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Abstract 

Background: Circulating tumor cells (CTCs) has been demonstrated as a promising liquid biopsy marker for breast 
cancer (BC). However, the intra-patient heterogeneity of CTCs remains a challenge to clinical application. We aim at 
profiling aggressive CTCs subpopulation in BC utilizing the distinctive metabolic reprogramming which is a hallmark 
of metastatic tumor cells.

Methods: Oncomine, TCGA and Kaplan–Meier plotter databases were utilized to analyze expression and survival 
relevance of the previously screened metastasis-promoting metabolic markers (PGK1/G6PD) in BC patients. CTCs 
detection and metabolic classification were performed through micro-filtration and multiple RNA in situ hybridization 
using CD45 and PGK1/G6PD probes. Blood samples were collected from 64 BC patients before treatment for CTCs 
analysis. Patient characteristics were recorded to evaluate clinical applications of CTCs metabolic subtypes, as well as 
morphological EMT subtypes classified by epithelial (EpCAM/CKs) and mesenchymal (Vimentin/Twist) markers.

Results: PGK1 and G6PD expressions were up-regulated in invasive BC tissues compared with normal mammary 
tissues. Increased tissue expressions of PGK1 or G6PD indicated shortened overall and relapse-free survival of BC 
patients (P < 0.001). Blood  GM+CTCs  (DAPI+CD45−PGK1/G6PD+) was detectable (range 0–54 cells/5 mL) in 61.8% of 
tCTCs > 0 patients. Increased  GM+CTCs number and positive rate were correlated with tumor metastasis and pro-
gression (P < 0.05). The  GM+CTCs ≥ 2/5 mL level presented superior AUC of ROC at 0.854 (95% CI 0.741–0.968) in the 
diagnosis of BC metastasis (sensitivity/specificity: 66.7%/91.3%), compared with that of tCTCs (0.779) and CTCs-EMT 
subtypes (E-CTCs 0.645, H-CTCs 0.727 and M-CTCs 0.697). Moreover,  GM+CTCs+ group had inferior survival with 
decreased 2 years-PFS proportion (18.5%) than  GM+CTCs− group (87.9%; P = 0.001).

Conclusions: This work establishes a PGK1/G6PD-based method for CTCs metabolic classification to identify the 
aggressive CTCs subpopulation. Metabolically active  GM+CTCs subtype is suggested a favorable biomarker of distant 
metastasis and prognosis in BC patients.
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Background
Breast cancer (BC) is the most common cancer in women 
and accounts for 24.2% of female new cases worldwide 
(Global Cancer Statistics 2018) [1]. Although the devel-
opment of modern medical technology has improved 
the therapeutic effect of BC, tumor-related death caused 
by metastasis and recurrence remains major trouble in 
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clinical management. Recently, circulating tumor cells 
(CTCs) attracts widespread concern as a biomarker for 
prognosis and monitoring in BC [2–4] and other tumors 
[5, 6], benefiting from the easy operation of sampling 
compared with tissue biopsy. However, recent experi-
mental studies presented that only a few CTCs popula-
tion could succeed in metastases formation in mouse 
models, revealing intra-patient heterogeneity of CTCs [7, 
8]. How to identify the aggressive CTCs subpopulation is 
an urgent yet challenging problem. Phenotypic analysis of 
CTCs could throw light on their outcome in metastasis 
to further provide information for disease assessment.

Research on molecular phenotypes of CTCs has 
emerged over the last decade. The occurrence of epi-
thelial-mesenchymal transition (EMT) in CTCs [9, 10] 
results in epithelial-, mesenchymal- and hybrid-subtypes 
of CTCs. The clinical analysis showed that mesenchymal- 
and hybrid-CTCs predicted higher metastasis risk and 
shorter relapse-free survival (RFS) than epithelial-CTCs 
[11, 12], demonstrating that CTCs undergoing EMT are 
behaviorally more invasive. Variations in the expres-
sion of hormone receptors (ER/PR), HER-2 and CA15-3 
in tumor samples are also investigated as classification 
markers of CTCs [13–15]. Aktas et al. [13] profiled ER/
PR/HER-2 expression in metastatic BC patients and 
observed 43–67% of the concordant expression of these 
markers between CTCs and metastases. Nonetheless, 
controversy exists about the disease relevance of these 
CTCs subtypes such as EMT classification, due to the 
dynamic EMT balance involved in complex metastasis 
cascade [16]. The mesenchymal features of tumor cells 
might disappear once new colonization occurs. Hence, it 
is desirable to develop new markers to profile the activity 
and function of CTCs.

Metabolic reprogramming is a vital feature of cancer 
cells, characterized by enhanced glycolysis, the pentose 
phosphate pathway, and glutaminolysis [17]. The repro-
grammed metabolism equipped tumor cells with the 
rapid generation of energy and precursor molecules, 
which are essential for cell proliferation and metastasis. 
Our early research and other’s report demonstrated that 
the metabolic transition from oxidative phosphorylation 
to aerobic glycolysis plays a vital role in cell invasion [18, 
19]. Accordingly, we hypothesize that the metabolic fea-
tures could be functional markers for CTCs classification, 
considering the decisive roles of the metabolic switch in 
cell behavior. Previously we screened the differentially 
expressed metabolic genes in high and low metastatic 
cancer cells. PGK1 and G6PD were found closely cor-
related with the metastatic potential of tumor cells, and 
CTCs from prostate cancer patients presented heteroge-
neous expression of these genes [20]. Increased expres-
sion of PGK1 and G6PD, as critical regulators involved 

in glycolysis and the pentose phosphate pathway, respec-
tively, reveals active glucose metabolism of tumor cells. 
Studies demonstrated that up-regulated PGK1 and G6PD 
in BC tissues is associated with a high risk of recurrent 
metastasis and poor survival of patients. The mecha-
nisms include the enhancement of energy supply and 
activation of the HIF-1α pathway in cell migration and 
invasion [21, 22]. Therefore, PGK1 and G6PD are poten-
tial markers to profile the metabolic activity of CTCs and 
further indicate the functional CTCs subtypes for BC 
patients. The clinical relevance of these subtypes remains 
to be explored.

In this work, we aim to establish a metabolic typing 
method for CTCs based on the combined PGK1/G6PD 
markers and investigate the clinical significance of CTCs 
metabolic classification in BC. Characterization of CTCs 
metabolism is expected to bring to light the metabolic 
and functional heterogeneities of CTCs, and further pro-
mote the better application of CTCs phenotypic analysis.

Materials and methods
Oncomine and TCGA database expression analysis
The mRNA level of PGK1 and G6PD in BC tissue was 
analyzed using the Oncomine (http://www.oncom 
ine.org) [23] and The Cancer Genome Atlas (TCGA) 
(http://www.cance r.gov/tcga) [24] database. Oncomine 
is a microarray database consisted of gene data from 
715 datasets and 86,733 samples. We set search filters 
as Cancer vs. Normal Analysis (analysis type), Breast 
Cancer (cancer type), and P < 0.05. Among the candi-
date datasets, we chose Curtis Breast which possessed 
the largest sample size (http://www.ebi.ac.uk/ega/studi 
es/EGAS0 00000 00083 ). In 1556 invasive ductal BC tis-
sues and 144 normal mammary tissues, we collected the 
data of PGK1 (Reporter ID: ILMN_2216852) and G6PD 
(Reporter ID: ILMN_2347949) expression for analysis. 
Besides, we searched TCGA database targeting breast 
invasive carcinoma gene expression detected by RNA-
seq (polyA + IlluminaHiSeq). Using the online TCGA 
analysis tool GEPIA (Gene Expression Profiling Interac-
tive Analysis) [25], we compared the expression of PGK1 
and G6PD between 1085 BC tissues and 112 normal 
mammary tissues. Gene expression data of the RNA-seq 
datasets were transformed to  log2 (transcript count per 
million [TPM] + 1).

Kaplan–Meier plotter database survival analysis
The prognostic role of PGK1 and G6PD in BC was 
assessed using the Kaplan–Meier plotter (http://www.
kmplo t.com) [26]. Kaplan–Meier plotter system includes 
gene chip and RNA-seq data (traced to GEO, EGA, and 
TCGA databases) involving survival information of 
over 54,000 genes in 21 cancer types. We evaluated the 

http://www.oncomine.org
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relevance of PGK1 and G6PD with RFS and overall sur-
vival (OS) in BC patients. Samples were divided into the 
high- and low- expressed groups according to the median 
level of the genes. The survival data of PGK1 (Probe ID: 
200738_s_at) and G6PD (Probe ID: 202275_at) were 
exported for prognostic analysis.

Patients and samples
This work involved 64 newly diagnosed BC patients in 
Nanfang Hospital, Southern Medical University (Guang-
zhou, China) from November 2016 to November 2017. 
Patient characteristics on tumor size, grading, clinical 
stage, and molecular pathology (ER/PR expression and 
HER-2 expression/amplification) are summarized in 
Additional file 1: Table S1. At baseline before any treat-
ment, peripheral blood samples were collected from the 
patients for CTCs analysis. Next, patients were treated 
with neoadjuvant chemotherapy and/or surgical removal, 
with or without targeted therapy and endocrinotherapy, 
according to BC clinical guidelines. Patients were fol-
lowed up regularly at the direction of physicians from 
the time of baseline CTCs test to the end time of the 
research. According to the Response Evaluation Criteria 
in Solid Tumors (RECIST) [27], disease progression with 
relapse or new metastasis, and death of any cause was 
recorded to assess the progression-free survival (PFS).

CTCs detection and metabolic classification
CTCs enrichment and identification were performed 
using the Canpatrol system (SurExam, Guangzhou, 
China) based on micro-filtration, fluorescence stain-
ing and RNA in  situ hybridization (ISH) methods, as 
previously described [20]. The blood sample (5 mL) was 
firstly treated with ammonium chloride buffer for eryth-
rocyte lysis, followed by the membrane filtration step 
to eliminate leukocytes. The retained cells were treated 
with DAPI (Sigma, St. Louis, USA) for nuclear stain-
ing. Next, the labeled nucleic acid probes were added to 
hybridize with mRNA targets, including the Alexa Fluor 
740-labeled CD45 probes and Alexa Fluor 647-labeled 
glucose metabolic (GM) markers (PGK1/G6PD). 
Through automatic microscopic scanning and imaging 
(Zeiss, Germany), the residual leukocytes were excluded 
by CD45 signal and the identified CTCs were divided 
into  GM+ or  GM− subtype according to the expression of 
GM markers. Sequences of the capture probes for CD45, 
PGK1, and G6PD are shown in Additional file 2: Table S2.

Determination of the positive criterion for CTCs 
parameters
The Youden Index was utilized to select the optimal 
cut-off for CTCs qualitative analysis. We simulated a 
receiver operating characteristic (ROC) curve for each 

CTCs parameter to assess the performance in the dis-
crimination of cancer metastasis. The Youden Index 
was calculated by (sensitivity + specificity − 1), and the 
maximum was determined as the optimal cut-off value 
[28], which was set as the positive threshold of CTCs. 
The counting data of CTCs parameters could be quali-
tatively transformed into positive (≥ threshold) or neg-
ative (< threshold).

Classification of the EMT phenotypes in CTCs
The EMT feature of identified CTCs was analyzed 
using the multi-RNA-ISH technology, according 
to the expression of epithelial (E) and mesenchy-
mal (M) markers. Probes for E markers (EpCAM and 
CK8/18/19) and M markers (Vimentin and Twist) 
were labeled by Cy3 and Alexa Fluor 488 dyes, respec-
tively. Capture probes for these markers were designed 
as shown in our previous report [29] and Additional 
file  3: Table  S3. After the molecular hybridization and 
microscopic scanning, CTCs were classified as E-CTCs 
(epithelial type:  E+M−), H-CTCs (hybrid type:  E+M+) 
or M-CTCs (mesenchymal type:  E−M+). In order to 
optimize the protocol of blood sample CTCs analy-
sis, we integrated the detection of metabolic and EMT 
markers by simultaneously using the five fluorescence 
channels of the microscope system. The detected sig-
nals of Channel 1 to Channel 5 were DAPI, CD45, E 
markers, M markers and GM markers with different 
fluorescent labels (Additional file  4: Table  S4). Besides 
the cell size-, nuclear morphology- and CD45-based 
screening, the enriched cells without any tumor mark-
ers  (DAPI+CD45−E−M−) were further excluded in the 
CTCs identification. Next, the subtype of each CTC 
was analyzed by metabolic or EMT classification as 
described above.

Statistical analysis
Data were presented by mean ± SD (continuous vari-
ables) and median with range or frequency distribution 
(discontinuous variables). Statistical analyses were per-
formed using SPSS 19.0 (SPSS Inc., Chicago, USA), and 
the significant level was P < 0.05 (two-tailed test). Dif-
ferences were compared through the Student’s t test or 
Mann–Whitney U test. The Chi square and Spearman’s 
rank correlation tests were used to evaluate the clinical 
relevance of CTCs. ROC curve and the area under the 
curve (AUC) were used to describe the diagnostic per-
formance. Survival data were analyzed by Kaplan–Meier 
curve and Log-rank test. Hazard ratios (HR) and 95% CI 
(confidence intervals) were assessed by Cox regression 
analysis.
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Results
Glucose metabolic classification of BC CTCs using PGK1/
G6PD markers
Previously we compared the metabolic gene expres-
sion between high and low metastatic cancer cells using 
microarray analysis, which screened 45 up-regulated 
genes in the high metastatic cancer cells [20]. Through a 
multi-factor weighted model enrolling the array results, 
cell validation, expression rates in CTCs and metasta-
sis-related functions reported by literature, PGK1 and 
G6PD were determined the optimal metabolic markers 
related to tumor metastasis [20]. PGK1 gene encodes 
phosphoglycerate kinase to catalyze the reaction of 
1,3-biphosphoglycerate to 3-phosphoglycerate; G6PD 
gene encodes glucose-6-phosphate dehydrogenase to 
convert glucose to ribose-5-phosphate (Fig. 1a). Before 
the markers were set for CTCs classification, we vali-
dated their relevance with BC using the Oncomine, 
TCGA and Kaplan–Meier plotter databases. Based on 
the Oncomine microarray data, the mRNA levels of 
PGK1 and G6PD were markedly increased in the inva-
sive BC group (n = 1556) than that of the normal group 
(n = 144) (P < 0.001; Fig.  1b). Similar results were pre-
sented for TCGA RNA-seq data, demonstrating that 
PGK1 and G6PD were up-regulated in the invasive BC 
tissues (n = 1085) compared with the normal tissues 
(n = 112) (P < 0.05; Additional file 5: Figure S1). A total 
of 1402 and 3951 BC cases were involved in the analysis 
of OS and RFS, respectively (Fig. 1c, d). Median OS and 
RFS of the high-PGK1 patients were 70 and 61 months, 
shorter than that of the low-PGK1 patients (OS 
96  months and RFS 90  months) (P < 0.001). Similarly, 
the high-G6PD patients presented inferior median OS 
and RFS than the low-G6PD patients (P < 0.001). These 
data indicated the increased tissue- PGK1 and G6PD 
could be a predictor for BC progression and prognosis.

The above results verified the availability of PGK1/
G6PD as typing markers for CTCs. Here, we established 
an optimized operation flow for CTCs enrichment, 
identification, and metabolic classification (Fig.  1e). 
Mixed cells in the blood sample were differentiated 
through cell lysis, micro-filtration, mRNA-ISH, sig-
nal amplification, and microscopy analysis. CTCs were 
defined as large cells with a polymorphic nucleus, nega-
tive CD45 expression and positive expression of at least 
one tumor marker, whereas leukocytes were excluded 
for positive CD45 expression (Fig.  1f ). Based on the 
expression of the combined PGK1/G6PD (GM) mark-
ers, the identified CTCs were further classified into 
metabolic subtypes. Cells labeled by  DAPI+CD45−GM+ 
and  DAPI+CD45−GM− were respectively characterized 
as  GM+CTCs and  GM−CTCs (Fig. 1f ).

CTCs counting and metabolic subtypes indicate distant 
metastasis of BC
To explore the clinical significance of CTCs, we 
detected the total CTCs (tCTCs) and CTCs metabolic 
phenotypes of 64 BC patients. Patient characteristics 
are summarized in Additional file 1: Table S1, including 
age, tumor size, grading, disease stage, metastasis and 
molecular pathology. We found detectable tCTCs in 55 
out of 64 patients (85.9%), with a range of 0–94 cells 
in 5  mL of blood. In the group comparisons (Fig.  2a), 
the grading III group showed higher level of tCTCs 
than the grading I-II group (P = 0.025). The median 
tCTCs number of metastatic group (8 cells/5 mL) was 
markedly increased than that of non-metastatic group 
(2 cells/5  mL; P < 0.001). No obvious difference of 
tCTCs number was observed between different lymph 
node status groups (P = 0.26) or clinical stage groups 
(P = 0.89).  GM+CTCs was detectable in 61.8% (34/55) 
of tCTCs > 0 patients with a range of 0–54 cells/5 mL. 
 GM+CTCs level was obviously increased in metastatic 
group compared with non-metastatic group (P < 0.001; 
Fig. 2b). Besides, differences of  GM+CTCs were signifi-
cant between the lymph node status groups (P = 0.028) 
or clinical stage groups (P = 0.005) but not the grad-
ing groups (P > 0.05; Fig.  2b). These data indicated the 
correlation of tCTCs and  GM+CTCs with BC metasta-
sis. Moreover, ROC curves represented the AUC was 
0.779 (95% CI 0.636–0.922) for tCTCs and 0.854 (95% 
CI 0.741–0.968) for  GM+CTCs in the diagnosis of BC 
metastasis (Fig. 2c).

Furthermore, we compared the positive rates of 
tCTCs and  GM+CTCs between BC patients with dif-
ferent clinical characteristics. Since there is currently 
no uniform criterion for positive/negative CTCs, we 
used the Youden Index (= sensitivity + specificity-1) 
[27] to determine the positive threshold in this work. 
The maximum Youden Index pointed to 3/5 mL for the 
tCTCs count and 2/5 mL for  GM+CTCs count, respec-
tively (Fig.  2d). Accordingly, patients got a  tCTCs+ 
report if tCTCs ≥ 3/5  mL, and a  GM+CTCs+ report 
if  GM+CTCs ≥ 2/5  mL. The  tCTCs+ rate was remark-
ably correlated with distant metastasis, ER expression 
and PR expression (P < 0.05; Table 1). The  GM+CTCs+ 
rate was correlated with lymph node invasion, distant 
metastasis, and clinical stage (P < 0.05; Table 1). No sig-
nificant relevance was found between the positive rate 
of tCTCs or  GM+CTCs and other features. These data 
validated the indicative role of tCTCs and  GM+CTCs 
in BC metastasis. The sensitivity and specificity of the 
 tCTCs+ index were 77.8% and 71.8% in the diagnosis of 
metastasis. For the  GM+CTCs+ index, the sensitivity 
and specificity were 66.7% and 91.3% (Fig. 2d and e).
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Comparison of EMT and metabolic CTCs subtypes 
in metastasis diagnosis
We profiled the EMT phenotypes of CTCs through the 
epithelial (EpCAM/CKs) and mesenchymal (Vimen-
tin/Twist) markers (Fig.  3a). Totally 67.3%, 85.5% and 
47.3% of the tCTCs > 0 patients had detectable E-CTCs, 

H-CTCs and M-CTCs, with a range of 0–7, 0–81 and 
0–10 cells/5 mL. The level of H-CTCs but not E-CTCs or 
M-CTCs was higher in grading III patients versus grad-
ing I-II patients (P = 0.045; Fig. 3b). There was no obvi-
ous difference in the number of three subtypes between 
the lymph node status groups or clinical stage groups 

Fig. 1 Glucose metabolic classification of CTCs using PGK1/G6PD markers. a The role of PGK1 and G6PD in glycolysis and the pentose phosphate 
pathway. b The mRNA level of PGK1 and G6PD in the tissues of normal mammary and invasive BC patients (Curtis Breast dataset from Oncomine 
database), ***P < 0.001. c, d Survival curves on overall and relapse-free survival in BC patients (Kaplan–Meier plotter database) who had high- versus 
low- PGK1 (c) and G6PD (d). e The workflow of CTCs enrichment, identification, and metabolic classification. f The fluorescence signal of DAPI, 
CD45, PGK1/G6PD, and merged pattern to characterize metabolic subtypes of CTCs. Scale bar = 5 μm. G-6-P glucose-6-phosphate, 1,3-BPG 
1,3-biphosphoglycerate, 3-PG 3-phosphoglycerate, LAC lactic acid, 6-PGDL 6-phosphogluconolactone, R-5-P ribose-5-phosphate
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(P > 0.05; Fig.  3c, d). However, metastatic group pre-
sented an increased level of H-CTCs and M-CTCs com-
pared with non-metastatic group (P < 0.01; Fig.  3e). The 
AUCs of ROC curves of E-CTCs, H-CTCs and M-CTCs 
were 0.645 (0.488–0.802), 0.727 (0.562–0.892) and 
0.697 (0.548–0.847) for metastasis diagnosis (Fig.  3f ). 
Next, the Youden Index curves determined the posi-
tive threshold as E-CTCs ≥ 2/5  mL, H-CTCs ≥ 2/5  mL, 
and M-CTCs ≥ 1/5  mL (Fig.  3g). The H-CTCs+ rate 
and M-CTCs+ rate were closely correlated with distant 
metastasis (Additional file 6: Table S5; P < 0.01). No sig-
nificant correlation was found between E-CTCs+ rate 
and the pathological characteristics (Additional file  6: 

Table  S5). These data highlighted the indicative role of 
H-CTCs and M-CTCs for BC metastasis.

To compare the distribution of EMT/metabolic CTCs 
subtypes between metastatic and non-metastatic BC 
patients, we analyzed the percentage of each subtype 
in tCTCs. Cases that had positive tCTCs (≥ 3/5  mL) 
were included in this analysis, including 15 metastatic 
patients and 20 non-metastatic patients (Fig.  4a–d). 
In the EMT classification, except the major H-CTCs in 
both groups (average 52.4% and 57.3% of tCTCs in non-
metastatic and metastatic group), E-CTCs accounted 
for average 29.7% of tCTCs in non-metastatic group 
whereas M-CTCs accounted for average 22.0% of tCTCs 

Fig. 2 Correlation of tCTCs and  GM+CTCs with the clinical feature of BC patients. a, b Cell numbers of tCTCs (a) and  GM+CTCs (b) in clinical 
subgroups of grading, lymph node invasion, distant metastasis, and clinical stage. c ROC curves of tCTCs and  GM+CTCs in the diagnosis of 
metastatic BC patients. d Determination of the positive threshold for tCTCs and  GM+CTCs through the Youden index. e Comparison of the efficacy 
of  tCTCs+ and  GM+CTCs+ indexes in the diagnosis of BC metastasis. *P < 0.05, **P < 0.01 and ***P < 0.001
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in metastatic group (Fig.  4a, b). In metabolic classifica-
tion, the average proportion of  GM+CTCs in tCTCs was 
64.0% in metastatic group and 31.3% in non-metastatic 
group (Fig. 4c, d). The difference of subtype percentages 
was marked for  GM+CTCs (P = 0.004) but not signifi-
cant for the EMT types (P > 0.05; Fig. 4e). Overall, in the 
diagnosis of BC metastasis, the AUCs of CTCs subtypes 
ranked as  GM+CTCs (0.854), H-CTCs (0.727), M-CTCs 

(0.697) and E-CTCs (0.645). With the same sensitivity of 
66.7%,  GM+CTCs showed better specificity (91.3%) than 
H-CTCs (84.8%) and M-CTCs (69.6%) (Fig. 4f ).

CTCs subtypes are prognostic markers of survival in BC 
patients
To evaluate the CTCs parameters as a predictor for can-
cer prognosis, we studied their relevance with disease 
progression and PFS in the 64 BC patients. The median 
follow-up time was 13 (range 5–24) months starting from 
baseline CTCs test. A progression event occurred when 
patients had progressive disease (according to RECIST), 
relapse or new metastasis, and death of any cause. Pro-
gression rates of  tCTCs+ patients and  tCTCs− patients 
were 31.4% and 10.3% (P = 0.042; Fig. 5a). No significant 
difference was observed between the progression rates 
of E-CTCs+ versus E-CTCs− groups or H-CTCs+ versus 
H-CTCs− groups (P > 0.05; Fig. 5a and Additional file 7: 
Table  S6). However, the M-CTCs+ and  GM+CTCs+ 
groups showed increased progression rates at 42.3% and 
50.0% compared with M-CTCs− (7.9%) and  GM+CTCs− 
(9.1%) groups (P < 0.01; Fig. 5a). The cox regression analy-
sis revealed that patients with baseline positive CTCs 
had inferior PFS (Fig. 5b and Table 2), including tCTCs 
(HR = 3.69; P = 0.046), M-CTCs (HR = 5.77; P = 0.007) 
and  GM+CTCs (HR = 5.47; P = 0.004). The PFS propor-
tion of the  tCTCs+ group was remarkably decreased than 
that of the  tCTCs− group at 2 years (P = 0.028; Fig. 5c). 
In comparison of the M-CTCs− and M-CTCs+ groups, 
the PFS proportions were 88.6% versus 21.4% at 2 years 
(P = 0.002; Fig.  5d). In  GM+CTCs− and  GM+CTCs+ 
groups, the proportions were 87.9% versus 18.5% at 2 
years (P = 0.001; Fig.  5e). No remarkable difference was 
observed in the PFS proportions between the E-CTCs+ 
versus E-CTCs− or H-CTCs+ versus H-CTCs− groups 
(P > 0.05; Fig. 5f, g). These data proved the significance of 
tCTCs, M-CTCs, and  GM+CTCs to be prognostic mark-
ers of BC patients.

Discussion
The predictive and prognostic roles of CTCs have been 
recently investigated in the BC setting. However, the 
heterogeneity of CTCs remains a challenge for the clini-
cal application of CTCs test. Here, we used PGK1/G6PD 
markers to design a metabolic typing method for CTCs 
by integrating the membrane filtration, fluorescent stain-
ing, and multi-mRNA-ISH techniques. We determined 
the positive/negative criteria for the CTCs metabolic 
subtypes and evaluated their clinical relevance in BC 
patients. Comparisons between EMT and metabolic 
subtypes of CTCs were performed to assess their signifi-
cance in predicting BC metastasis and prognosis.

Table 1 Clinical feature of BC patients and the correlation 
with tCTCs and  GM+CTCs

a P positive, N negative. The positive criterion of tCTCs is ≥ 3/5 mL
b P positive, N negative. The positive criterion of  GM+CTCs is ≥ 2/5 mL

*P < 0.05

Clinical characteristics tCTCs GM+CTCs

Subgroup n P/Na P P/Nb P

Age (years) 0.138 0.147

 ≤ 50 31 14/17 7/24

 > 50 33 21/12 13/20

Histology 0.475 0.454

 Ductal 52 29/23 16/36

 Lobular 6 2/4 1/5

 Other 6 4/2 3/3

Tumor size 0.946 0.194

 ≤ 5 cm 51 28/23 14/37

 > 5 cm 13 7/6 6/7

Grading 0.113 0.294

 I–II 35 16/19 9/26

 III 29 19/10 11/18

Lymph node invasion 0.414 0.011*

 No 14 9/5 0/14

 Yes 50 26/24 20/30

Distant metastasis 0.004* < 0.001*

 No 46 20/26 7/39

 Yes 18 15/3 13/5

Clinical Stage 0.911 0.005*

 I–II 26 14/12 3/23

 III–IV 38 21/17 17/21

ER expression 0.036* 0.076

 – 22 16/6 10/12

 + 42 19/23 10/32

PR expression 0.026* 0.227

 – 25 18/7 10/15

 + 39 17/22 10/29

HER2 expression 0.469 0.533

 – 16 10/6 6/10

 + 48 25/23 14/34

HER2 amplification 0.729 0.917

 – 39 22/17 12/27

 + 25 13/12 8/17
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Metabolic reprogramming is a hallmark of cancer cells 
involved in the promotion of tumorigenesis and progres-
sion [30]. PGK1 and G6PD, as crucial metabolic markers 
of glycolysis and the pentose phosphate pathway, have 

been demonstrated to favor metastasis of various cancers 
[31–35]. In vitro and in vivo studies showed that knock-
down of PGK1 reduced proliferation and metastasis of 
SNU449 and HCCLM3 cells, indicating a driving role 

Fig. 3 The EMT phenotypes of CTCs and their correlations with BC patient feature. a Images of the fluorescence signal of DAPI, CD45, EpCAM/
CKs, Vimentin/Twist and merged pattern to characterize the EMT phenotypes of CTCs. Scale bar = 5 μm. b–e Comparison of E-CTCs, H-CTCs, and 
M-CTCs numbers between clinical subgroups of grading (b), lymph node invasion (c), clinical stage (d) and distant metastasis (e). f ROC curves 
of E-CTCs, H-CTCs, and M-CTCs in the diagnosis of metastatic BC patients. g Determination of positive threshold for E-CTCs, H-CTCs, and M-CTCs 
through the Youden index. *P < 0.05, **P < 0.01 and NS means not significant (P > 0.05)
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of PGK1 in hepatocellular carcinoma progression [31]. 
Similar studies from Yu et al. [32] and Ahmad et al. [33] 
presented that PGK1 enhanced metastasis of lung and 
colon cancer through the activated AKT/mTOR pathway 

and JUN/FOS pathway. Overexpression of G6PD could 
regulate the Notch1/HES-1 pathway in MCF-7 and 
MDA-MB-231 cells to promote BC metastasis [34]. Mele 
et  al. [35] used Polydatin (100  mg/kg) to block G6PD 

Fig. 4 The EMT/metabolic CTCs subtypes in metastatic and non-metastatic BC patients. a, b Cell number and proportion (in tCTCs) of the EMT 
subtypes (E-CTCs, H-CTCs, and M-CTCs) in metastatic and non-metastatic groups. c, d Cell number and proportion (in tCTCs) of the metabolic 
subtypes  (GM+CTCs and  GM−CTCs) in metastatic and non-metastatic groups. e Comparison of CTCs subtype proportions between the metastatic 
and non-metastatic group. **P < 0.01 and NS means not significant (P > 0.05). f The diagnostic performance (AUCs and sensitivity/specificity) of CTCs 
subtypes in distinguishing cancer metastasis
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Fig. 5 Relevance of CTCs test with the progression-free survival (PFS) of BC patients. a Comparison of disease progression ratios between patients 
with positive and negative CTCs test (tCTCs, E-CTCs, H-CTCs, M-CTCs, and  GM+CTCs). b The Hazard ratio (HR) with 95% CI of the CTCs parameters 
and pathological characteristics for the PFS of BC patients based on Cox regression analysis. c–g Kaplan–Meier plot analysis for PFS according to 
different levels of tCTCs (c), M-CTCs (d),  GM+CTCs (e), E-CTCs (f) and H-CTCs (g). *P < 0.05, **P < 0.01 and NS means not significant (P > 0.05)
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and the pentose phosphate pathway and observed about 
80% inhibition of lymph node metastases in a metastatic 
mouse model. In the present work, we found PGK1 and 
G6PD were markedly up-regulated in invasive BC tissues 
compared with normal mammary tissues and indicated 
shorter RFS and OS of BC patients. The data were paral-
lel with previous clinical researches, which demonstrated 
PGK1 and G6PD could predict a high risk of recurrent 
metastasis and poor prognosis in BC [22, 36]. These 
results confirmed the significance of PGK1 and G6PD 
in BC metastasis and indicated their feasibility for CTCs 
metabolic classification.

The optimized operation flow for CTCs analysis used 
in this work facilitates synchronous identification and 
classification of CTCs. This system presented favorable 
sensitivity for CTCs capture representing a prevalence 
of 85.9% in BC patients, which was better than reports 
on the FDA-approved CellSearch method in BC (38.0–
56.7%) [37, 38]. Moreover, leukocytes were eliminated 
by firstly size-based filtration and secondly CD45 marker 
recognition to guarantee the purity of CTCs, equip-
ping the system with higher specificity than the size-
based or negative-enriched methods alone. We found 
the increased tCTCs number was markedly associated 
with distant metastasis and unfavorable pathological 
grading, suggesting the importance of CTCs in promot-
ing metastasis and disease progression. In the updated 
TNM staging for BC, the NCCN guidelines have added a 
new M0 (i +) category which is defined as “no clinical or 
radiographic evidence of distant metastases, but depos-
its of detected tumor cells in the circulation fluids” [39]. 
Remarkably, in spite of the low proportion of  GM+CTCs 
in tCTCs (median 9.4%),  GM+CTCs presented close rel-
evance with metastasis as well as lymph node status and 
clinical stage. These results provided support for Yu’s [7] 
research which demonstrated only a small part of CTCs 

could finally form metastases and suggested the vital 
role of  GM+CTCs in promoting metastasis and disease 
progression.

Although various methods have been developed 
for CTCs detection, there is a lack of uniform cut-off 
value for clinical utility. Most CellSearch studies set 
the standard at 5 CTCs/7.5  mL for BC ever since Cris-
tofanilli’s group demonstrated that the baseline level 
of ≥ 5 CTCs/7.5  mL was associated with shorter PFS 
and OS [40, 41]. Reported standards for other methods 
include ≥ 1, ≥ 2, and ≥ 3 CTCs in 5–7.5 mL of blood sam-
ple [20, 40, 42]. It is reasonable to define different positive 
criteria of CTCs for diverse methods since the composi-
tions of captured CTCs are not the same depending on 
the enrichment principle. Here, we determined the posi-
tive threshold of CTCs parameters using the Youden 
Index curve, which could suggest the best cut-off value 
by fitting optimal sensitivity and specificity [28]. By the 
threshold of tCTCs ≥ 3/5  mL and  GM+CTCs ≥ 2/5  mL, 
we observed favorable performance of  GM+CTCs and 
tCTCs in the diagnosis of BC metastasis. Though tCTCs 
presented higher sensitivity than  GM+CTCs (77.8% 
versus 66.7%),  GM+CTCs presented higher specificity 
than tCTCs (91.3% versus 71.8%). The data verified our 
hypothesis that metabolically active CTCs might rep-
resent the aggressive CTCs subpopulations in cancer 
metastasis. Thus  GM+CTCs turned out to be a more spe-
cific marker than tCTCs. This phenomenon could also 
account for the inconsistent results that advanced clinical 
stage and lymph node status were relevant to increased 
 GM+CTCs but not tCTCs. Since only a small part of 
the CTCs are functionally active [7, 8], the non-aggres-
sive CTCs such  GM−CTCs may be confounding factors 
to affect the correlation analysis. Overall, these results 
indicated  GM+CTCs could be a powerful marker of BC 
metastasis as a supplement for the tCTCs test.

Ever since the existence of EMT in CTCs was high-
lighted [9], several studies have profiled the EMT pheno-
types of CTCs in primary and metastatic BC [43–45]. For 
instance, Mego’s group evaluated the expression of EMT 
transcription factors (Twist, Snail1, Slug, and Zeb1) in 
CTCs by RT-PCR in 427 primary BC patients and found 
EMT-CTCs were associated with inferior prognosis [43]. 
Results of the present work were in concordance with the 
above reports and our early studies on hepatocellular car-
cinoma and prostate cancer [11, 20]. We found that BC 
metastasis was significantly correlated with increased 
H-CTCs and M-CTCs but not E-CTCs, and H-CTCs 
presented the best diagnosis performance among the 
three subtypes. Although the AUCs of EMT subtypes 
(0.645–0.727) was lower than that of  GM+CTCs (0.854), 
H-CTCs showed a favorable specificity of 84.8% (tCTCs 
71.8% and  GM+CTCs 91.3%) in the metastasis diagnosis. 

Table 2 Cox regression analysis of PFS in BC patients

a * P < 0.05, **P < 0.01
b P positive, N negative

Variables Hazard ratio 95% CI Pa

Age, years (> 50 vs. ≤ 50) 1.83 0.62–5.37 0.27

Tumor size, cm (> 5 vs. ≤ 5) 1.23 0.38–3.98 0.73

Grading (III vs. I–II) 1.32 0.46–3.77 0.61

Distant metastasis (yes vs. no) 3.93 1.31–11.77 0.014*

Clinical stage (III–IV vs. I–II) 2.28 0.64–8.22 0.21

tCTCs (P vs. N)b 3.69 1.03–13.28 0.046*

E-CTCs (P vs. N) 1.21 0.38–3.88 0.74

H-CTCs (P vs. N) 1.75 0.61–5.08 0.30

M-CTCs (P vs. N) 5.77 1.61–20.74 0.007**

GM+CTCs (P vs. N) 5.47 1.71–17.46 0.004**
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This result also gives evidence for recent research by 
Liu’s group [45]. They found epithelial-type CTCs with a 
restricted mesenchymal transition had the most potent 
ability of lung metastases formation in a BC mouse 
model. The hybrid CTCs  (E+M+) might represent the 
most plastic cells in cancer metastasis [46].

Concomitant metabolic reprogramming is induced 
during the activation of EMT and cancer metastasis. 
Compared with epithelial cells, mesenchymal tumor 
cells have different metabolic requirements to meet the 
increased energy demands for migration and invasion 
[47]. Shaul’s group designed a mesenchymal-like meta-
bolic gene expression signature by the database analysis 
on 978 human cancer cell lines. This signature includes 
44 metabolic genes that are essential for EMT but not 
cell proliferation, involving metabolism regulation of glu-
cose, lipid, and nucleotide [48]. Noticeably, functional 
studies demonstrated that knockdown of PGK1 could 
reverse the EMT process to inhibit invasion of BC cells 
[21]. An investigation on hepatocellular carcinoma indi-
cated that G6PD could activate the STAT3 pathway to 
promote EMT and further favor cancer metastasis [49]. 
Consistent with the above studies, we observed an asso-
ciation of  GM+CTCs number with H-CTCs  (R2 = 0.852, 
P < 0.001) and M-CTCs  (R2 = 0.591, P < 0.001) numbers, 
whereas no obvious correlation was observed between 
 GM+CTCs and E-CTCs (P = 0.10; Additional file 8: Fig-
ure S2). Moreover, the proportions of  GM+CTCs in 
H-CTCs (51.8%) and M-CTCs (47.5%) were remarkably 
higher than those in E-CTCs (27.6%; Additional file  8: 
Figure S2). These results demonstrated an intensive cor-
relation between CTCs metabolic subtypes and EMT 
subtypes. The two classifications of CTCs, representing 
respectively the functional and morphological features of 
heterogeneous CTCs, could synergistically enrich the sig-
nificance of CTCs test.

Metastasis is the leading cause of recurrence and 
tumor-related death. Given the driving role of CTCs in 
cancer metastasis, we investigated the prognostic role 
of CTCs parameters. Positive tCTCs, M-CTCs, and 
 GM+CTCs presented a predictive function of increased 
progression ratio and decreased 2 years PFS ratio. Previ-
ous studies on the prognosis value of EMT CTCs showed 
controversial conclusions [43, 50, 51]. Apart from the 
dynamic changes of EMT status occurred in CTCs dis-
semination, reasons for the conflicts include different 
detection methods involved in these researches and the 
lack of a uniform cut-off standard. Our study indicated 
 GM+CTCs to be a potential predictor for inferior prog-
nosis in BC patients. In addition, the analysis of TCGA 
data revealed the up-regulation of PGK1 and G6PD in 
common cancers such as colon, lung and gastric can-
cers (Additional file  9: Figure S3). These results suggest 

the possibility of applying the PGK1/G6PD-based CTCs 
metabolic classification method in other cancer diseases 
besides BC, though further validation remains in need 
before practical applications.

One shortcoming of this study is the limited follow-up 
time (maximum 24 months), which results in the imma-
turity of overall survival investigation. Long term obser-
vational studies on this cohort as well as an expanded 
sample size are underway to explore the prognostic value 
of CTCs subtypes. Furthermore, direct detection of the 
metabolic phenotypic features of the CTCs subpopula-
tion is needed in future research to validate the active 
metabolic level of  GM+CTCs. The emerging techniques 
such as microfluidic chip, nanomaterials and AIEgens 
(luminogens with aggregation-induced emission) might 
provide vital ideas for convenient CTCs analysis methods 
which target on glucose uptake, oxygen consumption, 
lactate production, ATP synthesis or other key regulators 
of metabolism. With the technical development of single-
cell sequencing, multi-omics analysis and three-dimen-
sional cell culture, the in  vivo and in  vitro mechanism 
investigations on  GM+CTCs are desirable to illustrate 
the CTCs-related metabolic reprogramming, which 
could further enrich the metastasis theory and promote 
the application of CTCs classification.

Conclusion
This work establishes a PGK1/G6PD-based method 
for CTCs glucose metabolic (GM) classification and 
assesses the clinical value of CTCs metabolic subtypes 
in BC. Hypermetabolic CTCs  (GM+CTCs) marked by 
PGK/G6PD+ are promising biomarkers for metastasis 
diagnosis and prognosis prediction in BC. A positive 
level of baseline  GM+CTCs (≥ 2/5 mL) indicates distant 
metastasis with a sensitivity of 66.7% and specificity of 
91.3%, as well as an inferior PSF ratio of BC patients. 
The metabolic classification of CTCs provides clues for 
the identification of aggressive CTCs subpopulation 
and the development of new targeted drugs for cancer 
patients.

Supplementary information
Supplementary information accompanies this paper at https ://doi.
org/10.1186/s1296 7-020-02237 -8.

Additional file 1: Table S1. Clinical characteristics of the investigated BC 
patients (n = 64).

Additional file 2: Table S2. Probes of CD45, PGK1 and G6PD genes used 
in RNA-ISH [20].

Additional file 3: Table S3. Capture probes of the EMT markers used in 
RNA-ISH [29].

Additional file 4: Table S4. Parameters of the fluorescent channels in 
practical CTCs analysis

https://doi.org/10.1186/s12967-020-02237-8
https://doi.org/10.1186/s12967-020-02237-8


Page 13 of 14Chen et al. J Transl Med           (2020) 18:59 

Additional file 5: Figure S1. The mRNA expressions of PGK1 and G6PD in 
TCGA breast invasive cancer cohort.

Additional file 6: Table S5. Correlation between CTCs EMT subtypes and 
clinical data of BC patients.

Additional file 7: Table S6. Correlation between CTCs parameters and 
disease progression of BC patients.

Additional file 8: Figure S2. Correlation between the EMT and metabolic 
subtypes of CTCs in BC patients.

Additional file 9: Figure S3. The mRNA expressions of PGK1 and G6PD in 
common cancers based on TCGA RNA-seq data.

Abbreviations
CTCs: Circulating tumor cells; BC: Breast cancer; EMT: Epithelial-mesenchymal 
transition; PGK1: Phosphoglycerate kinase 1; G6PD: glucose-6-phosphate 
dehydrogenase; RFS: Relapse-free survival; ISH: In situ hybridizatio; GM: Glu-
cose metabolic; ROC: Receiver operating characteristic; PFS: Progression-free 
survival; OS: Overall survival; AUC : Area under the curve; HR: Hazard ratios; CI: 
Confidence intervals.

Acknowledgements
We thank Guangyu Yao and Ya Li (Department of Breast Surgery, Nanfang 
Hospital, Southern Medical University), as well as Xiaoyu Pu and Minming 
Long (SurExam Bio-Tech, Guangzhou), for their kind clinical guidance and 
technological assistance.

Authors’ contributions
JC, ZC, LZ, and QW conceived the research. JC, SC and SQ conducted bioinfor-
matics analysis. YH, BS and JX designed the scheme and optimized the meth-
odology. CY, JD and JC collected and analyzed clinical samples. XX, SC and JC 
conducted the statistical analysis. JC, ZC, LZ and QW handled the manuscript 
editing and review. All authors read and approved the final manuscript.

Funding
This work was funded by Guangdong Natural Science Foundation, China, 
Grant Number 2015A030313247; Guangdong Science and Technology Plan-
ning Project, China, Grant Number 2016A010105006; Guangzhou Science 
and Technology Planning Project, China, Grant Number 201704020213 and 
President Foundation of Nanfang Hospital, Southern Medical University, China, 
Grant Number 2016L007.

Availability of data and materials
All data generated or analyzed during this study are included in the article and 
its additional files.

Ethics approval and consent to participate
Research design and scheme conformed to the requirements in the Declara-
tion of Helsinki. Patients enrolled in this work provided informed consent, and 
the study (No. 2016-172) was approved by the Ethics Committee of Nanfang 
Hospital, Southern Medical University.

Consent for publication
Not applicable.

Competing interests
The authors declare that they have no competing interests.

Author details
1 Department of Laboratory Medicine, Zhujiang Hospital, Southern Medical 
University, Guangzhou 510515, China. 2 Laboratory Medicine Center, Nanfang 
Hospital, Southern Medical University, Guangzhou 510000, China. 3 Depart-
ment of Breast Surgery, Nanfang Hospital, Southern Medical University, 
Guangzhou 510000, China. 4 Department of Laboratory Medicine, The Second 
Affiliated Hospital of Guangzhou University of Chinese Medicine, Guang-
zhou 510000, China. 5 Clinical Laboratory, Guangzhou Women and Children’s 
Medical Center, Guangzhou Medical University, Guangzhou 510000, China. 
6 SurExam Bio-Tech, Guangzhou Technology Innovation Base, Science City, 
Guangzhou 510000, China. 

Received: 18 November 2019   Accepted: 22 January 2020

References
 1. Bray F, Ferlay J, Soerjomataram I, Siegel RL, Torre LA, Jemal A. Global 

cancer statistics 2018: GLOBOCAN estimates of incidence and mor-
tality worldwide for 36 cancers in 185 countries. CA Cancer J Clin. 
2018;68:394–424.

 2. Banys-Paluchowski M, Krawczyk N, Fehm T. Potential role of circulating 
tumor cell detection and monitoring in breast cancer: a review of current 
evidence. Front Oncol. 2016;6:255.

 3. Rack B, Schindlbeck C, Juckstock J, Andergassen U, Hepp P, Zwingers T, 
et al. Circulating tumor cells predict survival in early average-to-high risk 
breast cancer patients. J Natl Cancer Inst. 2014;106:dju066.

 4. Hall CS, Karhade MG, Bowman Bauldry JB, Valad LM, Kuerer HM, DeSnyder 
SM, et al. Prognostic value of circulating tumor cells identified before 
surgical resection in nonmetastatic breast cancer patients. J Am Coll Surg. 
2016;223:20–9.

 5. Gourdin T, Sonpavde G. Utility of cell-free nucleic acid and circulating 
tumor cell analyses in prostate cancer. Asian J Androl. 2018;20:230–7.

 6. Yamada T, Matsuda A, Koizumi M, Shinji S, Takahashi G, Iwai T, et al. Liquid 
biopsy for the management of patients with colorectal cancer. Digestion. 
2019;99:39–45.

 7. Yu M, Bardia A, Aceto N, et al. Cancer therapy. Ex vivo culture of circulat-
ing breast tumor cells for individualized testing of drug susceptibility. 
Science. 2014;345:216–20.

 8. Alix-Panabieres C, Bartkowiak K, Pantel K. Functional studies on circulat-
ing and disseminated tumor cells in carcinoma patients. Mol Oncol. 
2016;10:443–9.

 9. Yu M, Bardia A, Wittner BS, Stott SL, Smas ME, Ting DT, et al. Circulating 
breast tumor cells exhibit dynamic changes in epithelial and mesenchy-
mal composition. Science. 2013;339:580–4.

 10. Joosse SA, Hannemann J, Spotter J, Bauche A, Andreas A, Müller V, et al. 
Changes in keratin expression during metastatic progression of breast 
cancer: impact on the detection of circulating tumor cells. Clin Cancer 
Res. 2012;18:993–1003.

 11. Chen J, Cao SW, Cai Z, Zheng L, Wang Q. Epithelial-mesenchymal transi-
tion phenotypes of circulating tumor cells correlate with the clinical 
stages and cancer metastasis in hepatocellular carcinoma patients. 
Cancer Biomark. 2017;20:487–98.

 12. Guan X, Ma F, Li C, Wu S, Hu S, Huang J, et al. The prognostic and thera-
peutic implications of circulating tumor cell phenotype detection based 
on epithelial-mesenchymal transition markers in the first-line chemother-
apy of HER2-negative metastatic breast cancer. Cancer Commun (Lond). 
2019;39:1.

 13. Aktas B, Kasimir-Bauer S, Muller V, Janni W, Fehm T, Wallwiener D, et al. 
Comparison of the HER2, estrogen and progesterone receptor expres-
sion profile of primary tumor, metastases and circulating tumor cells in 
metastatic breast cancer patients. BMC Cancer. 2016;16:522.

 14. Frithiof H, Aaltonen K, Ryden L. A FISH-based method for assessment of 
HER-2 amplification status in breast cancer circulating tumor cells follow-
ing Cell Search isolation. Onco Targets Ther. 2016;9:7095–103.

 15. Khatami F, Aghayan HR, Sanaei M, Heshmat R, Tavangar SM, Larijani B. 
The potential of circulating tumor cells in personalized management of 
breast cancer: a systematic review. Acta Med Iran. 2017;55:175–93.

 16. Alix-Panabieres C, Mader S, Pantel K. Epithelial-mesenchymal plasticity in 
circulating tumor cells. J Mol Med (Berl). 2017;95:133–42.

 17. Hanahan D, Weinberg RA. Hallmarks of cancer: the next generation. Cell. 
2011;144:646–74.

 18. Cai Z, Zhou Y, Lei T, Chiu JF, He QY. Mammary serine protease inhibitor 
inhibits epithelial growth factor-induced epithelial–mesenchymal transi-
tion of esophageal carcinoma cells. Cancer. 2009;115:36–48.

 19. Bettum IJ, Gorad SS, Barkovskaya A, Pettersen S, Moestue SA, Vasi-
liauskaite K, et al. Metabolic reprogramming supports the invasive 
phenotype in malignant melanoma. Cancer Lett. 2015;366:71–83.

 20. Chen J, Cao S, Situ B, Zhong J, Hu Y, Li S, et al. Metabolic reprogramming-
based characterization of circulating tumor cells in prostate cancer. J Exp 
Clin Cancer Res. 2018;37:127.



Page 14 of 14Chen et al. J Transl Med           (2020) 18:59 

•
 
fast, convenient online submission

 •
  

thorough peer review by experienced researchers in your field

• 
 
rapid publication on acceptance

• 
 
support for research data, including large and complex data types

•
  

gold Open Access which fosters wider collaboration and increased citations 

 
maximum visibility for your research: over 100M website views per year •

  At BMC, research is always in progress.

Learn more biomedcentral.com/submissions

Ready to submit your research ?  Choose BMC and benefit from: 

 21. Fu D, He C, Wei J, Zhang Z, Luo Y, Tan H, et al. PGK1 is a potential survival 
biomarker and invasion promoter by regulating the HIF-1alpha-mediated 
epithelial–mesenchymal transition process in breast cancer. Cell Physiol 
Biochem. 2018;51:2434–44.

 22. Pu H, Zhang Q, Zhao C, Shi L, Wang Y, Wang J, et al. Overexpression of 
G6PD is associated with high risks of recurrent metastasis and poor 
progression-free survival in primary breast carcinoma. World J Surg 
Oncol. 2015;13:323.

 23. Rhodes DR, Kalyana-Sundaram S, Mahavisno V, Varambally R, Yu J, Briggs 
BB, et al. Oncomine 30: genes, pathways, and networks in a collection of 
18,000 cancer gene expression profiles. Neoplasia. 2007;9:166–80.

 24. Tomczak K, Czerwińska P, Wiznerowicz M. The Cancer Genome Atlas 
(TCGA): an immeasurable source of knowledge. Contemp Oncol (Pozn). 
2015;19(1A):A68–77.

 25. Tang Z, Li C, Kang B, Gao G, Li C, Zhang Z. GEPIA: a web server for cancer 
and normal gene expression profiling and interactive analyses. Nucleic 
Acids Res. 2017;45(W1):W98–102.

 26. Mihály Z, Kormos M, Lánczky A, Dank M, Budczies J, Szász MA, et al. A 
meta-analysis of gene expression-based biomarkers predicting outcome 
after tamoxifen treatment in breast cancer. Breast Cancer Res Treat. 
2013;140:219–32.

 27. Eisenhauer EA, Therasse P, Bogaerts J, Schwartz LH, Sargent D, Ford R, 
et al. New response evaluation criteria in solid tumours: revised RECIST 
guideline (version 1.1). Eur J Cancer. 2009;45:228–47.

 28. Grmec S, Gasparovic V. Comparison of APACHE II, MEES and Glasgow 
Coma Scale in patients with nontraumatic coma for prediction of mortal-
ity Acute Physiology and Chronic Health Evaluation. Mainz Emergency 
Evaluation System. Crit Care. 2001;5:19–23.

 29. Wu S, Liu S, Liu Z, Huang J, Pu X, Li J, et al. Classification of circulating 
tumor cells by epithelial–mesenchymal transition markers. PLoS ONE. 
2015;10:e0123976.

 30. Weber GF. Metabolism in cancer metastasis. Int J Cancer. 
2016;138:2061–6.

 31. Xie H, Tong G, Zhang Y, et al. PGK1 drives hepatocellular carcinoma 
metastasis by enhancing metabolic process. Int J Mol Sci. 2017;18:1630.

 32. Yu T, Zhao Y, Hu Z, Liang S, Tang K, Yang Q. MetaLnc9 facilitates lung 
cancer metastasis via a PGK1-Activated AKT/mTOR pathway. Cancer Res. 
2017;77:5782–94.

 33. Ahmad SS, Glatzle J, Bajaeifer K, Bühler S, Lehmann T, Königsrainer I, et al. 
Phosphoglycerate kinase 1 as a promoter of metastasis in colon cancer. 
Int J Oncol. 2013;43:586–90.

 34. Zhang HS, Zhang ZG, Du GY, Sun HL, Liu HY, Zhou Z, et al. Nrf2 promotes 
breast cancer cell migration via up-regulation of G6PD/HIF-1alpha/
Notch1 axis. J Cell Mol Med. 2019;23:3451–63.

 35. Mele L, Paino F, Papaccio F, Regad T, Boocock D, Stiuso P, et al. A new 
inhibitor of glucose-6-phosphate dehydrogenase blocks pentose phos-
phate pathway and suppresses malignant proliferation and metastasis 
in vivo. Cell Death Dis. 2018;9:572.

 36. Sun S, Liang X, Zhang X, Liu T, Shi Q, Song Y, et al. Phosphoglycerate 
kinase-1 is a predictor of poor survival and a novel prognostic biomarker 
of chemoresistance to paclitaxel treatment in breast cancer. Br J Cancer. 
2015;112:1332–9.

 37. Huebner H, Fasching PA, Gumbrecht W, Jud S, Rauh C, Matzas M, et al. 
Filtration based assessment of CTCs and Cell Search based assessment 

are both powerful predictors of prognosis for metastatic breast cancer 
patients. BMC Cancer. 2018;18:204.

 38. Micalizzi DS, Maheswaran S, Haber DA. A conduit to metastasis: circulat-
ing tumor cell biology. Genes Dev. 2017;31:1827–40.

 39. Gradishar WJ, Anderson BO, Balassanian R, Blair SL, Burstein HJ, Cyr A, et al. 
Breast cancer, version 4.2017, NCCN clinical practice guidelines in oncol-
ogy. J Natl Compr Canc Netw. 2018;16:310–20.

 40. Lee JS, Magbanua MJM, Park JW. Circulating tumor cells in breast 
cancer: applications in personalized medicine. Breast Cancer Res Treat. 
2016;160:411–24.

 41. Cristofanilli M, Budd GT, Ellis MJ, Stopeck A, Matera J, Miller MC, et al. 
Circulating tumor cells, disease progression, and survival in metastatic 
breast cancer. N Engl J Med. 2004;351:781–91.

 42. Li Y, Ma G, Zhao P, Fu R, Gao L, Jiang X, et al. Improvement of sensitive and 
specific detection of circulating tumor cells using negative enrichment 
and immunostaining-FISH. Clin Chim Acta. 2018;485:95–102.

 43. Mego M, Karaba M, Minarik G, Benca J, Silvia J, Sedlackova T, et al. Circulat-
ing tumor cells with epithelial-to-mesenchymal transition phenotypes 
associated with inferior outcomes in primary breast cancer. Anticancer 
Res. 2019;39:1829–37.

 44. Papadaki MA, Stoupis G, Theodoropoulos PA, Mavroudis D, Georgoulias 
V, Agelaki S. Circulating tumor cells with stemness and epithelial-to-mes-
enchymal transition features are chemoresistant and predictive of poor 
outcome in metastatic breast cancer. Mol Cancer Ther. 2019;18:437–47.

 45. Liu X, Li J, Cadilha BL, Markota A, Voigt C, Huang Z, et al. Epithelial-type 
systemic breast carcinoma cells with a restricted mesenchymal transition 
are a major source of metastasis. Sci Adv. 2019;5:eaav4275.

 46. Jolly MK, Boareto M, Huang B, Jia D, Lu M, Ben-Jacob E, et al. Implications 
of the hybrid epithelial/mesenchymal phenotype in metastasis. Front 
Oncol. 2015;5:155.

 47. Sciacovelli M, Frezza C. Metabolic reprogramming and epithelial-to-
mesenchymal transition in cancer. FEBS J. 2017;284:3132–44.

 48. Shaul YD, Freinkman E, Comb WC, Cantor JR, Tam WL, Thiru P, et al. Dihy-
dropyrimidine accumulation is required for the epithelial–mesenchymal 
transition. Cell. 2014;158:1094–109.

 49. Lu M, Lu L, Dong Q, Yu G, Chen J, Qin L, et al. Elevated G6PD expression 
contributes to migration and invasion of hepatocellular carcinoma cells 
by inducing epithelial-mesenchymal transition. Acta Biochim Biophys Sin 
(Shanghai). 2018;50:370–80.

 50. Bulfoni M, Gerratana L, Del Ben F, Marzinotto S, Sorrentino M, Turetta M, 
et al. In patients with metastatic breast cancer the identification of circu-
lating tumor cells in epithelial-to-mesenchymal transition is associated 
with a poor prognosis. Breast Cancer Res. 2016;18:30.

 51. Kasimir-Bauer S, Hoffmann O, Wallwiener D, Kimmig R, Fehm T. Expression 
of stem cell and epithelial-mesenchymal transition markers in primary 
breast cancer patients with circulating tumor cells. Breast Cancer Res. 
2012;14:R15.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in pub-
lished maps and institutional affiliations.


	Metabolic classification of circulating tumor cells as a biomarker for metastasis and prognosis in breast cancer
	Abstract 
	Background: 
	Methods: 
	Results: 
	Conclusions: 

	Background
	Materials and methods
	Oncomine and TCGA database expression analysis
	Kaplan–Meier plotter database survival analysis
	Patients and samples
	CTCs detection and metabolic classification
	Determination of the positive criterion for CTCs parameters
	Classification of the EMT phenotypes in CTCs
	Statistical analysis

	Results
	Glucose metabolic classification of BC CTCs using PGK1G6PD markers
	CTCs counting and metabolic subtypes indicate distant metastasis of BC
	Comparison of EMT and metabolic CTCs subtypes in metastasis diagnosis
	CTCs subtypes are prognostic markers of survival in BC patients

	Discussion
	Conclusion
	Acknowledgements
	References




