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predominant growth pattern, i.e. lepidic predominant, acinar pre-
dominant, papillary predominant, micropapillary predominant
and solid predominant with mucin production. Hereafter, the issue
of interobserver concordance in the pathological diagnosis of
adenocarcinoma subtypes will become increasingly important
[25], although the new classification is currently being verified by
several researchers {13, 24]. Unless the histological subtyping of
adenocarcinoma can be accurately determined, the true clinico-
pathological characteristics will still be equivocal regardless of the
revision of the histological classification.

In conclusion, we found a significant correlation between the
prognosis and histological subtype of adenocarcinoma based on
the 1999 WHO classification. In particular, BACs were significantly
associated with a better prognosis compared with the other sub-
types. On the other hand, even though BAC is defined as non-
invasive adenocarcinoma in the 1999 WHO classification, some of
the patients in our registry with BAC had lymph node metastasis,
pleural invasion or recurrence. The reproducible pathological
evaluation of preinvasive or minimally invasive findings or the
growth pattern of adenocarcinoma should be discussed in
the forthcoming WHO classification of lung adenocarcinoma to
be proposed by IASLC/ATS/ERS.
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Introduction: Indications for surgical resection for small cell lung
cancer (SCLC) have been very limited. Because early-stage SCLC is
a rare presentation of lung cancer, studies comparing surgical resec-
tion among a large number of patients are unlikely to be conducted.
This study reports the most recent surgical outcomes of a large
number of SCLC patients who underwent surgery in 2004.Methods:
In 2010, the Japanese Joint Committee of Lung Cancer Registry
performed a nationwide retrospective registry study regarding the
prognosis and clinicopathologic profiles of 11,663 patients who
underwent resection for primary lung cancer in 2004. Of the 11,663
patients, 243 patients with SCLC (2.1%) were included in this study.
The registry data of the patients with SCLC were analyzed, and the
clinicopathologic profiles and surgical outcomes of the patients were
evaluated.Results: The 5-year survival rate for all cases (n =243, 213
males, mean age 68.2 years) was 52.6%. The 5-year survival rates by
c-stage and p-stage were as follows: 1A, 64.3% (n = 132) and 72.3%
(n=93); 1B, 45.7% (n = 36) and 61.1% (n = 51); lIA, 50.5% (n =25);
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and 44.8% (n = 27); 1IB, 33.3% (n = 10) and 40.3% (n = 17); 1lIA,
30.5% (n = 30) and 23.4% (n = 45); and 1V, 0% (n = 7) and 0% (n =
9), respectively. A multivariate analysis showed that the significant
prognostic factors were age, gender, c-stage, and surgical curability.
A kappa value was moderate conformity between c-stage and p-stage
in all cases.Conclusions: Surgical resection in selected patients with
early-stage SCLC, especially stage I, had favorable results.

Key Words: Small cell lung cancer, Surgery, Registry
(J Thorac Oncol. 2014;9: 1140-1145)

Lung cancer is the leading cause of cancer-related death
in the United States and in Japan. Small cell lung cancer
(SCLC) represents only 13-20% of all lung cancers.' It is dis-
tinguished by its rapid growth rate and early dissemination
to regional lymph nodes and distant sites. Therefore, SCLC
represents less than 5% of cases in large surgical series.?

In 1973, the Medical Research Council® reported a
postoperative survival rate that was as poor as the survival
rate for nonsurgical treatment in SCLC patients. In addition,
Mountain* reported that there was no difference in outcome
between resected and non-resected cases in 368 SCLC patients.
After those two studies were published, the standard treatment
for SCLC became chemotherapy and/or radiation, and sur-
gery was basically contraindicated. In 1983, the Lung Cancer
Study Group® initiated the only randomized trial of adjuvant
surgical resection after induction chemotherapy. This trial
failed to show improved survival rates after surgery compared
with radiation after neoadjuvant chemotherapy. Thereafter,
several authors reported rather favorable surgical results in a
relatively small number of patients with early-stage SCLC.57
Shepherd and colleagues® reported in 1988 that the postopera-
tive 5-year survival rate was 31% in 77 patients with surgery
as the primary treatment for SCLC. In 2005, Japan Clinical
Oncology Group reported a 68% 3-year postoperative survival
rate in patients with resected clinical stage I SCLC undergo-
ing postoperative adjuvant chemotherapy.” Recently, several
large cohort studies of surgery for limited disease SCLC have
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been reported.!®!! An analysis of 205 clinical stage IA SCLC
patients from the National Cancer Institute’s Surveillance
Epidemiology and End Results database who underwent radi-
cal lobectomy showed a 5-year survival rate of 50.3% without
postoperative adjuvant radiotherapy.’

However, optimal indications for surgical resection for
SCLC and the efficacy of perioperative chemotherapy have
not yet been determined. Because early-stage SCLC is a rare
presentation, accounting for 2.4% to 3.4% of resected lung
cancer,'® and a definite preoperative diagnosis of cell type as
SCLC is rather difficult, studies prospectively comparing the
significance of surgical resection in a large number of cases
are unlikely to be conducted.

This study aimed to investigate recent surgical results
for SCLC patients retrospectively, based on the large-volume
Japanese nationwide registry database.

PATIENTS AND METHODS

Patients

In 2010, the Japanese Joint Committee of Lung Cancer
Registry performed a nationwide retrospective registry study
regarding the prognoses and clinicopathologic profiles of
11,663 patients who underwent resection for primary lung
cancer in 2004. Of those patients, 243 with histologically con-
firmed SCLC (2.1%) were extracted from the database. The
clinicopathologic factors and their relationship to postopera-
tive survival were evaluated.

The following items were included for analysis: gender,
age, smoking status, serum tumor markers (carcinoembryonic
antigen and proGRP), clinical tumor, node, metastasis (TNM)
stage (c-stage), pathological TNM stage (p-stage), surgical
procedure, surgical curability (RO and R1/R2), presence or
absence of preoperative and postoperative chemotherapy, and
survival time. The Union for International Cancer Control
TNM staging, version 7,'* was adopted in this study.

This study and the Japanese Joint Committee of Lung
Cancer Registry registration study adhere to the Ethical
Guidelines for Epidemiologic Research imposed by the
Japanese Ministry of Health, Labor, and Welfare."

Statistical Analysis

Survival time was defined as the time from the date of
the surgery to the date of the last follow-up. Survival curves
were estimated by the Kaplan-Meier method. Differences in
survival were assessed by the log-rank test. A multivariate
analysis by Cox’s proportional hazards model was used to test
the significance of prognostic factors. Statistical significance
was considered to be established when the associated p value
was less than 0.05.

A kappa value of conformity between c-stage and
p-stage was also determined.'® A kappa has a maximum of
1 (indicating perfect agreement) and a minimum —1 (indicat-
ing worse than chance agreement). A value of 0 indicates an
agreement that is no better than chance, values above 0.4 are
usually considered indicative of “moderate” agreement, and
values higher than 0.6 are considered “good” agreement.

Copyright © 2014 by the International Association for the Study of Lung Cancer

RESULTS

Patient Profiles

The clinicopathologic characteristics of the 243 patients
with resected SCLC are summarized in Table 1. Of the 243
patients with resected SCLC, there were 213 (87.7%) men and
30 (12.3%) women. The mean age at the time of operation was
68.2+9.5 years. Preoperative serum proGRP levels were ele-
vated in 58 patients (23.9%) and within normal limits in 185
(76.1%) patients. The major operative mode was lobectomy/
bilobectomy (n = 174, 71.6%), followed by segmentectomy/
wedge resection (n = 51, 21.0%). More than 60% of patients
(n =169, 68.6%) were diagnosed as c-stage IA or IB. As for
the pathologic stage, 93 patients (38.3%) were recognized
as p-stage 1A, and 51 (21.0%) as p-stage IB. There were 45
(18.5%) patients in p-stage IIIA. Complete resections (R0)
were achieved in 214 (88.1%) patients.

Postoperative Survival

The overall postoperative survival curve is shown
in Figure 1. The 5-year survival rate of the 243 patients
with SCLC was 52.6%. The postoperative survival curves
according to c-stage and p-stage are shown in Figure 2. The
5-year survival rates by c-stage and p-stage were as fol-
lows: 64.3% in c-stage 1A, 45.7% in c-stage 1B, 50.5% in
c-stage I1A, 33.3% in c-stage IIB, 30.5% in c-stage IIIA,
0% in c-stage 1V, 72.3% in p-stage A, 61.1% in p-stage
IB, 44.8% in p-stage IIA, 40.3% in p-stage 1IB, 23.4%
in p-stage IIIA, and 0% in p-stage IV. The differences in
survival were significant between c-stage IA and c-stage
IB (p = 0.0423), c-stage IA and c-stage IIB (p = 0.0367),
c-stage 1A and IIIA (p = 0.0023), p-stage 1A and p-stage
IIA (p = 0.0074), p-stage 1A and p-stage 1IB (p = 0.0033),
p-stage IA and p-stage IIIA (p = 0.0000), and p-stage IB
and p-stage IIIA (p = 0.0006).

The relationship of each factor to survival, deter-
mined by univariate analysis, is shown in Table 1. Except for
c-stage and p-stage, there was statistical significance in gen-
der (women fared better than men did), serum ProGRP level
(worse in elevated cases), and surgical curability (RO patients
fared better than R1/R2 patients did). In a Cox proportional
hazards model to predict overall survival, the following fac-
tors persisted as significant prognostic factors: gender, age,
c-stage, and surgical curability (Table 2).

Clinicopathological Results
According to c-Stage

The relationship of p-stage, perioperative chemo-
therapy, and surgical curability to c-stage is shown in
Table 3. In c-stage 1A + IB, 39 of 168 cases (23.2%) were
upstaged to p-stage, and eight of 30 cases (26.7%) in
c-stage IITA and two (66.7%) of three in c-stage I1IB were
downstaged to p-stage I or II. A conformity of c-stage
and p-stage was determined to be moderate, with a kappa
value of 0.425.

As for surgical curability, in c-stage I (IA + IB), 158
cases (96.3%) underwent RO resection and only six cases
(3.7%) underwent R1/R2 resection. In c-stage II, 32 cases
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TABLE 1. Characteristics of Patients with Resected Small Cell Lung Cancer and Overall Survival

N (%) 5-Year Survival (%) Comparison p Value
Gender
Men 213(87.7 49.3 0.0190
Women 30 (12.3) 79.0
Smoking
Nonsmoker 22(9.1) 41.0
Ex-smoker 74 (30.5) 50.8 Nonsmoker vs, ex-smoker 0.5740
Smoker 124 (51.0) 56.3 Nonsmoker vs. smoker 0.2253
Unknown 23(9.5)
Operative mode
Wedge resection 37(15.2) 30.6 Wedge resection vs. lobectomy/bilobectomy 0.0019
Segmentectomy 14 (5.8) 63.6 Segmentectomy vs. lobectomy/bilobectomy 0.7848
Lobectomy/ 174 (71.6) 58.3
bilobectomy
Pneumonectomy 9(3.7) 318 Pneumonectomy vs. lobectomy/bilobectomy 0.1600
Unknown 9(3.7)
c-stage
1A 132 (54.3) 63.3
1B 36 (14.3) 45.7 IB vs. [A 0.0423
1A 25(10.3) 50.5 HA vs. 1A 0.2531
11B 104.1) 333 B vs. 1A 0.0367
A 30(12.3) 30.5 A vs. 1A 0.0023
1B 3(1.2) — — —
v 7(2.9) 0 IV vs. IA 0.0000
p-stage
1A 93 (38.3) 72.3
B 51(21.0) 61.1 IB vs. IA 0.1855
1A 27 (11.1) 44.8 IIA vs. A 0.0074
1B 17 (7.0) 403 IIB vs. [A 0.0033
A 45(18.5) 234 A vs. 1A 0.0000
B 1(0.4) e —_ —
v 9.7 0 IV vs. [A 0.0000
Preoperative treatment
Done 27 (1L
None 215 (88.5)
Unknown 1(0.4)
Adjuvant chemotherapy
Done 158 (65.0) 52.0 ' 0.5535
None 69 (28.4) 51.8
Unknown 16 (6.6)
Tumor marker
CEA higher level 70 (28.8) 49.1 0.5631
CEA normal level 173(71.2) 539
ProGRP higher level 58 (23.9) 36.0 ‘ 0.0482
ProGRP normal level 185(76.1) 57.2
Residual tumor
RO 214 (88.1) 57.0 0.0000
RI/R2 23 (9.5) 10.2
Unknown 6(2.5)

(94.1%) underwent RO resection and three cases (8.8%)  who underwent RO resection with c-stage IA, c-stage IB,
underwent R1/R2. In c-stagelllA, RO resections were done and c-stage II (IIA+IIB) were 65.4%, 51.6%, and 44.4%,
in 19 cases (65.5%). The 5 year survival rates of the patients  respectively.
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FIGURE 1. Overall survival curve. The 5-year survival rate of
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FIGURE 2. Overall survival curve based on clinical stage
(Union for International Cancer Control-TNM Ver. 7). The
5-year survival rates by c-stage (A) and p-stage (B) were as
follows: 1A, 64.3% (n=132) and 72.3% (n = 93); IB, 45.7%
(n=36)and 61.1% (n=51); lIA, 50.5% (n = 25) and 44.8%
(n=27); 1B, 33.3% (n=10) and 40.3% (n = 17); llIA, 30.5%
(n=30) and 23.4% (n = 45); and IV, 0% (n = 7) and 0%
(n=9), respectively.
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DISCUSSION

This study, which included 243 patients who under-
went surgery in 2004, is the largest in number of patients with
SCLC who underwent surgical intervention within just 1 year.
It was expected that there would be low variations in preopera-
tive staging evaluation, surgical technique, and postoperative
care for each case. For such occasions, the results of this study
were meaningful.

The current standard treatment for patients with SCLC
is chemotherapy and radiotherapy, except for a portion of
early-stage patients. The MRC study?® in 1973 was a random-
ized trial, comparing surgery versus radiation alone. In that
study, the median survival rate in the surgery group was 6.5
months, compared with 10 months in the radiation group (p =
0.04). After that article was published, the standard care was
changed from surgical resection to radiotherapy. However,
only 34 of the 71 patients (48%) who were enrolled in the sur-
gery arm actually underwent surgical resection. Most of the
patients in the MRC study had relatively advanced disease.

Recently, several authors have reported positive results
for surgery in patients with early-stage SCLC.'"*¥ Shah and
colleagues'® reported on surgical resection for SCLC patients
without adjuvant chemotherapy in 1992. Of 28 patients who
underwent surgical resection, 14 had stage I disease, five had
stage II disease, and nine had stage III disease. The actual
5-year survival rate for patients in stage I was 57.1%, whereas
no patients with stage II disease survived 5 years. In half of
the patients in Shah’s study, the tumor was in a central posi-
tion. Lim and colleagues! reported excellent survival rates for
patients in stages I to III who underwent lung resection with
nodal dissection for SCLC. A total of 59 patients in their study
underwent complete RO resection for SCLC between 1980
and 2006, and the overall 5-year survival rate was 52%. That
study supports the need to reevaluate surgery as the primary
treatment and the use of clinical Tumor, Node, Metastasis
criteria in the selection of patients with very limited SCLC
for surgery. Weksler and colleagues® analyzed patients in the
Surveillance Epidemiology and End Results database, mak-
ing a retrospective analysis of a large national database. That
study examined 3566 patients with stage I or II SCLC who
underwent surgery from 1988 to 2007. Patients with stage
II SCLC who had a lung resection had a median survival
time of 25.0 months, compared with 14.0 months in patients
with stage II SCLC who did not undergo lung resection
(p < 0.0001). Weksler’s study concluded that surgical resec-
tion as a component of treatment for stage [ or stage IT SCLC
1s associated with significantly improved survival and should
be considered in the management of early-stage SCLC.

The overall 5-year survival rate of the patients in our
study was 52.6%. Multivariate analysis found that good prog-
nostic factors for survival were younger age, female gender,
early-stage disease, and achieved curative resection. The same
trends have been previously reported.'’?* Even though c-stage
was one of the most important prognostic factors, the sur-
vival rate of the selected patients with c-stage I was favorable
results. In particular, patients who underwent complete resec-
tion had good survival rates, not only with c-stage I, but also
with c-stage II, compared with previous reports. In c-stage
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I and 11, 190 patients (95.5%) underwent RO resection, and
only nine underwent R1/R2 resection. Surgery was recom-
mended for the c-stage | SCLC patients; however, based on
these results, surgical resection might also be considered for
patients with stage [ SCLC.

On the other hand, in several patients in this study,
c-stage did not correspond well with p-stage. Among the
patients with stage | SCLC according to preoperative evalua-
tions, 23.2% of the cases were upstaged to stage 11 or stage 111
postoperatively. A kappa value demonstrated moderate con-
formity between c-stage and p-stage in all cases. Vallieres and
colleagues' reported the same trend when comparing clini-
cal and pathological staging of SCLC, using the International
Association for the Study of Lung Cancer database. The
overall concordance between clinical and pathologic TNM

TABLE 2. Multivariate Analysis of Overall Survival for
Resected Small Cell Lung Cancer; Cox Proportional Hazards
Model

Hazard Ratio 95% Cl p Value

Age, per year increase 1.038 1.015-1.062 0.001
Gender

Men 1.00

Women 0.356 0.142-0.893 0.028
c-stage 0.029

1A 1.00

1B 1.421 0.811-2.493 0.220

1A 1.298 0.618-2.727 0.491

1B 2.389 0.986-5.788 0.054

HIA 1.514 0.797-2.876 0.205

B 3.739 0.863-16.204 0.078

v 4,557 1.769-11.741 0.002
Tumor marker

ProGRP normal level 1.00

ProGRP higher level 1.232 0.774-1.961 0.378
Residual tumor

RO 1.00

RI1/R2 2.288 1.208-4.332 0.011

Cl, confidence interval

staging was 58%. When grouping clinical stages 1 and 11
together, 19.7% were upstaged to stage pllIA or above after
resection according to the International Association for the
Study of Lung Cancer database. Although there is no data
on preoperative staging modality in the current study, inten-
sive staging before considering surgical therapy is important,
using such tools as positron emission tomography-computed
tomography (PET-CT),*" endobronchial ultrasound-guided
transbronchial needle aspiration (EBUS-TBNA),* and surgi-
cal mediastinoscopy.

Large cell neuroendocrine carcinoma (LCNEC) of the
lung is defined as a high-grade neuroendocrine tumor no less
than SCLC in the 1999 World Health Organization classifi-
cation of lung tumors.? Takei et al.”* reported that 44% (24
of 55) of operated patients who were originally diagnosed
with SCLC (before 1999) were reclassified as LCNEC after
the pathologic review. Studies on treatment of patients with
SCLC naturally included many cases of LCNEC before
LCNEC had been recognized. Thus, it is necessary to be
aware when comparing studies performed before and after
LCNEC was defined. The subjects of the current study are
patients who were operated on in 2004, when LCNEC was
well recognized.

In the present study, the survival benefit of postopera-
tive adjuvant chemotherapy was not proved. It is assumed that
because of biases in treatment acceptance, the patients’ back-
grounds were varied, although an analysis was conducted only
in p-stage | patients.

Limitations of this analysis include that it is a retrospec-
tive study; there is no randomization for adjuvant treatment;
there is a lack of preoperative histopathological diagnosis
data; there is a lack of information regarding preoperative
staging methods; and there is no information regarding the
aim of the preoperative treatment and whether the induction
treatment was followed by surgery or salvage surgery.

CONCLUSION

Surgical resection for selected patients with early-stage
SCLC, especially stage I, had good survival outcomes. Based
on this result, surgery might also be considered in c-stage II
SCLC. Further, a clinical trial on the surgery for patients with
c-stage 11 SCLC was recommended.

TABLE 3. Relationships Between c-Stage, p-Stage, Surgical Curability, and Perioperative Treatment
Surgical
p Stage Curability*
1A 1B I1A 1B IIA B v RO R1/2
c-stage IA 80 23 10 8 11 0 0 126 3
B 4 21 3 1 6 0 1 32 3
A 5 2 11 2 4 1 0 21 3
1B 0 2 I 4 2 0 1 10 0
A 4 2 0 2 21 0 1 19 10
1B 0 1 1 0 0 0 1 3 0
v 0 0 1 0 1 0 5 3 4

RO, no residual tumor; R1/R2, microscopic or macroscopic residual tumor.
*Six patients data of curability were missing.

1144

Copyright © 2014 by the International Association for the Study of Lung Cancer

— 342 —



Journal of Thoracic Oncology® e Volume 9, Number 8, August 2014

Surgery for Small Cell Lung Cancer

Copyright © 2014 by the International Association for the Study of Lung Cancer

REFERENCES

. Murren JR, Turrisi AT, Pass HI. Small cell lung cancer. In: DeVita

VTI, Hellman S, Rosenberg SA, eds. Cancer: Principles and Practice.
Philadelphia, PA: Lippincott Williams & Wilkins; 2005:820-843.

. Masters G. The clinical presentation of small cell carcinoma. In: Pass HI,

Carbone DP, Johnson DH, et al, eds. Lung Cancer, Principles and Practice.
Philadelphia, PA: Lippincott Williams & Wilkins; 2005:304-314.

. Fox W, Scadding JG. Medical Research Council comparative trial of sur-

gery and radiotherapy for primary treatment of small-celled or oat-celied
carcinoma of bronchus. Ten-year follow-up. Lancet 1973;2:63-65.

. Mountain CF. Clinical biology of small cell carcinoma: relationship to

surgical therapy. Semin Oncol 1978;5:272-279.

. Lad T, Piantadosi S, Thomas P, Payne D, Ruckdeschel J, Giaccone G. A

prospective randomized trial to determine the benefit of surgical resec-
tion of residual disease following response of small cell lung cancer to
combination chemotherapy. Chest 1994;106(6 Suppl):320S-323S.

. Shields TW, Higgins GA Jr, Matthews MJ, Keehn RJ. Surgical resec-

tion in the management of small cell carcinoma of the lung. J Thorac
Cardiovasc Surg 1982;84:481-488.

. Davis S, Wright PW, Schulman SE, Scholes D, Thorning D, Hammar S.

Long-term survival in small-cell carcinoma of the lung: a population
experience. J Clin Oncol 1985;3:80-91.

. Shepherd FA, Evans WK, Feld R, et al. Adjuvant chemotherapy follow-

ing surgical resection for small-cell carcinoma of the lung. J Clin Oncol
1988;6:832-838.

. Tsuchiya R, Suzuki K, Ichinose Y, et al. Phase II trial of postoperative adju-

vant cisplatin and etoposide in patients with completely resected stage I-11la
small cell lung cancer: the Japan Clinical Oncology Lung Cancer Study
Group Trial (JCOG9101). J Thorac Cardiovasc Surg 2005;129:977-983.

. Vallieres E, Shepherd FA, Crowley J, et al.; International Association

for the Study of Lung Cancer International Staging Committee and
Participating Institutions. The IASLC Lung Cancer Staging Project: pro-
posals regarding the relevance of TNM in the pathologic staging of small
cell lung cancer in the forthcoming (seventh) edition of the TNM clas-
sification for lung cancer. J Thorac Oncol 2009;4:1049-1059.

. Lim E, Belcher E, Yap YK, Nicholson AG, Goldstraw P. The role of sur-

gery in the treatment of limited disease small cell lung cancer: time to
reevaluate. J Thorac Oncol 2008;3:1267-1271.

. Yu JB, Decker RH, Detterbeck FC, Wilson LD. Surveillance epidemiol-

ogy and end results evaluation of the role of surgery for stage I small cell
lung cancer. J Thorac Oncol 2010;5:215-219.

— 343 —

18.

19.

20.

21.

22.

23.

24.

25.

. Sawabata N, Miyaoka E, Asamura H, et al.; Japanese Joint Committee for

Lung Cancer Registration. Japanese lung cancer registry study of 11,663
surgical cases in 2004: demographic and prognosis changes over decade.
J Thorac Oncol 2011;6:1229-1235.

. International Union against Cancer; Sobin LH, Gospodrowicz MK,

Wittekind CH, eds. TNM Classification of Malignant Tumours. 7th Ed.
New York, NY: Wiley-Liss; 2009.

. The Ethical Guidelines for Epidemiologic Research notified by

Japanese Ministry of Health, Labour and Welfare. December 1, 2008.
Available at: http://www.mhlw.go.jp/general/seido/kousei/i-kenkyu/
ekigaku/0504sisin.html.

. Cohen JA. A coefficient of agreement for nominal scales. Educ Psychol

Meas. 1960;20:37-46.

. Varlotto JM, Recht A, Flickinger JC, Medford-Davis LN, Dyer AM, DeCamp

MM. Lobectomy leads to optimal survival in early-stage small cell lung can-
cer: a retrospective analysis. J Thorac Cardiovasc Surg 2011;142:538-546.
Schreiber D, Rineer J, Weedon J, et al. Survival outcomes with the use
of surgery in limited-stage small cell lung cancer: should its role be re-
evaluated? Cancer 2010;116:1350-1357.

Shah SS, Thompson J, Goldstraw P. Results of operation without adju-
vant therapy in the treatment of small cell lung cancer. Ann Thorac Surg
1992;54:498-501.

Weksler B, Nason KS, Shende M, Landreneau RJ, Pennathur A. Surgical
resection should be considered for stage I and II small cell carcinoma of
the lung. Ann Thorac Surg 2012;94:889-893.

Bradley JD, Dehdashti F, Mintun MA, Govindan R, Trinkaus K, Siegel
BA. Positron emission tomography in limited-stage small-cell lung can-
cer: a prospective study. J Clin Oncol 2004;22:3248-3254.

Wada H, Nakajima T, Yasufuku K, et al. Lymph node staging by endo-
bronchial ultrasound-guided transbronchial needle aspiration in patients
with small cell lung cancer. Ann Thorac Surg 2010;90:229-234.

Jett JR, Schild SE, Kesler KA, et al. Treatment of small cell lung can-
cer. Diagnosis and management of lung cancer, 3rd ed: American col-
lege of chest physicians evidence-based clinical practice guideline. Chest
2013;143(suppl):e400s—e419s.

Travis WD, Colby TV, Corrin B, et al. Histological Typing of Lung and
Pleural Tumours. 3rd ed. Berlin: Springer; 1999.

Takei H, Asamura H, Maeshima A, et al. Large cell neuroendocrine
carcinoma of the lung: a clinicopathologic study of eighty-seven cases.
J Thorac Cardiovasc Surg 2002;124:285-292.

1145



INTERNATIONAL JOURNAL OF ONCOLOGY 44: 1461-1469, 2014

The translation elongation factor eEF2 is a novel tumor-associated
antigen overexpressed in various types of cancers
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Abstract. Recent studies have shown that cancer immuno-
therapy could be a promising therapeutic approach for the
treatment of cancer. In the present study, to identify novel
tumor-associated antigens (TAAs), the proteins expressed
in a panel of cancer cells were serologically screened by
immunoblot analysis and the eukaryotic elongation factor 2
(eEF2) was identified as an antigen that was recognized by
IgG autoantibody in sera from a group of patients with head
and neck squamous cell carcinoma (HNSCC) or colon cancer.
Enzyme-linked immunosorbent assay showed that serum
eEF2 1gG Ab levels were significantly higher in colorectal
and gastric cancer patients compared to healthy individuals.
Immunohistochemistry experiments showed that the eEF2
protein was overexpressed in the majority of lung, esophageal,
pancreatic, breast and prostate cancers, HNSCC, glioblastoma
multiforme and non-Hodgkin's lymphoma (NHL). Knockdown
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of eEF2 by short hairpin RNA (shRNA) significantly inhibited
the growth in four eEF2-expressing cell lines, PC14 lung
cancer, PCI6 pancreatic cancer, HT1080 fibrosarcoma and
Al172 glioblastoma cells, but not in eEF2-undetectable MCF7
cells. Furthermore, eEF2-derived 9-mer peptides, EF786
(eEF2 786-794 aa) and EF292 (¢EF2 292-300 aa), elicited
cytotoxic T lymphocyte (CTL) responses in peripheral blood
mononuclear cells (PBMCs) from an HLA-A"24:02- and
an HLA-A'02:01-positive healthy donor, respectively, in an
HLA-A-restricted manner. These results indicated that the
eEF2 gene is overexpressed in the majority of several types
of cancers and plays an oncogenic role in cancer cell growth.
Moreover, the eEF2 gene product is immunogenic and a prom-
ising target molecule of cancer immunotherapy for several
types of cancers.

Introduction

Cancer immunotherapy consists of therapeutic approaches to
elicit effective antitumor immunity through active or passive
immunization. Recent studies have shown that cancer immu-
notherapy have potential to provide anticancer activity as
a single agent or in combination with conventional surgery,
radiation and chemotherapy as reviewed (1-4). These findings
indicate that cancer immunotherapy should be a promising
therapeutic option for the cancer treatment.

Strategies of cancer immunotherapy include antitumor
monoclonal antibodies, cancer vaccines, adoptive transfer
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of ex vivo activated T and natural killer cells, and admin-
istration of antibodies or recombinant proteins that either
costimulate immune cells or block immune inhibitory
pathways (5). Among these strategies, cancer vaccines are
approaches to specifically activate host T cells against tumor
antigens. The target antigens of cancer vaccine should be:
i) highly immunogenic; ii) expressed in a significant propor-
tion of cancer patients; iii) not expressed (or expressed in
limited populations) in normal tissues; and iv) required for
cancer cell growth and/or survival. Although large number
of tumor-associated antigens (TAAs) have been identified
using recently developed new technologies such as SEREX
and protein microarrays (6,7), there are limited number of
antigens that fit all of these criteria in current cancer vaccines.

High level protein biosynthesis is one of the characteris-
tics of cancer cell metabolism (8). Translation is regulated at
the initiation and elongation step and deregulated in cancer
through a variety of mechanisms (9). Eukaryotic elongation
factor 2 (eEF2) is a gene that plays an essential role in the
polypeptide chain elongation step. Cells control translation
levels at elongation step through regulation of eEF2 activity
under multiple biological conditions such as cell cycle
progression (10) and genotoxic stress (11,12), or in response
to endogenous carbon monoxide that exerts antiproliferative
effects (13). Previously, we showed that eEF2 was overex-
pressed in the majority of gastric and colorectal cancers and
promoted progression of G,/M of the cell cycle in association
with activation of Akt and a G,/M regulator, cdc2 proteins,
resulting in the enhancement of in vitro and in vivo cancer
cell growth (14). However, the role for eEF2 in the tumori-
genesis remains largely unknown and it is undetermined
whether eEF2 can be a target molecule of molecule-targeted
cancer therapy.

In the present study, we identified eEF2 as an antigen
eliciting humoral immune responses in a group of patients
with HNSCC or colorectal cancer by immunoblot analysis and
showed that eEF2 was overexpressed in the majority of various
types of cancers such as lung, esophageal, pancreatic, breast and
prostate cancers, HNSCC, glioblastoma multiforme and NHL.
Knockdown of eEF2 by shRNA significantly inhibited growth
of cancer cells. Furthermore, eEF2-derived 9-mer peptides,
EF786 (¢EF2 786-794 aa) and EF292 (eEF2 292-300 aa),
elicited cytotoxic T lymphocyte (CTL) responses in PBMCs
from an HLA-A"24:02- and an HLA-A"02:01-positive healthy
donors, respectively, in an HLA-A-restricted manner.

Materials and methods

Cell lines. Lung cancer cell lines PC14 and LU99B, pancreatic
cancer cell line PCI6, glioblastoma cell line A172, fibrosarcoma
cell line HT'1080, gastric cancer cell lines MKN28 and AZ-521,
and breast cancer cell line MCF7 were cultured in Dulbecco's
modified essential medium supplemented with 10% fetal bovine
serum (FBS). Leukemia cell line K562, colon cancer cell line
SW480, parent T2 and T2 cells with forced expression of
either HLA-A24:02 (T2-2402) (15) or HLA-A02:01 (T2-0201)
(16) were cultured in RPMI-1640 medium supplemented with
10% FBS. Leukemia cell line TF-1 was cultured in RPMI-1640
medium supplemented with 10% FBS containing 2 ng/ml human
recombinant GM-CSF (Peprotech, Rocky Hill, NJ, USA).
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Sera samples. Sera were obtained from 79 colorectal and
80 gastric cancer patients, 10 patients with head and neck
squamous cell carcinoma (HNSCC) and 40 healthy indi-
viduals with informed consent at Osaka University Hospital
and Osaka Rosai Hospital and stored at -80°C until use.

Tissue samples. Tamor tissues were obtained from 31 lung
adenocarcinoma, 20 small-cell lung cancer, 15 esophageal
squamous cell carcinoma, 21 HNSCC, 28 pancreatic cancer,
8 breast cancer, 16 glioblastoma, 4 prostate cancer and
50 NHL (40 diffuse large B-cell lymphoma and 10 folli-
clular lymphoma) patients. All samples were obtained with
informed consent at Osaka University Hospital, Toneyama
National Hospital, NHO Osaka Minami Medical Center, and
Higashiosaka City General Hospital.

Western blot analysis. Proteins were separated by SDS-PAGE
and transferred to Immobilon polyvinylidene difluoride
membrane. After blocking of non-specific binding, the
membranes were incubated with the first antibodies, followed
by incubation with the corresponding secondary antibodies
conjugated with alkaline phosphatase, and visualized using
BCIP/NBT kit (Nacalai Tesque, Kyoto, Japan). Polyclonal
anti-EF2 (Santa Cruz Biotechnology, Santa Cruz, CA, USA)
and anti-GAPDH (Chemicon International, Temecula, CA,
USA) were used as the first antibodies.

Density gradient isoelectric focusing. Density gradient
1soelectric focusing was performed by the method reported
previously (17) with minor modifications. In brief, K562 cells
(5x107 cells) were lysed in 2 ml of 0.1% Triton X-100/PBS. After
centrifugation, the supernatant was collected as cytoplasmic
fraction. Proteins of the cytoplasmic fraction were precipi-
tated with acetone and the pellet was solved in 1 ml of dH,O
containing 4% CHAPS and 7 M urea. Isoelectric focusing was
carried out using an LKB column (NA-1720, Nihon-Eido Co.,
Tokyo, Japan) according to the manufacturer's instructions.
On completion of the run, effluent fractions (3 ml each) were
collected and twice dialyzed to 200 volume of de-ionized
water for 18 h, and then the proteins were precipitated with
acetone and stored at -80°C until use.

MALDI-TOF mass spectrometry. The bands on the silver
stained gels were excised with surgical blazor. After dehy-
dration with acetonitrile, the gel slice was dried with Speed
Vac. The dried gels were digested with Trypsin (Promega,
Madison, WI, USA) at 37°C for 24 h and the tryptic peptides
were analyzed. All peptide mass fingerprinting (PMF) spectra
were obtained by Matrix-assisted laser desorption/ionization
time-of-flight (MALDI-TOF) mass spectrometry using an
ultraflex spectrometer (Bruker Daltonics, Bremen, Germany).
PMF data were then searched with MS-FIT software against
NCBInr database.

Immunohistochemistry. Formalin-fixed tissue sections were
cut from each paraffin-block. After dewaxing and rehydra-
tion, the sections were antigen retrieved using Pascal (Dako
Cytometry, Glostrup, Denmark) and reacted with the first anti-
body at 4°C overnight and then reacted with Dako Envision
kit/HRP (Dako Cytometry) at room temperature for 30 min.
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After treatment with 3% H,0, solution to reduce endogenous
peroxidase activity, immunoreactive eEF2 protein was visu-
alized using diaminobenzidine (DAB). The sections were
then counterstained with hematoxylin. The intensity of stain
in tumor cells was scored as positive (increased staining in
carcinoma cells compared to that in normal cells) or negative
(less or negative staining in carcinoma cells) by a patholo-
gist. eEF2-HII8 antibody (Santa Cruz Biotechnology) that
recognized 741-858aa of eEF2 protein and Sigma-Aldrich
#SAB4500695 antibody that recognized the N terminus of
¢EF2 protein were used as first antibodies. Non-immune rabbit
immunoglobulin (Dako Cytometry) was used as negative
control for non-specific staining.

Sequencing. The eEF2 gene overexpressed in tumors was
RT-PCR amplified and directly sequenced in both directions
by the method previously described (14).

Transient expression of shRNA targeting eEF2. Two different
shRNA vectors targeting eEF2 mRNA (shEF-1918 and
shEF-2804 targeting 1918-1947 and 2804-2833 nt of cEF2
sequence, respectively) were prepared as described previ-
ously (14). shRNA targeting luciferase (shLuc) was used
as a control. shRNA vectors were transiently expressed as
described previously (14).

Enzyme-linked immunosorbent assay (ELISA). ELISA was
established to measure serum eEF2 IgG Ab levels by a method
previously reported (18) with modifications. ELISA 96-well
plates were coated with recombinant GST-tagged eEF2 f{rag-
mented protein (Ref Seq NM_001961, 411-858 aa) (2 pg/well).
Plates were blocked with TBS containing 0.05% Tween-20
and 1% gelatin. Sera were diluted at 1:100 in TBS containing
0.05% Tween-20 (0.05% TBST) and pre-absorbed by immo-
bilized GST protein at 4°C overnight. Then, 100 pl of the
diluted sera was added to each well for overnight incubation
at 4°C. After washing, captured eEF2 IgG Ab was detected
using ALP-conjugated goat anti-human IgG Ab (Santa Cruz
Biotechnology) and BCIP/NBT kit. Then, absorbance at
550 nm was measured using a microplate reader. All sera
were examined in duplicate. The titers of eEF2 IgG Ab were
calculated by interpolation from the standard line which was
constructed for each assay from the results of simultaneous
measurements of serial dilutions of rabbit polyclonal eEF2
H-118 Ab using the corresponding second Ab (data not shown).
eEF2 AD titer that produces the absorbance at 550 nm equal
to that produced by 1.0 gg/ml of eEF2 H-118 Ab in the ELISA
system was defined as 1.0 EF2-reacting-unit (ERU).

Synthetic peptides. The primary amino acid sequence of human
eEF2 was analyzed for consensus motifs for 9-mer peptides
capable of binding to HLA-A"24:02 or 02:01 using ProPred-I
computer algorithm (Table I). Then, the top 4 candidate
peptides for HLA-A02:01 and 24:02 each were synthesized
at immunological grade (Sigma Genosys, Hokkaido, Japan).
Synthesized peptide was solved in dH,O (2 mg/ml) and stored
at -20°C until use.

MHC stabilization assay. Binding of the synthetic peptides
to HLA-A"24:02 or 02:01 molecules was evaluated by MHC
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stabilization assay using antigen processing mutant T2-2402
or T2-0201 cells as described previously (19). Expression
of HLA-A24 or HLA-A02 molecules was measured with
a FACSort flow cytometer (BD Biosciences, San Jose,
CA, USA) and the mean fluorescence intensity (MFI) was
recorded.

In vitro generation of ¢EF2 peptide-specific CDS8 T cells.
PBMCs were obtained from an HLA-A24:02-positive and
an HLA-A'02:01-positive healthy donors by density gradient
centrifugation. CD4*CD25" Treg cells were depleted from
PBMCs by using CD25 MicroBeads (Miltenyi Biotech,
Auburn, CA, USA). For generation of autologous dendritic
cells (DCs), CDI4* monocytes were isolated from the donor
PBMCs using BD IMag CD14 isolation kit (BD Bioscience)
and cultured in X-VIVOI15 (Bio Whittaker, Walkersville,
MD, USA) supplemented with 1% human AB serum (Nabi,
Miami, FL, USA) containing IL-4 (1,000 U/ml) and GM-CSF
(800 U/ml). After 24 h, IL-1p (10 ng/ml), IL-6 (1,000 U/ml),
TNF-a (10 ng/ml), and PGE-2 (1 yg/ml) were added to the
culture for DC maturation and the cells were cultured for
48 h. DCs were pulsed with EF2 peptide at the concentra-
tion of 10 pg/ml in X-VIVOI1S5 supplemented with 1% human
AB serum at 37°C for 2 h, irradiated at 30 Gy, and washed
3 times with RPMI-1640 medium. Then, Treg-depleted
PBMCs (2x10° cells) were stimulated by co-culture with the
EF2 peptide-pulsed DCs at the DC: PBMC ratio of 1:10 in
X-VIVOIS supplemented with 5% human AB serum. After
24 h of co-culture, IL-2 (20 U/ml) was added to the culture.
The cultured cells were repeatedly stimulated with the EF2
peptide-pulsed, irradiated autologous PBMCs at 10-day inter-
vals. After several times of re-stimulation, the cultured cells
were maintained as the established T cell lines in X-VIVO15
supplemented with 5% human AB serum, IL-7 (10 IU/ml) and
IL-15 (10 IU/ml) and used for cytotoxic assays.

JICr release cytotoxicity assay. Effector cells were prepared
from the established T cell lines using Human CD8 T
Lymphocyte Enrichment Set-DM (BD Bioscience). Target
cells (listed in Table III) were labeled with 100 uCi of 3'Cr
(Perkin-Elmer, Waltham, MA, USA) at 37°C for 1.5 h and
the target cells (1x10* cells) were added to wells containing
varying numbers of effector cells in 96-well plates. After
4 h of incubation at 37°C, 100 u! of supernatants were
collected from each well and measured for radioactivity.
The percentage of specific lysis was calculated as follows:
percentage of specific lysis = (cpm of experimental release
- cpm of spontaneous release)x100/(cpm of maximal
release - cpm of spontaneous release). Radioactivity of the
supernatant of the target cells that were cultured without
effector cells and the radioactivity of target cells that were
completely lysed by the treatment with 1% Triton X-100 was
used for spontaneous and maximal release, respectively. The
characteristics of target cells in cytotoxicity assay are listed

-in Table I1I.

Statistics. The statistical significance in a difference between
arithmetical means of test groups was assessed by unpaired
t-test or Kruskal-Wallis test. After Kruskal-Wallis test,
Scheffe's F-test was used as a post hoc test.
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Figure 1. Elevation of serum eEF2 IgG autoantibody levels in cancer patients. (A) Cytoplasmic proteins from PC14, LU99B, K562 and A172 cells were subjected
to immunoblot analysis using sera as the first antibodies. Representative results with serafrom an HNSCC patient (Pt-1) and a healthy control individual (H-1) are
shown. Arrows indicate the protein that is recognized by 1gG autoantibody in the sera from the HNSCC patient. (B) Elevation of serum eEF2 IgG autoantibody
levels in cancer patients. Assays were performed in duplicate. Colon, colorectal cancer; gastric, gastric cancer; and healthy, healthy individuals. Standard bar
represents median value. ““p<0.01. eEF2 Ab levels that produces the absorbance at 450 nm equal to that produced by 1 pg/ml of anti-eEF2 H-118 Ab in the ELISA

system were defined as 1.0 eEF2-reacting-unit (ERU).

Results

Production of IgG autoantibody against eukaryotic elonga-
tion factor 2 (eEF2) in cancer patients. To identify novel
tumor-associated antigens (TA As) with high molecular weight
(more than 100 kDa), which were difficult to isolate by stan-
dard two dimensional electrophoresis methods because they
could not be absorbed into a strip gel, proteins from tumor
lysates were first separated by SDS-PAGE, transferred to
PVDF membrane, and then probed with sera from tumor-
bearing patients. As shown in Fig. 1A, an approximately
100 kDa protein was recognized by sera from 4 of 10 HNSCC
and 2 of 3 colon cancer patients in cytoplasmic proteins from
two lung cell lines (PC14 and LU99B), one leukemic cell line
(K562) and one glioblastoma cell line (A172), whereas it was
not recognized by the sera from 5 healthy individuals. To
identify this protein, cytoplasmic proteins of K562 cells were
fractionated by density gradient isoelectric focusing, separated
by SDS-PAGE, and subjected to immunoblot analysis using
sera from an HNSCC patient as the first antibody. Since
immunoblot analysis detected this protein in fractions of
pH 6.62 and pH 6.75, the silver-stained band corresponding
to this protein was excised from the SDS-PAGE gel and the
protein was analyzed by MALDI-TOF Mass Spectrometry.
The search for NCBInr database by MS-Fit software identified
the protein as human eukaryotic elongation factor 2 (eEF2)
that had M.W. of 95.3-kDa and calculated pl of 6.4.

Elevation of serum eEF2 IgG antibody levels in cancer
patients. Serum eEF2 IgG Ab levels were examined by ELISA
in 79 colorectal and 80 gastric cancer patients and 40 healthy
individuals and detected in all the samples examined (Fig. 1B).
eEF21gG Ablevels ranged from 7.8 to 301.7 (median 41.1), from
8.1 to 353.9 (median 33.6) and from 5.2 to 53.0 (median 20.6)
ERU in colorectal and gastric cancer patients and healthy indi-
viduals, respectively. eEF2 1gG Ab levels were significantly
(p<0.01) higher in both colorectal and gastric cancer patients
than healthy individuals.

Overexpression of eEF2 in various types of human cancers.
eEF2 protein was immunohistochemically examined in
51 lung cancers, 15 esophageal squamous cell carcinomas,
21 HNSCCs, 28 pancreatic cancers, 8 breast cancers, 16 glio-
blastoma multiformes, 4 prostate cancers and 50 NHLs.
Immunohistochemical analysis with two different anti-EF2
antibodies recognizing different regions of eEF2 protein
showed similar results. Overexpression of eEF2 protein
was detected in 71.0% (22 of 31) of lung adenocarcinoma,
95.0% (19 of 20) of small-cell lung cancer, 73.3% (11 of 15)
of esophageal cancer, 60.7% (17 of 28) of pancreatic cancer,
50.0% (4 of 8) of breast cancer, 75.0% (3 of 4) of prostate
cancer, 52.4% (11 of 21) of HNSCC, 75.0% (12 of 16) of
glioblastoma multiformes, and 94.0% (47 of 50) of NHL.
Results are summarized in Table I. Representative results
are shown in Fig. 2.
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Table 1. Overexpression of eEF2 in human cancers.

Cancer

Overexpression

of eEF2 (%)

Lung cancer
Lung adenocarcinoma
Small cell lung cancer
Esophageal squamous cell carcinoma
Head and neck squamous cell carcinoma
Pancreatic cancer
Breast cancer
Glioblastoma
Prostate cancer
Non-Hodgkin's lymphoma
Diffuse large B cell lymphoma
Follicular lymphoma

80.4 (41/51)
71.0(22/31)
95.0 (19720)
733 (11/15)
52.4 (11721
60.7 (17/28)
50.0 (4/8)

75.0 (12/16)
75.0 (3/4)

94.0 (47/50)
92.5 (37/40)
100 (10/10)

Expression of eEF2 protein in human cancers was examined by immu-
nohistochemistry. Immunostaining was evaluated as positive when
cancer cells were stained brown in >10% of the cells.

Overexpressed eEF2 gene is a non-mutated, wild-type.
To examine whether or not the overexpressed eE£F2 gene
was non-mutated, wild-type, the 5' (84-1334 nt) and the
3' (1314-2660 nt) sequences of eEF2 mRNA (coding
sequence: 84-2660 nt) from five lung adenocarcinomas
and five HNSCCs were amplified by RT-PCR and direct
sequencing. No mutation was found in the eEF2 gene in the
10 cancers examined (data not shown).

Knockdown of eEF2 inhibits cancer cell growth. To examine
the role of eEF2 in cancer cell growth, either of two different
shRNAs targeting eEF2 (shEF-1918 and shEF-2804) or a
control shRNA targeting luciferase (shLuc) was transfected
into four eEF2-expressing cells, lung cancer PC14, pancreatic
cancer PCI6, fibrosarcoma HT-1080, and glioblastoma A172
and eEF2-undetectable breast cancer MCF7 cells. After
culture for 72 h, both of the two shRNAs targeting eEF2
(shEF-1918 and shEF-2804) reduced eEF2 protein expression
levels (Fig. 3A) and significantly inhibited cell growth in all
the four eEF2-expressing cells examined (Fig. 3B). However,
neither of the two shRNAs targeting eEF2 inhibited growth
of eEF2-undetectable MCF7 cells.

Identification of eEF2 peptides that bind to HLA-A"24:02
or HLA-A'02:01 molecules. Epitope candidates of eEF2 that
bound to HLA-A"24:02 or HLA-A"02:01 molecules were first
analysed using ProPred-I computer algorithm (Table II).

As candidate epitope peptides that bound to HLA-A"24:02
molecules, EF78, EF786, EF701 and EF412 peptides were
selected and analyzed for binding affinity to HLA-A"24:02
molecules by the MHC stabilization assay. These peptides
were pulsed to T2-2402 cells and the expression of
HILA-A"24:02 molecules on the cell surface was analyzed by
flow cytometry. As shown in Table 11, all the four peptides
increased the expression of HLA-A24:02 molecules on
T2-2402 cells as a result of the stabilization of HLA-A24:02
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Figure 2. Overexpression of eEF2 in various types of cancers. Representative
results of immunohistochemical analysis for eEF2 protein expression in
(A and C) lung adenocarcinoma, (B and D) normal lung cells, (E and F)
breast cancer, and (G and H) prostate cancer. eEF2 was stained with (A, B,
E and G) eEF2-H118 antibody or (C, D, F and H) #SAB4500695 antibody.
eEF2 protein was stained brown. Macrophages are non-specifically stained
in normal lung tissues.

molecules. Among the four peptides, EF786 peptide showed
binding affinity higher than CMVpp65,,4.336, Which was
an exogenous cytomegalovirus antigen epitope, to the
HLA-A"24:02 molecules. As candidate peptides that bound
to HLA-A"02:01 molecules, EF292, EF739, EF519 and EF671
peptides were selected and analyzed for binding affinity to
HLA-A02:01 molecules by the MHC stabilization assay. As
shown in Table 11, all the four peptides increased the expres-
sion of HLA-A02:01 molecules on T2-0201 cells and EF292
peptide showed the highest binding affinity to HLA-A"02:01
molecules among the four HLA-A"02:01-binding peptides
examined.

Generation of EF2-specific CTLs from HLA-A"24:02- or
HLA-A"02:01-positive donors. Treg-depleted PBMCs from
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Table 1. Characteristics of EF2-derived peptides and results of the MHC stabilization assay.

Peptide Position (aa) Sequence Score %MFI increase
HLA-A"24:02-binding peptides

EF78 78-86 FYELSENDL 360 40.5
EF786 786-794 AYLPVNESF 252 1552.1
EF701 701-709 RFDVHDVTL 40 297.3
EF412 412-420 AFGRVFESGL 336 479
CMVppb6S5 328-336 QYDPVAALF 13441
HLA-A"02:01-binding peptides

EF292 292-300 LILDPIFKV 3290 183.3
EF739 739-747 RLMEPIYLV 2426 141.1
EF519 519-527 KLVEGLKRL 705 58.9
EF671 671-679 YLNEIKDSV 642 89.6

The primary amino acid sequences of human eEF2 were analyzed for consensus motifs for 9-mer peptides capable of binding to HLA-A"24:02
or 02:01 molecules using ProPred-I software. Percentage MFI increase in MHC stabilization assay was calculated as follows: percentage MFI
increase = (MFI with the given peptide - MFI without peptide)/(MFI without peptide) x 100.
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Figure 3. Knockdown of eEF2 inhibits cancer cell growth. Two shRNA vectors targeting different sequences of eEF2 (shEF-1918 and shEF-2804 targeting
1918-1947 and 2804-2833 nt of eEF2 sequence, respectively) or control shRNA targeting luciferase (shLuc) was transfected into PC14, PCI6, HT1080, A172
and MCF7 cells. (A) Reduction in eEF2 protein expression levels in HT1080 cells. Results of western blot analysis are shown. (B) After 72 h of transfection,
the cell numbers were examined. "p<0.05; “p<0.01. Experiments were independently performed three times.

HLA-A"24:02- or HLA-A'02:01-positive healthy donors were
repeatedly stimulated with EF2 peptides (EF786 and EF292
peptides for HLA-A"24:02- and HLA-A"02:01-positive healthy
donors, respectively) and pulsed irradiated autologous DCs
and EF2 peptide-specific CTLs were established.

To examine whether EF2 peptides are capable of elic-
iting CTL responses, CTL activities of established CTLs
were examined. As shown in Fig. 4A, EF786-specific,
HLA-A24:02-restricted CTLs lysed EF786 peptide-pulsed
T2-2402 cells but not unpulsed ones. The EF786-specific

— 349 —



INTERNATIONAL JOURNAL OF ONCOLOGY 44: 1461-1469, 2014

Table I1I. Characteristics of target cells in the killing assay.

Target HLA-A24:02  HLA-A02:01 cEF2
cells expression expression expression
T2 - - Undetectable
T2-2402 + - Undetectable
T2-0201 - + Undetectable
SW480 + +
AZ-521 - +
MKN?28 - +

TFE-1 + +
K562 - - +
MCF7 + Undetectable

Cell surface protein expression of HLA-A molecules was confirmed
by flow cytometry. Expression of ¢EF2 protein was analyzed by
western blot analysis.

CTLs lysed HLA-A"24:02-positive, eEF2-expressing SW480
cells, but not HLLA-A"24:02-negative, ¢EF2-expressing
AZ-521 and MKN28 cells. As shown in a Fig. 4B, EF292
peptide-specific, HLA-A"02:01-restricted CTLs lysed EF292
peptide-pulsed T2-0201 cells but not unpulsed ones. Moreover,
the EF292-specific CTLs lysed HLA-A'02:01-positive,
eEF2-expressing TF-1 cells, but not HLA-A"02:01-negative,
eEF2-expressing K562 cells and HLA-A'02:01-positive,
eEF2-undetectable MCF7 cells (Fig. 4B).

Discussion

We showed that eEF2 was overexpressed in the majority of
various types of tumors such as lung, esophageal, pancreatic,
and breast cancer and promoted growth of various types of
cancer cells. Moreover, eEF2 gene product elicited both
humoral and cellular eEF2-specific immune responses. The
production of eEF2 IgG autoantibody was enhanced in
patients with colorectal and gastric cancer and 9-mer eEF2
peptides elicited EF2-specific CTLs from healthy donors.
These results indicated that overexpressed eEF2 played an
oncogenic role and served as a TAA in these tumors.

It is considered that production of autoantibody indicates
the potential of its antigen as a target of cancer immuno-
therapy (20). In the present study, we showed the elevation
of serum EF2 IgG levels in colorectal and gastric cancer
patients, indicating that eEF2 overexpressed in cancer cells
was recognized by the host immune system and induced
eEF2-specific immune responses. Since production of IgG
autoantibody needed help from CD4* helper T cells (Th cells)
for class switch from IgM to IgG, elevation of EF2 IgG Ab
levels indicated the activation of EF2-specific Th cells. It is
well established that Th cells play an important role in the
immune responses against cancer (21). CD4* Th cells are
required for activation and maintenance of CD8* CTLs, but
they could also exert cytotoxic function against cancer in
the absence of CD8* CTLs recognizing antigenic peptides
presented by MHC class II molecules (22,23). These results
indicated that EF2 protein was an immunogenic molecule
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Figure 4. Generation of eEF2-specific CTLs. (A, left panel) Specific
lysis of EF786 peptide-pulsed T2-2402 cells by EF786-specific,
HLA-A"24:02-restricted CTLs. (A, right panel) Specific lysis of
eBF2-expressing, HLA-A"24:02-positive SW480 by EF786-specific,
HLA-A"24:02-restricted CTLs. AZ-521 and MKN28 are ¢eEF2-expressing,
but HLA-A"24:02-negative. (B, left panel) Specific lysis of EF292 pep-
tide-pulsed T2-0201 cells by EF292-specific, HLA-A"02:01-restricted CTLs.
(B, right panel) Specific lysis of eEF2-expressing, HLA-A'02:01-positive
TE-1 cells by EF292-specific, HLA-A'02:01-restricted CTLs. K562 is
eEF2-expressing and HLA-A02:01-negative, and MCF7 is eEF2-undetect-
able and HLA-A"02:01-positive. E/T, effector/target ratio. CTL cytotoxic
assays were performed in triplicate.

that is capable of eliciting not only humoral but also cellular
immune responses. In fact, eEF2-derived EF786 peptide
showed the binding affinity higher than CMVpp65328-336,
an exogenous viral antigen epitope, and elicited in vitro
EF786-specific CTLs from PBMCs of HLA-A"24:02-positive
healthy donors. Taken together, eEF2 protein is highly
immunogenic and a promising target molecule for cancer
immunotherapy.

Expression of target molecules in tumor cells is the
first requisite for TAA-targeting cancer immunotherapy.
Survivin is a member of the family of the inhibitor of apop-
tosis proteins and functions as a key regulator of mitosis
and programmed cell death (24). Survivin is overexpressed
in various types of tumors with the frequency of 34.5% in
gastric cancers (25), 50-60% in colorectal cancers (25,26),
64% in malignant gliomas (27), 53-72% in lung cancers
(28,29), and 70.7% in breast cancers (30). Cancer vaccines
to induce an antigen-specific immune responses against
survivin-expressing tumor cells have been developed with
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promising results (31,32). Thus, survivin appears to be a
promising TAA. However, survivin-targeted immunotherapy
may be applicable to a limited population of patients because
of its low expression rates in several tumors. In addition, the
frequency of survivin-positive tumor cells may vary in indi-
vidual tumors (25). Thus, the existence of tumor cells lacking
survivin could result in tumor evasion from CTL responses
against survivin induced by vaccination. NY-ESO-1 is a
member of cancer testis antigens and is expressed in a variety
of common cancers. Clinical trials that evaluate therapeutic
responses against NY-ESO-1 are underway in various
cancers (33). However, NY-ESO-1 protein was expressed in
only 20 to 30% of lung (34), bladder and ovarian cancers
(35) and melanoma and was undetectable in colon and renal
cancers (36). Thus, therapeutic strategy against NY-ESO-1
is applicable to a minor population of cancer patients.
Compared to these TAAs, eEF2 is more attractive as a target
molecule of cancer immunotherapy because of its high
frequency of overexpression in various types of cancers. The
frequency of eEF2 overexpression exceeded 70% in lung,
esophageal, breast and prostate cancers, and 90% in gastric
and colorectal cancers and NHL, as shown in the present
and previous (14) studies. These results indicated that eEF2-
targeted immunotherapy should be a therapeutic strategy that
would be applicable to the majority of cancer patients. WT1
is also a promising target molecule of immunotherapy and
was ranked as top of TAAs (37). WT1 is overexpressed in the
majority of leukemia (38) and various types of tumors such
as lung (39), colorectal (40) and pancreatic cancer (41), and
glioblastoma multiforme (42). However, WT1 might be less
expressed in malignant lymphoma. In diffuse large B-cell
lymphoma the most common type of NHL, WT1 protein
was detected in only 33% of the cases examined (43). Thus,
eEF2-targeted immunotherapy may have a priority for NHL.

One mechanism for escape from immune surveillance
is the loss of expression of target molecules in cancer cells
(44). Therefore, it is important to know whether or not loss
of eEF2 expression affects tumor growth in consideration
of the potential of eEF2 as a target molecule for cancer
immmunotherapy. As shown in the present study, knock-
down of eEF2 by shRNA significantly inhibited cancer cell
growth. Also, we have demonstrated that eEF2 was overex-
pressed in the majority of gastric and colorectal cancers and
promoted progression of G,/M in the cell cycle, resulting in
the enhancement of in vitro and in vivo cancer cell growth
(14). Based on these findings showing the involvement of
eEF2 in cancer cell growth, it is unlikely that antigenic loss
of eEF2 could become a mechanism of tumor escape from
eEF2-specific immune responses.

A primary goal of cancer immunotherapy is generation
of effective CTL responses through the expansion of robust
pre-existing, naturally occurring CD8* CTL precursors and
the establishment of long-lasting memory CD8* T cells.
This critically depends on the activation of pre-existing
antigen-specific CTL precursors as the initial step to induce
immune responses. In the present study, eEF2-specific
CTL clones were established from HLA-A"24:02- or
HLA-A"02:01-positive healthy donors. In addition, eEF2 IgG
autoantibody is detected at low levels in healthy individuals
examined. Since these results indicated the existence of not
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only eEF2-specific CTL precursors but also eEF2-specific B
and Th cells even in healthy donors without cancer, the host
immune system of cancer patients should have a potential
to make robust immune responses against eEF2-expressing
cancers by vaccination with EF2 protein or peptide.

In conclusion, eEF2 that is overexpressed in a wide variety
of cancers is a promising cancer antigen that can elicit both
humoral and cellular immune responses and shows promise
as a target molecule of cancer immunotherapy.
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