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Abstract
Mismatch repair (MMR) testing on all new cases of colorectal cancer (CRC) has customarily been preferably performed on 
surgical specimens, as more tissue is available; however, new clinical trials for the use of immune checkpoint inhibitors in the 
neoadjuvant setting require MMR testing on biopsy samples. This study aims at identifying advantages, disadvantages and 
any potential pitfalls in MMR evaluation on biopsy tissue and how to cope with them. The study is prospective-retrospective, 
recruiting 141 biopsies (86 proficient (p)MMR and 55 deficient (d)MMR) and 97 paired surgical specimens (48 pMMR; 49 
dMMR). In biopsy specimens, a high number of indeterminate stains was observed, in particular for MLH1 (31 cases, 56.4%). 
The main reasons were a punctate nuclear expression of MLH1, relatively weak MLH1 nuclear expression compared to 
internal controls, or both (making MLH1 loss difficult to interpret), which was solved by reducing primary incubation times 
for MLH1. A mean of  ≥ 5 biopsies had adequate immunostains, compared to ≤ 3 biopsies in inadequate cases. Conversely, 
surgical specimens rarely suffered from indeterminate reactions, while weaker staining intensity (p < 0.007) for MLH1 and 
PMS2 and increased patchiness grade (p < 0.0001) were seen. Central artefacts were almost exclusive to surgical specimens. 
MMR status classification was possible in 92/97 matched biopsy/resection specimen cases, and all of these were concordant 
(47 pMMR and 45 dMMR). Evaluation of MMR status on CRC biopsy samples is feasible, if pitfalls in interpretation are 
known, making laboratory-specific appropriate staining protocols fundamental for high-quality diagnoses.
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Introduction

Understanding the clinical and molecular heterogeneity of 
colorectal cancer (CRC) is the basis for an expanding array 
of patient-tailored treatment options. While the majority 
of CRCs follow the chromosomal instability pathway, 
approximately 15% show microsatellite instability (MSI) 
secondary to defective mismatch repair (MMR) mecha-
nisms, thus leading to errors in replication and accumu-
lation of mutations. Genes involved are MLH1, MSH2, 
MSH6 and PMS2 as well as EPCAM (found upstream of 
MSH2), and these may be mutated in the germline set-
ting (such as in Lynch syndrome—LS) or silenced through 
MLH1 promoter methylation, which is the basis of most 
sporadic MSI CRCs. LS is the most frequent heritable can-
cer syndrome (found in about 2–3% of CRC patients), and 
20% of all MSI CRC are LS-associated (as well as other 
cancer types such as endometrium, gastric, small bowel, 
upper tract urothelial cancers, etc.).

In the last 10 years or so, international guidelines from 
various speciality societies (EGAPP working group 2009; 
Stjepanovic et al 2019; Weiss et al. 2021) have advocated 
MMR/MSI testing on all new cases of CRC in an initia-
tive called Universal Screening (US) for LS detection. The 
basis for these recommendations is that, by identifying 
LS patients and their LS kindreds, new cancer diagno-
ses will be reduced though screening and prevention pro-
grammes. US by MMR, however, needs to include further 
steps to reduce the number of identified patients who are 
sent for germline testing, as most MSI CRCs will be, as 
mentioned above, sporadic in nature. About 60% of MLH1 
promoter-methylated sporadic cases will harbour BRAF 
V600E mutations, and consequently, BRAF mutation 
and/or MLH1-methylation status analysis can be used as a 
means of excluding patients from genetic testing (Tibiletti 
et al. 2022).

Besides LS identification, MMR/MSI testing has 
become increasingly important for clinical decision-mak-
ing, as a prognostic and predictive indicator. MMR/MSI 
status has been shown to be associated with better survival 
for stage II and low-risk stage III CRCs (Popat et al. 2005; 
Sinicrope et al. 2021), while data remain controversial on 
the prognostic value of MMR/MSI status in patients with 
metastatic disease (MMR/MSI is found in only 5% of met-
astatic CRCs) (Venderbosch et al. 2014; Innocenti et al 
2019). MMR/MSI testing also seems to be fundamental in 
the choice of adjuvant treatment in stage II and III CRCs. 
Indeed, adjuvant fluoropyrimidine monotherapy seems 
to show limited benefit in MMR-deficient (dMMR)/MSI 
CRC, and, if adjuvant treatment is decided upon (mostly 
for some high-risk stage II and stage III CRCs, though 
there is no agreement between American and European 

guidelines), this should be a combination of fluoropyrimi-
dine and oxaliplatin. Lastly, and perhaps most importantly, 
MMR/MSI testing is the prerequisite biomarker for treat-
ment with immune checkpoint inhibitors (ICIs) in CRC. 
While ICI efficacy has been demonstrated in metastatic 
dMMR/MSI CRCs (Overman et  al. 2017; Diaz et  al. 
2022), leading to swift regulatory approval, its use in the 
neoadjuvant setting is the focus of the most recent clinical 
trials (Ludford et al. 2023). In the NICHE-2 trial (Chalabi 
et al. 2022), a major pathologic response (less than 10% 
of residual viable tumour cells) rate of 95%, including 
67% pathologic complete responses, was achieved in a 
large cohort of dMMR CRC patients treated with short-
term neoadjuvant nivolumab plus ipilimumab and subse-
quent surgery within 6 weeks. Furthermore, in a prospec-
tive phase II study (Cercek et al. 2022), 12 patients with 
dMMR rectal cancer were treated with an anti-PD-1 anti-
body, dostarlimab, and a watch-and-wait strategy (with-
out chemotherapy or surgical intervention) was applied 
if they showed clinical complete response. Though some 
patients had short follow-up, all showed complete clinical 
response, and this has generated great interest, especially 
with regard to organ-sparing disease control.

The identification of dMMR/MSI CRC is, therefore, 
becoming increasingly widespread (though far from ubiq-
uitous) and is possible using immunohistochemical (IHC) 
detection of MMR proteins, polymerase chain reaction 
(PCR) amplification of specific microsatellite repeats or vali-
dated next-generation sequencing (NGS) assay. These tech-
niques are equally valid in detecting dMMR or MSI CRC, 
and various concordance studies show overlapping results, 
even though IHC MMR testing is the most economical and 
widely available method (Bartley et al. 2022; Wang et al. 
2022; Luchini et al. 2019).

While MMR testing is most often carried out on surgical 
samples, studies have shown that biopsy tissue is adequate 
for MMR testing, and indeed, may even be superior con-
sidering that samples are fixed as soon as they are taken, 
showing minimal cold ischemia, and their small size means 
that hypo-fixation is generally not a problem (O’Brien et al. 
2018; Kumarasinghe et al. 2010; Shia et al. 2011; Warrier 
et al. 2011; Vilkin et al. 2015). Furthermore, optimal con-
cordance between MMR status on biopsy and surgical sam-
ples has been observed, making biopsy tissue reliable for 
MMR testing (Kumarasinghe et al. 2010; Shia et al. 2011). 
Are there drawbacks for MMR testing of biopsy tissue? One 
such drawback is that biopsy tissue may vary substantially 
in terms of size and cellularity and may be the only tissue 
obtained from the patient (e.g. in patients presenting with 
metastatic disease, who will not undergo surgical resection), 
making it extremely precious with regard to other molecu-
lar tests which may be or become important for therapeutic 
management (e.g. KRAS/NRAS testing) (Hale et al. 2015). 
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Importantly, while the number of neoplastic biopsies is rec-
ommended for gastric and oesophageal cancers (Lordick 
et al. 2022) (5–8 samples, usually about 5–6; Gullo et al. 
2015; Grillo et al. 2013), no such number is provided for 
colorectal cancer biopsy sampling (van de Velde et al. 2014).

Until now, having pre-surgical knowledge of CRC MMR 
status was important pre-eminently in those rare LS patients 
for whom surgical strategy could vary. Conversely, at the 
present time, the recent neoadjuvant immunotherapy treat-
ment trials require MMR testing on biopsy samples, thus 
meaning that pathologists must change their MMR/MSI test-
ing strategies. In our institution, US by IHC MMR testing 
was introduced in 2012 on all new CRC diagnoses on surgi-
cal resection samples, but we have recently shifted to MMR 
testing of all new CRC biopsy cases. The present study aims 
at identifying, on a prospective case series of biopsies for 
any CRC and a retrospective series of only dMMR CRC 
biopsies, the potential pitfalls in MMR evaluation on biopsy 
tissue and how to cope with them.

Materials and methods

Case selection

In January 2022, a new, prospective institutional protocol 
for the assessment of MMR by immunohistochemistry for 
MLH1, PMS2, MSH2 and MSH6 on biopsy tissue was put 
into place following multidisciplinary team discussion, and 
all findings were added to the pathology report in terms of 
MMR deficiency or proficiency (dMMR versus pMMR—as 
well as which protein/protein couple lost expression). A case 
series comprising 103 unselected, prospective, endoscopic 
biopsy cases diagnostic for CRC between January 2022 and 
September 2022 were identified from the pathology database 
of the University of Genova/IRCCS Ospedale Policlinico 
San Martino, Genova, Italy. Fifty-nine of the 103 patients 
had subsequent surgical resections in the same institution, 
and these cases were also selected.

In order to expand the number of dMMR biopsy cases, a 
second case series, retrospective in nature, identified endo-
scopic biopsies from 38 dMMR CRC resection specimens 
from March 2020 to December 2021 from the same pathol-
ogy database. Figure 1 shows the study design.

Clinical data, including patient age, gender, site of 
tumour and neoadjuvant (chemoradiation) treatment for 
rectal cancers, were obtained from the pathology data-
base. All data were anonymized. The application of the 
LS algorithm is being performed within the framework of 
the Italian ItaLynch Study (an ongoing prospective, obser-
vational multicentric study). Ethics committee approval 
was obtained at the University of Genova/IRCCS Ospedale 
Policlinico San Martino, Genova, Italy, number 101/2021 
(1 March 2021). The study was conducted in accordance 
with the ethical principles of the Declaration of Helsinki.

Histologic analysis

All selected samples were initially evaluated on hae-
matoxylin and eosin-stained sections; only cases with 
invasive adenocarcinoma were included. The grade and 
morphology of the CRC were identified both on biopsy 
tissue (where possible) and on the resection specimen 
when available. Evaluation was performed using a Leica 
DM 2000 LED optical microscope (Leica Microsystems 
Inc., Wetzlar, Germany). All microphotographs were cap-
tured using the Leica Microsystems Flexacam C1 (Full-
HD 1920 × 1080 pixels; Leica Microsystems Inc., Wet-
zlar, Germany) and Leica Application Suite X (LAS X) 
acquisition software (Leica Microsystems Inc., Wetzlar, 
Germany). Images were captured with varying magnifica-
tion—4×, 40× and 63×.

The number of available endoscopic biopsies, as well 
as how many of these contained invasive adenocarcinoma, 
were noted for each patient.

Fig. 1  Schematic showing study 
design. Numbers in boxes: 
number of MMR tested biopsy 
cases in white, and number of 
biopsy cases which also have 
a matched resection specimen 
in blue. CRC  colorectal cancer; 
dMMR mismatch repair-defi-
cient; pMMR mismatch repair-
proficient
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Immunohistochemistry (IHC)

IHC was performed using the BenchMark Ultra (Ventana 
Medical Systems, Roche Diagnostics Division, Hoffmann-
La Roche Ltd, Basel, Switzerland) automated immu-
nostainer and visualization of the antibody-antigen reaction 
was via the indirect biotin-free method, ultraView Universal 
diaminobenzidine detection kit (Ventana Medical Systems, 
Roche Diagnostics Division, Hoffmann-La Roche Ltd, 
Basel, Switzerland). The slides were counterstained with 
haematoxylin. The following antibodies were used: hMLH1 
(M1 clone, Ventana, 60 min heat pre-treatment, incubation 
time 80 min), hPMS2 (EPR3947 clone, Cell marque, 30 min 
heat pre-treatment, incubation time 40 min), hMSH2 (G219-
1129 clone, Cell marque, 30 min heat pre-treatment, incuba-
tion time 60 min) and hMSH6 (clone 44, Ventana, 30 min 
heat pre-treatment, incubation time 20 min). Proof of valida-
tion for antibodies was present in the technical specification 
inserts provided by the manufacturers. Technical validation 
of adequacy of IHC was possible with external on-slide con-
trol composed of colonic mucosa (Bragoni et al. 2017) and/

or internal control of colonic mucosa and/or tumour-associ-
ated stroma. The IHC laboratory at our institution has taken 
part in the UK NEQAS (United Kingdom National External 
Quality Assessment Service) quality assurance assessment 
runs (2022) for MMR testing.

IHC staining evaluation and interpretation

Each case (both biopsy and surgical resection specimens) 
was evaluated blindly by expert gastrointestinal pathologists; 
any differences were resolved by consensus.

Initial evaluation at routine light microscopy permit-
ted categorization (Fassan et al. 2020) of each case in: 
MMR-proficient (pMMR), MMR-deficient (dMMR), 
indeterminate and inadequate. pMMR was thus defined 
when tumour nuclear staining was comparable to the inter-
nal or external controls. dMMR was defined as complete 
loss of nuclear expression of tumour nuclei with retained 
expression in internal control nuclei. Staining was deemed 
indeterminate when tumour nuclei showed focal (< 10% 
of surface) or weak expression, fainter than control nuclei 

Fig. 2  a MMR-deficient biopsy case showing complete loss of MLH1 
expression in nuclei with minimal punctate nuclear expression—this 
type of expression is usually interpreted as loss of expression and 
leads to a diagnosis of deficient MMR. b Case of inadequate MMR 
immunostaining (surgical case), as no nuclear expression is seen in 
either neoplastic or internal control (stromal and inflammatory cells); 
this case was MSS by MSI testing. c Case of MMR-deficient tumour 
with loss of expression of MLH1 and PMS2 (not shown) and sub-

clonal loss of MSH6 (surgical case). d pMMR colorectal cancer 
resection specimen showing central artefact with preserved expres-
sion in neoplastic and control cells towards the periphery, and loss 
of expression of both neoplastic and control cells in the central part 
of the tumour (probably due to hypo-fixation of the central area). 
Scale bar in a, b and c—50 µm, magnification ×40; scale bar in d—
200 µm, magnification ×4
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(Sarode and Robinson 2019). Further indeterminate cases 
were those showing punctate nuclear expression (Fig. 2a) 
or cytoplasmic expression with possible nuclear loss dif-
ficult to reliably assess. Indeterminate cases were sent to 
MSI testing with PCR unless other tissue (e.g. resection 
specimen) was available for repeat testing by IHC. Finally, 
staining was considered inadequate if no nuclear staining 
was observed in either the tumour nuclei or control nuclei 
(Fig. 2b) and immunostaining was repeated or sent to MSI 
testing. MMR status categorization on biopsies is shown 
in Table 1.

All cases, both biopsy and surgical specimens, were 
evaluated for staining intensity, patchiness (patchy stain-
ing distribution, probably due to fixation artefacts, with 
reduced immunostaining in neoplastic cells and/or in inter-
nal controls]) and central artefact (reduction in central 
immunostaining).

Staining intensity was classified as “strong” when stain-
ing of non-tumour nuclei was clearly visible and intense. 
“Weak” was assigned to cases for which control nuclear 
expression was visible but faint. If staining of control nuclei 
was absent, this was deemed inadequate as stated above.

Patchiness of staining was assessed, and scores were 
assigned according to distribution of nuclear staining: 
score 0 when no staining patchiness was observed (stain-
ing in 100% of sample); score 1 when mild patchiness was 
observed (staining in 70–99% of sample), score 2 when 
moderate patchiness was seen (staining in 50–69% of sam-
ple) and finally score 3 patchiness when staining was seen in 
10–49% of the sample. Cases showing < 10% of staining in 
the tumour were considered indeterminate and further action 
was taken (see above). Any true heterogeneity (described 
as confluent areas of staining loss involving multiple adja-
cent glands, with preserved internal control, accompanied 
by confluent areas of staining retention with stark contrast 

between areas) was noted (McCarthy et al. 2019; Loupakis 
et al. 2019) (see Fig. 2c).

Cases were then analysed for central artefact, which is 
defined as the presence of a rim of adequately stained tissue 
towards the outer surface but reduced/inadequate expres-
sion observed in the central part of the tissue (Grillo et al. 
2021). This artefact is mostly due to inadequate fixation of 
tissue, leading to hypo-fixed areas in the central part where 
formalin has not permeated sufficiently, and was scored as 
follows: absent, mild (when most of the section was stained 
except for the innermost portion of tissue) and marked (when 
only the outermost rim was stained and most of the section 
was weakly or inadequately stained) (see Fig. 2d).

Modification of MLH1 immunohistochemistry 
protocols on biopsy tissue

As many dMMR MLH1 stained biopsies showed relatively 
weak expression/punctate MLH1 staining (see results sec-
tion), modified immunostaining protocols were tested to 
identify the best staining protocol for biopsy samples. Vari-
ous combinations of reduced pre-treatment times and/or 
incubation times were tested, and compared with the stand-
ard used in our laboratory (M1 clone, Ventana, 60 min heat 
pre-treatment, incubation time 80 min; this staining protocol 
was tailored for the fixation and processing times of surgical 
specimens in our institution).

In particular:

– M1 clone, Ventana, 60 min heat pre-treatment, incuba-
tion time 40 min (protocol A);

– M1 clone, Ventana, 30 min heat pre-treatment, incuba-
tion time 80 min (protocol B);

– M1 clone, Ventana, 30 min heat pre-treatment, incuba-
tion time 40 min (protocol C).

Table 1  Categorization scheme 
for MMR staining interpretation

pMMR proficient MMR; dMMR deficient MMR; MSI testing microsatellite instability testing by PCR

MLH1 PMS2 MSH2 MSH6 Categorization

Preserved Preserved Preserved Preserved pMMR
Lost Lost Preserved Preserved dMMR
Preserved Lost Preserved Preserved
Preserved Preserved Lost Lost
Preserved Preserved Preserved Lost
Indeterminate or inadequate Lost Lost Probably 

dMMR—
repeat/
confirm on 
MSI

Lost Lost Indeterminate or inadequate

Inadequate/indeterminate Inadequate/indeterminate Unclassi-
fied—repeat/
send to MSI 
testing
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Testing was performed on 24 biopsy specimens from the 
dMMR retrospective series with sufficient tissue available 
and which had undergone surgical resection (so that there 
was no risk of loss of tissue).

MSI analysis in problematic cases, BRAF mutation 
evaluation and MLH1 promoter methylation status 
in CRC with loss of MLH1/PMS2

MSI analysis was performed on cases with indeterminate/
inadequate IHC; as per the LS screening protocol, cases 
with loss of MLH1/PMS2 underwent reflex testing for 
BRAF mutation analysis, and subsequently, if BRAF was 
found to be wild-type, MLH1 promoter methylation status 
was assessed.

Genomic DNA was extracted from formalin-fixed par-
affin-embedded (FFPE) tumour tissue sections using the 
QIAamp DNA FFPE tissue kit (Qiagen, Hilden, Germany) 
and used in the following molecular tests:

1. MSI analysis was performed by amplification of five 
mononucleotide microsatellites markers (Bethesda 
revised panel) and analysis of fluorescent fragments on 
an AB 3500 Genetic Analyzer (Thermo Fisher Scien-
tific, Inc., Waltham, MA, USA). MSI was defined as 
indicated (Umar et al. 2004).

2. BRAF Val600Glu determination was performed by real-
time PCR amplification (Easy PGX Thyroid Real Time 
PCR kit—1% sensitivity [Diatech Pharmacogenetics srl, 
Jesi, Ancona, Italy]).

3. MLH1 promoter methylation by amplification of five 
CpG sites within the MLH1 gene promoter region 
(positions –248 and –178, Deng C-region upstream 
NM_000249.3, 246 base pairs before ATG) in real-time 
PCR of sodium bisulfite-treated genomic DNA. Analy-
sis of methylation CpG sites was performed by pyrose-
quencing on PyroMark Q96 ID and PyroMark CpG 
software (Qiagen, Hilden, Germany). Cases with ≥ 16% 
of methylation CpG islands were considered methylated 
(Adar et al. 2017).

Statistical analysis

Descriptive statistics was applied to demographic and histo-
logic characteristics, including median and range of number 
of biopsies per patient/median and range of biopsies with 
invasive cancer. Differences in staining intensity and patchi-
ness between immunostains and between endoscopic biop-
sies and surgical specimens for each stain were calculated 
using the chi-squared test. A cut-off of p < 0.05 indicated a 
significant difference between groups.

Results

Pooling both prospective and retrospective biopsy series, a 
total of 141 biopsies were evaluated from 140 patients (one 
patient had two sets of biopsies taken from two synchro-
nous cancers). From this pooled case series, 65 (46.4%) were 
men while 75 (53.6%) were women; median patient age was 
77 years (range 33–91). Median number of biopsy samples 
was 6 (range 1–13) while median number of biopsy samples 
with diagnostic adenocarcinoma was 5 (range 1–13).

Considering the pooled biopsy series, 86 cases were 
identified as pMMR while 55 cases were identified as being 
dMMR.

pMMR biopsies from the prospective series

The 86 biopsy cases (see Table 2) were diagnostic in all 
but two indeterminate (one for MLH1 and one for PMS2) 
and one inadequate for PMS2 (all MSS at PCR analysis). 
With regard to staining intensity, PMS2 showed the highest 
number of weak stains, and this was statistically significant 
both comparing all stains together (p < 0.0001) and solely 
comparing PMS2 and MLH1 (p = 0.0002). Score 1 patchi-
ness was seen solely for MLH1 and PMS2, while score 2 
and 3 cases were seen only for PMS2. These differences 
were statistically significant when comparison was made 
between all antibodies (p < 0.0001), while no differences 
were seen between MLH1 and PMS2 (p = 0.155). MSH2 
and MSH6 posed no problems whatsoever with regard to 
staining or patchiness. All biopsy samples were free from 
central, reduced staining artefacts.

dMMR biopsies from the prospective 
and retrospective series

A total of 55 biopsy cases were dMMR (see Table 2): 17 
from the prospective series (17/103—15.5%) and 38 from 
the retrospective series. MLH1 was preserved in three cases 
and clear loss of expression was seen in 20 cases, while 32 
cases showed either indeterminate (31 cases) or inadequate 
(one case) expression. Prospective indeterminate and inad-
equate cases (which all showed clear nuclear expression of 
the MSH2/MSH6 pair) were sent to MSI testing by PCR 
and these were all diagnosed as MSI-H. The main reasons 
for such a high number of indeterminate biopsies were a 
punctate (dot-like) nuclear expression of MLH1 of vari-
able intensity (seven cases), a reduced (but clearly visible) 
nuclear expression compared to internal controls (but no 
complete loss—seven cases) or both (17 cases)—see Fig. 3.

PMS2 was preserved in two cases (with loss of MSH2/
MSH6 and isolated MSH6) while 46 cases showed clear 
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Table 2  Comprehensive table showing, for both biopsy series and their matched resection specimens, categorization, quality, patchiness and 
central artefact for MMR immunoreactions with MLH1, PMS2, MSH2 and MSH6 antibodies

pMMR proficient MMR; dMMR deficient
a Inadequate cases were not evaluated for other variables
b One biopsy case showed loss of MLH1/PMS2 with sub-clonal loss of MSH6 on biopsy (confirmed on the resection specimen)
c  Two cases showed sub-clonal loss
d  Three cases showed sub-clonal loss

Category Staining intensity Patchiness Central artefact

Lost Preserved Indeterminate Inadequate Strong Weak 0 1 2 3 0 1 2

pMMR BIOPSY 
SERIES 86 (pro-
spective)

 MLH1 0 85 1 0 85 1 69 17 0 0 86 0 0
 PMS2 0 84 1 1a 70 15 66 14 4 1 86 0 0
 MSH2 0 86 0 0 86 0 86 0 0 0 86 0 0
 MSH6 0 86 0 0 86 0 86 0 0 0 86 0 0

dMMR BIOPSY SERIES - 55 (17 prospective and 38 retrospective)
 MLH1 20 3 31 1a 44 10 53 1 1 0 55 0 0
 PMS2 46 2 1 6a 38 11 55 0 0 0 55 0 0
 MSH2 1 54 0 0 50 5 55 0 0 0 55 0 0
 MSH6 3 52 0 0 50 5 55b 0 0 0 55 0 0

pMMR SURGICAL RESECTION SERIES - 48 (prospective)
 MLH1 0 48 0 0 44 4 13 17 12 6 32 4 12
 PMS2 0 48 0 0 39 9 13 11 14 10 36 2 10
 MSH2 0 48 0 0 47 1 38 5 2 3 45 0 3
 MSH6 0 48 0 0 47 1 35 8 2 3 43 2 3

dMMR SURGICAL RESECTION SERIES - 49 (11 prospective and 38 retrospective)
 MLH1 44 3 1 1a 33 15 25 9 8 6 38 1 9
 PMS2 45 3 0 1a 38 10 30 4 9 5 40 3 5
 MSH2 1 48c 0 0 44 5 25 7 8 9 39 3 7
 MSH6 2 47d 0 0 48 1 29 5 7 8 42 2 5

Fig. 3  Biopsy cases of colorectal cancers with MMR deficiency 
but indeterminate MLH1 expression (MSI-H by PCR analysis and 
loss of MLH1 on subsequent resection specimens). a MLH1/PMS2 
MMR-deficient colorectal cancer showing reduced nuclear MLH1 
immunostaining with punctate nuclear expression (blue arrows) and 
preserved, intense, nuclear control in stromal cells (red arrows); b 
MLH1/PMS2 MMR-deficient colorectal cancer showing relatively 

weak nuclear expression of MLH1 (blue arrows) which is only 
slightly reduced compared to preserved, intense, nuclear control in 
stromal cells (red arrows); c MLH1/PMS2 MMR-deficient colorectal 
cancer showing relatively weak nuclear expression and nuclear punc-
tate expression of MLH1 (see blue arrows); red arrows show internal 
control non-neoplastic crypts with preserved intense nuclear expres-
sion. Scale bar—50 µm, magnification ×40
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nuclear loss of expression; six biopsy cases were inade-
quate and only one was indeterminate with slightly reduced 
nuclear expression compared to the internal control. Of the 
six inadequate cases, one was also inadequate for MLH1 and 
two were indeterminate for MLH1.

With regard to MSH2 and MSH6, one case showed 
nuclear expression loss with paired loss of expression of 
MSH6. One case showed isolated loss of MSH6, while one 
cased showed loss of MLH1/PMS2 and MSH6 (this was an 
interesting case which showed true heterogeneity of expres-
sion and sub-clonal loss of MSH6 also seen on the resec-
tion specimen). No indeterminate or inadequate cases were 
seen for MSH2 or MSH6. Statistically significant differences 
were seen between indeterminate/inadequate category for 
MLH1 versus PMS2 (p < 0.0001) and for paired MLH1/
PMS2 versus paired MSH2/MSH6 (p < 0.0001).

With regard to staining intensity, MLH1 and PMS2 (10 
and 11 cases, respectively) showed the highest number of 
weak stains, and this was statistically significant when cou-
ples were compared—MLH1/PMS2 versus MSH2/MSH6 
(p = 0.00198). Score 1 and 2 patchiness were seen in only 
one case each (for MLH1), while no central artefacts were 
present in any biopsy with any stain.

The 51 cases with loss of MLH1/PMS2 showed BRAF 
V600E mutation in 32 cases, while 17 cases were BRAF 
wild-type; of these latter cases, 13 showed MLH1 promoter 
methylation, two were unmethylated, and in two, methyla-
tion status was unavailable. In two cases, BRAF mutation 
and MLH1 methylation status were unavailable. When con-
sidering only the 31 cases with indeterminate MLH1 (but 
loss of PMS2), 19 cases showed BRAF V600E mutations 
while 12 were BRAF wild-type cases, nine of which were 
methylated in MLH1 promoter, one was indeterminate for 
methylation (and was lost to follow-up) and two showed 
no promoter methylation. Of the two BRAF wild-type and 

MLH1 promoter unmethylated cases, one patient went to 
genetic testing and no germline mutation was identified, and 
one patient (a 60-year-old man) refused testing.

IHC protocol testing in dMMR cases 
with indeterminate results for MLH1

Out of the three modified MLH1 immunostaining protocols, 
all showed diminished spurious MLH1 staining, with only 
slight/minimal dot-like nuclear staining, greatly reduced 
from the initial evaluation with the standard protocol. Com-
prehensive analysis showed that the best protocol was pro-
tocol A with reduced incubation times only. This staining 
protocol showed the best overall performance, with reduced 
spurious neoplastic cell MLH1 staining but retained con-
vincing nuclear staining of control, non-neoplastic, nuclei 
(see Fig. 4). Protocol B still showed neoplastic nuclei MLH1 
spurious staining, while protocol C showed excessively 
diminished control nucleus staining.

pMMR resection specimens

Forty-eight pMMR biopsies from the prospective series had 
paired resection specimens, and these all showed preserved 
nuclear expression; none were classified as indeterminate 
or inadequate. With regard to staining intensity, MLH1 and, 
more so, PMS2 showed weak nuclear expression, and these 
differences were statistically significant when comparing all 
immunostains, both individually and as pairs (p = 0.006 and 
p = 0.003, respectively). Significant differences (p < 0.0001) 
were seen in patchiness between immunostains, with most 
score 2 and 3 patchiness seen for MLH1 and PMS2 cases. 
Similarly, central artefact also showed statistically signifi-
cant differences between immunostains (p = 0.0125), with 
scores 1 and 2 predominantly seen for MLH1 and PMS2.

Fig. 4  a Biopsy case from a MLH1/PMS2 MMR-deficient colorectal 
cancer showing MLH1 immunostaining with relatively weak nuclear 
expression and punctate nuclear expression (see inset). b This is the 
same case as a, subsequent to modification of immunohistochemis-
try protocol (protocol A) with reduced primary antibody incuba-

tion times. The red arrows show that the internal control cell nuclei 
have maintained expression while the neoplastic cells show greatly 
reduced spurious positivity (blue arrows). Scale bar—50 µm, magni-
fication ×40 (10 µm in inset, magnification ×63)
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dMMR resection specimens

Forty-nine dMMR biopsies (11 from the prospective series 
and 38 from the retrospective series) had paired resection 
specimens. MLH1 expression was lost in 44 surgical cases 
and preserved in three; one case was indeterminate (but 
showed paired loss of PMS2) and one case was inadequate 
for both MLH1 and PMS2 (but had had MSI PCR testing on 
the biopsy showing MSI-H). With regard to staining inten-
sity in surgical specimens, both MLH1 and PMS2 showed 
a significantly higher rate of weak nuclear expression com-
pared to MSH2 and MSH6 (p = 0.0006). No statistical dif-
ferences in patchiness were seen between immunostains and, 
indeed, score 2 or 3 patchiness was seen in 30.9% of all 
immunoreactions. Of interest, three cases with MLH1/PMS2 
loss also showed true heterogeneity, with sub-clonal loss of 
MSH2 and MSH6 (two cases) or only of MSH6 (one case—
already discussed in the dMMR biopsy section). Score 2 
central artefacts were seen in 26 immunoreactions (13.4%), 
with no significant differences between antibodies.

Concordance of MMR status between biopsy 
and resection specimens

Classification of MMR status, as specified in Table 1, was 
possible in 92 out of 97 biopsy cases matched with resec-
tion specimens, and these were all concordant (47 pMMR 
and 45 dMMR). In five MMR unclassified cases it was not 
possible to assign MMR status, as described below. All five 
cases underwent MSI PCR testing, and four were diagnosed 
as MSI-H.

In one case, classified as inadequate for MLH1 and 
PMS2, the matched resection specimen showed loss of 
MLH1/PMS2 in the tumour. Two biopsy cases were classi-
fied as indeterminate for MLH1 and inadequate for PMS2, 
and these showed loss of MLH1/PMS2 in the matched resec-
tion specimen. The last two cases were indeterminate for 
MLH1 and PMS2, and one was MSI-H at PCR testing and 
dMMR on the resection specimen, while one was MSS at 
PCR testing and pMMR on the matched resection specimen.

Comparison of staining intensity, patchiness 
and central artefact between matched biopsy 
and resection specimen samples

No statistically significant differences were seen with regard 
to staining intensity between biopsy and surgical samples 
when the pair MSH2/MSH6 was considered. On the other 
hand, intensity was better in biopsy samples stained with 
MLH1 than on resection specimens, as the former showed 
more frequent strong staining intensity (p < 0.007) while 
this was not true for PMS2 staining (p = 0.9). Patchiness 
was significantly more pronounced in surgical resection 

specimens than in biopsy samples—score 2/3 patchiness in 
6/563 immunoreactions performed on biopsy samples versus 
106/380 immunoreactions performed on surgical samples 
(p < 0.0001). Central artefact was seen exclusively in resec-
tion specimens.

Other variables

Five rectal adenocarcinomas underwent neoadjuvant treat-
ment (all with pMMR biopsies) and one case had minimal 
response (score 1 according to Dworak (Dworak et al. 1997), 
two cases showed moderate score 2 response and two fur-
ther cases showed near complete score 3 response. No post-
surgical pre-treated specimen showed loss of expression (in 
particular none showed loss of MSH6); one case showed 
score 3 patchiness.

With regard to histotype evaluated on resection speci-
mens (excluding the five neoadjuvant cases), most MSI 
cases were solid, rich in infiltrating lymphocytes and muci-
nous or heterogeneous in histology, while most MSS cases 
showed conventional, low- or high-grade glandular histology 
(p < 0.0001). Of note is that seven (14%) MSI cases showed 
conventional low-grade glandular histology. On biopsy spec-
imens, MSI cases were equally distributed between more 
conventional histology (30/55—54.5%) and mucinous or 
solid carcinomas (25/55—45.5%), while MSS cases were 
only rarely solid or mucinous (5/86—5.8%), and these dif-
ferences were statistically significant (p < 0.0001).

Cases deemed adequate for immunoreaction evalu-
ation had a mean of ≥ 5 biopsies, while cases inadequate 
for immunoreaction evaluation had a mean of ≤ 3 biopsies, 
although this was not statistically significant (low number 
of inadequate cases).

Discussion

Universal MMR/MSI testing in CRC has become wide-
spread in pathology laboratories, as it confers important 
information regarding prognosis, possible LS diagnosis and 
treatment choices (Vikas et al. 2023). Recent evidence on 
neoadjuvant ICI therapy in colonic and rectal cancer requires 
that testing be performed on biopsy tissue, before surgery. 
The present study was not focused on whether this was pos-
sible—indeed, concordance between MMR status on biopsy 
and resection specimen is excellent in our study, similarly 
to prior experiences by other research groups (Kumarasin-
ghe et al. 2010; Shia et al. 2011)—but it concentrated on 
any MMR technical/evaluation difficulties which may be 
encountered in the biopsy setting and how to overcome 
these.

MMR testing on biopsy tissue has important advantages 
as it enables clinicians to tailor treatment to the patient’s 
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cancer with a rapid (and pre-surgical) evaluation of MMR 
status. Furthermore, biopsies generally do not suffer from 
hypo-fixation/cold ischemia and, as shown in our contribu-
tion, tend to have little patchiness of expression and no cen-
tral artefact, both of which are decidedly more pronounced 
in resection specimens. Biopsy specimens, in our series, 
showed better quality of expression with fewer weak cases 
for all stains except for PMS2.

While these results are in some way predictable, the 
finding of numerous MLH1 indeterminate/problematic 
cases on biopsy tissue (extremely frequent in our biopsy 
series—56.4%) has only been briefly touched upon before, 
and is of extreme importance. Most indeterminate cases 
showed partial nuclear expression which was either punc-
tate and/or present but of weaker intensity compared to the 
internal control (so-called MLH1 relatively weak expression 
cases). This reduced expression was sometimes minimal 
and could be easily mistaken for preserved MLH1 expres-
sion. Punctate expression has been described in a few stud-
ies (Niu et al. 2018; Loughrey et al. 2019; Dasgupta et al. 
2020; Zhang et al. 2020), and this has been noted to be more 
obvious in biopsy specimens than in large resection speci-
mens, as underlined by our contribution (Niu et al. 2018; 
Zhang et al. 2020). Punctate expression of MLH1 has been 
observed and reported for a specific clone (the M1 clone, 
Ventana Medical Systems, Roche Diagnostics Division, 
Hoffmann-La Roche Ltd, Basel, Switzerland), which was 
also used in our study, and it could represent either increased 
sensitivity of the clone (which may recognize functionally 
impaired protein but with preserved antigenicity) or pre-
analytic/analytic factors. The UK-NEQAS initiative on 
quality assurance in immunocytochemistry of MMR protein 
antibodies, conducted between 2011 and 2019, evaluated 
more than three different clones for each different antibody. 
Comprehensive analysis demonstrated that immunoexpres-
sion with the DAKO platform and antibodies performed bet-
ter than Ventana ultraView (see link extension://elhekieabhb
kpmcefcoobjddigjcaadp/https:// ukneq asicc ish. org/ wp- conte 
nt/ uploa ds/ 2019/ 09/ MMR- Prote in- IHC- Parry- and- Dodson- 
ECP- 2019- FINAL. pdf, poster from ECP 2019). Other fre-
quently used clones (such asES05) have not been reported to 
show punctate MLH1 expression. The study by Zhang et al. 
(2020) tried to identify the causes of punctate MLH1 expres-
sion, postulating that it could be due to short fixation times. 
However, the pilot study (using colon mucosa samples fixed 
for various times) failed to demonstrate this. Conversely, in 
our study, we hypothesized that punctate staining/relatively 
weak expression MLH1 staining could be due to aggressive 
antigen retrieval/incubation protocols, and we showed that 
by decreasing primary antibody incubation times for biopsy 
samples, this greatly reduces spurious MLH1 expression. 
This is an important finding as it could mean modification of 
our IHC protocols, tailoring them to biopsy versus surgical 

specimens. This finding also underlines the importance of 
internal quality assurance programmes (Grillo et al. 2017, 
2015; Gambella et al. 2017) and that each laboratory must 
validate and check its immunostaining protocols on different 
types of tissue.

Reports in the literature have identified punctate/rela-
tively weak expression MLH staining in CRC—as well as in 
endometrial cancer biopsies (Dasgupta et al. 2020)—and, as 
testing will be increasingly performed on pre-surgical biopsy 
samples, it is likely that it will become an important pitfall 
which must be recognized (Markov et al. 2017).

Of interest is that a relatively recent study (Tarancón-Diez 
et al. 2020) proposed that sporadic dMMR CRC showed 
weak to relatively weak MLH1 expression, with complete 
PMS2 loss in 25%, while this was seen in only 8.5% of LS-
associated CRC, making relatively weak expression MLH1 
staining a possible marker of sporadic dMMR CRC. In 
our series, while most cases showed BRAF mutation and/
or MLH1 promoter methylation, two biopsy samples were 
BRAF wild-type and MLH1 promoter unmethylated, and for 
one patient, LS was excluded by genetic analysis (the other 
patient refused testing). The idea that relatively weak MLH1 
expression could predict CRC sporadic nature is indeed 
interesting, and our own study seems to lean towards this 
hypothesis even though further, larger case series are neces-
sary to confirm this finding.

Lastly, an adequate number of neoplastic biopsy samples 
is the basis of MMR testing, and we have shown that at least 
five samples is probably sufficient for testing (similarly to 
the biopsy numbers suggested for HER2 and PD-L1 test-
ing in gastric cancer; Gullo et al. 2015; Grillo et al. 2013; 
Mastracci et al. 2022). Differences in number of biopsies 
probably impacts on MMR status definition inasmuch as 
cases with few biopsies show a lower quantity of invasive 
cancer available for assessment. Considering that cases 
are deemed pMMR when > 10% of neoplastic invasive 
cells show nuclear expression, having a greater number of 
biopsies, and therefore more neoplastic cells to evaluate, 
increases confidence in appropriate MMR status assessment.

This study has highlighted four factors which must be 
considered in this setting: (1) Pathologists must be aware 
that punctate/dot-like or relatively weak MLH1 expression 
exists, especially on biopsy tissue if the M1 clone is used. 
(2) A reliable, strong internal control is important, as cases 
which are dMMR but show reduced expression compared 
to the control are sometimes difficult to identify. (3) PMS2 
expression is lost in such cases and, while this helps in iden-
tifying the cancers as dMMR, it does cause problems for 
LS diagnosis. Indeed, isolated loss of PMS2, with retained 
MLH1 expression, triggers referral to genetic analysis due 
to the increased risk of LS and guides the geneticist to look 
for PMS2 germline mutations (which is also problematic 
considering the numerous pseudogenes which increase its 

https://ukneqasiccish.org/wp-content/uploads/2019/09/MMR-Protein-IHC-Parry-and-Dodson-ECP-2019-FINAL.pdf
https://ukneqasiccish.org/wp-content/uploads/2019/09/MMR-Protein-IHC-Parry-and-Dodson-ECP-2019-FINAL.pdf
https://ukneqasiccish.org/wp-content/uploads/2019/09/MMR-Protein-IHC-Parry-and-Dodson-ECP-2019-FINAL.pdf
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complexity). (4) MSI-PCR testing is warranted for biopsies 
with indeterminate/inadequate MMR results.

In conclusion, evaluation of MMR status on CRC biopsy 
samples is feasible, and correlation between biopsy and sur-
gical samples is excellent, if pitfalls in interpretation are 
known. Pathologists must be made aware of punctate/dot-
like or relatively weak expression MLH1 immunostaining, 
which could cause significant problems, and quality assur-
ance programmes to identify appropriate staining protocols, 
internal to each IHC laboratory, are fundamental for high-
quality diagnoses.

Acknowledgements We wish to thank Ms Simona Pigozzi for per-
forming all immunohistochemistry and for trusting us in modifying 
laboratory protocols.

Author contributions F.G. and L.M. performed study design, evaluated 
cases and wrote the main manuscript text; M.P. and S.B. constructed 
the database and collected cases; A.G. and V.A. prepared figures and 
tables; S.S and A.P collected clinical data; S.L and M.D. performed 
molecular analyses; P.P., A.V. and M.F. aided in study design and criti-
cally reviewed the manuscript. All authors reviewed and approved the 
manuscript.

Funding Open access funding provided by Università degli Studi di 
Genova within the CRUI-CARE Agreement. We also wish to acknowl-
edge IRCCS Ospedale Policlinico San Martino for providing funds in 
the 5×1000 2019 (to Prof. Grillo) and 5×1000 2021 (to Dr Stefania 
Sciallero) funding framework.

Data availability Data will be made available upon reasonable request.

Declarations 

Conflict of interest M.F. has been involved in consulting/advisory 
roles in Astellas Pharma, Pierre Fabre, MSD, GlaxoSmithKline, Am-
gen, Novartis and Roche, and received research funding from Astellas 
Pharma, QED Therapeutics, Diaceutics and Macrophage Pharma.

Open Access  This article is licensed under a Creative Commons Attri-
bution 4.0 International License, which permits use, sharing, adapta-
tion, distribution and reproduction in any medium or format, as long 
as you give appropriate credit to the original author(s) and the source, 
provide a link to the Creative Commons licence, and indicate if changes 
were made. The images or other third party material in this article are 
included in the article's Creative Commons licence, unless indicated 
otherwise in a credit line to the material. If material is not included in 
the article's Creative Commons licence and your intended use is not 
permitted by statutory regulation or exceeds the permitted use, you will 
need to obtain permission directly from the copyright holder. To view a 
copy of this licence, visit http:// creat iveco mmons. org/ licen ses/ by/4. 0/.

References

Adar T, Rodgers LH, Shannon KM, Yoshida M, Ma T, Mattia A, Lau-
wers GY, Iafrate AJ, Chung DC (2017) A tailored approach to 
BRAF and MLH1 methylation testing in a universal screening 
program for Lynch syndrome. Mod Pathol 30:440–447. https:// 
doi. org/ 10. 1038/ modpa thol. 2016. 211

Bartley AN, Mills AM, Konnick E, Overman M, Ventura CB, Souter L, 
Colasacco C, Stadler ZK, Kerr S, Howitt BE, Hampel H, Adams 

SF, Johnson W, Magi-Galluzzi C, Sepulveda AR, Broaddus RR 
(2022) Mismatch repair and microsatellite instability testing for 
immune checkpoint inhibitor therapy: guideline from the Col-
lege of American Pathologists in collaboration with the Associa-
tion for Molecular Pathology and Fight Colorectal Cancer. Arch 
Pathol Lab Med 146:1194–1210. https:// doi. org/ 10. 5858/ arpa. 
2021- 0632- CP

Bragoni A, Gambella A, Pigozzi S, Grigolini M, Fiocca R, Mastracci 
L, Grillo F (2017) Quality control in diagnostic immunohisto-
chemistry: integrated on-slide positive controls. Histochem Cell 
Biol 148:569–573. https:// doi. org/ 10. 1007/ s00418- 017- 1596-y

Cercek A, Lumish M, Sinopoli J, Weiss J, Shia J, Lamendola-Essel M, 
El Dika IH, Segal N, Shcherba M, Sugarman R, Stadler Z, Yae-
ger R, Smith JJ, Rousseau B, Argiles G, Patel M, Desai A, Saltz 
LB, Widmar M, Iyer K, Zhang J, Gianino N, Crane C, Romesser 
PB, Pappou EP, Paty P, Garcia-Aguilar J, Gonen M, Gollub M, 
Weiser MR, Schalper KA, Diaz LA Jr (2022) PD-1 blockade in 
mismatch repair deficient, locally advanced rectal cancer. N Engl 
J Med 386:2363–2376. https:// doi. org/ 10. 1056/ NEJMo a2201 445

Chalabi M, Verschoor YL, van den Berg J, Sikorska K, Beets G, Lent 
AV, Grootscholten MC, Aalbers A, Buller N, Marsman H, Hen-
driks E, Burger PWA, Aukema T, Oosterling S, Beets-Tan R, 
Schumacher TN, van Leerdam M, Voest EE, Haanen JBAG (2022) 
Neoadjuvant immune checkpoint inhibition in locally advanced 
MMR-deficient colon cancer: the NICHE-2 study. Ann Oncol. 
https:// doi. org/ 10. 1016/ annonc/ annon c1089

Dasgupta S, Ewing-Graham PC, Groenendijk FH, Stam O, Biermann 
KE, Doukas M, Dubbink HJ, van Velthuysen MF, Dinjens WNM, 
Van Bockstal MR (2020) Granular dot-like staining with MLH1 
immunohistochemistry is a clone-dependent artefact. Pathol Res 
Pract 216:152581. https:// doi. org/ 10. 1016/j. prp. 2019. 152581

Diaz LA Jr, Shiu KK, Kim TW, Jensen BV, Jensen LH, Punt C, Smith 
D, Garcia-Carbonero R, Benavides M, Gibbs P, de la Fourchar-
diere C, Rivera F, Elez E, Le DT, Yoshino T, Zhong WY, Fogel-
man D, Marinello P, Andre T, KEYNOTE-177 Investigators 
(2022) Pembrolizumab versus chemotherapy for microsatellite 
instability-high or mismatch repair-deficient metastatic colorectal 
cancer (KEYNOTE-177): final analysis of a randomised, open-
label, phase 3 study. Lancet Oncol 23:659e70. https:// doi. org/ 10. 
1016/ S1470- 2045(22) 00197-8

Dworak O, Keilholz L, Hoffmann A (1997) Pathological features of 
rectal cancer after preoperative radiochemotherapy. Int J Colorec-
tal Dis 12:19–23. https:// doi. org/ 10. 1007/ s0038 40050 072

Evaluation of Genomic Applications in Practice and Prevention 
(EGAPP) Working Group (2009) Recommendations from the 
EGAPP working group: genetic testing strategies in newly diag-
nosed individuals with colorectal cancer aimed at reducing mor-
bidity and mortality from Lynch syndrome in relatives. Genet 
Med 11:35–41. https:// doi. org/ 10. 1097/ GIM. 0b013 e3181 8fa2ff

Fassan M, Scarpa A, Remo A, De Maglio G, Troncone G, Marchetti 
A, Doglioni C, Ingravallo G, Perrone G, Parente P, Luchini C, 
Mastracci L (2020) Current prognostic and predictive biomark-
ers for gastrointestinal tumors in clinical practice. Pathologica 
112:248–259. https:// doi. org/ 10. 32074/ 1591- 951X- 158

Gambella A, Porro L, Pigozzi S, Fiocca R, Grillo F, Mastracci L (2017) 
Section detachment in immunohistochemistry: causes, trouble-
shooting, and problem-solving. Histochem Cell Biol 148:95–101. 
https:// doi. org/ 10. 1007/ s00418- 017- 1558-4

Grillo F, Fassan M, Ceccaroli C, Giacometti C, Curto M, Zagonel V, 
Ceppa P, Nitti D, Castoro C, Fiocca R, Rugge M, Mastracci L 
(2013) The reliability of endoscopic biopsies in assessing HER2 
status in gastric and gastroesophageal junction cancer: a study 
comparing biopsies with surgical samples. Transl Oncol 6:10–16. 
https:// doi. org/ 10. 1593/ tlo. 12334

Grillo F, Pigozzi S, Ceriolo P, Calamaro P, Fiocca R, Mastracci L 
(2015) Factors affecting immunoreactivity in long-term storage 

http://creativecommons.org/licenses/by/4.0/
https://doi.org/10.1038/modpathol.2016.211
https://doi.org/10.1038/modpathol.2016.211
https://doi.org/10.5858/arpa.2021-0632-CP
https://doi.org/10.5858/arpa.2021-0632-CP
https://doi.org/10.1007/s00418-017-1596-y
https://doi.org/10.1056/NEJMoa2201445
https://doi.org/10.1016/annonc/annonc1089
https://doi.org/10.1016/j.prp.2019.152581
https://doi.org/10.1016/S1470-2045(22)00197-8
https://doi.org/10.1016/S1470-2045(22)00197-8
https://doi.org/10.1007/s003840050072
https://doi.org/10.1097/GIM.0b013e31818fa2ff
https://doi.org/10.32074/1591-951X-158
https://doi.org/10.1007/s00418-017-1558-4
https://doi.org/10.1593/tlo.12334


124 Histochemistry and Cell Biology (2023) 160:113–125

1 3

of formalin-fixed paraffin-embedded tissue sections. Histochem 
Cell Biol 144:93–99. https:// doi. org/ 10. 1007/ s00418- 015- 1316-4

Grillo F, Bruzzone M, Pigozzi S, Prosapio S, Migliora P, Fiocca R, 
Mastracci L (2017) Immunohistochemistry on old archival par-
affin blocks: is there an expiry date? J Clin Pathol 70:988–993. 
https:// doi. org/ 10. 1136/ jclin path- 2017- 204387

Grillo F, Campora M, Pigozzi S, Bonadio S, Valle L, Ferro J, Paudice 
M, Dose B, Mastracci L (2021) Methods for restoration of ki67 
antigenicity in aged paraffin tissue blocks. Histochem Cell Biol 
156:183–190. https:// doi. org/ 10. 1007/ s00418- 021- 01987-w

Gullo I, Grillo F, Molinaro L, Fassan M, De Silvestri A, Tinelli C, 
Rugge M, Fiocca R, Mastracci L (2015) Minimum biopsy set 
for HER2 evaluation in gastric and gastro-esophageal junction 
cancer. Endosc Int Open 3:E165-170. https:// doi. org/ 10. 1055/s- 
0034- 13913 59

Hale MD, Gotoda T, Hayden JD, Grabsch HI (2015) Endoscopic 
biopsies from gastrointestinal carcinomas and their suitability for 
molecular analysis: a review of the literature and recommenda-
tions for clinical practice and research. Histopathology 67:147–
157. https:// doi. org/ 10. 1111/ his. 12626

Innocenti F, Ou FS, Qu X, Zemla TJ, Niedzwiecki D, Tam R, Mahajan 
S, Goldberg RM, Bertagnolli MM, Blanke CD, Sanoff H, Atkins 
J, Polite B, Venook AP, Lenz HJ, Kabbarah O (2019) Mutational 
analysis of patients with colorectal cancer in CALGB/SWOG 
80405 identifies new roles of microsatellite instability and tumor 
mutational burden for patient outcome. J Clin Oncol 37:1217–
1227. https:// doi. org/ 10. 1200/ JCO. 18. 01798

Kumarasinghe AP, de Boer B, Bateman AC, Kumarasinghe MP (2010) 
DNA mismatch repair enzyme immunohistochemistry in colorec-
tal cancer: a comparison of biopsy and resection material. Pathol-
ogy 42:414–420. https:// doi. org/ 10. 3109/ 00313 025. 2010. 493862

Lordick F, Carneiro F, Cascinu S, Fleitas T, Haustermans K, Piessen G, 
Vogel A, Smyth EC, Guidelines Committee ESMO (2022) Gastric 
cancer: ESMO clinical practice guideline for diagnosis, treatment 
and follow-up. Ann Oncol S0923–7534(22):01851–01858. https:// 
doi. org/ 10. 1016/j. annonc. 2022. 07. 004

Loughrey MB, Dunne PD, Coleman HG, McQuaid S, James JA (2019) 
Punctate MLH1 mismatch repair immunostaining in colorectal 
cancer. Histopathology 74:795–797. https:// doi. org/ 10. 1111/ his. 
13780

Loupakis F, Maddalena G, Depetris I, Murgioni S, Bergamo F, Dei Tos 
AP, Rugge M, Munari G, Nguyen A, Szeto C, Zagonel V, Lonardi 
S, Fassan M (2019) Treatment with checkpoint inhibitors in a 
metastatic colorectal cancer patient with molecular and immuno-
histochemical heterogeneity in MSI/dMMR status. J Immunother 
Cancer 7:297. https:// doi. org/ 10. 1186/ s40425- 019- 0788-5

Luchini C, Bibeau F, Ligtenberg MJL, Singh N, Nottegar A, Bosse 
T, Miller R, Riaz N, Douillard JY, Andre F, Scarpa A (2019) 
ESMO recommendations on microsatellite instability testing for 
immunotherapy in cancer, and its relationship with PD-1/PD-L1 
expression and tumour mutational burden: a systematic review-
based approach. Ann Oncol 30:1232–1243. https:// doi. org/ 10. 
1093/ annonc/ mdz116

Ludford K, Ho WJ, Thomas JV, Raghav KPS, Murphy MB, Fleming 
ND, Lee MS, Smaglo BG, You YN, Tillman MM, Kamiya-Mat-
suoka C, Thirumurthi S, Messick C, Johnson B, Vilar E, Dasari A, 
Shin S, Hernandez A, Yuan X, Yang H, Foo WC, Qiao W, Maru 
D, Kopetz S, Overman MJ (2023) Neoadjuvant pembrolizumab in 
localized microsatellite instability high/deficient mismatch repair 
solid tumors. J Clin Oncol. https:// doi. org/ 10. 1200/ JCO. 22. 01351

Markow M, Chen W, Frankel WL (2017) Immunohistochemical pit-
falls: common mistakes in the evaluation of Lynch syndrome. 
Surg Pathol Clin 10:977–1007. https:// doi. org/ 10. 1016/j. path. 
2017. 07. 012

Mastracci L, Grillo F, Parente P, Gullo I, Campora M, Angerilli V, 
Rossi C, Sacramento ML, Pennelli G, Vanoli A, Fassan M (2022) 
PD-L1 evaluation in the gastrointestinal tract: from biological 
rationale to its clinical application. Pathologica 114:352–364. 
https:// doi. org/ 10. 32074/ 1591- 951X- 803

McCarthy AJ, Capo-Chichi JM, Spence T, Grenier S, Stockley T, 
Kamel-Reid S, Serra S, Sabatini P, Chetty R (2019) Heterogenous 
loss of mismatch repair (MMR) protein expression: a challenge for 
immunohistochemical interpretation and microsatellite instability 
(MSI) evaluation. J Pathol Clin Res 5:115–129. https:// doi. org/ 
10. 1002/ cjp2. 120

Niu BT, Hammond RFL, Leen SLS, Faruqi AZ, Trevisan G, Gilks 
CB, Singh N (2018) Artefactual punctate MLH1 staining can 
lead to erroneous reporting of isolated PMS2 loss. Histopathol-
ogy 73:703–705. https:// doi. org/ 10. 1111/ his. 13663

O’Brien O, Ryan É, Creavin B, Kelly ME, Mohan HM, Geraghty R, 
Winter DC, Sheahan K (2018) Correlation of immunohistochemi-
cal mismatch repair protein status between colorectal carcinoma 
endoscopic biopsy and resection specimens. J Clin Pathol 71:631–
636. https:// doi. org/ 10. 1136/ jclin path- 2017- 204946

Overman MJ, McDermott R, Leach JL, Lonardi S, Lenz HJ, Morse 
MA, Desai J, Hill A, Axelson M, Moss RA, Goldberg MV, 
Cao ZA, Ledeine JM, Maglinte GA, Kopetz S, André T (2017) 
Nivolumab in patients with metastatic DNA mismatch repair-
deficient or microsatellite instability-high colorectal cancer 
(CheckMate 142): an open-label, multicentre, phase 2 study. Lan-
cet Oncol 18:1182e91. https:// doi. org/ 10. 1016/ S1470- 2045(17) 
30422-9

Popat S, Hubner R, Houlston R (2005) Systematic review of micros-
atellite instability and colorectal cancer prognosis. J Clin Oncol 
23:609e18. https:// doi. org/ 10. 1200/ JCO. 2005. 01. 086

Sarode VR, Robinson L (2019) Screening for lynch syndrome by 
immunohistochemistry of mismatch repair proteins: significance 
of indeterminate result and correlation with mutational studies. 
Arch Pathol Lab Med 143:1225–1233. https:// doi. org/ 10. 5858/ 
arpa. 2018- 0201- OA

Shia J, Stadler Z, Weiser MR, Rentz M, Gonen M, Tang LH, Vaki-
ani E, Katabi N, Xiong X, Markowitz AJ, Shike M, Guillem J, 
Klimstra DS (2011) Immunohistochemical staining for DNA mis-
match repair proteins in intestinal tract carcinoma: how reliable 
are biopsy samples? Am J Surg Pathol 35:447–454. https:// doi. 
org/ 10. 1097/ PAS. 0b013 e3182 0a091d

Sinicrope FA, Chakrabarti S, Laurent-Puig P, Huebner L, Smyrk TC, 
Tabernero J, Mini E, Goldberg RM, Zaanan A, Folprecht G, Van 
Laethem JL, Le Malicot K, Shi Q, Alberts SR, Taieb J (2021) 
Prognostic variables in low and high risk stage III colon can-
cers treated in two adjuvant chemotherapy trials. Eur J Cancer 
144:101e12. https:// doi. org/ 10. 1016/j. ejca. 2020. 11. 016

Stjepanovic N, Moreira L, Carneiro F, Balaguer F, Cervantes A, Bal-
maña J, Martinelli E, ESMO Guidelines Committee (2019) Hered-
itary gastrointestinal cancers: ESMO clinical practice guidelines 
for diagnosis, treatment and follow-up. Ann Oncol 30:1558–1571. 
https:// doi. org/ 10. 1093/ annonc/ mdz233

Tarancón-Diez M, Büttner R, Friedrichs N (2020) Enhanced tumoral 
MLH1-expression in MLH1-/PMS2-deficient colon cancer is 
indicative of sporadic colon cancer and not HNPCC. Pathol Oncol 
Res 26:1435–1439. https:// doi. org/ 10. 1007/ s12253- 018- 00571-3

Tibiletti MG, Carnevali I, Calò V, Cini G, Lucci Cordisco E, Remo 
A, Urso E, Oliani C, Ranzani GN, on behalf of A.I.F.E.G (2022) 
Universal testing for MSI/MMR status in colorectal and endome-
trial cancers to identify Lynch syndrome cases: state of the art in 
Italy and consensus recommendations from the Italian Association 
for the Study of Familial Gastrointestinal Tumors (A.I.F.E.G.). 
Eur J Cancer Prev 31:44–49. https:// doi. org/ 10. 1097/ CEJ. 00000 
00000 000677

https://doi.org/10.1007/s00418-015-1316-4
https://doi.org/10.1136/jclinpath-2017-204387
https://doi.org/10.1007/s00418-021-01987-w
https://doi.org/10.1055/s-0034-1391359
https://doi.org/10.1055/s-0034-1391359
https://doi.org/10.1111/his.12626
https://doi.org/10.1200/JCO.18.01798
https://doi.org/10.3109/00313025.2010.493862
https://doi.org/10.1016/j.annonc.2022.07.004
https://doi.org/10.1016/j.annonc.2022.07.004
https://doi.org/10.1111/his.13780
https://doi.org/10.1111/his.13780
https://doi.org/10.1186/s40425-019-0788-5
https://doi.org/10.1093/annonc/mdz116
https://doi.org/10.1093/annonc/mdz116
https://doi.org/10.1200/JCO.22.01351
https://doi.org/10.1016/j.path.2017.07.012
https://doi.org/10.1016/j.path.2017.07.012
https://doi.org/10.32074/1591-951X-803
https://doi.org/10.1002/cjp2.120
https://doi.org/10.1002/cjp2.120
https://doi.org/10.1111/his.13663
https://doi.org/10.1136/jclinpath-2017-204946
https://doi.org/10.1016/S1470-2045(17)30422-9
https://doi.org/10.1016/S1470-2045(17)30422-9
https://doi.org/10.1200/JCO.2005.01.086
https://doi.org/10.5858/arpa.2018-0201-OA
https://doi.org/10.5858/arpa.2018-0201-OA
https://doi.org/10.1097/PAS.0b013e31820a091d
https://doi.org/10.1097/PAS.0b013e31820a091d
https://doi.org/10.1016/j.ejca.2020.11.016
https://doi.org/10.1093/annonc/mdz233
https://doi.org/10.1007/s12253-018-00571-3
https://doi.org/10.1097/CEJ.0000000000000677
https://doi.org/10.1097/CEJ.0000000000000677


125Histochemistry and Cell Biology (2023) 160:113–125 

1 3

Umar A, Boland CR, Terdiman JP, Syngal S, de la Chapelle A, 
Rüschoff J, Fishel R, Lindor NM, Burgart LJ, Hamelin R, Ham-
ilton SR, Hiatt RA, Jass J, Lindblom A, Lynch HT, Peltomaki P, 
Ramsey SD, Rodriguez-Bigas MA, Vasen HF, Hawk ET, Barrett 
JC, Freedman AN, Srivastava S (2004) Revised Bethesda guide-
lines for hereditary nonpolyposis colorectal cancer (Lynch syn-
drome) and microsatellite instability. J Natl Cancer Inst 96:261–
268. https:// doi. org/ 10. 1093/ jnci/ djh034

van de Velde CJ, Boelens PG, Borras JM, Coebergh JW, Cervantes A, 
Blomqvist L, Beets-Tan RG, van den Broek CB, Brown G, Van 
Cutsem E, Espin E, Haustermans K, Glimelius B, Iversen LH, van 
Krieken JH, Marijnen CA, Henning G, Gore-Booth J, Meldolesi 
E, Mroczkowski P, Nagtegaal I, Naredi P, Ortiz H, Påhlman L, 
Quirke P, Rödel C, Roth A, Rutten H, Schmoll HJ, Smith JJ, Tanis 
PJ, Taylor C, Wibe A, Wiggers T, Gambacorta MA, Aristei C, 
Valentini V (2014) EURECCA colorectal: multidisciplinary man-
agement: European consensus conference colon & rectum. Eur J 
Cancer 50:1.e1-1.e34. https:// doi. org/ 10. 1016/j. ejca. 2013. 06. 048

Venderbosch S, Nagtegaal ID, Maughan TS, Smith CG, Cheadle JP, 
Fisher D, Kaplan R, Quirke P, Seymour MT, Richman SD, Meijer 
GA, Ylstra B, Heideman DA, de Haan AF, Punt CJ, Koopman 
M (2014) Mismatch repair status and BRAF mutation status in 
metastatic colorectal cancer patients: a pooled analysis of the 
CAIRO, CAIRO2, COIN, and FOCUS studies. Clin Cancer Res 
20:5322e30. https:// doi. org/ 10. 1158/ 1078- 0432. CCR- 14- 0332

Vikas P, Messersmith H, Compton C, Sholl L, Broaddus RR, Davis A, 
Estevez-Diz M, Garje R, Konstantinopoulos PA, Leiser A, Mills 
AM, Norquist B, Overman MJ, Sohal D, Turkington RC, Johnson 
T (2023) Mismatch repair and microsatellite instability testing 
for immune checkpoint inhibitor therapy: ASCO endorsement of 
College of American Pathologists guideline. J Clin Oncol. https:// 
doi. org/ 10. 1200/ JCO. 22. 02462

Vilkin A, Leibovici-Weissman Y, Halpern M, Morgenstern S, Bra-
zovski E, Gingold-Belfer R, Wasserberg N, Brenner B, Niv Y, 

Sneh-Arbib O, Levi Z (2015) Immunohistochemistry staining for 
mismatch repair proteins: the endoscopic biopsy material provides 
useful and coherent results. Hum Pathol 46:1705–1711. https:// 
doi. org/ 10. 1016/j. humpa th. 2015. 07. 009

Wang C, Zhang L, Vakiani E, Shia J (2022) Detecting mismatch repair 
deficiency in solid neoplasms: immunohistochemistry, microsat-
ellite instability, or both? Mod Pathol 35:1515–1528. https:// doi. 
org/ 10. 1038/ s41379- 022- 01109-4

Warrier SK, Trainer AH, Lynch AC, Mitchell C, Hiscock R, Sawyer S, 
Boussioutas A, Heriot AG (2011) Preoperative diagnosis of Lynch 
syndrome with DNA mismatch repair immunohistochemistry on a 
diagnostic biopsy. Dis Colon Rectum 54:1480–1487. https:// doi. 
org/ 10. 1097/ DCR. 0b013 e3182 31db1f

Weiss JM, Gupta S, Burke CA, Axell L, Chen LM, Chung DC, Clay-
back KM, Dallas S, Felder S, Gbolahan O, Giardiello FM, Grady 
W, Hall MJ, Hampel H, Hodan R, Idos G, Kanth P, Katona B, 
Lamps L, Llor X, Lynch PM, Markowitz AJ, Pirzadeh-Miller S, 
Samadder NJ, Shibata D, Swanson BJ, Szymaniak BM, Wiesner 
GL, Wolf A, Yurgelun MB, Zakhour M, Darlow SD, Dwyer MA, 
Campbell M (2021) NCCN guidelines® insights: genetic/familial 
high-risk assessment: colorectal, version 1.2021. J Natl Compr 
Canc Netw 19:1122–1132. https:// doi. org/ 10. 1164/ jnccn. 2021. 
0048

Zhang Q, Young GQ, Yang Z (2020) Pure discrete punctate nuclear 
staining pattern for MLH1 protein does not represent intact 
nuclear expression. Int J Surg Pathol 28:146–152. https:// doi. org/ 
10. 1177/ 10668 96919 878830

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

https://doi.org/10.1093/jnci/djh034
https://doi.org/10.1016/j.ejca.2013.06.048
https://doi.org/10.1158/1078-0432.CCR-14-0332
https://doi.org/10.1200/JCO.22.02462
https://doi.org/10.1200/JCO.22.02462
https://doi.org/10.1016/j.humpath.2015.07.009
https://doi.org/10.1016/j.humpath.2015.07.009
https://doi.org/10.1038/s41379-022-01109-4
https://doi.org/10.1038/s41379-022-01109-4
https://doi.org/10.1097/DCR.0b013e318231db1f
https://doi.org/10.1097/DCR.0b013e318231db1f
https://doi.org/10.1164/jnccn.2021.0048
https://doi.org/10.1164/jnccn.2021.0048
https://doi.org/10.1177/1066896919878830
https://doi.org/10.1177/1066896919878830

	Evaluating mismatch repair deficiency in colorectal cancer biopsy specimens
	Abstract
	Introduction
	Materials and methods
	Case selection
	Histologic analysis
	Immunohistochemistry (IHC)
	IHC staining evaluation and interpretation
	Modification of MLH1 immunohistochemistry protocols on biopsy tissue
	MSI analysis in problematic cases, BRAF mutation evaluation and MLH1 promoter methylation status in CRC with loss of MLH1PMS2
	Statistical analysis

	Results
	pMMR biopsies from the prospective series
	dMMR biopsies from the prospective and retrospective series
	IHC protocol testing in dMMR cases with indeterminate results for MLH1
	pMMR resection specimens
	dMMR resection specimens
	Concordance of MMR status between biopsy and resection specimens
	Comparison of staining intensity, patchiness and central artefact between matched biopsy and resection specimen samples
	Other variables

	Discussion
	Acknowledgements 
	References




