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Abstract: Wilms tumor (WT) is a common pediatric solid tumor, and the 5-year event-free survival rate of
patients with this tumor has reached 85-90% in developed countries, whereas those in developing countries
were reported to be less than 50%. To overcome these disparities, physicians and investigators in developed
and developing countries are currently performing research with the aim of the better management of
children with WT in Kenya and other Sub-Saharan countries. Axt and colleagues published a study that
increased understanding of clinicopathology of WT in Kenya on the basis of a comprehensive web-based
WT registry. The study revealed that patients enrolled in the National Health Insurance Fund (NHIF)
showed better completion rate of therapy and better event-free survival than those not enrolled, indicating
insufficient health coverage for those not enrolled in the NHIF. Approximately 20-30% of Kenyan
population is estimated to be covered by some forms of health insurance, mostly by the NHIF. This could be
improved through various approaches. The report described that 2-year event-free survival rate was 52.7%
for all patients, although loss to follow up was 50%; the findings indicate large problems both in the study
results and also in the completion of treatment. It is crucial to determine at which point patients stopped
their treatment and why. The development of standardized treatment protocol for WT is an urgent agenda.
We hope that researchers in developed countries and health providers in Kenya can work together in future
to conquer disparities in the outcomes of children with WT.
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Wilms tumor (WT) is a common pediatric solid tumor,
and the event-free survival rate of patients with this
tumor is high in developed countries (1). WT as well
as Burkitt lymphoma and Kaposi sarcoma are target
cancers in Sub-Saharan Africa, in which limited resources
are available (2), because the incidence of WT is high
among pediatric cancers in Africa, and a high cure rate
may be accomplished if standardized therapy could be
more accessible. Epidemiological studies showed that
the incidence of WT was high in Africa, low in Asia,
and intermediate in Caucasian in North America (3).
Furthermore, the incidence of WT in Asians was shown
to be approximately one half to two-thirds of that in

© Translatonal Pediatrics. All rights reserved.

Caucasians in Hawaii and Britain (4,5), and was higher
in Black American than in Caucasians in USA (3).
These findings suggest that the different incidence rates
among the three populations may be caused by different
genetic backgrounds, and not environmental factors. The
S-year event-free survival rates of patients with WT in
developed countries has reached 85-90%, whereas those
in developing countries were reported to be 50% or less
(1,6,7). To overcome these disparities, physicians and
investigators in developed and developing countries are
currently performing research with the aim of the better
management of children with WT in Kenya and other
Sub-Saharan countries (8).
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Cancer in Africa

The World Health Organization (WHO) has estimated
that 70% of cancer deaths occur in low and middle income
countries (9). In spite of the fact that cases of cancer are
increasing in Africa due to various reasons such as changes
to a less healthy lifestyle and an increase in oncogenic
viral infections (10-12), the limited resources available for
healthcare are used to control more rampant child killers
such as diarrhea and pulmonary infections as well as world-
focused infections such as HIV, tuberculosis, and malaria (8).

Although pediatric tumors in Africa account for a small
proportion of all cancers and receive less attention in health
policies in each country, the importance of understanding
their epidemiology and clinicopathology is significant for
both scientists and health policy makers, considering the
impact of the increasing burden of cancer in Africa as well as
the importance of genetic and environmental understanding
of pediatric cancers in general (13).

Cancer and the health system in Kenya

Axt and colleagues (7) published a study that increased
understanding of the clinicopathology of WT in Kenya and
also in low resource countries. With the increasing number
of cases of cancer in Kenya, greater efforts have been made
to create awareness and develop control policies towards
cancer, especially in the last ten years. The Ministry of
Health, Kenya established the “National Cancer Control
Strategy 2011-2016” for the first time in its history to tackle
issues impacting the lives of people in Kenya. Although
population-based data do not exist in a country with a
population of 43,000,000, the annual incidence of cancer
has been estimated at approximately 28,000 cases and
annual mortality as over 22,000 (National Cancer Control
Strategy 2011-2016, the Ministry of Health Kenya).
Regarding pediatric cancer, only one in ten children with

© Translational Pediatrics. All rights reserved.
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cancer survives in Kenya while seven in ten survive in
developed countries (unpublished data from Kenyatta
National Hospital by Jessie Githanga in Feb 2013). Based
on these findings, the establishment of the Kenya WT
registry is meaningful for epidemiological analyses as well as
a more common understanding of WT in Kenya. It could
also assist many scientists in developing a more detailed
research agenda because only a limited number of reliable
scientific studies have been conducted, which has been
attributed to patients not presenting to health facilities for a
diagnosis and also poor record keeping.

This article revealed several issues caused by the weak
health system in Kenya from the point of view of cancer
management (7). Some have a negative impact on the
production of scientific data. However, others may positively
assist policy makers to strengthen the health system. These
include poor access to health facilities due to long distances
and financial reasons, lower awareness towards cancer
among the general public, less specialized health providers,
the limited number of health facilities and infrastructures,
in which cancer treatment is offered, and the absence of
standardized treatment protocols as well as poor record
keeping. The National Health Insurance Fund (NHIF) has
gradually increased and achieved an enrolment of 12.3 million
members and dependents in 2012 (Tzble I). Patients enrolled
in the NHIF showed the better completion rate of therapy
and better event-free survival than those not enrolled,
indicating insufficient health coverage for those not enrolled
in the NHIF. Social misconception is also a large factor that
interferes with proper pediatric cancer management.

Study limitations

This study had some limitations due to the retrospective
study design that inhibited obtaining exact factors that
could improve the treatment outcomes of WT (7). This
was also negatively boosted by several social factors.
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For example, the improved treatment outcomes among
the study populations who were enrolled in the NHIF
may have been due to the direct benefit of the NHIF;
however, the population enrolled in the NHIF may have
been already biased by a baseline financial status, stronger
health seeking behavior, and a more urban population who
are employed. The same could be applied to the tribal
proportions of WT cases and may be a genetic issue that
many scientists can recognize; however, it could also be
influenced by the original locality of tribes, financial status,
and also other cultural factors. Therefore, some factors
influencing treatment outcome and tribal bias of enrollment
in the Kenyan Wilms Tumor Registry (KWTR) raised
by the investigators should be analyzed in a prospective
study. In addition, better writing and keeping of medical
records in hospitals and clinics and improvement of the
KWTR system are needed to determine the proper social
and biological factors that influence outcome of Kenyan
children with WT.

National Health Insurance System and ocutcomes
of patients who received WT treatments

Even though several study limitations were observed,
the results obtained indicated that various factors may
have improved outcomes of patients that received WT
treatments (7). The study revealed the clear benefit of the
NHIF. As “Universal Health Coverage” is currently one
of the top priority global health agendas since the 58th
World Health Assembly of 2005 adopted the resolution
on “Sustainable health financing, universal coverage,
and social health insurance” (World Health Assembly
Resolution 58.33, 2005), the clear benefit of the NHIF
shown in this study should encourage the country policy
makers to strategize improvements in the enrolment rate.
Approximately 20-30% of Kenyan population is estimated
to be covered by some forms of health insurance, mostly
by the NHIF (the Government of Kenya/NHIF, 2012).
This could be improved through different approaches such
as compulsory enrolment by the law, improved payment
systems, increased awareness of insurance benefits among
the general public, improved accountability/integrity of the
fund, and better benefit packages.

Strategy to reduce Lost to Follow Up

It is also crucial to determine at which point patients
stopped their treatment and why (7). The study proved
that the completion of treatment led to the significantly
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better outcomes of patients with WT. However, it is not
easy to specify the timing and reasons for Lost to Follow
Up (LTFU) from the findings of the study; the finding
that fifty percent of study patients were LTFU indicate
large problems both in the study results and also in the
completion of treatment. The large number of LTFU may
have been due to financial constraints at the individual
level, distance to the treatment facility, and cultural beliefs/
superstitions including witchcraft and/or misconceptions
towards the WT management. In African culture, especially
in rural areas, people tend to link medical conditions with
religious and cultural beliefs. Therefore, when sick children
are not immediately responding to “Western medicine”,
the guardians often try to bring them to religious leaders
or traditional healers or any other forms of traditional
treatment methods, which waste a lot of time and money,
and increases the number of LTFU.

This finding could also be attributed to factors on
the side of the health services such as inability to obtain
central venous access for chemotherapy, as was described
in the Discussion section, discouragement due to drugs
being out of stock, and other forms of poor services.
Strategies to increase the treatment completion rate are
essential to improve the outcomes of the treatment for
WT. As dropouts were reported during pre- and post-
operative chemotherapy, it is also important to consider
quality communication and sufficient explanations of the
treatment to the families before and after the treatment
starts. Irrespective of developed or developing countries,
the success of cancer treatment often depends on the
relationship between the patient/their family and health
care providers and how their social and psychological issues
are followed-up by a multi-disciplinary team. Therefore,
comprehensive care for cancer should also be included in
the strategies to increase treatiment completion rates.

Treatment protocol and the outcomes of
patients with WT

As was described in the study (7), the development of a
standardized treatment protocol for WT is also an urgent
agenda. Children in Kenya with WT are mainly treated
with one of two protocols established by the Children’s
Oncology Group (COG) or Société Internationale
d’Oncologie Pédiatrique (SIOP). The findings of this
study showed that many patients dropped out during
chemotherapy; therefore, using the COG protocols,
in which up-front resection is performed prior to
chemotherapy appears to be more appropriate so that all
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Figure 1 Stage distribution of Wilms tumors in patients treated
between 1990 and 1996 and between 2008 and 2012 in Kenya.

patients could benefit from resection, which is often very
essential for the management of solid tumors. However,
it is also important to consider that the majority of WT
cases in Kenya already presented in advanced stages at
the first visit. The findings of this study showed that over
50% of WT patients in Kenya were diagnosed at stage III
and IV (Figure 1), which is markedly different from data
obtained in developed countries, in which the majority of
patients were diagnosed at stage I or at most II. This could
make resection without preoperative chemotherapy less
successful. However, the stage distribution of WT in Kenya
has been changing over the last few decades. Abdallah et a/.
reported in 2001 that 78% of WT patients in Kenya were
stage IIT and IV (6) as opposed to the 52.8% reported in Axt
and colleagues’ study (7) (Figure I). This indicates that the
clinical features of WT have markedly changed. Therefore,
continuous observations and studies are required to
determine a standardized treatment protocol that provides a
better outcome for Kenyan children with WT.

Biood transfusion and WT treatment outcomes

Blood transfusion received outside of the operating
theatre was associated with a poor outcome (7). Almost all
patients received a blood transfusion during their time in
an operating theatre, and approximately 20% received on
outside the theatre, both of which were markedly different
from developed countries in which blood transfusions are
not always common practice both inside and outside of the
operating theatre during the management of WT. Although
the reasons for the blood transfusions were not stated
or analyzed, it may be attributed to extra complications
during the operation because of the advanced stage of

© Translational Pediatrics. All rights reserved.
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tumors, infections due to poor hygiene, the overuse of
blood transfusions due to poor risk management, and
preconditions such as HIV infections, malnutrition, and
sickle cell diseases. Further research is needed to identify
the reasons for these transfusions in order to improve the
outcomes of patients with WT.

Biological differences in WT among African,
Caucasian, and Asian children

Murphy and colleagues studied the molecular characteristics
of 15 Kenyan WTs, age-matched North American
WT controls, and found an increased mortality, higher
incidence of nuclear unrest, and increased proportion of
epithelial nuclear B-catenin in Kenyan WTs than in the
North American counterparts (14). Anaplastic histology
with intense p53 immunostaining was detected in two
(13%) of the 15 Kenyan WTs, which was consistent
with the incidence of NWTS (10.8%) and appears to be
higher than that of anaplastic histology in Japanese WTs
(3.5%) (15,16). They demonstrated that the African WT
specimens expressed markers of adverse clinical behavior
and treatment resistance and may require more intensive
treatment protocols.

WTI is a multifunctional protein that acts as a
transcriptional activator or repressor, is predominantly
expressed in the embryonic kidney, and plays a pivotal role
in its development (17). We reported that if only sporadic
tumors were included, the frequencies of WT with W71
abnormalities (22.8%) would be similar between Japanese
and Caucasian populations; however, an exact comparison
is difficult because of the absence of data on the population-
based incidence of WTI alterations in WT (18). The study
on 15 Kenyan W5 only detected one tumor with a W71
mutation (6.7%) (14), which indicated that the higher
incidence of African WT may be caused by the increased
incidence of WT1I-wild-type WTk.

IGF2, insulin-like growth factor II, is an imprinted
gene expressed from the paternal allele, and encodes a
fetal polypeptide growth factor (19). We and other studies
previously reported that loss of IGF2 imprinting was
markedly lower in Japanese children than in their Caucasian
counterparts, and showed that the lower incidence of WT
with the loss of IGF2 imprinting may be implicated in the
lower incidence of WT in Japan (18,20). Unfortunately, no
studies have examined the IGF2 status in African WIs. Thus,
studies of the molecular characteristics of African WT§ have
just begun, and future studies will clarify whether genetic and
epigenetic differences correlate with the different incidence
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rates of WT among different ethnic populations.

Kenya. ] Pediatr Surg 2013;48:1254-62.

8. Harif M, Traoré F, Hessissen L, et al. Challenges for

Conguering the disparities in the outcomes paediatric oncology in Africa. Lancet Oncol 20.13;14:279.-81.

; N 9. WHO Cancer Fact Sheet, January 2013. Available online:

of children with WT between developed and . .
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index.html

As described earlier, limited resources are used for common 10. Jemal A, Center MM, DeSantis C, et al. Global patterns

diseases such as diarrhea, pulmonary infection, HIV, of cancer incidence and mortality rates and trends. Cancer

tuberculosis, and malaria. However, disparities in the outcomes Epidemiol Biomarkers Prev 2010;19:1893-907.

of children with pediatric cancer such as WT between 11. Hadley LG, Rouma BS, Saad-Eldin Y. Challenge

developed and developing countries cannot be ignored. Axt and of pediatric oncology in Africa. Semin Pediatr Surg

colleagues described the present medical situation for treating 2012;21:136-41.

WT in Kenya, and made recommendations to accomplish 12. Jedy-Agba E, Curado MP, Ogunbiyi O, et al. Cancer

better treatment outcomes (7). Researchers in developed incidence in Nigeria: a report from population-based

countries examine the biology of WT, and believe that this cancer registries. Cancer Epidemiol 2012;36:¢271-8.
research will improve the outcomes of subgroups of patients 13. Howard SC, Metzger ML, Wilimas JA, et al. Childhood
with WT who fail to respond to the present standardized cancer epidemiology in low-income countries. Cancer
regimens. Physicians and other health providers in Kenya 2008;112:461-72.

take care of children with WT as well as common, but 14. Murphy AJ, Axt JR, de Caestecker C, et al. Molecular

possibly life-threatening diseases. We hope that both these characterization of Wilms’ tumor from a resource-

groups can work together in future to conquer disparities in constrained region of sub-Saharan Africa. Int J Cancer
the outcomes of children with WT between developed and 2012;131:E983-94.

developing countries. Further updated studies from both 15. Dome JS, Cotton CA, Perlman EJ, et al. Treatment
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Bilateral Wilms Tumors Treated According to the
Japan Wilms Tumor Study Group Protocol
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Background. The introduction of multimodal therapy has
improved the survival rate of bilateral Wilms tumors (BWT);
however, the results are still not satisfactory in terms of the renal
preservation. To establish a new treatment strategy for BWT, we
reviewed the results of the cases registered in the Japan Wilms Tumor
Study Group (JWIiTS). Procedure. This analysis concerned patients
with synchronous BWT registered in the JWiTS between 1996 and
2011. In these patients, the management of BWT included initial
tumor resection or biopsy followed by chemotherapy. The details of
the treatments and outcomes were analyzed. Results. Among the 355
cases registered in the JWITS database, 31 (8.7%) had BWT. They
were 16 males and 15 females with a mean age of 15.5 months.
Preoperative chemotherapy was performed in 24 cases. Bilateral

Key words:

bilateral; chemotherapy; JWITS; nephron-sparing surgery; Wilms tumor

nephron-sparing surgery (NSS) was achieved in 10 of 28 cases (36%).
All of the cases were of favorable nephroblastoma without anaplasia,
and a WTT mutation was detected in 21 of the 27 cases (78%)
examined. The 5-year overall survival was 92.6%; however, 10
children (40%) developed impaired renal function and three of them
developed renal failure. Conclusions. The long-term survival rates for
patients with synchronous BWT have improved. However, more than
half of patients receive nephrectomy. The protocol should be
changed to improve the rate of preservation of the renal parenchyma.
Preoperative chemotherapy should be performed to shrink the tumors
in every case, and subsequent NSS should be carried out after a
central imaging evaluation. Pediatr Blood Cancer 2014;61:1184~
1189.  © 2014 Wiley Periodicals, Inc.

INTRODUCTION

About 5% of patients with Wilms tumors (nephroblastomas)
have synchronous bilateral tumors [1-5]. In these cases, both local
tumor control and preservation of the renal function are necessary.
However, the optimal management for these patients remains to be
defined.

The Japan Wilms Tumor Study (JWiTS) group was founded in
1996, and a nationwide multicenter cooperative study (JWiTS-1)
was started to improve the outcomes of children with renal
tumors [6]. In this study, the management of bilateral Wilms tumor
(BWT) included initial biopsy or tumor resection, followed by
chemotherapy, according to the abdominal stage and histological
features. The surgeons were recommended to preserve renal
function without compromising cancer control.

The preliminary results of JWiTS-1 study conducted between
1996 and 2005 have shown that the prognosis of bilateral
nephroblastoma was fair; the 5-year OS rate for patients with
BWT was 78.7% [6]. However, nephrectomy and partial resection
of the opposite kidney was performed in seven cases, and bilateral
nephrectomy was performed in one case. Finally, two patients
experienced renal failure and required dialysis or renal transplan-
tation. These results were not satisfactory, and the protocol for the
treatment of BWT should be changed to emphasize renal
preservation.

Before starting a new protocol study, we retrospectively
reviewed the management and outcome of patients with BWT
previously registered in the Japan Wilms Tumor Study Group
(JWITS) in order to clarify the outcomes and problems of the
present protocol. These results will be informative and help to
create the new protocol, and can be the historical control for the new
protocol study.

MATERIALS AND METHODS

Patients and Treatments

Between 1996 and 2011, 355 cases with pediatric renal tumors
were registered in the JWiTS database. Among them, 31 (8.7%)

© 2014 Wiley Periodicals, Inc.
DOI 10.1002/pbc.24979

were synchronous BWTs (Stage 5). These patients were 16 males
and 135 females. The clinical and epidemiological data at diagnosis
were extracted from registry files. Information about the chemo-
therapy regimen used, as well as the surgical, histological and
imaging records, were collected and reviewed. Most of these
patients were treated according to the JWiTS-1 protocol (1996—
2005) and JWiTS-2 protocol (2005-2011), which was similar to the
NWTS-5 protocol, but the protocol was sometimes modified by the
local institutions. In this protocol, the management of BWT
consisted of initial biopsy or tumor resection, followed by
chemotherapy, according to the abdominal stage and histological
features. The surgeons were recommended to perform nephron-
sparing surgery (NSS; partial nephrectomy, wedge resection or
tumor enucleation) in order to preserve the renal function as much
as possible.

The response to treatment was evaluated as follows: Complete
Response (CR): disappearance of the tumor; Partial Response (PR):
at least a 30% decrease in the longest diameter (LD) of the tumor;
Stable Disease (SD): neither sufficient shrinkage to qualify for PR
nor a sufficient increase to qualify for PD; Progressive Disease
(PD): at least a 20% increase in the LD of the tumor or the
appearance of one or more new tumors. In patients whose frozen
tumor tissue was available, a WT'I mutation analysis was performed
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using PCR direct sequencing of all 10 exons, as previously
described [7].

Statistical Analysis

The overall survival (OS) was defined as the time from the date
of registration to death from any cause or to the date of the last
follow-up, and the event-free survival (EFS) was defined as the time
from the date of registration to death from any cause or to the first
occurrence of tumor recurrence (local or metastasis) or progression.
The OS and EFS were calculated using the Kaplan—Meier
method [8]. All P-values were two-sided, and values <0.05 were
considered to be statistically significant. All statistical analyses
were performed using the JMP version 9.02 (SAS Institute Japan,
Tokyo, Japan).

RESULTS

Patient Characteristics

The mean age of the patients at presentation was 15.5413.0
months (range: 7-62 months), which was younger than the age of
the 324 children with unilateral tumors (26.0 months) (P < 0.001).
Six patients (19%) had associated genitourinary abnormalities
(undescended testis: n =4, hypospadias: n =3, horseshoe kidney:
n=1). Two patients were diagnosed with Denys—Drash Syndrome
(DDS), both of whom had a WTI mutation in the tumor tissue: a
male patient with hypospadias and an undescended testis, and a
female patient with no genitourinary abnormalities. No patients
exhibited Beckwith-Wiedemann syndrome, WAGR syndrome,
isolated hemihypertrophy, cryptorchidism or a double collecting
system in our series. One patient had a family history of Wilms
tumor. One patient (3.2%) had lung metastases at diagnosis,
and another one (3.2%) had abdominal lymph node metastasis
(Table I).

TABLE I. Characteristics of the 31 Cases With Bilateral Wilms
Tumors

Characteristics N %o

Age Average 15.5 4 13.0 months (range: 7-62 months)
Sex

Male 16 52

Female 15 48
Associated anomalies

Yes 6* 19

No 25 81
Associated syndrome

Yes 2° 6

No 29 94
Histology

Favorable nephroblastoma 31 100

Anaplasia 0 0
Metastasis at diagnosis

Yes 2 6

No 29 94

#Undescended testis: 4 (13%), hypospadias: 3 (10%), horseshoe kidney:
1 (3%); "Denys—Drash syndrome: 2 (6%).
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Initial Biopsy, Preoperative Chemotherapy, and
Radiation Therapy

The details of the treatment were obtained from the pediatricians
for 28 cases (90%). Preoperative chemotherapy was performed in
24 cases. Among them, a tumor biopsy was performed before
chemotherapy in 17 cases (71%). The remaining four cases
underwent primary tumor resection. The mean duration of
preoperative chemotherapy was 14.2 weeks (8-24 weeks). The
initial treatment regimens were EE-4A (vincristine and dactino-
mycin) in 11 cases and DD-4A (vincristine, dactinomycin, and
doxorubicin) in 13 cases. The selection of EE-4A or DD-4A as the
initial chemotherapy regimen was based on the higher local
(abdominal) stage of each kidney according to the NWTS-V
protocol; however, these guidelines are sometimes modified by
local institutions. In nine cases, a modification of the chemotherapy
regimen was decided in order to improve the tumor response
(upgrade from EE-4A to DD-4A, or use of other drugs, such as
cyclophosphamide and carboplatin). The imaging studies revealed
that the response to the initial chemotherapy was evaluated as PR
for both sides in eight patients, PR and NC for each side in two
patients, NC for both sides in 11 patients and PR and PD for each
side in three patients. Therefore, a significant tumor response was
observed in 21 of the 48 kidneys. One patient with lung metastasis
achieved a CR of the metastatic region during the preoperative
chemotherapy. Four patients received radiation therapy, three for
tumors before resection and one for the tumor bed after resection.
The median dose of radiation was 16 Gy (range: 10-30 Gy). One
patient with lung metastases did not receive radiation treatment for
the lung.

Surgery

The details of the surgery were obtained for 28 cases. Twelve
children (43%) underwent surgery on both kidneys at the time of the
initial procedure. The remaining patients received surgery using a
staged approach. For five patients, staged surgery was performed
within 8 weeks, and none of these patients received chemotherapy
between surgeries. For the remaining 11 patients, the time interval
between the two surgeries was longer, and these patients received
chemotherapy between the two surgical steps. Ten (36%) children
underwent bilateral NSS. All of them received preoperative
chemotherapy. Fifteen (54%) underwent total nephrectomy for
one kidney and NSS for the contralateral kidney. Three underwent
bilateral nephrectomy. Finally, 35 of the 56 kidneys (56%) had been
subjected to NSS.

The approximate percentage of residual renal parenchyma in
each kidney was estimated by the surgeon and reported in the
operative records. Data for both the tumor size and approximate
percentage of the residual renal parenchyma were obtained in 24
patients (48 kidneys). There was a significant negative correlation
between the tumor size (longer axis measured in the horizontal CT
imaging results) and approximate percentage of the residual renal
parenchyma indicated in the surgical records (Correlation coeffi-
cientr = —0.48, P < 0.01, Fig. 1). Based on these results, it seems to
be difficult to perform NSS when the tumor size exceeds 10 cm.

Pathology and Biology

A central pathological diagnosis was obtained in 30 cases. All of
the tumors were diagnosed as favorable nephroblastomas without
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Fig. 1. The relationship between the tumor size and the percentage of
the residual renal parenchyma. Data for both the tumor size and
approximate percentage of the residual renal parenchyma were
obtained in 24 patients (48 kidneys). Some markers were very close
to or overlapped with each other, such that the number of markers
appears to be less than 48. There was a negative correlation between the
tumor size (longer axis measured in the horizontal CT images) and the
approximate percentage of the residual renal parenchyma indicated in
the surgical records (Correlation coefficient r = —0.48, P <0.01).

anaplasia. In 11 tumors (37%), the skeletal muscle component
dominated, and the tumors were diagnosed as fetal rhabdomyom-
atous nephroblastoma (FRN). The W7 gene was analyzed in the
tumor tissues in 27 cases, and a mutation was detected in 21 of these
cases (78%). All six cases associated with a genitourinary
abnormality had a WT'I mutation in their tumors.

Outcome

Follow-up data were available for 30 cases, and two patients
died during the follow-up period; one of disease and one of
infection. The median follow-up duration was 8.0 years (range: 1.3—
13.1 years). The 5-year EFS and OS rates were 85.5% and 92.6%,
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respectively, (Fig. 2).. The 5-year OS and EFS rates of the 10
children who underwent bilateral NSS were both 100%, whereas
the 5-year OS and EFS rates of the 20 children who underwent
complete nephrectomy or the removal of at least one kidney were
93.8% and 81.3%, respectively. However, there were no statistical
differences between the two groups (log-rank test, P =0.51 for OS
and P = 0.21 for EFS). Three patients (13%) relapsed; there was one
local relapse and two metastatic relapses to the lungs. Two patients
entered a second CR after resection of the lung metastasis and
chemotherapy; however, one patient died of local relapse.

Renal Function

The renal function was followed in 25 cases. The renal function
was assessed at the local hospital in the clinic according to the levels
of serum creatinine, BUN, electrolytes and urinary parameters. A
serum creatinine and/or BUN level elevated 1.5 times the maximum
of the normal range indicated an impaired renal function, as
observed in 10 children (40%). Among these patients, four
eventually developed renal failure requiring hemodialysis (HD).
Renal transplant was carried out in one of these patients. The 5- and
10-year survival rates with the native kidney (survival without HD
or renal transplantation) among the patients without DDS were
85.1% and 78.3%, respectively, while those among the patients with
a normal renal function were 85.1% and 52.8%, respectively
(Fig. 3). Figure 4 shows the survival rates for the patients with a
native kidney and those with a normal renal function among the
subjects who did (Bil NSS (+)) and did not (Bil NSS (—)) undergo
bilateral NSS. The survival rates of both groups were higher among
the patients who underwent bilateral NSS; however, the differences
were not statistically significant.

Figure 5 shows the relationship between the percentage of
residual renal parenchyma (left % + right %) and the renal function
during the long-term follow-up. The patients with residual renal
parenchyma estimated to be greater than that of a single kidney
(100%) had a normal renal function. On the other hand, most of the
patients with residual renal parenchyma estimated to be less than
that of a single kidney developed an impaired renal function after
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Fig. 2. The overall survival (left, OS) and event-free survival (right, EFS) of the patients with bilateral Wilms tumor registered in the Japan Wilms

Tumor Study Group.
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Survival with normal renal function
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Fig. 3. The survival with a native kidney (right; survival without hemodialysis or a renal transplant) and survival with normal renal function (left).

Two patients with Denys—Drash syndrome were excluded.

10 years of follow-up. Two patients who received radiation
treatment and another two with Denys—Drash syndrome developed
impaired renal function earlier, within 8 years.

DISCUSSION

The results in our population were in agreement with those
of previous studies on bilateral WT. There was a similar incidence
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(3-8%) of bilateral involvement, mean age of the affected patients
(15.5 months), and similar incidence of congenital abnormali-
ties [1-5,9-14]. The outcomes for patients with bilateral WT in
our study were favorable; the 5-year OS and EFS rates were 92.6%
and 85.5%, respectively. These results are similar to the report
about the SIOP 93 protocol [15] (89.5% and 83.4% at 5 years) and
slightly better than the figures reported by Shamberger et al. [3] (OS
of 82.1% at 10 years). These results suggest that the long-term
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Fig. 4. The survival rates of the patients with a native kidney and those with a normal renal function among the patients who did (Bil NSS (+)) and
did not (Bil NSS (—)) undergo bilateral NSS. The survival rates of both groups were higher among the patients who underwent bilateral NSS;

however, the differences were not statistically significant.
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Fig. 5. The relationship between the percentage of the residual renal
parenchyma (left % + right %) and renal function during the long-term
follow-up in 25 patients. Two markers (circle and triangle) are almost
overlapping at 6 years (90%).

survival rates for patients with synchronous bilateral WTs are
satisfactory.

However concerning the renal preservation, the percentage of
NSS was only 56% of the 56 kidneys. These results were lower than
those of the SIOP 93 series; Sudour et al. [15] reported that 3 months
of preoperative chemotherapy allowed them to perform NSS in 67%
of the kidneys. Therefore, we consider that preoperative chemo-
therapy should be performed in every patient in the next JWiTS
protocol. Perhaps the highest rate of nephron-sparing surgery in
bilateral WT was reported by Davidoff et al. [16]. In this single-
institution series, 10/12 patients had bilateral NSS. The results
for a small number of patients treated at a single center cannot
necessarily be translated to a multi-site study; however, these
findings indicate that it is worthwhile to aim for a high level of NSS.

In our series, there was a negative correlation between the tumor
size and percentage of residual renal parenchyma. The possibility of
performing NSS may be decreased when the tumor size exceeds
10cm at the time of diagnosis. On the other hand, in some cases,
NSS was impossible even when the tumor size was less than 5 cm.
In these cases, the ability to perform NSS depends not only on the
tumor size, but also on the tumor location.

The optimal timing for NSS in order to preserve the renal
function without jeopardizing the patient outcome was decided
mainly by surgeons. The mean duration of preoperative chemo-
therapy was 14.2 weeks in our series, which was almost the same
as the mean treatment duration of 80 days in the SIOP98 study
and median treatment duration of 159 days in the NWTS-4
study [15,17]. These results indicate that most of the children
were operated on around 3 months after the diagnosis. Therefore,
3 months seems to be an appropriate duration of preoperative
chemotherapy. However, the optimal timing of the NSS is different
for each patient, and depends on the response to preoperative
chemotherapy. To determine the objective timing of NSS, we are
planning to introduce the use of a central imaging evaluation system
in the next JWiTS protocol.

In our series, the pathological review revealed that all of the
cases were favorable type nephroblastomas, and there were no
anaplastic cases. These results suggest that most of the Japanese
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BWTs are favorable nephroblastomas. Therefore, we consider that
a tumor biopsy is not necessary prior to chemotherapy.

During the long-term follow-up, the most significant morbidity
was renal dysfunction. Ten of 25 children (40%) developed
impaired renal function (elevation of the serum creatine or BUN
level) and three of them developed renal failure (requiring
hemodialysis or a renal transplant). The 5- and 10-year survival
rates with normal renal function were 85.1% and 52.8%,
respectively. Lange et al. [18] assessed risk factors for end-stage
renal disease among patients with WT without WT/-related
syndromes and reported that the incidence of end-stage renal
disease was 4.0% at 3 years after diagnosis in patients with
synchronous bilateral Wilms tumors and 19.3% in those with
metachronous bilateral Wilms tumors. The incidence of end-stage
renal disease in our series was slightly higher than these previously
reported rates: the S-year survival rate without HD or renal
transplantation was 85.1%. One reason for this difference is that our
series included more patients who did not undergo bilateral NSS. In
the present study, the survival rates of both the patients with a native
kidney and those with a normal renal function were lower among
the subjects who did not undergo bilateral NSS.

The risk of renal dysfunction was increased in patients with a
loss of more than half the renal mass. Most of the patients with
residual renal parenchyma estimated to be less than that of a single
kidney developed an impaired renal function after 10 years of
follow-up. These results indicate that the renal function will slowly
be impaired even after 10 years, especially in the patients whose
residual renal parenchyma is less than the equivalent of one kidney.

In the present study, the incidence of the W7/ mutation was
higher than that observed in previous series. In 2001, we reported
that the WT'1 mutation was found in tumor tissue obtained from only
one of five patients with bilateral Wilms tumors [19], whereas in the
present series, mutations were detected in 21 of 27 cases (78%).
One reasons for this discrepancy is that detection methods have
markedly improved over the past 10 years. Currently, researchers
use the SNP array method, the sensitivity of which is much higher
than that of previous methods [20]. In 2001, only one mutation was
detected among five bilateral Wilms tumors; however, the SNP
array method enabled us to detect three more mutations in these five
cases. Another reason for the above discrepancy is that the
incidence of the WT'I mutation may be higher in Japanese patients
than in Western populations [21]. We therefore consider that the
genetic background of BWT differs between Japanese and
Caucasians [19,21].

According to Breslow et al. [22,23], the development of
nephropathy may be associated with WTI gene mutations
responsible for an alteration of the protein. In this series, the
WT1 mutation was analyzed in the tumor tissues only. However,
most patients with the W7/ mutation in the tumor tissue are
considered to also have the somatic WI/ mutation. Our results
indicate that the majority of Japanese children with BWT have a
WT1 mutation, and we consider that some Japanese patients with
BWT have a germline mutation of the W71 gene. In order to confirm
this hypothesis, we plan to analyze the incidence of germline
mutations of the WT'1 gene in the next JWiTS protocol study for
BWT. Children with WAGR or Denys—Drash syndromes, or those
suffering from aniridia or isolated genitourinary abnormalities are
at a higher risk of renal failure, independent of the type of
treatment [24,25].



Patients with germline mutations of the W7 gene may have a
high risk of developing nephropathy, which impairs the renal
function over the long-term. Grigoriev et al. [26] examined the
outcomes of 173 children enrolled in the National Wilms Tumor
Study who developed end-stage renal disease. Fifty-five patients
had end-stage renal disease resulting from progressive bilateral WT
and 118 patients had end-stage renal disease due to other causes,
many of whom had WT-associated congenital anomalies. These
results suggest that conducting a W7/ mutation analysis is
mandatory in patients with BWT and that affected patients should
be carefully followed for a long period, even beyond 10 years after
the completion of therapy.
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Trim32 Facilitates Degradation of MYCN on Spindle Poles
and Induces Asymmetric Cell Division in Human
Neuroblastoma Cells

Hideki Izumi and Yasuhiko Kaneko

Abstract

Asymmetric cell division (ACD) is a physiologic process during development and tissue homeostasis. ACD
produces two unequal daughter cells: one has stem/progenitor cell activity and the other has potential for
differentiation. Recent studies showed that misregulation of the balance between self-renewal and differentiation
by ACD may lead to tumorigenesis in Drosophila neuroblasts. However, it is still largely unknown whether human
cancer stem-like cells exhibit ACD or not. Here, using human neuroblastoma cells as an ACD model, we found
that MYCN accumulates at spindle poles by GSK-3B phosphorylation during mitosis. In parallel, the ACD-related
ubiquitin ligase Trim32 was recruited to spindle poles by CDK1/cyclin B-mediated phosphorylation. Trim32
interacted with MYCN at spindle poles during mitosis, facilitating proteasomal degradation of MYCN at spindle
poles and inducing ACD. Trim32 also suppressed sphere formation of neuroblastoma-initiating cells, suggesting
that the mechanisms of ACD produce differentiated neuroblastoma cells that will eventually die. Thus, Trim32
is a positive regulator of ACD that acts against MYCN and should be considered as a tumor-suppressor candidate.
Our findings offer novel insights into the mechanisms of ACD and clarify its contributions to human
tumorigenesis. Cancer Res; 74(19); 5620-30. ©2014 AACR.
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Introduction

Asymmetric cell division (ACD) is a physiologic process that
occurs during development and tissue homeostasis in a large
variety of organisms. ACD produces two unequal daughter
cells; one has multipotent stem and/or progenitor cell activity
and the other has potential for differentiation. Recent ACD
studies using model organism systems revealed that the bal-
ance between self-renewal and differentiation by ACD is
robustly controlled and that misregulation of this balance may
lead to tumorigenesis in Drosophila neuroblasts (1-3).

Neuroblastoma is one of the major childhood tumors (4-6)
and is derived from normal neural crest cells, which serve as
multipotent stem cells that differentiate into mature tissues,
including peripheral neurons (7). Of the many genetic and
biochemical features of neuroblastoma, MYCN oncogene
amplification has been shown to correlate with an aggressive
phenotype and a poor outcome (4-6). Recent studies have
shown that MYCN shows not only oncogenic activity but also
plays a central role in self-renewal growth of normal neural
stem and precursor cells (8-12). Although the precise role of
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MYCN in control of the balance between cell self-renewal and
differentiation is still unknown, it is now suspected that
neuroblastoma has a cancer stem cell-like property due to
aberrant MYCN expression in multipotent neural crest
cells (7).

Human neuroblastoma cell lines have a unique property in
that, although they show unlimited cell proliferation, they are
easily induced to become mature neuronal cells by drugs such
as retinoic acids (7). Thus, we considered that a human
neuroblastoma cell line is the most suitable system for under-
standing the mechanism of ACD in human cells because it has
both self-renewal and differentiation abilities. In fact, we
previously reported that NuMA, one of the conserved ACD-
related polarity cues, distributed to one side of the cell cortex
during cell division, was detected in many MYCN-nonamplified
human neuroblastoma cell lines, and that MYCN powerfully
induced self-renewal division against ACD in MYCN-amplified
neuroblastoma cells (13). In this study, we attempted to
identify the cellular components that abolish the self-renewal
proliferation function by MYCN.

Materials and Methods

Cell lines and transfections

All cell lines except TGW were obtained from the Amer-
ican Type Culture Collection (ATCC). TGW was obtained
from Japan Health Science Research Resources Bank, Osaka,
Japan. All cell lines have been validated by short tandem
repeat analysis. These cell lines were maintained in complete
medium [Dulbecco’'s Modified Eagle Medium, supplemented
with 10% fetal bovine serum, penicillin (100 U/mL) and
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streptomycin (100 ug/mL)] in an atmosphere containing 5%
CO, at 37°C. For transient knockdown in cells, short inter-
fering RNAs targeting the GSK-38 (sc-35527), Cyclin B (sc-
29284), and Trim32 (sc-61714) cDNA sequences and control
siRNA (sc-37007) were obtained from Santa Cruz Biotech-
nology. The pCMV, pCMV-N-myc, pCMV-Trim32, pCMV-
Flag, and pCMV-Flag-Trim32 vectors were obtained from
Origene Technologies. These siRNAs and the plasmid DNAs
were transfected using Oligofectamine 2000 (Invitrogen)
according to the manufacturer's instructions. After trans-
fection at 37°C for 6 hours, cells were supplied with com-
plete medium for 24 hours and then analyzed. For con-
structing MYCN-T58A and Flag-Trim32/3A plasmids, the
QuikChange Site-Directed Mutagenesis Kit (¥200519-5; Agi-
lent Technologies) and QuikChange Lightning Multi-Site-
Directed Mutagenesis Kit (#210515-5, Agilent Technologies),
respectively, were used. MG-132 (a proteasome inhibitor,
#474790, final 10 pmol/L for 5 hours), BIO (GSK-3 inhibitor-
IX, #361556, final 1 umol/L for 3 hours), and RO-3306 (a
Cdk1/cyclin B inhibitor, #217699, final 5 wumol/L for 3 hours)
were obtained from Calbiochem Inc.

Sphere-forming assay

Stable transfectants were selected with G418 (800 pg/mL)
for 10 days. After G418 selection, 1 x 10* transfectants were
plated onto Ulira-low cluster 6-well dishes (Corning), and
cultured in SFM [DMEM-F12, 1:1 (Wako)], 50 pg/mL penicil-
lin/streptomycin, 2% B27 supplement (Invitrogen), 1% N-2
supplement (Wako), 25 ng/mL epidermal growth factor
(Wako), and 25 ng/mL fibroblast growth factor basic (Wako).
Half of the medium was replaced with fresh culture medium
every 7 days. Spheres were counted and measured under a
microscope with an eyepiece micrometer.

Indirect immunofluorescence

Cells grown on coverslips were briefly washed in PBS three
times, and then fixed with 100% methanol for 20 minutes at
—20°C. The cells were treated with 1% NP-40 in PBS solution
for 10 minutes, and were incubated with blocking solution
[15% bovine serum albumin (BSA) in PBS] for 1 hour at 37°C.
The cells were then probed with primary antibodies for 1 hour,
and antibody~-antigen complexes were detected with either
Alexa Fluor594- or Alexa Fluor488—conjugated donkey sec-
ondary antibody (Molecular Probes, Invitrogen) by incubation
for 1 hour at room temperature. The samples were washed
three times with PBS after each incubation and then counter-
stained with 4',6'-diamidino-2-phenylindole (DAPI). Immu-
nostained cells were examined under a fluorescence micro-
scope (Nikon Eclipse E400) using a 100x objective lens. The
fluorescence images were captured with a CCD camera (Leica
DFC350FX) and processed with Adobe Photoshop (Adobe
Systems). The primary antibodies used were as follows: anti-
NuMA antibody (NB500-174; Novus Biologicals), anti-MYCN
antibody (sc-53993; Santa Cruz Biotechnology), anti-MYCN
antibody (#9405S; Cell Signaling Technology), anti-Trim32
antibody (H00022954-M09; Abnova), anti-Fbxw7 antibody
(ab71961; Abcam), anti-Huwel antibody (ab70161; Abcam),
anti-pericentrin antibody (NB100-68277; Novus Biologicals),

anti-centrin 2 antibody (sc-2793R; Santa Cruz Biotechnology),
anti-phospho-T58 Myc antibody (ab28842; Abcam), anti-phos-
pho-S62 Myc antibody (ab51156; Abcam), anti-c-Myc antibody
(9E10, MA1-980; Thermo Scientific), and anti-Flag antibody
(#2368S; Cell Signaling Technology).

Immunoblot and immunoprecipitation analyses

Cells were lysed in SDS/Nonidet P-40 lysis buffer [1% SDS, 1%
Nonidet P-40, 50 mmol/L Tris (pH 8.0), 150 mmol/L NacCl, 2
pg/mL leupeptin, 2 pg/ml aprotinin, 1 mmol/L phenylmethyl-
sulfonyl fluoride (PMSF), 5 mmol/L NaF, and 100 pmol/L Nag
VOy,). The lysates were boiled for 5 minutes and then cleared by
centrifugation at 15,000 rpm and 4°C. Protein concentration of
the supernatant was determined using a BCA Protein Assay
Reagent (Pierce). The lysates were further boiled for 5 minutes
in sample buffer. Samples were then resolved by SDS-PAGE and
transferred onto Immobilon-P (Millipore Corp.) sheets. The
blots were first incubated in blocking buffer [5% (w/v) nonfat
dry milk in Tris-buffered saline (TBS) plus 0.05% Tween 20] for
1 hour. The blots were then incubated with a primary antibody
for 16 hours at 4°C, followed by incubation with a horseradish
peroxidase—conjugated secondary antibody for 1 hour at room
temperature. The antibody-antigen complex was visualized by
ECL-plus chemiluminescence (Amersham Pharmacia Bio-
tech). For immunoprecipitations, cells were lysed in 0.5%
Nonidet P-40 lysis buffer. One milligram of lysates was pre-
cleared by incubation with 20 L of protein G- or A-conjugated
agarose for 1 hour at 4°C and incubated on a platform shaker
for 3 hours with the primary antibody (4 pg) at 4°C. Protein
G- or A-conjugated agarose (40 LL of protein) was then added
to the lysate, and the mixture was further incubated on a
platform shaker for 1 hour at 4°C, spun down, and washed
three times in wash buffer [0.1% Nonidet P-40; 50 mmol/L Tris
(pH 8.0), 150 mmol/L NaCl, 2 pug/mL leupeptin, 2 pug/mL
aprotinin, 1 mmol/L PMSF, 5 mmol/L NaF, and 100 wmol/L
Na3VO04). After these washes, proteins bound to the beads
were eluted with sample buffer by boiling at 95°C for 5 minutes,
separated by SDS-PAGE, and analyzed by immunoblotting. The
primary antibodies used were anti-GSK-3p antibody (sc-7291;
Santa Cruz Biotechnology), anti-cyclin B antibody (sc-245;
Santa Cruz Biotechnology), anti-B-actin antibody (#612656;
BD Biosciences), anti-Trim32 antibody (H00022954-M09;
Abnova), anti-Trim32 antibody (sc-53993; Santa Cruz Biotech-
nology), anti-Trim32 antibody (sc-9011; Santa Cruz Biotechno-
logy), anti-MYCN antibody (sc-53993; Santa Cruz Biotechno-
logy), anti-MYCN antibody (sc-791; Santa Cruz Biotechnology),
anti-GST antibody (PM013 and MBL), and anti-y-tubulin
monoclonal antibody (clone GTU-88; Sigma).

Measurement of proteasome activity and ir vitro
ubiquitinylation assay

For the measurement of proteasome activity in individual
cell lines, the Proteasome Activity Assay Kit (ab107921; Abcam)
was used according to the manufacturer's instructions. For
ubiquitinylation assay, the lysate from TGW cells was immu-
noprecipitated by anti-Trim32 antibody, and then an auto-
ubiquitinylation kit (#BML-UW0970; Enzo Life Sciences) was
used according to the manufacturer’s instructions.
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Figure 1. MYCN is localized at spindle poles during mitosis via the GSK-3p phosphorylation signaling pathway. A and B, representative images of
accumulation of MYCN protein at spindle poles during mitosis in TGW and SK-N-DZ cells upon exposure to 10 pmol/L MG132 for 5 hours. DMSO
(0.1%)-treated cells were used as a control. Spindle pole marker NuMA, green; MYCN, red; DAPI (DNA), blue. Arrows, spindle poles. C and D, percentage
of cells with MYCN accumulation at spindle poles in TGW or SK-N-DZ cells. Error bars, SEM from three experiments; P = 0.0002 for TGW and P = 0.0004
for SK-N-DZ. Y-axis shows percentage of cells with MYCN-accumulated spindle poles. E, representative images of phospho-T58-MYCN but not phospho-
$S62-MYCN accumulation at spindle poles during mitosis in TGW cells. {(Continued on the following page.)
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Statistical analysis

Comparisons of the frequencies of polarity between different
groups were carried out using the unpaired Student ¢ test,
owing to the binary nature of the datasets (asymmetric vs.
symmetric). Statistical analysis was performed using a statis-
tical software package (StatView, JMP). Probability values less
than 0.05 were considered significant.

Resulis

MYCN is accumulated at spindle poles during mitosis
through GSK-3 phosphorylation signaling

Because ACD is a highlight event during mitosis, we per-
formed immunostaining experiments using MYCN-amplified
human neuroblastoma cell lines to address where MYCN
localized during mitosis. MYCN was present all over the cells
and did not localize to any particular organelle (Fig. 1A and B).
However, when we treated the cells with a proteasome inhib-
itor, MG-132, for 5 hours, surprisingly, we found that a large
amount of MYCN protein accumulated at spindle poles in
TGW and SK-N-DZ cells (Fig. 1A and B). In fact, a significant
number of mitotic cells showed MYCN accumulation at spin-
dle poles (Fig. 1C and D). We also attempted the same
experiment using other MYCN-amplified human neuroblasto-
ma cell lines such as SK-N-BE and CHP-212 (Supplementary
Fig. S1A). In these cell lines, MYCN physiologically accumu-
lated at spindle poles during mitosis in a proteasome inhib-
itor-independent manner. From these results, we speculated
that spindle poles are a site of physiologic degradation for
MYCN, and detection of MYCN localization at spindle poles
depends on the level of endogenous proteasome activity in
individual cell lines. Therefore, we measured proteasome
activity in these cell lines (Supplementary Fig. S1B). As
expected, in the cells with high proteasome activity (TGW and
SK-N-DZ), proteasome inhibitor treatment was necessary for
the detection of MYCN localization at spindle poles. On the
other hand, in the cells with low proteasome activity (SK-N-BE
and CHP-212), accumulation of MYCN at spindle poles was
physiologically detected without proteasome inhibitor treat-
ment. Thus, spindle poles are an important site for the deg-
radation of MYCN. What about the case for c-MYC protein? We
examined whether c-MYC also accumulated at spindle poles
during mitosis by using a ¢-MYC--amplified cell line (SK-BR-3)
and c-MYC-overexpressed cell lines (HeLa and U251-MG;
Supplementary Fig. S2). As a result, c-MYC did not accumulate
at spindle poles even when treated with a proteasome inhib-
itor. Thus, the degradation kinetics of c-MYC differs from that
of MYCN, as reported previously (14), and the degradation of
MYCN is a unique property during mitosis.

Next, we examined the phosphorylation status of MYCN
accumulated at spindle poles. Immunostaining experiments
showed that the majority of accumulated MYCN at spindle
poles was in the threonine (T) 58-phosphorylated form and the
proportion of the $62-phosphorylated form was very low (Fig.
1E~-G, and Supplementary Fig. S3). Because GSK-3f is known
to phosphorylate MYCN at T58 (6, 15), we treated the cells with
MG-132 plus GSK-3 kinase inhibitor, BIO. Immunostaining
experiments revealed that the proportion of accumulated
MYCN significantly decreased (Fig. 1H and I and Supplemen-
tary Fig. $4). Therefore, we speculated that GSK-3[3 phosphor-
ylation signaling might recruit MYCN to spindle poles. To
address this point precisely, we silenced GSK-3 expression
with siRNA, treated with MG-132 for 3 hours, and then per-
formed an immunostaining experiment (Fig. 1J and K). As
expected, the proportion of MYCN accumulation at spindle
poles was reduced despite high MYCN protein levels (Fig. 1J-L).
These findings provide the evidence that GSK-3f phosphory-
lation signaling recruits MYCN to spindle poles in human
neuroblastoma cells.

Trim32 is recruited to spindle poles during mitosis
through Cdk1/cyclin B phosphorylation signaling
Because it is now known that proteasome is involved in
MYCN/c-MYC degradation, we searched for MYC-related ubi-
quitin ligases such as Trim32 (16, 17), Fbxw?7 (18, 19), and
Huwel (20) that facilitate the degradation of MYCN in protea-
some, by localizing at spindle poles during mitosis. We found
that Trim32 localized at spindle poles during mitosis, but notin
interphase (Fig. 2A). On the other hand, other MYC-related
ubiquitin ligases such as Fbxw7 and Huwel did not localize at
spindle poles during mitosis (Supplementary Fig. S5A and S5B).
Thus, Trim32 is a plausible ubiquitin ligase for MYCN degra-
dation. As mentioned above, Trim32 does not localize at
centrosomes in interphase, but localizes at spindle poles
during mitosis. In addition, it is reported that Trim32 is
phosphorylated at its serine residues (328, $335, and $339)
by Cdkl/cyclin B (21, 22). Therefore, we speculated that
phosphorylation of Cdkl/cyclin B is important for Trim32 to
localize at spindle poles. To test this hypothesis, we treated the
cells with a low dose (5 pmol/L) of a Cdk1/cyclin B inhibitor,
RO-3306 (Supplementary Fig. $6), and then performed immu-
nostaining. Interestingly, RO-3306 treatment abolished the
spindle pole localization of Trim32 (Fig. 2B and C and Sup-
plementary Fig. S7). Therefore, we next silenced cyclin B
expression with siRNA (Fig. 2D). Knockdown of cyclin B caused
displacement of Trim32 from spindle poles (Fig. 2E and F). In
addition, we constructed a phosphorylation-deficient mutant

(Continued.) MYCN, red; phospho-T58-MYCN or phospho-S62-MYCN, green; DAP! (DNA), blue. Arrows, spindle poles. F and G, percentage of cells with
phosphorylated or unphosphorylated MYCN at spindle poles in TGW and SK-N-DZ cells. Error bars, SEM from three experiments. H and |, representative
images of MYCN accumulation at spindle poles during mitosis in TGW and SK-N-DZ cells upon exposure to 10 pmol/L MG132 plus 0.1% DMSO or

1 umol/L BIO for 3 hours. NUMA, green; MYCN, red; DAPI (DNA), blue. Arrows, spindle poles. J, immunoblot of GSK-33 and MYCN expression in
SK-N-DZ cells transfected with control siRNA or GSK38 siRNA. Immunoblot of B-actin served as a loading control. K, representative images of MYCN
accumulation at spindle poles during mitosis in SK-N-DZ cells transfected with control siRNA or GSK38 siRNA. After transfection of siRNAs, the cells were
treated with 10 umol/L. MG132 for 3 hours. NuMA, green; MYCN, red; DAPI (DNA), blue. Arrows, spindle poles. L, percentage of cells with MYCN
accumulation at spindle poles in SK-N-DZ cells transfected with control siRNA or GSK38 siRNA. Error bars, SEM from three experiments. Localization
statuses of MYCN on spindle poles were categorized into three types (intense, weak, or no localization). Scale bars, 10 um.
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Figure 2. Trim32is recruited to spindle poles during mitosis through Cdk1/cyclin B phosphorylation signaling. A, representative images of localization of Trim32
to spindle poles during mitosis but not in interphase in SH-SY5Y, TGW, and SK-N-DZ cells. Centrosome marker pericentrin, green; Trim32, red; DAP! (DNA),
biue. Arrows, spindle poles. B and C, representative images of Trim32 localization to spindle poles during mitosis in TGW and SK-N-DZ cells upon
exposure to 5 pmol/L. RO-3306 for 3 hours. DMSO (0.1%)-treated cells were used as a control. Centrosome (centriole) marker centrin-2, is green; Trim32, red; |
DAPI (DNA), blue. Arrows, spindle poles. D, immunobilot of cyclin B expression in SK-N-DZ cells transfected with control siRNA or Cyclin B siRNA.
Immunoblot of B-actin served as aloading control. E, representative images of Trim32 localization to spindle poles during mitosis in SK-N-DZ cells transfected
with control siRNA or Cyclin B siRNA. Centrin-2, green; Trim32, red; DAPI (DNA), biue. Arrows, spindie poles. F, percentage of cells with Trim32
localization to spindle poles in SK-N-DZ cells transfected with control siRNA or Cyclin B siRNA. Error bars, SEM from three experiments. Localization statuses
of Trim32 at spindle poles were categorized into three types (intense, weak, or no localization). G, representative images of Flag-Trim32 or Flag-Trim32/3A
localization to spindle poles during mitosis in SK-N-DZ cells transfected with Flag-Trim32 or Flag-trim32/3A expression vector. Pericentrin, green; Flag,
red; DAPI (DNA), blue. Arrows, spindle poles. Flag-Trim32 localizes to spindle poles, but Flag-Trim32/3A does not. Scale bars, 10 um.
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Figure 3. MYCN is aphysiologic substrate of Trim32 ubiquitin ligase. A, one milligra

m of cell lysate from TGW cells was immunoprecipitated with an anti-MYCN

antibody. As a control, immunoprecipitates with preimmune mouse immunoglobulin-G (IgG) were used. The immunoprecipitates were then subjected to

immunoblotting using an anti-Trim32 antibody (left). Conversely, 1 mg of cell lysate was immunoprecipitated with an anti-Trim32 antibody, and the

immunoprecipitates were subjected to immunoblotting using an anti-MYCN antibody. As a control, immunoprecipitates with preimmune mouse IgG
were used (right). B, Trim32 directly ubiquitinylates MYCN in vitro. Trim32 immunoprecipitates from TGW cells were mixed with GST or recombinant
GST-MYCN with or without ubiquitin, and an in vitro ubiquitylation assay was performed. C, immunoblot of Trim32 and MYCN expression in TGW

cells transfected with control siRNA or Trim32 siRNA. Immunoblot of y-tubulin served as a loading control. D, representative images of MYCN localization
to spindle poles during mitosis in TGW cells transfected with control siRNA or 7Trim32 siRNA. NuMA, green; MYCN, red; DAPI (DNA), blue. Arrows,
spindle poles. Scale bars, 10 um. E, percentage of cells with MYCN-localized spindle poles in TGW cells transfected with control siRNA or Trim32 siRNA.
Error bars, SEM from three experiments. Y-axis, percentage of mitotic cells with MYCN-localized spindie poles.

of Trim32 [Trim32-S328A, $335A, and $339A (Trim32/3A)], and
then transfected this mutant plasmid into the cells. As
expected, the phosphorylation-deficient mutant of Trim32 did
not localize at spindle poles during mitosis, whereas the wild-
type Trim32 did. Thus, the Cdkl/cyclin B phosphorylation
signal recruits Trim32 to spindle poles (Fig. 2G).

MYCN is a physiologic substrate of Trim32 ubiquitin
ligase

We next examined whether Trim32 interacts with MYCN.
Immunostaining experiments showed that Trim32 colocalized
with MYCN at spindle poles under proteasome inhibitor

treatment (Supplementary Fig. S8A and S8B). Therefore, the
cell lysate from MYCN-amplified cells was immunoprecipitated
using an anti-MYCN antibody, and then the immunoprecipi-
tates were blotted using an anti-Trim32 antibody. As aresult, a
Trim32 band was detected (Fig. 3A). Alternatively, the lysate
was immunoprecipitated using an anti-Trim32 antibody, and
then the immunoprecipitates were blotted using an anti-
MYCN antibody. Interestingly, an MYCN band was detected
only in the proteasome inhibitor (MG-132)-treated sample,
but not in the untreated one (Fig. 3A). This result strongly
suggests that Trim32 interacts with MYCN in vivo, and then
rapidly ubiquitinylates MYCN protein, followed by degradation
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Arrows, NuMA-cortex. Percentage of TGW cells with NuMA-ACD was significantly reduced by knockdown of Trim 32.

via the proteasome system. We also addressed whether Trim32
interacts with MYCN in a T58 phosphorylation-dependent
manner. We transfected MYCN (wild-type) or MYCN-T58
phosphorylation-deficient mutant (MYCN-T58A) into MYCN-
nonamplified cells (SH-SY5Y), and then performed an immu-
noprecipitation experiment. As a result, Trim32 interacted
with MYCN in a phosphorylation-independent manner (Sup-
plementary Fig. S9), suggesting that phosphorylation is dis-
pensable for MYCN to bind Trim32, and that spindle poles are
important sites for the interaction between Trim32 and MYCN
because both proteins localize to spindle poles during mitosis.
Moreover, we attempted an in vifro ubiquitinylation assay to
examine whether Trim32 ubiquitinylates MYCN. Trim32 was
immunoprecipitated by an anti-Trim32 antibody, and then E1,
E2 ubiquitin ligase complex, ATP, ubiquitin, and GST or GST-
MYCN were added in the Trim32 immunoprecipitates. The
result clearly showed that GST-MYCN was polyubiquitinylated
by Trim32 in vitro (Fig. 3B). In addition, we addressed the
ubiquitinylation activity of Trim32 during mitosis. As a result,
the ubiquitin ligase of Trim32 was shown to be active during
both interphase and mitosis (Supplementary Fig. $10).

Next, when we silenced Trim32 expression with siRNA, as
expected, the immunoblotting experiment showed that the
MYCN protein level increased (Fig. 3C). In addition, impor-
tantly, in the Trim32-knockdown cells, an immunostaining
experiment revealed that MYCN protein significantly accumu-

lated at spindle poles without proteasome inhibitor treatment
(Fig. 3D and E). These results strongly suggest that MYCN is a
physiologic substrate of Trim32 in human neuroblastoma cells.

We recently reported that, while MYCN-nonamplified neu-
roblastoma cells showed NuMA cortex-based asymmetric cell
division (NuMA-ACD) at a high frequency (~30%), MYCN-
amplified cells showed NuMA-ACD at a low frequency (3% to
10%; ref. 13). Among MYCN-amplified cells, TGW cells showed
NuMA-ACD at approximately 10% (13). Therefore, we exam-
ined the proportion of NuMA-ACD with or without Trim32
knockdown. The results showed that the proportion of NuMA-
ACD was significantly reduced in Trim32-knockdown TGW
cells (Fig. 4A and B), suggesting that Trim32 might be an
inducer of ACD against MYCN.

We subsequently transfected the Trim32 or Trim32/3A
expression vector into the MYCN-amplified cells (SK-N-DZ)
to determine whether Trim32 and its mutant have ubiquiti-
nylation function. The results showed that Trim32/3A as well
as Trim32 had ubiquitinylation activity because MYCN protein
level decreased in both Flag-Trim32- and Flag-Trim32/3A-
transfected cells (Fig. 5A). However, importantly, the propor-
tion of Flag-Trim32/3A cells with aggresome significantly
increased compared with that of Flag-Trim32 cells (Fig. 5B).
It is known that aggresomes represent a misconnection
between ubiquitin ligase and other components of the protea-
some complex (23-27). These results suggest that, although the
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transfected with the Flag-Trim32 or Flag-Trim32/3A expression vector. Flag, green; MYCN, red; DAPI (DNA), blue. Arrowheads, untransfected cells.

While MYCN signals were detected in untransfected cells, MYCN signals were not detected in Flag-Trim32- and Flag-Trim32/3A-transfected cells.
Percentage of MYCN-negative/Flag-positive cells is shown on the right side. Error bars, SEM from three experiments. B, representative images of Flag- and
MYCN-stained SK-N-DZ cells transfected with the Flag-trim32 or Flag-Trim32/3A expression vector. Flag, green; MYCN, red; DAPI (DNA), blue.

Arrows, aggresomes in Flag-Trim32-transfected cells. Arrowheads, aggresomes in Flag-Trim32/3A-transfected cells. Percentage of aggresome-positive

cells is shown in right. Error bars, SEM from three experiments; P = 0.0005.

Trim32/3A mutant still has ubiquitinylation activity for MYCN,
it does not have reliable signaling interaction for the protea-
some system.

Trim32 suppresses sphere-forming ability in human
neuroblastoma cells

We also transfected the Trim32 or Trim32/3A expression
vector into MYCN-amplified cells (SK-N-DZ) and performed
the sphere-forming assay to determine whether Trim32 affects
the self-renewal growth of neuroblastoma cells. After selection
of transfectants, each transfectant was plated onto ultra-low
attachment dishes and, after 7 days, the large spheres of >100
Wm in diameter were counted (Fig. 6A). Interestingly, SK-N-DZ
transfected with a control vector showed significantly higher
numbers of large spheres than the Flag-Trim32-transfected
cells (Fig. 6A and B). This strongly suggests that Trim32 has the

ability to block self-renewal division (symmetric cell division)
of cancer-initiating/stem cells. In addition, the Flag-Trim32/
3A-transfected cells somewhat recovered the ability of sphere
formation compared with the Flag-Trim32-transfected cells
(Fig. 6A and B). These findings suggest that spindle pole
localization of Trim32 may be important for blocking self-
renewal growth in neuroblastoma cells.

Trim32 induces ACD in human neuroblastoma cells
We finally transfected the Trim32 or Trim32/3A expression
vector into MYCN-amplified cells (SK-N-DZ; Fig. 7A), and
examined the status of ACD by immunostaining (Fig. 7B).
As reported previously (13), SK-N-DZ rarely showed NuMA-
ACD (~3%). However, in Trim32-transfected cells, MYCN
protein level decreased and complete ACD (opposite distri-
butions of NuMA and Trim32) was detected (complete
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