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Clinical impact of high‑quality 
testing for peritoneal lavage 
cytology in pancreatic cancer
Masahiro Tanemura 1*, Kenta Furukawa 2, Manabu Mikamori 2, Tadafumi Asaoka 2, 
Hironao Yasuoka 3, Daiki Marukawa 1, Yasuo Urata 4, Daisaku Yamada 5, Shogo Kobayashi 5 & 
Hidetoshi Eguchi 5

In pancreatic ductal adenocarcinoma (PDAC) patients, the importance of peritoneal lavage cytology, 
which indicates unresectability, remains controversial. This study sought to determine whether 
positive peritoneal lavage cytology (CY+) precludes pancreatectomy. Furthermore, we propose a 
novel liquid biopsy using peritoneal lavage fluid to detect viable peritoneal tumor cells (v-PTCs) with 
TelomeScan F35, a telomerase-specific replication-selective adenovirus engineered to express green 
fluorescent protein. Resectable cytologically or histologically proven PDAC patients (n = 53) were 
enrolled. CY was conducted immediately following laparotomy. The resulting fluid was examined by 
conventional cytology (conv-CY; Papanicolaou staining and MOC-31 immunostaining) and by the 
novel technique (Telo-CY; using TelomeScan F35). Of them, 5 and 12 were conv-CY+ and Telo-CY+, 
respectively. All underwent pancreatectomy. The two double-CY+ (conv-CY+ and Telo-CY+) patients 
showed early peritoneal recurrence (P-rec) postoperatively, despite adjuvant chemotherapy. None 
of the three conv-CY+ Telo-CY− patients exhibited P-rec. Six of the 10 Telo-CY+ conv-CY− patients 
(60%) relapsed with P-rec. Of the remaining 38 double-CY− [conv-CY−, Telo-CY−, conv-CY± (Class III)] 
patients, 3 (8.3%) exhibited P-rec. Although conv-CY+ status predicted poor prognosis and a higher 
risk of P-rec, Telo-CY was more sensitive for detecting v-PTC. Staging laparoscopy and performing 
conv-CY and Telo-CY are needed to confirm the indication for pancreatectomy.

Keywords  Pancreatic cancer, Peritoneal lavage cytology, Liquid biopsy, Peritoneal recurrence, Occult 
metastasis, Staging laparoscopy

Despite the general trends towards increased cancer survival, pancreatic ductal adenocarcinoma (PDAC) has a 
dismal prognosis, with a 5-year survival rate of approximately 8%1. Indeed, PDAC is currently fourth on the list 
of leading causes of cancer-related mortality1,2; an estimated 64,050 people were diagnosed with PDAC in 2023, 
of whom approximately 50,550 were expected to die from this disease. By 2030, PDAC is predicted to become 
the second leading cause of cancer deaths in Western countries1,3. Though surgical resection of localized disease 
with negative margins (R0) provides the best opportunity for cure, only approximately 20% of PDAC patients 
have resectable or borderline-resectable disease, and most individuals develop tumor recurrence after pancreatec-
tomy, with the median recurrence-free survival rate ranging from 6 to 23 months4–6. Recently, multidisciplinary 
treatment combined with neoadjuvant and adjuvant therapies, including chemo- and chemoradiation therapies, 
were developed and have been shown to improve survival6–8. However, up to 80% of PDAC patients who have 
undergone resection develop disease recurrence, despite the initial apparent curative efficacy of pancreatectomy 
and sequential adjuvant therapy4,9. In particular, recurrences that develop in the early postoperative period have 
been attributed to the presence of occult micrometastases beyond the margins of surgical resection at the time 
of surgery10.

Peritoneal recurrence is a major recurrence pattern, with an incidence ranging from 8 to 49%6,11–14. Accord-
ingly, the resectability status of lesions, in combination with either preoperative or intraoperative diagnosis of 
tumor staging, is important for selecting the appropriate therapeutic strategy for each PDAC patient15. Peritoneal 
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lavage cytology (CY) is an important diagnostic technique for assessing tumor progression. Positive peritoneal 
cytology is a strong predictor of the development of peritoneal recurrence16. According to the American Joint 
Committee on Cancer and the National Comprehensive Cancer Network, peritoneal fluid with microscopic 
evidence of tumor cells, known as CY-positive (CY+) status, is defined as M1 disease15,17,18. However, peritoneal 
recurrence occurs even in patients undergoing curative resection for localized PDAC and who exhibit negative 
cytology14. For instance, a noteworthy study reported that the frequency of peritoneal recurrence in CY-negative 
(CY−) patients was 21%14. This apparent inconsistency may be attributable to the lack of sensitivity of the con-
ventional cytology examination, which uses Papanicolaou staining for the detection of minimal tumor cell dis-
semination in the peritoneal cavity. Collectively, these results demonstrate that the development of cytological 
methods with higher sensitivity is essential for predicting or detecting peritoneal micrometastasis.

In an effort to improve the diagnostic sensitivity of assays for the dissemination of minute tumor cell in the 
peritoneal cavity, several papers have reported novel methods using peritoneal lavage fluid. Takahashi et al., 
among others, reported that reverse transcription-polymerase chain reaction (RT-PCR)-based diagnostic tests 
are more sensitive than conventional cytological examination; these researchers found that RT-PCR+ status is 
significantly associated with peritoneal recurrence and impaired survival in patients with gastroenterological 
cancers (including gastric and colon cancers) and PDAC19–21. A recent study showed that the levels of carci-
noembryonic antigen (CEA) and carbohydrate antigen 19-9 (CA19-9) in peritoneal lavage fluid are sensitive 
biomarkers for predicting or detecting peritoneal micrometastases22–25. Furthermore, a group at Tohoku Uni-
versity demonstrated that the testing of tumor-derived DNA, obtained in peritoneal lavage fluid from PDAC 
patients (i.e., “liquid biopsy”), is useful for identifying individuals likely to develop peritoneal dissemination; 
using this technique, these researchers assessed the minimal residual disease in peritoneal cavity associated with 
early peritoneal recurrence26,27.

Telomerase expression is a specific hallmark of cancer28 and is required for the unregulated proliferation 
of tumor cells. The catalytic domain of human telomerase, encoded by the hTERT gene, is silenced in normal 
somatic cells, but is activated in the majority of cancers29. In our previous study, we used TelomeScan F35, 
a telomerase-specific, replication-selective, green fluorescent protein (GFP)-expressing adenovirus system to 
specifically detect viable circulating tumor cells (v-CTCs) in blood samples obtained from patients with colo-
rectal cancer30,31. Using serial detection by TelomeScan F35, we assessed the correlation between an increased 
v-CTC count and stent placement in patients with obstructive colorectal cancer (OCRC); our results clearly 
demonstrated a significant increase in the number of v-CTCs following stent insertion in patients with OCRC. 
In other words, treatment of OCRC by endoscopic stent insertion resulted in the dissemination of tumor cells 
into the peripheral blood circulation, which reduced the likelihood of survival. This work confirmed the utility 
of the TelomeScan F35 detection system for conducting a “liquid biopsy” using blood samples for visual detec-
tion of live human cancer cells.

In the present study, we assessed the clinical utility of high-quality testing for CY examination using the 
TelomeScan F35 detection system in PDAC patients. Specifically, we compared the findings obtained using this 
“Telo-CY” technique to those obtained with the conventional CY (conv-CY) examination.

Results
Patient demographics and tumor characteristics
Patient characteristics are summarized in Table 1. This study enrolled 53 patients between January 2015 and Feb-
ruary 2019. The cohort included 30 males and 23 females, with a median age of 73 years (range, 53–87 years). The 
mean follow-up period after surgery was 35.4 months (range 7–102 months) or until death. Of the 53 patients, 
40 (76%) underwent upfront surgery without any preoperative therapies. The other 13 (24%) patients underwent 
surgical resection after preoperative treatment consisting of gemcitabine plus S-1 (an oral fluoropyrimidine 
derivative) or gemcitabine plus S-1 plus radiation. Forty-four patients (83%) received adjuvant chemotherapy 
with S-1, whereas 9 patients (17%) lost the opportunity for postoperative adjuvant therapy due to their poor 
general condition (Table 1). Using conv-CY, malignant cells (conv-CY+) were detected in CY samples from five 
of the 53 patients; malignant cells were not detected in CY samples from another 46 patients (conv-CY−). CY 
samples from the remaining two patients were atypical category32 (i.e., Papanicolaou classification Class III), here 
termed conv-CY±. Using Telo-CY, viable malignant cells were detected in CY samples from 12 of 53 patients 
(Telo-CY+); samples from the other 41 patients were negative on the TelomeScan F35 assay (Telo-CY−). For the 
combined cytological diagnosis with both conv- and Telo-CY, 15 patients were classified as CY+, a group that 
consisted of samples that were positive on conv-CY and/or Telo-CY; the other 38 patients were categorized as 
CY−, a group that included individuals who were both conv-CY− and Telo-CY−, and those who were conv-CY± 
(Class III)32 (Tables 1 and 2).

Comparison of clinicopathological factors between the CY+ and CY− groups
No significant differences in demographic characteristics were observed between the CY+ and CY− groups, 
specifically in regard to the following parameters: age; sex; any of the assessed tumor attributes, including tumor 
diameter, histopathological type, depth of invasion, lymph node metastasis, invasion of the anterior pancreatic 
capsule or retroperitoneal tissue, portal vein invasion, arterial invasion, perineural invasion, lymph vessel inva-
sion, or vascular invasion; serum levels of CEA or CA19-9; or pre-/postoperative treatment (Table 2).

Prognostic effects of peritoneal lavage cytology, including conventional and TelomeScan 
cytology
Table 3 shows the detailed results of both conv-CY and Telo-CY, along with prognoses. Two patients tested 
double-CY+, and another 3 patients tested positive only on conv-CY. In contrast, 10 patients were diagnosed 
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positive only on Telo-CY. Two patients who tested conv-CY± (Class III) also tested Telo-CY−. The remaining 
36 patients were double-CY−.

Regarding the possible association between combined cytology results and prognosis, we observed that the 
2 patients who were double-CY+ relapsed with peritoneal recurrences at 7–9 months after surgical resection, 
despite curative surgery. In contrast, the 3 patients who were positive only on conv-CY exhibited significantly 
longer survival (P = 0.017) without peritoneal recurrence compared to patients who were double-CY+, with 
mean survival times [MSTs] of 28.7 months (conv-CY+ only) and 6.6 months (double-CY+). However, 6 of 10 
patients who were positive only on Telo-CY died following peritoneal recurrences, with mortalities occurring 
8–42 months after curative surgery (MST, 23.5 months) (Table 3). Collectively, these results indicated that the 
sensitivity for prediction of peritoneal recurrence was significantly higher with Telo-CY than conv-CY (P = 0.031). 
For double-CY− patients, only 3 of 36 patients exhibited recurrence with peritoneal dissemination, which was 
seen 7–24 months after surgical resection. The 2 patients who tested conv-CY± (Class III) and Telo-CY− sur-
vived without peritoneal recurrence (MST, 32.0 months). One of the two conv-CY± Telo-CY− patients remained 
alive at 46 months postoperatively; the other conv-CY± Telo-CY− patient exhibited relapse with liver metastasis 
10 months postoperatively and died 18 months postoperatively (Table 3).

Supplemental Table 1 shows the detailed results of conv-CY and Telo-CY. For Telo-CY, the actual number of 
GFP+/CD45− cells and cell viability of those recovered in peritoneal lavage fluid are displayed.

Supplemental Fig. 1 summarizes the peritoneal recurrence rate in each cytological diagnostic group.

Association with peritoneal recurrence and appearance of tumor markers on v‑PTCs
To distinguish cancer cells, cells were stained for tumor markers, including the epithelial cell adhesion molecule 
(Ep-CAM, aka CD326), CEA, and CA19-9, as described in “Materials and Methods”. For the 2 patients who were 
double-CY+, v-PTCs in the peritoneal lavage fluid clearly expressed both Ep-CAM and CA19-9; this is consistent 
with the peritoneal dissemination observed shortly after surgery (Table 3). Of the 10 patients who were positive 
only on Telo-CY, Ep-CAM-displaying v-PTCs were obtained from 6 patients, all of whom subsequently relapsed 
with peritoneal recurrence. In contrast, Ep-CAM was not expressed by the v-PTCs obtained from 3 of the other 
4 patients; none of these 4 individuals developed peritoneal recurrence. These results indicated that Ep-CAM 
expression by v-PTCs contributes to the oncological potential of such cells; this observation is consistent with 
the known roles of this marker, including cell–cell adhesion and tumor cell proliferation, processes expected to 
lead to peritoneal dissemination33.

Association of peritoneal lavage cytology status with overall survival
Figure 1a shows the overall survival (OS) curves of the PDAC patients in the CY+ and CY− groups. The OS 
of patients who tested CY+ or CY− did not differ significantly [MSTs of 34.5 months (CY+) and 35.8 months 
(CY−); P = 0.785]. In contrast, the OS of the 2 patients who tested double-CY+ was significantly shorter than 
that of the 38 patients who tested double-CY− (MST, 6.6 months (double-CY+) and 35.8 months (double-CY−); 
P < 0.0001; Fig. 1b). Similarly, the OS of the double-CY+ patients (MST, 6.6 months) was significantly shorter than 

Table 1.   Patients’ clinicopathological characteristics. Well well-differentiated type, mod moderately 
differentiated type; poor, poorly differentiated type, CA19-9 carbonic anhydrase 19–9, CEA carcinoembryonic 
antigen, PD pancreaticoduodenectomy, DP distal pancreatectomy, TP total pancreatectomy, pT pathological 
primary tumor, pN pathological regional lymph nodes, NAC neoadjuvant chemotherapy, NACRT​ neoadjuvant 
chemoradiation therapy, PTC peritoneal tumor cell, CY peritoneal lavage cytology, conv-CY Papanicolaou-
based conventional CY, Telo-CY TelomeScan-based CY, UICC Union for International Cancer Control, “TNM 
Classification of Malignant Tumors”, 8th edition. a Tumor diameter was determined by computed tomography/
magnetic resonance imaging. b Papanicolaou classification (Papanicolaou Society of Cytopathology Guidelines 
2014). CY−, Class II; CY+, Class VI and V; CY±, Class III (atypical).

Characteristics No. of patients

Age, y (median, range) 73, 53–87

Sex (male/female) 30/23

Tumor diameter, mm (median, range)a 25, 6–65

Histopathological type (well/mod/poor) 18/27/8

Pathological depth of invasion pT (T1/T2/T3/T4) (UICC 8th Ed.) 3/8/42/0

Pathological lymph node metastasis pN (N0/N+) (UICC 8th Ed.) 21/32

Operation (PD/DP/TP) 32/14/7

CA19-9, U/L (mean ± SD, range) 888.6 ± 2187.1, 2–13,482

CEA, ng/mL (mean ± SD, range) 5.8 ± 6.8, 1.1–37.5

Preoperative treatment (NAC/NACRT/Upfront surgery) 3/10/40

Adjuvant chemotherapy (+/−) 44/9

Peritoneal lavage cytology (conventional-CY) (−/+/± = Class III)b 46/5/2

TelomeScan PTC by Telo-CY (−/+) 41/12

Combined cytological diagnosis (CY−/CY+) [CY− : conv-CY− and Telo-CY−, conv-CY±] [CY+: conv-CY+ and/or Telo-CY +] 38/15
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of patients who tested either positive only on conv-CY (MST, 28.7 months; P = 0.039) or positive only on Telo-
CY (MST, 43.4 months; P = 0.017) (Fig. 1b). No significant differences were observed in the comparison of OS 
between patients who tested positive only on conv-CY and positive only on Telo-CY (MST, 28.7 vs. 43.4 months, 
respectively; P = 0.263) (Fig. 1b).

As for the prognostic effects of neoadjuvant chemotherapy (NAC) on the CY+ and CY− groups, the OS of the 
13 patients who received NAC was similar to that of the 40 patients who did not receive NAC (upfront surgery 
group) [MST, 37.9 months (NAC+ group) and 34.5 months (upfront surgery group); P = 0.764] (Fig. 1c). In con-
trast, in the subgroup analysis between the NAC+ and CY− and the NAC+ and CY+ groups, significant improve-
ment in OS was observed in the NAC+ and CY− subgroup [MST, 43.6 months (NAC+ and CY−) and 19.0 months 
(NAC+ and CY+); P = 0.019] (Fig. 1d). Furthermore, whereas all 3 patients who received NAC with still CY+ 
status relapsed with peritoneal recurrence, only one of the 10 patients treated with NAC with CY− status relapsed 
with peritoneal recurrence. These results suggested that NAC could prevent relapse with peritoneal recurrence 
and improve OS. In the subgroup analysis between the NAC− and CY+ and the NAC− and CY− groups, no 
significant difference was found [MST, 39.7 months (NAC− and CY+) and 32.4 months (NAC− and CY−); 
P = 0.402] (Fig. 1d).

In addition, the prognostic effects of adjuvant chemotherapy on the CY+ and CY− groups were further 
analyzed. The OS of the 44 patients who received adjuvant chemotherapy was longer than that of the 9 patients 
who did not receive adjuvant chemotherapy [40.0 months (adjuvant+) and 27.6 months (adjuvant-); P = 0.279]. 
Unfortunately, no significant difference was observed between the adjuvant chemotherapy+ and adjuvant chemo-
therapy− groups. In the subgroup analysis between the CY+ and adjuvant chemotherapy+ and the CY− and 
adjuvant chemotherapy+ groups, no significant improvement in OS was observed [MST, 38.0 months (CY+ and 
adjuvant chemotherapy+) and 36.5 months (CY− and adjuvant chemotherapy+); P = 0.895]. In the subgroup 
analysis between the CY+ and adjuvant chemotherapy− and the CY− and adjuvant chemotherapy− groups, no 
significant difference in OS was found [MST, 24.0 months (CY+ and adjuvant chemotherapy−) and 29.3 months 
(CY− and adjuvant chemotherapy−); P = 0.875].

Table 2.   Comparison of clinicopathological characteristics of the patients in the CY− and CY+ groups. 
Well well-differentiated type; mod, moderately differentiated type, poor poorly differentiated type; CA19-
9, carbonic anhydrase 19-9, CEA carcinoembryonic antigen, PD pancreaticoduodenectomy, DP distal 
pancreatectomy, TP total pancreatectomy, pT pathological primary tumor, pN pathological regional lymph 
nodes, NAC neoadjuvant chemotherapy, NACRT​ neoadjuvant chemoradiation therapy, CY peritoneal lavage 
cytology, conv-CY Papanicolaou-based conventional CY, Telo-CY TelomeScan-based CY, The CY− group 
included patients who were conv-CY− and Telo-CY−, as well as the conv-CY± (Class III) patients. The CY+ 
group included patients who were conv-CY+ and/or Telo-CY+. Pathological examinations were performed 
in accordance with the Union for International Cancer Control (UICC) TNM Classification of Malignant 
Tumors, 8th edition. The clinicopathological parameters were compared using Fisher’s exact test. a Tumor 
diameter was determined by computed tomography/magnetic resonance imaging.

Characteristics
CY− group (n = 38) (conv-CY− and Telo-CY−, 
conv-CV±) CY+ group (n = 15) (conv-CY+ and/or Telo-CY+) P value

Age, y (median, range) 70, 53–84 74, 57–87 0.097

Sex (male/female) 19/19 11/4 0.408

Tumor diameter, mm (< 20/ > 20) (median size)a 9/29 (25 mm) 5/10 (26 mm) 0.844

Histopathological type (well or mod/poor) 32/6 13/2 0.700

Pathological depth of invasion pT (T1 or T2/T3) (UICC 
8th Ed.) 8/30 3/12 0.356

Pathological lymph node metastasis pN (N0/N1 or N2) 
(UICC 8th Ed.) 15/23 6/9 0.390

Pathological factors of primary tumors

 Invasion of the anterior pancreatic capsule (−/+) 17/21 5/10 0.697

 Invasion of the retroperitoneal tissue (−/+) 11/27 4/11 0.304

 Portal vein invasion (−/+) 22/16 12/3 0.110

 Arterial invasion (−/+) 34/4 13/2 0.824

 Bile duct invasion (−/+) 24/14 10/5 0.675

 Duodenal invasion (−/+) 27/11 10/5 0.808

 Perineural invasion (−/+) 8/30 3/12 0.810

 Lymph vessel invasion (−/+) 21/17 7/8 0.778

 Vascular invasion (−/+) 11/27 5/10 0.433

Operation (PD/DP/TP) 22/11/5 10/3/2 0.533

CA19-9, U/L (mean ± SD, range) 927.7 ± 2391.5 (2–13,482) 688.9 ± 1240.4 (5–4761) 0.845

CEA, ng/mL (mean ± SD, range) 6.3 ± 7.7 (1.8–38) 4.3 ± 2.5 (1.1–10.4) 0.083

Preoperative treatment (NAC or NACRT) +/−) 10/28 3/12 0.381

Adjuvant chemotherapy (+/−) 32/6 12/3 0.597
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Representative findings of peritoneal lavage cytology, analyzed by either conventional‑CY or 
TelomeScan‑CY
To clarify the results of peritoneal lavage cytology analyzed using the two methods, we provide representative 
findings for three classes of patients.

Figure 2 shows the cytological and immunocytochemical findings from double-CY+ patients. In lavage fluid 
recovered from the pouch of Douglas, conv-CY detected adenocarcinoma cells arranged in a syncytial fashion, 
for which the cell boundaries were not clearly resolved. On Papanicolaou staining, these findings were defined 
as Class V. Furthermore, conv-CY detected small aggregates of cancer cells arranged in a ball-like pattern; these 
clusters stained positive for MOC-31. On Telo-CY, the v-PTCs detected by TelomeScan F35 tested GFP+ and 
CD45− and demonstrated expression of CA19-9 and Ep-CAM, but not of CEA (Fig. 2, white arrow). For bright-
field findings, the morphology of these v-PTCs was similar to that of other cells, such as reactive mesothelial 
cells, also present in the peritoneal lavage fluid. As noted above, patients who tested double-CY+ relapsed with 
peritoneal recurrence 7 months after surgical resection.

Figure 3 shows the cytological findings for a patient who was positive only on conv-CY. Conv-CY detected 
small clusters of cells that were arranged in a ball-like pattern and stained positively for MOC-31 staining; these 
findings were similar to those observed in lavage-derived cancer cells detected in patients who were double-CY+, 
as described above (Fig. 2). However, on Telo-CY, the viable cells were GFP+ and CD45− (Fig. 3, white arrow), 
whereas none of the tested tumor markers (including CEA, CA19-9, and Ep-CAM) were expressed on GFP+ 
cells (Fig. 3, white arrow). Therefore, the viable lavage-derived cells could not be regarded as viable cancer cells 
on Telo-CY. This patient, who tested positive on conv-CY alone, did not relapse with postoperative peritoneal 
recurrence of PDAC (Fig. 3).

Figure 4 shows the cytological findings for a patient who tested positive only on Telo-CY. On Papanicolaou 
staining in conv-CY, cells from this individual did not display any malignant findings [e.g., no large nucleus/cyto-
plasm (N/C) ratio and no nuclear atypia]. Accordingly, these cells were defined as Class II based on the Papani-
colaou classification system32. In contrast, Telo-CY of viable cells from this patient was GFP+ and CD45− and 
demonstrated expression of Ep-CAM, but not of CEA (Fig. 4, white arrow). Therefore, the viable cells recovered 
in peritoneal lavage fluid and detected by TelomeScan F35 were judged to be viable cancer cells. Consistent 

Table 3.   Detailed results of peritoneal lavage cytology with conv-CY and Telo-CY, expression of tumor 
markers on v-PTCs, and presence or absence of peritoneal recurrence. Double-CY+ were patients positive on 
both conv-CY and Telo-CY (n = 2). Conv-CY+ only were patients diagnosed positive only on conv-CY (n = 3). 
Telo-CY+ only were patients diagnosed positive only on Telo-CY (n = 10). Conv-CY± were patients diagnosed 
as having atypical cells (Class III) on conv-CY but not Telo-CY− (n = 2). Double-CY− were patients diagnosed 
negative on both conv-CY and Telo-CY (n = 36). v-PTCs viable peritoneal tumor cells, CY peritoneal lavage 
cytology, conv-CY Papanicolaou-based conventional CY, Telo-CY TelomeScan-based CY, CA19-9 carbonic 
anhydrase 19-9, CEA carcinoembryonic antigen, Ep-CAM epithelial cell adhesion molecule (CD326), N/C 
ratio nucleus/cytoplasm ratio; MOC-31 staining immunostaining by anti-human epithelial-related antigen 
(clone MOC-31) monoclonal Ab, CD45 (i.e. leukocyte common antigen, protein tyrosine phosphatase type C: 
PTPRC), GFP green fluorescence protein; N.D. not done. a P-rec, peritoneal recurrence.

Combined cytological diagnosis 
(n)

Conv-CY diagnosis: +/− (MOC-
31 staining: +/−)

Telo-CY diagnosis: +/− (Cell 
number of v-PTCs)

Expression of tumor markers on 
v-PTCs (Ep-CAM/CEA/CA19-9)

P-reca (Yes/No) (time for P-rec 
after operation) [survival time 
(Mo)]

Double-CY+ (2)
Conv-CY: + (MOC-31:+) Telo-CY: + (16) Ep-CAM+/CEA−/CA19-9+ Yes (7 Mo) [7 Mo]

Conv-CY: + (MOC-31:+) Telo-CY: + (6) Ep-CAM+/CEA−/CA19-9+ Yes (9 Mo) [9 Mo]

Conv-CY+ only (3)

Conv-CY: + (MOC-31:+) Telo-CY: − (0) Ep-CAM−/CEA−/CA19-9−  No [14 Mo]

Conv-CY: + (MOC-31: −) Large 
N/C ratio Telo-CY: − (0) Ep-CAM−/CEA−/CA19-9− No [50 Mo]

Conv-CY: + (MOC-31:+) Telo-CY: − (0) Ep-CAM−/CEA−/CA19-9− No [20 Mo]

Telo-CY+ only (10)

Conv-CY: − (MOC-31: −) Telo-CY: + (100) Ep-CAM+/CEA−/CA19-9− No [101 Mo]

Conv-CY: − (MOC-31: −) Telo-CY: + (44) Ep-CAM−/CEA+/CA19-9− No [88 Mo]

Conv-CY: − (MOC-31: −) Telo-CY: + (2) Ep-CAM+/CEA−/CA19-9: N.D Yes (14 Mo) [14 Mo]

Conv-CY: − (MOC-31: −) Telo-CY: + (2) Ep-CAM−/CEA+/CA19-9: N.D No [42 Mo]

Conv-CY: − (MOC-31: −) Telo-CY: + (9) Ep-CAM+/CEA−/CA19-9+ Yes (42 Mo) [52 Mo]

Conv-CY: − (MOC-31: −) Telo-CY: + (6) Ep-CAM+/CEA−/CA19-9: N.D Yes (14 Mo) [14 Mo]

Conv-CY: − (MOC-31: −) Telo-CY: + (28) Ep-CAM−/CEA+/CA19-9− No [62 Mo]

Conv-CY: − (MOC-31: −) Telo-CY: + (39) Ep-CAM+/CEA−/CA19-9− Yes (18 Mo) [40 Mo]

Conv-CY: − (MOC-31: −) Telo-CY: + (19) Ep-CAM+/CEA−/CA19-9+ Yes (8 Mo) [8 Mo]

Conv-CY: − (MOC-31: −) Telo-CY: + (7) Ep-CAM+/CEA−/CA19-9− Yes (8 Mo) [8 Mo]

Conv-CY ± (class III) (2)

Conv-CY: ± (MOC-31: −) Large 
N/C ratio Telo-CY: − (0) Ep-CAM−/CEA−/CA19-9− No [46 Mo]

Conv-CY: ± (MOC-31: −) Large 
N/C ratio Telo-CY: − (0) Ep-CAM−/CEA−/CA19-9− No [18 Mo]

Double-CY− (36) Conv-CY: − (MOC-31: −) Telo-CY: − (0) Ep-CAM−/CEA−/CA19-9− Yes (3 cases) (7, 7, 24 Mo) [36 Mo]
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with these findings, this patient exhibited peritoneal dissemination 12 months postoperatively, and then died 
14 months postoperatively.

Further representative CY findings of a patient class III on conv-CY and Telo-CY negative are shown in 
supplemental Fig. 2.

Discussion
Even “localized” PDAC, as diagnosed by radiographic examination, displays a tendency to result in advanced 
systemic disease; indeed, the majority of patients with localized disease already possess occult metastatic disease, 
including distant and peritoneal tumor spread, even though such metastases are radiographically undetectable 
at the time of the initial diagnosis34. Therefore, pancreatectomy is not oncologically beneficial for patients with 
apparently localized PDAC. To better discriminate patients who are likely to benefit from surgery from those who 
are not, novel imaging- or molecular-based assessments will need to be developed; such techniques must have 
increased sensitivity for the detection of minute metastases, thereby facilitating the precise staging of tumors. 

Figure 1.   Kaplan–Meier plots of overall survival curves according to the conv-CY and Telo-CY results and 
subgroup analysis of the upfront surgery and neoadjuvant chemotherapy groups. (A) Kaplan–Meier plots of 
overall survival curves of the patients categorized into CY− and CY+ groups. The CY− group includes patients 
who were conv-CY− and Telo-CY−, as well as the conv-CY± (Class III) patients (n = 38). The CY+ group 
includes patients who were conv-CY+ and/or Telo-CY+ (n = 15) (P-value, log-rank test). (B) Kaplan–Meier 
plots of overall survival curves of the patients classified into four groups according to the conv-CY and Telo-CY 
results. The double-CY− group includes patients who were conv-CY− and Telo-CY−, as well as conv-CY± 
patients (n = 38). The Telo-CY+ alone group includes patients diagnosed positive only on Telo-CY (n = 10). The 
Conv-CY+ alone group includes patients diagnosed positive only on conv-CY (n = 3). The double-CY+ group 
includes patients positive on both conv-CY and Telo-CY (n = 2) (P-value, log-rank test). (C) Kaplan–Meier plots 
of overall survival curves of the patients treated with upfront surgery or neoadjuvant chemotherapy. The upfront 
surgery group includes patients who underwent pancreatectomy without neoadjuvant chemotherapy (n = 40). 
The NAC+ group includes patients who underwent pancreatectomy after NAC (n = 13) (P-value, log-rank test). 
(D) Kaplan–Meier plots of overall survival curves of the patients classified into four subgroups according to CY 
results, upfront surgery, and with or without NAC. Ten patients are in the NAC and CY− group, 3 patients are 
in the NAC and CY+ group, 28 patients are in the upfront surgery and CY− group, and 12 patients are in the 
upfront surgery and CY+ group (P-value, log-rank test).
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To address the high incidence of cancer recurrence in PDAC patients, who typically are treated by upfront sur-
gery alone, several multidisciplinary treatment strategies have been implemented35–38. Preoperative chemo- and 
chemoradiation therapies are promising modalities for the treatment of PDAC34,36–38; in patients with resectable 
and borderline-resectable PDAC who were subsequently treated with these preoperative therapies, the 5-year 
survival rates were markedly increased35–38. Nonetheless, a substantial number of patients developed peritoneal 
recurrence despite having undergone perioperative treatment37.

Peritoneal recurrence is a major recurrence pattern, and the survival of patients with peritoneal recurrence 
has been reported to be worse than that of patients with other sites of recurrence14. Since cancer cells exfoliated 
from primary PDAC tumors are thought to be the precursors of peritoneal implantation39–41, preoperative and 
intraoperative detection of malignant cells in the peritoneal cavity is of great importance for the prediction of 
early peritoneal recurrence after surgery.

Peritoneal lavage cytology (CY) conventionally has been conducted using the Papanicolaou and Giemsa 
staining techniques42. Papanicolaou staining is globally accepted and used as a standard method in cytology. 
Although cytological evaluation of peritoneal lavage fluid obtained from PDAC patients is conducted primarily 
by these methods16,43–45, CY by Papanicolaou staining may lead to false-negative results in some cancer patients46. 
These false-negative results may reflect the small number of cancer cells recovered in the peritoneal lavage fluid. 
Alternatively, the heteromorphism of epithelial cells is weak and difficult to diagnose as malignant in some 
PDAC cases. Accordingly, additional immunocytochemical staining, such as that for CEA, may facilitate cancer 
detection when the number of cancer cells is small or it is the staining that is weak or atypical, rather than the 
cells themselves42,46–48. However, in the present study, in which the sensitivity of Papanicolaou-based conv-CY 
was augmented by the inclusion of immunohistochemical staining for MOC-31, conv-CY provided detection 
in only 40% of patients who subsequently exhibited peritoneal recurrence (Table 3; Supplemental Fig. 1). The 
identification of malignant cells using Papanicolaou-based conv-CY augmented by immunocytological stain-
ing still may have been limited by the small number of cancer cells available for slide preparation and staining. 
Furthermore, these cytological results, as obtained by a combination of conventional and immunohistochemical 
CY methods, do not reflect the viability of cancer cells; such cells must remain viable to participate in peritoneal 
dissemination following pancreatectomy. In other words, the cancer cells recovered in peritoneal lavage fluid 

Figure 2.   Representative CY findings of a double-CY+ patient. Top: conv-CY findings, stained with 
Papanicolaou and immunostained with MOC-31. Bottom: Telo-CY findings, including GFP fluorescence; 
immunocytochemical staining of CD45, CEA, CA19-9, or Ep-CAM; merged fluorescence; and bright-field 
image. CY, peritoneal lavage cytology; conv-CY, Papanicolaou-based conventional CY; Telo-CY, TelomeScan-
based CY; CA19-9, carbonic anhydrase 19-9; CEA, carcinoembryonic antigen; Ep-CAM, epithelial cell adhesion 
molecule (CD326); MOC-31 staining, immunostaining by anti-human epithelial-related antigen (clone MOC-
31) monoclonal Ab; CD45 (i.e., leukocyte common antigen, protein tyrosine phosphatase type C: PTPRC); GFP, 
green fluorescence protein. White and black arrows show v-PTCs. Scale bar: 30 μm.
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will be diagnosed as “CY+” on conv-CY, whereas malignant cells exfoliated from primary PDAC tumors are 
destined to die soon due to the treatments with preoperative chemo- or chemoradiation therapies. Collectively, 
these observations suggest the prediction of peritoneal recurrence after surgery necessitates the development 
of high-quality testing for CY; such tests will need to specifically detect malignant cells, as well as their viability.

CTCs are promising biomarkers in several cancers49–51. However, CTCs are rare in peripheral blood, with 
numbers as low as one CTC per 106–107 leukocytes. Although several methods have been developed for the 
detection of CTCs52,53, such conventional CTC detection techniques present several problems. For instance, 
in the Cell Search™ system, which was approved by the US Food and Drug Administration in 2004, CTCs are 
concentrated using anti-CD45 and anti-Ep-CAM antibodies, and they are subsequently detected by immune 
staining using antibodies against cytokeratin (CK)-8, CK-9, and CK-1954. However, these antigens are also 
expressed on normal epithelial cells55. As a result, the cells detected as CTCs include a substantial number of false 
positives56. In response to these concerns, a novel viable CTC detection system was recently developed57 using 
a GFP-encoding conditionally replicating adenovirus (rAd-GFP). Furthermore, Kojima and Fijiwara reported 
previously that intratumoral injection of telomerase-specific replication-selective adenovirus expressing the 
GFP gene (OBP-401; TelomeScan) causes viral spread into the regional lymphatics, with subsequent specific 
replication in neoplastic lesions, resulting in GFP expression in metastatic lymph nodes in nu/mu mice. Col-
lectively, rAd-GFP (OBP-401; TelomeScan) can replicate and express GFP fluorescence only in viable cancer 
cells. Subsequently, to further decrease the proportion of false-positive results, Sakurai et al. developed a novel, 
conditionally replicating adenovirus (rAdF35-142 T-GFP, aka TelomeScan F35) for specific detection of CTCs 
without false positives30,31. Collectively, rAd-GFP possesses a human telomerase reverse transcriptase (hTERT) 
promoter-driven E1 gene expression cassette and GFP expression cassette in the E1- and E3-deleted regions of 
the Ad genome, respectively. Incubation of rAd-GFP with blood cells containing cancer cells (i.e., CTCs) results 
in efficient labeling of cancer cells with GFP, because expression levels of hTERT are upregulated in most cancer 
cells28. However, production of false-positive cells (GFP-positive normal blood cells) was found when using rAd-
GFP, particularly at high titers. Moreover, there is another drawback to the CTC detection method using rAd-
GFP. CTCs lacking or expressing low levels of Coxsackievirus-adenovirus receptor (CAR) cannot be detected by 

Figure 3.   Representative CY findings of a patient positive on conv-CY alone. Top: conv-CY findings, stained 
with Papanicolaou and immunostained with MOC-31. Bottom: Telo-CY findings, including GFP fluorescence; 
immunocytochemical staining of CD45, CEA, CA19-9, or Ep-CAM; merged fluorescence; and bright-field 
image. CY, peritoneal lavage cytology; conv-CY, Papanicolaou-based conventional CY; Telo-CY, TelomeScan-
based CY; CA19-9, carbonic anhydrase 19-9; CEA, carcinoembryonic antigen; Ep-CAM, epithelial cell adhesion 
molecule (CD326); MOC-31 staining, immunostaining by anti-human epithelial-related antigen (clone MOC-
31) monoclonal Ab; CD45 (i.e. leukocyte common antigen, protein tyrosine phosphatase type C: PTPRC); GFP, 
green fluorescence protein. White and black arrows show v-PTCs. Scale bar: 30 μm.
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this adenovirus. To suppress the production of false-positive cells, sequences perfectly complementary to blood 
cell-specific microRNA, miR-142-3p, were incorporated into the 3’-untranslated regions of the E1B and GFP 
genes. In addition, the fiber protein was replaced with that of Ad serotype 35, which recognizes human CD46, 
creating rAdF35-142 T-GFP (OBP-1101; TelomeScan F35). TelomeScan F35 could overcome these obstacles to 
specific detection of cancer cells by the improvements described above. In the present study, we used TelomeScan 
F35 to detect v-PTCs in peritoneal lavage fluid obtained from PDAC patients.

Regarding the association between CY status and survival outcome (Figs. 1 and 5), we found that CY+ 
status, whether conv-CY+ and/or Telo-CY+, did not affect patient survival (Fig. 1a). Nonetheless, the OS of 5 
patients who tested conv-CY+, including 2 double-CY+ individuals and 3 who were positive only on conv-CY, 
was significantly shorter than that of 38 patients who were double-CY− [MST, 16.4 months (conv-CY+) and 
35.8 months (double-CY−); P = 0.0194)] (Fig. 5a). In contrast, the survival outcome in 12 patients with Telo-
CY+ status, including 2 double-CY+ individuals and 10 positive on Telo-CY alone, did not differ significantly 
from that of double-CY− patients [MST, 37.2 months (Telo-CY+) and 35.8 months (double-CY−); P = 0.991) 
(Fig. 5b)]. Nonetheless, 8 of the 12 patients who tested positive on Telo-CY relapsed with peritoneal recurrence 
(Table 3; Supplemental Fig. 1), along with an OS that was significantly shorter than that of the 35 patients who 
were double-CY− and relapsed without peritoneal recurrence [MST, 19.3 months (Telo-CY+ with peritoneal 
recurrence) and 36.0 months (double-CY− without peritoneal recurrence); P = 0.0056] (Fig. 5c). In contrast, 
no significant differences were observed in survival outcomes between the 8 patients who tested positive on 
Telo-CY with peritoneal recurrence and the 3 patients who were double-CY− with peritoneal recurrence [MST, 
19.3 months (Telo-CY+ with peritoneal recurrence) and 27.7 months (double-CY− with peritoneal recurrence); 
P = 0.787] (Fig. 5c). Four patients who tested positive on Telo-CY without peritoneal recurrence survived for a 
remarkably long term. These four patients were supposedly false-positive patients on Telo-CY assessment, but 
this adverse result may be overcome by Telo-CY assessment combined with testing for Ep-CAM expression, as 
described in detail below. In further subgroup analysis in regard to cytological diagnostic group with or without 
peritoneal recurrence, the survival outcome of 8 patients who tested positive on Telo-CY and relapsed with 
peritoneal recurrence did not differ significantly from that of the patients who were conv-CY+ with peritoneal 
recurrence (double-CY+ patients) [MST, 19.3 months (Telo-CY+ with peritoneal recurrence) and 6.6 months 
(conv-CY+ with peritoneal recurrence; double-CY+ patients); P = 0.564] (Fig. 5d). In addition, the survival 
outcome of 8 patients who tested positive on Telo-CY and relapsed with peritoneal recurrence also did not differ 
significantly from that of the patients who were conv-CY+ without peritoneal recurrence [MST, 19.3 months 
(Telo-CY+ with peritoneal recurrence) and 28.0 months (conv-CY+ without peritoneal recurrence); P = 0.824]. 
These results suggested that Telo-CY detected cancer cells capable of dissemination into the abdominal cavity and 
adversely affecting survival outcomes, even in patients for whom the results of conv-CY were negative. Notably, 
though positive results on conv-CY indicate the likely spread of cancer cells from PDAC tumors into the perito-
neal cavity, conv-CY alone may not be sufficient to identify all such patients, especially for samples in which the 

Figure 4.   Representative CY findings of a patient positive on Telo-CY alone. Top: conv-CY findings, stained 
with Papanicolaou staining. Bottom: Telo-CY findings, including GFP fluorescence; immunocytochemical 
staining of CD45, CEA, or Ep-CAM; merged fluorescence; and bright-field image. CY, peritoneal 
lavage cytology; conv-CY, Papanicolaou-based conventional CY; Telo-CY, TelomeScan-based CY; CEA, 
carcinoembryonic antigen; Ep-CAM, epithelial cell adhesion molecule (CD326); CD45 (i.e. leukocyte common 
antigen, protein tyrosine phosphatase type C: PTPRC); GFP, green fluorescence protein. White and black arrows 
show v-PTCs. Scale bar: 30 μm.
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cancer cells recovered by peritoneal lavage are small in number or exhibit low levels of atypia of the cells. Based 
on the results of the present study, we propose that Telo-CY is capable of addressing the challenges experienced 
by conv-CY in predicting PDAC metastasis, whether due to the viability, atypia, or small number of cancer cells.

Notably, 4 of 10 patients who were positive on Telo-CY alone did not exhibit relapse with peritoneal dissemi-
nation; all 4 of these individuals yielded false-positive results on Telo-CY assessment. Accordingly, false-positive 
Telo-CY results would argue against the use of this Telo-CY method. As described in “Materials and Methods”, 
for Telo-CY testing, v-PTCs were inferred for GFP+ CD45− samples and those that tested positive for any of 
the three tested cancer biomarkers (Ep-CAM, CEA, or CA19-9). Notably, of the 10 patients who tested positive 
on Telo-CY alone, all 6 of those that exhibited relapse with peritoneal recurrence also possessed v-PTCs that 
expressed Ep-CAM; 3 of the remaining 4 patients who tested positive on Telo-CY alone possessed v-PTCs that 
did not express this molecule, and they did not relapse with peritoneal dissemination. Moreover, the 2 patients 
who were double-CY+ possessed v-PTCs that expressed Ep-CAM, and both exhibited peritoneal recurrence. 
Therefore, we suggest that the false-positive rate obtained by Telo-CY may be decreased significantly by the 
additional inclusion of testing for Ep-CAM expression, a parameter that appears to be an essential marker of 
Telo-CY+ malignant cells (Table 3). Collectively, our results indicate that findings obtained by conv-CY and 
Telo-CY are complementary and can provide mutual support for each other’s limitations.

Figure 5.   Kaplan–Meier plots of overall survival curves for subgroup analysis. (A) Kaplan–Meier plots of 
overall survival curves of the patients, categorized based on double-CY− vs. conv-CY+ status (P-value, log-rank 
test). Double-CY-negative patients are conv-CY− and Telo-CY−, as well as conv-CY± patients (n = 38). Conv-
CY-positive patients are positive only on conv-CY (n = 3) and double-CY-positive (n = 2). (B) Kaplan–Meier 
plots of overall survival curves of the patients, categorized based on double-CY− vs. Telo-CY+ status (P-value, 
log-rank test). Double-CY-negative patients are as described above (n = 38). Telo-CY-positive patients are 
positive only on Telo-CY (n = 10) and double-CY-positive (n = 2). (C) Kaplan–Meier plots of overall survival 
curves of the patients, categorized based on double-CY− vs. Telo-CY+ status and exhibiting relapse with 
or without peritoneal dissemination (P-value, log-rank test). Double-CY-negative patients are as described 
above (n = 38). Double-CY-negative with peritoneal recurrence (n = 3), double-CY-negative without peritoneal 
recurrence (n = 35), Telo-CY-positive with peritoneal recurrence are positive only on Telo-CY with peritoneal 
recurrence after surgery (n = 6), and double-CY-positive (n = 2). Telo-CY-positive without peritoneal recurrence 
(n = 4). (D) Kaplan–Meier plots of overall survival curves of the patients, analyzed based on conv-CY+ vs. 
Telo-CY +sstatus and relapsed with or without peritoneal dissemination (P-value, log-rank test). Conv-CY-
positive patients are as described above (n = 5). Conv-CY-positive with peritoneal recurrence (n = 2), Conv-
CY-positive without peritoneal recurrence (n = 3), Telo-CY-positive with peritoneal recurrence patients are as 
described above (n = 8). Telo-CY-positive without peritoneal recurrence (n = 4). aP-rec, peritoneal recurrence.
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Recently, the number of resectable or borderline-resectable PDAC patients receiving preoperative therapies 
has been reported to be increasing36–38. The detection, by conv-CY, of cancer cells in peritoneal lavage fluid 
remains difficult, an observation that may be attributable to the small number of such cells, the existence of 
atypical cells, or issues with cell viability. Furthermore, the need for conversion surgery in PDAC patients con-
sidered unresectable should be evaluated after the use of strong, long-term, preoperative chemotherapies; in this 
context, the results of CY may lead to a more-accurate assessment of resectability status and the implementation 
of appropriate therapeutic strategies for such patients. Notably, Satoi et al. reported the efficacy, in PDAC patients 
that demonstrate peritoneal metastasis, of a regimen that includes intravenous and intraperitoneal dosing with 
paclitaxel in combination with S-1; a portion of the patients treated with this regimen subsequently underwent 
conversion surgery58. To select relevant therapeutic strategies, including the continuation/cessation of treat-
ments and the potential use of conversion surgery, CY examinations with higher sensitivity will be required. In 
addition, the utility of cytological findings, as obtained both by conv-CY and Telo-CY in samples recovered by 
staging laparoscopy, should be further evaluated in the future, especially given that the present study included 
only patients who underwent open laparotomy. Therefore, we propose that preoperative combined CY (using 
both conv-CY and Telo-CY) should be performed for all patients with PDAC, despite associated increases in 
time and medical costs.

There were several limitations to this study. First, this study was conducted at a single institution and enrolled 
a small number of patients. Second, treatment strategies, including neoadjuvant or adjuvant therapies, were 
not consistent, reflecting the fact that the standard therapies for PDAC continued to change and underwent 
development during this study period. Therefore, our study did not consider the utility of CY status in the 
context of specific perioperative therapies. Nonetheless, we note that the use of high-quality CY examination, 
using Telo-CY, improved the predictive diagnostic sensitivity for detection of occult peritoneal tumor spread 
in patients with PDAC.

In conclusion, combined CY examinations using both conv-CY and Telo-CY may enhance the accuracy of 
prediction of peritoneal recurrence in patients with PDAC. We propose that the status of CY should be confirmed 
by staging laparoscopy prior to curative resection.

Materials and methods
Ethics statement
All patients provided written, informed consent for the use of peritoneal lavage fluid for both conventional 
cytology and for research cytology; the written consent was recorded in the patients’ electronic health records. 
The protocol for this study, which was conducted as a single-institution trial, was approved (approvals nos. 422 
and 444) by the Institutional Review Boards of the Osaka Police Hospital. This study was conducted according 
to the principles of the Declaration of Helsinki.

Patients
Between January 2015 and February 2019, this study enrolled patients who presented at the Osaka Police Hospital 
with resectable PDAC, as assessed by cytological or histological evaluation. All patients had a confirmed patho-
logical diagnosis of PDAC. Patients who had detectable macroscopic liver metastases, para-aortic lymph node 
metastases, or peritoneal dissemination at open laparotomy were excluded. The present study included PDAC 
cases that underwent curative pancreatectomy with lavage cytology. Written, informed consent was obtained 
from all patients prior to any study procedures or treatments. Clinicopathological factors and clinical stage were 
classified using the criteria of the Union for International Cancer Control (UICC, 8th Ed.).

Abdominal exploration and sample collection
Abdominal exploration and collection of peritoneal lavage fluid were performed by open laparotomy. Under 
general anesthesia, peritoneal lavage cytology was performed using standard methods at the beginning of the 
abdominal exploration. Specifically, lavage was conducted using 100 mL of sterile 0.9% sodium chloride, which 
was introduced into the recto-uterine pouch (pouch of Douglas), gently stirred, and then immediately aspirated 
from the pouch. The 100 mL of lavage fluid were divided into two samples of 50-mL each; 50 mL of fluid were 
examined for conv-CY, and 50 mL of the remaining fluid were analyzed for Telo-CY, as described later. Any 
metastatic findings were confirmed by visual examination and palpation, as assessed by the presence or absence 
of liver metastasis and of peritoneal dissemination. The final results of CY were obtained after the resection had 
been performed; surgical resection was performed irrespective of the status on CY.

Surgery and perioperative therapy
Resectability was assessed by computed tomography and magnetic resonance imaging according to the National 
Comprehensive Cancer Network (NCCN) guidelines15. From 2015 to 2017, upfront surgery was performed for 
patients with resectable PDAC. Subsequently (since 2018), either neoadjuvant chemotherapy (NAC; consisting 
of the combination of gemcitabine and S-1) or neoadjuvant chemoradiotherapy [NACRT; consisting of the 
combination of gemcitabine and S-1 administered concurrently with 50 Gy of intensity-modulated radiation 
therapy (IMRT)] was administered to patients ≤ 80 years of age, as suggested by the results of Eguchi et al.59. 
Macroscopic peritoneal dissemination and liver metastasis were deemed contraindications for surgical resection. 
For adjuvant chemotherapy, S-1 was administered primarily based on the results of the Japanese Study Group of 
Adjuvant Therapy for Pancreatic Cancer (JASPAC)-01 study6.
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Peritoneal lavage cytology
For conventional CY (conv-CY), 50 mL of the peritoneal lavage fluid were subjected to pathological examina-
tion. Smears were prepared using centrifuged deposits, subjected to conventional Papanicolaou and/or Giemsa 
staining, and carefully evaluated by at least two experienced pathologists in our hospital’s Pathology Department. 
In terms of Papanicolaou classification, Class II (negative for malignancy) was deemed CY−, Class III (atypical) 
was CY±, and Classes IV (suspicious for malignancy) and V (positive for malignancy) were CY+32. To further 
assess the presence of cancer cells, MOC-31 (dilution 1:100; Cat No. MA5-12442, Invitrogen, Waltham, MA, 
USA) immunostaining was also performed. To obtain further information, conv-CY using 50 mL of sterile 0.9% 
sodium chloride was performed for the subhepatic space (Morison’s pouch) in a similar manner to that described 
above. For TelomeScan F35 CY (Telo-CY), 50 mL of the remaining lavage fluid were analyzed to detect viable 
peritoneal tumor cells (v-PTCs) using the TelomeScan F35 system as described previously30,31,58. Briefly, cells 
recovered from 50 mL of peritoneal lavage fluid were incubated at 37 °C for 24 h with 1 × 109 viral particles (VP) 
of rAdF35-142 T-GFP (TelomeScan F35). Following this incubation, to distinguish cells from leucocytes, the cells 
were washed and stained with anti-human CD45 antibody60 (dilution 1:40; Clone HI30; BioLegend, San Diego, 
CA, USA) and then observed by fluorescence microscopy. Human v-PTCs and false-positive cells were defined 
as those that tested GFP + CD45− and GFP+ CD45+, respectively. To further distinguish cancer cells, cells were 
labeled with monoclonal anti-Ep-CAM (dilution 1:100; ab7504; Abcam, Cambridge, UK), anti-CEA (dilution 
1:30; M7072, clone II-7; DAKO, San Diego, CA, USA), and anti-CA19-9 (dilution 1:20; ab116024, clone CA19-
9-203; Abcam) antibodies. GFP+, CD45−, and Ep-CAM+, CEA+ and/or CA19-9+ cells were counted as v-PTCs. 
For both conv-CY and Telo-CY, CY+ was defined as the presence of cancer cells in the peritoneal lavage fluid.

Statistical analysis
Clinicopathological data were compared between CY+ and CY− patients. Where relevant, data are presented 
as medians with interquartile range or as means ± standard deviation (SD). Data for CY status were compared 
using Pearson’s (uncorrected) χ2 test, Fisher’s exact test, and the Mann–Whitney U test for independence, as 
appropriate. Overall survival (OS) was defined as the time from the date of surgery to either the date of death 
or last follow-up. Survival curves were generated using Kaplan–Meier methods and compared using the log-
rank-test. The level of significance was set at P-value < 0.05. Statistical analyses were performed using JMP Pro 
statistical software (version 15.0.0; SAS Institute, Inc., Cary, NC, USA).

Data availability
The datasets generated during and/or analyzed during the current study are available from the corresponding 
author on reasonable request.

Received: 29 November 2023; Accepted: 29 April 2024

References
	 1.	 Siegel, R. L., Miller, K. D., Wagle, N. S. & Jemal, A. Cancer statistics, 2023. CA Cancer J. Clin. 73, 17–48 (2023).
	 2.	 Cancer Registry and Statistics. Cancer Information Service. https://​ganjo​ho.​jp/​reg_​stat/​stati​stics/​stat/​summa​ry.​html
	 3.	 Rahib, L. et al. Projecting cancer incidence and deaths to 2030: The unexpected burden of thyroid, liver, and pancreas cancers in 

the United States. Cancer Res. 74, 2913–2921 (2014).
	 4.	 Neoptolemos, J. P. et al. Comparison of adjuvant gemcitabine and capecitabine with gemcitabine monotherapy in patients with 

resected pancreatic cancer (ESPAC-4): A multicentre, open-label, randomised, phase 3 trial. Lancet 389, 1011–1024 (2017).
	 5.	 Oettle, H. et al. Adjuvant chemotherapy with gemcitabine and long-term outcomes among patients with resected pancreatic cancer: 

The CONKO-001 randomized trial. JAMA 310, 1473–1481 (2013).
	 6.	 Uesaka, K. et al. Adjuvant chemotherapy of S-1 versus gemcitabine for resected pancreatic cancer: A phase 3, open-label, ran-

domised, non-inferiority trial (JASPAC 01). Lancet 388, 248–257 (2016).
	 7.	 Motoi, F. & Unno, M. Adjuvant and neoadjuvant treatment for pancreatic adenocarcinoma. Jpn. J. Clin. Oncol. 50, 483–489 (2020).
	 8.	 Jang, J. Y. et al. Oncological benefits of neoadjuvant chemoradiation with gemcitabine versus upfront surgery in patients with bor-

derline resectable pancreatic cancer: A prospective, randomized, open-label, multicenter phase 2/3 trial. Ann. Surg. 268, 215–222 
(2018).

	 9.	 Ryan, D. P., Hong, T. S. & Bardeesy, N. Pancreatic adenocarcinoma. N. Engl. J. Med. 371, 1039–1049 (2014).
	10.	 Rall, C. J. et al. Peritoneal exfoliative cytology and Ki-ras mutational analysis in patients with pancreatic adenocarcinoma. Cancer 

Lett. 97, 203–211 (1995).
	11.	 Van den Broeck, A. et al. Patterns of recurrence after curative resection of pancreatic ductal adenocarcinoma. Eur. J. Surg. Oncol. 

35, 600–604 (2009).
	12.	 Hoshimoto, S. et al. Prognostic significance of intraoperative peritoneal washing cytology for patients with potentially resectable 

pancreatic ductal adenocarcinoma. Pancreatology 17, 109–114 (2017).
	13.	 Yoshioka, R. et al. The implications of positive peritoneal lavage cytology in potentially resectable pancreatic cancer. World J. Surg. 

36, 2187–2191 (2012).
	14.	 Satoi, S. et al. Reappraisal of peritoneal washing cytology in 984 patients with pancreatic ductal adenocarcinoma who underwent 

margin-negative resection. J. Gastrointest. Surg. 19, 6–14 (2015).
	15.	 National Comprehensive Cancer Network, Clinical Practice Guidelines in Oncology. Pancreatic Adenocarcinoma ver. 2 2023. 

https://​www.​nccn.​org/​profe​ssion​als/​physi​cian_​gls/​pdf/​pancr​eatic.​pdf
	16.	 Tsuchida, H. et al. Prognostic importance of peritoneal washing cytology in patients with otherwise resectable pancreatic ductal 

adenocarcinoma who underwent pancreatectomy: A nationwide, cancer registry-based study from the Japan Pancreas Society. 
Surgery 166, 997–1003 (2019).

	17.	 Amin, M. B. et al. The Eighth Edition AJCC Cancer Staging Manual: Continuing to build a bridge from a population-based to a 
more “personalized” approach to cancer staging. CA Cancer J. Clin. 67, 93–99 (2017).

	18.	 Ferrone, C. R. et al. The influence of positive peritoneal cytology on survival in patients with pancreatic adenocarcinoma. J. Gas-
trointest. Surg. 10, 1347–1353 (2006).

https://ganjoho.jp/reg_stat/statistics/stat/summary.html
https://www.nccn.org/professionals/physician_gls/pdf/pancreatic.pdf


13

Vol.:(0123456789)

Scientific Reports |        (2024) 14:10199  | https://doi.org/10.1038/s41598-024-60936-4

www.nature.com/scientificreports/

	19.	 Katsuragi, K. et al. Prognostic impact of PCR-based identification of isolated tumour cells in the peritoneal lavage fluid of gastric 
cancer patients who underwent a curative R0 resection. Br. J. Cancer. 97, 550–556 (2007).

	20.	 Uen, Y. H. et al. Prognostic significance of multiple molecular markers for patients with stage II colorectal cancer undergoing 
curative resection. Ann. Surg. 246, 1040–1046 (2007).

	21.	 Takahashi, H. et al. Subclinical cancer cell dissemination in peritoneal lavage fluid detected by reverse-transcription polymerase 
chain reaction identifies patients at high risk for peritoneal recurrence and consequent impaired survival in the setting of preop-
erative chemoradiation therapy for pancreatic cancer. Surgery 164, 1168–1177 (2018).

	22.	 Kanetaka, K. et al. Clinical significance of carcinoembryonic antigen in peritoneal lavage from patients with gastric cancer. Surgery 
154, 563–572 (2013).

	23.	 Yamamoto, M., Yoshinaga, K., Matsuyama, A., Tsutsui, S. & Ishida, T. CEA/CA72-4 levels in peritoneal lavage fluid are predictive 
factors in patients with gastric carcinoma. J. Cancer Res. Clin. Oncol. 140, 607–612 (2014).

	24.	 Tan, Y. et al. Diagnostic value of tumor markers in peritoneal lavage fluid for peritoneal metastasis from colorectal cancer. Ann. 
Clin. Lab. Sci. 52, 95–100 (2022).

	25.	 Hata, T. et al. Levels of tumor markers CEA/CA 19–9 in serum and peritoneal lavage predict postoperative recurrence in patients 
with pancreatic cancer. Ann. Gastroenterol. Surg. 6, 862–872 (2022).

	26.	 Chiba, K. et al. impact of tumor-derived DNA testing in peritoneal lavage of pancreatic cancer patients with and without occult 
intra-abdominal metastases. Ann. Surg. Oncol. 29, 2685–2697 (2022).

	27.	 Diaz, L. A. Jr. & Bardelli, A. Liquid biopsies: Genotyping circulating tumor DNA. J. Clin. Oncol. 32, 579–586 (2014).
	28.	 Hanahan, D. & Weinberg, R. A. Hallmarks of cancer: The next generation. Cell 144, 646–674 (2011).
	29.	 Cong, Y. S., Wright, W. E. & Shay, J. W. Human telomerase and its regulation. Microbiol. Mol. Biol. Rev. 66, 407–425 (2002).
	30.	 Sakurai, F. et al. Efficient detection of human circulating tumor cells without significant production of false-positive cells by a novel 

conditionally replicating adenovirus. Mol. Ther. Methods Clin. Dev. 3, 16001. https://​doi.​org/​10.​1038/​mtm.​2016.1 (2016).
	31.	 Yamashita, S. et al. Impact of endoscopic stent insertion on detection of viable circulating tumor cells from obstructive colorectal 

cancer. Oncol. Lett. 15, 400–406 (2018).
	32.	 Pitman, M. B. & Layfield, L. J. Guidelines for pancreaticobiliary cytology from the Papanicolaou Society of Cytopathology: A 

review. Cancer Cytopathol. 122, 399–411 (2014).
	33.	 Patriarca, C., Macchi, R. M., Marschner, A. K. & Mellstedt, H. Epithelial cell adhesion molecule expression (CD326) in cancer: A 

short review. Cancer Treat. Rev. 38, 68–75 (2012).
	34.	 Asare, E. A. et al. Neoadjuvant treatment sequencing adds value to the care of patients with operable pancreatic cancer. J. Surg. 

Oncol. 114, 291–295 (2016).
	35.	 Tang, K., Lu, W., Qin, W. & Wu, Y. Neoadjuvant therapy for patients with borderline resectable pancreatic cancer: A systematic 

review and meta-analysis of response and resection percentages. Pancreatology 16, 28–37 (2016).
	36.	 Katz, M. H. et al. Preoperative modified FOLFIRINOX treatment followed by capecitabine-based chemoradiation for borderline 

resectable pancreatic cancer: Alliance for Clinical Trials in Oncology Trial A021101. JAMA Surg. 151, e161137. https://​doi.​org/​
10.​1001/​jamas​urg.​2016.​1137 (2016).

	37.	 Takahashi, H. et al. Preoperative gemcitabine-based chemoradiation therapy for resectable and borderline resectable pancreatic 
cancer. Ann. Surg. 258, 1040–1050 (2013).

	38.	 Katz, M. H. et al. Serum CA 19–9 as a marker of resectability and survival in patients with potentially resectable pancreatic cancer 
treated with neoadjuvant chemoradiation. Ann. Surg. Oncol. 17, 1794–1801 (2010).

	39.	 Wu, C. C. et al. Optimal surgical strategy for potentially curable serosa-involved gastric carcinoma with intraperitoneal free cancer 
cells. J. Am. Coll. Surg. 184, 611–617 (1997).

	40.	 Li, B. Q. et al. Should Positive cytology revealed by intraoperative lavage preclude radical resection in resectable pancreatic cancer? 
A systematic review and meta-analysis. Pancreas 51, 1263–1276 (2022).

	41.	 Tanaka, M. et al. Meta-analysis of effect of routine enteral nutrition on postoperative outcomes after pancreatoduodenectomy. Br. 
J. Surg. 106, 1138–1146 (2019).

	42.	 Nomoto, S. et al. Peritoneal washing cytology combined with immunocytochemical staining and detecting mutant K-ras in pan-
creatic cancer: Comparison of the sensitivity and availability of various methods. Pancreas 14, 126–132 (1997).

	43.	 Cao, F., Li, J., Li, A. & Li, F. Prognostic significance of positive peritoneal cytology in resectable pancreatic cancer: A systemic 
review and meta-analysis. Oncotarget 8, 15004–15013 (2017).

	44.	 Hirabayashi, K. et al. Positive intraoperative peritoneal lavage cytology is a negative prognostic factor in pancreatic ductal adeno-
carcinoma: a retrospective single-center study. Front. Oncol. 5, 182. https://​doi.​org/​10.​3389/​fonc.​2015.​00182 (2015).

	45.	 Steen, W. et al. Prognostic value of occult tumor cells obtained by peritoneal lavage in patients with resectable pancreatic cancer 
and no ascites: A systematic review. J. Surg. Oncol. 114, 743–751 (2016).

	46.	 Kubo, H. et al. Clinical significance of immunocytochemical staining for peritoneal lavage cytology in pancreatic cancer. Surgery 
172, 1776–1781 (2022).

	47.	 Nakao, A. et al. Peritoneal washings cytology combined with immunocytochemical staining in pancreatic cancer. Hepatogastro-
enterology 46, 2974–2977 (1999).

	48.	 Vogel, I. et al. Disseminated tumor cells in pancreatic cancer patients detected by immunocytology: A new prognostic factor. Clin. 
Cancer Res. 5, 593–599 (1999).

	49.	 Cristofanilli, M. et al. Circulating tumor cells, disease progression, and survival in metastatic breast cancer. N. Engl. J. Med. 351, 
781–791 (2004).

	50.	 Danila, D. C., Fleisher, M. & Scher, H. I. Circulating tumor cells as biomarkers in prostate cancer. Clin. Cancer Res. 17, 3903–3912 
(2011).

	51.	 Vasseur, A., Kiavue, N., Bidard, F. C., Pierga, J. Y. & Cabel, L. Clinical utility of circulating tumor cells: An update. Mol. Oncol. 15, 
1647–1666 (2021).

	52.	 Nagrath, S. et al. Isolation of rare circulating tumour cells in cancer patients by microchip technology. Nature 450, 1235–1239 
(2007).

	53.	 Androulakis, N. et al. Clinical relevance of circulating CK-19mRNA-positive tumour cells before front-line treatment in patients 
with metastatic breast cancer. Br. J. Cancer 106, 1917–1925 (2012).

	54.	 Hayes, D. F. et al. Circulating tumor cells at each follow-up time point during therapy of metastatic breast cancer patients predict 
progression-free and overall survival. Clin. Cancer Res. 12, 4218–4224 (2006).

	55.	 Moll, R. et al. Cytokeratins in normal and malignant transitional epithelium. Maintenance of expression of urothelial differentia-
tion features in transitional cell carcinomas and bladder carcinoma cell culture lines. Am. J. Pathol. 132, 123–144 (1988).

	56.	 Castle, J., Morris, K., Pritchard, S. & Kirwan, C. C. Challenges in enumeration of CTCs in breast cancer using techniques inde-
pendent of cytokeratin expression. PLoS ONE 12, e0175647. https://​doi.​org/​10.​1371/​journ​al.​pone.​01756​47 (2017).

	57.	 Kojima, T. et al. A simple biological imaging system for detecting viable human circulating tumor cells. J. Clin. Invest. 119, 
3172–3181 (2009).

	58.	 Satoi, S. et al. Multicenter phase II study of intravenous and intraperitoneal paclitaxel with S-1 for pancreatic ductal adenocarci-
noma patients with peritoneal metastasis. Ann. Surg. 265, 397–401 (2009).

	59.	 Eguchi, H. et al. Prolonged neoadjuvant therapy for locally advanced pancreatic cancer. Dig. Surg. 35, 70–76 (2018).

https://doi.org/10.1038/mtm.2016.1
https://doi.org/10.1001/jamasurg.2016.1137
https://doi.org/10.1001/jamasurg.2016.1137
https://doi.org/10.3389/fonc.2015.00182
https://doi.org/10.1371/journal.pone.0175647


14

Vol:.(1234567890)

Scientific Reports |        (2024) 14:10199  | https://doi.org/10.1038/s41598-024-60936-4

www.nature.com/scientificreports/

	60.	 Liu, X. L. et al. Differentiation of genetically modified canine bone mesenchymal stem cells labeled with superparamagnetic iron 
oxide into neural-like cells. Mol. Med. Rep. 17, 7902–7910 (2018).

Acknowledgements
The authors would like to thank Mrs. Kanae Abe from Oncolys BioPharma Inc. (Tokyo, Japan) for the outstand-
ing technical assistance. The authors would also like to FORTE Science Communications (Tokyo, Japan) for the 
careful reading, editing, and correction of the English in our manuscript. Finally, the authors would like to thank 
the Ministry of Education, Sports and Culture of Japan for the adoption of our present project.

Author contributions
M.T. (corresponding author) provided substantial contributions to the conception of the study, data interpreta-
tion, writing of the manuscript— original draft, and writing of the manuscript— review and editing. K.F., M.M., 
T.A., and D.M. collected all peritoneal lavage cytology samples, and supported diagnosis using the peritoneal 
cytology findings. Y.U. provided the TelomeScan F35 adenovirus. H.Y. conducted diagnosis using the peritoneal 
lavage cytology findings, and performed pathological diagnosis for primary PDAC tumors and lymph nodes. 
D.Y., S.K., and H.E. provided invaluable comments and insights, and contributed to the collection, interpretation 
and analysis of the clinical prognostic data. All authors reviewed the manuscript.

Funding
This work was supported by a grant to M. T. (No. 22K08799) from the Ministry of Education, Sports and Culture 
of Japan.

Competing interests 
The authors declare no competing interests.

Additional information
Supplementary Information The online version contains supplementary material available at https://​doi.​org/​
10.​1038/​s41598-​024-​60936-4.

Correspondence and requests for materials should be addressed to M.T.

Reprints and permissions information is available at www.nature.com/reprints.

Publisher’s note  Springer Nature remains neutral with regard to jurisdictional claims in published maps and 
institutional affiliations.

Open Access   This article is licensed under a Creative Commons Attribution 4.0 International 
License, which permits use, sharing, adaptation, distribution and reproduction in any medium or 

format, as long as you give appropriate credit to the original author(s) and the source, provide a link to the 
Creative Commons licence, and indicate if changes were made. The images or other third party material in this 
article are included in the article’s Creative Commons licence, unless indicated otherwise in a credit line to the 
material. If material is not included in the article’s Creative Commons licence and your intended use is not 
permitted by statutory regulation or exceeds the permitted use, you will need to obtain permission directly from 
the copyright holder. To view a copy of this licence, visit http://​creat​iveco​mmons.​org/​licen​ses/​by/4.​0/.

© The Author(s) 2024

https://doi.org/10.1038/s41598-024-60936-4
https://doi.org/10.1038/s41598-024-60936-4
www.nature.com/reprints
http://creativecommons.org/licenses/by/4.0/

	Clinical impact of high-quality testing for peritoneal lavage cytology in pancreatic cancer
	Results
	Patient demographics and tumor characteristics
	Comparison of clinicopathological factors between the CY+ and CY− groups
	Prognostic effects of peritoneal lavage cytology, including conventional and TelomeScan cytology
	Association with peritoneal recurrence and appearance of tumor markers on v-PTCs
	Association of peritoneal lavage cytology status with overall survival
	Representative findings of peritoneal lavage cytology, analyzed by either conventional-CY or TelomeScan-CY

	Discussion
	Materials and methods
	Ethics statement
	Patients
	Abdominal exploration and sample collection
	Surgery and perioperative therapy
	Peritoneal lavage cytology
	Statistical analysis

	References
	Acknowledgements


