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Microbial diversity has been pointed out as a major factor in the development and progression of colorectal cancer (CRC). We sought to explore the richness and abundance of the microbial community of a series of colorectal tumor samples treated at Barretos Cancer Hospital, Brazil, through 16S rRNA sequencing. The presence and the impact of Fusobacterium nucleatum (Fn) DNA in CRC prognosis was further evaluated by qPCR in a series of 152 CRC cases. An enrichment for potentially oncogenic bacteria in CRC was observed, with Fusobacterium being the most abundant genus in the tumor tissue. In the validation dataset, Fn was detected in 35/152 (23.0%) of fresh-frozen tumor samples and in 6/57 (10.5%) of paired normal adjacent tissue, with higher levels in the tumor (p = 0.0033). Fn DNA in the tumor tissue was significantly associated with proximal tumors (p = 0.001), higher depth of invasion (p = 0.014), higher clinical stages (p = 0.033), poor differentiation (p = 0.011), MSI-positive status (p < 0.0001), BRAF mutated tumors (p < 0.0001), and the loss of expression of mismatch-repair proteins MLH1 (p < 0.0001), MSH2 (p = 0.003), and PMS2 (p < 0.0001). Moreover, the presence of Fn DNA in CRC tissue was also associated with a worse patient cancer-specific survival (69.9 vs. 82.2% in 5 years; p = 0.028) and overall survival (63.5 vs. 76.5%; p = 0.037). Here we report, for the first time, the association of F. nucleatum presence with important clinical and molecular features in a Brazilian cohort of CRC patients. Tumor detection and classification based on the gut microbiome might provide a promising approach to improve the prediction of patient outcome.
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INTRODUCTION

Colorectal cancers (CRCs) are the third most incident tumors worldwide and the second in mortality rates, with almost 2 million new cases and over 881,000 deaths estimated to occur in 2018 (1). The increased incidence of CRC in the last decades can be explained by population aging, poor dietary habits, and lifestyle factors such as smoking, low physical activity, and obesity (2, 3). Around 55% of the cases occur in more-developed regions of the world, with more than half of the deaths occurring in less-developed regions, reflecting a worse prognosis in these areas (4). The improvements in survival in developed countries have been achieved through the adoption of best practices in cancer treatment and management (3).

In Brazil, CRC is the second most frequent type of cancer in women and the third most frequent in men (5). A recent study observed an increase in rate of mortality from CRC in Brazil, for both men and women when comparing data from 1996 to 2012 (6). These tumors accounted for 5.1% of all death by cancer in men in 1996 and for 6.9% in 2012; for women, the rates increased from 6.9% in 1996 to 8.2% in 2012 (6). Therefore, although the incidence of these tumors in Brazil remains lower than that of developed, high-income countries, mortality rates are similar, reflecting the disparity in the mortality–incidence ratio occurring in Brazil (7, 8).

Diagnosis, prognosis, and therapy choice depend on tumor classification and staging, which are based on morphology and histology (9, 10) However, despite an increasing understanding of the pathophysiology of CRC in the past decades, the introduction of additional methods that could be accurately used for screening, risk prediction, prognosis, choice of treatment, and monitoring in a clinical setting has been challenging.

The majority of CRC cases have a sporadic nature (11). Genetic, epigenetic, and environmental factors play an important role in the etiology of CRC through oncogene activation and tumor suppressor genes silencing, therefore contributing to the acquisition of hallmark cancer traits in colon epithelial cells (12). Several studies have been exploring the influence of microbial diversity in the initiation and progression of these tumors (13, 14). Several findings point to changes in the composition and activity of the gut microbiome, creating a microenvironment that promotes inflammation, proliferation, and neoplastic progression as a result of an interplay between these events, host genetics, and other environmental factors (15, 16). Some bacteria have been reported to be enriched or diminished in CRC (17). Fusobacterium nucleatum (Fn) strains are the most consistently reported to promote carcinogenesis when successful in invading host cells (18–20). However, the extent of CRC cases that can be attributed to these agents, how their abundance can affect the gut microbiome, and how they can be used in a clinical setting in cancer screening, treatment, or management remains unclear.

Tumor detection and classification based on the gut microbiome might provide a promising approach to improve early diagnosis and the prediction of patient outcome. Therefore, this study unraveled the richness and abundance of the microbial community of colorectal tumor samples in comparison to healthy mucosa through 16S rRNA gene sequencing in a small cohort of patients treated at Barretos Cancer Hospital, and correlated different microbial phylotypes with clinicopathologic features and molecular characteristics (such as tumor location, BRAF mutation, and MSI status). Furthermore, following the observed enrichment of members of the Fusobacterium genus in CRC cases, we sought to evaluate the presence of Fn in tumor samples and adjacent normal mucosa. Besides confirming higher rates of this bacteria in tumor samples, we also observed significant associations with important patient clinical features, suggesting the oncogenic role of this bacteria in CRC carcinogenesis.

MATERIALS AND METHODS

Patient Population and Tissue Samples

This study analyzed samples from 152 patients with CRC treated surgically at the Department of Colorectal Surgery of Barretos Cancer Hospital, Barretos, Brazil between 2008 and 2015. Patients were followed for a median of 59.68 months (ranging from 2.37 to 104.97 months). All samples used were collected from the surgical resection material. Clinical and pathological characteristics of patients, such as age, gender, location of primary tumor, staging, and histological grade, as well as molecular data on the expression of mismatch repair proteins (MLH1, MSH6, MSH2, and PMS2), status of molecular microsatellite instability (MSI) (21), and BRAF mutation (unpublished data) were available from previous studies from our group.

Fresh-frozen tumor tissue was available for 152 cases and paired formalin-fixed paraffin-embedded (FFPE) for 139, while normal adjacent fresh-frozen tissue was available for a subset of 57 cases. Tumor tissue and normal adjacent mucosa were snap-frozen immediately following excision of the specimen at surgery and stored at −80°C at the Barretos Cancer Hospital Biobank until processing. Slides from all tissue specimens were carefully micro-dissected and subjected to histological examination to confirm the diagnostic as normal or cancerous tissue. Only tumor samples with the presence of at least 60% of tumor cells were included. DNA from fresh-frozen tissue samples was extracted using the DNA Mini Qiasymphony kit (Qiagen, Valencia, CA), while DNA from FFPE samples was extracted using the QIAamp DNA Micro Kit (Qiagen, Valencia, CA) as previously reported (22).

This study was approved by the Institutional Review Board at Barretos Cancer Hospital (Project number 1402/2017).

16S rRNA Gene Sequencing

Fifty nanograms of genomic DNA from 15 paired fresh-frozen tumor and normal adjacent samples were used to generate libraries of the V4 region of the 16S rRNA (515F 5′-GTGCCAGCMGCCGCGGTAA-3′, 806R 5′-GGACTACHVGGGTWTCTAAT-3′) (23) using the Fusion PCR primer technology for templated bead preparation. Genomic DNA targets amplification was carried out according to the manufacturer's instructions using Platinum PCR SuperMix High Fidelity polymerase (Invitrogen, Carlsbad, California) and bar-coded primers (Invitrogen, Carlsbad, California) at an annealing temperature of 56°C for 40 cycles. PCR products were cleaned up with Agencourt AMPure XP Kit Purification system (Beckman Coulter, Brea, USA), quantified by Qubit, and multiplexed at equimolar concentrations of 40 pM. Template preparation and loading into Ion 314 v2 Chips (Life Technologies, Carlsbad, California) was conducted using the Ion Chef System (Life Technologies, Carlsbad, California) workflow and sequencing was performed in an Ion Personal Genome Machine (PGM) System using the Ion PGM Hi-Q View Chef Kit (Life Technologies, Carlsbad, California). Bioinformatics analysis of 16S sequencing is described in Supplementary Methods. The data that support the findings of this study are openly available in BioProject under sequence accession number PRJNA543496.

Quantitative PCR (qPCR) for Fn

Genomic DNA obtained from 152 tumor and 57 normal adjacent fresh-frozen tissue samples and from 139 FFPE tumor samples were subjected to quantitative PCR using TaqMan primer-probe sets (Applied Biosystems) for the 16S ribosomal RNA gene DNA sequence of Fn (nusG), and for the reference gene, SLCO2A1 as previously described (24).

The primer and probe sequences used were as follows: nusG forward primer, 5′-CAACCATTACTTTAACTCTACCATGTTCA-3′; nusG reverse primer, 5′-GTTGACTTTACAGAAGGAGATTATGTAAAAATC-3′; nusG probe, 6FAM-GTTGACTTTACAGAAGGAGATTA-MGBNFQ; SLCO2A1 forward primer, 5′-ATCCCCAAAGCACCTGGTTT-3′; SLCO2A1 reverse primer, 5′-AGAGGCCAAGATAGTCCTGGTAA-3′; SLCO2A1 probe, 6FAM-CCATCCATGTCCTCATCTC-MGBNFQ.

Each reaction contained 100 ng of genomic DNA run in duplicate in 20-μL reactions containing 1 × final concentration TaqMan Environmental Master Mix 2.0 (Applied Biosystems), 900 nM primers and 500 nM probes for each target gene. Amplification and detection were performed with the QuantStudio 6 Flex Real-Time PCR System (Thermo Fisher Scientific) using the following reaction conditions: 10 min at 95°C and 45 cycles of 15 s at 95°C and 1 min at 60°C. DNA from F. nucleatum subsp. nucleatum Knorr (ATCC 2558) was kindly provided by Prof. Mario Julio Avila Campos (USP, SP, Brazil) and used as positive control for all nusG runs.

In colorectal carcinoma cases with detectable Fn, the cycle threshold (Ct) values in the quantitative PCR for nusG were normalized by SLCO2A1 and used to calculate 2−ΔCt values that were used to quantify the amount of Fn DNA in each sample as a relative unitless value (where ΔCt = the average Ct value of nusG—the average Ct value of SLCO2A1) as previously described (25). These samples were classified according to the amount of bacteria found as low or high (Fn-low, Fn-high), on the basis of the median cut point amount of Fn DNA in all samples with positive results (tumor or normal adjacent), according to sample storage method (fresh-frozen median = 4.5 × 10−6, FFPE median = 6.0 × 10−6), as previously described (26).

Statistical Analysis

Statistical analysis was performed using the software IBM SPSS Statistics 21 for Windows. Categorical variables were compared using Fisher's exact test. For all analysis, we considered statistical significance when p ≤ 0.05 (two-sided).

We conducted univariate logistic regression analyses to assess associations of the amount of tissue Fn DNA as a three-category variable (Fn-negative, Fn-low, Fn-high) with the following variables, using the negative status as a reference: tumor location, the extent of the tumor into the wall of the colon or rectum (T), tumor differentiation, MSI status, and BRAF mutations. The multivariable logistic regression model initially included age (continuous), sex, tumor location (proximal colon vs. distal or rectum), MSI (positive vs. negative), BRAF (mutant vs. wild type), and MLH1, MSH2, MSH6, and PMS2 protein expression (negative vs. positive). A backward stepwise elimination with a threshold of p = 0.05 was used to select variables in the final models. To assess independent associations of MSI and tumor location (predictor variables) with the amount of tissue Fn DNA (an ordinal outcome variable; negative vs. low vs. high), we performed univariate ordinal logistic regression analysis.

To test for associations between the presence of Fn DNA with overall mortality and cancer-specific mortality, we classified it into two categories: cases with detectable Fn DNA (Fn positive) and cases without detectable Fn DNA (Fn negative). Kaplan–Meier curves were constructed and the log-rank test was used to assess differences in mortality between the two categories. The Cox proportional hazards regression model was used to control for confounders. Multivariable models included age (continuous), sex, tumor location (proximal colon vs. distal or rectum), MSI (positive vs. negative), BRAF (mutant vs. wild type), and MLH1, MSH2, MSH6, and PMS2 protein expression (negative vs. positive). A backward stepwise elimination with a threshold of p = 0.05 was used to select variables in the final models.

RESULTS

Microbial Diversity in Tumor and Normal Tissues

The microbiota profile of 15 paired tumor and normal adjacent tissues from patients with colorectal carcinoma was evaluated by next-generation sequencing of V4 variable region of 16S rRNA. A total of 2,198,654 good quality reads with a mean length of 269 base pairs were generated. A total of 41,844 OTUS comprising all 30 samples (based on ≥99% of identity) were generated with the UPARSE algorithm. The community structure represented by diversity or richness was evaluated (from 0 to 30,000 reads) using classical ecological indexes of alpha-diversity (Observed OTUS, Chao1, PD_whole_tree, and Shannon Index) and by constructing a rarefaction curve until both curves tended to reach a plateau. Only nine CRC and normal tissue pairs reached the plateau at 30,000 reads (Supplementary Figures 1A,B) with an average of 1,406 OTUS in the tumor and 1,412 OTUS in the normal tissue. The bacterial community of nine paired tumor and normal adjacent tissues from this cohort was characterized. The clinical and molecular characteristics of this subset of CRC patients is presented in Supplementary Table 1. These samples were used for downstream analyses of the taxonomic profile and differential abundance. The results of alpha diversity metrics (Observed OTUs, Chao1, and Shannon) after rarefaction with 30,000 reads/samples of depth are also shown in boxplots of Supplementary Figure 1C. No significant difference in alpha diversity between the groups tested at the highest rarefaction depths (30,000 reads/samples) was observed (ANOVA and t-test; p > 0.05), suggesting that tumor and normal tissue collected from the same patients have similar diversity of species and richness.

The Unifrac unweighted beta diversity analysis also showed that the overall bacterial community structure and phylogenetic diversity in tumor and normal samples tested were similar, as distinct clusters could not be observed for the two sample types. The same analysis showed that the most abundant genus (Enterotype) involved in clustering this samples in similar groups is represented by Fusobacterium, Bacteroides, and Escherichia (Supplementary Figure 2).

Taxonomic Profiling of Microbiota in Tumor and Normal Tissues

The analysis of the taxonomic profile at the phylum level in tumor (T) and normal adjacent (N) tissue identified Actinobacteria, Bacteroidetes, Euryarchaeota, Firmicutes, Fusobacteria, Lentisphaerae, Proteobacteria, Spirochaetes, Tenericutes, and Verrucomicrobia as the most frequent (Figures 1A,B). The evaluation on paired tumor and normal tissue from the same patient revealed that 6/9 sample (CR10N: 2.4% vs. CRC10T: 11.2%, CR24N: 0.7% vs. CR24T: 9.4%, CR61N: 19.3% vs. CR61T: 35.5%, CR88T: 0.2% vs. CR88N: 11.5%, CR142N:13.3% vs. CR142T: 30.7%) were enriched in Fusobacteria in the CRC tissue and 5/9 sample (CR10N: 12.7% vs. CRC10T: 19%, CR24N: 7.8% vs. CR24T: 28.6%, CR68N: 7.8% vs. CR68T: 18.7%, CR121N: 6.4% vs. CR121T: 27.4%) had an increase of Proteobacteria (Figure 1A). We also analyzed the taxonomic profile of all samples grouped by sample type (tumor vs. normal) (Figure 1B).
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FIGURE 1. Taxonomic profile of the microbiota at phylum (>0.1%) level identified in colorectal carcinoma and normal adjacent mucosa pairs of samples (A) and grouped by sample type (tumor vs. normal) (B). Differential abundance between tumor and normal tissue in log fold change (LogFC), showing significantly increased phylum (C) and genus (D) in colorectal carcinoma in comparison to normal tissue (p < 0.05). T, colorectal carcinoma; N, normal adjacent mucosa.



At the family level, 30 abundant members were identified in tumor and normal samples (Supplementary Figure 3). When results from the samples evaluated were grouped into tumor and normal adjacent, Fusobacteriaceae (N: 7.5% vs. T: 15.8%), Enterobacteriaceae (N: 6.7% vs. T: 8.8%), and Streptococcaceae (N: 1.8% vs. T: 4.0%), were more enriched in the tumor tissue. Finally, at the genus level, the most abundant genera identified in the tumor tissue are described in Supplementary Figure 4. Fusobacterium (N: 2.9% vs. T: 7.9%), Streptococcus (N: 1.8% vs. T: 4.0%), Parvimonas (N: 1.0% vs. T: 1.8%), Aeromonas (N: 0.0% vs. T: 1.0%), Campylobacter (N: 0.0% vs. T: 0.8%), Cetobacterium (N: 0.0% vs. T: 0.7%), and Clostridium (N: 0.0% vs. T: 0.5%) were most overrepresented.

The fluctuation and density of population frequencies of Fusobacterium in CRC tumor (and normal adjacent tissue) were evaluated using the two-dimensional kernel density tool (2D-kde). This evaluation was able to reveal a gradual increase of abundance (log10 transformed relative abundance) of the Fusobacterium population from normal to tumor tissue, with a higher density peak of the Fusobacterium population in tumor (Supplementary Figure 5).

Phylum and Genera Abundance in Tumor and Normal Tissues

The analysis of the log2 fold-change values of the differential abundance between tumor and normal tissue showed that the most significantly enriched phylum in CRC samples evaluated were Fusobacteria, Proteobacteria, and Actinobacteria (Figure 1C). The log2 fold-change values distribution of differential abundance between tumor and normal tissue showed that the most enriched genera in CRC is constituted by Cetobacterium, Odoribacter, Fusobacterium, Peptostreptococcus, Campylobacter, Aeromonas, Clostridium, and Parvimonas (Figure 1D); all these genera were identified with a p-value below 0.05, while the genera Pseudomonas, Ruminococcus, Prevotella, Paraprevotella, Leptotrichia, Bacteroides, and Treponema were found depleted in CRC (Supplementary Figure 6).

Fn in Tumor and Normal Tissues

Since Fusobacterium genus was overexpressed in tumor tissue, we further evaluated the presence of a fragment of the 16S ribosomal RNA gene from Fn in tumor and normal adjacent samples.

Firstly, we evaluated tumor tissue of 152 fresh-frozen CRC cases, and in a subset of 57 cases, we also assessed normal adjacent tissue. Fn DNA was detected in 35 (23.0%) of the 152 colorectal carcinoma samples and in 6 (10.5%) of the 57 normal adjacent tissue samples evaluated (Figure 2A; independent two-tailed Mann–Whitney test, p = 0.0370). In the 57 pairs of colorectal carcinoma and normal adjacent tissues, the amount of Fn DNA was significantly higher in colorectal carcinoma tissue than in the normal adjacent tissue, except for one patient with proximal colon, MSI-positive and BRAF mutated tumor, in which the level of Fn DNA was 11.88-fold higher in the normal-adjacent tissue (Figure 2B, paired two-tailed Wilcoxon signed rank test, p = 0.0038).
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FIGURE 2. Relative amount of F. nucleatum in colorectal cancer patients: (A) Fifty seven normal adjacent fresh-frozen tissue samples and 152 colorectal fresh-frozen carcinoma tissue samples. Dot plots represent samples and the dotted line represents the median cut point amount (median = 4.5 × 10−6) around which samples were classified as having high (above median) or low (below median) amount of F. nucleatum. (B) Overrepresentation of F. nucleatum in colorectal carcinoma tissue samples in comparison to normal adjacent tissue in 57 paired cases. Statistical analysis was performed using independent Mann–Whitney test (A) and paired Wilcoxon signed rank test (B). FF, fresh–frozen; NA, normal adjacent.



In the same cases, we further evaluated Fn in FFPE tumor tissue. In the 139 colorectal carcinoma samples available to be tested, Fn DNA was detected in only 8 (5.8%) of cases. There was an absence of correlation between Fn detection between results obtained from fresh-frozen tissue and FFPE samples (Cohen's Kappa test = 0.167; Supplementary Table 2).

The 35 fresh-frozen and eight FFPE CRC cases with detectable Fn DNA were classified using the median cut point amount (fresh-frozen median = 4.5 × 10−6, FFPE median = 6.0 × 10−6) into two groups according to the level of Fn DNA: high (above median) or low (below median) (Supplementary Tables 3, 4).

Association of Fn With Clinical–Pathological and Molecular Features and Patient Survival

Clinical, demographic, and molecular data of the 152 CRC patients evaluated are presented in Table 1. The mean age at diagnostics was 60.63 (±13.7) years and 53.3% of the patients profiled in this cohort were male. Regarding the primary tumor site, most of the tumors were in the distal colon (75.0%), were classified according to tumor stage as T3/T4 (65.1%) and with EII/EIII clinical stage (28.9% of E0/1; 67.1% of EII/EIII; and 3.9% EIV), and were well to moderately differentiated histologically (92.7%) (Table 1). Results of MSI status (21), BRAF mutation (unpublished data), and expression of mismatch-repair proteins MLH1, MSH2, MSH6, and PMS2 (21) were obtained from other studies from our group and are also described in Table 1. Most of the patients were MSI-negative (92.7%), with MLH1, MSH2, MSH6, and PMS2 expression (87.3, 97.8, 99.3, and 88.8%, respectively).


Table 1. Clinical, pathological, and molecular features according to the amount of Fusobacterium nucleatum (Fn) in fresh-frozen colorectal carcinoma tissue.
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The association between clinical, pathological, and molecular characteristics and the levels of Fn DNA detected (high, low, or negative) in fresh-frozen tissue are summarized in Table 1. For FFPE, results are summarized in Supplementary Table 4.

The amount of Fn DNA in fresh-frozen CRC tissue was associated with proximal tumor location (p = 0.001), higher depth of invasion (p = 0.035), poorly differentiated tumors (p = 0.011), MSI-positive (p < 0.0001), BRAF mutated tumors (p < 0.0001), and with the loss of expression of mismatch-repair proteins MLH1 (p < 0.0001), MSH2 (p = 0.003), and PMS2 (p < 0.0001).

Either low, high, or both categories of Fn DNA positivity showed a significant impact on all clinical, pathological, and molecular data tested, as measured by univariate odds ratio (OR) models adjusted by logistic regression (Table 2). In multivariable logistic regression analyses, the amount of tissue Fn DNA was statistically associated with MSI status: Fn-low had an OR of 6.812 (95% CI, 1.544 to 30.051; p = 0.011) for MSI-positive, while Fn-high had an OR of 7.206 (95% CI, 1.769–29.357; p = 0.006). Proximal tumors were also significantly associated with MSI-positive status, with an OR of 16.685 (95% CI, 4.779–58.250; p < 0.0001). For the other variables tested in the univariate analysis, no statistically significant association was observed with tissue Fn DNA in the multivariable analyses.


Table 2. Univariate odds ratio (OR) models adjusted by logistic regression of the impact of the amount of Fusobacterium nucleatum (Fn) in colorectal cancer tissue and clinical, pathological, and molecular data.
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We also performed an OR model adjusted by ordinal logistic regression analysis to assess the impact of MSI status, tumor extension through the wall (T), tumor location, differentiation, status of BRAF mutation, and MLH1, MSH2, and PMS2 protein expression in the amount of tissue Fn DNA. Only T3/T4 tumor stage (OR, 2.81; 95% CI, 1.04–7.55; p for trend 0.028) and MSI-positive (OR, 8.64; 95% CI, 3.33–22.39; p < 0.0001) were associated with the amount of tissue Fn DNA (Table 3).


Table 3. Ordinal logistic regression analysis to assess associations of tumor stage and MSI status with the amount of Fusobacterium nucleatum DNA in colorectal cancer tissue.
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Regarding patient outcome, the presence of Fn DNA in CRC fresh-frozen tissue was associated with shorter cancer-specific survival (69.9 vs. 82.2% at 5 years; log-rank p = 0.028; Figure 3A) and overall survival (63.5% vs. 76.5% at 5 years; log-rank p = 0.037; Figure 3B). Multivariable hazard ratio for cancer-specific mortality in Fn positive cases was 2.255 (95% CI, 1.071–4.747; p = 0.032), and that for overall survival was 2.011 (95% CI, 1.028–3.937; p = 0.041).
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FIGURE 3. Kaplan–Meier curves for colorectal cancer-specific and overall survival according to the detection of Fusobacterium nucleatum (Fn) DNA in colorectal tissue. (A) Five-year cancer-specific survival was of 69.9% for Fn positive and 82.2% for Fn negative (log-rank p = 0.028). (B) Five-year overall survival was of 63.5% for Fn positive and 76.5% for Fn negative (log-rank p = 0.037).



In FFPE CRC tissue, the amount of Fn DNA was associated with proximal tumor location (p = 0.009), MSI-positive (p < 0.0001), BRAF mutated tumors (p = 0.002), and the loss of expression of mismatch-repair proteins MLH1 (p < 0.0001) and PMS2 (p < 0.0001). No further analyses were performed for these cases, as the number of positive cases was very low.

DISCUSSION

The human microbiome represents a complex ecosystem consisting of a large number of microorganisms that interact with the environment and host (27–30) with accumulating evidence showing their potential role in the pathogenesis of various neoplasms including CRC (14, 31–34).

This study firstly unveiled the richness and abundance of the microbial community of colorectal tumor samples in comparison to adjacent normal mucosa through 16S rRNA gene sequencing in a small cohort of Brazilian patients. Beta diversity analyses showed a similar structure of phylogenetic diversity of the bacterial community in CRC when compared to normal tissue from the same patient, and similar results have already been described in other studies (35, 36). However, it also indicated a fine-tuning transition of abundance of specific genera between the healthy microbiome present in normal tissue to potential oncogenic associated bacteria in CRC. Our study identified an increase of Fusobacteria and Proteobacteria phyla in CRC samples, which has been previously associated with dysbiosis, inflammation, and CRC (35). At the family level, the Enterobacteriaceae, Fusobacteriaceae, and Streptococcaceae families were distinctly enriched in CRC. Furthermore, we identified a core of microbiome enriched in CRC constituted by genus Cetobacterium, Odoribacter, Fusobacterium, Peptostreptococcus, Campylobacter, Aeromonas, Clostridium, and Parvimonas. Consistent with our findings, several others studies have reported Fusobacterium enrichment in human CRC tissue in comparison with adjacent normal tissue (37, 38). The combined population frequencies of Fusobacterium coupled to Kernel density analysis revealed a fluctuating variation in abundance of this genus from normal to CRC represented by a rise and peaks of abundance in CRC.

Therefore, despite the complex profile of changes in the balance of the intestinal microbiota, different metagenomic studies have shown an enrichment of the genus Fusobacterium, and most frequently the species Fn in adenomas and colorectal carcinomas in comparison with normal adjacent mucosa samples (18, 24, 37). The potential use of these microbes as non-invasive biomarkers for the detection of CRC has been explored (39, 40). Recently, Dai et al. conducted a comprehensive meta-analysis of shotgun metagenomics on CRC (41). The authors explored changes in gut microbiome that were universal across populations, by combining metagenomic data from 526 samples from Chinese, Austrian, American, German, and French cohorts, and found seven bacteria, including Fn, that were enriched in CRC across these populations. These bacteria were able to accurately classify cases (AUC = 0.80) across the different populations, demonstrating a potential of bacterial markers as robust diagnostic markers across populations (41).

The role of Fn in colonic carcinogenesis has been frequently implicated with progression of advanced colorectal carcinoma, and for this reason, this species has been mostly investigated as a prognostic factor. Previous studies have suggested that this species promotes colon carcinogenesis through the inhibition of proliferation and induction of apoptosis in T cells (18). Other studies revealed that elevated levels of Fn in the colon tissue are inversely correlated with the density of T CD3+ cells and strongly associated with MSI and CPG methylator phenotype (42, 43). Given these complex interactions between these microorganisms, immunity, genetic profile, and CRC, this study evaluated the abundance of Fn in DNA samples from CRC tissue through quantitative PCR, and the association and impact of this species in patient clinical and molecular features.

A recent study conducted a systematic review of all original scientific articles published between 2000 and 2017 investigating Fusobacterium and its relationship with CRC. After reviewing the 90 articles retrieved, the prevalence of Fn DNA in CRC tissue varied between 8.6 and 87.1%. The authors suggest that the wide variability observed could be explained by heterogeneity in study design, sampling, analysis methodology, population, geographic location, or diet (44). A recent study using samples from Brazilian CRC patients detected Fn DNA in 33/43 (76.7%) of CRC samples and also a very high rate of detection of Fn DNA in their paired normal adjacent mucosa (31/43; 72.1%) (45). However, the association between the presence of this bacteria and clinical information was not evaluated in the Brazilian population.

Our study found a prevalence of 23% of Fn DNA in (35/152) fresh-frozen CRC samples and of 10.5% (6/57) in the normal adjacent tissue samples. The presence of Fn in fresh-frozen tumor was associated with key clinical and molecular features of CRC: proximal tumor location, higher depth of invasion, higher clinical stages, poorly differentiated tumors, MSI-positive status, BRAF mutated tumors, and the loss of MMR proteins, here represented by the lack of IHC expression. Besides, either low, high, or both categories of Fn DNA positivity showed a significant impact on all clinical, pathological, and molecular data tested, as measured by univariate odds ratio (OR) models adjusted by logistic regression. In the multivariable model, together with proximal tumors, Fn low or high was associated with MSI-positive status. The presence of Fn was also associated with a higher cancer-specific mortality and lower overall survival. These results agree with findings from previous studies conducted in other populations, suggesting a role of Fn with a subtype of more aggressive CRC and a worse prognosis (42, 43, 46–49).

A much lower rate of positivity for Fn DNA was observed in FFPE samples (5.8%), with a low concordance with fresh-frozen results. Mima et al. previously acknowledged the limitations of using FFPE tissue to detect microorganisms, since routine histopathology procedures such as tissue fixation, paraffin embedding, and storage may influence qPCR assay results (43). Adding to this, it is known that in formalin-fixed tissue, cross-linking of histone-like proteins to DNA or fragmentation/degradation of genomic DNA occurs over time, further decreasing the sensitivity of identifying organisms (50); however, FFPE samples may be the only type of sample available for testing. For this reason, we tested for associations of the presence of Fn DNA in FFPE CRC and clinical and molecular data and found similar results as already reported in previous studies using both fresh-frozen and FFPE (42, 43, 46–49).

Along with the literature, our data reinforce specific organisms as components of a microbiome core present in CRC tissues. We observed that Fn is also found enriched in cohorts of patients from Brazil and that the presence of this bacteria is very likely to contribute to tumor aggressiveness and to a poor prognosis. A more in-depth study of the association between the metabolism of Fusobacterium and CRC can reveal the biological role and involved factors in tumor progression and may lead to personalized treatments.

In conclusion, we believe that tumor classification based on the gut microbiome might provide a promising approach to improve prediction of patient outcome. Despite the average sample size of this study, we were able to validate features of the association between the detection of Fn DNA and CRC carcinogenesis that are already consolidated in other populations. The findings presented here need to be validated in larger cohorts of Brazilian patients to assess if this species can be used as a marker in the Brazilian population, allowing a better management of patient prognostication.

DATA AVAILABILITY

The datasets generated for this study can be found in the BioProject–/PRJNA543496.

AUTHOR CONTRIBUTIONS

AdC participated in study design, processed samples, carried out the microbiome and Fn detection experiments, analyzed the data, and prepared the manuscript. LdM participated in study design, carried out the bioinformatics analysis, and prepared the manuscript. JD processed samples and carried out Fn detection experiments. WdS processed samples, collected clinical data, and carried out the molecular characterization of samples. GB processed samples, collected clinical data, and carried out the molecular characterization of samples. MM performed the histopathological evaluation of all samples. MO performed the statistical analysis. RD collected clinical data. DG participated in study design and coordination. RR participated in study design and coordination and prepared the manuscript. All authors read and approved the final manuscript.

FUNDING

This work was supported by the Barretos Cancer Hospital, Public Ministry of Labor Campinas (Research, Prevention, and Education of Occupational Cancer), and Coordination for the Improvement of Higher Education Personnel (Capes, Brazil).

ACKNOWLEDGMENTS

We thank Prof. Mario Julio Avila Campos (USP, SP, Brazil) for kindly providing DNA aliquots from F. nucleatum subsp. nucleatum Knorr (ATCC 2558) and the Barretos Cancer Hospital Biobank for the processing and DNA extraction of frozen tissue samples.

SUPPLEMENTARY MATERIAL

The Supplementary Material for this article can be found online at: https://www.frontiersin.org/articles/10.3389/fonc.2019.00813/full#supplementary-material

REFERENCES

 1. Bray F, Ferlay J, Soerjomataram I, Siegel RL, Torre LA, Jemal A. Global cancer statistics 2018: GLOBOCAN estimates of incidence and mortality worldwide for 36 cancers in 185 countries. CA Cancer J Clin. (2018) 68:394–424. doi: 10.3322/caac.21492

 2. Kuipers EJ, Grady WM, Lieberman D, Seufferlein T, Sung JJ, Boelens PG, et al. Colorectal cancer. Nat Rev Dis Primers. (2015) 1:15065. doi: 10.1038/nrdp.2015.65

 3. Arnold M, Sierra MS, Laversanne M, Soerjomataram I, Jemal A, Bray F. Global patterns and trends in colorectal cancer incidence and mortality. Gut. (2017) 66:683–91. doi: 10.1136/gutjnl-2015-310912

 4. Ferlay J, Soerjomataram I, Dikshit R, Eser S, Mathers C, Rebelo M, et al. Cancer incidence and mortality worldwide: sources, methods and major patterns in GLOBOCAN 2012. Int J Cancer. (2015) 136:E359–86. doi: 10.1002/ijc.29210

 5. INCA. Estimativa 2018: incidência de câncer no Brasil. Rio de Janeiro: Instituto Nacional de Câncer José Alencar Gomes da Silva; Coordenação de Prevenção e Vigilância (2017).

 6. Oliveira MM, Latorre M, Tanaka LF, Rossi BM, Curado MP. Disparities in colorectal cancer mortality across Brazilian States. Rev Bras Epidemiol. (2018) 21:e180012. doi: 10.1590/1980-549720180012

 7. Souza DL, Jerez-Roig J, Cabral FJ, de Lima JR, Rutalira MK, Costa JA. Colorectal cancer mortality in Brazil: predictions until the year 2025 and cancer control implications. Dis Colon Rectum. (2014) 57:1082–9. doi: 10.1097/DCR.0000000000000186

 8. Sunkara V, Hebert JR. The colorectal cancer mortality-to-incidence ratio as an indicator of global cancer screening and care. Cancer. (2015) 121:1563–9. doi: 10.1002/cncr.29228

 9. Krimpenfort P, Song JY, Proost N, Zevenhoven J, Jonkers J, Berns A. Deleted in colorectal carcinoma suppresses metastasis in p53-deficient mammary tumours. Nature. (2012) 482:538–41. doi: 10.1038/nature10790

 10. Krzystek-Korpacka M, Diakowska D, Kapturkiewicz B, Bebenek M, Gamian A. Profiles of circulating inflammatory cytokines in colorectal cancer (CRC), high cancer risk conditions, and health are distinct. Possible implications for CRC screening and surveillance. Cancer Lett. (2013) 337:107–14. doi: 10.1016/j.canlet.2013.05.033

 11. Lichtenstein P, Holm NV, Verkasalo PK, Iliadou A, Kaprio J, Koskenvuo M, et al. Environmental and heritable factors in the causation of cancer—analyses of cohorts of twins from Sweden, Denmark, and Finland. N Engl J Med. (2000) 343:78–85. doi: 10.1056/NEJM200007133430201

 12. Fearon ER. Molecular genetics of colorectal cancer. Annu Rev Pathol. (2011) 6:479–507. doi: 10.1146/annurev-pathol-011110-130235

 13. Drewes JL, Housseau F, Sears CL. Sporadic colorectal cancer: microbial contributors to disease prevention, development and therapy. Br J Cancer. (2016) 115:273–80. doi: 10.1038/bjc.2016.189

 14. Thomas AM, Manghi P, Asnicar F, Pasolli E, Armanini F, Zolfo M, et al. Metagenomic analysis of colorectal cancer datasets identifies cross-cohort microbial diagnostic signatures and a link with choline degradation. Nat Med. (2019) 25:667–78. doi: 10.1038/s41591-019-0405-7

 15. Cho M, Carter J, Harari S, Pei Z. The interrelationships of the gut microbiome and inflammation in colorectal carcinogenesis. Clin Lab Med. (2014) 34:699–710. doi: 10.1016/j.cll.2014.08.002

 16. Vipperla K, O'Keefe SJ. Diet, microbiota, and dysbiosis: a “recipe” for colorectal cancer. Food Funct. (2016) 7:1731–40. doi: 10.1039/c5fo01276g

 17. Borges-Canha M, Portela-Cidade JP, Dinis-Ribeiro M, Leite-Moreira AF, Pimentel-Nunes P. Role of colonic microbiota in colorectal carcinogenesis: a systematic review. Rev Esp Enferm Dig. (2015) 107:659–71. doi: 10.17235/reed.2015.3830/2015

 18. Kostic AD, Chun E, Robertson L, Glickman JN, Gallini CA, Michaud M, et al. Fusobacterium nucleatum potentiates intestinal tumorigenesis and modulates the tumor-immune microenvironment. Cell Host Microbe. (2013) 14:207–15. doi: 10.1016/j.chom.2013.07.007

 19. Rubinstein MR, Wang X, Liu W, Hao Y, Cai G, Han YW. Fusobacterium nucleatum promotes colorectal carcinogenesis by modulating E-cadherin/beta-catenin signaling via its FadA adhesin. Cell Host Microbe. (2013) 14:195–206. doi: 10.1016/j.chom.2013.07.012

 20. Yang Y, Weng W, Peng J, Hong L, Yang L, Toiyama Y, et al. Fusobacterium nucleatum increases proliferation of colorectal cancer cells and tumor development in mice by activating toll-like receptor 4 signaling to nuclear factor-kappaB, and up-regulating expression of microRNA-21. Gastroenterology. (2017) 152:851–66.e824. doi: 10.1053/j.gastro.2016.11.018

 21. Berardinelli GN, Scapulatempo-Neto C, Duraes R, Antonio de Oliveira M, Guimaraes D, Reis RM. Advantage of HSP110 (T17) marker inclusion for microsatellite instability (MSI) detection in colorectal cancer patients. Oncotarget. (2018) 9:28691–701. doi: 10.18632/oncotarget.25611

 22. Yamane L, Scapulatempo-Neto C, Reis RM, Guimaraes DP. Serrated pathway in colorectal carcinogenesis. World J Gastroenterol. (2014) 20:2634–40. doi: 10.3748/wjg.v20.i10.2634

 23. Caporaso JG, Kuczynski J, Stombaugh J, Bittinger K, Bushman FD, Costello EK, et al. QIIME allows analysis of high-throughput community sequencing data. Nat Methods. (2010) 7:335–6. doi: 10.1038/nmeth.f.303

 24. Castellarin M, Warren RL, Freeman JD, Dreolini L, Krzywinski M, Strauss J, et al. Fusobacterium nucleatum infection is prevalent in human colorectal carcinoma. Genome Res. (2012) 22:299–306. doi: 10.1101/gr.126516.111

 25. Schmittgen TD, Livak KJ. Analyzing real-time PCR data by the comparative C(T) method. Nat Protoc. (2008) 3:1101–8. doi: 10.1038/nprot.2008.73

 26. Yamane LS, Scapulatempo-Neto C, Alvarenga L, Oliveira CZ, Berardinelli GN, Almodova E, et al. KRAS and BRAF mutations and MSI status in precursor lesions of colorectal cancer detected by colonoscopy. Oncol Rep. (2014) 32:1419–26. doi: 10.3892/or.2014.3338

 27. David LA, Maurice CF, Carmody RN, Gootenberg DB, Button JE, Wolfe BE, et al. Diet rapidly and reproducibly alters the human gut microbiome. Nature. (2014) 505:559–63. doi: 10.1038/nature12820

 28. Capurso G, Lahner E. The interaction between smoking, alcohol and the gut microbiome. Best Pract Res Clin Gastroenterol. (2017) 31:579–88. doi: 10.1016/j.bpg.2017.10.006

 29. Feng Q, Chen WD, Wang YD. Gut microbiota: an integral moderator in health and disease. Front Microbiol. (2018) 9:151. doi: 10.3389/fmicb.2018.00151

 30. Ogino S, Nowak JA, Hamada T, Phipps AI, Peters U, Milner DA Jr, et al. Integrative analysis of exogenous, endogenous, tumour and immune factors for precision medicine. Gut. (2018) 67:1168–80. doi: 10.1136/gutjnl-2017-315537

 31. Chen J, Domingue JC, Sears CL. Microbiota dysbiosis in select human cancers: evidence of association and causality. Semin Immunol. (2017) 32:25–34. doi: 10.1016/j.smim.2017.08.001

 32. Gopalakrishnan V, Helmink BA, Spencer CN, Reuben A, Wargo JA. The influence of the gut microbiome on cancer, immunity, and cancer immunotherapy. Cancer Cell. (2018) 33:570–80. doi: 10.1016/j.ccell.2018.03.015

 33. Morgillo F, Dallio M, Della Corte CM, Gravina AG, Viscardi G, Loguercio C, et al. Carcinogenesis as a result of multiple inflammatory and oxidative hits: a comprehensive review from tumor microenvironment to gut microbiota. Neoplasia. (2018) 20:721–33. doi: 10.1016/j.neo.2018.05.002

 34. Rajpoot M, Sharma AK, Sharma A, Gupta GK. Understanding the microbiome: emerging biomarkers for exploiting the microbiota for personalized medicine against cancer. Semin Cancer Biol. (2018) 52(Pt 1):1–8. doi: 10.1016/j.semcancer.2018.02.003

 35. Gao Z, Guo B, Gao R, Zhu Q, Qin H. Microbiota disbiosis is associated with colorectal cancer. Front Microbiol. (2015) 6:20. doi: 10.3389/fmicb.2015.00020

 36. Russo E, Bacci G, Chiellini C, Fagorzi C, Niccolai E, Taddei A, et al. Preliminary comparison of oral and intestinal human microbiota in patients with colorectal cancer: a pilot study. Front Microbiol. (2017) 8:2699. doi: 10.3389/fmicb.2017.02699

 37. Kostic AD, Gevers D, Pedamallu CS, Michaud M, Duke F, Earl AM, et al. Genomic analysis identifies association of Fusobacterium with colorectal carcinoma. Genome Res. (2012) 22:292–8. doi: 10.1101/gr.126573.111

 38. Repass J, Iorns E, Denis A, Williams SR, Perfito N, Errington TM. Replication Study: Fusobacterium nucleatum infection is prevalent in human colorectal carcinoma. Elife. (2018) 7:e25801. doi: 10.7554/eLife.25801

 39. Liang Q, Chiu J, Chen Y, Huang Y, Higashimori A, Fang J, et al. Fecal bacteria act as novel biomarkers for noninvasive diagnosis of colorectal cancer. Clin Cancer Res. (2017) 23:2061–70. doi: 10.1158/1078-0432.CCR-16-1599

 40. Wong SH, Kwong TNY, Chow TC, Luk AKC, Dai RZW, Nakatsu G, et al. Quantitation of faecal Fusobacterium improves faecal immunochemical test in detecting advanced colorectal neoplasia. Gut. (2017) 66:1441–8. doi: 10.1136/gutjnl-2016-312766

 41. Dai Z, Coker OO, Nakatsu G, Wu WKK, Zhao L, Chen Z, et al. Multi-cohort analysis of colorectal cancer metagenome identified altered bacteria across populations and universal bacterial markers. Microbiome. (2018) 6:70. doi: 10.1186/s40168-018-0451-2

 42. Tahara T, Yamamoto E, Suzuki H, Maruyama R, Chung W, Garriga J, et al. Fusobacterium in colonic flora and molecular features of colorectal carcinoma. Cancer Res. (2014) 74:1311–8. doi: 10.1158/0008-5472.CAN-13-1865

 43. Mima K, Sukawa Y, Nishihara R, Qian ZR, Yamauchi M, Inamura K, et al. Fusobacterium nucleatum and T cells in colorectal carcinoma. JAMA Oncol. (2015) 1:653–61. doi: 10.1001/jamaoncol.2015.1377

 44. Hussan H, Clinton SK, Roberts K, Bailey MT. Fusobacterium's link to colorectal neoplasia sequenced: a systematic review and future insights. World J Gastroenterol. (2017) 23:8626–50. doi: 10.3748/wjg.v23.i48.8626

 45. Proenca MA, Biselli JM, Succi M, Severino FE, Berardinelli GN, Caetano A, et al. Relationship between Fusobacterium nucleatum, inflammatory mediators and microRNAs in colorectal carcinogenesis. World J Gastroenterol. (2018) 24:5351–65. doi: 10.3748/wjg.v24.i47.5351

 46. Ito M, Kanno S, Nosho K, Sukawa Y, Mitsuhashi K, Kurihara H, et al. Association of Fusobacterium nucleatum with clinical and molecular features in colorectal serrated pathway. Int J Cancer. (2015) 137:1258–68. doi: 10.1002/ijc.29488

 47. Mima K, Nishihara R, Qian ZR, Cao Y, Sukawa Y, Nowak JA, et al. Fusobacterium nucleatum in colorectal carcinoma tissue and patient prognosis. Gut. (2016) 65:1973–80. doi: 10.1136/gutjnl-2015-310101

 48. Nosho K, Sukawa Y, Adachi Y, Ito M, Mitsuhashi K, Kurihara H, et al. Association of Fusobacterium nucleatum with immunity and molecular alterations in colorectal cancer. World J Gastroenterol. (2016) 22:557–66. doi: 10.3748/wjg.v22.i2.557

 49. Park HE, Kim JH, Cho NY, Lee HS, Kang GH. Intratumoral Fusobacterium nucleatum abundance correlates with macrophage infiltration and CDKN2A methylation in microsatellite-unstable colorectal carcinoma. Virchows Arch. (2017) 471:329–36. doi: 10.1007/s00428-017-2171-6

 50. Imrit K, Goldfischer M, Wang J, Green J, Levine J, Lombardo J, et al. Identification of bacteria in formalin-fixed, paraffin-embedded heart valve tissue via 16S rRNA gene nucleotide sequencing. J Clin Microbiol. (2006) 44:2609–11. doi: 10.1128/JCM.00572-06

Conflict of Interest Statement: The authors declare that the research was conducted in the absence of any commercial or financial relationships that could be construed as a potential conflict of interest.

Copyright © 2019 de Carvalho, de Mattos Pereira, Datorre, dos Santos, Berardinelli, Matsushita, Oliveira, Durães, Guimarães and Reis. This is an open-access article distributed under the terms of the Creative Commons Attribution License (CC BY). The use, distribution or reproduction in other forums is permitted, provided the original author(s) and the copyright owner(s) are credited and that the original publication in this journal is cited, in accordance with accepted academic practice. No use, distribution or reproduction is permitted which does not comply with these terms.

OPS/images/fonc-09-00813-t002.jpg
Variables Univariable OR (95% Cl)

Proximal vs. distal colon

Fn-negative 1 (reference)
F-low 3.20(1.27-9.38)
Fi-high 5.71(2.01-162)
T3/T4 vs. Tis/T1/T2
Fn-negative 1 (reference)
Fn-low 5.04 (1.10-23.05)
Fn-high 2.35(0.73-7.68)
Poor vs. well to moderate
Fn-negative 1 (reference)
Fr-low Not evaluated
Fi-high 5.24(1.34-20.5)
MSI-positive vs. MSl-negative?
Fn-negative 1 (reference)
Fi-low 857 (2.45-30.05)
Fi-high 12,57 (3.77-41.88)
Mutated vs. wild type BRAFS
Fn-negative 1 (reference)
Fn-low 8.07 (1.48-43.92)
F-high 14.49 (3.10-67.72)
Negative vs. positive MLH1#
Fn-negative 1 (reference)
F-low 12.63 (3.01-52.94)
Fn-high 17.68 (4.56-68.50)
Negative vs. positive MSH2*
Fn-negative 1 (reference)
Fi-low 19.09 (1.60-227.86)
Fn-high Not evaluated
Negative vs. positive PMS2¥
Fn-negative 1 (reference)
Fi-low 11.33 (2.41-63.10)
Fn-high 22.31(6.37-92.65)

p-value

0.034
0.001

0037
0.163

Not evaluated
0.017

0.001
<0.0001

0016
0.0001

0.001
<0.0001

0.02
Not evaluated

0.002
<0.0001

M, microsatellte instabilty; Ci, confidence interval; O, odds ratio. *Previously reported

by Berardinelli et al. (21); Sunpublished data.





OPS/images/fonc-09-00813-t003.jpg
Variables Odds ratio (95% Cl)  p-value

Fn-negative vs. Fn-low vs. Fn-high
Tumor stage (T3/T4 vs. Tis/T1/T2) 281 (1.04-7.55) 0028
MS! (MSl-positive vs. MSI-negative)’  8.64 (3.33-22.39) <0.0001

MSI, microsatelite instabilty; Cl, confidence interval. * Previously reported by Berarciieli
etal (21).





OPS/images/fonc-09-00813-g003.gif





OPS/images/fonc-09-00813-t001.jpg
Variables

Mean age (years) £ SD
Gender
Fermale
Male
Tumor location
Proximal colon
Distal colon or rectum
Tumor (T)
Tis/T1m2
T3/T4 (ab)
Clinical stage
E0/
E
EV
Tumor differentiation
Well to moderate
Poor
M status®
MSl-negative
MSk-positive
BRAF mutation®
Mutant
Wild type
MLH1 protein expression*
Positive
Negative
MSH2 protein expression®
Positive
Negative
MSH protein expression’
Positive
Negative
PMS2 protein expression

#

Positive
Negative

Al cases, n (%)

60.63 + 13.7

7146.7)
81(533)

38(25.0)
114 (75.0)

53(34.9)
99 (65.1)

44(28.9)
102 (67.1)
6(3.9

139 (92.7)
1073

181 (86.2)
21(138)

107.3)
140 (92.7)

117 (87.3)
17 (12.7)

131 (97.8)
3(22)

133 (99.9)
10.7)

119 (88.8)
15(11.2)

Fn-neg, n (%),n =117

53(45.3)
64 (54.7)

21(17.9)
96 (82.1)

47 (40.2)
70(59.8)

39(333)
74(63.2)
4(3.4)

110 (94.0)
760

110(94.0)
760

3(26)
113 (97.4)

101 (95.3)
5(4.7)

105 (99.1)
109

105 (99.1)
109

102 (96.2)
438)

Amount of Fn in tumor tissue (n = 152)

Fn-low, n (%), n =17

7(@1.2)
10(68.8)

7(412)
10(58.8)

2(11.8)
15(83.2)

2(11.8)
13 (76.5)
2(11.8)

17 (100.0)
0(0.0)

11(64.7)
6(35.3)

3(17.6)
13 (76.5)

8(61.5)
5(385)

11(84.6)
2(15.4)

13 (100.0)
0(0.0)

9(69.2)
4(308)

Fn-high, n (%), n = 18

11(61.1)
7(889)

10(55.6)
8(44.4)

4(222)
14(77.8)

2(16.7)
15(83.9)
0(0.0)

12 (75.0)
4(250)

10(55.6)
8(44.4)

5(7.8)
14(77.8)

8(53.9)
7(6.7)

11(84.6)
2(15.4)

15(100.0)
0(0.0)

8(53.3)
7(46.7)

p-valuet

0.406

0.001

0.035

0.089

0.011

<0.0001

<0.0001

<0.0001

0.003

0.875

<0.0001

Percentage indicates the proportion of cases with a specific cinical, pathological, or molecular variable according to the amount of F. nucleatum DNA in colorectal cancer tissue.  To
assess associations between the ordinal categories (negative, low, and high) of the amount of F. nucleatum DNA in colorectal cancer tissue and categorical variables, Fisher’s exact test
was performed. *Previously reported by Berardineli et al. (21); SUnpublished data; MSI, microsateliite instability.





OPS/images/fonc-09-00813-g001.gif





OPS/images/fonc-09-00813-g002.gif





OPS/images/cover.jpg
, frontiers
in Oncology

Microbiota Profile and Impact of
Fusobacterium nucleatum in
Colorectal Cancer Patients of

Barretos Cancer Hospital









OPS/images/crossmark.jpg
©

2

i

|





OPS/images/logo.jpg
, frontiers
in Oncology





