
  ≥

6
0
 y

ea
rs

 o
ld

 
2
2
 (

7
3
.3

3
) 

6
 (

2
0
.0

0
) 

9
 (

2
9
.9

9
) 

5
 (

1
6

.6
7

) 
2

 (
6

.6
7

) 
 

  
  
<

6
0
 y

ea
rs

 o
ld

 
8
 (

2
6
.6

7
) 

0
 (

0
.0

0
) 

6
 (

2
0
.0

0
) 

2
 (

6
.6

7
) 

0
 (

0
.0

0
) 

 

T
u

m
o
r 

lo
ca

ti
o
n

 
 

 
 

 
 

0
.8

5
2
 

  
  
 R

ec
tu

m
/ 

S
ig

m
o
id

 c
o
lo

n
 

1
7
 (

5
6
.6

7
) 

3
 (

1
0
.0

0
) 

8
 (

2
6
.6

7
) 

5
 (

1
6

.6
7

) 
1

 (
3

.3
3

) 
 

  
  
 R

ig
h
t 

si
d
e 

co
lo

n
 

1
0
 (

3
3
.3

3
) 

3
 (

1
0
.0

0
) 

5
 (

1
6
.6

7
) 

1
 (

3
.3

3
) 

1
 (

3
.3

3
) 

 

P
a
th

o
lo

g
ic

 d
if

fe
re

n
ti

a
ti

o
n

 
 

 
 

 
 

0
.2

0
9
 

  
  
 P

o
o
r 

d
if

fe
re

n
ti

at
io

n
 

1
0
 (

3
3
.3

4
) 

2
 (

6
.6

7
) 

3
 (

1
0
.0

0
) 

4
 (

1
3

.3
4

) 
1

 (
3

.3
3

) 
 

  
  
 M

o
d
er

at
e 

d
if

fe
re

n
ti

at
io

n
 

1
0
 (

3
3
.3

3
) 

1
 (

3
.3

3
) 

5
 (

1
6
.6

7
) 

3
 (

1
0

.0
0

) 
1

 (
3

.3
3

) 
 

  
  
 W

el
l 

d
if

fe
re

n
ti

at
io

n
 

1
0
 (

3
3
.3

3
) 

3
 (

1
0
.0

0
) 

7
 (

2
3
.3

3
) 

0
 (

0
.0

0
) 

0
 (

0
.0

0
) 

 

d
 p

-v
al

u
e 

w
as

 a
n

al
y
ze

d
 u

si
n
g
 t

h
e 

F
is

h
er

’s
 e

x
ac

t 
te

st
. 

 *
 p

-v
al

u
e 

<
0
.0

5
 w

as
 c

o
n
si

d
er

ed
 t

o
 i

n
d
ic

at
e 

st
at

is
ti

ca
l 

si
g
n
if

ic
an

ce
. 



 
9
4
 

T
a
b

le
 1

3
 

A
ss

o
ci

a
ti

o
n

 o
f 

lo
w

 e
x
p

r
es

si
o
n

 o
f 

A
R

ID
1
A

 p
ro

te
in

 a
n

d
 a

lt
er

a
ti

o
n

s 
o
f 

E
M

T
-r

el
a
te

d
 p

ro
te

in
 w

it
h

 c
li

n
ic

o
p

a
th

o
lo

g
y
  

o
f 

C
R

C
 p

a
ti

en
ts

 (
to

ta
l 

n
=

3
0
) 

(c
o
n

ti
n

u
e)

 

 

C
li

n
ic

o
p

a
th

o
lo

g
ic

a
l 

ch
a
ra

ct
er

is
ti

cs
 

n
 (

%
) 

L
o
w

 A
R

ID
1
A

 p
ro

te
in

 a
n

d
 t

h
e 

a
lt

er
a
ti

o
n

s 
o

f 
E

M
T

-r
el

a
te

d
 p

ro
te

in
 [

n
 (

%
)]

 

p
-v

a
lu

e 
d
 

↓↓
 E

p
it

h
el

ia
l 

w
it

h
 

↑↑
 M

es
en

c
h

y
m

a
l 

↓ 
E

p
it

h
el

ia
l 

w
it

h
 

↑ 
M

es
en

c
h

y
m

a
l 

↓ 
E

p
it

h
el

ia
l 

o
r
 

↑ 
M

es
en

c
h

y
m

a
l 

↑↑
 E

p
it

h
el

ia
l 

w
it

h
 

↓↓
 M

es
en

c
h

y
m

a
l 

T
u

m
o
r 

g
re

a
te

st
 d

im
en

si
o
n

 

(c
m

) 
 

 
 

 
 

0
.2

4
4
 

  
  
 ≥

4
.5

 
1
8
 (

6
0
.0

0
) 

4
 (

1
3
.3

3
) 

1
0
 (

3
3
.3

3
) 

2
 (

6
.6

7
) 

2
 (

6
.6

7
) 

 

  
  
 <

4
.5

 
1
2
 (

4
0
.0

0
) 

2
 (

6
.6

7
) 

5
 (

1
6
.6

7
) 

5
 (

1
6

.6
6

) 
0

 (
0

.0
0

) 
 

A
J
C

C
 C

R
C

 s
ta

g
e 

 
 

 
 

 
0

.7
9

0
 

  
  
 S

ta
g
e 

IV
 

1
9
 (

6
3
.3

3
) 

3
 (

1
0
.0

0
) 

1
0
 (

3
3
.3

3
) 

4
 (

1
3

.3
3

) 
2

 (
6

.6
7

) 
 

  
  
 S

ta
g
e 

II
I 

1
1
 (

3
6
.6

7
) 

3
 (

1
0
.0

0
) 

5
 (

1
6
.6

7
) 

3
 (

1
0

.0
0

) 
0

 (
0

.0
0

) 
 

p
T

 s
ta

g
e 

 
 

 
 

 
0

.7
1

3
 

  
  
 p

T
4
 

7
 (

2
3
.3

3
) 

1
 (

3
.3

4
) 

4
 (

1
3
.3

3
) 

1
 (

3
.3

3
) 

1
 (

3
.3

3
) 

 

  
  
 p

T
3
 

2
3
 (

7
6
.6

7
) 

5
 (

1
6
.6

7
) 

1
1
 (

3
6
.6

7
) 

6
 (

2
0

.0
0

) 
1

 (
3

.3
3

) 
 

p
N

 s
ta

g
e 

 
 

 
 

 
0

.0
3

0
*
 

  
  
 p

N
1
 –

 p
N

2
 

2
8
 (

9
3
.3

3
) 

5
 (

1
6
.6

7
) 

1
5
 (

5
0
.0

0
) 

7
 (

2
3

.3
3

) 
1

 (
3

.3
3

) 
 

  
  
 p

N
X

 –
 p

N
0
 

2
 (

6
.6

7
) 

1
 (

3
.3

4
) 

0
 (

0
.0

0
) 

0
 (

0
.0

0
) 

1
 (

3
.3

3
) 

 

d
 p

-v
al

u
e 

w
as

 a
n

al
y
ze

d
 u

si
n
g
 t

h
e 

F
is

h
er

’s
 e

x
ac

t 
te

st
. 

 *
 p

-v
al

u
e 

<
0
.0

5
 w

as
 c

o
n

si
d
er

ed
 t

o
 i

n
d
ic

at
e 

st
at

is
ti

ca
l 

si
g
n
if

ic
an

ce
. 



 
9
5
 

T
a
b

le
 1

3
 

A
ss

o
ci

a
ti

o
n

 o
f 

lo
w

 e
x
p

r
es

si
o
n

 o
f 

A
R

ID
1
A

 p
ro

te
in

 a
n

d
 a

lt
er

a
ti

o
n

s 
o
f 

E
M

T
-r

el
a
te

d
 p

ro
te

in
 w

it
h

 c
li

n
ic

o
p

a
th

o
lo

g
y
  

o
f 

C
R

C
 p

a
ti

en
ts

 (
to

ta
l 

n
=

3
0
) 

(c
o
n

ti
n

u
e)

 

 

C
li

n
ic

o
p

a
th

o
lo

g
ic

a
l 

ch
a
ra

ct
er

is
ti

cs
 

n
 (

%
) 

L
o
w

 A
R

ID
1
A

 p
ro

te
in

 a
n

d
 t

h
e 

a
lt

er
a

ti
o

n
s 

o
f 

E
M

T
-r

el
a

te
d

 p
ro

te
in

 [
n

 (
%

)]
 

p
-v

a
lu

e 
d
 

↓↓
 E

p
it

h
el

ia
l 

w
it

h
 

↑↑
 M

es
en

c
h

y
m

a
l 

↓ 
E

p
it

h
el

ia
l 

w
it

h
 

↑ 
M

es
en

c
h

y
m

a
l 

↓ 
E

p
it

h
el

ia
l 

o
r
 

↑ 
M

es
en

c
h

y
m

a
l 

↑↑
 E

p
it

h
el

ia
l 

w
it

h
 

↓↓
 M

es
en

c
h

y
m

a
l 

p
M

 s
ta

g
e 

 
 

 
 

 
0

.7
9

0
 

  
  
 p

M
1
 

1
9
 (

6
3
.3

3
) 

3
 (

1
0
.0

0
) 

1
0
 (

3
3
.3

3
) 

4
 (

1
3

.3
3

) 
2

 (
6

.6
7

) 
 

  
  
 p

M
0
 

1
1
 (

3
6
.6

7
) 

3
 (

1
0
.0

0
) 

5
 (

1
6
.6

7
) 

3
 (

1
0

.0
0

) 
0

 (
0

.0
0

) 
 

L
y
m

p
h

o
v
a
sc

u
la

r 
in

v
a
si

o
n

 
 

 
 

 
 

0
.9

1
6
 

  
  
 P

re
se

n
t 

2
3
 (

7
6
.6

7
) 

4
 (

1
3
.3

3
) 

1
2
 (

4
0
.0

0
) 

5
 (

1
6

.6
7

) 
2

 (
6

.6
7

) 
 

  
  
 N

o
t 

id
en

ti
fi

ed
 

7
 (

2
3
.3

3
) 

2
 (

6
.6

7
) 

3
 (

1
0
.0

0
) 

2
 (

6
.6

6
) 

0
 (

0
.0

0
) 

 

L
y
m

p
h

 n
o
d

e 
m

et
a
st

a
si

s 
(L

N
M

) 
 

 
 

 
 

0
.0

3
0

*
 

  
  
 P

o
si

ti
v
e 

2
8
 (

9
3
.3

3
) 

5
 (

1
6
.6

7
) 

1
5
 (

5
0
.0

0
) 

7
 (

2
3

.3
3

) 
1

 (
3

.3
3

) 
 

  
  
 N

eg
at

iv
e 

2
 (

6
.6

7
) 

1
 (

3
.3

4
) 

0
 (

0
.0

0
) 

0
 (

0
.0

0
) 

1
 (

3
.3

3
) 

 

M
et

a
st

a
ti

c 
ly

m
p

h
 n

o
d

e 
ra

ti
o
 

(m
L

N
R

) 
 

 
 

 
 

0
.0

1
9

*
 

  
  
 ≥

0
.0

5
 

2
7
 (

9
0
.0

0
) 

4
 (

1
3
.3

3
) 

1
5
 (

5
0
.0

0
) 

7
 (

2
3

.3
3

) 
1

 (
3

.3
3

) 
 

  
  
 <

0
.0

5
 

3
 (

1
0
.0

0
) 

2
 (

6
.6

7
) 

0
 (

0
.0

0
) 

0
 (

0
.0

0
) 

1
 (

3
.3

3
) 

 

d
 p

-v
al

u
e 

w
as

 a
n

al
y
ze

d
 u

si
n
g
 t

h
e 

F
is

h
er

’s
 e

x
ac

t 
te

st
. 
 *

 p
-v

al
u
e 

<
0
.0

5
 w

as
 c

o
n
si

d
er

ed
 t

o
 i

n
d
ic

at
e 

st
at

is
ti

ca
l 

si
g
n
if

ic
an

ce
. 



 
9
6
 

T
a
b

le
 1

3
 

A
ss

o
ci

a
ti

o
n

 o
f 

lo
w

 e
x
p

r
es

si
o
n

 o
f 

A
R

ID
1
A

 p
ro

te
in

 a
n

d
 a

lt
er

a
ti

o
n

s 
o
f 

E
M

T
-r

el
a
te

d
 p

ro
te

in
 w

it
h

 c
li

n
ic

o
p

a
th

o
lo

g
y
  

o
f 

C
R

C
 p

a
ti

en
ts

 (
to

ta
l 

n
=

3
0
) 

(c
o
n

ti
n

u
e)

 

 

C
li

n
ic

o
p

a
th

o
lo

g
ic

a
l 

ch
a
ra

ct
er

is
ti

cs
 

n
 (

%
) 

L
o
w

 A
R

ID
1
A

 p
ro

te
in

 a
n

d
 t

h
e 

a
lt

er
a
ti

o
n

s 
o

f 
E

M
T

-r
el

a
te

d
 p

ro
te

in
 [

n
 (

%
)]

 

p
-v

a
lu

e 
d
 

↓↓
 E

p
it

h
el

ia
l 

w
it

h
 

↑↑
 M

es
en

c
h

y
m

a
l 

↓ 
E

p
it

h
el

ia
l 

w
it

h
 

↑ 
M

es
en

c
h

y
m

a
l 

↓ 
E

p
it

h
el

ia
l 

o
r
 

↑ 
M

es
en

c
h

y
m

a
l 

↑↑
 E

p
it

h
el

ia
l 

w
it

h
 

↓↓
 M

es
en

c
h

y
m

a
l 

C
o
m

o
rb

id
it

y
 

 
 

 
 

 
0

.4
1

6
 

  
  
 P

re
se

n
ce

 
2
0
 (

6
6
.6

7
) 

4
 (

1
3
.3

3
) 

8
 (

2
6
.6

7
) 

6
 (

2
0

.0
0

) 
2

 (
6

.6
7

) 
 

  
  
 A

b
se

n
ce

 
1
0
 (

3
3
.3

3
) 

2
 (

6
.6

7
) 

7
 (

2
3
.3

3
) 

1
 (

3
.3

3
) 

0
 (

0
.0

0
) 

 

d
 p

-v
al

u
e 

w
as

 a
n

al
y
ze

d
 u

si
n
g
 t

h
e 

F
is

h
er

’s
 e

x
ac

t 
te

st
. 
  

*
 p

-v
al

u
e 

<
0
.0

5
 w

as
 c

o
n
si

d
er

ed
 t

o
 i

n
d
ic

at
e 

st
at

is
ti

ca
l 

si
g
n
if

ic
an

ce
. 

A
b
b
re

v
ia

ti
o
n
 u

se
d
: 

A
JC

C
, 
A

m
er

ic
an

 J
o
in

t 
C

o
m

m
it

te
e 

o
n
 C

an
ce

r;
 p

T
, 
tu

m
o
r;

 p
N

, 
ly

m
p
h
 n

o
d
e;

 p
M

, 
m

et
as

ta
si

s 

  
 



97 

 

Table 14 The 5-year PFS of CRC patients with low expression of ARID1A  

protein and alterations of EMT-related protein 

 

Low ARID1A and 

EMT expression 

Number of metastasis 

[event/total number (%)] 

Progression-free  

survival (%) 
p-value e 

↓↓ Epithelial with 

↑↑ Mesenchymal 

5/6 (83.33) 16.70 0.067 

↓ Epithelial with 

↑ Mesenchymal 

10/15 (66.67) 33.30 

↓ Epithelial or 

↑ Mesenchymal 

4/7 (57.14) 42.90 

↑↑ Epithelial with 

↓↓ Mesenchymal 

0/2 (0.00) 100.00 

Overall  19/30 (63.33) 36.70  
e p-value was analyzed using the Log-Rank Test 

 

 
 

Figure  37 The 5-year PFS of CRC patients with low expression of ARID1A 

protein and alterations of EMT-related protein  

(The 5-year PFS of CRC patients with the expression of low 

ARID1A, decreased epithelial markers, and increased 

mesenchymal markers (red line, n=6) demonstrated the worst 

prognosis among the other groups. The Log-Rank Test showed no 

significant difference between groups (p=0.067, n=30)) 
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CHAPTER V 

 

DISCUSSION AND CONCLUSION 

 

Discussion 

CRC is one of the most common leading causes of cancer-related death, which is 

the second most common cancer diagnosed in women and the third most common 

incidence in men worldwide (Mármol et al., 2017; Sung et al., 2021). Currently, the 

worldwide burden of cancer prevalence and mortality rate from CRC have been rapidly 

increasing (Arnold et al., 2017; Bray et al., 2018). Depending on the extent of the 

localized and particularly metastatic tumor, CRC has a relatively poor prognosis. Patients 

with metastatic CRC had a shorter 5-year relative survival rate compared to patients with 

locally advanced CRC (Bendardaf et al., 2005). 

In the present study, we aimed to investigate the prognostic significance of 

ARID1A in Thai CRC tissues. ARID1A is a critical component of the SWI/SNF 

chromatin remodeling complexes that has been identified as a novel tumor suppressor 

gene involved in cell cycle regulation, apoptosis promotion, and genomic instability 

inhibition (Wang et al., 2004; Wu et al., 2014). However, the ARID1A gene is the most 

frequently mutated subunit of the SWI/SNF chromatin remodeling complexes. ARID1A 

mutations have been found in a variety of cancer types (Wu et al., 2014), including 

ovarian clear cell carcinoma (46.22%) (Wiegand et al., 2010), endometrial carcinoma 

(40.00%) (Guan et al., 2011), gastric carcinoma (29.36%) (Wang et al., 2011),  

cholangiocarcinoma (15.31%) (Chan-On et al., 2013), and urothelial carcinoma of the 

bladder (15.15%) (Guo et al., 2013). Recently, Zhao and colleagues reported that 

ARID1A mutations have been found in 3.60-66.70% of CRC (Zhao et al., 2022). In this 

present study, the cBioPortal for cancer genomics database revealed that ARID1A 

mutations were found in 7.09% of CRC. A total of ARID1A mutations related to CRC 

were detected in 109 of 1510 queried samples, including truncating (63.30%), missense 

(33.94%), inframe (1.83%), and splice mutations (0.92%). These findings are consistent 

with several studies that have also reported that ARID1A mutations occur across the 

length of the gene, including truncating or frameshift (insertions and deletions) mutations 
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(Cancer Genome Atlas Network, 2012; Jones et al., 2012; Namjan et al., 2020). 

Mutations of ARID1A have been found to have a prognostic role, as loss of ARID1A 

shortens the time to cancer-specific mortality and cancer recurrence (Luchini et al., 2015; 

Mathur, 2018). Importantly, the ARID1A mutations were found to be significantly related 

to ARID1A protein expression loss or reduction (Guan et al., 2011; Wiegand et al., 2010). 

Our finding was consistent with those in previous studies demonstrating that the protein 

expression in the ARID1A-mutated group showed a tendency to be lower than in the 

ARID1A non-mutated group. Moreover, the genetic alterations, such as MMR deficiency 

and MSI, as well as the epigenetic alterations, such as promoter hypermethylation at the 

CpG island, are involved in ARID1A expression being lost or decreased in human CRC 

tissues and cell lines (Chou et al., 2014; Erfani et al., 2020). Therefore, our findings 

indicate that ARID1A mutations are involved in CRC carcinogenesis and affect the 

expression of ARID1A protein. 

Decreasing ARID1A expression is associated with the PI3K/Akt signaling 

pathway activation in endometriosis and endometriosis-associated ovarian carcinomas 

and nasopharyngeal carcinoma (Samartzis et al., 2013; Yang et al., 2019). Multiple 

human malignancies have been found to have an interaction between ARID1A and the 

PI3K/Akt pathway (Sun et al., 2021). Through up-regulation of the Akt pathway, Xie et 

al. demonstrated that down-regulation of ARID1A might promote cell proliferation, 

increase chemoresistance, and prevent cell apoptosis in the SW620 CRC cell line, 

whereas the over-expressed ARID1A exhibits a reduction in cell proliferation (Xie et al., 

2014). ARID1A deletion increased chromatin occupancy and decreased metastasis 

suppressors in liver cancer (Sun et al., 2017). Additionally, the Wnt and mitogen-activated 

protein kinase/extracellular signal-regulated kinase (MEK/ERK) signaling pathways were 

down-regulated by ARID1A variations in colorectal adenocarcinoma. Furthermore, 

ARID1A is frequently co-mutated with some essential genes that are involved in CRC 

tumorigenesis (Zhao et al., 2022), such as TP53 (Stein et al., 2020),  KRAS (Fountzilas et 

al., 2018), and APC (Sen et al., 2019). Due to these findings, ARID1A may be an 

important gene that is involved in tumor initiation and progression of CRC. 

Loss or reduction of the ARID1A protein expression has been increasingly found 

in various types of human malignancies, especially malignancies in the GI tract (Wang et 

al., 2021), such as gastric carcinoma (Abe et al., 2012; Inada et al., 2015), CRC (Erfani et 
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al., 2020; Kishida et al., 2019; Lee et al., 2016; Wei et al., 2014; Ye et al., 2014), 

hepatocellular carcinoma (He et al., 2015), cholangiocarcinoma (Namjan et al., 2020), 

and other gastrointestinal cancers. Our IHC findings demonstrated that ARID1A protein 

is strongly expressed in the nuclei of intestinal epithelial cells in the adjacent non-

cancerous area. In contrast, decreased expression of ARID1A was noticeably observed in 

those cells in the cancerous area. The presence of nuclear ARID1A staining was then 

considered as positive immunostaining (Kishida et al., 2019; Wei et al., 2014). In our 

study, we found that the immunoreactivity signal of the ARID1A protein decreased in 

most of the cancerous areas of CRC samples (84.0%), whereas 16.0% remained high. 

Consistently, the semi-quantitative analysis demonstrated that ARID1A protein 

expression was significantly decreased in most cancerous areas of CRC samples 

compared to the adjacent non-cancerous areas in all pathological differentiation of CRC. 

Consistent with the recent findings, negative or decreasing ARID1A was found in 5.9% 

(Chou et al., 2014), 25.8% (Wei et al., 2014), 30.2% (Xie et al., 2014), and 66.5% (Erfani 

et al., 2020) of primary colorectal carcinomas, respectively. Our IHC results indicate that 

decreased ARID1A protein expression is commonly found in CRC tissues. Guan et al., 

demonstrated that signaling of ARID1A nuclear export was interrupted by in-frame 

insertions or deletions (indel) mutations. As a consequence, these ARID1A mutations may 

have an influence on the stability of ARID1A protein expression (Guan et al., 2012). 

According to Erfani et al., loss of ARID1A protein expression is involved in the 

oncogenic transformation of CRC (Erfani et al., 2020). Our results indicate that loss or 

reduction of ARID1A expression may play an essential role in promoting CRC 

tumorigenesis and progression. 

Importantly, the alterations of ARID1A protein expression have been associated 

with the severity of clinicopathological characteristics and a poor prognosis of patients 

(Wu et al., 2 0 1 4 ) . Our results demonstrated that low expression of ARID1A protein in 

CRC was significantly associated with a greater number of positive lymph nodes, 

lymphovascular invasion, LNM, high mLNR, and comorbidity. Consistent with our 

findings, Lee et al. and Kishida et al. showed that lymphovascular invasion and LNM 

were significantly associated with loss or reduction of ARID1A protein expression in 

human CRC tissues (Kishida et al., 2019; Lee et al., 2016). Notably, our results showed 

that LNM was strongly associated with decreased ARID1A expression. LNM is one of 
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the prognostic indicators for predicting DFS and OS of CRC patients (Kim & Choi, 

2019). Negative or reduced ARID1A protein expression has been correlated with LNM in 

various types of cancer, including primary breast cancer (Cho et al., 2015; Zhao et al., 

2014), hepatocellular carcinoma (He et al., 2015), and nasopharyngeal carcinoma (Yang et 

al., 2019). Kishida et al. suggest that negative expression of ARID1A is a significant risk 

factor for LNM (Kishida et al., 2019). Consequently, ARID1A protein expression should 

be considered as a prognostic factor for estimating survival outcomes of CRC patients. 

Moreover, there are a numerous number of reports on the relevance of ARID1A 

protein loss expression to the survival outcomes of patients. Reduction of OS, DFS, PFS, 

and RFS rates were significantly correlated with loss or decreased ARID1A protein 

expression in various types of cancer, such as ovarian clear cell carcinoma (Katagiri, 

Nakayama, Rahman, Rahman, Katagiri, Nakayama, et al., 2012), primary breast cancer 

(Cho et al., 2015; Zhang et al., 2012; Zhao et al., 2014), gastric cancer (Wang et al., 

2012), hepatocellular carcinoma (He et al., 2015), and intrahepatic cholangiocarcinoma 

(Yang et al., 2016). The ARID1A expression could be used for guideline treatment and 

management for patients with cancer (Wang et al., 2012). 

In our study, the association between ARID1A protein expression and PFS in 

CRC patients was then also investigated. Nonetheless, the results showed that the 5-year 

PFS of CRC patients with low ARID1A expression was not significantly different from 

those with high ARID1A expression. Thus, a recent study found that decreased ARID1A 

protein expression was not associated with survival outcomes of patients with CRC. Our 

findings are consistent with previous investigations in CRC (Chou et al., 2014; Erfani et 

al., 2020; Lee et al., 2016). The lack of this correlation was explained by Katagiri et al. 

They hypothesized that the loss of ARID1A expression occurs early in the development 

of carcinomas. Loss of ARID1A protein expression may not be as important for tumor 

progression as tumor initiation. For that reason, there is no difference in the clinical stage 

outcome patients with positive and negative ARID1A protein expression (Katagiri, 

Nakayama, Rahman, Rahman, Katagiri, Ishikawa, et al., 2012). Due to the limitations in 

this study, the small number of CRC samples may be insufficient to determine the 

prognostic significance of ARID1A expression. However, there is controversy regarding 

the prognostic significance of ARID1A expression in CRC. The first exploration of the 

impact of ARID1A expression on CRC survival reported that IV stage CRC patients with 
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positive ARID1A had worse OS compared to those with negative ARID1A (Wei et al., 

2014). Then the prognostic significance of ARID1A expression in CRC remains 

ambiguous and needs to be clarified in further investigations 

Furthermore, ARID1A expression is also implicated in EMT. The EMT is a 

cellular process that is involved in several biological processes, including normal 

embryonic development, tissue regeneration, organ fibrosis, and wound healing (Kalluri 

& Weinberg, 2009; Thiery, 2003). EMT is a highly dynamic process wherein normal 

cells lose their epithelial characteristics and acquire mesenchymal phenotypes that include 

enhanced migratory capacity, invasiveness, and resistance to apoptosis (De Craene & 

Berx, 2013; Kalluri & Neilson, 2003; Roche, 2018). Then, the EMT process has been 

associated with the initiation of oncogenesis, tumor progression, invasion, and metastasis 

(Pastushenko & Blanpain, 2019). Previous studies have reported that EMT plays a crucial 

role in the progression and aggressiveness of CRC (Barker & Clevers, 2001; Bates, 2005; 

Brabletz et al., 2005; Hur et al., 2013). These findings indicate that EMT may be an 

important molecular mechanism involved in CRC development. 

 In the present study, the alteration of EMT-related protein in human CRC tissues 

was examined. Our findings demonstrated that the expression of mesenchymal proteins 

(vimentin and fibronectin) increased, whereas epithelial proteins (E-cad and ZO-1) 

decreased in the cancerous area of human CRC tissues with low ARID1A expression. 

Consistently, previous studies showed that ARID1A knockdown exhibited the 

upregulated expression of mesenchymal markers (such as vimentin and fibronectin) and 

the downregulated expression of epithelial proteins (such as E-cad and ZO-1) in kidney 

and pancreatic cancers (Somsuan et al., 2019; Tomihara et al., 2021). Moreover, ARID1A 

silencing exhibited promotion of cancer cell proliferation, migration, invasion, and 

angiogenesis in various cancer cell lines, including gastric cancer, RCC, PDAC, breast 

cancer, and also in CRC (Erfani et al., 2021; Somsuan et al., 2019; Tomihara et al., 2021; 

Wang et al., 2020; Yan et al., 2014). These findings implicate that decreased ARID1A 

can induce the EMT process (Somsuan et al., 2019). To our knowledge, this is the first 

evidence showing that reduced ARID1A protein expression alters the expression of 

EMT-related protein in human CRC samples. 

In an early EMT, the EMT-inducing transcription factors (EMT-TFs) were 

activated to regulate the EMT process, which then had a role in carcinogenesis (Vu & 
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Datta, 2017). There are three major groups of EMT-TFs, including the SNAIL family of 

zinc-finger transcription factors (SNAIL/SLUG), the zinc finger E-box binding 

homeobox (ZEB) family of transcription factors (ZEB1/ZEB2), and the TWIST family of 

basic helix-loop-helix (bHLH) transcription factors TWIST1/TWIST2 (Dongre & 

Weinberg, 2019; Vu & Datta, 2017). Activated EMT-TFs repress the expression of genes 

associated with the epithelial state, whereas they induce the expression of genes 

associated with the mesenchymal state (Cao et al., 2015; Dongre & Weinberg, 2019). 

Previous studies have reported that upregulated expressions of EMT-TFs, such as 

SNAIL1, SLUG, TWIST1, ZEB1, and ZEB2, are associated with downregulated 

expression of E-cad, the severity of clinicopathological characteristics, and poor 

prognosis of patients with CRC (Francí et al., 2009; Gomez et al., 2011; Kahlert et al., 

2011; Shioiri et al., 2006; Zhang et al., 2013). Moreover, the progression of the EMT 

process involves several signaling pathways, including transforming growth factor β 

(TGF-β), Wnt, and growth factor receptor signaling (Cao et al., 2015; Polyak & 

Weinberg, 2009). TGF-β and Wnt signaling pathways are essential contributors to CRC 

progression and EMT drivers (Lampropoulos et al., 2012; Matsuzaki et al., 2006; Vincan 

& Barker, 2008). A recent study by Somsuan et al. revealed that down-regulated ARID1A 

increased the secretion of TGF-β then induced SNAIL1 expression in RCC (Somsuan et 

al., 2019). These findings could imply that ARID1A can trigger the EMT process through 

up-regulation of the related signaling pathways and EMT-TFs. However, due to research 

limitations, the expression of EMT-TFs using the IHC technique was not examined in the 

current study. Additional investigations are required to elucidate and provide more 

comprehensive mechanisms of the correlation between the expression of ARID1A, EMT-

TFs, and EMT-related protein in human colorectal tissues. 

Furthermore, our findings revealed that CRC patients who had aberrant 

expressions of ARID1A, epithelial (E-cad and ZO-1), and mesenchymal (vimentin and 

fibronectin) proteins demonstrated a strong association with aggressive lymph node 

involvement. Those patients also showed a tendency to have the shortest 5-year PFS. 

These findings are consistent with previous studies demonstrating that CRC patients with 

aberrant expression of epithelial and mesenchymal proteins had aggressive progression, 

metastasis, and poor pathological outcomes (Al-Maghrabi, 2020; Ngan et al., 2007; 

Rashed et al., 2017; Yi et al., 2016). Moreover, we found that low E-cad and ZO-1, high 
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vimentin, and IV stage are independent prognostic factors related to shorter PFS for CRC. 

Our results indicate that decreased ARID1A protein may promote progression and 

metastasis of CRC through the EMT process. To the best of our knowledge, this is the 

first study showing that aberrant expressions of ARID1A and EMT-related protein are 

associated with the severity of pathological outcomes in Thai CRC patients. 

Conclusion 

In summary, the results in this study demonstrated that ARID1A mutations are 

found in CRC. Mutations of ARID1A may lead to decreased ARID1A expression in 

CRC tissues. By immunohistochemistry, expression levels of ARID1A protein are 

significantly decreased in the cancerous area when compared to the adjacent non-

cancerous area in all pathological differentiation of CRC. Moreover, the expression of 

mesenchymal proteins (vimentin and fibronectin) increased, whereas epithelial proteins 

(E-cad and ZO-1) decreased in the cancerous area of CRC tissues with low ARID1A 

expression. The low expression of ARID1A was associated with the severity of 

clinicopathological characteristics of patients, including a greater number of positive 

lymph nodes, lymphovascular invasion, LNM, high mLNR, and comorbidity. However, 

the 5-year PFS of CRC patients with low ARID1A expression was not significantly 

different from those with high ARID1A expression.  

Altogether, our findings indicate that ARID1A possibly plays an essential role 

in CRC carcinogenesis and progression, as well as in the EMT process. The 

significantly decreased ARID1A expression is associated with several adverse 

clinicopathological features, except the PFS parameters. These findings will improve 

the clinicopathological assessment and prognostication of severity in CRC patients. 

Therefore, the ARID1A protein may be considered as a promising prognostic indicator 

for CRC prognosis and diagnosis. 
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Materials and Instruments 

 

1. 2-digits electronic analytical balance (Sartorius ED 822-CW, Sartorius AG, 

Germany) 

2. 4-digits electronic analytical balance (Denver Instrument TP-214, Denver 

Instrument, NY, USA)  

3. Autoclave (TOMY SX-500, Tomy Kogyo Co Ltd, Japan)  

4. Beakers (Pyrex, NY, USA) 

5. Centrifuge tubes size 15 and 50 ml (Kirgen Bioscience, China) 

6. Coverslip size 2440 mm (Menzel-Glaser, Germany) 

7. Cylinder (Pyrex, NY, USA) 

8. Filter paper No.1 12.5 cm (Whatman, United Kingdom) 

9. Fume hood (Purair P5-48-XT, Air science USA LLC, Fort Myers, FL, USA)  

10. Glass slide size 25.476.2 mm (SAIL BRAND, China) 

11. Hot air oven (Binder FED115, Binder GmbH, Germany)  

12. Hot air oven UN55 (Memmert Co. Ltd., Shanghai, China) 

13. Hot plate and stirrer (CB162, Stuart, Sigma-Aldrich, MO, USA) 

14. Humidified chamber 

15. ImmunoPen (Calbiochem, Millipore, Japan) 

16. Inverted light microscope (Olympus CKX41, Olympus Co Ltd, Japan) 

17. Low profile disposable microtome blades (Leica Biosystems, Germany) 

18. Magnetic stirrers (Stuart CB162, Bibby scientific Ltd, United Kingdom) 

19. Microcentrifuge tubes size 1.5 ml (Kirgen Bioscience, China) 

20. Micropipette (Proline plus, Sartorius, Germany) 

21. Micropipette tips: 10, 100, 1000 l (Kirgen Bioscience, China) 

22. Microscope slide storage box (Thermo Fisher Scientific, MA, USA) 

23. Olympus BX50 microscope (Olympus; Tokyo, Japan).  

24. Parafilm PM996 (Sigma-Aldrich, MO, USA) 

25. pH meter (Denver Instrument 215, Denver Instrument, NY, USA)  

26. Rotary microtome (Shandom company, Thermo Scientific, MA, USA) 

27. Vortex mixer (Scientific Industries, NY, USA) 
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Chemicals 

 

1. 3-(Triethoxysilyl)-propylamine (Silane) (C9H23NO3Si) (Merck, Germany) 

2. 3, 3’-diaminobenzidine (DAB) substrate (Abcam, United Kingdom)  

3. 35-40% Formaldehyde solution (LAB Scan, Thailand)  

4. 95% ethanol (KTIS Group by KTBE, Thailand) 

5. Absolute ethanol (RCI labscan, Thailand)  

6. Acetone (RCI labscan, Thailand) 

7. Antigen retrieval buffer (100X Citrate buffer pH 6.0) (Abcam, United 

Kingdom) 

8. Biotinylated goat anti-rabbit IgG (H+L) secondary antibody (Rabbit specific 

HRP/DAB (ABC) Detection) (Abcam, United Kingdom) 

9. Chromogen (Abcam, United Kingdom)  

10. Di-sodium hydrogen phosphate anhydrous (Na2HPO4) (Merck, Germany)  

11. Hematoxylin dye (C.V. Laboratories CO., LTD., Thailand)  

12. Hydrochloric acid (HCl) (Merck, Germany) 

13. Hydrogen peroxide (H2O2) (Abcam, United Kingdom) 

14. Paraformaldehyde powder (Sigma-Aldrich, MO, USA) 

15. Permount (Fisher Scientific, NH, USA)  

16. Potassium chloride (KCl) (Merck, Germany) 

17. Potassium dihydrogen phosphate (KH2PO4) (Merck, Germany)  

18. Sodium azide (NaN3) (Abcam, United Kingdom) 

19. Sodium chloride (NaCl) (Merck, Germany)  

20. Sodium hydroxide (NaOH) (Merck, Germany)  

21. Sodium phosphate monobasic (NaH2PO4) (Merck, Germany) 

22. Streptavidin Horseradish Peroxidase (HRP) conjugate with Biotinylated 

solution (Abcam, United Kingdom) 

23. Xylene (RCI labscan, Thailand) 
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Reagents 

 

Tissue fixatives for preserving colorectal tissues (Tissue fixation) 

1. 10% Neutral buffered formalin (NBF) 

1.1 NaH2PO4     4 g 

1.2 Na2HPO4      6.5 g 

1.3 35-40% Formaldehyde solution   100 ml 

1.4 Add DW     900 ml 

* Prepared 10% NBF in fume hood 

* Mixed on a magnetic stirrer until completely dissolved 

* Kept at room temperature 

2. 10X Phosphate Buffered saline (PBS) pH 7.4: stock solution 

2.1 DW     800 ml 

2.2 Sodium chloride (NaCl)   80 g 

2.3 Na2HPO4 (H2O)    14.4 g 

2.4 KH2PO4     2 g 

* Mixed on a magnetic stirrer until completely dissolved 

* Adjusted the pH to 7.4 with HCl (lowering the pH) or NaOH (raising the pH) 

* Added DW to 1,000 ml and then kept at room temperature 

3. 1X Phosphate Buffered saline (PBS) pH 7.4: working solution 

3.1 10X PBS     100 ml 

3.2 DW     900 ml 

* Kept the solution at room temperature after mixing it 

4. 4% Paraformaldehyde (PFA): pH 6.9 

4.1 Paraformaldehyde powder  40 g 

4.2 1X PBS     800 ml 

* Heated 1X PBS on a hot plate until 60C and then added PFA powder 

* Mixed on a magnetic stirrer until completely dissolved 

* Cool down solution at room temperature and then adjusted pH to 6.9 

* Added 1X PBS to 1,000 ml and then kept at 4C 

* 4% PFA can be stored for a maximum of one month from the date of 

preparation  
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Reagents for immunohistochemistry (IHC) technique 

1. 10X Phosphate Buffered saline (PBS) pH 7.4: stock solution 

1.1 DW     800 ml 

1.2 Sodium chloride (NaCl)   80 g 

1.3 Na2HPO4 (H2O)    14.4 g 

1.4 KH2PO4     2 g 

* Mixed on a magnetic stirrer until completely dissolved 

* Adjusted the pH to 7.4 with HCl (lowering the pH) or NaOH (raising the 

pH) 

* Added DW to 1,000 ml and sterilized by autoclave at 121°C for 15 min 

before being stored at room temperature 

2. 1X Phosphate Buffered saline (PBS) pH 7.4: working solution 

2.1 10X PBS     100 ml 

2.2 DW     900 ml 

* Kept the solution at 4C after mixing it 

3. 1X Citrate buffer pH 6.0: working solution 

 3.1 100X Citrate buffer pH 6.0  10  ml 

 3.2 1X PBS     1000 ml 

* Kept the solution at room temperature after mixing it 

4. 3, 3’-diaminobenzidine (DAB): working solution 

4.1 DAB chromogen    20 l 

 4.2 DAB substrate    1000 l 

 * Mixed by the vortex and then kept away from the light until detected 

Reagent for coated glass slides 

1. 2% 3-(Triethoxysilyl)-propylamine (Silane) in acetone 

 1.1 3-(Triethoxysilyl)-propylamine (Silane) 20 ml 

 1.2 Acetone     1000 ml 

 * Mixed on a magnetic stirrer and then kept at room temperature 
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Figure 1A The schematic summary of quantitative analysis of the intensity of 

ARID1A and EMT-related proteins expression using ImageJ (Fiji) 

image analysis software 
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Figure 2A Certificate of human ethical approval from Human Ethic Review Board of 

Sawan Pracharak Hospital, Nakhon Sawan, Thailand (approval no. 16/2560) 
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Figure 3A Human ethical approval from Human Ethic Review Board of Sawan 

Pracharak Hospital, Nakhon Sawan, Thailand (approval no. 16/2560) 
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Figure 4A Certificate of human ethical approval from Naresuan University 

Ethical Committee for Human Research (NU-IRB) (approval no. 

P10181/64; COA no. 421/2021) 

  



116 

 

REFE REN CES 
 

REFERENCES 
 

 

Abe, H., Maeda, D., Hino, R., Otake, Y., Isogai, M., Ushiku, A. S., Matsusaka, K., 

Kunita, A., Ushiku, T., Uozaki, H., Tateishi, Y., Hishima, T., Iwasaki, Y., 

Ishikawa, S., & Fukayama, M. (2012). ARID1A expression loss in gastric 

cancer: pathway-dependent roles with and without Epstein-Barr virus infection 

and microsatellite instability. Virchows Arch, 461(4), 367-377. 

https://doi.org/10.1007/s00428-012-1303-2  

Agréus, L., Svärdsudd, K., Nyrén, O., & Tibblin, G. (1993). Reproducibility and 

validity of a postal questionnaire. The abdominal symptom study. Scand J Prim 

Health Care, 11(4), 252-262. https://doi.org/10.3109/02813439308994840  

Ajioka, Y., Allison, L. J., & Jass, J. R. (1996). Significance of MUC1 and MUC2 mucin 

expression in colorectal cancer. J Clin Pathol, 49(7), 560-564. 

https://doi.org/10.1136/jcp.49.7.560  

Al-Maghrabi, J. (2020). Vimentin immunoexpression is associated with higher tumor 

grade, metastasis, and shorter survival in colorectal cancer. Int J Clin Exp 

Pathol, 13(3), 493-500.  

Alexander, J., Watanabe, T., Wu, T. T., Rashid, A., Li, S., & Hamilton, S. R. (2001). 

Histopathological identification of colon cancer with microsatellite instability. 

Am J Pathol, 158(2), 527-535. https://doi.org/10.1016/s0002-9440(10)63994-6  

Aljafil, R., Emaetig, F., Sassi, S., El Hasad, I., El Gehani, K., El-Fituri, O., Buhmeida, 

A., Sheriff, D. S., & Elzagheid, A. (2014). P0167 E-cadherin expression in 

libyan patients with colorectal carcinoma. European Journal of Cancer, 50, e56-

e57. https://doi.org/https://doi.org/10.1016/j.ejca.2014.03.211  

Alver, B. H., Kim, K. H., Lu, P., Wang, X., Manchester, H. E., Wang, W., Haswell, J. 

R., Park, P. J., & Roberts, C. W. (2017). The SWI/SNF chromatin remodelling 

complex is required for maintenance of lineage specific enhancers. Nat 

Commun, 8, 14648. https://doi.org/10.1038/ncomms14648  

Amery, L., Fransen, M., De Nys, K., Mannaerts, G. P., & Van Veldhoven, P. P. (2000). 

 

https://doi.org/10.1007/s00428-012-1303-2
https://doi.org/10.3109/02813439308994840
https://doi.org/10.1136/jcp.49.7.560
https://doi.org/10.1016/s0002-9440(10)63994-6
https://doi.org/https:/doi.org/10.1016/j.ejca.2014.03.211
https://doi.org/10.1038/ncomms14648


 117 

 

Mitochondrial and peroxisomal targeting of 2-methylacyl-CoA racemase in 

humans. Journal of Lipid Research, 41(11), 1752-1759. 

https://doi.org/https://doi.org/10.1016/S0022-2275(20)31968-4  

Amin, M. B., Greene, F. L., Edge, S. B., Compton, C. C., Gershenwald, J. E., 

Brookland, R. K., Meyer, L., Gress, D. M., Byrd, D. R., & Winchester, D. P. 

(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(2), 93-99. https://doi.org/10.3322/caac.21388  

Aran, V., Victorino, A. P., Thuler, L. C., & Ferreira, C. G. (2016). Colorectal Cancer: 

Epidemiology, Disease Mechanisms and Interventions to Reduce Onset and 

Mortality. Clinical Colorectal Cancer, 15(3), 195-203. 

https://doi.org/https://doi.org/10.1016/j.clcc.2016.02.008  

Arias, A. M. (2001). Epithelial Mesenchymal Interactions in Cancer and Development. 

Cell, 105(4), 425-431. https://doi.org/10.1016/S0092-8674(01)00365-8  

Armaghany, T., Wilson, J. D., Chu, Q., & Mills, G. (2012). Genetic alterations in 

colorectal cancer. Gastrointest Cancer Res, 5(1), 19-27.  

Arnold, M., Sierra, M. S., Laversanne, M., Soerjomataram, I., Jemal, A., & Bray, F. 

(2017). Global patterns and trends in colorectal cancer incidence and mortality. 

Gut, 66(4), 683-691. https://doi.org/10.1136/gutjnl-2015-310912  

Ascierto, P. A., Kirkwood, J. M., Grob, J. J., Simeone, E., Grimaldi, A. M., Maio, M., 

Palmieri, G., Testori, A., Marincola, F. M., & Mozzillo, N. (2012). The role of 

BRAF V600 mutation in melanoma. J Transl Med, 10, 85. 

https://doi.org/10.1186/1479-5876-10-85  

Aybar, M. J., Nieto, M. A., & Mayor, R. (2003). Snail precedes slug in the genetic 

cascade required for the specification and migration of the Xenopus neural crest. 

Development, 130(3), 483-494. https://doi.org/10.1242/dev.00238  

Baba, Y., Nosho, K., Shima, K., Freed, E., Irahara, N., Philips, J., Meyerhardt, J. A., 

Hornick, J. L., Shivdasani, R. A., Fuchs, C. S., & Ogino, S. (2009). Relationship 

 

https://doi.org/https:/doi.org/10.1016/S0022-2275(20)31968-4
https://doi.org/10.3322/caac.21388
https://doi.org/https:/doi.org/10.1016/j.clcc.2016.02.008
https://doi.org/10.1016/S0092-8674(01)00365-8
https://doi.org/10.1136/gutjnl-2015-310912
https://doi.org/10.1186/1479-5876-10-85
https://doi.org/10.1242/dev.00238


 118 

 

of CDX2 loss with molecular features and prognosis in colorectal cancer. Clin 

Cancer Res, 15(14), 4665-4673. https://doi.org/10.1158/1078-0432.Ccr-09-0401  

Barker, N., & Clevers, H. (2001). Tumor environment: a potent driving force in 

colorectal cancer? Trends in Molecular Medicine, 7(12), 535-537. 

https://doi.org/https://doi.org/10.1016/S1471-4914(01)02215-8  

Barrallo-Gimeno, A., & Nieto, M. A. (2005). The Snail genes as inducers of cell 

movement and survival: implications in development and cancer. Development, 

132(14), 3151-3161. https://doi.org/10.1242/dev.01907  

Bates, R. C. (2005). Colorectal cancer progression: integrin alphavbeta6 and the 

epithelial-mesenchymal transition (EMT). Cell Cycle, 4(10), 1350-1352. 

https://doi.org/10.4161/cc.4.10.2053  

Bayrak, R., Haltas, H., & Yenidunya, S. (2012). The value of CDX2 and cytokeratins 7 

and 20 expression in differentiating colorectal adenocarcinomas from 

extraintestinal gastrointestinal adenocarcinomas: cytokeratin 7-/20+ phenotype is 

more specific than CDX2 antibody. Diagn Pathol, 7, 9. 

https://doi.org/10.1186/1746-1596-7-9  

Bayrak, R., Yenidünya, S., & Haltas, H. (2011). Cytokeratin 7 and cytokeratin 20 

expression in colorectal adenocarcinomas. Pathol Res Pract, 207(3), 156-160. 

https://doi.org/10.1016/j.prp.2010.12.005  

Bendardaf, R., Elzagheid, A., Lamlum, H., Ristamäki, R., Collan, Y., & Pyrhönen, S. 

(2005). E-cadherin, CD44s and CD44v6 correlate with tumour differentiation in 

colorectal cancer. Oncol Rep, 13(5), 831-835. 

https://doi.org/10.3892/or.13.5.831  

Berns, K., Sonnenblick, A., Gennissen, A., Brohée, S., Hijmans, E. M., Evers, B., 

Fumagalli, D., Desmedt, C., Loibl, S., Denkert, C., Neven, P., Guo, W., Zhang, 

F., Knijnenburg, T. A., Bosse, T., van der Heijden, M. S., Hindriksen, S., 

Nijkamp, W., Wessels, L. F., Joensuu, H., Mills, G. B., Beijersbergen, R. L., 

Sotiriou, C., & Bernards, R. (2016). Loss of ARID1A Activates ANXA1, which 

Serves as a Predictive Biomarker for Trastuzumab Resistance. Clin Cancer Res, 

 

https://doi.org/10.1158/1078-0432.Ccr-09-0401
https://doi.org/https:/doi.org/10.1016/S1471-4914(01)02215-8
https://doi.org/10.1242/dev.01907
https://doi.org/10.4161/cc.4.10.2053
https://doi.org/10.1186/1746-1596-7-9
https://doi.org/10.1016/j.prp.2010.12.005
https://doi.org/10.3892/or.13.5.831


 119 

 

22(21), 5238-5248. https://doi.org/10.1158/1078-0432.Ccr-15-2996  

Blenkinsopp, W. K., Stewart-Brown, S., Blesovsky, L., Kearney, G., & Fielding, L. P. 

(1981). Histopathology reporting in large bowel cancer. J Clin Pathol, 34(5), 

509-513. https://doi.org/10.1136/jcp.34.5.509  

Boland, C. R., & Goel, A. (2010). Microsatellite instability in colorectal cancer. 

Gastroenterology, 138(6), 2073-2087.e2073. 

https://doi.org/10.1053/j.gastro.2009.12.064  

Bosse, T., ter Haar, N. T., Seeber, L. M., v Diest, P. J., Hes, F. J., Vasen, H. F., Nout, R. 

A., Creutzberg, C. L., Morreau, H., & Smit, V. T. (2013). Loss of ARID1A 

expression and its relationship with PI3K-Akt pathway alterations, TP53 and 

microsatellite instability in endometrial cancer. Mod Pathol, 26(11), 1525-1535. 

https://doi.org/10.1038/modpathol.2013.96  

Bosset, J. F., Calais, G., Mineur, L., Maingon, P., Stojanovic-Rundic, S., Bensadoun, R. 

J., Bardet, E., Beny, A., Ollier, J. C., Bolla, M., Marchal, D., Van Laethem, J. L., 

Klein, V., Giralt, J., Clavère, P., Glanzmann, C., Cellier, P., & Collette, L. 

(2014). Fluorouracil-based adjuvant chemotherapy after preoperative 

chemoradiotherapy in rectal cancer: long-term results of the EORTC 22921 

randomised study. Lancet Oncol, 15(2), 184-190. https://doi.org/10.1016/s1470-

2045(13)70599-0  

Brabletz, T., Hlubek, F., Spaderna, S., Schmalhofer, O., Hiendlmeyer, E., Jung, A., & 

Kirchner, T. (2005). Invasion and metastasis in colorectal cancer: epithelial-

mesenchymal transition, mesenchymal-epithelial transition, stem cells and beta-

catenin. Cells Tissues Organs, 179(1-2), 56-65. 

https://doi.org/10.1159/000084509  

Bray, F., Ferlay, J., Soerjomataram, I., Siegel, R. L., Torre, L. A., & Jemal, A. (2018). 

Global cancer statistics 2018: GLOBOCAN estimates of incidence and mortality 

worldwide for 36 cancers in 185 countries. CA Cancer J Clin, 68(6), 394-424. 

https://doi.org/10.3322/caac.21492  

Brenner, H., Kloor, M., & Pox, C. P. (2014). Colorectal cancer. Lancet, 383(9927), 

 

https://doi.org/10.1158/1078-0432.Ccr-15-2996
https://doi.org/10.1136/jcp.34.5.509
https://doi.org/10.1053/j.gastro.2009.12.064
https://doi.org/10.1038/modpathol.2013.96
https://doi.org/10.1016/s1470-2045(13)70599-0
https://doi.org/10.1016/s1470-2045(13)70599-0
https://doi.org/10.1159/000084509
https://doi.org/10.3322/caac.21492


 120 

 

1490-1502. https://doi.org/10.1016/s0140-6736(13)61649-9  

Brierley, J. D., Gospodarowicz, M. K., & Wittekind, C. (2017). TNM classification of 

malignant tumours. John Wiley & Sons.  

Byrd, J. C., & Bresalier, R. S. (2004). Mucins and mucin binding proteins in colorectal 

cancer. Cancer Metastasis Rev, 23(1-2), 77-99. 

https://doi.org/10.1023/a:1025815113599  

Cao, H., Xu, E., Liu, H., Wan, L., & Lai, M. (2015). Epithelial-mesenchymal transition 

in colorectal cancer metastasis: A system review. Pathol Res Pract, 211(8), 557-

569. https://doi.org/10.1016/j.prp.2015.05.010  

Cao, Y., Schlag, P. M., & Karsten, U. (1997). Immunodetection of epithelial mucin 

(MUC1, MUC3) and mucin-associated glycotopes (TF, Tn, and sialosyl-Tn) in 

benign and malignant lesions of colonic epithelium: apolar localization 

corresponds to malignant transformation. Virchows Arch, 431(3), 159-166. 

https://doi.org/10.1007/s004280050083  

Cerami, E., Gao, J., Dogrusoz, U., Gross, B. E., Sumer, S. O., Aksoy, B. A., Jacobsen, 

A., Byrne, C. J., Heuer, M. L., Larsson, E., Antipin, Y., Reva, B., Goldberg, A. 

P., Sander, C., & Schultz, N. (2012). The cBio cancer genomics portal: an open 

platform for exploring multidimensional cancer genomics data. Cancer Discov, 

2(5), 401-404. https://doi.org/10.1158/2159-8290.Cd-12-0095  

Chan-On, W., Nairismägi, M. L., Ong, C. K., Lim, W. K., Dima, S., Pairojkul, C., Lim, 

K. H., McPherson, J. R., Cutcutache, I., Heng, H. L., Ooi, L., Chung, A., Chow, 

P., Cheow, P. C., Lee, S. Y., Choo, S. P., Tan, I. B., Duda, D., Nastase, A., 

Myint, S. S., Wong, B. H., Gan, A., Rajasegaran, V., Ng, C. C., Nagarajan, S., 

Jusakul, A., Zhang, S., Vohra, P., Yu, W., Huang, D., Sithithaworn, P., 

Yongvanit, P., Wongkham, S., Khuntikeo, N., Bhudhisawasdi, V., Popescu, I., 

Rozen, S. G., Tan, P., & Teh, B. T. (2013). Exome sequencing identifies distinct 

mutational patterns in liver fluke-related and non-infection-related bile duct 

cancers. Nat Genet, 45(12), 1474-1478. https://doi.org/10.1038/ng.2806  

Chen, J. S., Hsieh, P. S., Chiang, J. M., Yeh, C. Y., Tsai, W. S., Tang, R., Changchien, 

 

https://doi.org/10.1016/s0140-6736(13)61649-9
https://doi.org/10.1023/a:1025815113599
https://doi.org/10.1016/j.prp.2015.05.010
https://doi.org/10.1007/s004280050083
https://doi.org/10.1158/2159-8290.Cd-12-0095
https://doi.org/10.1038/ng.2806


 121 

 

C. R., & Wu, R. C. (2010). Clinical outcome of signet ring cell carcinoma and 

mucinous adenocarcinoma of the colon. Chang Gung Med J, 33(1), 51-57.  

Chen, T. H., Chang, S. W., Huang, C. C., Wang, K. L., Yeh, K. T., Liu, C. N., Lee, H., 

Lin, C. C., & Cheng, Y. W. (2013). The prognostic significance of APC gene 

mutation and miR-21 expression in advanced-stage colorectal cancer. Colorectal 

Dis, 15(11), 1367-1374. https://doi.org/10.1111/codi.12318  

Chetty, R., Stepner, M., Abraham, S., Lin, S., Scuderi, B., Turner, N., Bergeron, A., & 

Cutler, D. (2016). The Association Between Income and Life Expectancy in the 

United States, 2001-2014. Jama, 315(16), 1750-1766. 

https://doi.org/10.1001/jama.2016.4226  

Cho, H. D., Lee, J. E., Jung, H. Y., Oh, M. H., Lee, J. H., Jang, S. H., Kim, K. J., Han, 

S. W., Kim, S. Y., Kim, H. J., Bae, S. B., & Lee, H. J. (2015). Loss of Tumor 

Suppressor ARID1A Protein Expression Correlates with Poor Prognosis in 

Patients with Primary Breast Cancer. J Breast Cancer, 18(4), 339-346. 

https://doi.org/10.4048/jbc.2015.18.4.339  

Chou, A., Toon, C. W., Clarkson, A., Sioson, L., Houang, M., Watson, N., DeSilva, K., 

& Gill, A. J. (2014). Loss of ARID1A expression in colorectal carcinoma is 

strongly associated with mismatch repair deficiency. Hum Pathol, 45(8), 1697-

1703. https://doi.org/10.1016/j.humpath.2014.04.009  

Chu, P., Wu, E., & Weiss, L. M. (2000). Cytokeratin 7 and Cytokeratin 20 Expression 

in Epithelial Neoplasms: A Survey of 435 Cases. Modern Pathology, 13(9), 962-

972. https://doi.org/10.1038/modpathol.3880175  

Chu, P. G., & Weiss, L. M. (2004). Immunohistochemical characterization of signet-

ring cell carcinomas of the stomach, breast, and colon. Am J Clin Pathol, 121(6), 

884-892. https://doi.org/10.1309/a09e-rymf-r64n-erdw  

Chung, T. P., & Fleshman, J. W. (2004). The Genetics of Sporadic Colon Cancer. 

Seminars in Colon and Rectal Surgery, 15(3), 128-135. 

https://doi.org/https://doi.org/10.1053/j.scrs.2005.02.001  

 

https://doi.org/10.1111/codi.12318
https://doi.org/10.1001/jama.2016.4226
https://doi.org/10.4048/jbc.2015.18.4.339
https://doi.org/10.1016/j.humpath.2014.04.009
https://doi.org/10.1038/modpathol.3880175
https://doi.org/10.1309/a09e-rymf-r64n-erdw
https://doi.org/https:/doi.org/10.1053/j.scrs.2005.02.001


 122 

 

Clark, J., Rocques, P. J., Crew, A. J., Gill, S., Shipley, J., Chan, A. M., Gusterson, B. A., 

& Cooper, C. S. (1994). Identification of novel genes, SYT and SSX, involved 

in the t(X;18)(p11.2;q11.2) translocation found in human synovial sarcoma. Nat 

Genet, 7(4), 502-508. https://doi.org/10.1038/ng0894-502  

Clay, M. R., & Halloran, M. C. (2014). Cadherin 6 promotes neural crest cell 

detachment via F-actin regulation and influences active Rho distribution during 

epithelial-to-mesenchymal transition. Development, 141(12), 2506-2515. 

https://doi.org/10.1242/dev.105551  

Compton, C. C. (2002). Pathologic prognostic factors in the recurrence of rectal cancer. 

Clin Colorectal Cancer, 2(3), 149-160. https://doi.org/10.3816/CCC.2002.n.020  

Compton, C. C., Fielding, L. P., Burgart, L. J., Conley, B., Cooper, H. S., Hamilton, S. 

R., Hammond, M. E., Henson, D. E., Hutter, R. V., Nagle, R. B., Nielsen, M. L., 

Sargent, D. J., Taylor, C. R., Welton, M., & Willett, C. (2000). Prognostic 

factors in colorectal cancer. College of American Pathologists Consensus 

Statement 1999. Arch Pathol Lab Med, 124(7), 979-994. 

https://doi.org/10.5858/2000-124-0979-pficc  

De Craene, B., & Berx, G. (2013). Regulatory networks defining EMT during cancer 

initiation and progression. Nat Rev Cancer, 13(2), 97-110. 

https://doi.org/10.1038/nrc3447  

de la Serna, I. L., Ohkawa, Y., & Imbalzano, A. N. (2006). Chromatin remodelling in 

mammalian differentiation: lessons from ATP-dependent remodellers. Nat Rev 

Genet, 7(6), 461-473. https://doi.org/10.1038/nrg1882  

De Palma, F. D. E., D'Argenio, V., Pol, J., Kroemer, G., Maiuri, M. C., & Salvatore, F. 

(2019). The Molecular Hallmarks of the Serrated Pathway in Colorectal Cancer. 

Cancers (Basel), 11(7). https://doi.org/10.3390/cancers11071017  

Deans, G. T., Heatley, M., Anderson, N., Patterson, C. C., Rowlands, B. J., Parks, T. G., 

& Spence, R. A. (1994). Jass' classification revisited. J Am Coll Surg, 179(1), 

11-17.  

 

https://doi.org/10.1038/ng0894-502
https://doi.org/10.1242/dev.105551
https://doi.org/10.3816/CCC.2002.n.020
https://doi.org/10.5858/2000-124-0979-pficc
https://doi.org/10.1038/nrc3447
https://doi.org/10.1038/nrg1882
https://doi.org/10.3390/cancers11071017


 123 

 

Dekker, E., Tanis, P. J., Vleugels, J. L. A., Kasi, P. M., & Wallace, M. B. (2019). 

Colorectal cancer. Lancet, 394(10207), 1467-1480. 

https://doi.org/10.1016/s0140-6736(19)32319-0  

Dongre, A., & Weinberg, R. A. (2019). New insights into the mechanisms of epithelial-

mesenchymal transition and implications for cancer. Nat Rev Mol Cell Biol, 

20(2), 69-84. https://doi.org/10.1038/s41580-018-0080-4  

Edge, S. B., Byrd, D., Compton, C., Fritz, A., Green, F., & Trotti, A. (2010). AJCC: 

colon and rectum in AJCC Cancer Staging Manual. In: New York, NY USA: 

Springer. 

Erfani, M., Hosseini, S. V., Mokhtari, M., Zamani, M., Tahmasebi, K., Alizadeh Naini, 

M., Taghavi, A., Carethers, J. M., Koi, M., Brim, H., Mokarram, P., & 

Ashktorab, H. (2020). Altered ARID1A expression in colorectal cancer. BMC 

Cancer, 20(1), 350. https://doi.org/10.1186/s12885-020-6706-x  

Erfani, M., Zamani, M., Hosseini, S. Y., Mostafavi-Pour, Z., Shafiee, S. M., Saeidnia, 

M., & Mokarram, P. (2021). ARID1A regulates E-cadherin expression in 

colorectal cancer cells: a promising candidate therapeutic target. Mol Biol Rep, 

48(10), 6749-6756. https://doi.org/10.1007/s11033-021-06671-9  

Esteller, M., Sparks, A., Toyota, M., Sanchez-Cespedes, M., Capella, G., Peinado, M. 

A., Gonzalez, S., Tarafa, G., Sidransky, D., Meltzer, S. J., Baylin, S. B., & 

Herman, J. G. (2000). Analysis of adenomatous polyposis coli promoter 

hypermethylation in human cancer. Cancer Res, 60(16), 4366-4371.  

Fang, D. C., Jass, J. R., Wang, D. X., Zhou, X. D., Luo, Y. H., & Young, J. (1999). 

Infrequent loss of heterozygosity of APC/MCC and DCC genes in gastric cancer 

showing DNA microsatellite instability. J Clin Pathol, 52(7), 504-508. 

https://doi.org/10.1136/jcp.52.7.504  

Fantozzi, A., Gruber, D. C., Pisarsky, L., Heck, C., Kunita, A., Yilmaz, M., Meyer-

Schaller, N., Cornille, K., Hopfer, U., Bentires-Alj, M., & Christofori, G. (2014). 

VEGF-mediated angiogenesis links EMT-induced cancer stemness to tumor 

initiation. Cancer Res, 74(5), 1566-1575. https://doi.org/10.1158/0008-

 

https://doi.org/10.1016/s0140-6736(19)32319-0
https://doi.org/10.1038/s41580-018-0080-4
https://doi.org/10.1186/s12885-020-6706-x
https://doi.org/10.1007/s11033-021-06671-9
https://doi.org/10.1136/jcp.52.7.504
https://doi.org/10.1158/0008-5472.Can-13-1641


 124 

 

5472.Can-13-1641  

Faul, F., Erdfelder, E., Lang, A. G., & Buchner, A. (2007). G*Power 3: a flexible 

statistical power analysis program for the social, behavioral, and biomedical 

sciences. Behav Res Methods, 39(2), 175-191. 

https://doi.org/10.3758/bf03193146  

Fearon, E. R., & Vogelstein, B. (1990). A genetic model for colorectal tumorigenesis. 

Cell, 61(5), 759-767. https://doi.org/10.1016/0092-8674(90)90186-i  

Ferdinandusse, S., Denis, S., Ijlst, L., Dacremont, G., Waterham, H. R., & Wanders, R. 

J. A. (2000). Subcellular localization and physiological role of α-methylacyl-

CoA racemase. Journal of Lipid Research, 41(11), 1890-1896. 

https://doi.org/https://doi.org/10.1016/S0022-2275(20)31983-0  

Fidler, I. J. (2003). The pathogenesis of cancer metastasis: the 'seed and soil' hypothesis 

revisited. Nat Rev Cancer, 3(6), 453-458. https://doi.org/10.1038/nrc1098  

Fidler, M. M., Soerjomataram, I., & Bray, F. (2016). A global view on cancer incidence 

and national levels of the human development index. Int J Cancer, 139(11), 

2436-2446. https://doi.org/10.1002/ijc.30382  

Fine, K. D., Nelson, A. C., Ellington, R. T., & Mossburg, A. (1999). Comparison of the 

color of fecal blood with the anatomical location of gastrointestinal bleeding 

lesions: potential misdiagnosis using only flexible sigmoidoscopy for bright red 

blood per rectum. Am J Gastroenterol, 94(11), 3202-3210. 

https://doi.org/10.1111/j.1572-0241.1999.01519.x  

Fisher, E. R., Sass, R., Palekar, A. S., Fisher, B., & Wolmark, N. (1989). Dukes' 

classification revisited. Findings from the national surgical adjuvant breast and 

bowel projects (protocol r‐01). Cancer, 64.  

Fleming, M., Ravula, S., Tatishchev, S. F., & Wang, H. L. (2012). Colorectal 

carcinoma: Pathologic aspects. J Gastrointest Oncol, 3(3), 153-173. 

https://doi.org/10.3978/j.issn.2078-6891.2012.030  

Flores-Alcantar, A., Gonzalez-Sandoval, A., Escalante-Alcalde, D., & Lomelí, H. 

 

https://doi.org/10.1158/0008-5472.Can-13-1641
https://doi.org/10.3758/bf03193146
https://doi.org/10.1016/0092-8674(90)90186-i
https://doi.org/https:/doi.org/10.1016/S0022-2275(20)31983-0
https://doi.org/10.1038/nrc1098
https://doi.org/10.1002/ijc.30382
https://doi.org/10.1111/j.1572-0241.1999.01519.x
https://doi.org/10.3978/j.issn.2078-6891.2012.030


 125 

 

(2011). Dynamics of expression of ARID1A and ARID1B subunits in mouse 

embryos and in cells during the cell cycle. Cell and Tissue Research, 345(1), 

137-148. https://doi.org/10.1007/s00441-011-1182-x  

Forstner, J. F. (1978). Intestinal mucins in health and disease. Digestion, 17(3), 234-263. 

https://doi.org/10.1159/000198115  

Fountzilas, E., Kotoula, V., Tikas, I., Manousou, K., Papadopoulou, K., Poulios, C., 

Karavasilis, V., Efstratiou, I., Pectasides, D., Papaparaskeva, K., Varthalitis, I., 

Christodoulou, C., Papatsibas, G., Chrisafi, S., Glantzounis, G. K., Psyrri, A., 

Aravantinos, G., Koliou, G. A., Koukoulis, G. K., Pentheroudakis, G. E., & 

Fountzilas, G. (2018). Prognostic significance of tumor genotypes and CD8+ 

infiltrates in stage I-III colorectal cancer. Oncotarget, 9(86), 35623-35638. 

https://doi.org/10.18632/oncotarget.26256  

Francí, C., Gallén, M., Alameda, F., Baró, T., Iglesias, M., Virtanen, I., & García de 

Herreros, A. (2009). Snail1 protein in the stroma as a new putative prognosis 

marker for colon tumours. PLoS One, 4(5), e5595. 

https://doi.org/10.1371/journal.pone.0005595  

Frederick, L., Page, D. L., Fleming, I. D., Fritz, A. G., Balch, C. M., Haller, D. G., & 

Morrow, M. (2002). AJCC cancer staging manual. Springer Science & Business 

Media.  

Freedman, L. S., Macaskill, P., & Smith, A. N. (1984). Multivariate analysis of 

prognostic factors for operable rectal cancer. Lancet, 2(8405), 733-736. 

https://doi.org/10.1016/s0140-6736(84)92636-9  

Gandomani, H. S., Aghajani, M., Mohammadian-Hafshejani, A., Tarazoj, A. A., 

Pouyesh, V., & Salehiniya, H. (2017). Colorectal cancer in the world: incidence, 

mortality and risk factors. Biomedical Research and Therapy, 4(10), 1656-1675.  

Gao, J., Aksoy, B. A., Dogrusoz, U., Dresdner, G., Gross, B., Sumer, S. O., Sun, Y., 

Jacobsen, A., Sinha, R., Larsson, E., Cerami, E., Sander, C., & Schultz, N. 

(2013). Integrative analysis of complex cancer genomics and clinical profiles 

using the cBioPortal. Sci Signal, 6(269), pl1. 

 

https://doi.org/10.1007/s00441-011-1182-x
https://doi.org/10.1159/000198115
https://doi.org/10.18632/oncotarget.26256
https://doi.org/10.1371/journal.pone.0005595
https://doi.org/10.1016/s0140-6736(84)92636-9


 126 

 

https://doi.org/10.1126/scisignal.2004088  

Gao, Z. H., Lu, C., Wang, M. X., Han, Y., & Guo, L. J. (2014). Differential β-catenin 

expression levels are associated with morphological features and prognosis of 

colorectal cancer. Oncol Lett, 8(5), 2069-2076. 

https://doi.org/10.3892/ol.2014.2433  

Geiersbach, K. B., & Samowitz, W. S. (2011). Microsatellite Instability and Colorectal 

Cancer. Archives of Pathology & Laboratory Medicine, 135(10), 1269-1277. 

https://doi.org/10.5858/arpa.2011-0035-RA  

Gellad, Z. F., & Provenzale, D. (2010). Colorectal cancer: national and international 

perspective on the burden of disease and public health impact. Gastroenterology, 

138(6), 2177-2190. https://doi.org/10.1053/j.gastro.2010.01.056  

Goldstein, N. S., Long, A., Kuan, S. F., & Hart, J. (2000). Colon signet ring cell 

adenocarcinoma: immunohistochemical characterization and comparison with 

gastric and typical colon adenocarcinomas. Appl Immunohistochem Mol 

Morphol, 8(3), 183-188. https://doi.org/10.1097/00129039-200009000-00003  

Gomez, I., Peña, C., Herrera, M., Muñoz, C., Larriba, M. J., Garcia, V., Dominguez, G., 

Silva, J., Rodriguez, R., Garcia de Herreros, A., Bonilla, F., & Garcia, J. M. 

(2011). TWIST1 is expressed in colorectal carcinomas and predicts patient 

survival. PLoS One, 6(3), e18023. https://doi.org/10.1371/journal.pone.0018023  

Gong, Z., Shen, X., Yang, J., Yang, K., Bai, S., & Wei, S. (2019). FSH receptor binding 

inhibitor up-regulates ARID1A and PTEN genes associated with ovarian cancers 

in mice. Braz J Med Biol Res, 52(7), e8381. https://doi.org/10.1590/1414-

431x20198381  

Goodman, D., & Irvin, T. T. (2005). Delay in the diagnosis and prognosis of carcinoma 

of the right colon. British Journal of Surgery, 80(10), 1327-1329. 

https://doi.org/10.1002/bjs.1800801037  

Greene, F. L., Balch, C. M., Fleming, I. D., Fritz, A., Haller, D. G., Morrow, M., & 

Page, D. L. (2002). AJCC cancer staging handbook: TNM classification of 

 

https://doi.org/10.1126/scisignal.2004088
https://doi.org/10.3892/ol.2014.2433
https://doi.org/10.5858/arpa.2011-0035-RA
https://doi.org/10.1053/j.gastro.2010.01.056
https://doi.org/10.1097/00129039-200009000-00003
https://doi.org/10.1371/journal.pone.0018023
https://doi.org/10.1590/1414-431x20198381
https://doi.org/10.1590/1414-431x20198381
https://doi.org/10.1002/bjs.1800801037


 127 

 

malignant tumors. Springer Science & Business Media.  

Greenson, J. K., Huang, S. C., Herron, C., Moreno, V., Bonner, J. D., Tomsho, L. P., 

Ben-Izhak, O., Cohen, H. I., Trougouboff, P., Bejhar, J., Sova, Y., Pinchev, M., 

Rennert, G., & Gruber, S. B. (2009). Pathologic predictors of microsatellite 

instability in colorectal cancer. Am J Surg Pathol, 33(1), 126-133. 

https://doi.org/10.1097/PAS.0b013e31817ec2b1  

Gregory, S. L., Kortschak, R. D., Kalionis, B., & Saint, R. (1996). Characterization of 

the dead ringer gene identifies a novel, highly conserved family of sequence-

specific DNA-binding proteins. Mol Cell Biol, 16(3), 792-799. 

https://doi.org/10.1128/mcb.16.3.792  

Guan, B., Gao, M., Wu, C. H., Wang, T. L., & Shih Ie, M. (2012). Functional analysis 

of in-frame indel ARID1A mutations reveals new regulatory mechanisms of its 

tumor suppressor functions. Neoplasia, 14(10), 986-993. 

https://doi.org/10.1593/neo.121218  

Guan, B., Wang, T. L., & Shih Ie, M. (2011). ARID1A, a factor that promotes formation 

of SWI/SNF-mediated chromatin remodeling, is a tumor suppressor in 

gynecologic cancers. Cancer Res, 71(21), 6718-6727. 

https://doi.org/10.1158/0008-5472.Can-11-1562  

Guastadisegni, C., Colafranceschi, M., Ottini, L., & Dogliotti, E. (2010). Microsatellite 

instability as a marker of prognosis and response to therapy: A meta-analysis of 

colorectal cancer survival data. European Journal of Cancer, 46(15), 2788-2798. 

https://doi.org/https://doi.org/10.1016/j.ejca.2010.05.009  

Guo, G., Sun, X., Chen, C., Wu, S., Huang, P., Li, Z., Dean, M., Huang, Y., Jia, W., 

Zhou, Q., Tang, A., Yang, Z., Li, X., Song, P., Zhao, X., Ye, R., Zhang, S., Lin, 

Z., Qi, M., Wan, S., Xie, L., Fan, F., Nickerson, M. L., Zou, X., Hu, X., Xing, 

L., Lv, Z., Mei, H., Gao, S., Liang, C., Gao, Z., Lu, J., Yu, Y., Liu, C., Li, L., 

Fang, X., Jiang, Z., Yang, J., Li, C., Zhao, X., Chen, J., Zhang, F., Lai, Y., Lin, 

Z., Zhou, F., Chen, H., Chan, H. C., Tsang, S., Theodorescu, D., Li, Y., Zhang, 

X., Wang, J., Yang, H., Gui, Y., Wang, J., & Cai, Z. (2013). Whole-genome and 

 

https://doi.org/10.1097/PAS.0b013e31817ec2b1
https://doi.org/10.1128/mcb.16.3.792
https://doi.org/10.1593/neo.121218
https://doi.org/10.1158/0008-5472.Can-11-1562
https://doi.org/https:/doi.org/10.1016/j.ejca.2010.05.009


 128 

 

whole-exome sequencing of bladder cancer identifies frequent alterations in 

genes involved in sister chromatid cohesion and segregation. Nat Genet, 45(12), 

1459-1463. https://doi.org/10.1038/ng.2798  

Hamilton, S. (2000). Carcinoma of the colon and rectum. Pathology and genetics of 

tumours of the digestive system, 103-143.  

Hammarström, S. (1999). The carcinoembryonic antigen (CEA) family: structures, 

suggested functions and expression in normal and malignant tissues. Seminars in 

Cancer Biology, 9(2), 67-81. 

https://doi.org/https://doi.org/10.1006/scbi.1998.0119  

Hanski, C., Hofmeier, M., Schmitt-Gräff, A., Riede, E., Hanski, M. L., Borchard, F., 

Sieber, E., Niedobitek, F., Foss, H. D., Stein, H., & Riecken, E. O. (1997). 

Overexpression or ectopic expression of MUC2 is the common property of 

mucinous carcinomas of the colon, pancreas, breast, and ovary. J Pathol, 182(4), 

385-391. https://doi.org/10.1002/(sici)1096-9896(199708)182:4<385::Aid-

path861>3.0.Co;2-q  

Haupt, B., Ro, J. Y., Schwartz, M. R., & Shen, S. S. (2007). Colorectal adenocarcinoma 

with micropapillary pattern and its association with lymph node metastasis. Mod 

Pathol, 20(7), 729-733. https://doi.org/10.1038/modpathol.3800790  

Hay, E. D. (1995). An overview of epithelio-mesenchymal transformation. Acta Anat 

(Basel), 154(1), 8-20. https://doi.org/10.1159/000147748  

He, F., Li, J., Xu, J., Zhang, S., Xu, Y., Zhao, W., Yin, Z., & Wang, X. (2015). 

Decreased expression of ARID1A associates with poor prognosis and promotes 

metastases of hepatocellular carcinoma. J Exp Clin Cancer Res, 34(1), 47. 

https://doi.org/10.1186/s13046-015-0164-3  

He, X., Chen, Z., Jia, M., & Zhao, X. (2013). Downregulated E-cadherin expression 

indicates worse prognosis in Asian patients with colorectal cancer: evidence 

from meta-analysis. PLoS One, 8(7), e70858. 

https://doi.org/10.1371/journal.pone.0070858  

 

https://doi.org/10.1038/ng.2798
https://doi.org/https:/doi.org/10.1006/scbi.1998.0119
https://doi.org/10.1002/(sici)1096-9896(199708)182:4
https://doi.org/10.1038/modpathol.3800790
https://doi.org/10.1159/000147748
https://doi.org/10.1186/s13046-015-0164-3
https://doi.org/10.1371/journal.pone.0070858


 129 

 

Herrscher, R. F., Kaplan, M. H., Lelsz, D. L., Das, C., Scheuermann, R., & Tucker, P. 

W. (1995). The immunoglobulin heavy-chain matrix-associating regions are 

bound by Bright: a B cell-specific trans-activator that describes a new DNA-

binding protein family. Genes Dev, 9(24), 3067-3082. 

https://doi.org/10.1101/gad.9.24.3067  

Hinoi, T., Tani, M., Lucas, P. C., Caca, K., Dunn, R. L., Macri, E., Loda, M., 

Appelman, H. D., Cho, K. R., & Fearon, E. R. (2001). Loss of CDX2 expression 

and microsatellite instability are prominent features of large cell minimally 

differentiated carcinomas of the colon. Am J Pathol, 159(6), 2239-2248. 

https://doi.org/10.1016/s0002-9440(10)63074-x  

Hirsch, F. R., Varella-Garcia, M., Bunn, P. A., Jr., Di Maria, M. V., Veve, R., Bremmes, 

R. M., Barón, A. E., Zeng, C., & Franklin, W. A. (2003). Epidermal growth 

factor receptor in non-small-cell lung carcinomas: correlation between gene 

copy number and protein expression and impact on prognosis. J Clin Oncol, 

21(20), 3798-3807. https://doi.org/10.1200/jco.2003.11.069  

Hoadley, K. A., Yau, C., Hinoue, T., Wolf, D. M., Lazar, A. J., Drill, E., Shen, R., 

Taylor, A. M., Cherniack, A. D., Thorsson, V., Akbani, R., Bowlby, R., Wong, 

C. K., Wiznerowicz, M., Sanchez-Vega, F., Robertson, A. G., Schneider, B. G., 

Lawrence, M. S., Noushmehr, H., Malta, T. M., Stuart, J. M., Benz, C. C., & 

Laird, P. W. (2018). Cell-of-Origin Patterns Dominate the Molecular 

Classification of 10,000 Tumors from 33 Types of Cancer. Cell, 173(2), 291-

304.e296. https://doi.org/10.1016/j.cell.2018.03.022  

Hu, G., Schones, D. E., Cui, K., Ybarra, R., Northrup, D., Tang, Q., Gattinoni, L., 

Restifo, N. P., Huang, S., & Zhao, K. (2011). Regulation of nucleosome 

landscape and transcription factor targeting at tissue-specific enhancers by 

BRG1. Genome Res, 21(10), 1650-1658. https://doi.org/10.1101/gr.121145.111  

Hur, K., Toiyama, Y., Takahashi, M., Balaguer, F., Nagasaka, T., Koike, J., Hemmi, H., 

Koi, M., Boland, C. R., & Goel, A. (2013). MicroRNA-200c modulates 

epithelial-to-mesenchymal transition (EMT) in human colorectal cancer 

 

https://doi.org/10.1101/gad.9.24.3067
https://doi.org/10.1016/s0002-9440(10)63074-x
https://doi.org/10.1200/jco.2003.11.069
https://doi.org/10.1016/j.cell.2018.03.022
https://doi.org/10.1101/gr.121145.111


 130 

 

metastasis. Gut, 62(9), 1315-1326. https://doi.org/10.1136/gutjnl-2011-301846  

Hurlstone, A. F., Olave, I. A., Barker, N., van Noort, M., & Clevers, H. (2002). Cloning 

and characterization of hELD/OSA1, a novel BRG1 interacting protein. Biochem 

J, 364(Pt 1), 255-264. https://doi.org/10.1042/bj3640255  

Inada, R., Sekine, S., Taniguchi, H., Tsuda, H., Katai, H., Fujiwara, T., & Kushima, R. 

(2015). ARID1A expression in gastric adenocarcinoma: clinicopathological 

significance and correlation with DNA mismatch repair status. World J 

Gastroenterol, 21(7), 2159-2168. https://doi.org/10.3748/wjg.v21.i7.2159  

Jass, J. R., Atkin, W. S., Cuzick, J., Bussey, H. J., Morson, B. C., Northover, J. M., & 

Todd, I. P. (1986). The grading of rectal cancer: historical perspectives and a 

multivariate analysis of 447 cases. Histopathology, 10(5), 437-459. 

https://doi.org/10.1111/j.1365-2559.1986.tb02497.x  

Jass, J. R., Young, J., & Leggett, B. A. (2002). Evolution of colorectal cancer: change of 

pace and change of direction. J Gastroenterol Hepatol, 17(1), 17-26. 

https://doi.org/10.1046/j.1440-1746.2002.02635.x  

Jessurun, J., Romero-Guadarrama, M., & Manivel, J. C. (1999). Medullary 

adenocarcinoma of the colon: clinicopathologic study of 11 cases. Hum Pathol, 

30(7), 843-848. https://doi.org/10.1016/s0046-8177(99)90146-6  

Jia, M., Gao, X., Zhang, Y., Hoffmeister, M., & Brenner, H. (2016). Different 

definitions of CpG island methylator phenotype and outcomes of colorectal 

cancer: a systematic review. Clin Epigenetics, 8, 25. 

https://doi.org/10.1186/s13148-016-0191-8  

Jiang, Z., Fanger, G. R., Woda, B. A., Banner, B. F., Algate, P., Dresser, K., Xu, J., & 

Chu, P. G. (2003). Expression of alpha-methylacyl-CoA racemase (P504s) in 

various malignant neoplasms and normal tissues: astudy of 761 cases. Hum 

Pathol, 34(8), 792-796. https://doi.org/10.1016/s0046-8177(03)00268-5  

John, S. K., George, S., Primrose, J. N., & Fozard, J. B. (2011). Symptoms and signs in 

patients with colorectal cancer. Colorectal Dis, 13(1), 17-25. 

 

https://doi.org/10.1136/gutjnl-2011-301846
https://doi.org/10.1042/bj3640255
https://doi.org/10.3748/wjg.v21.i7.2159
https://doi.org/10.1111/j.1365-2559.1986.tb02497.x
https://doi.org/10.1046/j.1440-1746.2002.02635.x
https://doi.org/10.1016/s0046-8177(99)90146-6
https://doi.org/10.1186/s13148-016-0191-8
https://doi.org/10.1016/s0046-8177(03)00268-5


 131 

 

https://doi.org/10.1111/j.1463-1318.2010.02221.x  

John, T., Liu, G., & Tsao, M. S. (2009). Overview of molecular testing in non-small-cell 

lung cancer: mutational analysis, gene copy number, protein expression and 

other biomarkers of EGFR for the prediction of response to tyrosine kinase 

inhibitors. Oncogene, 28 Suppl 1, S14-23. https://doi.org/10.1038/onc.2009.197  

Jonckheere, N., & Van Seuningen, I. (2010). The membrane-bound mucins: From cell 

signalling to transcriptional regulation and expression in epithelial cancers. 

Biochimie, 92(1), 1-11. https://doi.org/10.1016/j.biochi.2009.09.018  

Jones, S., Li, M., Parsons, D. W., Zhang, X., Wesseling, J., Kristel, P., Schmidt, M. K., 

Markowitz, S., Yan, H., Bigner, D., Hruban, R. H., Eshleman, J. R., Iacobuzio-

Donahue, C. A., Goggins, M., Maitra, A., Malek, S. N., Powell, S., Vogelstein, 

B., Kinzler, K. W., Velculescu, V. E., & Papadopoulos, N. (2012). Somatic 

mutations in the chromatin remodeling gene ARID1A occur in several tumor 

types. Hum Mutat, 33(1), 100-103. https://doi.org/10.1002/humu.21633  

Jones, S., Wang, T. L., Shih Ie, M., Mao, T. L., Nakayama, K., Roden, R., Glas, R., 

Slamon, D., Diaz, L. A., Jr., Vogelstein, B., Kinzler, K. W., Velculescu, V. E., & 

Papadopoulos, N. (2010). Frequent mutations of chromatin remodeling gene 

ARID1A in ovarian clear cell carcinoma. Science, 330(6001), 228-231. 

https://doi.org/10.1126/science.1196333  

Joshi, S., Kumar, S., Choudhury, A., Ponnusamy, M. P., & Batra, S. K. (2014). Altered 

Mucins (MUC) trafficking in benign and malignant conditions. Oncotarget, 

5(17), 7272-7284. https://doi.org/10.18632/oncotarget.2370  

Kadoch, C., & Crabtree, G. R. (2013). Reversible disruption of mSWI/SNF (BAF) 

complexes by the SS18-SSX oncogenic fusion in synovial sarcoma. Cell, 153(1), 

71-85. https://doi.org/10.1016/j.cell.2013.02.036  

Kadoch, C., Hargreaves, D. C., Hodges, C., Elias, L., Ho, L., Ranish, J., & Crabtree, G. 

R. (2013). Proteomic and bioinformatic analysis of mammalian SWI/SNF 

complexes identifies extensive roles in human malignancy. Nat Genet, 45(6), 

 

https://doi.org/10.1111/j.1463-1318.2010.02221.x
https://doi.org/10.1038/onc.2009.197
https://doi.org/10.1016/j.biochi.2009.09.018
https://doi.org/10.1002/humu.21633
https://doi.org/10.1126/science.1196333
https://doi.org/10.18632/oncotarget.2370
https://doi.org/10.1016/j.cell.2013.02.036


 132 

 

592-601. https://doi.org/10.1038/ng.2628  

Kahlert, C., Lahes, S., Radhakrishnan, P., Dutta, S., Mogler, C., Herpel, E., Brand, K., 

Steinert, G., Schneider, M., Mollenhauer, M., Reissfelder, C., Klupp, F., 

Fritzmann, J., Wunder, C., Benner, A., Kloor, M., Huth, C., Contin, P., Ulrich, 

A., Koch, M., & Weitz, J. (2011). Overexpression of ZEB2 at the invasion front 

of colorectal cancer is an independent prognostic marker and regulates tumor 

invasion in vitro. Clin Cancer Res, 17(24), 7654-7663. 

https://doi.org/10.1158/1078-0432.Ccr-10-2816  

Kalluri, R., & Neilson, E. G. (2003). Epithelial-mesenchymal transition and its 

implications for fibrosis. J Clin Invest, 112(12), 1776-1784. 

https://doi.org/10.1172/jci20530  

Kalluri, R., & Weinberg, R. A. (2009). The basics of epithelial-mesenchymal transition. 

J Clin Invest, 119(6), 1420-1428. https://doi.org/10.1172/jci39104  

Kang, H., Min, B. S., Lee, K. Y., Kim, N. K., Kim, S. N., Choi, J., & Kim, H. (2011). 

Loss of E-cadherin and MUC2 expressions correlated with poor survival in 

patients with stages II and III colorectal carcinoma. Ann Surg Oncol, 18(3), 711-

719. https://doi.org/10.1245/s10434-010-1338-z  

Kang, H., O'Connell, J. B., Maggard, M. A., Sack, J., & Ko, C. Y. (2005). A 10-year 

outcomes evaluation of mucinous and signet-ring cell carcinoma of the colon 

and rectum. Dis Colon Rectum, 48(6), 1161-1168. 

https://doi.org/10.1007/s10350-004-0932-1  

Katagiri, A., Nakayama, K., Rahman, M. T., Rahman, M., Katagiri, H., Ishikawa, M., 

Ishibashi, T., Iida, K., Otsuki, Y., Nakayama, S., & Miyazaki, K. (2012). 

Frequent loss of tumor suppressor ARID1A protein expression in 

adenocarcinomas/adenosquamous carcinomas of the uterine cervix. Int J 

Gynecol Cancer, 22(2), 208-212. 

https://doi.org/10.1097/IGC.0b013e3182313d78  

Katagiri, A., Nakayama, K., Rahman, M. T., Rahman, M., Katagiri, H., Nakayama, N., 

Ishikawa, M., Ishibashi, T., Iida, K., Kobayashi, H., Otsuki, Y., Nakayama, S., & 

 

https://doi.org/10.1038/ng.2628
https://doi.org/10.1158/1078-0432.Ccr-10-2816
https://doi.org/10.1172/jci20530
https://doi.org/10.1172/jci39104
https://doi.org/10.1245/s10434-010-1338-z
https://doi.org/10.1007/s10350-004-0932-1
https://doi.org/10.1097/IGC.0b013e3182313d78


 133 

 

Miyazaki, K. (2012). Loss of ARID1A expression is related to shorter 

progression-free survival and chemoresistance in ovarian clear cell carcinoma. 

Mod Pathol, 25(2), 282-288. https://doi.org/10.1038/modpathol.2011.161  

Kennedy, R. H., Francis, E. A., Wharton, R., Blazeby, J. M., Quirke, P., West, N. P., & 

Dutton, S. J. (2014). Multicenter randomized controlled trial of conventional 

versus laparoscopic surgery for colorectal cancer within an enhanced recovery 

programme: EnROL. J Clin Oncol, 32(17), 1804-1811. 

https://doi.org/10.1200/jco.2013.54.3694  

Khursheed, M., Kolla, J. N., Kotapalli, V., Gupta, N., Gowrishankar, S., Uppin, S. G., 

Sastry, R. A., Koganti, S., Sundaram, C., Pollack, J. R., & Bashyam, M. D. 

(2013). ARID1B, a member of the human SWI/SNF chromatin remodeling 

complex, exhibits tumour-suppressor activities in pancreatic cancer cell lines. Br 

J Cancer, 108(10), 2056-2062. https://doi.org/10.1038/bjc.2013.200  

Kim, H. J., & Choi, G. S. (2019). Clinical Implications of Lymph Node Metastasis in 

Colorectal Cancer: Current Status and Future Perspectives. Ann Coloproctol, 

35(3), 109-117. https://doi.org/10.3393/ac.2019.06.12  

Kim, K. K., Kugler, M. C., Wolters, P. J., Robillard, L., Galvez, M. G., Brumwell, A. 

N., Sheppard, D., & Chapman, H. A. (2006). Alveolar epithelial cell 

mesenchymal transition develops in vivo during pulmonary fibrosis and is 

regulated by the extracellular matrix. Proc Natl Acad Sci U S A, 103(35), 13180-

13185. https://doi.org/10.1073/pnas.0605669103  

Kishida, Y., Oishi, T., Sugino, T., Shiomi, A., Urakami, K., Kusuhara, M., Yamaguchi, 

K., Kitagawa, Y., & Ono, H. (2019). Associations Between Loss of ARID1A 

Expression and Clinicopathologic and Genetic Variables in T1 Early Colorectal 

Cancer. Am J Clin Pathol, 152(4), 463-470. https://doi.org/10.1093/ajcp/aqz062  

Kolligs, F. T. (2016). Diagnostics and Epidemiology of Colorectal Cancer. Visc Med, 

32(3), 158-164. https://doi.org/10.1159/000446488  

Kortschak, R. D., Tucker, P. W., & Saint, R. (2000). ARID proteins come in from the 

desert. Trends Biochem Sci, 25(6), 294-299. https://doi.org/10.1016/s0968-

 

https://doi.org/10.1038/modpathol.2011.161
https://doi.org/10.1200/jco.2013.54.3694
https://doi.org/10.1038/bjc.2013.200
https://doi.org/10.3393/ac.2019.06.12
https://doi.org/10.1073/pnas.0605669103
https://doi.org/10.1093/ajcp/aqz062
https://doi.org/10.1159/000446488
https://doi.org/10.1016/s0968-0004(00)01597-8


 134 

 

0004(00)01597-8  

Kowenz-Leutz, E., & Leutz, A. (1999). A C/EBP beta isoform recruits the SWI/SNF 

complex to activate myeloid genes. Mol Cell, 4(5), 735-743. 

https://doi.org/10.1016/s1097-2765(00)80384-6  

Kroepil, F., Fluegen, G., Vallböhmer, D., Baldus, S. E., Dizdar, L., Raffel, A. M., 

Hafner, D., Stoecklein, N. H., & Knoefel, W. T. (2013). Snail1 expression in 

colorectal cancer and its correlation with clinical and pathological parameters. 

BMC Cancer, 13, 145. https://doi.org/10.1186/1471-2407-13-145  

Kuefer, R., Varambally, S., Zhou, M., Lucas, P. C., Loeffler, M., Wolter, H., Mattfeldt, 

T., Hautmann, R. E., Gschwend, J. E., Barrette, T. R., Dunn, R. L., Chinnaiyan, 

A. M., & Rubin, M. A. (2002). alpha-Methylacyl-CoA racemase: expression 

levels of this novel cancer biomarker depend on tumor differentiation. Am J 

Pathol, 161(3), 841-848. https://doi.org/10.1016/s0002-9440(10)64244-7  

Kulaylat, A. S., Hollenbeak, C. S., & Stewart, D. B., Sr. (2017). Adjuvant 

Chemotherapy Improves Overall Survival of Rectal Cancer Patients Treated 

with Neoadjuvant Chemoradiotherapy Regardless of Pathologic Nodal Status. 

Ann Surg Oncol, 24(5), 1281-1288. https://doi.org/10.1245/s10434-016-5681-6  

Kuroda, N., Tanida, N., Ohara, M., Hirouchi, T., Mizuno, K., Kubo, A., & Lee, G. H. 

(2007). Anal canal adenocarcinoma with MUC5AC expression suggestive of 

anal gland origin. Med Mol Morphol, 40(1), 50-53. 

https://doi.org/10.1007/s00795-006-0344-5  

Lampropoulos, P., Zizi-Sermpetzoglou, A., Rizos, S., Kostakis, A., Nikiteas, N., & 

Papavassiliou, A. G. (2012). TGF-beta signalling in colon carcinogenesis. 

Cancer Lett, 314(1), 1-7. https://doi.org/10.1016/j.canlet.2011.09.041  

Lang, H., & Jacqmin, D. (2003). Prognostic Factors in Renal Cell Carcinoma. EAU 

Update Series, 1(4), 215-219. https://doi.org/https://doi.org/10.1016/S1570-

9124(03)00052-7  

Larriba, M. J., Martín-Villar, E., García, J. M., Pereira, F., Peña, C., García de Herreros, 

 

https://doi.org/10.1016/s0968-0004(00)01597-8
https://doi.org/10.1016/s1097-2765(00)80384-6
https://doi.org/10.1186/1471-2407-13-145
https://doi.org/10.1016/s0002-9440(10)64244-7
https://doi.org/10.1245/s10434-016-5681-6
https://doi.org/10.1007/s00795-006-0344-5
https://doi.org/10.1016/j.canlet.2011.09.041
https://doi.org/https:/doi.org/10.1016/S1570-9124(03)00052-7
https://doi.org/https:/doi.org/10.1016/S1570-9124(03)00052-7


 135 

 

A., Bonilla, F., & Muñoz, A. (2009). Snail2 cooperates with Snail1 in the 

repression of vitamin D receptor in colon cancer. Carcinogenesis, 30(8), 1459-

1468. https://doi.org/10.1093/carcin/bgp140  

Lau, S. K., Prakash, S., Geller, S. A., & Alsabeh, R. (2002). Comparative 

immunohistochemical profile of hepatocellular carcinoma, cholangiocarcinoma, 

and metastatic adenocarcinoma. Hum Pathol, 33(12), 1175-1181. 

https://doi.org/10.1053/hupa.2002.130104  

Lee, L. H., Sadot, E., Ivelja, S., Vakiani, E., Hechtman, J. F., Sevinsky, C. J., Klimstra, 

D. S., Ginty, F., & Shia, J. (2016). ARID1A expression in early stage colorectal 

adenocarcinoma: an exploration of its prognostic significance. Hum Pathol, 53, 

97-104. https://doi.org/10.1016/j.humpath.2016.02.004  

Leggett, B., & Whitehall, V. (2010). Role of the serrated pathway in colorectal cancer 

pathogenesis. Gastroenterology, 138(6), 2088-2100. 

https://doi.org/10.1053/j.gastro.2009.12.066  

Leopoldo, S., Lorena, B., Cinzia, A., Gabriella, D. C., Angela Luciana, B., Renato, C., 

Antonio, M., Carlo, S., Cristina, P., Stefano, C., Maurizio, T., Luigi, R., & 

Cesare, B. (2008). Two subtypes of mucinous adenocarcinoma of the 

colorectum: clinicopathological and genetic features. Ann Surg Oncol, 15(5), 

1429-1439. https://doi.org/10.1245/s10434-007-9757-1  

Lichner, Z., Scorilas, A., White, N. M., Girgis, A. H., Rotstein, L., Wiegand, K. C., 

Latif, A., Chow, C., Huntsman, D., & Yousef, G. M. (2013). The chromatin 

remodeling gene ARID1A is a new prognostic marker in clear cell renal cell 

carcinoma. Am J Pathol, 182(4), 1163-1170. 

https://doi.org/10.1016/j.ajpath.2013.01.007  

Lim, J., & Thiery, J. P. (2012). Epithelial-mesenchymal transitions: insights from 

development. Development, 139(19), 3471-3486. 

https://doi.org/10.1242/dev.071209  

Lin, C., Song, W., Bi, X., Zhao, J., Huang, Z., Li, Z., Zhou, J., Cai, J., & Zhao, H. 

(2014). Recent advances in the ARID family: focusing on roles in human cancer. 

 

https://doi.org/10.1093/carcin/bgp140
https://doi.org/10.1053/hupa.2002.130104
https://doi.org/10.1016/j.humpath.2016.02.004
https://doi.org/10.1053/j.gastro.2009.12.066
https://doi.org/10.1245/s10434-007-9757-1
https://doi.org/10.1016/j.ajpath.2013.01.007
https://doi.org/10.1242/dev.071209


 136 

 

Onco Targets Ther, 7, 315-324. https://doi.org/10.2147/ott.S57023  

Liu, P., Wakamiya, M., Shea, M. J., Albrecht, U., Behringer, R. R., & Bradley, A. 

(1999). Requirement for Wnt3 in vertebrate axis formation. Nat Genet, 22(4), 

361-365. https://doi.org/10.1038/11932  

Longstreth, G. F., Thompson, W. G., Chey, W. D., Houghton, L. A., Mearin, F., & 

Spiller, R. C. (2006). Functional bowel disorders. Gastroenterology, 130(5), 

1480-1491. https://doi.org/10.1053/j.gastro.2005.11.061  

Lotem, J., Levanon, D., Negreanu, V., Bauer, O., Hantisteanu, S., Dicken, J., & Groner, 

Y. (2015). Runx3 at the interface of immunity, inflammation and cancer. 

Biochim Biophys Acta, 1855(2), 131-143. 

https://doi.org/10.1016/j.bbcan.2015.01.004  

Luchini, C., Veronese, N., Solmi, M., Cho, H., Kim, J. H., Chou, A., Gill, A. J., Faraj, S. 

F., Chaux, A., Netto, G. J., Nakayama, K., Kyo, S., Lee, S. Y., Kim, D. W., 

Yousef, G. M., Scorilas, A., Nelson, G. S., Köbel, M., Kalloger, S. E., Schaeffer, 

D. F., Yan, H. B., Liu, F., Yokoyama, Y., Zhang, X., Pang, D., Lichner, Z., 

Sergi, G., Manzato, E., Capelli, P., Wood, L. D., Scarpa, A., & Correll, C. U. 

(2015). Prognostic role and implications of mutation status of tumor suppressor 

gene ARID1A in cancer: a systematic review and meta-analysis. Oncotarget, 

6(36), 39088-39097. https://doi.org/10.18632/oncotarget.5142  

Lugli, A., Zlobec, I., Minoo, P., Baker, K., Tornillo, L., Terracciano, L., & Jass, J. R. 

(2007). Prognostic significance of the wnt signalling pathway molecules APC, 

beta-catenin and E-cadherin in colorectal cancer: a tissue microarray-based 

analysis. Histopathology, 50(4), 453-464. https://doi.org/10.1111/j.1365-

2559.2007.02620.x  

Maas, M., Nelemans, P. J., Valentini, V., Crane, C. H., Capirci, C., Rödel, C., Nash, G. 

M., Kuo, L. J., Glynne-Jones, R., García-Aguilar, J., Suárez, J., Calvo, F. A., 

Pucciarelli, S., Biondo, S., Theodoropoulos, G., Lambregts, D. M., Beets-Tan, 

R. G., & Beets, G. L. (2015). Adjuvant chemotherapy in rectal cancer: defining 

subgroups who may benefit after neoadjuvant chemoradiation and resection: a 

 

https://doi.org/10.2147/ott.S57023
https://doi.org/10.1038/11932
https://doi.org/10.1053/j.gastro.2005.11.061
https://doi.org/10.1016/j.bbcan.2015.01.004
https://doi.org/10.18632/oncotarget.5142
https://doi.org/10.1111/j.1365-2559.2007.02620.x
https://doi.org/10.1111/j.1365-2559.2007.02620.x


 137 

 

pooled analysis of 3,313 patients. Int J Cancer, 137(1), 212-220. 

https://doi.org/10.1002/ijc.29355  

Magrini, R., Bhonde, M. R., Hanski, M. L., Notter, M., Scherübl, H., Boland, C. R., 

Zeitz, M., & Hanski, C. (2002). Cellular effects of CPT-11 on colon carcinoma 

cells: dependence on p53 and hMLH1 status. Int J Cancer, 101(1), 23-31. 

https://doi.org/10.1002/ijc.10565  

Makino, T., Tsujinaka, T., Mishima, H., Ikenaga, M., Sawamura, T., Nakamori, S., 

Fujitani, K., Hirao, M., Kashiwazaki, M., Masuda, N., Takeda, M., & Mano, M. 

(2006). Primary signet-ring cell carcinoma of the colon and rectum: report of 

eight cases and review of 154 Japanese cases. Hepatogastroenterology, 53(72), 

845-849.  

Mamo, A., Cavallone, L., Tuzmen, S., Chabot, C., Ferrario, C., Hassan, S., Edgren, H., 

Kallioniemi, O., Aleynikova, O., Przybytkowski, E., Malcolm, K., Mousses, S., 

Tonin, P. N., & Basik, M. (2012). An integrated genomic approach identifies 

ARID1A as a candidate tumor-suppressor gene in breast cancer. Oncogene, 

31(16), 2090-2100. https://doi.org/10.1038/onc.2011.386  

Manfredi, S., Lepage, C., Hatem, C., Coatmeur, O., Faivre, J., & Bouvier, A. M. (2006). 

Epidemiology and management of liver metastases from colorectal cancer. Ann 

Surg, 244(2), 254-259. https://doi.org/10.1097/01.sla.0000217629.94941.cf  

Mármol, I., Sánchez-de-Diego, C., Pradilla Dieste, A., Cerrada, E., & Rodriguez Yoldi, 

M. J. (2017). Colorectal Carcinoma: A General Overview and Future 

Perspectives in Colorectal Cancer. Int J Mol Sci, 18(1). 

https://doi.org/10.3390/ijms18010197  

Martı́nez-Álvarez, C., Blanco, M. a. J., Pérez, R., Rabadán, M. A., Aparicio, M., Resel, 

E., Martı́nez, T., & Nieto, M. A. (2004). Snail family members and cell survival 

in physiological and pathological cleft palates. Developmental biology, 265(1), 

207-218.  

Mashtalir, N., D'Avino, A. R., Michel, B. C., Luo, J., Pan, J., Otto, J. E., Zullow, H. J., 

McKenzie, Z. M., Kubiak, R. L., St Pierre, R., Valencia, A. M., Poynter, S. J., 

 

https://doi.org/10.1002/ijc.29355
https://doi.org/10.1002/ijc.10565
https://doi.org/10.1038/onc.2011.386
https://doi.org/10.1097/01.sla.0000217629.94941.cf
https://doi.org/10.3390/ijms18010197


 138 

 

Cassel, S. H., Ranish, J. A., & Kadoch, C. (2018). Modular Organization and 

Assembly of SWI/SNF Family Chromatin Remodeling Complexes. Cell, 175(5), 

1272-1288.e1220. https://doi.org/10.1016/j.cell.2018.09.032  

Mathur, R. (2018). ARID1A loss in cancer: Towards a mechanistic understanding. 

Pharmacol Ther, 190, 15-23. https://doi.org/10.1016/j.pharmthera.2018.05.001  

Mathur, R., Alver, B. H., San Roman, A. K., Wilson, B. G., Wang, X., Agoston, A. T., 

Park, P. J., Shivdasani, R. A., & Roberts, C. W. (2017). ARID1A loss impairs 

enhancer-mediated gene regulation and drives colon cancer in mice. Nat Genet, 

49(2), 296-302. https://doi.org/10.1038/ng.3744  

Mathur, R., & Roberts, C. (2018). SWI/SNF (BAF) Complexes: Guardians of the 

Epigenome. Annual Review of Cancer Biology, 2. 

https://doi.org/10.1146/annurev-cancerbio-030617-050151  

Matsuzaki, K., Seki, T., & Okazaki, K. (2006). TGF-β during human colorectal 

carcinogenesis: the shift from epithelial to mesenchymal signaling. 

InflammoPharmacology, 14(5), 198-203. https://doi.org/10.1007/s10787-006-

1536-2  

Moll, R., Franke, W. W., Schiller, D. L., Geiger, B., & Krepler, R. (1982). The catalog 

of human cytokeratins: patterns of expression in normal epithelia, tumors and 

cultured cells. Cell, 31(1), 11-24. https://doi.org/10.1016/0092-8674(82)90400-7  

Monteiro-Reis, S., Lobo, J., Henrique, R., & Jerónimo, C. (2019). Epigenetic 

Mechanisms Influencing Epithelial to Mesenchymal Transition in Bladder 

Cancer. Int J Mol Sci, 20(2). https://doi.org/10.3390/ijms20020297  

Moskaluk, C. A., Zhang, H., Powell, S. M., Cerilli, L. A., Hampton, G. M., & Frierson, 

H. F., Jr. (2003). Cdx2 protein expression in normal and malignant human 

tissues: an immunohistochemical survey using tissue microarrays. Mod Pathol, 

16(9), 913-919. https://doi.org/10.1097/01.Mp.0000086073.92773.55  

Mundade, R., Imperiale, T. F., Prabhu, L., Loehrer, P. J., & Lu, T. (2014). Genetic 

pathways, prevention, and treatment of sporadic colorectal cancer. Oncoscience, 

 

https://doi.org/10.1016/j.cell.2018.09.032
https://doi.org/10.1016/j.pharmthera.2018.05.001
https://doi.org/10.1038/ng.3744
https://doi.org/10.1146/annurev-cancerbio-030617-050151
https://doi.org/10.1007/s10787-006-1536-2
https://doi.org/10.1007/s10787-006-1536-2
https://doi.org/10.1016/0092-8674(82)90400-7
https://doi.org/10.3390/ijms20020297
https://doi.org/10.1097/01.Mp.0000086073.92773.55


 139 

 

1(6), 400-406. https://doi.org/10.18632/oncoscience.59  

Murphy, C. C., Harlan, L. C., Lund, J. L., Lynch, C. F., & Geiger, A. M. (2015). 

Patterns of Colorectal Cancer Care in the United States: 1990-2010. J Natl 

Cancer Inst, 107(10). https://doi.org/10.1093/jnci/djv198  

Nagl, N. G., Jr., Wang, X., Patsialou, A., Van Scoy, M., & Moran, E. (2007). Distinct 

mammalian SWI/SNF chromatin remodeling complexes with opposing roles in 

cell-cycle control. Embo j, 26(3), 752-763. 

https://doi.org/10.1038/sj.emboj.7601541  

Nagl, N. G., Patsialou, A., Haines, D. S., Dallas, P. B., Beck, G. R., & Moran, E. 

(2005). The p270 (ARID1A/SMARCF1) subunit of mammalian SWI/SNF-

related complexes is essential for normal cell cycle arrest. Cancer research, 65 

20, 9236-9244.  

Namjan, A., Techasen, A., Loilome, W., Sa-Ngaimwibool, P., & Jusakul, A. (2020). 

ARID1A alterations and their clinical significance in cholangiocarcinoma. 

PeerJ, 8, e10464. https://doi.org/10.7717/peerj.10464  

Nassar, H. (2004). Carcinomas with micropapillary morphology: clinical significance 

and current concepts. Adv Anat Pathol, 11(6), 297-303. 

https://doi.org/10.1097/01.pap.0000138142.26882.fe  

Ngan, C. Y., Yamamoto, H., Seshimo, I., Tsujino, T., Man-i, M., Ikeda, J. I., Konishi, 

K., Takemasa, I., Ikeda, M., Sekimoto, M., Matsuura, N., & Monden, M. (2007). 

Quantitative evaluation of vimentin expression in tumour stroma of colorectal 

cancer. British Journal of Cancer, 96(6), 986-992. 

https://doi.org/10.1038/sj.bjc.6603651  

Nguyen, M. D., Plasil, B., Wen, P., & Frankel, W. L. (2006). Mucin profiles in signet-

ring cell carcinoma. Arch Pathol Lab Med, 130(6), 799-804. 

https://doi.org/10.5858/2006-130-799-mpiscc  

Nie, Z., Xue, Y., Yang, D., Zhou, S., Deroo, B. J., Archer, T. K., & Wang, W. (2000). A 

specificity and targeting subunit of a human SWI/SNF family-related chromatin-

 

https://doi.org/10.18632/oncoscience.59
https://doi.org/10.1093/jnci/djv198
https://doi.org/10.1038/sj.emboj.7601541
https://doi.org/10.7717/peerj.10464
https://doi.org/10.1097/01.pap.0000138142.26882.fe
https://doi.org/10.1038/sj.bjc.6603651
https://doi.org/10.5858/2006-130-799-mpiscc


 140 

 

remodeling complex. Mol Cell Biol, 20(23), 8879-8888. 

https://doi.org/10.1128/mcb.20.23.8879-8888.2000  

Nieto, M. A., Sargent, M. G., Wilkinson, D. G., & Cooke, J. (1994). Control of cell 

behavior during vertebrate development by Slug, a zinc finger gene. Science, 

264(5160), 835-839. https://doi.org/10.1126/science.7513443  

Numata, M., Morinaga, S., Watanabe, T., Tamagawa, H., Yamamoto, N., Shiozawa, M., 

Nakamura, Y., Kameda, Y., Okawa, S., Rino, Y., Akaike, M., Masuda, M., & 

Miyagi, Y. (2013). The clinical significance of SWI/SNF complex in pancreatic 

cancer. Int J Oncol, 42(2), 403-410. https://doi.org/10.3892/ijo.2012.1723  

Nuovo, A. J., Garofalo, M., Mikhail, A., Nicol, A. F., Vianna-Andrade, C., & Nuovo, G. 

J. (2013). The effect of aging of formalin-fixed paraffin-embedded tissues on the 

in situ hybridization and immunohistochemistry signals in cervical lesions. 

Diagn Mol Pathol, 22(3), 164-173. 

https://doi.org/10.1097/PDM.0b013e3182823701  

Oda, H., Tsukita, S., & Takeichi, M. (1998). Dynamic behavior of the cadherin-based 

cell-cell adhesion system during Drosophila gastrulation. Dev Biol, 203(2), 435-

450. https://doi.org/10.1006/dbio.1998.9047  

Oh, H. H., & Joo, Y. E. (2020). Novel biomarkers for the diagnosis and prognosis of 

colorectal cancer. Intest Res, 18(2), 168-183. 

https://doi.org/10.5217/ir.2019.00080  

Okada, H., Danoff, T. M., Kalluri, R., & Neilson, E. G. (1997). Early role of Fsp1 in 

epithelial-mesenchymal transformation. Am J Physiol, 273(4), F563-574. 

https://doi.org/10.1152/ajprenal.1997.273.4.F563  

Okada, T., Suehiro, Y., Ueno, K., Mitomori, S., Kaneko, S., Nishioka, M., Okayama, 

N., Sakai, K., Higaki, S., Hazama, S., Hirata, H., Sakaida, I., Oka, M., & 

Hinoda, Y. (2010). TWIST1 hypermethylation is observed frequently in 

colorectal tumors and its overexpression is associated with unfavorable 

outcomes in patients with colorectal cancer. Genes Chromosomes Cancer, 49(5), 

 

https://doi.org/10.1128/mcb.20.23.8879-8888.2000
https://doi.org/10.1126/science.7513443
https://doi.org/10.3892/ijo.2012.1723
https://doi.org/10.1097/PDM.0b013e3182823701
https://doi.org/10.1006/dbio.1998.9047
https://doi.org/10.5217/ir.2019.00080
https://doi.org/10.1152/ajprenal.1997.273.4.F563


 141 

 

452-462. https://doi.org/10.1002/gcc.20755  

Orbán, E., Szabó, E., Lotz, G., Kupcsulik, P., Páska, C., Schaff, Z., & Kiss, A. (2008). 

Different expression of occludin and ZO-1 in primary and metastatic liver 

tumors. Pathol Oncol Res, 14(3), 299-306. https://doi.org/10.1007/s12253-008-

9031-2  

Park, S. Y., Lee, H. S., Choe, G., Chung, J. H., & Kim, W. H. (2006). 

Clinicopathological characteristics, microsatellite instability, and expression of 

mucin core proteins and p53 in colorectal mucinous adenocarcinomas in relation 

to location. Virchows Arch, 449(1), 40-47. https://doi.org/10.1007/s00428-006-

0212-7  

Park, Y. J., Park, K. J., Park, J. G., Lee, K. U., Choe, K. J., & Kim, J. P. (1999). 

Prognostic factors in 2230 Korean colorectal cancer patients: analysis of 

consecutively operated cases. World J Surg, 23(7), 721-726. 

https://doi.org/10.1007/pl00012376  

Pastushenko, I., & Blanpain, C. (2019). EMT Transition States during Tumor 

Progression and Metastasis. Trends in cell biology, 29(3), 212-226. 

https://doi.org/10.1016/j.tcb.2018.12.001  

Patsialou, A., Wilsker, D., & Moran, E. (2005). DNA-binding properties of ARID 

family proteins. Nucleic acids research, 33(1), 66-80.  

Peña, C., García, J. M., Silva, J., García, V., Rodríguez, R., Alonso, I., Millán, I., Salas, 

C., de Herreros, A. G., Muñoz, A., & Bonilla, F. (2005). E-cadherin and vitamin 

D receptor regulation by SNAIL and ZEB1 in colon cancer: clinicopathological 

correlations. Hum Mol Genet, 14(22), 3361-3370. 

https://doi.org/10.1093/hmg/ddi366  

Perez, R. O., Bresciani, B. H., Bresciani, C., Proscurshim, I., Kiss, D., Gama-Rodrigues, 

J., Pereira, D. D., Rawet, V., Cecconnello, I., & Habr-Gama, A. (2008). 

Mucinous colorectal adenocarcinoma: influence of mucin expression (Muc1, 2 

and 5) on clinico-pathological features and prognosis. Int J Colorectal Dis, 

 

https://doi.org/10.1002/gcc.20755
https://doi.org/10.1007/s12253-008-9031-2
https://doi.org/10.1007/s12253-008-9031-2
https://doi.org/10.1007/s00428-006-0212-7
https://doi.org/10.1007/s00428-006-0212-7
https://doi.org/10.1007/pl00012376
https://doi.org/10.1016/j.tcb.2018.12.001
https://doi.org/10.1093/hmg/ddi366


 142 

 

23(8), 757-765. https://doi.org/10.1007/s00384-008-0486-0  

Pino, M. S., & Chung, D. C. (2010). The chromosomal instability pathway in colon 

cancer. Gastroenterology, 138(6), 2059-2072. 

https://doi.org/10.1053/j.gastro.2009.12.065  

Polyak, K., & Weinberg, R. A. (2009). Transitions between epithelial and mesenchymal 

states: acquisition of malignant and stem cell traits. Nat Rev Cancer, 9(4), 265-

273. https://doi.org/10.1038/nrc2620  

Poston, G. J., Tait, D., O'Connell, S., Bennett, A., & Berendse, S. (2011). Diagnosis and 

management of colorectal cancer: summary of NICE guidance. Bmj, 343, d6751. 

https://doi.org/10.1136/bmj.d6751  

Potenta, S., Zeisberg, E., & Kalluri, R. (2008). The role of endothelial-to-mesenchymal 

transition in cancer progression. Br J Cancer, 99(9), 1375-1379. 

https://doi.org/10.1038/sj.bjc.6604662  

Powell, S. M., Zilz, N., Beazer-Barclay, Y., Bryan, T. M., Hamilton, S. R., Thibodeau, 

S. N., Vogelstein, B., & Kinzler, K. W. (1992). APC mutations occur early 

during colorectal tumorigenesis. Nature, 359(6392), 235-237. 

https://doi.org/10.1038/359235a0  

Pruitt, K., & Der, C. J. (2001). Ras and Rho regulation of the cell cycle and 

oncogenesis. Cancer Lett, 171(1), 1-10. https://doi.org/10.1016/s0304-

3835(01)00528-6  

Ramos-Vara, J. A. (2011). Principles and methods of immunohistochemistry. Methods 

Mol Biol, 691, 83-96. https://doi.org/10.1007/978-1-60761-849-2_5  

Rashed, H. E., Hussein, S., Mosaad, H., Abdelwahab, M. M., Abdelhamid, M. I., 

Mohamed, S. Y., Mohamed, A. M., & Fayed, A. (2017). Prognostic significance 

of the genetic and the immunohistochemical expression of epithelial-

mesenchymal-related markers in colon cancer. Cancer Biomark, 20(1), 107-122. 

https://doi.org/10.3233/cbm-170034  

Rasouli, M. A., Moradi, G., Roshani, D., Nikkhoo, B., Ghaderi, E., & Ghaytasi, B. 

 

https://doi.org/10.1007/s00384-008-0486-0
https://doi.org/10.1053/j.gastro.2009.12.065
https://doi.org/10.1038/nrc2620
https://doi.org/10.1136/bmj.d6751
https://doi.org/10.1038/sj.bjc.6604662
https://doi.org/10.1038/359235a0
https://doi.org/10.1016/s0304-3835(01)00528-6
https://doi.org/10.1016/s0304-3835(01)00528-6
https://doi.org/10.1007/978-1-60761-849-2_5
https://doi.org/10.3233/cbm-170034


 143 

 

(2017). Prognostic factors and survival of colorectal cancer in Kurdistan 

province, Iran: A population-based study (2009-2014). Medicine (Baltimore), 

96(6), e5941. https://doi.org/10.1097/md.0000000000005941  

Rastaldi, M. P., Ferrario, F., Giardino, L., Dell'Antonio, G., Grillo, C., Grillo, P., Strutz, 

F., Müller, G. A., Colasanti, G., & D'Amico, G. (2002). Epithelial-mesenchymal 

transition of tubular epithelial cells in human renal biopsies. Kidney Int, 62(1), 

137-146. https://doi.org/10.1046/j.1523-1755.2002.00430.x  

Rawla, P., Sunkara, T., & Barsouk, A. (2019). Epidemiology of colorectal cancer: 

incidence, mortality, survival, and risk factors. Prz Gastroenterol, 14(2), 89-103. 

https://doi.org/10.5114/pg.2018.81072  

Roberts, C. W., & Orkin, S. H. (2004). The SWI/SNF complex--chromatin and cancer. 

Nat Rev Cancer, 4(2), 133-142. https://doi.org/10.1038/nrc1273  

Roche, J. (2018). The Epithelial-to-Mesenchymal Transition (EMT) in Cancer. MDPI.  

Rosty, C., Hewett, D. G., Brown, I. S., Leggett, B. A., & Whitehall, V. L. (2013). 

Serrated polyps of the large intestine: current understanding of diagnosis, 

pathogenesis, and clinical management. J Gastroenterol, 48(3), 287-302. 

https://doi.org/10.1007/s00535-012-0720-y  

Ruifrok, A. C., & Johnston, D. A. (2001). Quantification of histochemical staining by 

color deconvolution. Anal Quant Cytol Histol, 23(4), 291-299.  

Rustgi, A. K. (2013). BRAF: a driver of the serrated pathway in colon cancer. Cancer 

Cell, 24(1), 1-2. https://doi.org/10.1016/j.ccr.2013.06.008  

Saad, R. S., Silverman, J. F., Khalifa, M. A., & Rowsell, C. (2009). CDX2, cytokeratins 

7 and 20 immunoreactivity in rectal adenocarcinoma. Appl Immunohistochem 

Mol Morphol, 17(3), 196-201. https://doi.org/10.1097/PAI.0b013e31819268f2  

Sakamoto, K., Watanabe, M., De La Cruz, C., Honda, H., Ise, H., Mitsui, K., Namiki, 

K., Mikami, Y., Moriya, T., & Sasano, H. (2005). Primary invasive 

micropapillary carcinoma of the colon. Histopathology, 47(5), 479-484. 

https://doi.org/10.1111/j.1365-2559.2005.02241.x  

 

https://doi.org/10.1097/md.0000000000005941
https://doi.org/10.1046/j.1523-1755.2002.00430.x
https://doi.org/10.5114/pg.2018.81072
https://doi.org/10.1038/nrc1273
https://doi.org/10.1007/s00535-012-0720-y
https://doi.org/10.1016/j.ccr.2013.06.008
https://doi.org/10.1097/PAI.0b013e31819268f2
https://doi.org/10.1111/j.1365-2559.2005.02241.x


 144 

 

Samartzis, E. P., Noske, A., Dedes, K. J., Fink, D., & Imesch, P. (2013). ARID1A 

mutations and PI3K/AKT pathway alterations in endometriosis and 

endometriosis-associated ovarian carcinomas. Int J Mol Sci, 14(9), 18824-18849. 

https://doi.org/10.3390/ijms140918824  

Samartzis, E. P., Samartzis, N., Noske, A., Fedier, A., Caduff, R., Dedes, K. J., Fink, D., 

& Imesch, P. (2012). Loss of ARID1A/BAF250a-expression in endometriosis: a 

biomarker for risk of carcinogenic transformation? Mod Pathol, 25(6), 885-892. 

https://doi.org/10.1038/modpathol.2011.217  

Sargent, D., Sobrero, A., Grothey, A., O'Connell, M. J., Buyse, M., Andre, T., Zheng, 

Y., Green, E., Labianca, R., O'Callaghan, C., Seitz, J. F., Francini, G., Haller, D., 

Yothers, G., Goldberg, R., & de Gramont, A. (2009). Evidence for cure by 

adjuvant therapy in colon cancer: observations based on individual patient data 

from 20,898 patients on 18 randomized trials. J Clin Oncol, 27(6), 872-877. 

https://doi.org/10.1200/jco.2008.19.5362  

Sasaki, S., Masaki, T., Umetani, N., Futakawa, N., Ando, H., & Muto, T. (1998). 

Characteristics in primary signet-ring cell carcinoma of the colorectum, from 

clinicopathological observations. Jpn J Clin Oncol, 28(3), 202-206. 

https://doi.org/10.1093/jjco/28.3.202  

Savagner, P., Kusewitt, D. F., Carver, E. A., Magnino, F., Choi, C., Gridley, T., & 

Hudson, L. G. (2005). Developmental transcription factor slug is required for 

effective re-epithelialization by adult keratinocytes. J Cell Physiol, 202(3), 858-

866. https://doi.org/10.1002/jcp.20188  

Sawicki, T., Ruszkowska, M., Danielewicz, A., Niedźwiedzka, E., Arłukowicz, T., & 

Przybyłowicz, K. E. (2021). A Review of Colorectal Cancer in Terms of 

Epidemiology, Risk Factors, Development, Symptoms and Diagnosis. Cancers 

(Basel), 13(9). https://doi.org/10.3390/cancers13092025  

Schäfer, G., Narasimha, M., Vogelsang, E., & Leptin, M. (2014). Cadherin switching 

during the formation and differentiation of the Drosophila mesoderm - 

implications for epithelial-to-mesenchymal transitions. J Cell Sci, 127(Pt 7), 

 

https://doi.org/10.3390/ijms140918824
https://doi.org/10.1038/modpathol.2011.217
https://doi.org/10.1200/jco.2008.19.5362
https://doi.org/10.1093/jjco/28.3.202
https://doi.org/10.1002/jcp.20188
https://doi.org/10.3390/cancers13092025


 145 

 

1511-1522. https://doi.org/10.1242/jcs.139485  

Schindelin, J., Arganda-Carreras, I., Frise, E., Kaynig, V., Longair, M., Pietzsch, T., 

Preibisch, S., Rueden, C., Saalfeld, S., Schmid, B., Tinevez, J. Y., White, D. J., 

Hartenstein, V., Eliceiri, K., Tomancak, P., & Cardona, A. (2012). Fiji: an open-

source platform for biological-image analysis. Nat Methods, 9(7), 676-682. 

https://doi.org/10.1038/nmeth.2019  

Schubbert, S., Shannon, K., & Bollag, G. (2007). Hyperactive Ras in developmental 

disorders and cancer. Nat Rev Cancer, 7(4), 295-308. 

https://doi.org/10.1038/nrc2109  

Sen, M., Wang, X., Hamdan, F. H., Rapp, J., Eggert, J., Kosinsky, R. L., Wegwitz, F., 

Kutschat, A. P., Younesi, F. S., Gaedcke, J., Grade, M., Hessmann, E., 

Papantonis, A., Strӧbel, P., & Johnsen, S. A. (2019). ARID1A facilitates KRAS 

signaling-regulated enhancer activity in an AP1-dependent manner in colorectal 

cancer cells. Clinical Epigenetics, 11(1), 92. https://doi.org/10.1186/s13148-019-

0690-5  

Sepulveda, A. R., Hamilton, S. R., Allegra, C. J., Grody, W., Cushman-Vokoun, A. M., 

Funkhouser, W. K., Kopetz, S. E., Lieu, C., Lindor, N. M., Minsky, B. D., 

Monzon, F. A., Sargent, D. J., Singh, V. M., Willis, J., Clark, J., Colasacco, C., 

Rumble, R. B., Temple-Smolkin, R., Ventura, C. B., & Nowak, J. A. (2017). 

Molecular Biomarkers for the Evaluation of Colorectal Cancer: Guideline 

Summary From the American Society for Clinical Pathology, College of 

American Pathologists, Association for Molecular Pathology, and American 

Society of Clinical Oncology. J Oncol Pract, 13(5), 333-337. 

https://doi.org/10.1200/jop.2017.022152  

Shah, M. A., Renfro, L. A., Allegra, C. J., André, T., de Gramont, A., Schmoll, H. J., 

Haller, D. G., Alberts, S. R., Yothers, G., & Sargent, D. J. (2016). Impact of 

Patient Factors on Recurrence Risk and Time Dependency of Oxaliplatin Benefit 

in Patients With Colon Cancer: Analysis From Modern-Era Adjuvant Studies in 

the Adjuvant Colon Cancer End Points (ACCENT) Database. J Clin Oncol, 

 

https://doi.org/10.1242/jcs.139485
https://doi.org/10.1038/nmeth.2019
https://doi.org/10.1038/nrc2109
https://doi.org/10.1186/s13148-019-0690-5
https://doi.org/10.1186/s13148-019-0690-5
https://doi.org/10.1200/jop.2017.022152


 146 

 

34(8), 843-853. https://doi.org/10.1200/jco.2015.63.0558  

Shain, A. H., & Pollack, J. R. (2013). The spectrum of SWI/SNF mutations, ubiquitous 

in human cancers. PLoS One, 8(1), e55119. 

https://doi.org/10.1371/journal.pone.0055119  

Sheahan, K., O'Brien, M. J., Burke, B., Dervan, P. A., O'Keane, J. C., Gottlieb, L. S., & 

Zamcheck, N. (1990). Differential reactivities of carcinoembryonic antigen 

(CEA) and CEA-related monoclonal and polyclonal antibodies in common 

epithelial malignancies. Am J Clin Pathol, 94(2), 157-164. 

https://doi.org/10.1093/ajcp/94.2.157  

Shioiri, M., Shida, T., Koda, K., Oda, K., Seike, K., Nishimura, M., Takano, S., & 

Miyazaki, M. (2006). Slug expression is an independent prognostic parameter 

for poor survival in colorectal carcinoma patients. Br J Cancer, 94(12), 1816-

1822. https://doi.org/10.1038/sj.bjc.6603193  

Shoval, I., Ludwig, A., & Kalcheim, C. (2007). Antagonistic roles of full-length N-

cadherin and its soluble BMP cleavage product in neural crest delamination. 

Development (Cambridge, England), 134(3), 491-501. 

https://doi.org/10.1242/dev.02742  

Siegel, R., DeSantis, C., Virgo, K., Stein, K., Mariotto, A., Smith, T., Cooper, D., 

Gansler, T., Lerro, C., Fedewa, S., Lin, C., Leach, C., Cannady, R. S., Cho, H., 

Scoppa, S., Hachey, M., Kirch, R., Jemal, A., & Ward, E. (2012). Cancer 

treatment and survivorship statistics, 2012. CA Cancer J Clin, 62(4), 220-241. 

https://doi.org/10.3322/caac.21149  

Siegel, R. L., Miller, K. D., Goding Sauer, A., Fedewa, S. A., Butterly, L. F., Anderson, 

J. C., Cercek, A., Smith, R. A., & Jemal, A. (2020). Colorectal cancer statistics, 

2020. CA Cancer J Clin, 70(3), 145-164. https://doi.org/10.3322/caac.21601  

Silberg, D. G., Swain, G. P., Suh, E. R., & Traber, P. G. (2000). Cdx1 and Cdx2 

expression during intestinal development. Gastroenterology, 119(4), 961-971. 

https://doi.org/https://doi.org/10.1053/gast.2000.18142  

 

https://doi.org/10.1200/jco.2015.63.0558
https://doi.org/10.1371/journal.pone.0055119
https://doi.org/10.1093/ajcp/94.2.157
https://doi.org/10.1038/sj.bjc.6603193
https://doi.org/10.1242/dev.02742
https://doi.org/10.3322/caac.21149
https://doi.org/10.3322/caac.21601
https://doi.org/https:/doi.org/10.1053/gast.2000.18142


 147 

 

Simões-Costa, M., & Bronner, M. E. (2015). Establishing neural crest identity: a gene 

regulatory recipe. Development, 142(2), 242-257.  

Simon, K. (2016). Colorectal cancer development and advances in screening. Clin 

Interv Aging, 11, 967-976. https://doi.org/10.2147/cia.S109285  

Singh, A. B., Sharma, A., Smith, J. J., Krishnan, M., Chen, X., Eschrich, S., 

Washington, M. K., Yeatman, T. J., Beauchamp, R. D., & Dhawan, P. (2011). 

Claudin-1 up-regulates the repressor ZEB-1 to inhibit E-cadherin expression in 

colon cancer cells. Gastroenterology, 141(6), 2140-2153. 

https://doi.org/10.1053/j.gastro.2011.08.038  

Skromne, I., & Stern, C. (2001). Interactions between Wnt and Vg1 signalling pathways 

initiate primitive streak formation in the chick embryo. Development 

(Cambridge, England), 128, 2915-2927. 

https://doi.org/10.1242/dev.128.15.2915  

Somsuan, K., Peerapen, P., Boonmark, W., Plumworasawat, S., Samol, R., Sakulsak, 

N., & Thongboonkerd, V. (2019). ARID1A knockdown triggers epithelial-

mesenchymal transition and carcinogenesis features of renal cells: role in renal 

cell carcinoma. Faseb j, 33(11), 12226-12239. 

https://doi.org/10.1096/fj.201802720RR  

Stein, M. K., Williard, F. W., Xiu, J., Tsao, M. W., Martin, M. G., Deschner, B. W., 

Dickson, P. V., Glazer, E. S., Yakoub, D., Shibata, D., Grothey, A. F., Philip, P. 

A., Hwang, J. J., Shields, A. F., Marshall, J. L., Korn, W. M., Lenz, H. J., & 

Deneve, J. L. (2020). Comprehensive tumor profiling reveals unique molecular 

differences between peritoneal metastases and primary colorectal 

adenocarcinoma. J Surg Oncol, 121(8), 1320-1328. 

https://doi.org/10.1002/jso.25899  

Strous, G. J., & Dekker, J. (1992). Mucin-type glycoproteins. Crit Rev Biochem Mol 

Biol, 27(1-2), 57-92. https://doi.org/10.3109/10409239209082559  

Strutz, F., Okada, H., Lo, C. W., Danoff, T., Carone, R. L., Tomaszewski, J. E., & 

Neilson, E. G. (1995). Identification and characterization of a fibroblast marker: 

 

https://doi.org/10.2147/cia.S109285
https://doi.org/10.1053/j.gastro.2011.08.038
https://doi.org/10.1242/dev.128.15.2915
https://doi.org/10.1096/fj.201802720RR
https://doi.org/10.1002/jso.25899
https://doi.org/10.3109/10409239209082559


 148 

 

FSP1. J Cell Biol, 130(2), 393-405. https://doi.org/10.1083/jcb.130.2.393  

Summerton, N., Mann, S., Sutton, J., Rigby, A., Theakston, A., Clark, J., Williams-

Hardy, H., & Summerton, A. (2003). Developing clinically relevant and 

reproducible symptom-defined populations for cancer diagnostic research in 

general practice using a community survey. Family Practice, 20(3), 340-346. 

https://doi.org/10.1093/fampra/cmg317  

Sun, D., Teng, F., Xing, P., & Li, J. (2021). ARID1A serves as a receivable biomarker 

for the resistance to EGFR-TKIs in non-small cell lung cancer. Mol Med, 27(1), 

138. https://doi.org/10.1186/s10020-021-00400-5  

Sun, X., Wang, S. C., Wei, Y., Luo, X., Jia, Y., Li, L., Gopal, P., Zhu, M., Nassour, I., 

Chuang, J. C., Maples, T., Celen, C., Nguyen, L. H., Wu, L., Fu, S., Li, W., Hui, 

L., Tian, F., Ji, Y., Zhang, S., Sorouri, M., Hwang, T. H., Letzig, L., James, L., 

Wang, Z., Yopp, A. C., Singal, A. G., & Zhu, H. (2017). Arid1a Has Context-

Dependent Oncogenic and Tumor Suppressor Functions in Liver Cancer. Cancer 

Cell, 32(5), 574-589.e576. https://doi.org/10.1016/j.ccell.2017.10.007  

Sung, H., Ferlay, J., Siegel, R. L., Laversanne, M., Soerjomataram, I., Jemal, A., & 

Bray, F. (2021). Global Cancer Statistics 2020: GLOBOCAN Estimates of 

Incidence and Mortality Worldwide for 36 Cancers in 185 Countries. CA Cancer 

J Clin, 71(3), 209-249. https://doi.org/10.3322/caac.21660  

Suryo, R. Y., & Wang, T.-L. (2014). ARID1A (AT rich interactive domain 1A (SWI-

like)). Atlas of Genetics and Cytogenetics in Oncology and Haematology.  

Swallow, D. M., Gendler, S., Griffiths, B., Kearney, A., Povey, S., Sheer, D., Palmer, R. 

W., & Taylor-Papadimitriou, J. (1987). The hypervariable gene locus PUM, 

which codes for the tumour associated epithelial mucins, is located on 

chromosome 1, within the region 1q21-24. Ann Hum Genet, 51(4), 289-294. 

https://doi.org/10.1111/j.1469-1809.1987.tb01063.x  

Taliano, R. J., LeGolvan, M., & Resnick, M. B. (2013). Immunohistochemistry of 

colorectal carcinoma: current practice and evolving applications. Hum Pathol, 

 

https://doi.org/10.1083/jcb.130.2.393
https://doi.org/10.1093/fampra/cmg317
https://doi.org/10.1186/s10020-021-00400-5
https://doi.org/10.1016/j.ccell.2017.10.007
https://doi.org/10.3322/caac.21660
https://doi.org/10.1111/j.1469-1809.1987.tb01063.x


 149 

 

44(2), 151-163. https://doi.org/10.1016/j.humpath.2012.04.017  

Tan, C., & Du, X. (2012). KRAS mutation testing in metastatic colorectal cancer. World 

J Gastroenterol, 18(37), 5171-5180. https://doi.org/10.3748/wjg.v18.i37.5171  

Tanaka, T. (2009). Colorectal carcinogenesis: Review of human and experimental 

animal studies. J Carcinog, 8, 5. https://doi.org/10.4103/1477-3163.49014  

Thiery, J. P. (2003). Epithelial-mesenchymal transitions in development and 

pathologies. Curr Opin Cell Biol, 15(6), 740-746. 

https://doi.org/10.1016/j.ceb.2003.10.006  

Thirunavukarasu, P., Sathaiah, M., Singla, S., Sukumar, S., Karunamurthy, A., 

Pragatheeshwar, K. D., Lee, K. K., Zeh, H., 3rd, Kane, K. M., & Bartlett, D. L. 

(2010). Medullary carcinoma of the large intestine: a population based analysis. 

Int J Oncol, 37(4), 901-907. https://doi.org/10.3892/ijo_00000741  

Thomas, G. D., Dixon, M. F., Smeeton, N. C., & Williams, N. S. (1983). Observer 

variation in the histological grading of rectal carcinoma. J Clin Pathol, 36(4), 

385-391. https://doi.org/10.1136/jcp.36.4.385  

Toiyama, Y., Yasuda, H., Saigusa, S., Tanaka, K., Inoue, Y., Goel, A., & Kusunoki, M. 

(2013). Increased expression of Slug and Vimentin as novel predictive 

biomarkers for lymph node metastasis and poor prognosis in colorectal cancer. 

Carcinogenesis, 34(11), 2548-2557. https://doi.org/10.1093/carcin/bgt282  

Tolstorukov, M. Y., Sansam, C. G., Lu, P., Koellhoffer, E. C., Helming, K. C., Alver, B. 

H., Tillman, E. J., Evans, J. A., Wilson, B. G., Park, P. J., & Roberts, C. W. 

(2013). Swi/Snf chromatin remodeling/tumor suppressor complex establishes 

nucleosome occupancy at target promoters. Proc Natl Acad Sci U S A, 110(25), 

10165-10170. https://doi.org/10.1073/pnas.1302209110  

Tomihara, H., Carbone, F., Perelli, L., Huang, J. K., Soeung, M., Rose, J. L., Robinson, 

F. S., Lissanu Deribe, Y., Feng, N., Takeda, M., Inoue, A., Poggetto, E. D., 

Deem, A. K., Maitra, A., Msaouel, P., Tannir, N. M., Draetta, G. F., Viale, A., 

Heffernan, T. P., Bristow, C. A., Carugo, A., & Genovese, G. (2021). Loss of 

 

https://doi.org/10.1016/j.humpath.2012.04.017
https://doi.org/10.3748/wjg.v18.i37.5171
https://doi.org/10.4103/1477-3163.49014
https://doi.org/10.1016/j.ceb.2003.10.006
https://doi.org/10.3892/ijo_00000741
https://doi.org/10.1136/jcp.36.4.385
https://doi.org/10.1093/carcin/bgt282
https://doi.org/10.1073/pnas.1302209110


 150 

 

ARID1A Promotes Epithelial-Mesenchymal Transition and Sensitizes Pancreatic 

Tumors to Proteotoxic Stress. Cancer Res, 81(2), 332-343. 

https://doi.org/10.1158/0008-5472.Can-19-3922  

Tortola, S., Marcuello, E., González, I., Reyes, G., Arribas, R., Aiza, G., Sancho, F. J., 

Peinado, M. A., & Capella, G. (1999). p53 and K-ras gene mutations correlate 

with tumor aggressiveness but are not of routine prognostic value in colorectal 

cancer. J Clin Oncol, 17(5), 1375-1381. 

https://doi.org/10.1200/jco.1999.17.5.1375  

Tsuda, M., Fukuda, A., Kawai, M., Araki, O., & Seno, H. (2021). The role of the 

SWI/SNF chromatin remodeling complex in pancreatic ductal adenocarcinoma. 

Cancer Sci, 112(2), 490-497. https://doi.org/10.1111/cas.14768  

Ueno, H., Kajiwara, Y., Shimazaki, H., Shinto, E., Hashiguchi, Y., Nakanishi, K., 

Maekawa, K., Katsurada, Y., Nakamura, T., Mochizuki, H., Yamamoto, J., & 

Hase, K. (2012). New criteria for histologic grading of colorectal cancer. Am J 

Surg Pathol, 36(2), 193-201. https://doi.org/10.1097/PAS.0b013e318235edee  

Valdés-Mora, F., Gómez del Pulgar, T., Bandrés, E., Cejas, P., Ramírez de Molina, A., 

Pérez-Palacios, R., Gallego-Ortega, D., García-Cabezas, M. A., Casado, E., 

Larrauri, J., Nistal, M., González-Barón, M., García-Foncillas, J., & Lacal, J. C. 

(2009). TWIST1 Overexpression is Associated with Nodal Invasion and Male 

Sex in Primary Colorectal Cancer. Annals of Surgical Oncology, 16(1), 78-87. 

https://doi.org/10.1245/s10434-008-0166-x  

Van Rechem, C., Boulay, G., & Leprince, D. (2009). HIC1 interacts with a specific 

subunit of SWI/SNF complexes, ARID1A/BAF250A. Biochem Biophys Res 

Commun, 385(4), 586-590. https://doi.org/10.1016/j.bbrc.2009.05.115  

Verhulst, J., Ferdinande, L., Demetter, P., & Ceelen, W. (2012). Mucinous subtype as 

prognostic factor in colorectal cancer: a systematic review and meta-analysis. J 

Clin Pathol, 65(5), 381-388. https://doi.org/10.1136/jclinpath-2011-200340  

Vincan, E., & Barker, N. (2008). The upstream components of the Wnt signalling 

pathway in the dynamic EMT and MET associated with colorectal cancer 

 

https://doi.org/10.1158/0008-5472.Can-19-3922
https://doi.org/10.1200/jco.1999.17.5.1375
https://doi.org/10.1111/cas.14768
https://doi.org/10.1097/PAS.0b013e318235edee
https://doi.org/10.1245/s10434-008-0166-x
https://doi.org/10.1016/j.bbrc.2009.05.115
https://doi.org/10.1136/jclinpath-2011-200340


 151 

 

progression. Clin Exp Metastasis, 25(6), 657-663. 

https://doi.org/10.1007/s10585-008-9156-4  

Vogelstein, B., Fearon, E. R., Hamilton, S. R., Kern, S. E., Preisinger, A. C., Leppert, 

M., Nakamura, Y., White, R., Smits, A. M., & Bos, J. L. (1988). Genetic 

alterations during colorectal-tumor development. N Engl J Med, 319(9), 525-

532. https://doi.org/10.1056/nejm198809013190901  

Vu, T., & Datta, P. K. (2017). Regulation of EMT in Colorectal Cancer: A Culprit in 

Metastasis. Cancers (Basel), 9(12). https://doi.org/10.3390/cancers9120171  

Wang, D. D., Chen, Y. B., Pan, K., Wang, W., Chen, S. P., Chen, J. G., Zhao, J. J., Lv, 

L., Pan, Q. Z., Li, Y. Q., Wang, Q. J., Huang, L. X., Ke, M. L., He, J., & Xia, J. 

C. (2012). Decreased expression of the ARID1A gene is associated with poor 

prognosis in primary gastric cancer. PLoS One, 7(7), e40364. 

https://doi.org/10.1371/journal.pone.0040364  

Wang, K., Kan, J., Yuen, S. T., Shi, S. T., Chu, K. M., Law, S., Chan, T. L., Kan, Z., 

Chan, A. S., Tsui, W. Y., Lee, S. P., Ho, S. L., Chan, A. K., Cheng, G. H., 

Roberts, P. C., Rejto, P. A., Gibson, N. W., Pocalyko, D. J., Mao, M., Xu, J., & 

Leung, S. Y. (2011). Exome sequencing identifies frequent mutation of ARID1A 

in molecular subtypes of gastric cancer. Nat Genet, 43(12), 1219-1223. 

https://doi.org/10.1038/ng.982  

Wang, R., Chen, M., Ye, X., & Poon, K. (2021). Role and potential clinical utility of 

ARID1A in gastrointestinal malignancy. Mutat Res Rev Mutat Res, 787, 108360. 

https://doi.org/10.1016/j.mrrev.2020.108360  

Wang, T., Gao, X., Zhou, K., Jiang, T., Gao, S., Liu, P., Zuo, X., & Shi, X. (2020). Role 

of ARID1A in epithelial-mesenchymal transition in breast cancer and its effect 

on cell sensitivity to 5-FU. Int J Mol Med, 46(5), 1683-1694. 

https://doi.org/10.3892/ijmm.2020.4727  

Wang, X., Nagl, N. G., Wilsker, D., Van Scoy, M., Pacchione, S., Yaciuk, P., Dallas, P. 

B., & Moran, E. (2004). Two related ARID family proteins are alternative 

subunits of human SWI/SNF complexes. Biochem J, 383(Pt 2), 319-325. 

 

https://doi.org/10.1007/s10585-008-9156-4
https://doi.org/10.1056/nejm198809013190901
https://doi.org/10.3390/cancers9120171
https://doi.org/10.1371/journal.pone.0040364
https://doi.org/10.1038/ng.982
https://doi.org/10.1016/j.mrrev.2020.108360
https://doi.org/10.3892/ijmm.2020.4727


 152 

 

https://doi.org/10.1042/bj20040524  

Wei, X. L., Wang, D. S., Xi, S. Y., Wu, W. J., Chen, D. L., Zeng, Z. L., Wang, R. Y., 

Huang, Y. X., Jin, Y., Wang, F., Qiu, M. Z., Luo, H. Y., Zhang, D. S., & Xu, R. 

H. (2014). Clinicopathologic and prognostic relevance of ARID1A protein loss 

in colorectal cancer. World J Gastroenterol, 20(48), 18404-18412. 

https://doi.org/10.3748/wjg.v20.i48.18404  

Weiser, M. R. (2018). AJCC 8th Edition: Colorectal Cancer. Ann Surg Oncol, 25(6), 

1454-1455. https://doi.org/10.1245/s10434-018-6462-1  

Welch-Reardon, K. M., Ehsan, S. M., Wang, K., Wu, N., Newman, A. C., Romero-

Lopez, M., Fong, A. H., George, S. C., Edwards, R. A., & Hughes, C. C. (2014). 

Angiogenic sprouting is regulated by endothelial cell expression of Slug. J Cell 

Sci, 127(Pt 9), 2017-2028. https://doi.org/10.1242/jcs.143420  

Wen, P., Xu, Y., Frankel, W. L., & Shen, R. (2008). Invasive micropapillary carcinoma 

of the sigmoid colon: distinct morphology and aggressive behavior. Int J Clin 

Exp Pathol, 1(5), 457-460.  

Werling, R. W., Yaziji, H., Bacchi, C. E., & Gown, A. M. (2003). CDX2, a highly 

sensitive and specific marker of adenocarcinomas of intestinal origin: an 

immunohistochemical survey of 476 primary and metastatic carcinomas. Am J 

Surg Pathol, 27(3), 303-310. https://doi.org/10.1097/00000478-200303000-

00003  

Wiegand, K. C., Shah, S. P., Al-Agha, O. M., Zhao, Y., Tse, K., Zeng, T., Senz, J., 

McConechy, M. K., Anglesio, M. S., Kalloger, S. E., Yang, W., Heravi-

Moussavi, A., Giuliany, R., Chow, C., Fee, J., Zayed, A., Prentice, L., Melnyk, 

N., Turashvili, G., Delaney, A. D., Madore, J., Yip, S., McPherson, A. W., Ha, 

G., Bell, L., Fereday, S., Tam, A., Galletta, L., Tonin, P. N., Provencher, D., 

Miller, D., Jones, S. J., Moore, R. A., Morin, G. B., Oloumi, A., Boyd, N., 

Aparicio, S. A., Shih Ie, M., Mes-Masson, A. M., Bowtell, D. D., Hirst, M., 

Gilks, B., Marra, M. A., & Huntsman, D. G. (2010). ARID1A mutations in 

endometriosis-associated ovarian carcinomas. N Engl J Med, 363(16), 1532-

 

https://doi.org/10.1042/bj20040524
https://doi.org/10.3748/wjg.v20.i48.18404
https://doi.org/10.1245/s10434-018-6462-1
https://doi.org/10.1242/jcs.143420
https://doi.org/10.1097/00000478-200303000-00003
https://doi.org/10.1097/00000478-200303000-00003


 153 

 

1543. https://doi.org/10.1056/NEJMoa1008433  

Wiegand, K. C., Sy, K., Kalloger, S. E., Li-Chang, H., Woods, R., Kumar, A., Streutker, 

C. J., Hafezi-Bakhtiari, S., Zhou, C., Lim, H. J., Huntsman, D. G., Clarke, B., & 

Schaeffer, D. F. (2014). ARID1A/BAF250a as a prognostic marker for gastric 

carcinoma: a study of 2 cohorts. Hum Pathol, 45(6), 1258-1268. 

https://doi.org/10.1016/j.humpath.2014.02.006  

Willert, K., & Nusse, R. (1998). β-catenin: a key mediator of Wnt signaling. Current 

Opinion in Genetics & Development, 8(1), 95-102. 

https://doi.org/https://doi.org/10.1016/S0959-437X(98)80068-3  

Wilsker, D., Patsialou, A., Dallas, P. B., & Moran, E. (2002). ARID proteins: a diverse 

family of DNA binding proteins implicated in the control of cell growth, 

differentiation, and development. Cell Growth Differ, 13(3), 95-106.  

Wilsker, D., Probst, L., Wain, H. M., Maltais, L., Tucker, P. W., & Moran, E. (2005). 

Nomenclature of the ARID family of DNA-binding proteins. Genomics, 86(2), 

242-251. https://doi.org/https://doi.org/10.1016/j.ygeno.2005.03.013  

Wu, R. C., Wang, T. L., & Shih Ie, M. (2014). The emerging roles of ARID1A in tumor 

suppression. Cancer Biol Ther, 15(6), 655-664. 

https://doi.org/10.4161/cbt.28411  

Xie, C., Fu, L., Han, Y., Li, Q., & Wang, E. (2014). Decreased ARID1A expression 

facilitates cell proliferation and inhibits 5-fluorouracil-induced apoptosis in 

colorectal carcinoma. Tumour Biol, 35(8), 7921-7927. 

https://doi.org/10.1007/s13277-014-2074-y  

Yan, H. B., Wang, X. F., Zhang, Q., Tang, Z. Q., Jiang, Y. H., Fan, H. Z., Sun, Y. H., 

Yang, P. Y., & Liu, F. (2014). Reduced expression of the chromatin remodeling 

gene ARID1A enhances gastric cancer cell migration and invasion via 

downregulation of E-cadherin transcription. Carcinogenesis, 35(4), 867-876. 

https://doi.org/10.1093/carcin/bgt398  

Yang, S. Z., Wang, A. Q., Du, J., Wang, J. T., Yu, W. W., Liu, Q., Wu, Y. F., & Chen, 

 

https://doi.org/10.1056/NEJMoa1008433
https://doi.org/10.1016/j.humpath.2014.02.006
https://doi.org/https:/doi.org/10.1016/S0959-437X(98)80068-3
https://doi.org/https:/doi.org/10.1016/j.ygeno.2005.03.013
https://doi.org/10.4161/cbt.28411
https://doi.org/10.1007/s13277-014-2074-y
https://doi.org/10.1093/carcin/bgt398


 154 

 

S. G. (2016). Low expression of ARID1A correlates with poor prognosis in 

intrahepatic cholangiocarcinoma. World J Gastroenterol, 22(25), 5814-5821. 

https://doi.org/10.3748/wjg.v22.i25.5814  

Yang, Y., Wang, X., Yang, J., Duan, J., Wu, Z., Yang, F., Zhang, X., & Xiao, S. (2019). 

Loss of ARID1A promotes proliferation, migration and invasion via the Akt 

signaling pathway in NPC. Cancer Manag Res, 11, 4931-4946. 

https://doi.org/10.2147/cmar.S207329  

Ye, J., Zhou, Y., Weiser, M. R., Gönen, M., Zhang, L., Samdani, T., Bacares, R., 

DeLair, D., Ivelja, S., Vakiani, E., Klimstra, D. S., Soslow, R. A., & Shia, J. 

(2014). Immunohistochemical detection of ARID1A in colorectal carcinoma: 

loss of staining is associated with sporadic microsatellite unstable tumors with 

medullary histology and high TNM stage. Hum Pathol, 45(12), 2430-2436. 

https://doi.org/10.1016/j.humpath.2014.08.007  

Yi, W., Xiao, E., Ding, R., Luo, P., & Yang, Y. (2016). High expression of fibronectin 

is associated with poor prognosis, cell proliferation and malignancy via the NF-

κB/p53-apoptosis signaling pathway in colorectal cancer. Oncol Rep, 36(6), 

3145-3153. https://doi.org/10.3892/or.2016.5177  

Zeisberg, M., Hanai, J., Sugimoto, H., Mammoto, T., Charytan, D., Strutz, F., & Kalluri, 

R. (2003). BMP-7 counteracts TGF-beta1-induced epithelial-to-mesenchymal 

transition and reverses chronic renal injury. Nat Med, 9(7), 964-968. 

https://doi.org/10.1038/nm888  

Zeisberg, M., Yang, C., Martino, M., Duncan, M. B., Rieder, F., Tanjore, H., & Kalluri, 

R. (2007). Fibroblasts derive from hepatocytes in liver fibrosis via epithelial to 

mesenchymal transition. J Biol Chem, 282(32), 23337-23347. 

https://doi.org/10.1074/jbc.M700194200  

Zhang, G. J., Zhou, T., Tian, H. P., Liu, Z. L., & Xia, S. S. (2013). High expression of 

ZEB1 correlates with liver metastasis and poor prognosis in colorectal cancer. 

Oncol Lett, 5(2), 564-568. https://doi.org/10.3892/ol.2012.1026  

Zhang, P. J., Shah, M., Spiegel, G. W., & Brooks, J. J. (2003). Cytokeratin 7 

 

https://doi.org/10.3748/wjg.v22.i25.5814
https://doi.org/10.2147/cmar.S207329
https://doi.org/10.1016/j.humpath.2014.08.007
https://doi.org/10.3892/or.2016.5177
https://doi.org/10.1038/nm888
https://doi.org/10.1074/jbc.M700194200
https://doi.org/10.3892/ol.2012.1026


 155 

 

immunoreactivity in rectal adenocarcinomas. Appl Immunohistochem Mol 

Morphol, 11(4), 306-310. https://doi.org/10.1097/00129039-200312000-00005  

Zhang, X., Zhang, Y., Yang, Y., Niu, M., Sun, S., Ji, H., Ma, Y., Yao, G., Jiang, Y., 

Shan, M., Zhang, G., & Pang, D. (2012). Frequent low expression of chromatin 

remodeling gene ARID1A in breast cancer and its clinical significance. Cancer 

Epidemiol, 36(3), 288-293. https://doi.org/10.1016/j.canep.2011.07.006  

Zhao, J., Liu, C., & Zhao, Z. (2014). ARID1A: a potential prognostic factor for breast 

cancer. Tumour Biol, 35(5), 4813-4819. https://doi.org/10.1007/s13277-014-

1632-7  

Zhao, S., Wu, W., Jiang, Z., Tang, F., Ding, L., Xu, W., & Ruan, L. (2022). Roles of 

ARID1A variations in colorectal cancer: a collaborative review. Mol Med, 28(1), 

42. https://doi.org/10.1186/s10020-022-00469-6  

Zhou, M., Chinnaiyan, A. M., Kleer, C. G., Lucas, P. C., & Rubin, M. A. (2002). Alpha-

Methylacyl-CoA racemase: a novel tumor marker over-expressed in several 

human cancers and their precursor lesions. Am J Surg Pathol, 26(7), 926-931. 

https://doi.org/10.1097/00000478-200207000-00012  

Zlobec, I., & Lugli, A. (2008). Prognostic and predictive factors in colorectal cancer. 

Postgrad Med J, 84(994), 403-411. https://doi.org/10.1136/jcp.2007.054858  

 
 

 

https://doi.org/10.1097/00129039-200312000-00005
https://doi.org/10.1016/j.canep.2011.07.006
https://doi.org/10.1007/s13277-014-1632-7
https://doi.org/10.1007/s13277-014-1632-7
https://doi.org/10.1186/s10020-022-00469-6
https://doi.org/10.1097/00000478-200207000-00012
https://doi.org/10.1136/jcp.2007.054858


156 

 

BIOGRA PHY 
 

BIOGRAPHY 
 

Name-Surname Phattarapon Sonthi 

Date of Birth 07 August 1995 

Address (Office address) MD512, 5th floor, Department of 

Anatomy, Faculty of Medical Sciences, Naresuan 

University, Phitsanulok, Thailand, 65000.  

 

(Home address) 14/1 Moo 4, Takwang subdistrict, Saraphi 

district, Chiang Mai, Thailand, 50140. 

Current Workplace MD512 5th floor, Department of Anatomy, Faculty of 

Medical Science, Naresuan University, 99 Moo 9 Tambon 

Tha-pho A.Meuang Phitsanulok, Phitsanulok 65000 

Current Position M.Sc. student in Anatomy program, Faculty of Medical 

Science, Naresuan University 

Work Experience - 

Education Background 1. (2018-present) Master of Science (M.S.), Anatomy  

Faculty of Medical Science,Naresuan University, 

Phitsanulok, Thailand  

 

2. (2014-2018) Bachelor of Science (B.S.), Anatomical 

Pathology, Faculty of Medical Science, Naresuan 

University, Phitsanulok, Thailand 

Publication 1. Kwankaew, N., Okuda, H., Aye‐Mon, A., Ishikawa, T., 

Hori, K., Sonthi, P., ... & Ozaki, N. (2021). Anti‐

hypersensitivity effect of betanin (red beetroot extract) via 

modulation of microglial activation in a mouse model of 

neuropathic pain. European Journal of Pain.  

 

2. Somsuan, K., Phuapittayalert, L., Srithongchai, Y., 

Sonthi, P., Supanpaiboon, W., Hipkaeo, W., & Sakulsak, 

N. (2019). Increased DMT-1 expression in placentas of 

women living in high-Cd-contaminated areas of Thailand. 

Environmental Science and Pollution Research, 26(1), 

141-151. 

Awards 1. (2019) Second Class Honors, Bachelor of Science  

Faculty of Medical Science, Naresuan University  

Phitsanulok, Thailand  

 

2. (2018) The best oral presentation in surgical pathology  

Medical Science Academic Annual Meeting (MSAAM) 

2018, Faculty of Medical Science, Naresuan University  

Phitsanulok, Thailand 
  

 

 


	ABSTRACT
	ACKNOWLEDGEMENTS
	TABLE OF CONTENTS
	LIST OF TABLES
	LIST OF FIGURES
	ABBREVIATIONS
	CHAPTER1
	INTRODUCTION
	Rationale of the study
	Objectives of the study
	The research hypothesis
	Scope of the study

	CHAPTER II
	LITERATURE REVIEW
	Colorectal cancer (CRC)
	1. Incidence of colorectal cancer
	2. Risk factors of colorectal cancer
	3. Pathogenesis of colorectal cancer
	4. TNM classification and AJCC staging of colorectal cancer
	5. Histological grading of colorectal cancer
	6. Histological variants of colorectal cancer
	7. Signs and symptoms of colorectal cancer
	8. Diagnosis of colorectal cancer
	9. Immunohistochemistry application as the diagnostic biomarkers of colorectal cancer
	10. Immunohistochemical markers in the diagnosis of colorectal cancer and its subtypes and variants
	11. Management and treatment of colorectal cancer
	12. Prognosis factors for colorectal cancer patients

	AT-rich interactive domain-containing protein 1A (ARID1A)
	1. SWI/SNF chromatin remodeling complexes
	2. The human AT-rich interaction domain (ARID) family and ARID1 subfamily
	3. Structure and expression of ARID1A
	4. The ARID1A alteration in cancers
	5. The ARID1A alteration in colorectal cancer

	Epithelial-mesenchymal transition (EMT)
	1. Epithelial-mesenchymal transition (EMT)
	2. Different subtypes of the epithelial-mesenchymal transition
	3. The alterations of EMT-related protein expression in colorectal cancer


	CHAPTER III
	RESEARCH METHODOLOGY
	Bioinformatics analysis of ARID1A gene mutation in CRC
	Ethics statement and the patient tissue’s recruitment
	Sample size
	Inclusion and exclusion criteria
	Conceptual framework
	Collection of tissue samples and clinicopathological information of CRC patients
	Immunohistochemistry staining of ARID1A and EMT-related protein
	Assessment of ARID1A protein expression and quantitative analysis
	Quantitative analysis of EMT-related protein expression
	Statistical analysis

	CHAPTER IV
	RESULTS
	Mutation of ARID1A and its expression at mRNA and protein levels in CRC
	Clinicopathological characteristics of CRC patients
	Localization of ARID1A protein in normal large intestine tissues
	ARID1A immunoreactivity in cancerous vs. adjacent non-cancerous areas
	The association of ARID1A protein expression with clinicopathology of CRC patients
	Impact of ARID1A expression on the progression-free survival of CRC patients
	Expressions of EMT-related protein in cancerous vs. adjacent non-cancerous areas
	The association of low expression of ARID1A protein and alterations of EMT-related protein with clinicopathology of CRC patients
	Impact of low expression of ARID1A protein and alterations of EMT-related protein on the progression-free survival of CRC patients

	CHAPTER V
	DISCUSSION AND CONCLUSION
	Discussion
	Conclusion

	APPENDIX
	REFERENCES
	BIOGRAPHY

