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Objective: This study aimed to investigate the effect of lymph node status on survival in large colon cancer.

Methods: In the first cohort, patients diagnosed with non-metastatic colon cancer (N = 176,834) were identified from the Surveillance, Epidemiology, and End Results (SEER) database between January 1988 and December 2005. Further analyses were conducted in the other cohort (N = 855) from the Fudan University Shanghai Cancer Center (FUSCC) database.

Results: In the SEER cohort, CSS differences increased as the tumor enlarged until a threshold tumor size group (tumor measuring 7–8 cm, P < 0.001) was reached, in which node positivity showed the maximum negative effect on CSS; multivariate Cox analyses showed that tumors measuring 7–8 cm presented a significant lower risk of cancer-specific mortality compared with those measuring 2–4 cm [hazard ratio (HR) = 1.087; 95% confidence interval (CI) = 1.014–1.165, P = 0.018]. In the FUSCC cohort, N0 tumors measuring 21–40 mm presented a higher risk of recurrence compared with those measuring 41–80 mm.

Conclusions: Mortality risk of node positivity increased as tumor enlarged until a threshold tumor size (tumor size of 7–8 cm) was reached, mainly resulting from larger tumors without lymph node involvement being a surrogate for biologically indolent colon cancer of tumor recurrence. Our study could provide both researchers and clinicians a better understanding of colon cancer biology.
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NOVELTY AND IMPACT STATEMENTS

The present study revealed that mortality risk of node positivity increased as tumor enlarged until a threshold tumor size (tumor size of 7–8 cm) was reached, mainly resulting from larger tumors without lymph node involvement being a surrogate for biologically indolent colon cancer of tumor recurrence. Our study, if validated in other large ones, could provide both researchers and clinicians a better understanding of colon cancer biology.

INTRODUCTION

Colon cancer is one of the most commonly diagnosed cancers among men and women (1). In many kinds of solid tumors, large tumor sizes are thought to be associated with worse prognosis (2–6). Similarly, the tumor size is an independent prognostic factor that negatively impacts survival in patients with colon cancer (7, 8). It is consistent with the traditional view that, when tumor size increases, tumor cells have more potential to spread and be involved in lymph node metastasis (9). With regard to lymph node positivity, the tumor size is associated with significantly worse survival compared with lymph node negativity and plays a prognosis and clinical treatment guiding role in the American Joint Committee on Cancer TNM staging system (10, 11).

To the best of our knowledge, however, few studies have investigated lymph node status and tumor size in predicting survival in colon cancer. Only one study addressing the effect of tumor size involved in the lymph node status found that very small tumors would represent more aggressive malignancies with a distinct biology compared with larger tumors in lymph node-positive colon cancers, thereby challenging the traditional view that, large tumor size negatively impacts survival (12).

The aforementioned findings inspired the investigation of colon cancer biology. In the present study, first a large population-based analysis was conducted to explore the effect of lymph node positivity on cause-specific survival (CSS) among colon cancer patients with different tumor sizes from the Surveillance, Epidemiology, and End Results (SEER) database. Then, the relapse and distant metastasis pattern of tumor size were investigated in another cohort from the Fudan University Shanghai Cancer Center (FUSCC) database.

PATIENTS AND METHODS

Patient Selection From the SEER Database

Shown as Supplementary Figure 1, the first cohort used in this study was from the SEER Program of the United States National Cancer Institute. A total of 176,834 patients diagnosed with non-metastatic colon cancer were identified between 1988 and 2005 for the initial analysis. These years were included because detailed tumor size was recorded starting from 1988 and a follow-up of 10 years was required to fulfill the study criteria (SEER follow-up ended in 2015).

The study endpoint used in the SEER cohort was CSS. The cause of death was categorized as colon cancer specific or non-colon cancer related, and CSS was calculated from the date of diagnosis to the date of colon cancer death. Patients who died of other causes were censored at the date of death.

Patient Selection From the FUSCC Database

Patients (N = 855) diagnosed with non-metastatic colon cancer of the validation cohort was selected between January 2008 and December 2015 from the FUSCC database. All patients were identified by pathological examination after the operation, and patients with incomplete relevant data, such as TNM stage, tumor size, and tumor grade, were not included in this study. The clinicopathological characteristics of patients of the FUSCC cohort are shown in the Supplementary Table 2. This study was approved by the Ethical Committee and Institutional Review Board of FUSCC.

The outcomes of interest used in the FUSCC cohort were disease-free survival (DFS), relapse-free survival (RFS), and distant metastasis-free survival, which were calculated from the date of diagnosis to the date of the first event of recurrence, distant metastasis, or cause-specific death.

Statistical Analyses

In the present study, the patient clinicopathological characteristics were compared between lymph node-positive and lymph node-negative groups using Pearson's chi-squared test. Several multivariate Cox proportional hazard models were constructed to test the differences in CSS. The survival curves in the present study were constructed using the Kaplan-Meier method, and a univariate survival difference was determined using the log-rank test. Statistical analysis was mainly performed using SPSS version 22 (SPSS Inc., IL, US); and two-sided P < 0.05 was considered statistically significant.

RESULTS

Patient Characteristics of the SEER and FUSCC Cohorts

In the SEER cohort, the median follow-up time among censored patients was 118 months, and 41,443 (23.4%) patients died of colon cancer at the end of the follow-up time. Supplementary Table 1 summarized the baseline demographic characteristics of patients by the lymph node status. Lymph node negativity was correlated with low T stage, adenocarcinoma histology, low tumor grade, white race, old age, and small tumor size (P < 0.001). The median follow-up time of the FUSCC cohort was 43 months. The clinicopathological characteristics of the patients were shown in the Supplementary Table 2.

Effect of Lymph Node Status on CSS in Different Tumor Size Groups

Figure 1 was the graphical summary of tumor size and lymph node status, and showed the distribution and associations of different tumor size and lymph node status. Several multivariate Cox proportional hazard models were conducted to test the effect of lymph node status on CSS in different tumor size groups after adjusting for T stage, histology, tumor grade, race, gender, tumor location, age at diagnosis, and year of diagnosis. The results are shown in Figure 2. All the survival differences between lymph node positivity and negativity in different tumor size groups were found to be significant (P < 0.001). Figure 2 reveals a pattern of increasing CSS differences as the tumor enlarged until a threshold tumor size group (tumor measuring 7–8 cm, P < 0.001) was reached, in which node positivity showed the maximum negative effect on CSS. After this, increasing tumor size was yet unexpectedly related to decreasing survival difference.
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FIGURE 1. Graphical summary of tumor size and lymph node status, and their subgroup distribution.
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FIGURE 2. Hazard ratio comparing node-positivity and node-negativity according to the tumor size on CSS. (#) Multivariate analysis adjusted by T stage, histology, tumor grade, race, gender, tumor location, age at diagnosis, and year of diagnosis.



Interaction Between Tumor Size and Lymph Node Status in CSS in the SEER Database

In the SEER cohort, multivariate Cox analyses were conducted after adjusting for T stage, histology, tumor grade, race, gender, tumor location, age at diagnosis, and year of diagnosis. A significant interaction was found between tumor size and lymph node status in determining CSS (P < 0.001; Table 1). In patients with lymph node-negative cancer, tumors measuring 7–8 cm presented a significant lower risk of cancer-specific mortality compared with those measuring 2–4 cm [hazard ratio (HR) = 1.087, 95% confidence interval (CI) = 1.014–1.165, using a tumor measuring 7–8 cm as reference]. Furthermore, a tumor measuring 7–8 cm showed similar CSS compared with that measuring < 2 cm (HR = 1.000, 95% CI = 0.918–1.089, using a tumor measuring 7–8 cm as reference) and experienced almost the lowest risk of cancer-specific mortality in groups of different tumor sizes. On the contrary, in patients with lymph node-positive cancer, a positive relationship was observed between smaller tumor size and increased CSS.


Table 1. Multivariate Cox regression analyses of CSS in SEER cohort.
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Evaluating Previous Findings in the FUSCC Cohort

Considering that the SEER database did not provide any information such as tumor recurrence and chemotherapy, the findings from the SEER cohort should be interpreted cautiously. Then, the findings in 855 patients diagnosed with non-metastatic colon cancer between January 2008 and December 2015 from the FUSCC database were evaluated. In Table 2, the results of the multivariate Cox analysis showed that a tumor measuring 41–80 mm had better DFS compared with that measuring 21–40 mm among patients with lymph node-negative cancer (HR = 0.654, 95% CI = 0.375–1.142, P = 0.135, using an N0 tumor measuring 21–40 mm as reference). On the contrary, in patients with lymph node-positive cancer, tumors measuring 21–40 mm had better DFS compared with those measuring 41–80 mm (HR = 0.836, 95% CI = 0.555–1.258, P = 0.390, using an N+ tumor measuring 41–80 mm as reference). However, the differences in both patients with lymph node-negative and lymph node-positive cancer did not achieve statistical significance, which might account for relatively small sample size (n = 479) and short follow-up time (43 months). The DFS curves using the Kaplan-Meier method validated the aforementioned results (Supplementary Figure 2), both of which were consistent with the findings in the SEER cohort.


Table 2. Multivariate Cox regression analyses of CSS in FUSCC cohort.

[image: image]



Then, the relapse and distant metastasis pattern of large tumors were investigated. Among patients with lymph node-negative cancer, tumors measuring 21–40 mm had a similar risk of distant metastasis compared with those measuring 41–80 mm (log-rank P = 0.358, Figure 3A). However, in the case of RFS, tumors measuring 21–40 mm presented a high risk of recurrence compared with those measuring 41–80 mm, but the difference did not achieve statistical significance (log-rank P = 0.209, Figure 3B), which might account for relatively small sample size (n = 479) and short follow-up time (43 months).
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FIGURE 3. (A). Distant metastasis and (B). Relapse curves using the Kaplan-Meier method in FUSCC cohort.



In case of tumors measuring 21–40 mm, the increased risk of distant metastasis was obviously higher with node positivity compared with tumor recurrence (log-rank P = 0.001 for distant metastasis, Figure 3A; P = 0.076 for tumor recurrence, Figure 3B). Yet, increased risk of both distant metastasis and recurrence in larger tumors (41–80 mm) was obvious with lymph node positivity (log-rank P < 0.001 for distant metastasis, Figure 3A; P < 0.001 for tumor recurrence, Figure 3B).

DISCUSSION

In the present study, first we revealed a pattern of increasing CSS differences as the tumor enlarged until a threshold tumor size measuring 7–8 cm was reached, in which node positivity showed the maximum negative effect on CSS. After this, increasing tumor size was yet unexpectedly related to decreasing survival difference. This interesting phenomenon indicated that the interaction of lymph node status and tumor size was not monotonic and tumors measuring 7–8 cm presented the highest risk of cancer-specific mortality if involved in lymph node positivity. Multivariate Cox analyses then showed that, in the context of lymph node-negativity, larger tumors (7–8 cm) presented a significantly lower risk of cancer-specific mortality compared with smaller ones (2–4 cm). Furthermore, tumors measuring 7–8 cm showed a similar CSS compared with those measuring < 2 cm. However, in the lymph node-positive group, monotonically increased CSS was observed as the tumor enlarged. Consequently, the piecewise and regular relationship of lymph node positivity on survival with increasing tumor size was attributed to the non-monotonical effect of tumor size on CSS among lymph node-negative tumors.

In addition, the findings of the present study in the FUSCC cohort furtherly showed that N0 tumors with larger tumor size (41–80 mm) presented a lower risk of tumor recurrence, which could account for the better CSS in this subgroup. That meant node positivity showing the maximum negative effect on CSS in tumor size measuring 7–8 cm was probably because of the lower risk of tumor recurrence in larger colon cancer without node involvement.

Traditionally, cancer gains the ability to metastasize as it grows to a larger size (13). Yet, recent studies have suggested that metastasis can occur at an early point of tumor progression (14–17). In 2016, Muralidhar et al. (12) found that too small tumor size might be a surrogate for biologically aggressive disease and predict for increased colon cancer-specific mortality compared with larger tumors in the setting of lymph node involvement. However, the present study found that larger N0 colon cancer might be a surrogate for the biologically indolent disease, where metastases pathways had less advantage than those resulting in “reattachment in or at the primary site” according to the “self-seeding” concept (13). The findings coupled with those of Muralidhar et al. (12) supported and added a growing body of evidence to the view that metastasis that occurred at an early point of tumor progression rather than the accumulated metastatic ability during tumor evolution likely determined poor prognosis.

The present study showed the piecewise relationship between tumor size and CSS among node-negative colon cancer, resulting in the piecewise relationship between lymph node status and CSS in different tumor size groups. Tumors measuring >7–8 cm had better CSS compared with those measuring >2–4, >4–6, >6–7, >8–9, and >9 cm, and had a similar CSS compared with those measuring ≤ 2 cm. According to the linear progression model of cancer progression (17), cancer cells could pass through multiple successive rounds of mutation, and selection for competitive fitness in the context of primary and larger tumors was linked to the more clonal expansion of fully malignant clones. It could be found in the results of the SEER cohort that 66.3% of tumors measuring < 2 cm were lymph node negative, whereas 61.2% of those measuring >2–4 were lymph node negative, indicating that 7.6% of the present node-negative tumors measuring < 2 cm would become node-positive disease if they continued to grow, which was consistent with the linear progression model of cancer progression that larger tumors were more likely to present clonal expansions and mutations. However, a reasonable explanation for the larger tumors without lymph node positivity was that they could experience less clonal expansion and mutation, contributing to the failure of lymph node involvement, and why this subset of larger tumors experience less clonal expansion and mutation need future investigation. A further analysis in the FUSCC cohort indicated that the better survival of larger tumors than smaller ones was mainly accounted for by the lower risk of tumor recurrence, as N0 tumors measuring 41–80 mm presented a significantly lower risk of tumor recurrence compared with those measuring 21–40 mm, suggesting that larger tumors without node involvement might experience less clonal expansions and mutations that contributing to tumor recurrence and node involvement together. These clonal expansions and mutations need to be identified in further studies.

The results were remarkable in terms of both basic research and clinical significance. The better DFS and CSS in node-negative larger tumors pointed out a direction for the follow-up studies focusing on gene mutations and clonal expansions contributing to tumor recurrence in node-negative tumors. The highest risk of colon cancer-specific mortality with lymph node positivity in tumors measuring 7–8 cm, coupled with the fact that tumor size was basically < 8 cm in clinical practice of colon cancer (92.5% in SEER cohort), indicated that node-negativity showed increased survival improvement compared with node involvement as tumor enlarged in almost all the colon cancer.

This study had some limitations. First, it did not include some prognostic factors such as microsatellite instability, BRAF V600E mutation, and carcinoembryonic antigen level, introducing biases to some extent (18–20). Second, due to the relatively small sample size (n = 855) and short follow-up time (43 months) of the FUSCC cohort, some DFS differences in multivariate Cox analyses and RFS differences between N0 tumors measuring 21–40 and 41–80 mm did not achieve statistical significance. Then, the different outcomes of interest in SEER (CSS) and FUSCC (RFS) cohorts resulted into the fact that the comparability of the two patient cohorts was narrowed and could introduce unaccounted biases. Finally, two cohorts in this study were both retrospective rather than prospective. These findings still need to be validated in other prospective cohorts.

In conclusion, mortality risk of node positivity increased as tumor enlarged until a threshold tumor size (tumor size of 7–8 cm) was reached, mainly resulting from larger tumors without lymph node involvement being a surrogate for biologically indolent colon cancer of tumor recurrence. Larger tumors without node involvement might experience less clonal expansions and mutations that contributing to tumor recurrence and node involvement together, and these findings could elicit further studies to identify these clonal expansions and mutations. It was also of great clinical significance as it showed that larger node-positive colon cancer deserved more attention, mainly to reduce the risk of postoperative recurrence.
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