
biomedicines

Review

Surgery for Colorectal Cancer: A Trigger for Liver Metastases
Development? New Insights into the Underlying Mechanisms

Simran Grewal 1,2,3,*, Steven J. Oosterling 4 and Marjolein van Egmond 1,2,3

����������
�������

Citation: Grewal, S.; Oosterling, S.J.;

van Egmond, M. Surgery for

Colorectal Cancer: A Trigger for Liver

Metastases Development? New

Insights into the Underlying

Mechanisms. Biomedicines 2021, 9,

177. https://doi.org/10.3390/

biomedicines9020177

Academic Editor: Moritz Wildgruber

Received: 4 January 2021

Accepted: 7 February 2021

Published: 11 February 2021

Publisher’s Note: MDPI stays neutral

with regard to jurisdictional claims in

published maps and institutional affil-

iations.

Copyright: © 2021 by the authors.

Licensee MDPI, Basel, Switzerland.

This article is an open access article

distributed under the terms and

conditions of the Creative Commons

Attribution (CC BY) license (https://

creativecommons.org/licenses/by/

4.0/).

1 Department of Molecular Cell Biology and Immunology, Amsterdam University Medical Centers,
1007 MB Amsterdam, The Netherlands; m.vanegmond@amsterdamumc.nl

2 Department of Surgery, Amsterdam University Medical Centers, 1081 HV Amsterdam, The Netherlands
3 Cancer Center Amsterdam, Amsterdam University Medical Centers, 1081 HV Amsterdam, The Netherlands
4 Department of Surgery, Spaarne Gasthuis, 2035 RC Haarlem, The Netherlands;

SJ.oosterling@spaarnegasthuis.nl
* Correspondence: sgrewal@tergooi.nl; Tel.: +31-20-4448080

Abstract: Surgery is a crucial intervention and provides the best chance of cure for patients with
colorectal cancer. Experimental and clinical evidence, however, suggests that paradoxically surgery it-
self may precipitate or accelerate tumor recurrence and/or liver metastasis development. This review
addresses the various aspects of surgery-induced metastasis formation and sheds light on the role
of inflammation as potential trigger for metastasis development. Understanding these mechanisms
may provide potential new perioperative interventions to improve treatment outcomes, and as such
could transform the perioperative timeframe from a facilitator of metastatic progression to a window
of opportunity to reduce the risk of liver metastasis development. Ultimately, this can potentially
improve long-term survival rates and quality of life in patients with colorectal cancer.
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1. Introduction

Colorectal cancer (CRC) is the third most common cancer subtype worldwide with
over one million new cases diagnosed in 2018 [1]. Metastatic disease represents the primary
cause of mortality in CRC. Liver metastasis is the most common site of distant spread,
accounting for approximately 15–25% of CRC patients at the time of primary diagnosis.
Another 18–25% patients will develop distant metastases within 5 years from the first
diagnosis [2]. Indications for treatment of CRC liver metastases with curative intent
have expanded rapidly. The treatment regime for most patients with CRC consists of
surgical resection, either with or without chemo-and/or radiotherapy [3]. Prognosis and
the need for adjuvant therapy is primary based on the tumor-node-metastasis (TNM)-
stage, which describes the extent of invasion of the primary tumor (T), lymph nodes (N)
and distant metastases (M). The five-year survival rate for stages I-III CRC is up to 80%.
For stage IV CRC, which represents 20% of all cases, it is only about 13% [4].

Although surgical excision of primary tumor can save or extend life, it has been
hypothesized that surgery itself may precipitate or accelerate tumor recurrence and/or
liver metastasis development, as surgery may generate a permissive environment for
tumor growth [5,6]. This is likely not specific for CRC surgery, as effects of surgery on the
metastatic process have also been observed in patients with breast cancer. Among women
who were operated for breast cancer, 30% of node-negative and 75% of node-positive
women still developed distant metastasis [7].

Therefore, addressing the mechanisms involved in the pro-tumorigenic perioperative
period may provide insight into new therapeutic strategies to improve cancer outcomes.

During classical metastasis development, tumor cells undergo a complex cascade
of events to form metastases in target organs [8,9] (Figure 1). First, cancer cells need to
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“escape from the primary tumor” and must become motile and invasive. This requires changes
in cell–cell and cell–extracellular matrix (ECM) contacts. The new blood vessels that develop
in the primary tumor during growth, defined as angiogenesis, provide an escape route
whereby tumor cells can enter into the vascular system (intravasation). Next, tumor cells
need to “survive in the circulation”. Binding to and covering themselves with platelets has
shown to protect circulating tumor cells (CTCs) from shear stress, immune cells and host
defense mechanisms [10]. Cancer cells need to “arrest at a new site”, which is followed by
“extravasation into the tissue”. Once the tumor cells have reached the new site, cells need
to grow out and form micrometastases and finally macroscopic metastases. Each stage
of metastasis imposes different, often harsh conditions and challenges for cancer cells.
As the cascade progresses, the number of viable cancer cells which survive and successfully
complete each stage decreases. Thus, classical metastasis is a complex and inefficient
process because of the multiplicity of events that are required or need to be overcome.
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Figure 1. Classical route of liver metastases development. Detachment of individual tumor cells from the primary tumor
(step 1), intravasation of tumor cells into the circulatory system (step 2), systemic transportation of tumor cells (step 3),
extravasation of tumor cells into parenchyma of distant tissue (step 4), colonization of distant organs and establishment of
macroscopic tumors (step 5). TC = tumor cell.
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In this review, we summarize the growing evidence that supports the concept that
surgery for primary colorectal cancer can actually increase the risk of new liver metastasis
development. In addition, we will review the perioperative factors that may enhance
postoperative tumor growth and the therapeutic implications that might be useful in
counteracting this phenomenon.

2. Adhesion of Circulating Tumor Cells

It has been demonstrated that circulating tumor cells (CTCs) are present in peripheral
blood and portal circulation of patients with CRC pre-operatively [11–14]. Moreover, it was
shown that the number of CTCs increased during, or shortly after resection in both periph-
eral and portal blood circulation, which suggest that manipulation of the primary CRC
can lead to dissemination of tumor cells [15–17]. It has been proposed that these CTCs
have a high prognostic value independently of already established criteria such as tumor
staging [18,19]. Patients with CRC harboring >5 CTC per 7.5 mL blood had a worse prog-
nosis with an eight-times higher risk of developing metastasis within a year [11]. A recent
meta-analysis summarized 20 relevant studies including 3687 patients and provided strong
evidence for peripheral blood CTCs predicting poor disease progression and survival in
patients with non-metastatic CRC [20]. However, as implantation of CTCs is a highly
inefficient process, spillage of tumor cells during surgery likely cannot fully explain the
high incidence of metastases development.

In order to form a metastasis, CTCs first need to adhere in the target organ.
Adhesion molecules are expressed on cancer cells and cells of the target organ and play
a crucial role in metastatic progression [21]. Adhesion molecules generate the initial cell-cell
contacts that lead to cancer extravasation and subsequent organ colonization. Expression of
several adhesion molecules, such as E-selectin, vascular cellular adhesion molecule (VCAM)-1
and ICAM-1, was increased in the liver during metastatic invasion [22]. Selectins are vascular
cell adhesion molecules involved in adhesive interactions of leucocytes and platelets and
endothelium within the blood circulation. Platelets promote tumorigenesis and metastasis
via a number of complementary mechanisms, including (a) aggregation around the CTCs to
form a platelet ‘cloak’ thus shielding them from high shear forces generated by blood flow,
lodging them into the vessel wall [23,24]. Additionally, platelets protect tumor cells from at-
tack by the immune system [25], and release permeability factors and degradative enzymes
that assist tumor cell extravasation from the circulation [26]. The release of growth and
angiogenic factors also help to facilitate the establishment of metastasis [27]. Selectins are
also present within the liver sinusoids, regulating CRC cell arrest and extravasation in the
liver [28]. Inhibition or downregulation of selectin expression resulted in attenuation of
experimental liver metastasis [28]. In contrast, overexpression of selectins in the liver redi-
rected metastasis to this organ, thereby confirming the role of selectins in this process [29].
Furthermore, it has been reported that tumor cell derived factors up-regulate the synthesis
of cytokine release, like (TNF)α, IL-1 and IL-6, by immune cells [30,31]. These cytokines
were shown to enhance the expression of E-selectin on the surface of endothelial cells
-including the liver sinusoidal endothelium-, which was suggested to facilitate the tumor
cells adhesion and enable metastases outgrowth. Moreover, enhanced tumor cell adhesion
by surgery-released cytokines was demonstrated both in vivo and in vitro [32–34].

Integrins are transmembrane glycoproteins consisting ofα andβ subunits heterodimers [35].
They mediate cell adhesion and directly bind to ECM components such as fibronectin and
collagen [36]. Altered integrin expression patterns have been linked to many types of can-
cer [37–39]. Integrins contribute to the metastatic cascade by upregulating the expression
of matrix metalloproteinase genes and facilitating protease activation and function of the
ECM interface [40]. Interaction between integrin heterodimers and ECM proteins of the
target organ initiates tumor cell attachment in the liver sinusoids, which eventually lead to
cancer cell extravasation and subsequent organ colonization [41].

Surgical trauma, which is inevitable during resection of primary tumor, initiates sys-
temic inflammation and leads to rapid activation of innate immune cells. These cells
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are potent producers of inflammatory mediators like reactive oxygen species (ROS) [42].
It was demonstrated that incubation of mesothelial cells with ROS enhanced expression
of the adhesion molecules ICAM-1 and VCAM-1 [43]. This consequently increased tumor
cell adherence to mesothelial cells. Additionally, impairment of the mesothelial mono-
layer of the peritoneal wall and liver micro-vasculature after abdominal surgery was
demonstrated [44,45]. This resulted in formation of intercellular gaps and exposure of ex-
tracellular matrix (ECM) proteins, which served as preferable adhesion sites for tumor cells.
Incubation of tumor cells with antibodies against integrin subunits prevented surgery-
induced tumor cell adhesion and tumor outgrowth in the peritoneum or the liver [45,46].
In vivo models suggested that interactions between integrins on the tumor cell surface and
exposed ECM played a major role in metastases development after surgery. Thus, surgery cre-
ates permissive circumstances for tumor cells to adhere to adhesion molecules in ECM of
target organs and thereby increase chances of metastases development.

3. Anastomotic Leakage and Bacterial Translocation

Approximately, 8–10% of patients encounter an anastomotic leakage after resection of
the colorectal tumor [47,48]. Anastomotic leakage is often defined as ‘a defect in the bowel
wall at the anastomotic site, leading to communication of intra-and extraluminal compart-
ments’ [49]. The relationship between anastomotic leakage and oncological outcome is a
controversial issue. Although several studies have shown a relationship between anasto-
motic leakage and disease recurrence as well as overall survival [50–53], other studies have
not found an adverse effect on oncological outcome [54,55]. Nonetheless, recen meta-analyses
showed increased local recurrence and reduced long-term survival from colorectal cancer
following anastomotic leakage [56–59].

Colorectal surgery has been shown to lead to bacterial translocation into the circulation
and abdominal cavity [60–64]. LPS has been detected in post-surgical plasma of patients [65,66]
and elevation of LPS concentration in blood was accompanied by intestinal permeability,
which suggest that the gut epithelial barrier is impaired post-operatively [67]. In line with
this, we have shown in an animal model that injection of LPS in the peritoneal cavity
increased tumor cell adhesion in the liver, which may contribute to a poor oncological
outcome in patients with anastomotic leakage [44].

4. Surgery Induced Activation of Immune Cells

Bacterial components are potent triggers of inflammatory immune response by acting
on Toll-like receptors (TLRs) [68]. LPS is the main ligand for TLR4, which is expressed by
a wide variety type of immune cells [69]. As bacterial components are released during
surgery, Kupffer cells (KCs) and polymorphonuclear cells (PMNs) expressing TLRs that
recognize the bacterial products, become activated. This results in release of high levels of
cytokines and ROS production [44,70]. ROS enhanced expression of adhesion molecules
ICAM-1 and VCAM-1 of mesothelial cells [43]. Furthermore, exposing endothelial cell
layers to ROS led to detachment and subtraction of endothelial cells and subsequently
to enhanced adhesion of tumor cells to exposed underlying extracellular matrix proteins
in in vitro assays [44,71]. In vivo, ROS production has a damaging effect on the integrity
of the liver vasculature, resulting in exposure of sub-cellular extracellular matrix (ECM)
components to which circulating tumor cells can adhere in an experimental rat model [46].

The immune system may be an important factor in determining the outcome of
people with cancer [72]. A scoring system has been developed to classify tumors based
on the quantification of CD3 and CD8 cells [73]. Two major immune groups have been
described, referred to as: ‘inflamed or hot’ tumors and ‘cold’ tumors. An ‘inflamed’ tumor
is highly infiltrated with T-cells and has a strong pre-existing adaptive immune system.
In the ‘cold’ tumors, T cells are either found at the edge of tumor sites without being
able to infiltrate them (excluded phenotype), or absent (desert phenotype). The excluded
phenotype likely reflects the intrinsic inability of the host immune system to effectively
mount a T-cell mediated immune response and the ability of the tumor to escape such
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response by hindering T cell infiltration. In contrast, in immunologically hot tumors the
immune system can trigger an anti-tumor response. Therefore, this may contribute to a
better oncologic outcome of patients with a ‘hot’ tumor as compared to patients with a
‘cold’ tumor.

The presence of more intra-tumoral macrophages has been associated with a favorable
disease-free survival in CRC [74]. Nonetheless, some studies did not find an associa-
tion between the number of macrophages and patient survival, so consensus has not yet
been reached [75–77]. Macrophages are phagocytic cells with pro- or anti-inflammatory
properties, depending on their phenotype [78–80]. The role of macrophages in tumor
progression acts as a double-edged sword, since they can both promote tumor elimina-
tion as well as stimulate tumor growth [81]. Inflammatory macrophages (also referred
to as M1-like or classically activated macrophages) are involved in the inflammatory re-
sponse, pathogen clearance and anti-tumor immunity. Conversely, immune modulatory
macrophages (also referred to as M2-like or alternatively-activated macrophages) are as-
sociated with an immune suppressive responses, wound healing and pro-tumorigenic
properties, including induction of angiogenesis and facilitation of metastases.

A post-operative imbalance in pro-and anti-inflammatory immune responses may
debilitate antitumor cytotoxicity, or promote immunomodulatory and wound healing func-
tions, thereby facilitating metastasis outgrowth. The per- and postoperative acute phase
responses initiate systemic inflammation leading to rapid activation of innate immune
cells and subsequently to increased cytokines production [30,82]. The cytokines which
play a dominant role in distant metastasis formation are tumor necrosis factor (TNF)α,
IL-1 and IL-6, which are released per-and post-operatively [31,83]. These cytokines can, by
enhancing expression of adhesion molecules, increase adhesion of tumor cells in vivo and
in vitro [33,34]. Adhesion molecules like ICAM-1, VCAM-1 and E-selectin on endothelial
cells are activated and their increased expression has also been shown to promote adhesion
of tumor cells in vivo and in vitro [33,34].

To counterbalance the effects of the acute phase response, compensatory anti-inflammatory
mediators are released [84]. It was demonstrated in immunodeficient mice and patients
undergoing immunosuppressive therapies that an unbalanced systemic compensatory re-
sponse to acute phase responses may result in immune suppression and hereby render the
patient susceptible for post-operative infections and hampered anti-tumor immunity [85].

In conclusion, ‘surgery-induced liver metastasis development’ represents an addi-
tional route of metastasis formation that is initiated per- and post-operatively and which
short-cuts several of the steps of the classical metastasis model. Handling of the tumor
during surgery may result in shedding of tumor cells. Moreover, we have demonstrated in
animal models that surgical abdominal trauma, and exposure to microbial factors led to
impairment of liver vasculature, subsequently causing the exposure of the sub-endothelial
extracellular matrix (ECM) proteins to which tumor cells adhere through their adhesion
molecules and grow out into metastasis formation (Figure 2).
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Figure 2. Surgery-induced liver metastases. Surgical resection of the primary CRC (step 1) causes release of bacterial
products (LPS) and tumor cells (step 2). Systemic transportation of TCs (3) and activation of KCs and PMNs (4) which
produce ROS (5). This leads to exposure of sub-endothelial ECM (6). Disseminated tumor cells adhere to the exposed
ECM through and develop into liver metastases (7). TC = tumor cell; KC = Kupffer cell; PMN = polymorphonuclear cell;
ROS; reactive oxygen species; ECM = extracellular matrix.

5. Potential Perioperative Interventions to Prevent Metastases Development

Most cancer patients with CRC will not die because of their primary tumor, which can
be removed by surgery, but rather as a result of cancer metastasis. Therefore, the biggest
challenge is not the removal of the primary tumor, but the effective prevention of metastasis
development. As minimally invasive surgical resection remains the cornerstone of CRC
treatment, the perioperative window simultaneously removes the bulk of the tumor and
provides an opportunity to counteract adhesion of CTCs, hereby reducing the risk of
recurrence and/or liver metastasis development.

6. Limiting Surgical Trauma?

We previously demonstrated in our animal model that enhanced numbers of ad-
hered tumor cells were present in the livers of rats that underwent a colectomy procedure,
compared to the livers of control rats or rats from the laparotomy group (sham opera-
tion) [61]. Furthermore, animals from the colectomy group developed significantly more
liver metastases compared to the sham and control group. These results suggest that the
extent of surgical trauma may enhance increased locoregional and distant tumor develop-
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ment after primary CRC surgery, supporting the proposition that reducing tissue damage
may lead to better patient prognosis.

Laparoscopic surgery is nowadays considered as preferable technique for curative
treatment of patients with CRC. Instead of operating through one large abdominal incision,
several small incisions are made, and surgery is performed with smaller instruments.
Several studies have demonstrated that laparoscopic surgery results in less perioperative
blood loss, faster postoperative recovery, less pain and a shorter length of hospital stay [86].

Whether laparoscopy has benefits for oncological outcome is less clear. One of the
early studies on laparoscopy-assisted colectomy in CRC was conducted by Lacy and co-
workers in which they compared the efficacy of laparoscopic-assisted colectomy and open
colectomy for the treatment of non-metastatic colon cancer in terms of tumor recurrence
and survival. A total of 219 patients were included in this randomized controlled trial.
In addition to the abovementioned beneficial effects of the procedure, also overall survival
was higher in patients undergoing laparoscopy-assisted colectomy compared to open
surgery [87]. However, this study is controversial, as these promising results could only
be reproduced in a subgroup of patients in two recent large trials, i.e., the Barcelona trial
and Colorectal Cancer Laparoscopic or Open Resection (COLOR) trials. The Barcelona trial
randomized 105 patients to laparoscopic assisted colectomy and 101 patients to open colec-
tomy. The most significant finding of the trial was the cancer related mortality, which was
significantly lower in the laparoscopic assisted group (95) compared to the open surgery
group (21%), p = 0.03. However, this difference in cancer related survival was due to out-
comes of a subgroup of patients with stage III disease. In the COLOR II trial, patients were
randomly assigned to undergo either laparoscopic resection of rectal cancer or an open
procedure. Long-term rates of locoregional recurrence at 3 years after surgery was 5% for
both laparoscopic and open surgery groups [88]. However, laparoscopic surgery in patients
with cancer in the lower third of the rectum was associated with a lower locoregional recur-
rence rate than for open surgery. The disease-free survival rates at 3 years for the overall
groups were 74.8% after laparoscopic surgery and 70.8% after open surgery, which was not
significantly different. In the Conventional versus Laparoscopic Assisted Surgery in Col-
orectal Cancer (CLASICC) trial, a randomized study to determine the effect of laparoscopic
surgery on rectal-cancer outcomes involving 381 patients, the locoregional recurrence rate
at 3 years was 9.7% after laparoscopic surgery versus 10.1% after open surgery [89–91].
Thus, possibly with the exception of specific subgroups, laparoscopic colectomy is overall
not superior to open approach with respect to oncological outcome of cancer patients.

7. Blocking Tumor Cell Adhesion

Clinical and experimental evidence shows the important role of adhesion molecules
in liver metastases formation. Several studies suggested that modulation of endothelial
adhesion molecules expression may provide a useful strategy to prevent liver metastases.
Targeting E-selectin by antibodies was shown to decrease tumor cell adhesion and reduce
liver metastases development [92]. Furthermore, inhibition of VCAM-1 expression by
antibody-mediated blockade of IL-1, TNFα and IL-18 also impaired the retention of cancer
cells in the liver sinusoids and reduced liver metastases development [93]. We previously
demonstrated that surgery led to endothelial vascular damage in the liver with exposure
of sub-endothelial ECM to which tumor cells adhered through α2β1 integrins. In an-
imal models, development of metastases was significantly diminished after functional
blockade of integrin α2 on colon carcinoma cells [46]. Therefore, inhibiting tumor cell
adhesion might be a promising approach to prevent surgery-induced liver metastases.
However, it is important to keep in mind that surgery unavoidably introduces tissue
injury. Immediately after surgery wound healing processes are initiated, in which the
interaction of immune cells with endothelial cells or ECM proteins play an essential role.
Integrins, and other adhesion molecules play a central role in wound healing, that may
be disrupted by blocking them [94,95]. For instance, it was demonstrated that integrin
β1 is involved in keratinocyte migration during cutaneous repair. Hampered wound
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healing after colon resection may have serious consequences for the bowel anastomosis
as leakage and potential sepsis have been associated with poor long-term oncological
outcome [52,96,97]. As such, great care must be taken to not to interfere with wound
healing processes. Although blocking adhesion molecules diminishes tumor cell adhesion
and subsequently may decrease metastases outgrowth postoperatively, it may also lead
to severe side effects in surgical patients, which potentially countermands any beneficial
effects of the therapy. Therefore, caution should be taken in attempting to treat patients
with adhesion molecule blocking agents to improve patient’s outcome.

8. Reducing Inflammatory Responses

Surgery induced immune responses result in activation of immune cells, which can
lead to production of high concentrations of ROS [98]. This subsequently may damage
endothelial lining and results in exposure of the sub-endothelial ECM. As this is a favor-
able adhesion site for tumor cells, reducing ROS production could prevent metastases
development. Although treatment with ROS scavengers initially led to decreased tumor
cell adhesion in animal models, it paradoxically promoted liver metastases outgrowth [44].
This was likely due to the role of ROS in tumor cell killing by macrophages [99]. As such,
ROS has dual and conflicting actions. Developing ROS scavengers with short half-life,
which may interrupt early ROS production during surgery, hereby leading to less damaged
liver vasculature and tumor cells adherence, while preserving long-term macrophage
function may potentially have therapeutic potential [44]. A few randomized controlled
trials and retrospective studies studied the impact of perioperative treatment with COX
inhibitors, which block catecholamines and/or prostaglandins. Although some moderate
effects on survival were suggested, overall results are inconclusive [100,101].

9. Oral Antibiotics for Decontamination of the Digestive Tract

The microbiome is the microbial ecosystem of the body and resides largely in the
digestive tract. In recent years, DNA and RNA sequencing studies have revealed that
the diversity and metabolic interactions of this microbial community greatly influence
the development of infection and disease [102]. When balance in the microbiome is
lost and potentially pathogenic microorganisms predominate the bowel environment,
a ‘disease-promoting microbiome’ occurs that facilitates the occurrence of disease and in-
fectious complications [103]. Despite improvements in surgical equipment and techniques,
patients undergoing colorectal surgery are at risk for development of infectious com-
plications, such as surgical site infection (SSI) and anastomotic leakage (AL) [104,105].
Several studies have also linked AL with increased tumor recurrence and higher cancer-
specific mortality [50–52].

Selective Decontamination of the Digestive Tract (SDD) is based on the administration
of oral non-absorbable antibiotics and fungicides to eliminate potentially pathogenic mi-
croorganisms in the bowel [106]. SDD minimizes the impact of infections by potentially
pathogenic microorganisms that are endogenous to the patient. These microorganisms
colonize the digestive tract and consist predominantly of aerobic Gram-negative bacte-
ria, Staphylococcus aureus and fungi, against which SDD is effective. SDD decreases
infectious complications in oesophagogastric cancer surgery [107]. In 2009 Roos and co-
workers published a retrospective case–control study and a smaller single-centre RCT of
SDD in patients undergoing gastrointestinal surgery [108,109]. Their RCT demonstrated
a significant decrease in infectious complications and anastomotic leak rates as a com-
bined endpoint in patients undergoing various gastrointestinal operations, including col-
orectal, oesophageal and gastric resections for both benign and malignant disease [109].
Recently, we published the results of the SELECT trial in which the effect of SDD on surgical
site infection and anastomotic leakage was evaluated in a multicenter RCT. SDD reduced
infectious complications after colorectal cancer resection but did not significantly reduce
anastomotic leakage. However, the trial had to be stopped after interim analysis demon-
strated that superiority was no longer attainable. In a systematic review and meta-analysis
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(Grewal et al., submitted), the impact of MBP and OAB on SSI and AL was assessed in
patients undergoing elective surgical resection of colorectal cancer. Preoperative OAB
prophylaxis, in combination with MBP and standard intravenous antibiotic prophylaxis,
was associated with a significant reduction in rates of SSI and AL. Interestingly, OAB as
SDD seems to be more effective compared to non-selective antibiotics in reducing the risk
of surgical site infection and anastomotic after colorectal cancer surgery.

We have previously demonstrated in an experimental model that abdominal surgery
lead to bacterial translocation and induction of an inflammatory response. We observed
significantly enhanced distant adherence of tumor cells in the liver of rats and subsequent
tumor outgrowth [61]. Interestingly, the enhanced tumor cell adherence was prevented by
pre-operative SDD (Figure 3).
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Our hypothesis is that surgical trauma leads to activation of the immune system and
damage of endothelial lining of liver vasculature by release of reactive oxygen species
(ROS). Sub-endothelial extracellular matrix molecules are exposed by ROS, facilitating the
adhesion of circulating tumor cells to the exposed extracellular matrix molecules and
outgrowth of liver metastases. Bacterial components are known to be potent triggers for
induction of inflammatory response, therefore bacterial contamination may escalate the
above described mechanism. Bacterial components are recognized by Toll-like receptors
(TLR) and induce activation of immune cells. Consequently, release of ROS by activated
immune cells may facilitate the adherence of tumor cells. By pre-operatively elimination of
gram-negative bacteria in the colon, we anticipate that surgery-induced pro-tumorigenic
immune responses may be avoided to improve oncological outcome.

10. Concluding Remarks

Liver metastasis is a common cause of morbidity and mortality in colorectal cancer
patients. Both experimental and clinical evidence support the notion that surgery, which is
intended as a curative option by removing the tumor mass, can paradoxically also augment
development of metastases. In this review we have highlighted the role of bacterial prod-
ucts and inflammatory responses to surgical trauma, which may underlie many aspects of
poor oncological outcome. The perioperative period provides an “window of opportunity”
for developing relevant therapies to reduce the risk of metastasis development. We pro-
pose that preoperative use of SDD to reduce the load of gut bacteria, may subsequently
decrease harmful inflammatory responses with concomitant damage to liver sinusoids,
increased adhesion of CTCs and development of metastases.
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