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Introduction: The mucinous nature of the tumor as a predictor of the prognosis remains controversial. Col-
orectal mucinous adenocarcinoma is counted as a risk factor for recurrence in cases of stage II colorectal cancer
in ASCO2004 Guideline. The present study was undertaken to attempt pathological sub-classification of muci-
nous adenocarcinoma (MC) based on the presence/absence of poorly differentiated adenocarcinoma or signet
ring cell carcinoma (PCC) components, and to evaluate the clinical significance of such sub-classification. Materi-
als and Methods: The patients with stage II or stage III colorectal cancer who underwent radical surgery at our
department between 1991 and 2005, 27 patients with MC and 831 patients with non-MC (NMC) were enrolled in
this study. Subsequently, MC was pathologically sub-classified into MC containing a PCC (MCP) and MC not con-
taining a PCC (MCNP). The clinicopathological factors, OS (overall survival) and RFS (relapse free survival) were
analyzed by each subclass of MC. Results: There were 22 cases of MCP and 5 cases of MCNP. Percentage of
stage III patients with lymph node metastasis was higher in the MCP as compared to that in the MCNP (p =
0.047). The RFS in the patients with stage II, MCP was associated with a poorer prognosis than MCNP + NMC (5-
year RFS MCNP + NMC 87.3% vs. MCP 57.1% p =0.0117). Multivariate identified three independent risk factors
for recurrence: male gender, diagnosis of MCP, and vascular invasion (+). Conclusion: MCP carried a poorer
prognosis as compared to NMC and MCNP. In patients with stage II, the diagnosis of MCP was identified as an

independent risk factor for recurrence.
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Introduction

Colorectal mucinous adenocarcinoma is a histo-
logical subtype of colorectal cancer that is charac-
terized by extracellular formation of a macro-
molecular glycoprotein”. Its incidence is lower than
that of well-differentiated or moderately-differen-
tiated colorectal adenocarcinoma, this subtype of
cancer accounting for 5-15% of all cases of colorec-
tal cancer” ™. Clinicopathologically, this is seen rela-
tively more frequently in younger individuals®®®
and in females", shows a predilection for the right

4711

side of the colon®"”, and is often characterized by a

large tumor diameter and large depth of invasion at

™2 While according to some reports, the

diagnosis
prognosis of non-mucinous adenocarcinoma does
not differ significantly from that of mucinous adeno-
carcinoma, other reports suggest a less favorable
prognosis of the mucinous type of adenocarci-
noma"”"*"’. The mucinous nature of the tumor as a
predictor of the prognosis remains controversial.
Mucinous adenocarcinoma is listed as a risk factor
for recurrence in cases of stage II colorectal cancer
in the American Society of Clinical Oncology

(ASCO) 2004 Guideline™*, and also as a condition
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necessitating additional resection when dealing
with submucosal (sm) cancer in Japan'. On the
other hand, the AJCC (American Joint Committee
on Cancer) does not recognize any sub-classification
of colorectal mucinous adenocarcinoma or regard
this cancer as being associated with a poor progno-
sis like that of poorly differentiated adenocarci-
noma'”. Mucinous adenocarcinoma is known to be
classified as well differentiated mucinous adenocar-
cinoma and poorly differentiated mucinous adeno-

12)

carcinoma in Japan™. Moreover, signet-ring cell car-

cinoma components are routinely seen in mucinous

*9  but no

adenocarcinoma in actual clinical practice
reports have clarified whether the proportion of a
mucinous adenocarcinoma occupied by the signet-
ring cell carcinoma is reflected in the outcome.

The present study was undertaken to attempt
pathological sub-classification of colorectal muci-
nous adenocarcinoma based on the presence/ab-
sence of poorly differentiated adenocarcinoma or
signet ring cell carcinoma (PCC) components, and to
evaluate the clinical significance of such sub-
classification.

Materials and Methods

Of the patients with stage II or stage III colorec-
tal cancer who underwent radical surgery at our
department between January 1991 and December
2005, 27 patients with mucinous adenocarcinoma
(MC) and 831 patients with non-mucinous adenocar-
cinoma (NMC) were enrolled in this study. MC was
defined as colorectal cancer associated with an ex-
tracellular mucus volume in excess of 50% of the tu-
mor volume, in accordance with the World Health

¥ There were no significant

Organization definition
differences in the gender distribution, age, tumor
site, tumor size, proportion of cases with lymph
node metastasis, proportion of cases with vascular
invasion, serum carcinoembryonic antigen (CEA)
level, pathological stage, history of adjuvant ther-
apy, or the number of lymph nodes examined for
metastasis between the MC and NMC groups.
Analysis of the depth of invasion revealed a higher
percentage of T4 cases in the MC group (p =0.002)
(Table 1). The median observation period of the
study population was 624 months. Presence/ ab-
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Table 1 Patient’s characteristics in all registered pa-

tients
Factors MC NMC D
Gender
Man 7 ( 26%) 494 (59%) 0.16
Woman 20 ( 74%) 337 (41%)
Age at operation (year)
<70 19 ( 70%) 544 (65%) 0.59
>70 8 ( 30%) 287 (35%)
Site of colorectal cancer
Right 7 ( 26%) 261 (31%) 0.67
Left 20 ( 74%) 570 (69%)
Maximam diameter of tumor
<27 mm 0( 0%) 98 (12%) 0.05
>27 mm 27 (100%) 733 (88%)
Depth of invasion
T3> 11 ( 41%) 702 (84%) 0.002
T4 16 ( 59%) 129 (16%)
Lymph node metastasis
N(-) 11 ( 41%) 443 (53%) 024
N (+) 16 ( 59%) 388 (47%)
Lymphatic invasion
Ly () 6 ( 22%) 109 (13%) 0.16
Ly (+) 21 ( 78%) 722 (87%)
Venous invasion
Vi(-) 21 ( 78%) 583 (70%) 052
V(+) 6 ( 22%) 248 (30%)
Preoperative serum CEA
<48 ng/ml 18 ( 67%) 602 (72%) 0.50
>48 ng/ml 9 ( 33%) 229 (28%)
TNM stage
I 11 ( 41%) 439 (53%) 0.24
I 16 ( 59%) 392 (47%)
Adjuvant chemotherapy
Yes 11 ( 48%) 273 (38%) 0.38
No 12 ( 52%) 452 (62%)
Unknown 4 106
Number of harvested lymph node
<12 7 ( 26%) 250 (30%) 0.83
>12 20 ( 74%) 581 (70%)

Follow up period: median (months)

62.4 (7.2-135) 624 (21-247) 091

sence of distant metastases was checked for by
chest X-ray, whole-body CT, abdominal ultra-
sonography and intraoperative observation. For
this study, the right side of the colon was defined as
the colon segment proximal to the splenic curva-
ture, while the left side of the colon was defined as
the colon segment distal to the splenic curvature
plus rectum. Patients who had received treatment
with an oral 5-FU preparation for 6 months or
longer were categorized into the “adjuvant therapy
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a: MCP. Mucinous adenocarcinoma with poorly differentiated adenocarcinoma or signet
ring cell carcinoma component.
b: MCNP. Mucinous adenocarcinoma with no poorly differentiated adenocarcinoma or sig-

net ring cell carcinoma component.

present” group.

The overall survival rate (OS) and relapse-free
survival rate (RFS) were compared between the pa-
tient groups with MC and NMC. Subsequently, MC
was pathologically sub-classified into MC not con-
taining a PCC component (MCNP, Fig. 1a) and MC
containing a PCC component (MCP, Fig. 1b). This
sub-classification was based on assessment of a full
section of the main part of the tumor after 20%
formalin  fixation, paraffin embedding and
hematoxylin-eosin staining of the resected surgical
specimen. A single pathologist checked all the
preparations and classified the cases of mucinous
adenocarcinoma into 2 groups (MCNP and MCP) de-
pending on whether the tumor contained a PCC
component or not. The preparations as a whole was
examined in 10-power fields, and after checked

whether PCC was present in 20-power fields, if PCC

was observed in one 20-power fields, the tumor was
classified as MCP. Viable parts of the specimens
were inspected, and parts of the tumor containing
degenerating cells were not inspected. The clinico-
pathological factors, OS and RFS were analyzed by
each subclass of MC. Furthermore, the prognosis of
patients with each MC subclass was compared with
that of the patients with NMC, accompanied by
evaluation of the significance of the sub-
classification of MC by analysis of the incidence of
tumor recurrence at different stages.

This clinical study was approved in advance by
the Tokyo Women's Medical University Ethical
Committee (Approval No. 2839).

Statistical analysis

Statistical analysis was performed by using a
computer software program (JMP, SAS Institute,
NC, USA version 10). Pearson’s chi-square test was
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Fig. 2

a: Overall survival of patients with MC and NMC,
5-year survival: MC 70.6%, NMC 81.2%, p =0.67.

b: Relapse free survival of patients with MC and NMC.
5-year survival: MC 63.8%, NMC 82.1%, p=0.05.

used for two-variable analyses. The cutoff levels for
the age, tumor size and serum CEA level were cal-
culated from the respective receiver operating
characteristic (ROC) curves. The Kaplan-Meier
method was employed for analysis of the prognosis,
followed by evaluation with the log-rank test. A Cox
proportional hazards model was used for multivari-
ate analysis and calculation of the risk ratio and
95% confidence interval. P <0.05 was regarded as
denoting statistical significance.
Results

1. Prognosis of MC and NMC

The 5-year OS and 5-year RFS were 70.6% and
63.8% in the MC group and 81.2% and 82.1% in the
NMC group, respectively. Thus, there was no sig-
nificant difference in the prognosis between the two
groups, although the RFS tended to be slightly
poorer in the MC group (Fig. 2a, 2b).

2. Prognosis analyzed by the MC subclass

There were 22 cases of MCP (81.5%) and 5 cases
of MCNP (185%). .

Evaluation of the clinicopathological factors by
the MC subclass revealed no significant differences
in the gender distribution, age, tumor site, depth of
invasion, proportion of patients with vascular inva-
sion, serum CEA level, history of adjuvant therapy,
or the number of lymph nodes examined. The per-
centage of stage III patients with lymph node me-

tastasis was significantly higher in the MCP group
(15 cases, 68%) as compared to that in the MCNP
group (1 case, 20%) (p =0.047, Table 2).

The 5-year OS and 5-year RFS were both 100%
in the MCNP group, while they were 70.9% and
55.7%, respectively, in the MCP group. Thus, MCP
tended to be associated with a poorer prognosis as
compared to MCNP, although the difference was
not statistically significant (Fig. 3a, 3b).

3. Comparison between each MC subclass and
NMC

The 5-year OS was 70.9%, 100% and 81.2% in the
MCP group, MCNP group and NMC group, respec-
tively. The 5-year RFS in the three groups was
55.7%, 100% and 82.1%, respectively (Fig. 4a, 4b).
Thus, both the OS and RFS tended to be poorer in
the patients with MCP than in those with MCNP or
NMC (MCP vs NMC OS p =0.35, RFS p = 0.007)
(MCNP vs NMC OS p=0.36, RFS p =0.35). When
this comparison was made between patients with
MCP and MCNP + NMC, the RFS was significantly
poor in the patients with MCP (5-year RES
MCNP + NMC 822% vs MCP 557% p = 0.0070)
(Fig. 5b).

In the analysis of the RES in the patients with
stage II disease, MCP was associated with a signifi-
cantly poorer prognosis than MCNP + NMC (5-year
RFS MCNP +NMC 87.3% vs MCP 57.1% p=0.0117)
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Table 2 Patient’s characteristics in all mucinous car-

cinoma
Factors MCNP MCP P
Gender
Man 4 ( 80%) 16 ( 72%) 073
Woman 1 ( 20%) 6 ( 27%)
Age at operation (year)
<70 4 ( 80%) 15 ( 68%) 0.60
>70 1( 20%) 7 ( 32%)
Site of colorectal cancer
Right 2 ( 40%) 5 ( 23%) 042
Left 3 ( 60%) 17 ( 77%)
Maximam diameter of tumor
<27 mm 0( 0%) 0( 0%) 0
>27 mm 5 (100%) 22 (100%)
Depth of invasion
<T3 2 ( 40%) 9 ( 41%) 097
T4 3 ( 60%) 13 ( 59%)
Lymph node metastasis
NO 4 ( 80%) 7 ( 32%) 0.04
N (+) 1( 20%) 15 ( 68%)
Lymphatic invasion
Ly (-) 3 ( 60%) 4 ( 18%) 0.05
Ly (+) 2 ( 40%) 18 ( 82%)
Venous invasion
Vi(-) 5 (100%) 16 ( 73%) 0.18
Vi(+) 0( 0%) 6 ( 27%)
Preoperative serum CEA
<48 ng/ml 5 (100%) 13 ( 59%) 007
>4.8 ng/ml 0( 0%) 9 ( 41%)
TNM stage
I 4 ( 80%) 7 ( 32%) 0.04
I 1( 20%) 15 ( 68%)
Adjuvant chemotherapy
Yes 1 ( 25%) 9 ( 47%) 0.57
No 3 ( 75%) 10 ( 53%)
Unknown 1 3
Number of harvested lymph node
>12 2 ( 40%) 5 ( 23%) 042
<12 3 ( 60%) 17 ( 77%)

(Fig. 6a). In the analysis of the RFS among the pa-
tients with stage III disease, the prognosis did not
differ significantly between the two groups (5-year
REFS MCNP + NMC 76.7% vs MCP 53.2% p = 0.206)
(Fig. 6b). Univariate analysis of the patients with
stage II disease revealed a significant difference in
the prognosis depending on the gender, presence of
MCP or MCNP + NMC, and presence/absence of
venous invasion (Table 3). Multivariate analysis, car-
ried out including the factors identified by univari-
ate analysis as having a significant influence, identi-
fied three independent risk factors for recurrence:
male gender, diagnosis of MCP, and v (+) (Table 3).

Discussion

Colorectal mucinous adenocarcinoma is a histo-
logical subtype of colorectal cancer. While some re-
ports suggest the absence of any significant differ-
ence in the prognosis between patients with muci-
nous and non-mucinous adenocarcinoma, others
suggest a less favorable prognosis in patients with
mucinous adenocarcinoma. Thus, the clinical signifi-
cance of “mucinous” nature of the tumor as a prog-
nostic factor is controversial. We undertook the pre-
sent study based on our suspicion that patients with
mucinous adenocarcinoma consist of a good progno-
sis group and a poor prognosis group. In the pre-
sent study, assessment was based on observation of
a full section of the main part of the tumor after the
routine staining procedure (hematoxylin-eosin stain-
ing). When MC was sub-classified into MCP and
MCNP, it was found that MCNP was associated
with a better prognosis and that MCP was associ-
ated with a poorer prognosis than NMC and MCNP.
Particularly in patients with stage II disease, detec-
tion of MCP was shown to be a useful prognostic
factor.

Colorectal mucinous adenocarcinoma has been
reported to account for about 5-15% of all cases of

colorectal cancer”™®

', As compared to the usual dif-
ferentiated colorectal cancer, mucinous adenocarci-
noma affects the right side of the colon more fre-

Y"1 and has a larger diameter at diagnosis

quently
as compared to the usual differentiated type of col-
orectal cancer. Furthermore, the depth of tumor in-
vasion is frequently greater and the incidence of
peritoneal metastasis is higher in cases of colorectal
mucinous adenocarcinoma”.

In the present study of patients with stage II and
ITT disease who had undergone radical surgery at
our facility, there were no significant differences in
the gender ratio, age or distribution of the tumor
site between the patient groups with mucinous and
non-mucinous adenocarcinoma, however, the depth
of invasion was significantly greater in the cases of
mucinous adenocarcinoma.

Analysis of the prognosis of colorectal mucinous
adenocarcinoma revealed no significant difference

in the OS or RFS between the patients with muci-
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a: Overall survival of patients with MCNP and MCP
5-year survival: MCNP 100%, MCP 70.9%, p=0.27.
_b: Relapse free survival of patients with MCNP and MCP
5-year survival: MCNP 100%, MCP 55.7%, p=0.13.
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Fig. 4
a: Overall survival of patients with MCNP, MCP and NMC.
5-year survival: MCNP 100%, MCP 70.9%, NMC 81.2%.
b: Relapse free survival of patients with MCNP, MCP and NMC.
5-year survival: MCNP 100%, MCP 55.7%, NMC 82.1%.
nous and non-mucinous adenocarcinoma. Consistent non-inferiority of the prognosis of mucinous adeno-
with this result, Catalano et al also reported the carcinoma as compared to that of non-mucinous
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a: Relapse free survival of patients with MCNP + NMC and MCP of stage 2.
5-year survival: MCNP + NMC 87.3%, MCP 57.1%, p=0.01.

b: Relapse free survival of patients with MCNP + NMC and MCP of stage 3.
5-year survival: MCNP +NMC 76.7%, MCP 53.2%, p=0.20.

adenocarcinoma bases on an analysis of colon can-
cer patients who had undergone radical surgery®.
On the other hand, another report, based on an
analysis of T3NO colonic cancer patients who had
undergone radical surgery, indicated that mucinous
adenocarcinoma was associated with a poorer prog-
nosis, akin to that of poorly differentiated adenocar-
cinoma'®.

The definition of non-mucinous adenocarcinoma
varies among different reports published until date.
Some reports count poorly differentiated adenocar-
cinoma as non-mucinous adenocarcinoma, while oth-
ers do not adopt such a classification. Among the re-

ports that count poorly differentiated adenocarci-
noma as non-mucinous adenocarcinoma, some re-
ports have indicated the prognosis is similar be-
tween patients with mucinous and non-mucinous
adenocarcinoma®”, while others suggest a more fa-
vorable prognosis in patients with mucinous adeno-
carcinoma than in those with non-mucinous adeno-
carcinoma'.

Similarly, among the reports not counting poorly
differentiated adenocarcinoma and signet ring cell
carcinoma as mucinous adenocarcinoma, some have
indicated a poorer prognosis in patients with muci-
nous adenocarcinoma as compared with that in pa-
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Table 3 Univariate analysis of patient and tumor factors with 5-year relapse free sur-

vival in patients of stage 11

Factors n 5-year RFS (%) p Hazard ratio (95%CI)
Gender
Man 288 83.1 0.004 Man/Woman
Woman 162 93.0 256 (1.34-541)
Age at operation (year)
<70 287 84.6 0.16
>70 163 90.9
Site of colorectal cancer
Right 155 88.6 0.53
Left 295 855
Maximam diameter of tumor
<27 mm 39 927 0.17
>27 mm 411 86.1
Depth of invasion
<T3 385 877 0.38
T4 65 86.1
Lymphatic invasion
Ly (—) 108 92.3 011
Ly (+) 342 849
Venous invasion
V(=) 348 780 0.01 V(+)/V (-)
V(+) 102 89.3 2.09 (1.16-3.69)
Preoperative serum CEA
<48 ng/ml 331 884 0.11
>48 ng/ml 119 820
Adjuvant chemotherapy
Yes 113 84.8 0.77
No 289 88.2
Unknown 48
Number of harvested lymph node
>12 306 88.2 0.35
<12 144 83.6
Mucinous subclassification
MCP 7 57.1 001 MCP/MCNP + NMC
MCNP +NMC 443 87.3 508 (1.21-14.2)

tients with non-mucinous adenocarcinoma *®*,

while others have suggested a similar prognosis be-
tween the two types of cancer®®®, J Verhulst et al
reported that the risk ratio for recurrence was 2-
8% higher in patients with mucinous adenocarci-
noma than in those with non-mucinous adenocarci-
noma, although the report did not clearly state
whether poorly differentiated adenocarcinoma was
counted as non-mucinous adenocarcinoma'"’.

While there are reports of sub-classification of
mucinous adenocarcinoma depending on the pres-
ence/absence of a signet ring cell carcinoma compo-
nent” ™, no such sub-classification has been pro-
posed by the WHO or AJCC™". Furthermore the

relationship between the sub-classes of cancer and

the prognosis also remains unknown®?. In the pre-
sent study, the assessment was based on observa-
tion of full sections of the main parts of the tumors
after hematoxylin-eosin staining (a staining tech-
nique routinely used in clinical practice). Of the 27
cases of MC, 22 were rated as MCP, and the per-
centage of cases with lymph node metastasis was
significantly higher in the MCP group than that in
the MCNP group. The prognosis (OS and RFS)
tended to be less favorable for MCP than for MCNP,
although the differences were not statistically sig-
nificant. This could be an underestimate due to the
insufficient sample size. Evaluation of the prognosis
by the subclass revealed that MCNP was associated
with a poor prognosis and that MCP was associated
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with a poorer prognosis as compared to NMC and
MCNP. In this connection, it has been reported that
mucinous colorectal carcinoma containing a signet
ring cell carcinoma component carried a poorer
prognosis than mucinous adenocarcinoma not con-

920 Tn regard to the rela-

taining such a component
tionship between mucinous adenocarcinoma and
signet ring cell carcinoma, the WHO and AJCC con-
sider signet ring cell carcinoma and mucinous ade-
nocarcinoma as independent entities®. Thus, muci-
nous adenocarcinoma itself is viewed as an ambigu-
ous prognostic factor whose significance remains
unclear®.

Onodera et al reported differences from the mo-
lecular viewpoint between mucinous adenocarci-
noma containing poorly differentiated adenocarci-
noma and signet ring cell carcinoma components
(MUCb5AC-positive) and mucinous adenocarcinoma
containing well-differentiated adenocarcinoma and
moderately differentiated adenocarcinoma compo-
nents (MUC l-positive). In addition, they also re-
ported the existence of molecular similarities be-
tween the two types of mucinous adenocarcinoma
(MUC2-positive and MUC6/MUC10-negative)™.

In the analysis of the RFS by the cancer stage,
the prognosis of patients with stage II cancer was
significantly poorer for MCP as compared to that
for MCNP + NMC. Thus, the mucinous nature, or
“MCP”, was useful as a prognostic factor for deter-
mining a high risk of recurrence. To date, various
sets of guidelines have been proposed concerning
the risk factors for recurrence in patients with
stage II disease, however, mucinous cancer is not

14)24) 25,

listed under such factors ' In the present study
of patients with stage II colorectal cancer who had
undergone radical surgery, multivariate analysis
identified the diagnosis of MCP as a risk factor for
recurrence, This Is a new finding not reported be-
fore.

The percentage of cases of mucinous adenocarci-
noma among all cases of colorectal cancer was
rather low (3.1%) in the present study. To enable a
statistically powerful analysis despite such a small
sample size, individual cases were followed up for
many years. For this reason, factors such as

changes over time of the form of treatment could
not be sufficiently excluded from the analysis, con-
stituting a limitation of this study. In addition, the
retrospective data analysis also constituted a limita-
tion of the study. It is necessary in the future to ana-
lyze a larger number of cases, because the number
of cases allocated to each subclass of mucinous ade-
nocarcinoma was very small in the present study.
Although we planned to consider analysis of the
percentage of cases with the PCC component, this
was not possible due to the small sample size. It is
necessary in the future to evaluate the influence of
the percentage of the PCC component on the prog-
nosis. Because this sub-classification is relatively
simple, inter-examiner errors are unlikely to occur
when multiple pathologists are involved in the sub-
classification of the cases, however, it would be de-
sirable to perform a validation study on the differ-
ences in the judgment in regard to the sub-
classification among different pathologists.

The association of mucinous adenocarcinoma
with colitic cancer (secondary to inflammatory co-
lon disease) and HNPCC (hereditary nonpolyposis
colorectal cancer) has been a subject of debate®®?,
Walsh et al reported that mucinous adenocarci-
noma was seen in HNPCC developing from ser-
rated adenoma, pointing out the influence of the ex-
pression of MUC2, MUC5AC and MUC6 on carcino-
genesis and the involvement of CpG island methyla-
tor activation and chromosome 11p15.5 in the devel-
opment of the cancer®. In the future, it would be
desirable to clarify the differences in the cancer
growth and progression patterns between MCP
and MCNP from multiple viewpoints.

Conclusions

The clinical significance of sub-classification of
mucinous adenocarcinoma was evaluated. Our find-
ings revealed no difference in the prognosis be-
tween MC and NMC. However, after sub-
classification, MCNP was shown to have a better
prognosis, while MCP carried a poorer prognosis as
compared to NMC and MCNP. In patients with
stage II disease, the diagnosis of MCP was identi-
fied as a significant independent risk factor for re-
currence.
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(F L) KGR L ERR A1 controversial 2 FHFHIKF & LCikbhTwa, LA L, ASCO 2004
guideline Tid stage Il KR OBFBRGHRET L LTHIFoNTWADH, AL CIRASHEICB T 5 IR EREI L
BRRE, ENBRAMIAZHRE B33 5 B4 (mucinous adenocarcinoma oriented with poorly differentiated adenocarcinoma
or signet ring cell carcinoma component : PCC) % &t EHIE B L CORBEENICHESEEZITY, ZOBKNE
BEWPOLDPETAHIERANE L. (HE) HECRERLZ 199141 B ~20054 12 A T stage I, IIIIRHE
FAHEF O D LW (MC) 27 B & FepmE (NMC) 831 flxxtg & L7z, PCC %&t MC (MCP) & PCC
& F %2\ MC (MCNP) (ZIRHESMH 54 (MC sub-classification) %47 7z. MC sub-classification 312 BB
TREEEF, OS (&4FF) BLURFS (BHBELE) ICOVWTHEBREL, BERICOVWTHREI L. (BER)
Y SEEER T, stage IIT O & E1E MCNPL #1(20%), MCP15 %1(68%) & MCP 25 #1247 72 (p=0.047).
stage IT T RFS i MCP #* MCNP+NMC & ) FEBIZTFHEABR TH o 72 (5-year RFS MCNP + NMC 87.3% vs
MCP 57.1% p=00117) £ Z&FH TIE B, MCP, IREBREFEIIRL L /2HH) X7 BT & LTHRZ SN
EmIMCNP X FERIFTHY, MCPIENMC BLXUMCNP ICHRTFEARTHALI EHDHBAL. & 512
stage T IZBWT MCP I3V L TERELZBERYAZHFTHo 7.
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