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Chapter 2
CTCs in Solid Tumors. Clinical 
Applications of Circulating Tumor Cells 
in Breast Cancer

Douglas Guedes de Castro and Felipe Ko Chen

2.1  Introduction

Breast cancer (BC) is one of the most studied types of cancer since the last century. 
For this reason, numerous studies have investigated the correlation between circu-
lating tumor cells (CTCs) and BC [1].

When we consider using CTCs as a biomarker, it becomes necessary to differen-
tiate early BC (eBC) from metastatic BC (mBC). About 70% of patients with mBC 
stage IV have >1CTC in 7.5 ml of blood, using CellSearch system to isolate and 
quantify CTCs. However, in eBC, using this system, we rarely detect CTCs, prompt-
ing doubts about its clinical use as a biomarker.

The objective of this chapter is to evaluate the validity and clinical applicability 
of CTCs in early and advanced BC [2].

2.2  Micrometastasis Biomarkers in BC

Before the use of CTC as a biomarker of micrometastasis in BC, various studies 
tried to use bone marrow tumor cells (BMTCs) as a viable biomarker.

In 4 of 8 studies analyzed by Bidard et al., in 2016 [1], there was a correlation 
between BMTCs and CTCs that reached up to 94%. This same study concluded that 
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the dissemination of tumor cells in the patients’ blood indicated an initial phase 
disease, while the detection of BMTCs indicated a more advanced disease [1].

In most mBC studies, the preferred method used to identify CTCs is the CellSearch 
system. This system relies on a semi-automated enrichment and immunostaining 
device that has been, to this day, the only validated method approved by the US Food 
and Drug Administration (FDA) to detect CTCs and for prognostication in meta-
static colorectal, prostate, and breast carcinomas. This specificity was reliably docu-
mented in normal individuals and in patients with benign tumors [8]. CTCs were 
defined by the CellSearch system as those co-expressing EpCAM and CKs without 
expressing leukocyte common antigen CD45, and positive for 4″,6-diamidino-
2-phenylindole (DAPI) with a nucleus inside the cytoplasm and cell size ‘4 μm. It is 
important to emphasize that CTC detection using the CellSearch system does not 
rely on any true morphological criteria, but rather on the magnitude of antibody fluo-
rescent signal for CK, DAPI, and CD45. The CellSearch system is an epithelium-
associated marker-dependent method; therefore, it faces technical problems similar 
to the PCR-based molecular method; its inability to identify epithelial–mesenchymal 
transition (EMT)-induced CTCs can give false- negative results [3–5].

Another well-cited method of detecting CTCs is the ISET (isolation by size of 
epithelial tumor cells) method. ISET methodology is a direct method for CTC and 
circulating tumor microemboli (CTM) identification, in which CTCs are isolated by 
filtration without use of tumor-associated markers, as a consequence of their large 
size relative to circulating blood leukocytes. This method is easy to perform, rapid, 
and inexpensive and makes it possible to directly isolate and count tumor cells in 
patients with different types of carcinomas, by cytopathological analysis [6].

A study commanded by Farace in 2011 [7] comparing CellSearch and ISET 
methods, using different metastatic carcinomas, demonstrated quite considerable 
discrepancies between the number of CTCs enumerated by the CellSearch and the 
ISET systems. In total, 30% of patients were negative according to CellSearch, 
while only 5% were negative using ISET.  Interestingly, these discrepancies 
depended mostly on the patients’ tumor type. Specifically, in patients with mBC, 
CTC counts were generally higher by CellSearch than by ISET. However, CTCs 
identified by CellSearch may not be true CTCs, because CTCs detected by 
CellSearch on the basis of the expression of an epithelial marker (EpCAM), which 
does not formally establish the malignant nature of circulating cells in the blood 
retained as CTC. Thus, the lower CTC counts obtained by ISET compared with 
CellSearch, most likely results from cell loss during the ISET procedure. It is impor-
tant to state that this study did not compare the clinical relevance of both methods.

Although well-designed clinical trials are essential to further understand the 
clinical applications of ISET, this system could indeed represent a more accurate 
clinical tool for predicting patient’s outcome in certain tumor types, and provide a 
significant advantage for performing molecular analyses in the era of personalized 
medicine.

A review conducted by Ma in 2013 [9], confirmed these results. They concluded 
that, overall, more CTCs were detected by ISET than by the CellSearch system, for 
two reasons: (1) the CellSearch system may not detect cells if they have undergone 
EMT (i.e., lack expression of CK and/or EpCAM), while ISET can be much more 
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efficient in isolating all rare cells of interest; (2) while ISET can isolate CTMs from 
metastatic cancer patients, the CellSearch cannot [10, 11]. Therefore, the detection 
of blood samples that only have CTMs will be underestimated by the CellSearch 
systems that use epithelial-marker-positive selection. However, the CellSearch sys-
tem may overestimate CTCs in peripheral blood samples if they are contaminated 
with normal epidermal cells. In addition, the CTC detection efficiency varies in all 
relevant studies, whether by ISET or by CellSearch system. One of the main advan-
tages of the CellSearch system is that it has the capacity to detect smaller CTCs than 
does ISET. On the other hand, the use of ISET for detection and identification of 
CTCs is more reliable than the CellSearch system and requires no expensive or 
special laboratory equipment. However, ISET is not sufficiently standardized in its 
current form to be routinely applicable in clinical practice (please see some pictures 
of CTCs isolated from metastatic breast cancer patients in Figs. 2.1, 2.2, 2.3, 2.4, 
2.5, 2.6, 2.7, 2.8, 2.9, 2.10, 2.11, 2.12, and 2.13).

Membrane pore of
8 micrometers

CTC

Fig. 2.1 CTCs from a woman, 53 years old, whose primary tumor was HER-2 positive. She had 
brain metastasis. The CTC count was 5 CTCs/mL. Her CTCs did not stain for HER-2

Fig. 2.2 CTCs from the 
same patient of Fig. 2.1. 
CTCs were collected 
around 4–5 weeks after 
radiotherapy for brain 
metastatis. CTC count: 
3.0 CTCs/mL
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Fig. 2.3 Patient with 
44 years old. CTCs were 
collected before the 
beginning of radiotherapy 
for brain metastatis. Her 
primary tumor was HER-2 
positive. CTC count: 
1.5 CTCs/mL, without 
HER-2 staining

Fig. 2.4 CTCs from 
patient of Fig. 2.3. CTCs 
were collected around 
4–5 weeks after 
radiotherapy for brain 
metastatis. CTC count: 
1.5 CTCs/mL. We can 
observe the presence of a 
hyperchromic nucleus, 
irregular, with irregular 
chromatin. Also note the 
abundant cytoplasm, not 
commonly seen in 
hematopoietic cells. In 
brown: positive staining 
with DAB for STGAL

Fig. 2.5 Patient with 57 years old. CTCs were collected before the beginning of radiotherapy for 
brain metastatis. Her primary tumor was HER-2 positive. CTC count: 0.75 CTCs/mL. On the right, 
we can observe the presence of a hyperchromic nucleus, irregular, with irregular chromatin. Also 
note the abundant cytoplasm, not commonly seen in hematopoietic cells. CTC stained with HER-2
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Fig. 2.6 Patient with 
56 years old. CTCs were 
collected around 
4–5 weeks after 
radiotherapy for brain 
metastatis. Her primary 
tumor was HER-2 positive. 
CTC count: 2.0 CTCs/
mL. CTCs did not stain for 
HER-2

Fig. 2.7 Patient with 40 years old. CTCs were collected before the beginning of radiotherapy for 
brain metastatis. Her primary tumor was Luminal B. CTC count: 3.5 CTCs/mL (microscope: 20×)

Fig. 2.8 Patient with 46 years old. CTCs were collected around 4–5 weeks after radiotherapy for 
brain metastatis. Her primary tumor was Luminal B. CTC count: 3.5 CTCs/mL (microscope: 20×)
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Fig. 2.9 Photo from same 
patient Fig. 2.8 showing a 
cohesive group of 
neoplastic cells, with 
planetary aggregation, 
forming neoplastic 
impaction. Individually, 
isolated neoplastic cells are 
noted with alteration of the 
nuclear/cytoplasmic ratio 
and irregularity of 
chromatin 
(microscope 40×)

Fig. 2.10 CTM from a 
patient with 42 years old. 
CTCs were collected 
before the beginning of 
radiotherapy for brain 
metastatis. Her primary 
tumor was Luminal 
B. CTC count: 
1.75 CTCs/mL

Fig. 2.11 Patient with 
61 years old. CTCs were 
collected around 
4–5 weeks after 
radiotherapy for brain 
metastatis. Her primary 
tumor was Luminal 
B. CTC count: 
8.75 CTCs/mL
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2.3  Metastatic BC

2.3.1  Clinical Validity of CTCs in mBC

In contrast to that observed in eBC, there is enough evidence to utilize CTCs as a 
biomarker in mBC.

A study conducted by Cristofanilli in 2004 [12], utilizing the CellSearch® sys-
tem to detect CTCs, analyzed the number of CTCs in patients with mBC. Before 

Fig. 2.12 Same patient of Fig. 2.11 in brown : immunocytochemistry with anti-Notch antibody 
visualized with DAB. Here, we can see a CTC without any staining

Fig. 2.13 Same patient of Fig. 2.11
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initiating a new treatment, patients underwent an evaluation of metastatic sites by 
means of standard imaging studies and the collection of a blood sample to be used 
for the enumeration of circulating tumor cells. A different blood sample was col-
lected at the first follow-up visit, approximately 3 to 4 weeks after the initiation of 
the new therapy. Disease status follow-ups were made every 9 to 12 weeks, utilizing 
the same techniques used at baseline. This disease status was assessed without 
knowledge of the levels of CTCs. An alternate control group made up of 72 pre-
menopausal healthy women and 73 postmenopausal healthy women without known 
illnesses and no oncologic history, 99 women with benign breast diseases, and 101 
women with other nonmalignant diseases. The respective testing laboratories were 
aware that the samples were from a control group, but were unaware to the differ-
ence between no known illness and benign conditions.

A worse prognostic relation was established in patients with a high number of 
CTCs in both instances, when compared to those with a low number of CTCs pre-
 CT and after one cycle. Interestingly, patients with a high CTC count pre-CT, but 
with a low count after one cycle, had a similar prognostic value to those with a low 
pre-CT count. These results were corroborated by Hayes in 2006 [13].

Finally, an analysis of 1944 individuals indisputably established the superiority 
of using CTC count in comparison to traditional tumor markers, such as CEA and 
CA15, as a treatment response biomarker in patients with mBC [14].

2.4  Clinical Applicability of CTC in mBC

In a retrospective study conducted by Cristofanilli in 2018 [15], 2436 patients with 
mBC from 18 cohort studies were analyzed. These patients were arranged in accor-
dance to their tumor’s biomolecular type, location, and previous treatments. A cut- 
off point of 5 CTCs per 7.5 ml of blood was established. Thus, a > 5CTC/7.5 mL 
count was determined as IV aggressive (IVa) and <5CTC/7.5 mL count as IV indo-
lent (IVi).

Patients IVi had a higher median overall survival, when compared to those stage 
IVa (36.3 months vs. 16.0 months, p < 0,0001). Furthermore, patients IVi had a 
higher overall survival in all tumor subtypes when compared to IVa: positive hor-
mone receptor (44 months vs. 17.3 months, P < 0.0001), HER2-positive (36.7 months 
vs. 20.4  months, P  <  0.0001), and triple-negative (23.8  months vs. 9.0  months, 
P < 0.0001). Similar results were obtained independent of previous treatment or 
tumor location [15].
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2.5  Early BC

2.5.1  CTCs as a Micrometastasis Marker in Patients with eBC 
Treated with Neoadjuvant Therapy

Measuring CTCs in patients, submitted to neoadjuvant chemotherapy (CT), intents 
on evaluating if the micrometastasis process has started and possibly evaluating its 
response to QT.

The IMENEO meta-analysis observed a significant association between T stag-
ing and CTCs (P <  .001), using CellSearch system. Excluding tumors T4d from 
analysis, they observed that a positive CTC result was detached from clinical or 
pathological characteristics of the initial tumor. The positivity was 21.4% and 
24.2% in patients with negative and positive lymph nodes, respectively. This study 
also showed that there was a statistically significant drop of CTC count at the end of 
neoadjuvant QT (p < 0.001). Furthermore, the CTC count pre-QT presented itself as 
a strong independent indicator of distant metastasis (hazard ratio [HR]: 3.73, 95% 
confidence interval [CI]  =  2.82–4.90), overall survival (HR: 3.93, 95% 
CI = 2.81–5.45) and local relapse (HR: 3.02, 95% CI = 1.88–4.75) [16]. Curiously, 
the survival impact was directly related to the number of CTCs detected, suggesting 
the use of CTCs as a quantitative biomarker in BC (see some examples in Table 2.1).

2.5.2  CTC as a Micrometastasis Marker in Patients with eBC 
Treated with Adjuvant Therapy

In the context of adjuvant therapy in eBC, a multicentric randomized German study, 
SUCCESS-A, which tested CTCs in patients eligible to receive adjuvant CT, cor-
related the positivity of CTC to the lymph node status. This study confirmed that 
CTCs are an independent factor for disease-free survival (HR: 2.11, 
95%CI = 1.49–2.99) and overall survival (HR:2.18, 95%CI = 1.32–3.59). Finally, a 
high CTC count was associated with worse prognosis, validating the use of CTCs as 
a quantitative biomarker [17]. The recently published 2-year follow-up of this study 
showed that those patients that had a positive CTC count after 2 years of treatment 
had a risk 3.9 times higher of death and 2.3 times higher of relapse in the multivari-
ate models, when compared to those that had a negative result; all these results were 
true in those patients with HER2-negative BC [18].

In 2018, Sparano et al. [19] conducted a study that analyzed the recurrence of 
CTC detection after 4.5–7.5 years of follow-up in patients with HER2-negative BC 

2 CTCs in Solid Tumors. Clinical Applications of Circulating Tumor Cells in Breast…



18

Ta
bl

e 
2.

1 
St

ud
ie

s 
w

ith
 C

T
C

s 
in

 b
re

as
t c

an
ce

r

T
um

or
St

ag
e

N
o.

 
Pa

tie
nt

s
M

et
ho

d
M

ar
ke

rs
A

ut
ho

rs
Y

ea
r

M
ai

n 
re

su
lts

A
bb

re
vi

at
io

ns

B
re

as
t

IV
17

7
C

el
lS

ea
rc

h™
 

m
et

ho
d 

(M
en

ar
in

i 
Si

lic
on

 
B

io
sy

st
em

s,
 

L
L

C
)

C
D

45
 a

nd
 

ex
pr

es
si

ng
 

cy
to

ke
ra

tin

C
ri

st
of

an
ill

i 
et

 a
l.

20
04

C
T

C
s 

=
/>

 5
 p

er
 7

.5
 m

l o
f 

w
ho

le
 b

lo
od

, c
om

pa
re

d 
w

ith
 th

e 
gr

ou
p 

w
ith

 <
5 

ci
rc

ul
at

in
g 

tu
m

or
 c

el
ls

 p
er

 
7.

5 
m

l, 
ha

d 
a 

sh
or

te
r 

m
ed

ia
n 

pr
og

re
ss

io
n-

fr
ee

 
su

rv
iv

al
 (

P
 <

 0
.0

01
) 

an
d 

sh
or

te
r 

ov
er

al
l s

ur
vi

va
l 

(P
 <

 0
.0

01
).

 A
t t

he
 fi

rs
t F

U
 v

is
it 

af
te

r 
th

e 
in

iti
at

io
n 

of
 th

er
ap

y,
 th

is
 d

if
fe

re
nc

e 
be

tw
ee

n 
th

e 
gr

ou
ps

 
pe

rs
is

te
d 

(P
 <

 0
.0

01
).

 T
he

 le
ve

ls
 o

f 
C

T
C

s 
at

 
ba

se
lin

e 
an

d 
at

 th
e 

fir
st

 F
U

 v
is

it 
w

er
e 

th
e 

m
os

t 
si

gn
ifi

ca
nt

 p
re

di
ct

or
s 

of
 p

ro
gr

es
si

on
-f

re
e 

an
d 

ov
er

al
l s

ur
vi

va
l

C
T

C
: c

ir
cu

la
tin

g 
tu

m
or

 c
el

ls

B
re

as
t

IV
17

7
C

el
lS

ea
rc

h™
 

m
et

ho
d 

(M
en

ar
in

i 
Si

lic
on

 
B

io
sy

st
em

s,
 

L
L

C
)

C
D

45
 a

nd
 

ex
pr

es
si

ng
 

cy
to

ke
ra

tin

H
ay

es
 e

t a
l.

20
06

M
ed

ia
n 

PF
S 

tim
es

 f
or

 p
at

ie
nt

s 
w

ith
 <

5 
C

T
C

 w
er

e 
7.

0,
 6

.1
, 5

.6
, 7

.0
, a

nd
 6

.0
 m

on
th

s,
 r

es
pe

ct
iv

el
y.

 
Fo

r 
pa

tie
nt

s 
w

ith
 ≥

5 
C

T
C

, m
ed

ia
n 

PF
S 

w
as

 
si

gn
ifi

ca
nt

ly
 s

ho
rt

er
: 2

.7
, 1

.3
, 1

.4
, 3

.0
, a

nd
 

3.
6 

m
on

th
s,

 r
es

pe
ct

iv
el

y.
 M

ed
ia

n 
O

S 
fo

r 
pa

tie
nt

s 
w

ith
 <

5 
C

T
C

 w
as

 a
ll 

>
18

.5
 m

on
th

s.
 F

or
 p

at
ie

nt
s 

w
ith

 ≥
5 

C
T

C
, m

ed
ia

n 
O

S 
w

as
 s

ig
ni

fic
an

tly
 

sh
or

te
r:

 1
0.

9,
 6

.3
, 6

.3
, 6

.6
, a

nd
 6

.7
 m

on
th

s,
 

re
sp

ec
tiv

el
y.

 M
ed

ia
n 

PF
S 

an
d 

O
S 

tim
es

 a
t 

ba
se

lin
e 

an
d 

up
 to

 9
 to

 1
4 

w
ee

ks
 a

ft
er

 th
e 

in
iti

at
io

n 
of

 th
er

ap
y 

w
er

e 
st

at
is

tic
al

ly
 s

ig
ni

fic
an

tly
 

di
ff

er
en

t

FU
: f

ol
lo

w
-u

p

B
re

as
t

IV
19

44
C

el
lS

ea
rc

h™
 

m
et

ho
d 

(M
en

ar
in

i 
Si

lic
on

 
B

io
sy

st
em

s,
 

L
L

C
)

H
E

R
2 

an
d 

H
R

B
id

ar
d 

et
 a

l.
20

14
46

·9
%

 p
at

ie
nt

s 
ha

d 
a 

C
T

C
 c

ou
nt

 o
f 

5 
pe

r 
7·

5 
m

L
 

or
 h

ig
he

r 
at

 b
as

el
in

e,
 w

hi
ch

 w
as

 a
ss

oc
ia

te
d 

w
ith

 
de

cr
ea

se
d 

pr
og

re
ss

io
n-

fr
ee

 s
ur

vi
va

l (
p 

<
 0

·0
00

1)
 

an
d 

ov
er

al
l s

ur
vi

va
l (

p 
<

 0
·0

00
1)

 c
om

pa
re

d 
w

ith
 

pa
tie

nt
s 

w
ith

 a
 C

T
C

 c
ou

nt
 o

f 
le

ss
 th

an
 5

 p
er

 
7·

5 
m

L
 a

t b
as

el
in

e.
 I

nc
re

as
ed

 C
T

C
 c

ou
nt

s 
af

te
r 

st
ar

t o
f 

tr
ea

tm
en

t, 
ad

ju
st

ed
 f

or
 C

T
C

 c
ou

nt
 a

t 
ba

se
lin

e,
 w

as
 a

ss
oc

ia
te

d 
w

ith
 s

ho
rt

en
ed

 
pr

og
re

ss
io

n-
fr

ee
 s

ur
vi

va
l (

p 
<

 0
·0

00
1)

 a
nd

 o
ve

ra
ll 

su
rv

iv
al

 (
H

R
 2

·2
6)

PF
S:

 p
ro

gr
es

si
on

-
fr

ee
 s

ur
vi

va
l

D. G. de Castro and F. K. Chen



19

B
re

as
t

E
ar

ly
20

26
C

el
lS

ea
rc

h™
 

m
et

ho
d 

(M
en

ar
in

i 
Si

lic
on

 
B

io
sy

st
em

s,
 

L
L

C
)

H
R

R
ac

k 
et

 a
l.

20
14

B
ef

or
e 

ch
em

ot
he

ra
py

, C
T

C
s 

w
er

e 
de

te
ct

ed
 in

 
21

.5
%

 o
f 

pa
tie

nt
s,

 w
ith

 1
9.

6%
 o

f 
no

de
-n

eg
at

iv
e 

an
d 

22
.4

%
 o

f 
no

de
-p

os
iti

ve
 p

at
ie

nt
s 

sh
ow

in
g 

C
T

C
s 

(P
 <

 .0
01

).
 N

o 
as

so
ci

at
io

n 
w

as
 f

ou
nd

 w
ith

 
tu

m
or

 s
iz

e,
 g

ra
di

ng
, o

r 
ho

rm
on

e 
re

ce
pt

or
 s

ta
tu

s.
 

A
ft

er
 c

he
m

ot
he

ra
py

, 2
2.

1%
 o

f 
pa

tie
nt

s 
w

er
e 

C
T

C
 

po
si

tiv
e.

 T
he

 p
re

se
nc

e 
of

 C
T

C
s 

w
as

 a
ss

oc
ia

te
d 

w
ith

 p
oo

r 
di

se
as

e-
fr

ee
 s

ur
vi

va
l (

D
FS

; P
 <

 .0
00

1)
, 

di
st

an
t D

FS
 (

P
 <

 .0
01

),
 b

re
as

t c
an

ce
r-

sp
ec

ifi
c 

su
rv

iv
al

 (
P

 =
 .0

08
),

 a
nd

 o
ve

ra
ll 

su
rv

iv
al

 (
O

S;
 

P
 =

 .0
00

2)
. C

T
C

s 
w

er
e 

co
nfi

rm
ed

 a
s 

in
de

pe
nd

en
t 

pr
og

no
st

ic
 m

ar
ke

rs
 in

 m
ul

tiv
ar

ia
bl

e 
an

al
ys

is
 f

or
 

D
FS

 (
P

 <
 .0

00
1)

 a
nd

 O
S 

(P
 =

 .0
02

).
 T

he
 

pr
og

no
si

s 
w

as
 w

or
st

 in
 p

at
ie

nt
s 

w
ith

 a
t l

ea
st

 fi
ve

 
C

T
C

s 
pe

r 
30

 m
L

 b
lo

od
 (

D
FS

: H
R

 =
 4

.5
1,

 O
S:

 
H

R
 =

 3
.6

0)

O
S:

 o
ve

ra
ll 

su
rv

iv
al

B
re

as
t

N
1 

or
  

H
ig

h-
 

ri
sk

 n
od

e-
  

ne
ga

tiv
e 

H
E

R
2–

ne
ga

tiv
e

49
94

C
el

lS
ea

rc
h™

 
m

et
ho

d 
(M

en
ar

in
i 

Si
lic

on
 

B
io

sy
st

em
s,

 
L

L
C

)

H
R

Sp
ar

an
o 

et
 a

l.
20

18
A

 p
os

iti
ve

 C
T

C
 a

ss
ay

 r
es

ul
t w

as
 a

ss
oc

ia
te

d 
w

ith
 a

 
13

.1
-f

ol
d 

hi
gh

er
 r

is
k 

of
 r

ec
ur

re
nc

e 
(h

az
ar

d 
ra

tio
, 

13
.1

).
 3

0.
4%

 p
at

ie
nt

s 
w

ith
 r

ec
ur

re
nc

e 
ha

d 
a 

po
si

tiv
e 

C
T

C
 a

ss
ay

 r
es

ul
t a

t a
 m

ed
ia

n 
of

 2
.8

 y
ea

rs
 

be
fo

re
 c

lin
ic

al
 r

ec
ur

re
nc

e.
 T

he
 C

T
C

 a
ss

ay
 r

es
ul

t 
w

as
 a

ls
o 

po
si

tiv
e 

fo
r 

4.
1%

 p
at

ie
nt

s 
w

ith
 h

or
m

on
e 

re
ce

pt
or

-n
eg

at
iv

e 
di

se
as

e,
 a

lth
ou

gh
 o

nl
y 

1 
pa

tie
nt

 
ex

pe
ri

en
ce

d 
di

se
as

e 
re

cu
rr

en
ce

 (
th

is
 p

at
ie

nt
 w

as
 

C
T

C
 n

eg
at

iv
e)

.

B
re

as
t

IV
 

(i
nd

ol
en

t 
an

d 
ag

gr
es

si
ve

)

24
36

C
el

lS
ea

rc
h™

 
m

et
ho

d 
(M

en
ar

in
i 

Si
lic

on
 

B
io

sy
st

em
s,

 
L

L
C

)

E
st

ro
ge

n 
re

ce
pt

or
, 

pr
og

es
te

ro
ne

 
re

ce
pt

or
, a

nd
 

H
E

R
2

C
ri

st
of

an
ill

i 
et

 a
l.

20
18

St
ag

e 
IV

i p
at

ie
nt

s 
ha

d 
lo

ng
er

 m
ed

ia
n 

O
S 

th
an

 
th

os
e 

w
ith

 S
ta

ge
 I

V
a 

(P
 <

 0
.0

00
1)

 a
nd

 s
im

ila
rl

y 
fo

r 
de

 n
ov

o 
M

B
C

 p
at

ie
nt

s 
(p

 <
 0

.0
00

1)
. 

M
or

eo
ve

r, 
pa

tie
nt

s 
w

ith
 S

ta
ge

 I
V

i d
is

ea
se

 h
ad

 
si

gn
ifi

ca
nt

ly
 lo

ng
er

 O
S 

ac
ro

ss
 a

ll 
di

se
as

e 
su

bt
yp

es
 

co
m

pa
re

d 
to

 th
e 

ag
gr

es
si

ve
 c

oh
or

t: 
ho

rm
on

e 
re

ce
pt

or
-p

os
iti

ve
 (

P
 <

 0
.0

00
1)

, H
E

R
2-

po
si

tiv
e 

(P
 <

 0
.0

00
1)

, a
nd

 tr
ip

le
 n

eg
at

iv
e 

(P
 <

 0
.0

00
1)

IV
i =

 in
do

le
nt

 //
 

IV
a 

=
 a

gg
re

ss
iv

e

(c
on

tin
ue

d)

2 CTCs in Solid Tumors. Clinical Applications of Circulating Tumor Cells in Breast…



20

Ta
bl

e 
2.

1 
(c

on
tin

ue
d)

B
re

as
t

I,
 I

I,
 I

II
27

74
C

el
lS

ea
rc

h™
 

m
et

ho
d 

(M
en

ar
in

i 
Si

lic
on

 
B

io
sy

st
em

s,
 

L
L

C
)

H
or

m
on

e 
re

ce
pt

or
 +

/
[H

E
R

2−
],

 
H

E
R

2+
, 

tr
ip

le
-n

eg
at

iv
e

B
id

ar
d 

et
 a

l.
20

18
C

T
C

 d
et

ec
tio

n 
re

ve
al

ed
 o

ne
 o

r 
m

or
e 

C
T

C
s 

in
 

25
.2

%
 o

f 
pa

tie
nt

s 
be

fo
re

 N
C

T;
 th

is
 w

as
 a

ss
oc

ia
te

d 
w

ith
 tu

m
or

 s
iz

e 
(P

 <
 .0

01
).

 T
he

 n
um

be
r 

of
 C

T
C

s 
de

te
ct

ed
 h

ad
 a

 d
et

ri
m

en
ta

l a
nd

 d
ec

re
m

en
ta

l 
im

pa
ct

 o
n 

O
S 

(P
 <

 .0
01

),
 d

is
ta

nt
 d

is
ea

se
-f

re
e 

su
rv

iv
al

 (
P

 <
 .0

01
),

 a
nd

 lo
co

re
gi

on
al

 r
el

ap
se

-f
re

e 
in

te
rv

al
 (

P
 <

 .0
01

),
 b

ut
 n

ot
 o

n 
pa

th
ol

og
ic

al
 

co
m

pl
et

e 
re

sp
on

se
. P

at
ie

nt
s 

w
ith

 o
ne

, t
w

o,
 th

re
e 

to
 f

ou
r, 

an
d 

fiv
e 

or
 m

or
e 

C
T

C
s 

be
fo

re
 N

C
T

 
di

sp
la

ye
d 

ha
za

rd
 r

at
io

s 
of

 d
ea

th
 o

f 
1.

09
 (

95
%

 
co

nfi
de

nc
e 

in
te

rv
al

 [
C

I]
 =

 0
.6

5 
to

 1
.6

9)
, 2

.6
3 

(9
5%

 C
I 

=
 1

.4
2 

to
 4

.5
4)

, 3
.8

3 
(9

5%
 C

I 
=

 2
.0

8 
to

 
6.

66
),

 a
nd

 6
.2

5 
(9

5%
 C

I 
=

 4
.3

4 
to

 9
.0

9)
, 

re
sp

ec
tiv

el
y.

 I
n 

86
1 

pa
tie

nt
s 

w
ith

 f
ul

l d
at

a 
av

ai
la

bl
e,

 a
dd

in
g 

C
T

C
 d

et
ec

tio
n 

be
fo

re
 N

C
T

 
in

cr
ea

se
d 

th
e 

pr
og

no
st

ic
 a

bi
lit

y 
of

 m
ul

tiv
ar

ia
bl

e 
pr

og
no

st
ic

 m
od

el
s 

fo
r 

O
S 

(P
 <

 .0
01

),
 d

is
ta

nt
 

di
se

as
e-

fr
ee

 s
ur

vi
va

l (
P

 <
 .0

01
),

 a
nd

 lo
co

re
gi

on
al

 
re

la
ps

e-
fr

ee
 in

te
rv

al
 (

P
 =

 .0
08

)

N
eo

ad
ju

va
nt

 
ch

em
ot

he
ra

py
 

(N
C

T
)

B
re

as
t

E
ar

ly
 

st
ag

e,
 h

ig
h 

ri
sk

10
87

C
el

lS
ea

rc
h™

 
m

et
ho

d 
(M

en
ar

in
i 

Si
lic

on
 

B
io

sy
st

em
s,

 
L

L
C

)

T
ra

pp
 e

t a
l.

20
19

Tw
o 

ye
ar

s 
af

te
r 

ch
em

ot
he

ra
py

, 1
98

 (
18

.2
%

) 
pa

tie
nt

s 
w

er
e 

C
T

C
-p

os
iti

ve
. T

he
 m

ed
ia

n 
fo

llo
w

-u
p 

af
te

r 
th

is
 ti

m
ep

oi
nt

 w
as

 3
7 

m
on

th
s.

 C
ox

 
re

gr
es

si
on

s 
th

at
 in

cl
ud

ed
 C

T
C

 s
ta

tu
s 

at
 b

as
el

in
e 

re
ve

al
ed

 th
at

 C
T

C
 s

ta
tu

s 
2 

ye
ar

s 
af

te
r 

ch
em

ot
he

ra
py

 h
ad

 s
ta

tis
tic

al
ly

 s
ig

ni
fic

an
t a

nd
 

in
de

pe
nd

en
t p

ro
gn

os
tic

 r
el

ev
an

ce
 f

or
 O

S 
(h

az
ar

d 
ra

tio
 [

H
R

] 
=

 3
.9

1,
 9

5%
 c

on
fid

en
ce

 in
te

rv
al

 
[C

I]
 =

 2
.0

4 
to

 7
.5

2,
 P

 <
 .0

01
) 

an
d 

D
FS

 
(H

R
 =

 2
.3

1,
 9

5%
 C

I 
=

 1
.5

0 
to

 3
.5

5,
 P

 <
 .0

01
)

H
R

: h
or

m
on

e 
re

ce
pt

or

T
um

or
St

ag
e

N
o.

 
Pa

tie
nt

s
M

et
ho

d
M

ar
ke

rs
A

ut
ho

rs
Y

ea
r

M
ai

n 
re

su
lts

A
bb

re
vi

at
io

ns

D. G. de Castro and F. K. Chen



21

B
re

as
t

IV
25

4
A

dn
aT

es
t 

B
re

as
tC

an
ce

r 
an

d 
C

el
lS

ea
rc

h

H
E

R
2

Fe
hm

 e
t a

l. 
D

E
T

E
C

T
 I

II
20

10
U

si
ng

 th
e 

C
el

lS
ea

rc
h 

as
sa

y,
 5

0%
 o

f 
pa

tie
nt

s 
ha

d 
≥

5 
C

T
C

s,
 a

nd
 H

E
R

2-
po

si
tiv

e 
C

T
C

s 
w

er
e 

ob
se

rv
ed

 in
 4

1%
 o

f 
th

es
e 

pa
tie

nt
s.

 3
9%

 p
at

ie
nt

s 
w

er
e 

C
T

C
 p

os
iti

ve
 u

si
ng

 A
dn

aT
es

t B
re

as
tC

an
ce

r, 
an

d 
H

E
R

2 
po

si
tiv

ity
 r

at
e 

w
as

 4
7%

. T
he

 r
at

e 
of

 
br

ea
st

 c
an

ce
r 

pa
tie

nt
s 

w
ith

 H
E

R
2-

ne
ga

tiv
e 

pr
im

ar
y 

tu
m

or
s 

bu
t H

E
R

2-
po

si
tiv

e 
C

T
C

s 
w

as
 

32
%

 a
nd

 4
9%

 u
si

ng
 th

e 
C

el
lS

ea
rc

h 
as

sa
y 

an
d 

A
dn

aT
es

t B
re

as
tC

an
ce

r, 
re

sp
ec

tiv
el

y.
 C

on
co

rd
an

t 
re

su
lts

 r
eg

ar
di

ng
 H

E
R

2 
po

si
tiv

ity
 w

er
e 

ob
ta

in
ed

 
in

 5
0%

 o
f 

th
e 

pa
tie

nt
s 

(3
1/

62
) 

(P
 =

 0
.9

6,
 

κ 
=

 −
0.

00
6)

R
FS

: r
ec

ur
re

nc
e-

fr
ee

 s
ur

vi
va

l

B
re

as
t

H
ig

h 
ri

sk
 

ea
rl

y 
br

ea
st

 
ca

nc
er

20
6

C
el

lS
ea

rc
h™

 
m

et
ho

d 
(M

en
ar

in
i 

Si
lic

on
 

B
io

sy
st

em
s,

 
L

L
C

)

H
R

Ja
nn

i e
t a

l. 
SU

C
C

E
SS

 A
20

18
T

he
 C

T
C

 s
ta

tu
s 

w
as

 p
os

iti
ve

 in
 (

7.
8%

) 
pa

tie
nt

s.
 

O
ve

ra
ll,

 1
3 

la
te

 r
ec

ur
re

nc
es

 w
er

e 
ob

se
rv

ed
; 1

1 
in

 
15

3 
ho

rm
on

e 
re

ce
pt

or
-p

os
iti

ve
 p

at
ie

nt
s 

an
d 

2 
in

 
53

 h
or

m
on

e 
re

ce
pt

or
-n

eg
at

iv
e 

pa
tie

nt
s.

 I
n 

ho
rm

on
e 

re
ce

pt
or

-p
os

iti
ve

 p
at

ie
nt

s,
 C

T
C

 s
ta

tu
s 

w
as

 a
 s

ig
ni

fic
an

t p
ro

gn
os

tic
 f

ac
to

r 
fo

r 
R

FS
 in

 
un

iv
ar

ia
bl

e 
(h

az
ar

d 
ra

tio
 [

H
R

] 
5.

14
, 9

5%
 

co
nfi

de
nc

e 
in

te
rv

al
 [

C
I]

 1
.4

7–
18

.0
3,

 p
 =

 0
.0

11
) 

an
d 

in
 m

ul
tiv

ar
ia

bl
e 

co
x 

re
gr

es
si

on
s 

ad
ju

st
ed

 f
or

 
ag

e,
 tu

m
or

 s
ta

ge
, n

od
al

 s
ta

ge
, g

ra
de

, h
is

to
lo

gi
ca

l 
ty

pe
, a

nd
 H

E
R

2 
st

at
us

 (
H

R
 5

.9
5,

 9
5%

C
I 

1.
14

–3
1.

16
, p

 =
 0

.0
35

)

N
T

: n
eo

ad
ju

va
nt

 
tr

ea
tm

en
t (c

on
tin

ue
d)

2 CTCs in Solid Tumors. Clinical Applications of Circulating Tumor Cells in Breast…



22

B
re

as
t

II
I

28
7

C
el

lS
ea

rc
h™

 
m

et
ho

d 
(M

en
ar

in
i 

Si
lic

on
 

B
io

sy
st

em
s,

 
L

L
C

)

H
E

R
2

R
ie

th
do

rf
 

et
 a

l. 
G

ep
ar

Q
ua

ttr
o 

T
ri

al

20
10

W
e 

de
te

ct
ed

 ≥
1 

C
T

C
/7

.5
 m

L
 in

 2
1.

6%
 o

f 
pa

tie
nt

s 
be

fo
re

 N
T

 a
nd

 in
 1

0.
6%

 a
ft

er
 N

T
 (

P
 =

 0
.0

02
).

 
15

.0
%

 in
iti

al
ly

 C
T

C
-p

os
iti

ve
 c

as
es

 w
er

e 
C

T
C

-n
eg

at
iv

e 
af

te
r 

N
T,

 w
he

re
as

 8
.3

%
 c

as
es

 w
er

e 
C

T
C

-p
os

iti
ve

 a
ft

er
 N

T.
 C

T
C

 d
et

ec
tio

n 
di

d 
no

t 
co

rr
el

at
e 

w
ith

 p
ri

m
ar

y 
tu

m
or

 c
ha

ra
ct

er
is

tic
s.

 
Fu

rt
he

rm
or

e,
 th

er
e 

w
as

 n
o 

as
so

ci
at

io
n 

be
tw

ee
n 

tu
m

or
 r

es
po

ns
e 

to
 N

T
 a

nd
 C

T
C

 d
et

ec
tio

n.
 

H
E

R
2-

ov
er

ex
pr

es
si

ng
 C

T
C

 w
er

e 
ob

se
rv

ed
 in

 
24

,1
%

 C
T

C
-p

os
iti

ve
 p

at
ie

nt
s,

 in
cl

ud
in

g 
8 

pa
tie

nt
s 

w
ith

 H
E

R
2-

ne
ga

tiv
e 

pr
im

ar
y 

tu
m

or
s 

an
d 

3 
pa

tie
nt

s 
af

te
r 

tr
as

tu
zu

m
ab

 tr
ea

tm
en

t. 
C

T
C

 s
co

re
d 

H
E

R
2-

ne
ga

tiv
e 

or
 w

ea
kl

y 
H

E
R

2-
po

si
tiv

e 
be

fo
re

 
or

 a
ft

er
 N

T
 w

er
e 

pr
es

en
t i

n 
11

 o
f 

21
 p

at
ie

nt
s 

w
ith

 
H

E
R

2-
po

si
tiv

e 
pr

im
ar

y 
tu

m
or

s.
 H

E
R

2 
ov

er
ex

pr
es

si
on

 o
n 

C
T

C
 w

as
 r

es
tr

ic
te

d 
to

 d
uc

ta
l 

ca
rc

in
om

as
 a

nd
 a

ss
oc

ia
te

d 
w

ith
 h

ig
h 

tu
m

or
 s

ta
ge

 
(P

 =
 0

.0
02

).

B
re

as
t, 

Pr
os

ta
te

 a
nd

 
L

un
g 

C
ar

ci
no

m
as

IV
60

C
el

lS
ea

rc
h™

 
m

et
ho

d 
(M

en
ar

in
i 

Si
lic

on
 

B
io

sy
st

em
s,

 
L

L
C

) 
an

d 
IS

E
T

 
(R

ar
ec

el
ls

, 
Fr

an
ce

)

Fa
ra

ce
 e

t a
l.

20
11

C
on

co
rd

an
t r

es
ul

ts
 b

et
w

ee
n 

C
el

lS
ea

rc
h 

an
d 

IS
E

T
 

w
er

e 
ob

ta
in

ed
 in

 5
5%

 (
11

 o
ut

 o
f 

20
) 

of
 th

e 
pa

tie
nt

s 
w

ith
 b

re
as

t c
an

ce
r, 

in
 6

0%
 (

12
 o

ut
 o

f 
20

) 
of

 th
e 

pa
tie

nt
s 

w
ith

 p
ro

st
at

e 
ca

nc
er

 a
nd

 in
 o

nl
y 

20
%

 (
4 

ou
t o

f 
20

) 
of

 lu
ng

 c
an

ce
r 

pa
tie

nt
s

Ta
bl

e 
2.

1 
(c

on
tin

ue
d)

T
um

or
St

ag
e

N
o.

 
Pa

tie
nt

s
M

et
ho

d
M

ar
ke

rs
A

ut
ho

rs
Y

ea
r

M
ai

n 
re

su
lts

A
bb

re
vi

at
io

ns

D. G. de Castro and F. K. Chen



23

that received primary surgical treatment, followed by adjuvant CT. In the multivari-
ate models, a positive CTC was associated with a risk 13.1 times higher of recur-
rence in patients with positive hormone receptors (HR: 13.1, 95% CI = 4.7–36.3). 
No patients with negative hormone receptors and positive assay had a recurrence of 
CTC (0%, 95% CI = 0% to 37%).

The TREAT-CTC trial was the first attempt to try to demonstrate the clinical 
applicability of CTCs in patients with eBC. This study also tried to evaluate if the 
addition of a new adjuvant therapy (Trastuzumab) would help to elongate the 
relapse-free interval in patients with a positive CTC count. This study, therefore, 
concluded the following: (1) CTC-based screening is feasible in the adjuvant setting 
of early breast cancer. (2) CTC-positive patients do have a higher risk of relapse. (3) 
Trastuzumab has no effect on CTCs in HER2-negative BC [20–23].

Therefore, the use of CTCs as an evaluating tool of metastatic risk in eBC still 
needs further scientific comprobation. However, it is highly probable that the num-
ber of CTCs will have a significant impact as a prognostic and metastatic biomarker 
in eBC [1].

2.6  Conclusion

The use of CTCs as a prognostic factor in early and mBC has been shown to be quite 
significant. Despite the detection of CTCs in eBC being a rare event, its clinical 
validity as a prognosis marker has reached the highest level of scientific evidence. 
However, its clinical applicability is still a subject to be studied.

Focusing on adjuvant treatments such as radiotherapy, QT, and hormonal ther-
apy, and associating these with new detecting techniques and with new biomarkers 
such as circulation tumor DNA, will possibly reveal new treatments and early 
micrometastasis diagnosis [24, 25].

And finally, when we are talking about patients with mBC, the quantitative and 
qualitative CTC analysis must be considered an important tool with prognostic and 
therapeutic implications.
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