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Abstract

Early screening for colorectal cancer (CRC) holds the
key to combat and control the increasing global bur-
den of CRC morbidity and mortality. However, the
current available screening modalities are severely in-
adequate because of their high cost and cumbersome
preparatory procedures that ultimately lead to a low
participation rate. People simply do not like to have
colonoscopies. It would be ideal, therefore, to develop
an alternative modality based on blood biomarkers as
the first line screening test. This will allow for the dif-
ferentiation of the general population from high risk
individuals. Colonoscopy would then become the sec-
ondary test, to further screen the high risk segment
of the population. This will encourage participation
and therefore help to reach the goal of early detection
and thereby reduce the anticipated increasing global
CRC incidence rate. A blood-based screening test is an
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appealing alternative as it is non-invasive and poses
minimal risk to patients. It is easy to perform, can be
repeated at shorter intervals, and therefore would like-
ly lead to a much higher participation rate. This review
surveys various blood-based test strategies currently
under investigation, discusses the potency of what is
available, and assesses how new technology may con-
tribute to future test design.

© 2014 Baishideng Publishing Group Co., Limited. All rights
reserved.

Key words: Colorectal neoplasms; Early detection of
cancer; Colonoscopy; Biological markers; Blood; Mes-
senger RNA; MicroRNA; Long non-coding RNA; DNA
methylation; Microsatellite instability; Loss of heterozy-
gosity; High-throughput nucleotide sequencing; Mass
spectrometry; Real-time polymerase chain reaction;
Microarray analysis

Core tip: Current colorectal cancer screening modalities
are severely inadequate for global application because
of high costs and a low participation rate. The alterna-
tive is to develop a blood-based screening test based
on biomarkers which can replace colonoscopy as a
first-line screening tool. The blood-based test should
identify the high risk population, which will then be fol-
lowed by colonoscopy as a secondary test. This review
surveys the various experimental approaches and latest
research into ideal biomarkers for the initial screening
test, the pros and cons of each method and their po-
tential to lead to a future screening test.

Ganepola GAP, Nizin J, Rutledge JR, Chang DH. Use of blood-
based biomarkers for early diagnosis and surveillance of colorec-
tal cancer. World J Gastrointest Oncol 2014; 6(4): 83-97 Available
from: URL: http://www.wjgnet.com/1948-5204/full/v6/i4/83 .htm
DOI: http://dx.doi.org/10.4251/wjgo.v6.i4.83
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INTRODUCTION

Colorectal cancer (CRC) is the third most common
cancer and fourth most common cause of cancer death
in the world". It is anticipated that as global communi-
ties become more developed and the world population
ages, the morbidity and mortality rates due to CRC will
increase substantiallym. Although a number of eatly de-
tection screening modalities have been used extensively
in developed nations to lower the incidence and mortal-
ity rate, their overall high cost and low participation rate
render them to be ineffective in controlling CRC on the
global scale. Therefore, an alternative first line screen-
ing modality that has high sensitivity, high specificity, is
relatively inexpensive and easily implemented, is urgently
needed to help reduce the expected increase in global
CRC burden. The main purpose of this review is to
investigate the potential application of blood-based bio-
markers in early diagnosis and surveillance of CRC cases.

URGENT NEED FOR A NEW CRC
SCREENING MODALITY

Cancer is the leading cause of death in countries with a
very high human development index and is poised to be-
come a major cause of morbidity and mortality in every
region of the world in the next few decades”. The Unit-
ed Nations has forecasted that the global population will
reach 7.2 billion by July 2013, but population growth will
slow in the next few decades, reaching 9.6 billion in 2050
and 10.9 billion in 2100 according to the medium-variant
projection'”. The United Nations report further delineat-
ed that the population growth will trend toward a balance
between declining fertility rate and increasing population
longevity. The increase in the aged population is expected
to translate into an increasing global burden of cancer
incidence™. In particular, it is anticipated that when the
global population as a whole becomes more developed
through rapid societal and economic changes, infection-
related cancers (i.e., cervical, stomach and liver cancers)
will continue to decline but will be replaced with an in-
creasing number of cancers associated with reproductive,
dietary, and hormonal factors (z.e., breast, colorectal, lung,
and prostate cancers) as is typically found in high human
development index regions.

Therefore, it is crucial to develop an eatly diagnostic
modality for CRC that can be adaptable, economical, and
implemented en masse by the global community.

Current screening options and their pros and cons

In the United States, CRC is the third most common
cancer diagnosed among men and women and the sec-
ond leading cause of cancer death with the estimation of
142280 new cases and 50830 deaths in 2013, The five-
year survival rate is 90% for cancer found localized or
confined to the bowel wall, 70% for cancer with lymph
node involvement, and 10% for cancer that has metasta-
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sized. Cleatly, these numbers demonstrate that screening
and early detection would lead to better survival, prog-
nosis, treatment options, and hence quality of life. In
1980, the American Cancer Society (ACS) issued a formal
guideline for CRC screening in average-risk adults, includ-
ing an annual digital rectal exam and stool guaiac slide
test in addition to the performance of a sigmoidoscopy
every three to five years'”. Since the guideline was issued,
the cancer morbidity and mortality rates, which peaked
around 1985 in the United States, have been in steady
decline”. Tt is conceivable that the decline of CRC rates
is at least partially attributable to the implementation of
early screening and surveillance programs'™.

As of 2008, the basic screening modalities remain re-
markably similar to those used in 1980 when the original
guideline was issued, even when taking into account the
development of newer technology in subsequent years'”.
In general, ACS, American College of Radiology (ACR),
and the United States Preventive Services Task Force
(USPSTE)" all agree on and emphasize the importance
of CRC screening[s’m’lz]. The recommended CRC screen-
ing modalities can be roughly divided into two different
categories: fecal tests and direct structural exams.

The fecal tests are essentially “blood in the stool”
tests. They can be performed using either a hemoglobin
test [the guaiac-based Fecal Occult Blood Test (gFOBT))]
or a newer and more sensitive version of an antibody-
based globin test, known as the immunochemical FOBT
or Fecal Immunochemical Test (FTT)". In general, the
gFOBT test is a non-invasive, inexpensive and easily ap-
plicable screening test which patients can readily perform
in the comfort of their own home. Specimens from a
FIT must be submitted to a laboratory for testing. The fe-
cal tests help to reduce the risk of CRC death but has no
effect on all-cause mortality"”, They are not specific tests
for CRC markers, and if found positive, the presence of
CRC must still be confirmed by a direct structural exam
such as colonoscopy or imaging procedures“sj. The fecal
tests have high false positive rate for detecting CRC as
gastrointestinal bleeding may occur in other conditions
like colitis and hemorrhoids"*"". This, therefore, increas-
es the burden of unnecessary colonoscopies and anxiety
among patientsmj. It also may not detect precancerous
lesions or early stage adenomas as bleeding may not be
readily detectable in the presence of these conditions™*",
Regarding the fecal tests in general, the opportunity for
CRC prevention is both limited and incidental and they
are therefore not recommended as the solo screening test
for CRC".

Direct structural exams include endoscopic proce-
dures, such as flexible sigmoidoscopy and colonoscopy,
and imaging procedures, such as double-contrast barium
enema and computed tomographic colonography. In
general, both flexible sigmoidoscopy and colonoscopy
are invasive procedures using a colonoscope. Sigmoid-
oscopy is a small-scale colonoscopy which can be per-
formed with a simple preparation without sedation, and
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is used to examine the lower half of the colon lumen as
opposed to the entite colon. The complete colonoscopy
allows direct mucosal inspection of the entire colon from
the appendiceal orifice to the dentate line. Same-session
biopsy sampling or definitive treatment by polypectomy
in the case of precancerous polyps and some carly-stage
cancers can also be performed. The double-contrast
barium enema and computed tomographic colonography
are both imaging examinations of the colon in its entirety
and are either noninvasive or minimally invasive. Howev-
er, although they allow for complete examination of the
colon, there is no opportunity for biopsy or polypectomy
and must therefore be followed up by therapeutic colo-
noscopy when polyps ate found.

Inadequacy of colonoscopy

In the United States, colonoscopy has become the gold
standard of CRC screening. It is one of the critical
screening procedures recommended by ACS, ACR, and
USPSTE, and it is also recommended by the Ametican
College of Gastroenterology as the preferred screen-
ing test™. The principal benefit of colonoscopy is that
it allows for a full structural examination of the colon
and rectum in a single session and for the detection of
colorectal polyps and cancers accompanied by biopsy
or polypectomy. Therefore, it has been performed with
much higher frequency than all other procedures[ZS].

However, even in the United States where the tech-
nology and procedure are widely available, the colorectal
screening participation is still low among average-risk
adults in the range of 29.8% to 55.2%"". The participa-
tion rate is also surprisingly low at 40% for people at
increased risk of CRC*?’, The majority of United States
adults are not receiving regular age- and risk-appropriate
screening due to concerns of cost, risk, and the discom-
fort and cumbersome preparation associated with the
procedure™ . The same is true in other European and
Asian nations™"?,

Although colonoscopy is the most effective screening
method for CRC, there are vatious reported risks asso-
ciated with the procedure, including bleeding (1.64 per
1000 patients), perforation (0.85 per 1000), death (0.074
per 1000), missed adenoma (6%-12%), and missed cancer
(5%)". The observed rate of missed polyps and/or can-
cer are largely due to variations in polyp size and other
factors such as sub-optimal bowel preparation, experience
of the endoscopists, and patient anatomical variations”"
When it is taken into consideration that the guideline for
the average-risk adult is to undergo colonoscopy every
10 years beginning at age 5012 coupled with the rate of
missed polyps being between 6% and 12%, there is still
risk of developing CRC even when regular colonoscopy
screening guidelines are followed.

Importance of an alternative screening method for CRC
The goals of any test are to detect disease eatly, improve
duration and quality of life, reduce mortality and/or mor-
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bidity, and augment patient participation for that disease
process-all at a very low risk and cost. To this end, the
current CRC screening modality based on colonoscopy
is severely inadequate. Despite all of the benefits that
colonoscopy can offer as a screening procedure for CRC,
concerns about its cost, risks, cuambersome preparatory
procedure, and willingness of the general public to par-
ticipate seriously compromise its effect in undermining
the global CRC burden™",

In an ideal world, the first line screening should be
performed to identify a high risk segment of the popula-
tion and then use a more extensive test (colonoscopy) on
this sub group to reduce incidence of advanced diseases.
In other words, it is crucial for the first line screening
program to separate the following three entities: the gen-
eral population (average risk), high risk group, and cancer
group. Despite its non-specific nature, the simple FIT,
when coupled with colonoscopy, has helped to dramati-
cally reduce cancer incidence and number of deaths - In
100000 average risk patients, this screening has helped
to reduce the number of cancer cases from 4875 to
1393, and number of cancer deaths from 1782 to 457"
Therefore, a more effective and sensitive blood-based
biomarker test, supported by evidence from larger studies
with solid results, can readily replace the stool-based test.

In order to establish a screening test, it must be
evaluated for the following elements: frequency of per-
formance, risk of complications, limitations, and false
positive and negative rates. A blood-based test could be
ideally used as a first line screening if all these elements
were reliably determined and optimized. Colonoscopy
would then become the secondary test, not the primary
one. There will be greater willingness, by physicians and
patients alike, to perform a blood test every several years
than to justify the bowel prepatration and complications
of colonoscopy every 5-10 years.

BLOOD-BASED BIOMARKER FOR
SCREENING CRC

Blood vessels are the human body’s internal superhigh-
ways, for transporting nutrients to all cells in the body
and carrying away waste products to avoid toxin buildup.
Furthermore, they are also the body’s chief communica-
tion channel into which signaling molecules such as hor-
mones and cytokines are secreted and released in order
to regulate a cascade of effector cell functions on distant
sites. It would be ideal, therefore, to take advantage of
this superhighway, with all of its abundant signaling mol-
ecules, to gauge a patient’s health status.

The idea of a blood-based molecular test is appealing
because the specimens can be obtained readily in a non-
invasive manner, and it can be easily performed for any
patient with minimal risk. If it were available, a blood-
based test for CRC would reduce the overall cost, risk,
and low patient participation issues that are typically as-
sociated with colonoscopym. The key to developing a
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useful blood-based molecular test is to find specific mo-
lecular indicators in the blood that are sensitive and spe-
cific for the detection of CRC. These indicators can be
present in plasma or serum, and any form of molecules,
including RNA, DNA, and proteinl40’44j.

Recent advances in the development of molecular
diagnostic technology have allowed an expanding list of
potential new screening modalities based on blood speci-
mens to emerge. The available technologies, their current
status, and their potential application will be discussed in
further detail below.

Circulating RNA markers

RNA was originally thought to be highly labile, easily
degradable, and therefore not likely to be stable or de-
tectable outside of the protective cellular environment.
However, numerous recent studies have shown that RNA
are actually stable outside of cells"**, and all species of
RNA, including both coding messenger RNA (mRNA) el
and non-coding RNA, which includes microRNA (miR-
NA) and long non-coding RNA (IncRNA)*™* | can be
extracted and detected in the circulating blood plasma,
serum, and other bodily fluids™ . Furthermore, RNA
expression is highly regulated in normal state but be-
comes increasingly dysregulated in a pathological state
such as cancer™). Therefore, numerous studies have
focused on profiling RNA expression, which may corre-
spond to cancer state, and finding the indicator biomark-

[54-57]
ers for cancers .

mRNA markers

Various research groups have investigated the potential
use of circulating mRNA as markers for cancer. The
general experimental strategy is to employ microarray
technology for mRNA expression profiling, which is then
followed by validation using real time quantitative reverse
transcription polymerase chain reaction (RT-qPCR). The
specimens used are either mRNA extracted directly from
blood serum/plasma or from peripheral blood cells”™.
Kopreski e a/*”" demonstrated the possibility of detect-
ing tumor mRINA, tyrosinase, in the serum of malignant
melanoma patients although the result remains contro-
versial ™. Tsouma ez a/*” extracted RNA from peripheral
blood cells and used the multiplex RT-qPCR technology
to determine the expression of three transcripts (carcino-
embryonic antigen, cytokeratin 20 and epidermal growth
factor receptor) to determine the disease stage and overall
survival of CRC patients. DePrimo ef al’" and Twine e
al™ performed microarray-based mRNA expression pro-
filing in peripheral blood mononuclear cells in 2003 and
proposed some potential markers. However, this research
generally remained at a proof-of-concept or pilot study
stage, and further follow-up study has been sparse as the
strategy they originally employed is now gradually being
replaced by the new technology of Next Generation Se-
quencing (NGS), which will be discussed in more detail
later.
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ColonSentry as CRC screening or risk-assessment test?
Marshall e /" from GeneNews Ltd. developed a blood-
based test using a seven-gene biomarker panel (ANXA3,
CLEC4D, LMNBT1, PRRG4, TNFEAIP6, I"NNT and
II.2RB) testing RNA extracted from peripheral blood
cells. This seven-gene panel was derived from a 196-gene
expression profile using 112 CRC patients (including
those with stage I, II, I, and IV disease) and 120 con-
trols. The panel was confirmed using 202 CRC patients
(from all stages) and 208 controls, all from the Canadian
population. They reported a sensitivity of 72% and speci-
ficity of 70% for this initial study. Then, they validated
the seven-gene profile using 99 CRC patients (presum-
ably from all stages) and 111 controls from the Malaysian
population and reported 61% sensitivity and 77% speci-
ficity™Y. The researchers further validated their panel with
an even larger population of 314 CRC patients (from all
stages) and 328 controls from Canada and the United
States, and they reported a sensitivity of 78% and speci-
ficity of 66%*. GeneNews now offers the ColonSentry
test, presumably based on this seven-gene profile, as the
world’s first commercially available blood test for colon
cancer screening, which is licensed to Enzo Clinical Labs
of Enzo Biochem for the United States matket. The test
has recently been approved by the New York State De-
partment of Health as a test to determine a person’s risk
of having CRC",

The ColonSentry molecular diagnostic test is market-
ed as a risk assessment tool rather than a cancer detection
test. Although the experimental design for this seven-
gene profile appeared to focus on identifying a pan-CRC
marker panel when it profiled and validated a total of
727 CRC patients from all stages (estimated to be 30%
stage 1, 30% stage II, 30% stage I, and 10% stage IV),
there is no mention of any study on high risk individuals,
advanced adenomas (AA), or patients with colon polyps
that ultimately turned cancerous. It is therefore unclear
how a set of pan-CRC markers for all CRC stages can be
marketed as a risk assessment test. In any case, the test is
considered experimental and investigational with many
independent experts still questioning its effectiveness.

MiRNA as blood-based cancer markers

MiRNA are small non-coding RNA about 18-25 nucleo-
tides in size'”. A large body of publications indicates that
miRINA regulate gene expression at the post-translational
level in almost every biological event and play important
roles in tumorigenesis, cancer development, migration
and metastasis'®. The differential expression of miRNA
has been related to various cancers™, and efforts have
been made to profile the global and circulating miRNA
expression patterns associated with various cancers, in-
cluding breast cancer', lung cancer'", lymphoma'™,

73 . 74,75
Pl and pancreatic cancer™",

ovarian cancer
For CRC, studies have accumulated over the past five
years that focus on profiling circulating blood plasma or

serum miRNA and validating the findings with RT-qP-

April 15,2014 | Volume 6 | Issue 4 |



Ganepola GAP et a/. Blood-based biomarkers for colorectal cancer

CR. Ng ¢ al™ was the first group to profile 95 miRINA
using a real-time PCR-based array on 5 CRC patients
and 5 controls (presumably from the Chinese population
in Hong Kong) and to validate the results with 90 CRC
patients and 50 healthy controls. They identified miR-
17-3p and miR-92 to be elevated significantly in CRC
patients with 89% sensitivity and 70% specificity. Wang e#
al™ profiled 742 miRNA using a miRNA microarray on
10 CRC patients and 10 normal controls from the Chi-
nese population and validated the results with 90 CRC
patients, 43 AA patients, and 58 healthy donors. They
found miR-601 and miR-760 to be decteased in both
CRC and AA patients when compared to healthy controls
with 83.3% sensitivity and 69.1% specificity. Girdldez ez
al™ performed a genome-wide profiling of 743 miRNA
using a miRNA microarray on 21 CRC patients, 20 AA
patients, and 20 healthy controls from the Spanish popu-
lation, and they validated the findings using RT-qPCR
with 42 CRC patients, 40 AA patients, and 53 controls.
They identified a six-miRNA panel (miR-15b, miR-18a,
miR-19a, miR-19b, miR-29a, and miR-335) as being able
to differentiate CRC patients from healthy individuals
with 78.57% sensitivity and 79.25% specificity, and miR-
18a could also differentiate AA patients from healthy
individuals with both 80% sensitivity and specificity.
Luo e al™ used a TagMan MiRNA array to profile 667
miRNAs on 50 CRC patients and 50 controls from the
German population and validated the results with new
cohorts of 80 CRC patients compared to 144 controls
and 50 AA patients compared to 50 controls. They iden-
tified nine miRNA (miR-18a, miR-20a, miR-21, miR-29a,
miR-92a, miR-106b, miR-133a, miR-143, and miR145) to
be differentially expressed in CRC patients and controls
with the area under the accompanying receiver operating
characteristic curve reported to be 0.745. The panel of
miRNA did not, however, differentiate AA patients from
the controls. Kanaan ¢ a/™ screened for 380 miRNA us-
ing microfluidic TaqMan array technology on 20 CRC pa-
tients, 9 AA patients (referred to as colorectal adenomas),
and 12 healthy donors of mixed racial background in
the United States. They then validated the findings with
a new cohort of 45 CRC patients, 16 AA patients, and
26 healthy controls; they derived an eight-miRNA panel
(miR-15b, miR-17, miR-142-3p, miR-195, miR-331, miR-
532-5p and 532-3p, and miR-652) that can distinguish
AA patients from controls with 88% sensitivity and 64%
specificity, and a three-miRNA panel (miR-431, miR-15b,
and miR-139-3p) to differentiate stage IV CRC patients
from controls with 93% sensitivity and 74% specificity.
Ahmed e al®" performed a profiling using miRNA mi-
croarray chips covering miRNA based on the published
miRBase v17 list (presumed to be 1733 human miRNA)
and validated their results using TagMan RT-qPCR to
analyze a panel of miRNA expression both in CRC pa-
tient plasma and tissues. They found nine miRNA (miR-7,
miR-17-3p, miR-20a, miR-21, miR-92a, miR-96, miR-183,
miR-196a and miR-214) to have increased expression and
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six miRNA (miR-124, miR-127-3p, miR-138, miR-143,
miR-146a, and miR-222) to have reduced expression in
both CRC patient plasma and tissues with 90% sensitivity
and 95% specificity.

A few studies selected their miRNA markers based on
published literature and re-confirmed the results with RT-
qPCR assays. Huang ez al® measured the levels of twelve
miRNAs (miR-17-3p, -25, -29a, -92a, -134, -146a, -181d,
-191, -221, -222, -223, and -3202) studied in the literature
in 120 CRC patients, 37 AA patients, and 59 healthy con-
trols from the Chinese population, and they confirmed
miR-29a and miR-92a as potential indicators for CRC
with 83% sensitivity and 84.7% specificity. Similatly, Liu
et al* measured the levels of five miRNAs (miR-18a,
-21, -31, -92a, and -106a) in serum samples from 200
CRC patients, 50 AA patients, and 80 healthy controls
from the Chinese population and identified miR-92a
along with miR-21 to be both significantly higher in CRC
patients with 68% sensitivity and 91.2% specificity. Pu ez
al® measured miRNA expression levels of three target
miRNAs (miR-21, -221, and -222) in 103 CRC patients
and 37 controls from the Chinese population and found
elevated expression of miR-221 in CRC patients with
86% sensitivity and 41% specificity. Wang ez al®™ screened
three miRNAs (miR-29a, -92a, and -17-3p) in 38 meta-
static CRC and 36 primary CRC patients, assumed to be
from the Chinese population, but did not utilize healthy
controls. They found miR-29a to be higher in CRC pa-
tients with liver metastases than in primary CRC patients
with sensitivity and specificity of 75%, and hence miR-
29a may be useful in discriminating metastatic from non-
metastatic CRC patients. Cheng ¢z a/*” screened three
miRNAs (miR-21, -92, and -141) using a cohort of 102
CRC patients and an age-matched cohort of healthy
donors of mixed racial background from the United
States population, validated their findings using 156 CRC
patients and matched controls from the Chinese popu-
lation, and found miR-141 to be higher in cases of ad-
vanced CRC (stage IV) with 90.9% sensitivity and 77.1%
specificity.

As summarized in Table 1, there are a total of 38
miRINA that have been studied and proposed as potential
biomatkers for CRC in the publications discussed above.
In general, most of these studies focused on early stage
CRC patients while some also included borderline AA
patients. When pooling from all the studies mentioned
here, sensitivities in the range of 68%-91% were re-
ported, but the majority (in 9 out of 12 cases) observed
sensitivities in the 83%-91% range. Reported specificities
were in the range of 41%-95%, but the majority (also
in 9 out of 12 cases) were in the 70%-95% range. Some
miRNA, including miR-15b, miR-17-3p, miR-18a, miR-
20a, miR-21, miR-29a, and miR-92a, have been proposed
by more than one group of investigators. One unique
miRNA, miR-21, might actually be a useful pan-cancer
marker as it is similarly up regulated in other cancers’ .
However, most of these studies have not yet been evalu-
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Table 1 Potential blood microRNA markers

MiRNA AA? Ref.
Upregulated in primary CRC
miR-7 [81]
miR-15b \ [78,80]
miR-17-5p y [80]
miR-17-3p [76,81]
miR-18a v [78,79]
miR-19a [78]
miR-19b [78]
miR-20a [79,81]
miR-21 [79,81,83,87,160-163]
miR-29a [78,79,82]
miR-92a [76,79,81-83]
miR-96 [81]
miR-106b [79]
miR-133a [79]
miR-142-3p v [80]
miR-143 [79]
miR-145 [79]
miR-183 [81]
miR-195 v [80]
miR-196a [81]
miR-214 [81]
miR-221 [84]
miR-331 R [80]
miR-335 [78]
miR-532-5p R [80]
miR-532-3p v [80]
miR-652 \ [80]
miR-1246 [164]
Upregulated in metastatic CRC
miR-15b v [80]
miR-29a [85]
miR-139-3p [80]
miR-141 [86]
miR-431 [80]
Downregulated in primary CRC
miR-124 [81]
miR-127-3p [81]
miR-138 [81]
miR-143 [81]
miR-146a [81]
miR-222 [81]
miR-601 \ [77]
miR-760 R [771

AA: Able to differentiate advanced adenoma; CRC: Colorectal cancer;
MiRNA: MicroRNA.

ated beyond the proof-of-principle and pilot stage, and
not all miRNA markers were subsequently studied and
confirmed by other groups. For example, Faltejskova ez
al®™ was not able to confirm the potency of miR-17-3p,
miR-29a, miR-92a, and miR-135b as biomarkers for CRC.
Luo ¢ a/”™ and Ahmed et a/™" found differential miR-143
expression in their respective studies. Other potential
markers such as miR-17-3p, miR-18a, miR-21, miR-92,
and miR-221 were not confirmed in follow-up studies by
other groups[82’84’86].

Clearly, it is comprehensible that different experi-
mental designs, procedures and methods, endogenous
controls, patient populations, instrumentation and lab
personnel could contribute to the seemingly contradicting
results that have been published thus far. Nevertheless,
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the 38 candidate miRNA markers together can be further
investigated using currently available technology, such as
the TagMan RT-qPCR profile platform already utilized by
some of the research groups. It is possible, therefore, to
coordinate a multicenter clinical trial involving different
research groups and incorporating patient populations
from a wide variety of backgrounds. It would be critical
to synchronize specimen collection, processing proce-
dures, and storage conditions for the collected specimens.
The experimental design should also be based on a coot-
dinated and synchronized set of experimental procedures
and instrumentation that utilize the same endogenous
control(s). The validity of each of the 38 miRNA mark-
ers as a tool for diagnosing CRC can then be evaluated
for their potential future application.

NEXT GENERATION SEQUENCING

Since the first drafts of the human genome were pub-
lished in 2001, sequencing technology has advanced at an
ever rapid pace™. The cost of sequencing has decreased
from about $1000 per megabase of DNA sequence when
the first generation Sanger-based sequencing machine
was used in 2001, down to $0.1 per megabase of DNA
sequence using the next generation sequencing machine in
2013™". The cost for personal whole-genome sequenc-
ing has dropped from $100000000 in 2001 to $4000 (se-
quencing offered by Illumina, Inc.) in 2013, and it could
possibly be driven further down to $1000 in the imminent
future™. The availability of the NGS has revolutionized
biomarker studies””. It is now possible to perform direct
RNA sequencing (RNA—seq)lg4J to sequence the whole
transcriptome, which includes the entire set of all RNA
molecules-coding RNA (mRNA, rRNA, tRNA) and non-
coding RNA (miRNA, IncRNA, and other small RNA
species)”™”,

RNA-seq is very versatile and has been used to ana-
lyze tissue RNA biomarkers in breast cancer™, hepato-

. 97 98,99 100,101
cellular carcinoma! ], lymphoma[ ], melanoma! ],

and prostate cancer' ", RNA-seq has also been used to
analyze gene expression signatures associated with sur-
vival™, smoking status""?, and altered expression associ-
ated with KRAS mutation""” in lung cancer. In terms of
CRC, Wu ¢z al'™ have performed transcriptome profiling
comparing CRC, adjacent normal, and distant normal tis-
sues and have identified 5 differentially expressed genes,
including ITGB5, COL1A1, FN1, SPP1, and COL3A1,
as well as alternative splicing, isoforms, and gene fusion
events. It is anticipated that with the ability to extract
and sequence RNA from blood plasma, more studies on
blood-based RNA markers, based on RNA-seq technol-

ogy, will soon emerge.

IncRNA markers

Given the increased availability of RNA-seq technol-
ogy, it is now possible to study the IncRNA, which was
dismissed as “junk” in the past but has now been found
to regulate gene expression and cellular functions"".
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LncRNA, like its miRINA counterpart, plays major roles
in tumor suppression and oncogenic functions and has
been found to be dysregulated in human cancers'",
Therefore, its potential role as biomarkers for cancer and
other diseases has been investigated extensively' """, As
an example, Prostate cancer antigen (PCA3, also known
as DD3) is a non-coding RNA that is highly sensitive and
now used as a biomarker for the urine diagnostic test of
prostate cancer” !,

In terms of CRC, research is currently focused on the
role of IncRNA as tissue biomarkers. Ge ¢ a/''” found
that Prostate cancer-associated ncRNA transcripts 1 was
upregulated in CRC tissue but not in adjacent normal tis-
sue. Zhai ez al'” found that long intergenic noncoding
RNA-p21 was upregulated in CRC tissue, and the expres-
sion level seemingly correlated with tumor progression
(higher expression in later stages). Ling ez al"™ showed a
novel IncRNA-CCAT?2 was highly overexpressed in CRC,
and it was shown to be promoting tumor growth, metas-
tasis and chromosomal instability. Kogo ¢ @/'"” demon-
strated that expression of IncRNA-HOTAIR, which is
known to reprogram chromatin organization and promote
breast cancer metastasis' ', is also higher in stage IV CRC
patients with liver metastases. Xu ¢z /' found the In-
cRNA-human metastasis associated lung adenocarcinoma
transcript 1 (MALAT-1) to be dystegulated in cancer, and
the mutation on the 3’ end of MALAT-1 is apparently
tumorigenic. It is conceivable that RNA-seq technol-
ogy can help facilitate further investigation into IncRINA
functions and exploration of blood-circulating IncRINA
as potential biomarkers for CRC and other cancers in the
future.

BLOOD-BASED CIRCULATING DNA
MARKERS

The presence of tumor DNA in circulating blood (plasma
or serum) has been documented dating back to 19771,
Cell-free DNA (cfDNA) was thought to be released
from either apoptotic or necrotic cancer cells, from di-
rect secretion or as a byproduct of phagocytosis from
macrophages or other scavenger cells">™*, Originally, it
received little attention, but with recent advances in next
generation sequencing (NGS) technology, it has been ex-
plored extensively for the potential application to cancer
detection”". In general, the studies of cfDNA as cancer
biomarkers focus on monitoring the presence of pro-
moter hypermethylation, aberrant tumor DNA mutation,
microsatellite alternations, and mitochondria DNA in
blood circulation. The validity of each approach will be

discussed below.

Aberrant DNA methylation as markers

Aberrant DNA methylation has been associated with tu-
morigenesis as a consequence of the alteration it causes
in gene expression”'*, For example, hypermethylation
of tumor suppressor promoter genes would cause inap-
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propriate gene silencing and therefore lead to cancer!™!,

In general, DNA methylation is thought to be associated
with an early event in tumorigenesis and has therefore
been proposed as a potential early cancer detection
marker'**'®!, The research strategy typically focuses on
using methylation specific PCR (MSP) to study hyper-
methylation of methylation sites, in CpG dinucleotides
or in CpG islands, in the promoters of tumor suppressor
genes**"* In the context of CRC, Nakayama ez a/'>"
and Lecomte ¢z /'™ both monitored the hypermethyl-
ation of the promoter of tumor suppressor gene p76
and found the plasma in 21 of 31 (68%) patients and 31
of 45 (69%) patients, respectively, to be positive. Grady
et al™® found aberrant hypermethylation of the human
MutL homolog 1 (bMI.HT) promoter in the sera of 9
out of 19 (47%) cases of CRC. Leung ¢ /™" monitored
promoter hypermethylation in three genes, adenomatous
polyposis coli (APC), bIMLHT, and helicase-like transcrip-
tion factor; and found at least one of the three genes with
methylated promoter DNA in the sera of 28 out of 49
(57%) CRC patients. Additional genes monitored for
tumort-related promoter hypermethylation, including the
putative metastasis suppressor gene death-associated protein
kinase, the detoxification gene glutathione S-transferase P1,
the DNA repair gene O°-methylgnanine-DNA-methyltrans-
ferase, and p14-ARF in other cancers exhibit a detection
rate that is generally in the range of 42% to 73%'"""*,
It is conceivable that NGS technology can be coupled
with MSP to identify a pool of tumor suppressing genes
silenced in association with early stage CRC and AA, test
their corresponding promoter methylation, and generate
a set of candidate markers based on epigenetic changes
as a screening panel for CRC in the future.

Aberrant tumor DNA mutation markers

The NGS technology has been employed for somatic
mutation analysis in CRC™Y, particularly on several
high mutation frequency genes, such as K-RASMH151P9
TP53"" and APC™. However, the percentage of cir-
culating tumor DNA is relatively low when compared to
wild-type DNA", For example, Dichl ¢ a/"* has shown
that in advanced CRC, the mutated APC DNA fragment
is found to be in the range of 1.9% to 27% of cfDNA
but only 0.01% to 0.12% in early stage CRC. Even with
direct sequencing technology, it does not allow reliable
detection of less than 25% mutant signal in a background
of wild-type DNA", Furthermore, the tumor-associ-
ated mutations are often unique with each patient """,
and therefore, based on the current available technology,
it is less likely to develop a low cost and highly sensitive
comprehensive test to cover all somatic mutations for
eatly cancer detection.

Microsatellite alterations as markers

Microsatellite alterations, which include microsatellite
instability (MSI) and loss of heterozygosity (LOH), are
known to be associated with tumorigenesis and cancer
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progression and therefore were proposed as potential
tumor markers detectable in cfDNA", MST analysis
focuses on measuring the specific polymorphic tetra-
nucleotide repeat and/or dinucleotide markers that are
located in regions frequently shifted or altered in cancer,
and LOH analysis focuses on the loss of specific chro-
mosomal regions bearing tumor suppressors. Hibi ez
al"" examined microsatellite alterations and found LOH
or microsatellite shift of at least one locus (18a, 17p, and
8p) in 35 of 44 (80%) primary CRC tumors, but none
of the LOH or microsatellite shifts were detected in
the corresponding serum DNA. Several other groups
focused on different cancers with most success in meta-
static cancers ™', In general, microsatellite alteration
analysis exhibits relatively low sensitivity and specificity
in detecting early stage cancer.

Circulating mitochondrial DNA as markers

There are generally a few hundreds of copies of mito-
chondrial DNA in each cell™. Due to its multi-copy
nature, mtDNA is frequently found to be heteroplasmic,
with a heterogeneous mixture of polymorphic variants.
In cancer cells, mtDNA harbor further heteroplasmic
alterations associated specifically with cancer, especially
in the highly variable D-loop (displacement loop) region.
With the NGS, the approaches generally focused on ei-
ther differential copy number of mtDNA versus gDNA,
or mtDNA alteration and tumor-associated mtDNA
mutations' . For CRC, Hibi ¢ @/'*" has studied mtDNA
alternation in early CRC patients and found that 7 out of
77 (9%) CRC tissues contained true somatic mutations in
the D-loop region, but only one out of these 7 positive
patients (14%) were noted to have mtDNA alterations in
their serum DNA. Due to of the relatively low detection
rate of early stage cancer, most studies therefore focused

. . . . . . 148-153
on 1ts potenmal apphcatlon 1n metastatic cancers[ ].

IDENTIFICATION OF BLOOD-BASED
PROTEIN MARKERS

The study of blood-based protein markers in general
focuses on proteins secreted, shed or leaking from cancer

cells into the blood stream. This is generally referred to
>>[154

as “cancer secretome”™. The cancer secretome can be
studied comprehensively by several mass spectrometric
technologies. Matrix-assisted laser desorption/ionization
mass spectrometry (MALDI-MS) and HPLC-electrospray
ionization mass spectrometry (ESI-MS) analyze biomol-
ecules in biological fluids™>"". Surface-enhanced laser
desorption ionization-time of flight mass spectrometry
(SELDI-TOF MS) can be used as a serum protein profil-
er to identify new biomarkers'". Liquid chromatography
coupled with tandem mass spectrometry (LC-MS/MS)
can fractionate and identify the specific molecules of
interest™. There is also an Aptamer proteomic technol-
ogy that can be used to identify biomarkers for cancer™,
Many candidate protein biomarkers have been generated
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based on these technologies.

However, the application of these technologies
remains research-oriented. The potency of their trans-
lational capability in clinical and diagnostic application
requires further investigation'™,

CONCLUSION

Early screening of CRC is clearly the most effective
way to combat the anticipated increase of global CRC
morbidity and mortality. Despite all recent technologi-
cal advances, the currently available screening modalities
remain archaically similar to 33 years ago. The most ef-
fective screening modality today is through the invasive
procedure of colonoscopy. However, even in the United
States, where the procedure is widely available and pub-
licized, covered by most medical insurance plans, and

recommended by medical professionals and practitioners,
the participation rate is still pathetically low. It is conceiv-
able that the participation rate would not fare better even
if it were widely available on a global scale. Cleatly, a new
first line CRC screening procedure that is inexpensive,
low risk, highly sensitive, and does not require cumber-
some preparation is desirable.

A blood-based screening test for CRC would be an
attractive alternative to colonoscopy if it were available
because it is essentially non-invasive and relatively pain-
less to the patient. Ideally, a blood-based test can be a
useful first line screening tool for the general population
at average risk, thereby separating out high risk and CRC
patient groups. However, for patients with known high
risk factors, including family history of CRC, familial ad-
enomatous polyposis, hereditary nonpolyposis CRC, in-
flammatory bowel disease, history of polyps, or previous
CRC, colonoscopy should still be the primary method
of screening and follow-up starting at age 50, although
a blood-based test can still be used for screening these
patients earlier at age 40. In short, circumstances under
which a blood-based screening test is used should be
determined based on the sensitivity and specificity of the
methodology developed in the future.

The key to establishing a good blood-based test is to
find highly sensitive and specific biomarkers in the blood.
As discussed in this review, various types of biomark-
ers have been proposed and explored by many research
groups to varying degrees. Table 2 summarizes the sen-
sitivity, specificity, and estimated cost for the types of
stool-based tests, structural exams, and potential blood-
based tests as discussed in this review. The ColonSentry®
seven-gene mRNA biomarker panel is the first commer-
cially available blood test that is supposed to determine
the risk of developing CRC. The sensitivity and specific-
ity for this “risk assessment” are 78% and 66% respec-
tively. As shown in Table 2, among all the biomarker
types, the miRNA markers demonstrated the greatest
potential because most publications reported a relatively
high sensitivity (83%-91%) and specificity (70%-95%)
rate, utilized mostly AA and early stage CRC patient, and
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Table 2 Comparison of colorectal cancer screening tests

Test name Cost Procedure type Prep? Sensitivity Specificity Note Ref.
gFOBT $5° Stool test Yes' 12%* and 40% 98% Hemoccult 1T [165]
iFOBT/FIT $22° Stool test Yes' 22%* and 70% 95% [165]
Fx. Sigmoidoscopy $500-$750° Invasive Yes 95% and 95% 92% [165]
Colonoscopy $800-$1600 Invasive Yes 95% and 98% 90% [165,166]
DCBE $250-$500” X-ray Yes 48%"° 90% Not recommended by USPSTF [166]
CTC $400-$800° CT-scan Yes 59%"° 96% Not recommended by USPSTF [166]
Blood-based test

ColonSentry® $350 blood-test No 78% 66% GeneNews/Enzo Biochem [66]

MiRNA (5-gene) Est. $250* blood-test No Est. 83%-91% Est. 70%-95%

LncRNA (1-gene) $385.00° blood-test No N/A N/A

DNA methylation Est. $250* blood-test No Est. 42%-73% Est. 42%-73%

'Required to clean colon; *For detecting advanced adenoma at = 10 mm; *Cost estimated from Colon Cancer Alliance website (http://www.ccalliance.
org/index.html); “Cost estimated based on The Valley Hospital Histology Lab charge; *Cost estimated based on PCA3 test offered by GD Specialized
Diagnostics. Fx. Sigmoidoscopy: Flexible Sigmoidoscopy; DCBE: Double-contrast barium enema; CTC: Computed tomographic colonography; USPSTF:
United States Preventive Services Task Force; gFOBT: Guaiac-based Fecal Occult Blood Test; iFOBT: Immunochemical Fecal Occult Blood Test; FIT: Fecal
Immunochemical Test; MiRNA: MicroRNA; LncRNA: Long non-coding RNA; CT: Computed tomography; N/A: Data not available; PCA3: Prostate cancer

antigen 3.

studied a wide variety of patient populations. Therefore,
a multi-center clinical trial with synchronized experimen-
tal procedures that tested all 38 miRNA listed in Table
1 could be considered. On the other hand, the aberrant
DNA methylation analyses on promoters of tumor sup-
pressors also demonstrated a high potential to be devel-
oped into a cancer screening test. With available NGS
technology and MSP showing relatively high sensitivity
and specificity (42%-73%), it is now possible to explore
more tumor-specific promoters, which might have higher
sensitivity and specificity and eventually be developed
into a screening test.

On the other hand, although research studies of In-
cRNA markers using NGS are still at the early stage, it
has a great potential to be developed into a CRC screen-
ing test as well. It is especially encouraging to see one of
the IncRNA, PCA3, is now used routinely as a prognostic
marker for prostate cancer. With the wider availability of
NGS, it is anticipated that more studies will be under-
taken to generate new candidate genes and biomarkers,
which would possibly lead to a future diagnostic test for
CRC.
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Abstract

AIM: To study the salient features of colorectal cancer
(CRC) in Libya.

METHODS: Patients records were gathered at the
primary oncology clinic in eastern Libya for the period
of one calendar year (2012). Using this data, various
parameters were analyzed and age-standardized inci-
dence rates were determined using the direct method
and the standard population.

RESULTS: During 2012, 174 patients were diagnosed
with CRC, 51.7% (7 = 90) male and 48.3% (7 = 84)
females. The average age was 58.7 (£ 13.4) years,
with men around 57.3 (£ 13) years old and women
usually 60.1 (£ 13.8) years of age. Libya has the high-
est rate of CRC in North Africa, with an incidence closer
to the European figures. The age-standardized rate for
CRC was 17.5 and 17.2/100000 for males and females
respectively. It was the second most common cancer,
forming 19% of malignancies, with fluctuation in rank-
ing and incidence in different cities/villages. Increasing-
ly, younger ages are being afflicted and a higher pro-
portion of patients are among the > 40 years subset.
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Nearly two-thirds presented at either stage I (22.4%)
or IV (38.4%).

CONCLUSION: Cancer surveillance systems should
be established in order to effectively monitor the situa-
tion. Likewise, screening programs are invaluable in the
Libyan scenario given the predominance of sporadic
cases.

© 2014 Baishideng Publishing Group Co., Limited. All rights
reserved.

Key words: Colorectal carcinoma; Cancer incidence;
Age-standardized rates; Benghazi, Libya; North Africa;
Young age; Urban-rural differences

Core tip: Colorectal cancer incidence in Libya has
changed greatly since the last time it was determined
nearly a decade ago. Libya was found to have the high-
est incidence rate in North Africa, with younger ages
more affected. Late presentation was found to be a
major problem in the Libyan case. Clear urban-rural
differences were seen when the different districts were
analyzed. Different hypotheses are put forth to explain
these variations. Proper surveillance and screening pro-
grams need to be established and healthcare policies
should be adjusted to take into account the increasing
rate of this malignancy.

Bodalal Z, Bendardaf R. Colorectal carcinoma in a Southern
Mediterranean country: The Libyan scenario. World J Gastrointest
Oncol 2014; 6(4): 98-103 Available from: URL: http://www.
wjgnet.com/1948-5204/full/v6/i4/98.htm DOI: http://dx.doi.
org/10.4251/wjgo.v6.i4.98

INTRODUCTION

Colorectal cancer (CRC) is one of the most common
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malignant tumors wotldwide!? | with the disease inci-
dence rising with advanced age[3’4]. The overall mortality
from CRC is 60%, which represents the second leading
cause of cancer death in western societies. Figures on
incidence from Libyan soutces are over a decade old and
have multiple limitations”. Unfortunately, there has not
been a major improvement in patient survival despite the
advances made in our understanding of disease and in
chemotherapy practicew. Surgical cure of CRC is deter-
mined by stage of the tumor and its biological behavior.
Early CRCs can be cured with surgery alone.

Even today, most CRC patients undergo potentially
curative surgery and receive adjuvant chemotherapy but
approximately 50% of the patients initially thought to
be cured subsequently relapse and die of their disease!”.
Advanced CRC is defined as a disease that is either meta-
static or locally advanced and in which surgical resection
is unlikely to be curativel’. Once metastasis has occurred,
the patient’s prognosis is considerably worse, with the
5-year survival rate being < 5% For the majority of pa-
tients, chemotherapy can yield improvements in survival
and is the main modality of treatment in these patientsm.

CRC was found to be the leading malignancy in Libyan
males and the second most prevalent among females"”.
On a global scale, it is the thitd most common form of
cancer!,

On the whole, the incidence of colotectal carcinoma
in Middle Eastern countries is lower than that of Western
countries'”. The North African countries have consis-
tently contributed their registry data to scientific litera-
ture”™. Due to a number of difficulties, very limited
data exists for Libya[m’w’zm. Moreover, epidemiological
features of CRC have never been studied, despite being a
major form of malignancy. A unique research opportunity
is offered in the Libyan scenario where the traditional
lifestyle still prevails in rural areas and the urban (West-
ernized) mode of living dominates in the cities.

Using data that was actively collected from the De-
partment of Oncology at the Benghazi Medical Center,
the primary oncology center in eastern Libya, the salient
features of colorectal carcinoma patients were analyzed.

MATERIALS AND METHODS
Study population

Libya is a North African country categorized under the
Eastern Mediterranean Regional Office in the WHO clas-
sification. According to the 2006 census, over 5.5 million
people lived in Libya, with 28.5% (# = 1613749) residing
in the eastern part of the country. Benghazi is the largest
city in eastern Libya, with over 670000 inhabitants. The
catchment area includes eight major locations comprising
urban, suburban and rural populations (Figure 1) and pa-
tients were classified under these main districts according
to proximity.

Ethical approval
The study was approved by the Biomedical Ethics Com-
mittee at the Libyan International Medical University. All
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Figure 1 Map of Libya highlighting the districts that were studied and
included in the eastern Libya cancer pool.

personal identifiers were stripped from the data and only
medically significant data was analyzed.

Data collection
Data was obtained from the patient records at the De-
partment of Oncology in the Benghazi Medical Center
who were diagnosed from the period of January 1% to
December 317, 2012. In Libya, an ineffective primary
health system forces the populace to deal directly with
outpatient departments in secondary and tertiary centers.
This is true for Libyan oncology patients where they all
present to the oncological outpatient department after a
referral from another specialty. They are then diagnosed
and given a treatment plan. The department effectively
receives all the cancer cases in Benghazi and the over-
whelming majority of the cases in eastern Libya (being
the only oncological center in the region). The patients
were diagnosed through various techniques, particularly
microscopic verification and clinically/radiologically diag-
nosis. However, due to clerical difficulties, this parameter
(z.e., the method of diagnosis) could not reliably be col-
lected for all patients and hence was excluded from the
analysis. This data serves as a good indicator for eastern
Libya in general and Benghazi in particular.
Hematological malignancies were not included in this
study since such patients are recorded at the Department
of Hematology and their data was not made available.
Different parameters were recorded for each patient:
age, gender, city, type of cancer, subtype and staging. In
the light of clerical errors, a number of cases were set
aside for a certain parameter but used for others. The
patients were filtered by city of origin to include only pa-
tients residing in the eastern part and not referrals.

Statistical analysis

The data was computerized in a data sheet and organized
as per International Classification of Diseases for Oncol-
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Figure 2 Population pyramid of the colorectal cancer patients split by
gender.

ogy (ICD-0O). An SPSS-based model was designed that
spanned the collected data and basic statistical procedures
were performed (7 tests and y” tests).

The 2012 Libyan population was determined using
the 2006 Libyan census, taking into consideration the ap-
propriate population growth. Age-specific incidence and
age-standardized rates (ASRs) were calculated viz the di-
rect method using the standard population distribution”
arranged by site 1CD-O).

RESULTS

During 2012, a total of 174 patients were diagnosed
with colorectal carcinoma in the eastern region of Libya.
Slightly over half of the cases (51.7%, # = 90) were male,
while 48.3% (7 = 84) were females. The average overall
age of the patients was 58.7 (£ 13.4) years, with men
around 57.3 (£ 13) years old and women usually 60.1
(£ 13.8) years of age. The ASR for CRC was 17.5 and
17.2/100000 for males and females respectively. It was
the second most common cancer overall in the eastern
region, forming 19% of all malignancies, with fluctuation
in ranking in different towns/villages.

When the age was categorized into groups, it was
found that a peak occurred in the 60-64 year age group
(17.1%, n = 29), which was true for both genders. Neatly
one tenth of colorectal carcinoma patients (9.4%, » = 10)
were diagnosed < 40 years. Males were more than two-
thirds (68.8%, » = 11) of these patients, giving a male to
female ratio of 2.2. One quarter of CRC patients (23.5%,
n = 40) presented before the age of 50 years and that fig-
ure jumped to over one-third of patients when cases un-
der 55 years are studied (35.3%, #» = 60). Figure 2 depicts
the distribution of CRC by age and gender.

The three areas that contributed the greatest number
of colon cancer cases were Benghazi (64.9%, » = 113),
Al-Beida (9.8%, #» = 17) and Al-Marj (8%, » = 14). When
looking at population distribution from the Libyan 2006
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Figure 3 Distribution of colorectal cancer patients according to clinical
stage at diagnosis.

Table 1 Display of key parameters of the cancer patients in

eastern Libya

Overall Male Female
Age (1/SD) 587 134 57.3 13.0 60.1 13.8
Age group (11/ %)
20-29 yr 6 35 4 47 2 24
30-39 yr 10 5.9 7 8.1 g 3.6
40-49 yr 24 141 10 11.6 14 16.6
50-59 yr 42 24.7 20 238 22 26.2
60-69 yr 54 31.8 32 372 22 26.2
70-79 yr 26 133 12 14.0 14 16.6
80+ yr 8 47 1 11 7 8.4
Total 170 100.0 86 100.0 84 100.0
Nationality (12/ %)
Libyan 170 98.3 89 100.0 81 96.4
Non-Libyan 3 1.7 0 0.0 3 3.6
Total 173 100.0 89 100.0 84 100.0
City of origin (1/ %)
Ajdabia 8 4.6 6 6.7 2 24
Beida 17 9.8 9 10.0 8 95
Benghazi 113 64.9 56 62.2 57 67.9
Derna 6 3.4 3 3.3 3 3.6
Kufra 4 23 0 0.0 4 4.8
Marj 14 8.0 8 8.9 6 7.1
Tobruk 12 6.9 8 8.9 4 4.8
Total 174 100.0 90 100.0 84 100.0

census, one clearly observes that the city of Benghazi is
over-represented, while the other (more rural) areas were
starkly under-represented. Neatly two-thirds of colon
cancer patients were from Benghazi, whereas its inhabit-
ants constitute only 41% of the population in eastern
Libya (y° = 41.291, P < 0.001). A small proportion (1.7%,
n = 3) of the colon cancer patients were foreign nation-
als. The detailed classification and distribution of these
parameters can be seen in Table 1.

The clinical stage was recorded for 125 patients
(71.8%) and 49 were excluded due to clerical errors. The
majority of cases (38.4%, » = 48) presented at stage IV
with another 28 patients at stage [l (22.4%). This is fur-
ther highlighted in Figure 3.

The cases were classified on the site of the cancer as
being ecither right-sided or left-sided colorectal carcinoma.
Cancers of the left colon were more common (78.6%,
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Table 2 Distribution of the cases in terms of clinical staging,

site of cancer and histopathological grade

Overall Male Female
Clinical stage (11/ %)
I-A 3 2.4 1 15 2 34
I-B 7 5.6 5 7.6 2 34
o-A 28 224 12 182 16 271
I-B 11 8.8 6 9.1 5 8.5
m-A 5 4.0 4 6.1 1 1.7
I-B 11 8.8 5 7.6 6 102
m-C 12 9.6 7 106 5 8.5
I\% 48 384 26 394 22 373
Total 125 1000 66 1000 59 100.0
Site of cancer (1/ %)
Right side 30 214 14 189 16 242
Left side 110 786 60 811 50 758
Total 140 1000 74 1000 66 100.0
Histopathological grade (11/ %)
Well differentiated 29 333 17 354 12 308
Moderately differentiated 47 540 27 563 20 513
Poorly differentiated 1 126 4 8.3 7 179
Total 87 1000 48 1000 39 100.0

Table 3 The distribution of colorectal carcinoma based on site

Specific site n %

Anus 1 0.7
Appendix 1 0.7
Asc. colon 4 2.8
Cecum 6 42
Left side 25 17.5
Rectum 52 36.4
Right side 19 13.3
Sigmoid 35 24.5
Total 143 100.0

Table 4 Comparison of colorectal cancer incidence rates

(age-adjusted per 10°)

Country Male Female
Benghazi, Libya (2012)™ 17.5 17.2
Benghazi, Libya (2003)"" 11.6 8.8
Western Libya!"! 14.2 12.0
Algeria (Setif, 1998-2002)") 6.6 6.8
Algeria (Alger, 2006)"” 14.8 11.0
Egypt (Gharbiah, 1999-2002)" 6.3 44
Tunisia (Sousse, 1998-2002)" 11.6 9.0
Tunisia (Sfax, 2000-2002)"” 11.5 9.1
Morocco (Rabat, 2005)™ 7.2 4.6
Morocco (Casablanca, 2004)" 6.6 5.7
European Pool (MECC) 22.0 15.6
Tran'™ 8.2 7.0

7 = 110) than their right-sided counterparts (21.4%, #
= 30). This is shown with other parameters in Table 2.
When the specific sites were studied (ze., sigmoid, rectal,
etr.), we found that rectal carcinomas were the most com-
mon form (36.4%, » = 52). This can be seen in Table 3.
Histopathologically, 87 patients (50%) had graded
carcinomas. Most were moderately differentiated (54%,
n = 47), followed by well differentiated (33.3%, # = 29)
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carcinomas; poorly differentiated cancers were the least
common (12.6%, » = 11). This is further described in
Table 2.

DISCUSSION

In terms of incidence, the average rate for Middle East-
ern countries was reported as 3/100000-7/100000%*%,
Even among the North African countries, eastern Libya
claims the highest ASR for colon cancer (Table 4)"*'**,
While the exact reasons for this inordinately high rate re-
main to be ascertained, genetic predisposition, increased
Westernization of the Libyan diet, physical inactivity and
lack of screening programs may be considered important
predisposing factors.

The distribution of colon cancer cases was fairly
equal between the genders, despite a conflict in previous
literature between reports supporting and others negat-
ing a difference between men and women. In terms
of age, there was no significant difference between the
genders (P = 0.072). The male to female ratio, skewed
towards males in the < 40 years subset, was much higher
than other nations"".

Similarly to neighboring Egypt, younger age groups
are affected with CRC*”. One of the principle hypoth-
eses for this trend in that the younger generation live a
more Westernized lifestyle (7., unhealthy diet with low
exercise) and are hence at greater risk™. This is of par-
ticular importance since the prognosis proportionately
worsens below the age of 40 years'”.

Benghazi is the largest city in eastern Libya and the
second largest in all of Libya, with a population ap-
proaching 800000 inhabitants. Colon cancer was more
common in the urban environment in Libya, potentially
due to a more sedentary lifestyle, more Westernized diet
and a subsequently higher prevalence of obesity. The
rural areas in Libya have maintained a relatively tradi-
tional way of life with farming, animal rearing and small
industries as the main occupations. Traditional cuisine
focusing on whole grain and Mediterranean style meals
is more common in that environment. While the urban-
rural difference has been proven for breast cancer™, the
literature for colon cancer is scanty globally and virtually
non-existent for the region.

Foreign nationals are less likely to present to the on-
cology clinic in Libya as they are more apt to return to
their home countries and seck their family upon receiving
such news. This would explain their small proportion in
the sample.

Over 60% of patients presented at the oncology clinic
at advanced stages (I /IV) when the long term progno-
sis is grim. Around 22.4% (z = 28) of our patients were
diagnosed at stage Ill, while 38.4% (» = 48) presented at
stage IV. This was found to be similar for other major
forms of cancer studied in Libya’. The major problem
in the Libyan scenario is late presentation. This could be
due a number of different reasons, among them aware-
ness and social stigma. Transport difficulties in rural areas
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as well as the distance to Benghazi also serve as a hin-
drance to early detection.

Screening programs would greatly increase the catch-
ment rate of our CRC patients before they reach these
late stages. This is especially important in the sporadic
cases, which form the majority of cases.

The Libyan diet is traditional in certain areas and
modern (Westernized) in others. This is a reflection of
the rural-urban differences that exist. With the increase
of consumption of Western-style cooking and the down-
wards trend of traditional food, it is expected that there
would be a rise in the incidence of CRC. However, a long
term study is required in order to determine such a trend.
Further risk factors also exist in Libyan society, such as a
high rate of diabetes mellitus, smoking, obesity, efz.

Certain limitations, however, need to mentioned,
namely the quality of the patient records. In the gathering
of this data, not all the parameters were available for all
the patients and hence they were excluded from the anal-
ysis. The data that was gathered for this study was from
one center and, even although it is the sole oncological
center in the region, there will surely be a certain number
of missed cases or patients who immediately sought care
abroad without referral to our center first. Additionally,
while this data is representative of eastern Libya, we can-
not generalize this for all of Libya. In cancer epidemiol-
ogy, stark differences may exist between different regions
of a country.

In conclusion, Libya has a higher rate of CRC than
neighboring countries, with an incidence that is closer
to the European figures. Increasingly, younger ages are
being afflicted and a higher proportion of patients are
among the > 40 years subset. Urban-rural differences
were observed in the Libyan scenario. A major problem
is delayed presentation with a large proportion of pa-
tients secking medical care at advanced or late stages with
a poor prognosis. Screening programs are sorely needed
in Libya in order to combat presentation at late stages.

COMMENTS

Background

Cancer epidemiology is a rapidly growing field that has made great strides in
the last few decades; however, it has always been developed countries that
have contributed the majority of data and figures. As a consequence, most of
the information available on cancer incidence is based on those societies. In
the developing world, this information is extracted with more difficulty. This is
especially true in Libya where data gathering is notoriously difficult (for a myriad
of reasons). For the first time, colorectal cancer (CRC) patients in Libya were
studied and the findings were presented.

Research frontiers

There is now a focus on customization of epidemiology for different countries
and even different regions within a single country. Preventive medicine has
taken the lead in epidemiology and a baseline needs to be determined before
any cancer plan can be established at a national or local level.

Innovations and breakthroughs

Colon cancer was found to be the leading malignancy in Libyan males and the
second most prevalent among females. Despite that, there has never been a
study on CRC in Libya. Using population data from the 2006 Libyan census with
projections for future years, the age-standardized rates (ASR) was calculated.
Various parameters were gathered for the patients, among them, age, national-
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ity, affected site within the colon, histopathological grade and the clinical stage.
The geographical distribution of CRC patients in Libya was also studied for the
first time.

Applications

Using the findings from this study, the health authorities in Libya can finally lay
a plan to help combat CRC. A major problem in the Libyan scenario is late pre-
sentation, so increased awareness among the populace and a higher index of
suspicion among clinicians would surely save countless lives. Certain regions
contributed more in terms of patient load and hence more focus needs to be
placed there.

Terminology

ASR: ASR is an internationally used measure of new cancer cases relative to the
standard world population (as stated in the Cancer in Five Continents series).
Peer review

Itis a descriptive study that intended to demonstrate the effect of changing food
habits in Libyan people. This is an interesting article.
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in WJGO, or to introduce and comment on a controversial issue of
general interest; (16) Book Reviews: To introduce and comment on
quality monographs of gastrointestinal oncology; and (17) Auto-
biography: The editorial board members are invited to write their
autobiography to provide readers with stories of success or failure in
their scientific research career. The topic covers their basic personal
information and information about when they started doing re-
search work, where and how they did research work, what they have
achieved, and their lessons from success or failure.

Name of journal
World Journal of Gastrointestinal Oncology

ISSN
ISSN 1948-5204 (online)

April 15,2014 | Volume 6 | Issue 4 |



Instructions to authors

Launch date
October 15, 2009

Frequency
Monthly

Editorial-in-Chief

Wasaburo Koizumi, MD, PhD, Professor, Chairman, Department
of Gastroenterology, Gastrointestinal Oncology, School of Medicine,
Kitasato University, 2-1-1 Asamizodai Minamiku Sagamihara Kana-
gawa 252-0380, Japan

Hsin-Chen Lee, PhD, Professor, Institute of Pharmacology, School
of Medicine, National Yang-Ming University, Taipei 112, Taiwan

Dimitrios H Roukos, MD, PhD, Professor, Personalized Cancer
Genomic Medicine, Human Cancer Biobank Center, loannina Uni-
versity, Metabatiko Ktirio Panepistimiou Ioanninon, Office 229, Ioan-
nina, TK 45110, Greece

Editorial Office

Jin-Lei Wang, Director

Xiu-Xia Song, Vice Director

World Journal of Gastrointestinal Oncology

Room 903, Building D, Ocean International Center,
No. 62 Dongsihuan Zhonglu, Chaoyang District,
Beijing 100025, China

Telephone: +86-10-59080039

Fax: +86-10-85381893

E-mail: bpgoffice@wignet.com

http:/ /www.wjgnet.com

Publisher

Baishideng Publishing Group Co., Limited

Flat C, 23/F, Lucky Plaza, 315-321 Lockhart Road,
Wanchai, Hong Kong, China

Telephone: +852-65557188

Fax: +852-31779906

E-mail: bpgoffice@wignet.com

http:/ /www.wjgnet.com

Production center

Beijing Baishideng BioMed Scientific Co., Limited
Room 903, Building D, Ocean International Center,
No. 62 Dongsihuan Zhonglu, Chaoyang District,
Beijing 100025, China

Telephone: +86-10-85381892

Fax: +86-10-85381893

Representative office

USA Office

8226 Regency Drive,

Pleasanton, CA 94588-3144, United States
Telephone: +1-925-2238242

Fax: +1-925-2238243

Instructions to authors
Full instructions are available online at http://www.wjgnet.com/
1948-5204/¢_info_20100312180518.htm.

Indexed and Abstracted in
PubMed Central, PubMed, Digital Object Identifier, and Direc-
tory of Open Access Journals.

SPECIAL STATEMENT

All articles published in this journal represent the viewpoints of the
authors except where indicated otherwise.

Biostatistical editing
Statisital review is performed after peer review. We invite an ex-

(49

3ui§l::¢ng® WJGO | www.wjgnet.com

II

pert in Biomedical Statistics to evaluate the statistical method used
in the paper, including #test (group or paired comparisons), chi-
squared test, Ridit, probit, logit, regression (linear, curvilinear, or
stepwise), correlation, analysis of variance, analysis of covariance,
ete. The reviewing points include: (1) Statistical methods should
be described when they are used to verify the results; (2) Whether
the statistical techniques are suitable or correct; (3) Only homoge-
neous data can be averaged. Standard deviations are preferred to
standard errors. Give the number of observations and subjects (7).
Losses in observations, such as drop-outs from the study should be
reported; (4) Values such as ED50, LD50, IC50 should have their
95% confidence limits calculated and compared by weighted probit
analysis (Bliss and Finney); and (5) The word ‘significantly’ should
be replaced by its synonyms (if it indicates extent) or the P value (if
it indicates statistical significance).

Conflict-of-interest statement

In the interests of transparency and to help reviewers assess any po-
tential bias, IWJGO requires authors of all papers to declare any com-
peting commercial, personal, political, intellectual, or religious interests
in relation to the submitted work. Referees are also asked to indi-
cate any potential conflict they might have reviewing a particular
paper. Before submitting, authors are suggested to read “Uniform
Requirements for Manuscripts Submitted to Biomedical Journals:
Ethical Considerations in the Conduct and Reporting of Research:
Contflicts of Interest” from International Committee of Medical
Journal Editors (ICMJE), which is available at: http://wwwicmje.
otg/cthical_4conflicts.html.

Sample wording: [Name of individual] has received fees for serv-
ing as a speaker, a consultant and an advisory board member for [names
of organizations], and has received research funding from [names of
organization|. [Name of individual] is an employee of [name of or-
ganization|. [Name of individual] owns stocks and shares in [name of
organization|. [Name of individual] owns patent [patent identification
and brief description].

Statement of informed consent

Manuscripts should contain a statement to the effect that all human
studies have been reviewed by the appropriate ethics committee or it
should be stated cleatly in the text that all persons gave their informed
consent prior to their inclusion in the study. Details that might disclose
the identity of the subjects under study should be omitted. Authors
should also draw attention to the Code of Ethics of the World Med-
ical Association (Declaration of Helsinki, 1964, as revised in 2004).

Statement of human and animal rights
When reporting the results from expetiments, authors should follow
the highest standards and the trial should conform to Good Clini-
cal Practice (for example, US Food and Drug Administration Good
Clinical Practice in FDA-Regulated Clinical Trials; UK Medicines
Research Council Guidelines for Good Clinical Practice in Clinical
Trials) and/or the Wotld Medical Association Declaration of Hel-
sinki. Generally, we suggest authors follow the lead investigator’s na-
tional standard. If doubt exists whether the research was conducted
in accordance with the above standards, the authors must explain the
rationale for their approach and demonstrate that the institutional
review body explicitly approved the doubtful aspects of the study.
Before submitting, authors should make their study approved
by the relevant research ethics committee or institutional review
board. If human participants were involved, manuscripts must be ac-
companied by a statement that the experiments were undertaken with
the understanding and appropriate informed consent of each. Any
personal item or information will not be published without explicit
consents from the involved patients. If experimental animals were used,
the materials and methods (experimental procedures) section must
clearly indicate that appropriate measures were taken to minimize pain
or discomfort, and details of animal care should be provided.

SUBMISSION OF MANUSCRIPTS
Manuscripts should be typed in 1.5 line spacing and 12 pt. Book

April 15,2014 | Volume 6 | Issue 4 |



Antiqua with ample margins. Number all pages consecutively, and
start each of the following sections on a new page: Title Page, Ab-
stract, Introduction, Materials and Methods, Results, Discussion,
Acknowledgements, References, Tables, Figures, and Figure Leg-
ends. Neither the editors nor the publisher are responsible for the
opinions expressed by contributors. Manuscripts formally accepted
for publication become the permanent property of Baishideng
Publishing Group Co., Limited, and may not be reproduced by any
means, in whole or in part, without the written permission of both
the authors and the publisher. We reserve the right to copy-edit and
put onto our website accepted manuscripts. Authors should follow
the relevant guidelines for the care and use of laboratory animals
of their institution or national animal welfare committee. For the
sake of transparency in regard to the performance and reporting of
clinical trials, we endorse the policy of the ICMJE to refuse to pub-
lish papers on clinical trial results if the trial was not recorded in a
publicly-accessible registry at its outset. The only register now avail-
able, to our knowledge, is http://www.clinicaltrials.gov sponsored
by the United States National Library of Medicine and we encout-
age all potential contributors to register with it. However, in the case
that other registers become available you will be duly notified. A
letter of recommendation from each author’s organization should
be provided with the contributed article to ensure the privacy and
secrecy of research is protected.

Authors should retain one copy of the text, tables, photographs
and illustrations because rejected manuscripts will not be returned
to the author(s) and the editors will not be responsible for loss or
damage to photographs and illustrations sustained during mailing,

Online submissions

Manuscripts should be submitted through the Online Submission
System at: http:/ /www.wijgnet.com/esps/. Authots are highly recom-
mended to consult the ONLINE INSTRUCTIONS TO AUTHORS
(http:/ /www.wignet.com/1948-5204/¢_info_20100312180518.htm)
before attempting to submit online. For assistance, authors encoun-
tering problems with the Online Submission System may send an
email desctibing the problem to bpgoffice@wijgnet.com, ot by tele-
phone: +86-10-85381891. If you submit your manuscript online, do
not make a postal contribution. Repeated online submission for the
same manuscript is strictly prohibited.

MANUSCRIPT PREPARATION

All contributions should be written in English. All articles must be
submitted using word-processing software. All submissions must be
typed in 1.5 line spacing and 12 pt. Book Antiqua with ample mat-
gins. Style should conform to our house format. Required informa-
tion for each of the manuscript sections is as follows:

Title page
Title: Title should be less than 12 words.

Running title: A short running title of less than 6 words should be
provided.

Authorship: Authorship credit should be in accordance with the
standard proposed by International Committee of Medical Journal
Editors, based on (1) substantial contributions to conception and
design, acquisition of data, or analysis and interpretation of data; (2)
drafting the article or revising it critically for important intellectual
content; and (3) final approval of the version to be published. Au-
thors should meet conditions 1, 2, and 3.

Institution: Author names should be given first, then the complete
name of institution, city, province and postcode. For example, Xu-
Chen Zhang, Li-Xin Mei, Department of Pathology, Chengde Medi-
cal College, Chengde 067000, Hebei Province, China. One author may
be represented from two institutions, for example, George Sgourakis,
Department of General, Visceral, and Transplantation Surgery, Es-
sen 45122, Germany; George Sgourakis, 2nd Surgical Department,
Korgialenio-Benakio Red Cross Hospital, Athens 15451, Greece

K

3ni§l::¢ng® WJGO | www.wjgnet.com

1

Instructions to authors

Author contributions: The format of this section should be: Author
contributions: Wang CL and Liang L. contributed equally to this work;
Wang CL, Liang L, Fu JE, Zou CC, Hong F and Wu XM designed
the research; Wang CL, Zou CC, Hong F and Wu XM performed the
research; Xue JZ and Lu JR contributed new teagents/analytic tools;
Wang CL, Liang I and Fu JF analyzed the data; and Wang CL, Liang
L and Fu JF wrote the paper.
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Abstract

There are unstructured abstracts (no less than 200 words) and struc-
tured abstracts. The specific requirements for structured abstracts
are as follows:

An informative, structured abstract should accompany each
manuscript. Abstracts of original contributions should be struc-
tured into the following sections: AIM (no more than 20 words;
Only the purpose of the study should be included. Please write the
Aim in the form of “To investigate/study/...”), METHODS (no
less than 140 words for Original Articles; and no less than 80 words
for Brief Articles), RESULTS (no less than 150 words for Original
Articles and no less than 120 words for Brief Articles; You should
present P values where appropriate and must provide relevant data
to illustrate how they were obtained, e.g. 6.92 £ 3.86 »s 3.61 * 1.67,
P < 0.001), and CONCLUSION (no mote than 26 words).

Key words
Please list 5-10 key words, selected mainly from Index Medicus, which
reflect the content of the study.

Core tip

Please write a summary of less than 100 words to outline the most
innovative and important arguments and core contents in your paper
to attract readers.

Text

For articles of these sections, original articles and brief articles, the
main text should be structured into the following sections: INTRO-
DUCTION, MATERIALS AND METHODS, RESULTS and DIS-
CUSSION, and should include appropriate Figures and Tables. Data
should be presented in the main text or in Figures and Tables, but not
in both. The main text format of these sections, editorial, topic high-
light, case teport, letters to the editors, can be found at: http:/ /www.
wjgnet.com/1948-5204/¢_info_listhtm.

Hllustrations

Figures should be numbered as 1, 2, 3, e#., and mentioned clearly in
the main text. Provide a brief title for each figure on a separate page.
Detailed legends should not be provided under the figures. This part
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should be added into the text where the figures are applicable. Keep-
ing all elements compiled is necessary in line-art image. Scale bars
should be used rather than magnification factors, with the length of
the bar defined in the legend rather than on the bar itself. File names
should identify the figure and panel. Avoid layering type directly over
shaded or textured areas. Please use uniform legends for the same
subjects. For example: Figure 1 Pathological changes in atrophic gas-
tritis after treatment. A: ...; B: ..; C: .y D: o Er L Fr G Llete Tt s
our principle to publish high resolution-figures for the E-versions.

Tables

Three-line tables should be numbered 1, 2, 3, e, and mentioned
clearly in the main text. Provide a brief title for each table. Detailed
legends should not be included under tables, but rather added into
the text where applicable. The information should complement,
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Notes in tables and illustrations
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quantums can be found at: http://www.wjgnet.com/1948-5204/
g info_20100312183048 htm.

Abbreviations

Standard abbreviations should be defined in the abstract and on
first mention in the text. In general, terms should not be abbrevi-
ated unless they are used repeatedly and the abbreviation is helpful
to the reader. Permissible abbreviations are listed in Units, Symbols
and Abbreviations: A Guide for Biological and Medical Editors and
Authors (Ed. Baron DN, 1988) published by The Royal Society of
Medicine, London. Certain commonly used abbteviations, such as
DNA, RNA, HIV, LD50, PCR, HBV, ECG, WBC, RBC, CT, ESR,
CSE, IgG, ELISA, PBS, ATP, EDTA, mAb, can be used directly
without further explanation.

Italics

Quantities: # ime or temperature, ¢ concentration, 4 area, /length, 7
mass, | volume.

Genotypes: gyrA, arg 1, ¢ mye, ¢ fos, ete.

Restriction enzymes: EwRI, Hindl, BamHI, Kbo 1, Kpn 1, ete.

Biology: H. pylori, E col, ete.

Examples for paper writing
All types of articles’ writing style and requitement will be found in the
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link: http:/ /www.wjgnet.com/esps/NavigatonInfo.aspxrid=15

RESUBMISSION OF THE REVISED
MANUSCRIPTS

Authors must revise their manuscript carefully according to the
revision policies of Baishideng Publishing Group Co., Limited. The
revised version, along with the signed copyright transfer agreement,
responses to the reviewers, and English language Grade B certificate
(for non-native speakers of English), should be submitted to the
online system via the link contained in the e-mail sent by the editor.
If you have any questions about the revision, please send e-mail to
esps@wijgnet.com.

Language evaluation

The language of a manuscript will be graded before it is sent for revi-
sion. (1) Grade A: priority publishing; (2) Grade B: minor language
polishing; (3) Grade C: a great deal of language polishing needed; and
(4) Grade D: rejected. Revised articles should reach Grade A.

Copyright assignment form
Please download a Copyright assignment form from http://www.
wjgnet.com/1948-5204/¢_info_20100312182928 htm.

Responses to reviewers

Please tevise your article according to the comments/suggestions
provided by the reviewers. The format for responses to the reviewers’
comments can be found at: http://www.wignet.com/1948-5204/
g info_20100312182841.htm.
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