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Abstract 

The process of neoplastic transformation of the colon involves a progression through hyperpro-
liferative epithelium through the aberrant crypt focismall adenomalarge adenomainvasive 
cancermetastatic disease. These are orchestrated by sequential genetic and epigenetic events 
which provide the underpinnings of cellular alterations such as early induction in prolifera-
tion/suppression of apoptosis, along with the late stage increase in invasiveness. Colorectal cancer 
(CRC) averages 49-111 mutations per tumor encompassing 10-15 critical signaling pathways[1]. 
Accumulating such a high number of mutations requires a fertile mutational field, which is the 
hallmark of colon carcinogenesis. 
While genetic susceptibility to colorectal cancer is well-known, at least half of the risk is believed 
to be due to exogeneous factors (e.g., obesity, diet, exercise). Understanding these risk factors 
represents a promising mode of tailoring screening modality and intensity. However, previous 
attempts using these factors (i.e., NCI risk calculator) have only been modestly successful with an 
area under receiver operating characteristics (ROC) curve (AUC) of just 0.61. One of the most 
important concepts is that risk is the interaction between these genetic and environmental 
components and is driven by the variety of polymorphisms. Thus, predicting risk is difficult given 
the complexity. On the other hand, the colonic mucosa represents the end product of the com-
plex interplay between these multiple factors. The power of field carcinogenesis is that it reflects 
this interplay between genetics and environment. 
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Field carcinogenesis and colorectal cancer 
risk stratification 

There has been emerging interest in exploiting 
field carcinogenesis for risk stratification. Field car-
cinogenesis (also referred to as field effect, field de-
fect, field of injury and field cancerization) is the 
concept that the genetic and environmental risk fac-
tors for colonic neoplasia provide a diffuse field of 
injury. It is on this “fertile” background that further 
stochastic genetic and epigenetic events lead to the 

formation of focal tumors. While the fertile mutational 
milieu is seen throughout the organ the focality of the 
lesion is a stochastic event—the particular initiating 
genetic/epigenetic event occurrence (generally trun-
cation of the adenomatous polyposis coli or hyper-
methylation of hMLH-1 tumor suppressor genes). In 
other words, the field effect is one of the early steps in 
carcinogenesis that determines the risk of neoplastic 
transformation. This also implies that the genetic and 
environmental milieu that results in a mutation in one 
area of the colon should be detectable, at least in some 
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form, throughout the colon.  
From a clinical perspective, field carcinogenesis 

is well established and is the basis of clinical practice. 
From a synchronous lesions perspective, flexible 
sigmoidoscopy (examining the distal colon) has been 
shown to decrease the risk of not only distal but also 
proximal cancers[2]. Furthermore, synchronous le-
sions often share specific genetic mutations.  

From a metachronous point of view, this is the 
backbone. When a patient has one colorectal neoplasia 
they are at higher risk of developing others elsewhere 
in the colon, which is exactly why more intensive co-
lonoscopic surveillance is recommended 
post-polypectomy. Furthermore, the severity of the 
index lesion correlates with the risk of future neo-
plasia. Indeed, the most recent guidelines mandate 
colonoscopy in 3 years for advanced adenomas but 
only 5-10 years for smaller lesions[3]. 

The corollary to this is that a negative colonos-
copy portends a lower risk of colorectal cancer for up 
to 20 years[4]. Thus, clinically speaking the negative 
predictive value (excluding patients from further 
screening) is paramount. Indeed, most of the benefit 
of colonoscopies comes from the first test. However, 
as noted, colonoscopy has a significant miss rate es-
pecially in the right (proximal) colon. 

There are two main advantages of exploring 
field carcinogenesis for risk-stratification. The first is a 
matter of clinical practicality: since field carcinogene-
sis is not localized to a small portion of colonic mu-
cosa only—as opposed to, for instance, dysplastic 
lesions—but affects colorectal mucosa diffusely, the 
markers of field carcinogenesis can be detected 
through the evaluation of the uninvolved, readily 
accessible mucosa as long as this mucosa is part of the 
field. The most convenient surrogate site is the rectal 
mucosa, which can be accessed without the use of an 
endoscope and, potentially, without bowel purge. The 
latter is believed to be the major reason behind pa-
tients’ non-compliance with CRC screening involving 
endoscopic examination of the colon. Second, consid-
ering that field carcinogenesis is the fertile mutational 
and microenvironmental field from which focal neo-
plastic lesions develop following further stochastic 
genetic and epigenetic events, assessing field carcin-
ogenesis lends itself to the explicit measure of CRC 
risk.  

Markers of field carcinogenesis 
As discussed above, adenomas are the classic 

clinical markers of field effect. (ACFadenoma 
carcinomas). These are mirrored by diffuse genetic, 
epigenetic, metabolomic and physiological alterations 
that can provide the underpinnings for biomarker 

development. By definition, mucosa in field carcino-
genesis is histologically normal. Despite this, a variety 
of markers have been reported.  

Micro-architectural markers include nuclear mi-
cro-morphometric parameters that are altered in the 
histologically normal mucosa within 5 cm of a 
tumor[5, 6]. Karyometric analysis of microscopically 
normal rectal mucosa was altered in patients with 
neoplasia, with the magnitude correlating to the se-
verity of proximal neoplasia[7]. Biochemical markers 
such as protein kinase C activity[8], ornithine decar-
boxylase[9] and mucus disaccharide content[10] from 
the microscopically normal mucosa in the distal mu-
cosa have been shown to discriminate patients who 
harbor adenomas/carcinomas from those who are 
neoplasia free. Immunohistochemical markers in-
clude the loss of cytochrome C oxidase subunit I from 
the visually normal mucosa, which correlates with the 
presence of neoplasia elsewhere in the colon[11]. 
Cellular markers of proliferation[12] and 
apoptosis[13] in the distal mucosa predict proximal 
neoplasia, while the reversal of these critical early 
events in carcinogenesis is a good biomarker of 
chemoprevention. A number of genomic and epige-
netic markers have been reported: microarray analysis 
of the histologically normal mucosa distinguished 
patients with and without neoplasia, with many of 
these differentially expressed genes implicated in the 
pathogenesis of neoplasia (cyclooxygenase 2, osteo-
pontin, etc.)[14]. Importantly, the rectosigmoid (distal 
colon) biopsies were altered in patients harboring 
proximal adenomas[15] including the loss of im-
printing of insulin growth factor (IGF)-2[16] and rectal 
mucosal TGFα[17] and IGF binding protein 3[18]. 
Profound proteomic aberrations in the histologically 
normal mucosa from neoplasia-harboring patients 
(both adenomas and carcinomas) have been 
reported[19]. Finally, microvascular alterations have 
been found in field carcinogenesis. While polariza-
tion-gating spectroscopy has revolutionized the abil-
ity to interrogate the colonic microvasculature[20-22], 
there has been other evidence including vessel corro-
sion casting in transitional mucosa, the expression of 
pro-angiogenic proteins (COX-2, iNOS, VEGF, oste-
opontin), the emerging concept of chemoprevention 
through targeting vasculature (“angioprevention”) 
and the fact that germline vascular polymorphisms 
(VEGF, Eng-1) are CRC risk factors[23]. 

In summary, the field carcinogenesis concept is 
biologically robust and widely used in clinical prac-
tice. However, conventional field effect biomarkers 
lack the requisite performance for population screen-
ing. As detailed below, our group’s work suggests 
that dysregulation of these diverse molecular path-
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ways may be manifested as common microarchitec-
tural/ microvasclar consequences, making them re-
markably sensitive to the field effect. 

Microarchitectural manifestations of field 
carcinogenesis 

Biomarkers can be considered as a continuum 
from the genetic/epigenetic, which focus on gene 
expression, its consequences (proteomics) and the 
relevant physiological correlates (metabolomics). Our 
group has focused on the micro/nanoscale architec-
tural alterations. 

All genetic/epigenetic consequences may have 
micro-architectural correlates. While it is clear that 
dysplasia is the hallmark of carcinogenesis, there are 
changes that may occur as pre-microscopically de-
tectable abnormalities. This is because conventional 
microscopy is subject to the diffraction limit of 
light---therefore structures smaller than ~250nm are 
not detectable. Thus, while it is clear that alterations in 
high order chromatin structure, ribosomes, mito-
chondria, cytoskeleton, and other macromolecular 
structures are critical early events in carcinogenesis, 
the cells can appear microscopically normal despite 
the profound changes taking place.  

For instance, the cytoskeleton is an integral part 
of the process with many of the earliest events in co-
lon carcinogenesis interacting with structural proteins 
of the cytoskeleton. The adenomatous polyposis coli 
(APC), whose mutation is the initiating event in more 
than three-quarters of all CRCs, interacts with micro-
tubules. Indeed, there have been striking changes in 
cytoskeleton seen in microscopically normal cells 
from patients with germline APC mutations (familial 
adenomatous polyposis). Furthermore, many other 
proteins in early colon cancer (e.g., c-src, E-cadherin, 
β-catenin) also interact with the cytoskeleton. The 
cytoskeleton organization may have implications for 
protein trafficking, mitosis, and almost any other 
process of cell function. Proteomic studies have sug-
gested that treatment of the uninvolved mucosa with 
the secondary bile acid, deoxycholate, altered a vari-
ety of proteins including end binding (EB1), which 
links APC to the microtubules. 

High order chromatin structure has also been 
implicated in early carcinogenesis. In nuclei, genomes 
are folded and compacted into higher-order chroma-
tin structures, influencing gene expression, DNA rep-
lication and repair. Alterations in genome organiza-
tion have been described in a variety of diseases [24, 
25]. For instance, higher-order chromatin structure 
regulates genomic loci through partitioning into ac-
tive or inactive domains. Open conformations of 
chromatin allow regulatory factors to interact with 

chromosomes while DNA bending and looping of 
chromatin fibers facilitates the interaction between 
cis-acting elements or even distantly located genome 
regions. Furthermore, a number of critical regulatory 
events such as accessibility of DNA to transcription 
factors may depend on the local chromatin organiza-
tion[26]. Thus, chromatin remodeling may lead to a 
shift from a genomic homeostasis through the modu-
lation of gene expression.  

The other issue to be discussed is the stroma. 
There are several studies indicating that inflammatory 
cells in the stroma are critical. The epithelial-stromal 
interactions are well documented in frank tumors but 
there has been little known work on early alterations. 
There is an increasing appreciation that the inflam-
matory microenvironment may not only be a late 
manifestation and associated with metastatic poten-
tial but could also affect early events in tumorigenesis. 
Furthermore, there is striking evidence that stromal 
stiffness imbues the epithelium with more neoplastic 
phenotype[27]. From a molecular perspective, there is 
strong evidence supporting the role of lysyl oxidase 
(LOX) mediated stiffness in various types of carcino-
genesis including CRC. Indeed, LOX appeared to be a 
promising therapeutic target[28]. While the nature of 
the stromal-epithelial interactions remains to be com-
pletely elucidated, there have been recent intriguing 
findings that some LOX-like enzymes deacetylate 
histones, serving as yet another mechanism for alter-
ations in gene expression[29].  

These changes may relate to putative mor-
phostats originally postulated by Potter that are hy-
pothesized to diffuse through the tissue to determine 
cell phenotype and maintain tissue architecture[30, 
31]. For instance, modeling studies have suggested 
that morphostats could be a major contributor to the 
stromal-epithelial interaction and could potentially be 
responsible for initiating carcinogenesis[32]. 

Optical techniques for detection of ultra-
structural and microenvironmental alter-
ations in field carcinogenesis  

Optically detectable alterations that develop in 
field carcinogenesis include three facets: intracellular 
ultrastructural, extracellular ultrastructural and mi-
croenvironmental alterations (Fig.1). We note that 
although the terms ‘microarchitecture’ and ‘ultra-
structure’ are frequently used interchangeably, here-
after we reserve the term ‘ultrastructure’ in reference 
to the characteristics of subcellular or tissue mor-
phology that are either below or approaching the limit 
of detectability of conventional microscopic histo-
pathology. For instance, ultrastructurally abnormal 
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cells may still appear to be histologically normal. Ul-
trastructural alterations may include changes in 
higher order chromatin structure, cytoskeleton, col-
lagen fiber crosslinking, etc. 

Based on the biological rationale discussed 
above, it follows that there would be ultrastructural 
and microenvironmental consequences of genomic 
and epigenomic events in field carcinogenesis. What 
are these ultrastructural and microenvironmental 
markers? Note that by definition uninvolved mucosa 
in field carcinogenesis is macroscopically (visually, 
endoscopically) and histologically (microscopically) 
normal. This implies that the detection of ultrastruc-
tural and microvascular alterations would require 
more sophisticated and, ideally, quantitative tech-
niques and corresponding measures.  

We first consider the quantification of micro-
vasculature. While arteries can be visualized endo-
scopically, the spatial resolution limit of an endoscope 
(~50-100 microns) is not sufficient to resolve small 
arterioles and capillaries, which is precisely where 
microvascular alterations are expected to take place. 
An accurate measurement of microvasculature on 
histological sections is exceedingly difficult due to 

multiple artifacts. Two techniques that are suited for 
the analysis of microvasculature are intravital confo-
cal microscopy and optical spectroscopy. The power 
of optical spectroscopy is that hemoglobin has path-
ognomonic spectral absorption bands that can be used 
to uniquely measure parameters such as the total 
concentration of hemoglobin per unit volume, oxy-
genation (i.e., the percent of oxygenated hemoglobin 
relative to the total hemoglobin), and the average 
diameter of blood vessels. Due to the Finlay-Foster 
effect of saturated absorption[33], in situ optical ab-
sorption measurements are particularly sensitive to 
smaller blood vessels and lose sensitivity as the size 
increases, which makes this technique an ideal tool to 
assess microvasculature[34]. Another critical aspect of 
the measurements is depth selectivity, because mi-
crovascular alterations are the most pronounced in 
the pericryptal plexus of the mucosa, which supplies 
blood to colonocytes. A number of depth-selective 
optical spectroscopy techniques have been imple-
mented to detect field carcinogenesis including po-
larization gating and low-coherence enhanced 
backscattering (LEBS) spectroscopy[20-22, 35]. 

 
Figure 1. Three manifestations of tissue alterations in colorectal field carcinogenesis: (A) Alterations in the extracellular matrix (ECM) 
include the abnormal cross-linking and alignment of collagen fibers. Both alterations are typical features found in the increasingly stiff 
matrix. Second-harmonic generation microscopy images of the collagen fiber network in the ECMs of a control rat (saline-treated, top 
panel) and an AOM-treated rat (bottom panel) illustrate the ECM alterations. (B): Increase in mucosal microvascular blood supply (EIBS). 
Paraffin embedded, hematoxylin and eosin (H and E) stained colon tissue sections from the pre-neoplastic AOM-treated rat (bottom 
panel; 14 weeks after second AOM injection) and the age-matched control rat (top panel) show increased microvessel density in the 
mucosa (pericryptal network) and the superficial submucosa. No histologically-detectable dysplastic alterations in tissue were noted. 
Necropsies confirmed lack of evidence of neoplasia. (C): Alterations in the intracellular nanoscale architture (nanoarchitecture) include 
changes in higher order chromatin structure (e.g., chromatin compaction) and in the cytoplasm. The top part of the panel shows the 
examples of representative PWS images of three rectal cells (cells (i-iii)) from a control patient with intracellular disorder strength, which 
is a measure of macromolecular compaction, shown in pseudocolor. The bottom part of the panel shows three examples of PWS images 
of histologically normal rectal cells (cells (iv-vi)) obtained from a patient with an advanced adenoma of the colon. In the latter case, the 
brushing was taken from a non-neoplastic, histologically normal rectal mucosa. 
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Figure 2. Three facets of microarchitectural and microvascular alterations in colorectal field carcinogenesis include changes in intra-
cellular ultrastructure, extracellular ultrastructure and microvasculature. Early data suggests that these facets are functionally interrelated, 
although precise etiology and consequences of the alterations are still not fully understood. 

 
 
Quantification of cellular or tissue ultrastructure 

requires the measurement of structures below the 
resolution of a microscope. As discussed above, the 
resolution of a conventional microscope is approxi-
mately 200 nm and, in most practical circumstances, 
~500 nm. Smaller structures are not resolved. That is 
why a cell that appears to be histologically normal 
may still harbor ultrastructural alterations at length 
scales below 200-500 nanometers. One of the most 
comprehensive methods to quantify ultrastructure is 
via the correlation function of the spatial distribution 
of macromolecular density[36]. In particular, the 
functional form of the correlation function character-
izes the size distribution of tissue structures. As an 
example, alterations such as chromatin clumping or 
collagen matrix cross linking change the functional 
form of the correlation function[37]. Tissue ultra-
structure can be imaged either via high-resolution 
imaging such as electron microscopy or by means of 
light scattering. The latter approach takes advantage 
of the principle that although unresolvable, 
sub-diffractional structures can be detectable. In iso-
lated cells, intracellular ultrastructure can be analyzed 
by techniques such as CLASS microscopy[38] or par-
tial wave spectroscopic (PWS) microscopy, also re-

ferred to as nanocytology[39]. In situ, tissue ultra-
structure is related to the optical properties of tissue 
and can be measured by depth-selective 
light-scattering based techniques such as LEBS[40-43]. 

The ultrastructural and microenvironmental al-
terations may be present in the internal structure of 
colonocytes, the organization of the extracellular ma-
trix, and microcirculation. In fact, our studies have 
demonstrated that all three facets are affected in field 
carcinogenesis (Fig. 1). This was first demonstrated in 
two animal models of CRC: the azoxymethane 
(AOM)-treated rat and the MIN-mouse[44, 45].  

Microvascular alterations in field carcin-
ogenesis: origin and implications for risk 
stratification 

Whereas angiogenesis is one of the crucial events 
in tumor formation, increased mucosal microcircula-
tion is a hallmark of an earlier stage of carcinogenesis, 
field carcinogenesis. In the AOM-treated rat model of 
CRC, we have shown by means of LEBS and mi-
cro-vessel density analysis (MVD) that in histologi-
cally normal colonic mucosa microvascular blood 
supply is increased several-fold, a phenomenon 
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dubbed an early increase in microvascular blood 
supply (EIBS)[35, 46]. However, in contrast to ‘con-
ventional’ angiogenesis, EIBS is primarily restricted to 
the mucosa and driven by small blood vessels such as 
capillaries and arterioles. EIBS is a form of 
neo-angiogenesis, which is most pronounced at the 
cryptal base approximately 200 um into tissue. Mi-
croarray analysis showed striking dysregulation of 
angiogenic and anti-angiogenic factors with an overall 
shift in balance with increased angiogenic and de-
creased anti-angiogenic factors[46]. While there had 
been evidence from other systems that angiogenesis 
mediates the hyperplasia–dysplasia transition, it is 
becoming exceedingly clear that increased microvas-
cular blood supply in microscopically normal colonic 
mucosa plays a role in at the premalignant time-point.  

The consequences and etiology of EIBS in car-
cinogenesis are still not fully understood, although 
several lines of evidence indicate that mucosa in field 
carcinogenesis is hyperproliferative with a shift to-
ward Warburg effect[46]. This hypoximic state in-
duces neo-angiogenesis with inducible nitric oxide 
synthase (iNOS) serving as at least one of the media-
tors of the effect[47]. Since the concentration of pro-
liferating colonic stem and stem-like cells is higher at 
the base and the lower portion of colonic crypts, this 
leads to EIBS being the most prominent in these tissue 
compartments. Thus it is likely that neo-angiogenesis 
in field carcinogenesis is necessary to support a hy-
perproliferative state in pre-dysplastic “condemned” 
mucosa thus allowing for the progression of focal sites 
toward dysplasia.  

Following the animal studies, EIBS was validat-
ed in human field carcinogenesis[20]. We have de-
veloped a miniature (2 mm in diameter) fiber-optic 
probe. Polarization-gated optical spectroscopy was 
used to restrict the acquisition of light reflected from 
tissue to the top 100 um (i.e., colonic mucosa). The 
study was conducted in 222 patients undergoing 
CRC-screening colonoscopy (175 with no neoplasia, 
35 with non-advanced adenomas, 12 with advanced 
adenomas). EIBS data were acquired by the probe 
from 5 endoscopically normal locations in the rectum. 
Rectal EIBS was observed in patients harboring either 
advanced or multiple non-advanced adenomas any-
where in the colon. Benign colonic disease (e.g., hy-
perplastic polyps, diverticulosis, hemorrhoids) did 
not engender EIBS. Rectal EIBS was observed in pa-
tients with either distal or proximal adenomas. The 
performance of EIBS as a marker of carcinogenesis 
was assessed as the area under the receiver operating 
characteristic (AUC) for differentiating patients with 
and without advanced adenomas. AUC for a single 
marker, the concentration of oxygenated hemoglobin, 

was 0.88. Retrospective analysis of the data showed 
that EIBS was not confounded by demographic and 
risk factors. 

Ultrastructural alterations in the mucosa: 
origin and implications for risk stratifica-
tion 

In order to identify ultrastructural manifesta-
tions of field carcinogenesis, the first step was to 
identify the location of these changes. For this pur-
pose we utilized a bench-top enhanced backscattering 
(EBS) instrument, which measured the most funda-
mental property characterizing light transport in tis-
sue, light reflectance impulse response[41, 43]. We 
analyzed rectal biopsies from 201 subjects (96 without 
and 103 with colonic adenomas including 36 ad-
vanced adenomas; 2 biopsies per patient were ob-
tained). The data showed that the difference between 
light scattering properties of tissue for the adeno-
ma-harboring versus control subjects was maximized 
for the superficial mucosa, within the top 
~100-200µm. These changes could potentially be due 
to alterations in the epithelial cells and/or the 
exrtacellular matrix (ECM) of the lamina propria.  

In order to determine the specific origin of the 
ultrastructural alterations, we employed inverse 
scattering optical coherence tomography (ISOCT), 
which generates 3D images of tissue up to ~300µm 
depth. For each resolvable voxel (approximately 10 x 
10 x 10 um), ISOCT uses the spectral response of light 
scattering from this voxel to measure a comprehen-
sive set of the optical properties of tissue and to 
characterize the spatial correlation function of mac-
romolecular density for that particular location. The 
measurement was sensitive to the length scales of 
intra and extra-cellular structures from approximately 
40 to 800 nm. ISOCT recorded from histologically 
normal rectal biopsies (n=74 subjects including 21 
with advanced adenomas) showed that the pattern of 
density distribution for 40-800 nm length scales has a 
mass fractal form and its fractal dimension D was 
increased in the mucosa in field carcinogenesis. From 
the optics perspective, the data showed that a key 
optical property, reduced scattering coefficient (µ’s), 
was decreased. Importantly, these alterations were 
found in both colonocytes and the ECM, suggesting 
interplay between cellular and microenvironmental 
events in the initial stage of carcinogenesis.  

A limitation of ISOCT is that the technique, at 
least in its present form, cannot be implemented in 
vivo. In order to study the ultrastructural alterations in 
vivo, we developed a miniature (3.5 mm in diameter) 
LEBS fiber-optic probe[48]. The fact that the ultra-
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structural alterations in both colonocytes and ECM 
lead to similar optical changes makes it convenient to 
assess both simultaneously by means of a single LEBS 
reading with a penetration depth ~100µm. The LEBS 
fiber-optic probe was designed to target tissue within 
this optimal penetration depth. Prior to the in vivo 
testing of the probe, we had confirmed ex vivo that 
LEBS is sensitive to the ultrastructural alterations in 
field carcinogenesis[49]. This study was performed 
using a bench-top LEBS instrument in 219 subjects by 
acquiring LEBS readings from histologically-normal 
rectal biopsies obtained prior to colonoscopy. The 
patients were average risk with no pre-selection, re-
sembling the makeup of the real-life screening popu-
lation, including 52 with adenomas (15 advanced). 
LEBS validated the ultrastructural alterations that had 
been identified by ISOCT (an increase in D and a de-
crease in the reduced scattering coefficient) with the 
alterations present in patients with adenomas located 
anywhere in the colon. An LEBS marker calculated as 
a linear regression of LEBS parameters was progres-
sively altered from control patients to those with 5-9 
mm adenomas, and to those with advanced adeno-
mas, thus paralleling risk. Since advanced adenomas 
are typically used as an endpoint to evaluate the per-
formance of most CRC screening tests, we used this 
end point also. LEBS performance for discriminating 
patients with and without advanced adenomas was 
excellent (100% sensitivity, 80% specificity, 0.90 AUC). 
The alterations were found in patients irrespective of 
the location of adenomas (distal versus proximal) and 
were not confounded by demographic and risk fac-
tors, which was assessed by ANCOVA and correla-
tion analysis. Benign colonic lesions did not engender 
the ultrastructural alterations.  

Following the ex vivo study, we set out to vali-
date LEBS-detectable ultrastructural alterations in 
vivo. The study was performed by the LEBS fiber-optic 
probe[48] in 574 subjects. LEBS readings were rec-
orded from the rectal mucosa prior to colonoscopy. 
The LEBS probe was delivered into the rectum either 
via an anoscope or inserted “blindly” without a visu-
alization device and brought in contact with the mu-
cosa. An initial set of 210 patients was used for pre-
diction rule development, which was then prospec-
tively validated on a new set of 346 subjects. In the 
validation set, the performance of the LEBS marker 
for predicting which subjects harbored advanced ad-
enomas versus those who did not had 87% sensitivity 
and 78% specificity. Consistent with the ex vivo stud-
ies, the marker was not confounded by demographic 
and risk factors or benign lesions, and was altered 
when adenomas were present in any of the colonic 
segments (distal and proximal). 

Intracellular ultrastructural alterations: 
implications for risk stratification 

Whereas LEBS allows for a “single-shot” as-
sessment of both intracellular and extracellular alter-
ations, it is possible to specifically study intracellular 
events by partial wave spectroscopic (PWS) micros-
copy techniques, commonly known as nanocytology. 
In these studies, rectal colonocytes are brushed from 
the rectal mucosa by a conventional cyto-brush, 
transferred onto a glass slide, alcohol fixed and 
stained with a cytostain for easy visualization. By 
combining microscopy and spectroscopy, for each 
focal volume within a cell PWS measures the spec-
trum of light that is backscattered from this volume. 
By measuring the spectral variations of the backscat-
tered light intensity PWS quantifies the heterogeneity 
of the spatial variations of macromolecular concen-
tration via a parameter referred to as disorder 
strength (Ld), which is proportional to the amplitude 
and the length scale of the density variations. PWS 
nanocytology affords sensitivity to structures as small 
as 20 nm, which is the length scale of nucleosomes, 
ribosomes and other macromolecular structures. In 
the end, PWS generates a 2D image of a cell with a 
value of the disorder strength measured for each 
topographical pixel. Following PWS imaging, an av-
erage disorder strength of a particular cellular com-
partment (e.g., cell nucleus), an entire cell or an en-
semble of cells (e.g., cells harvested from a given pa-
tient) can be calculated. By definition, a higher value 
of the disorder strength corresponds to macromolec-
ular compaction/condensation: both the length scale 
and the local density of macromolecular structures 
increase. The precise nature of the compaction de-
pends on the intracellular location where Ld is in-
creased. For example, if Ld is increased in the nucleus, 
this would correspond to chromatin condensation at 
the level of higher order chromatin structure. 

Initial studies in cell culture, animal models, cells 
obtained from human colon tumors as well as histo-
logically normal mucosa surrounding the tumor 
(within 4 cm) showed that the disorder strength is 
increased in colon carcinogenesis[39, 50]. Physically, 
this change is consistent with the increase in D in co-
lonocytes consistent with the ISOCT and LEBS data. 
The most profound Ld increase occurred in the nu-
cleus and, to a lesser extent, in the peri-nuclear cyto-
plasm consistent with the alterations in the chromatin 
organization and rough endoplasmic reticulum[51]. 
In particular, in the azoxymethane (AOM)-treated rat 
model of colon carcinogenesis, Ld was increased in 
histologically normal colonocytes throughout the co-
lon at an early pre-adenoma and pre-aberrant crypt 
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foci (ACF) time point, as early as 2-5 weeks after AOM 
administration. Ld continued to progressively in-
crease until week 10—at which point the first ACFs 
could be identified—after which Ld plateaued. This 
study confirmed that cellular nanoarchitectural alter-
ations are some of the earliest events in carcinogenesis 
that precede the development of focal morphological 
lesions such as ACF and adenomas. 

We then proceeded to test the hypothesis that an 
increase in Ld is an early event in carcinogenesis and, 
thus, a marker of field carcinogenesis in humans. The 
study was carried out in 146 patients[52]. Patients 
were recruited from those undergoing screening co-
lonoscopy with no pre-selection. Prior to colonoscopy, 
rectal brushings were obtained. Based on the coeffi-
cient of inter-cellular variability of Ld, it was esti-
mated that for a given patient 30 cells would consti-
tute a sufficient dataset to estimate the mean Ld with 
a confidence interval small compared to the effect-size 
between control and neoplasia-harboring patients. 
Accordingly, for each subject thirty randomly chosen 
cells were analyzed by PWS nanocytology by an op-
erator blinded to clinical diagnosis and endoscopic 
findings. A patient-mean Ld was calculated for each 
subject.  

The data demonstrated that Ld was increased in 
histologically normal cells in field carcinogenesis: 
although appearing normal by the criteria of micro-
scopic histopathology, the cells possessed alterations: 
not in their micro-architecture which could be de-
tectable by histology, but in the nano-architecture. 
The first 35 patients were used to develop a diagnostic 
cut off for Ld with the following 111 patients analyzed 
prospectively (52 control patients with no neoplasia, 
34 with adenomas including 11 advanced adenomas, 
12 with HNPCC (hereditary non-polyposis colorectal 
cancer) syndrome, and 13 with CRC). There was a 
progressive increase in rectal Ld that correlated with 
the potential severity of field carcinogenesis and the 
risk of neoplasia from patients with no neoplasia to 
those with non-advanced adenomas (most of which 
spontaneously regress) to patients with advanced 
adenomas (the risk of progression to CRC is 2-5% per 
year) to HNPCC patients (even higher, 60-80% per 
year, risk of progression to cancer) and finally to pa-
tients with the confirmed history of CRC. The effect 
was significant for all groups except for patients with 
diminutive adenomas, which carry a negligible risk. 
As a biomarker, Ld performed well with 0.90 AUC for 
carcinomas, 0.86 for advanced adenomas and 0.78 for 
all adenomas. As in case with microcirculatory and 
other ultrastructural alterations, Ld increase was not 
confounded by demographic and risk factors (e.g., 
age, smoking history, gender), adenomas location 

(distal versus proximal colon), or benign colon pa-
thology (e.g., diverticuli, hyperplastic polyps). 

Biological significance of ultrastructural 
alterations in field carcinogenesis 

What do the ultrastructural alterations tell us 
about early carcinogenesis? There are three potential 
facets of the alterations: intracellular—these include 
the compaction of higher-order chromatin structure 
and cytoskeleton-mediated alterations—and extra-
cellular, putatively associated with an abnormal 
cross-linking of ECM. As discussed above, nano-
cytology data revealed that some of the most pro-
nounced alterations occur in the cell nucleus (i.e., 
chromatin structure). There are several lines of evi-
dence implicating chromatin remodeling leading to 
chromatin compaction as an early event in carcino-
genesis. Transmission electron microscopy (TEM) 
confirmed that chromatin is condensed in histologi-
cally normal rectal colonocytes in field carcinogenesis 
(n=65) of patients with adenomas, colonocytes biop-
sied from the AOM-treated rats (n=150), and the 
CSK-knockdown cell lines (the tumor-suppressor 
gene CSK-knockdown is a more aggressive cell line 
derived from HT29 cells, n=40) (p<0.01). The length 
scale of the changes was ~50-400 nm, which is con-
sistent with the range observed by the optical tech-
niques. Chromatin de-compaction was experimental-
ly induced by treating cells with valproic acid, which 
inhibits histone deacetylase (HDAC), a well-known 
chromatin compactor. ISOCT and PWS imaging of the 
valproic acid-treated cells showed a decrease in D and 
Ld.  

Of note is that chromatin compaction at larger 
length scales (greater than 5 nm) is a well-known 
hallmark of dysplasia - focal lesions arising on the 
background of field carcinogenesis - that is widely 
used as a marker of neoplasia in histopathology of 
essentially all types of cancer. The emerging picture, 
therefore, is that of a progressive chromatin compac-
tion from histologically normal cells in field carcino-
genesis to dysplastic cells. Evidently, chromatin 
clumping that is so ubiquitously observed in dysplas-
tic cells is not unique to this stage of carcinogenesis 
but begins as more subtle, histologically undetectable 
chromatin remodeling at smaller length scales.  

Another facet of intracellular ultrastructural al-
terations are those related to the cytoskeleton[51]. 
Biological implications of these changes were studied 
in two model systems: the AOM-treated rat model of 
colon cancer and HT29±CSK shRNA cell lines. Not 
only were twenty two out of 384 cytoskele-
ton-regulating genes altered by real-time PCR in-
cluding an early overexpression of the EB1 pro-
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to-oncogene but also the LEBS-detectable alterations 
and Ld increase were mitigated by treatment with a 
cytoskeletal inhibitor colchicine and by 
EB1-knockdown, thus indicating cytoskeletal abnor-
malities in the histologically normal cells in early car-
cinogenesis.  

Finally, ECM alterations in field carcinogenesis 
(e.g., increase in D and decrease in µ’s) were similar, 
albeit smaller in magnitude, to the ECM changes pre-
viously observed in tumor microenvironment[53]. 
Scanning electron microscopy of rectal biopsies from 
patients with adenomas (n=16) showed increased 
cross-linking and local alignment of collagen fi-
brils/fibers, consistent with ISOCT and LEBS meas-
urements. Furthermore, lysyl oxidase (LOX) was 
overexpressed in field carcinogenesis. Collagen 
cross-linking and the resulting increase in the me-
chanical stiffness of tumor stroma are well known 
hallmarks of tumor microenvironment with LOX be-
ing implicated as a potent collagen cross-linker[27, 
54]. These mechanical and structural processes have 
been implicated in promoting tumor microenviron-
ment. Again, we conclude that matrix alterations such 
as collagen cross-linking are not unique to tumor mi-
croenvironment but instead develop early in carcin-
ogenesis, at the stage of field carcinogenesis.  

Physiologically, the microvascular and ultra-
structural changes are not completely independent 
but instead interconnecting facets of early carcino-
genesis feeding on each other. For example, the alter-
ations of higher order chromatin structure have been 
implicated and may affect a myriad of genomic pro-
cesses including gene transcription and 
post-transcriptional modifications (Fig. 1). Indeed, a 
shift from a genomic homeostasis cannot occur 
without chromatin remodeling and thus alterations in 
chromatin nanoarchitecture. A greater number of 
hyperproliferative colonocytes that are found not only 
at the bottom of colonic crypts but also in what would 
normally be the maturation/differentiation zone of 
the crypts, leads to a hypoxic state, which drives 
neo-angiogenesis (EIBS)[46]. A change in metabolism 
such as the Warburg effect is another EIBS stimulus. 
EIBS helps support what otherwise could be an un-
sustainable metabolic state. Lysyl oxidase (LOX) is 
also driven by tissue hypoxia and leads to collagen 
cross-linking and increased stiffness of the stroma. 
Some LOX-like enzymes deacetylate histones thus 
directly affecting chromatin structure and gene ex-
pression. Furthermore, increased ECM stiffness pro-
motes tumor microenvironment and has been shown 
to increase FAK (focal adhesion kinase)/SRC phos-
phorylation with the consequent activation of the 
signaling pathway leading to a more proliferative and 

invasive phenotype[55], which, as early data indi-
cates, manifests in cellular nanoarchitectural altera-
tions. 

Clearly, there might (and expected to) be other 
facets of microvascular and ultrastructural alterations 
in early and field carcinogenesis. Although little is still 
known about these changes and their role in tumor 
formation, overall the data indicates that field car-
cinogenesis alterations are, in essence, subtler forms 
of similar alterations in the tumor, including 
neo-angiogenesis, chromatin remodeling (e.g., chro-
matin clumping) and collagen matrix cross-linking. In 
other words, tumor phenotype does not develop de 
novo but appears to already be embedded in the pre-
disposing field carcinogenesis while the alterations 
are amplified and become considerably more pro-
nounced in frankly malignant cells and tumors.  

Biophotonics detection of field carcino-
genesis for monitoring therapeutic re-
sponses 

Since optical markers represent risk, the issue 
arises as to whether they could represent risk modu-
lation, too. Risk can be modified by screening. While 
conceptually this may be useful for responses to 
chemotherapy, there are few obvious clinical scenari-
os for this work. Lifestyle changes are just one such 
example. For instance, proliferation in the histologi-
cally normal mucosa has been shown to change with 
exercise thus supporting its role as an intermediate 
biomarker for risk modification. But perhaps the most 
promising application for field carcinogenesis bi-
omarkers is in the monitoring of chemoprevention.  

The fundamental issue in chemoprevention is 
personalization. Thus, only a minority of any patient 
population responds to a particular dosage or type of 
medication. For instance, aspirin is the best estab-
lished chemopreventive agent. However, it only re-
duces risk in 30-50% of patients. Given the harms of 
aspirin (ulcers, bleeding, perforation), the US Preven-
tive Services Task Force found the harms outweighed 
the benefits. We have demonstrated that optical 
markers were remarkably sensitive to the short course 
of the NSAID celecoxib[56]. In this regard, we have 
recently completed a Phase 2b study which demon-
strated that these markers are altered with short 
course aspirin therapy.  

Finally, biophotonic detection of field carcino-
genesis may be a platform to test novel chemopre-
ventive agents into clinical trials. The issue is that 
using standard endpoints (adenomas) requires a large 
number of patients to be treated for protracted peri-
ods of time, which is generally prohibitively expen-
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sive. Thus finding intermediate biomarkers that can 
reliably and rapidly predict chemopreventive re-
sponse would be critical. In this regard, we have 
evaluated several novel agents such as polyethylene 
glycol and found that the optically measured tissue 
fractal dimension D rapidly normalized in the MIN 
mouse model. 

Advantages of optical detection of field 
carcinogenesis for risk stratification 

As discussed, there are numerous potential bi-
omarkers for field carcinogenesis. However, there are 
distinct advantages in assessing microarchitecture. 
Specifically, colorectal carcinogenesis is a molecularly 
heterogeneous disease with 3 distinct pathways 
(chromosomal instability, microsatellite instability 
and CpG island methylator phenotype). There are at 
least 15 molecular pathways and many of the muta-
tions are actually passengers and low prevalence. 
Therefore, evaluating particular mutations has limita-
tions. Focusing on the micro/nano-architecture has 
advantages in that our data suggests that these are 
common changes in carcinogenesis regardless of the 
molecular pathway involved. We have noted identical 
changes in MSI high disease (patients with Lynch 
syndrome) versus sporadic colonic neoplasia. In this 
regard, we have shown that alterations in a variety of 
proto-oncogenes/tumor suppressor genes (APC/ 
CSK/ EGFR/SNAIL) lead to predictable changes in 
cellular micro-architecture.  

The other major advantage of the biophotonics 
approach is clinical practicality. These procedures can 
be done at a point of care with a fiber-optic probe or 
through placement of cells on slides. The number of 
markers is modest, suggesting the robustness of the 
approach to different population cohorts (gender, 
ethnicity, etc.).  

In summary, since micro-architecture is the final 
common denominator for early carcinogenesis, this 
represents an extraordinary attractive for population 
screening. 
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