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Lactate dehydrogenase, Gleason score and HER-2 overexpression
are significant prognostic factors for M1b prostate cancer
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Abstract. It has not been elucidated whether certain types of
M1b prostate cancer (M1b PC) are associated with a poor out-
come. The present study retrospectively identified predictive
factors related to the outcome of M1b PC. The subjects were
104 patients who attended our hospital and received a diagnosis
of M1b PC. The observation period ranged from 4 to 122
months (median, 43 months). The parameters investigated
were: T classification, N classification, Gleason score (GS),
pretreatment prostate-specific antigen (PSA) level, extent of
disease (EOD) grade, alkaline phosphatase (ALP), lactate
dehydrogenase (LDH), calcium, and hemoglobin (Hb) levels,
platelet count, and the status of HER-2 overexpression as
determined with a Hercep Test™ Kit using initial needle
biopsy specimens for diagnosis. Log-rank test and Cox
univariate analysis identified the following factors with
statistically significant differences: pretreatment PSA =192,
N1, GS =8, EOD grade 3+4, high LDH, high ALP, low Hb,
and HER-2 overexpression. Multivariate Cox proportional
hazard analysis identified the factors GS =8, high LDH, and
HER-2 overexpression with significant differences. The
hazard ratio was 5.962, 2.465, and 2.907, respectively, and
the probability value was P=0.0218, P=0.0207 and P=0.0090,
respectively. When the subjects with GS =8, high LDH, and
HER-2 over-expression were classified as the high-risk
group, the 5-year cause-specific survival rate was 51.2, 29.6,
and 20.0%, respectively. The present study showed that M1b
PC patients with GS =8, high LDH, and HER-2 over-
expression have a very poor outcome and thus, should be
treated as a high-risk group requiring close follow-up.
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Introduction

Of cancer deaths, in the USA, the incidence of prostate
cancer (PC) ranks first in men, while the mortality from PC
ranks second after lung cancer. In Europe, about 260,000
people are diagnosed with PC every year (1), and PC
accounts for 9% of cancer deaths in men (2). The frequency
of PC varies from country to country; it has been reported to
be lowest in the Far East, particularly in mainland China and
Japan (3). In Japan, however, the frequency in 2015 is
expected to increase to about 4.6 times that in 1985 (4), and a
recent study reported that PC screening would reduce
mortality from PC by 20% (5). PC will thus become an
increasingly important disease in men. Patients with PC
have only vague symptoms in the early phase of the disease;
it is not rare for patients to present with chief complaint of
bone pain or neurological symptoms and found to already
have PC with bone metastases at the time of diagnosis (6).
Most PC is androgen-dependent. Patients with metastatic PC
are rarely cured, and most of them are treated by hormone
therapy. The majority of such patients, however, progress to
castration-resistant prostate cancer (CRPC) within several
years. Hormone resistance is considered to be acquired
through abnormalities in the androgen receptor as well as a
mechanism other than the androgen receptor (7). At
present, however, the characteristics of patients who are
likely to progress to CRPC have not been clarified, and no
effective therapy has been established for CRPC. Docetaxel
is the only chemotherapeutic agent reported to improve the
outcome (8,9).

Human epidermal growth factor receptor-2 (HER-2 or
HER-2/neu) is a proto-oncogene located on chromosome
17921 and is also a transmembrane tyrosine growth factor.
Fundamental research has revealed that HER-2 overexpression
induces cancerous transformation in cells, manifesting as
greater aggressiveness. Since Slamon et al (10) first reported
the association between amplification of the HER-2 gene
and poor-outcome breast cancer, HER-2 has been considered
to be a factor in poor outcome of breast cancer, and HER-2
overexpression breast cancer has been shown to be refractory
to hormone therapy (11). Several reports exist on subjects
who underwent radical prostatectomy, indicating that those
with HER-2 overexpression experienced poor outcome
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(12,13). Further in vivo study using PC cells discovered that
HER-2 regulated activation of the androgen receptor pathway
and transcriptional activity (14,15). These finding suggests
potential efficacy of treatment with anti-HER-2 agents.

We previously reported that HER-2 was not involved
in the regulation of neuroendocrine cell differentiation
(16). The present study retrospectively assessed the potential
significance of various clinical data (serum biochemical data
and pathological findings) and the status of HER-2 protein
overexpression, using biopsy specimens obtained at diagnosis,
in predicting the outcome of M1b prostate cancer (M1b PC)
after hormone therapy.

Materials and methods

Of the 454 patients who had been given a diagnosis of prostate
cancer at Aichi Medical University Hospital between January
1998 and December 2006, 104 with M1b confirmed by bone
scintigraphy, CT, MRI and with a Karnofsky performance
scale of =70% were targeted for the present study.

All subjects were treated with hormone therapy. In
all subjects, the prostate-specific antigen (PSA) level was
confirmed to have decreased to 4.0 ng/ml or less after the
initiation of treatment. The last observation was on May 31,
2009. The PSA level was measured using a Tandem-R PSA
kit (Hybritech, San Diego, CA, USA). Prostate biopsy
(systematic sextant needle biopsy) was performed under
transrectal ultrasound guidance with an Aloka SSB-3500
(Aloka Co., Ltd., Tokyo, Japan) using an 18-G biopsy
needle (Biopty, C. R. Bard, GA, USA). The clinical stage
and the extent of disease (EOD) grade (17) were performed
by CT, MRI, and bone scintigraphy. The day of determi-
nation of the stage was defined as the first day of
observation. Histopathological grading was performed using
Gleason score (GS) (18), and the clinical stage was
determined based on the International Union Against Cancer
classification (19).

The parameters investigated were T classification, N
classification, GS, pretreatment PSA, EOD grade, alkaline
phosphatase (ALP), lactate dehydrogenase (LDH), calcium
(Ca), and hemoglobin (Hb) levels, platelet count (PLT), and
the status of HER-2 overexpression as determined by immuno-
histochemical (IHC) staining with a Hercep Test™ Kit.

The present study was approved by the Institutional
Review Board of Aichi Medical University School of Medicine
(Approval no. 275). The baseline characteristics of the 104
subjects are shown in Table I.

Immunohistochemical (IHC) procedure and scoring methods.
Immunohistochemical staining was performed using the
single core that had a highest GS and was occupied largest by
a tumor as a result of a systematic sextant needle biopsy.
Paraffin sections, 5 ym thick, were stained for expression of
the HER-2 protein using a standardized Hercep Test. The
primary antibody in this assay is an affinity-purified rabbit
polyclonal antiserum raised against an intracellular epitope
of the human HER-2 molecule (Specification Sheet: K5205,
Dako, USA). Staining was performed on an automated staining
apparatus for IHC (Autostainer, Dako) according to the
manufacturer's guidelines as follows. Sections were depa-

Table I. Patient characteristics.

Patient no.

Age (years)
Average (SD)
Median

Serum PSA (ng/ml)
Average (SD)
Median

Follow-up period (month)

Average (SD)
Median

Treatment
MAB (%)

LH-RH agonist monotherapy (%)

Orchiectomies (%)

Orchiectomies + anti-androgen (%)

Outcome
Alive (%)
Cancer death (%)

Other cause death (%)

Gleason score
7 (%)
8 (%)
9 (%)
10 (%)

EOD grade
1 (%)
2 (%)
3 (%)
4 (%)
X (%)

T classification
T1 (%)
T2 (%)
T3 (%)
T4 (%)
Tx (%)

N classification
NO (%)
N1 (%)
Nx (%)

HER-2
Negative (%)
Positive (1+) (%)
Positive (2+) (%)
Positive (3+) (%)
Undeterminate (%)

104

54-91
742 (+7.4)
74

10-100060.0
920.1 (£1759.3)
268.7

4-122
46.9 (£29.1)
43

93 (89.4)
2(1.9)
1(0.9)
8(7.7)

50 (48.0)
45 (432)
9 (8.6)

19 (18.3)

31(29.8)

48 (46.2)
6(5.8)

39 (37.5)

41 (39.4)

15 (14.4)
8(7.7)
1(0.9)

4(3.8)
25 (24.0)
24 (23.0)
49 (47.1)

2(1.9)

57 (54.8)
44 (42.3)
3(2.8)

72 (69.2)

10 (9.6)
14 (13.5)
6 (5.8)
2(1.9)




ONCOLOGY REPORTS 25: 937-944, 2011

939

Figure 1. HER-2 expression in four primary tumors detected by immunohistochemistry using the Hercep Test™ . (A) No staining or membrane staining
observed in <10% of tumor cells (HER-2 score, 0; magnification, x100). (B) Faint or barely perceptible membrane staining detected in >10% of tumor cells:
cells are stained only in part of their membrane (HER-2 score, 1+; magnification, x100). (C) Weak to moderate, complete membrane staining observed in
>10% of tumor cells (HER-2 score, 2+; magnification, x100). (D) Strong complete membrane staining observed in >10% of tumor cells (HER-2 score, 3+;

magnification, x100).

raffinized in xylene and rehydrated through graded ethanols
to distilled water. The sections were immersed in Dako
epitope retrieval solution (10 mM citrate buffer, pH 6.0) that
had been preheated to 95°C in a water bath and then heat-
treated at 95°C for 40 min. After a 20-min cool-down period
at room temperature, the sections were washed with Dako
wash buffer, a procedure that followed every subsequent
incubation. Endogenous peroxidase was blocked with Dako
blocking buffer (0.3% hydrogen peroxide containing 15-mM
sodium azide) for 5 min at room temperature. The sections
were incubated with the primary polyclonal antibody, an
affinity-purified rabbit anti-human HER-2 antibody (1:70)
supplied in the kit, for 30 min at room temperature. Bound
primary antibody was labeled by incubating the slides with the
Dako visualization reagent (horseradish peroxidase-labeled
dextran polymer conjugated to affinity-purified goat anti-
rabbit immunoglobulins in Tris-HCI1) for 30 min. Color
development was achieved with 3,3'-diaminobenzidine (DAB)
for 10 min. The sections were counterstained with haemato-
xylin. To confirm validation of the staining run, control cell
slides, which were provided in the kit and consisted of three
pelleted, formalin-fixed, paraffin-embedded human breast
cell lines with known HER-2 positivity (MDA-231, 0; MDA-
175, 1+; SK-BR-3, 3+), were also stained simultaneously.
In the negative controls, the primary antibody was replaced
by normal rabbit serum (Dako negative control reagent) for
the HER-2 primary antibody.

Following the Food and Drug Administration Scoring
Guidelines for breast carcinomas, the patterns were evaluated

using the 0-3+ scales as illustrated in the Hercep Test Kit
Scoring Guidelines (0 for no staining at all or membrane
staining in <10% of the tumor cells; 1+ for only partial, weak
staining of the cell membrane of =10% of the tumor cells;
2+ for moderate staining of the complete cell membrane
in >10% of the tumor cells; 3+ for intense staining of the
complete membrane in >10% of the tumor cells).

The results of histological examination and those of
staining were interpreted by two pathologists. The scores
of 2+ and 3+ were considered HER-2 overexpression and
defined as positive, 0 and 1+ defined as negative (Fig. 1).

Statistical analyses. Survival curves were prepared by the
Kaplan-Meier method. To identify predictive factors for the
outcome of M1b PC, the subjects who had died of causes
other than PC were counted as discontinued cases in the
calculation of the cause-specific survival rate, and the signi-
ficance of differences was assessed with the log-rank test.
For univariate and multivariate analyses, Cox proportional
hazard analysis was employed. All statistical analyses were
performed with Statistical Package for Social Sciences (SPSS,
Chicago, IL, USA) version 10.0 for Windows. Probability
values <0.05 were considered statistically significant.

Results
In the 104 subjects, the 5-year cause-specific survival rate

was 56.6%, and the 10-year cause-specific survival rate was
349% (Fig. 2A).
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Each variable was constructed as follows: T classi-
fication, T1-3 vs. T4; N classification, NO vs. N1; GS=7 vs.
=8 (because there was no subject with GS <6); pretreatment
PSA level, <192 vs. =192 (because a significant difference
in survival rate was observed between these groups); EOD
grade, 1+2 vs. 3+4; ALP, LDH, and Ca levels, normal values
vs. high values (defined as at least 1.15 times higher than
the upper limit of normal); PLT and Hb levels, normal values
vs. low values (defined as not >0.85 times lower than the
lower limit of the normal).
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Figure 2. (A) Cause-specific survival curve for 104 subjects. (B) Cause-
specific survival curves for Gleason score 7 and =8. (C) Cause-specific
survival curves in normal and high LDH. (D) Cause-specific survival curves
in HER-2-positive and -negative groups. (E) Cause-specific survival curves
in "high-risk and other groups.

IHC staining for HER-2 showed a rating of 0 in 72
subjects, 1+ in 10, 2+ in 14, 3+ in 6, and indeterminable in 2;
which means that 20 of 104 subjects (19.2%) were classified
as HER-2 positive. The log-rank test identified the following
factors with statistically significant differences: pre-treatment
PSA =192, N1, GS =8, EOD grade 3+4, high LDH, high
ALP, low Hb, and HER-2 positive. Univariate analysis
identified the same factors with statistically significant
differences. The hazard ratio was the highest at 5.612 for
GS =8 (Table II). Multivariate Cox proportional hazard
analysis used the factors which univariate analysis identified as
statistically significant, revealed statistically significant
differences in the GS =8, high LDH, and HER-2 positive, with
hazard ratios of 5.962, 2.465, and 2.907, respectively
(P=0.0218, P=0.0207, and P=0.0090, respectively) (Table III).
When the subjects with GS =8, high LDH, and HER-2 positive
were classified as the high-risk group, the 5-year cause-
specific survival rate was 51.2,29.6, and 20.0%, respectively
(Fig. 2B-D). The 5-year cause-specific survival rate with
GS =8 + high LDH (n=17), HER-2 positive (n=6), and high
LDH + HER-2 positive (n=11) was 24.4%. Outcome was
significantly poorer in this group than in the other group,
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Table II. Results of the univariate Cox proportional hazard analysis method and log-rank test.

Univariate Hazard

5-year cause-specific

10-year cause-specific

Factors ratio (95% CI#) P-value survival rate (%) survival rate (%) Log-rank test P-value
Pretreatment PSA
level (ng/ml)

<192 1 70.1 458

>192 1.98 (1.064-3.685) 0.0311 423 - 0.0278
T stage

T1-3 1 60.5 43

T4 1.285 (0.706-2.338) 04123 544 - 0.3374
N stage

NO 1 67.1 50.6

N1 2.206 (1.207-4.034) 0.0102 413 - 0.0083
Gleason score

7 1 83.6 83.6

>8 5.612(1.358-23.194) 0.0172 51.2 27.1 0.0071
EOD

1+2 1 60.8 393

3+4 1.978 (1.006-3.889) 0.0479 373 - 0.0433
LDH

Normal 1 69.3 46.9

High 3.307 (1.835-5.959) <0.0001 29.6 14.8 <0.0001
ALP

Normal 1 69.6 65.9

High 2.903 (1.559-5.405) 0.0008 41.7 13.7 0.0004
Hgb

Normal 1 72.8 504

Low 2.203 (1.168-4.155) 0.0147 434 - 0.0122
PLT

Normal 1 574 38.9

Low 1.027 (0.519-2.033) 0.9392 52.2 279 0.9391
Ca

Normal 1 57.5 38.1

High 1.414 (0.595-3.358) 0.4328 51.1 - 04293
HER-2

Negative 1 68.1 427

Positive 3.146 (1.717-5.766) 0.0002 20 - <0.0001

4CI, confidence interval.

which had a 5-year cause-specific survival rate of 71.0%
(P<0.0001) (Fig. 2E). Among the subjects with GS=7, the
number of subjects with high LDH and HER-2 positive
was 3 and 2, respectively.

Discussion
About 80% of patients with M1b PC respond to hormone

therapy performed as initial treatment. However, the 5-year
survival rate is known to be as low as about 30% in patients

with M1b PC in Japan, because more than half of the patients
become resistant to hormone therapy within several months
to several years (20).

Hormone resistance is considered to be acquired through
abnormalities in the androgen receptor as well as a mechanism
not mediated by the androgen receptor. Abnormalities in the
androgen receptor include: i) androgen receptor amplification
(which allows a small amount of androgen to react); ii) andro-
gen receptor gene mutations (which allow anti-androgens,
estrogen and corticosteroid to bind to and react with the
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Table III. Results of the multivariate Cox proportional hazard analysis method.

Factors Hazard ratio (95% CI?) P-value
T classification (T1-3 vs. T4) 1.136 (0.543-2.374) 0.7351
N classification (NO vs. N1) 1.199 (0.603-2.384) 0.6035
Gleason score (7 vs. =8) 5.962 (1.296-27.414) 0.0218
PSA (<192 vs. =192 ng/ml) 1.488 (0.727-3.044) 0.2763
EOD (1+2 vs. 3+4) 1.829 (0.717-4.662) 0.2062
ALP (normal vs. high) 1.657 (0.764-3.591) 0.2009
LDH (normal vs. high) 2.465 (1.148-5.296) 0.0207
Ca (normal vs. high) 0.796 (0.250-2.536) 0.6998
Hgb (normal vs. low) 0.905 (0.395-2.071) 0.8132
PLT (normal vs. low) 0.963 (0.425-2.180) 0.9275
HER-2 (negative vs. positive) 2.907 (1.305-6.477) 0.009

4CI, confidence interval.

androgen receptor); iii) abnormalities in co-activators, which
potentiate the transcriptional activity of the androgen receptor;
and iv) androgen receptor activation caused by abnormal
production of growth factors or cytokines. On the other hand,
mechanisms not mediated by the androgen receptor include:
i) evasion of apoptosis caused by abnormalities in apoptosis-
related genes; and ii) the appearance and proliferation of
neuroendocrine cells. We also previously reported that neuro-
endocrine cell differentiation in prostate biopsy specimens is
involved in the acquisition of resistance to hormone therapy
(21). Debes et al (7) suggested that these abnormalities do
not occur independently, but are involved in the acquisition
of hormone resistance in a complicated manner, but this hypo-
thesis has not yet been verified.

In the present study, the 5-year cause-specific survival
rate was 56.6%, and the 10-year cause-specific survival rate
was 34.9%. These favorable results may be attributable to the
short mean observation period of 47 months. Some patients
with M1b survive for a long time, and thus it is sometimes
difficult to accurately predict the outcome. With regard to
predictive factors for the outcome of M1b PC, some studies
recently identified the factors: performance scale, GS,
response to endocrine therapy, anemia, and levels of serum
albumin, LDH, ALP, and PSA (22,23), while another study
showed that EOD grade, interleukin-6 (24), and the status of
HER-2 overexpression were useful (16). Still another study
reported that serum cholesterol and interleukin-6 levels are
involved in cachexia (25). Thus, no consensus has been
reached. In the present study, log-rank test and univariate
analysis identified the factors: pretreatment PSA =192, N1,
GS =8, EOD grade 3+4, high LDH, high ALP, low Hb, and
the status of HER-2 protein overexpression with statistically
significant differences.

The presence or absence of lymph node metastasis and
GS have been shown to be involved in the outcome of CRPC
(26,27), and are widely known to be clinically important
indicators. During the present study, multivariate Cox propor-
tional hazard analysis identified the factors GS =8, high LDH,
and HER-2 overexpression with significant differences, and
more than half of such patients died within 2 years. Such

patients have a very poor outcome and should be classified as
the high-risk group. The present study targeted patients with
a Karnofsky performance score =70%, and therefore, may
have allowed more accurate identification of prognostic factors
for M1b PC.

The proto-oncogene HER-2 encodes a protein with a
molecular weight of 185 kDa that has a receptor structure
penetrating the cell membrane. This protein is a tyrosine-
kinase-type receptor on the surface of the cell membrane, and
has an amino acid sequence resembling that of the epidermal
growth factor receptor. It stimulates cell differentiation and
proliferation through the ligand binding to the extracellular
domain. Some recent studies indicated that HER-2 stimulates
AKT pathway or cyclin DI and prolongs life or activates
growth of PC cells, inhibiting apoptosis (28-30).

With regard to HER-2 expression in patients with PC,
Morote et al (31) conducted a study on c-erbB-2 expression
using biopsy specimens of patients with M1b PC, and found
that 64.3% (45/70) of them were classified as having c-erbB-2
overexpression when the observation of staining in 1% or
more of the tumor cells was considered positive. Ricciardelli
et al (32) reported that 70% (37/53) of subjects with localized
PC who underwent radical prostatectomy were HER-2
overexpression, and that many of the subjects with advanced
stage tumors were HER-2 overexpression and were likely to
have distant metastasis. On the other hand, Koeppen et al
(33) found that of 61 subjects with PC, only 5 had HER-2
overexpression classified as 2+, and none was classified
as 3+, while Lara et al (34) conducted a phase II trial of
trastuzumab plus docetaxel using biopsy specimens of
patients with hormone-refractory prostate carcinoma and
reported that HER-2 overexpression was seen in 7% (7/100)
of the subjects. Our findings were not consistent with the
previous findings. The reasons seem to be that the disease stage
of the specimens used for comparison varied and that there
were differences in the procedure for evaluation of HER-2
overexpression, including the condition of the antigen, type
of antibody used, and method of restoration of the antigen.

In the present study, 19.2% of the subjects had HER-2
overexpression. Univariate and multivariate analyses demon-
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strated that subjects with HER-2 overexpression had a signi-
ficantly poorer outcome. This finding is consistent with other
reports (12,13,31), and seems to have been attributable to
aggressive proliferation of cancer cells because of the action
of HER-2 in subjects with HER-2 overexpression. However,
further consideration will be required regarding the following:
i) the Hercep Test Kit interpreted the result as positive when
staining was observed in >10% of tumor cells; and ii) a breast
cancer cell line was used as a positive control in this kit.
However, it can be said from our results that detection of
HER-2 overexpression using the biopsy specimen obtained
at diagnosis could be an important factor in consideration of
the treatment strategy of M1b PC.

LDH is an intracellular enzyme widely distributed through-
out the tissues of the body. The serum LDH level increases
when any tissue is injured and LDH is released into the blood.
It is generally measured for screening during initial treatment,
and fractionation of isozymes is useful for determining the
injured organ. The serum LDH level is known to become
abnormally high in the presence of diseases including acute
myocardial infarction, acute hepatitis, leukemia and malignant
lymphoma. The serum LDH level is known to become
abnormally high in the presence of testicular tumors, and
is used as an indicator of therapeutic effect. However,
only limited types of malignant tumor are associated with
high values in the early stage. Therefore, serum LDH level
is generally used as a predictive factor of outcome or an
indicator of therapeutic effect or worsening of symptoms.
In patients with M1b PC, few have increased LDH in the
early stage. Some studies showed that serum LDH level is a
predictive factor for PC with resistance to hormone therapy
(35,36), while other studies reported that it is not (23,24).
Thus, no consensus has been reached. In the present study,
however, patients with high LDH had a very poor outcome.
This seems to have been because, in patients with high
LDH, cancer cells have great proliferative capacity and thus a
shorter cell cycle, which results in increased necrotic cells, and
because cancer cells potentiate destruction of normal tissue at
sites of metastasis. Therefore, LDH level may be employed
as an indicator of tissue destruction in patients with M1b PC.

In conclusion, the present study showed that M1b PC
patients with GS =8, high LDH, and HER-2 overexpression
had a very poor outcome and thus should be treated as a
high-risk group requiring close follow-up.

References

1. Bray F, Sankila R, Ferlay J and Parkin DM: Estimates of cancer
incidence and mortality in Europe in 1995. Eur J Cancer 38:
99-166, 2002.

2. Black RJ, Bray F, Ferlay J and Parkin DM: Cancer incidence
and mortality in the European Union: cancer registry data and
estimates of national incidence for 1990. Eur J Cancer 33:
1075-1107, 1997.

3. Jemal A, Siegel R, Ward E, Hao Y, Xu J and Thun MJ: Cancer
statistics, 2009. CA Cancer J Clin 59: 225-249, 2009.

4. Hinotsu S: An international comparison of epidemiologic factors
of prostate cancer. Nippon Rinsho 65: 171-177, 2007.

5. Schroder FH, Hugosson J, Roobol MJ, Tammela TL, Ciatto S,
Nelen V, Kwiatkowski M, Lujan M, Lilja H, Zappa M, Denis LJ,
Recker F, Berenguer A, Méittinen L, Bangma CH, Aus G,
Villers A, Rebillard X, van der Kwast T, Blijenberg BG,
Moss SM, de Koning HJ and Auvinen A: Screening and
prostate-cancer mortality in a randomized European study.
N Engl J Med 360: 1320-1328, 2009.

943

6.Ito K, Kubota Y, Yamamoto T, Suzuki K, Fukabori Y,
Kurokawa K, Imai K and Yamanaka H: The change of mass
screening system for prostate cancer in Gunma Prefecture:
present state, and problems for 18 years. Jpn J Urol Surg
13: 997-1001, 2000.

7. Debes JD and Tindall DJ: Mechanisms of androgen-refractory
prostate cancer. N Engl J Med 351: 1488-1490, 2004.

8. Tannock IF, de Wit R, Berry WR, Horti J, Pluzanska A, Chi KN,
Oudard S, Théodore C, James ND, Turesson I, Rosenthal MA
and Eisenberger MA: Docetaxel plus prednisone or mitoxantrone
plus prednisone for advanced prostate cancer. N Engl J] Med
351: 1502-512,2004.

9. Petrylak DP, Tangen CM, Hussain MH, Lara PN Jr, Jones JA,
Taplin ME, Burch PA, Berry D, Moinpou C, Kohli M,
Benson MC, Small EJ, Raghavan D and Crawford ED:
Docetaxel and estramustine compared with mitoxantrone and
prednisone for advanced refractory prostate cancer. N Engl
J Med 351: 1513-1520, 2004.

10. Slamon DJ, Clark GM, Wong SG, Levin WJ, Ullrich A and
McGuire WL: Human breast cancer: correlation of relapse
and survival with amplification of the HER-2/neu oncogene.
Science 235: 177-182, 1987.

11. Press MF, Bernstein L, Thomas PA, Meisner LF, ZhouJY,Ma Y,
Hung G, Robinson RA, Harris C, El-Naggar A, Slamon DJ,
Phillips RN, Ross JS, Wolman SR and Flom KJ: HER-2/neu
gene amplification characterized by fluorescence in situ hybri-
dization: poor prognosis in node-negative breast carcinomas.
J Clin Oncol 15: 2894-2904, 1997.

12. Isharwal S, Miller MC, Epstein JI, Mangold LA, Humphreys E,
Partin AW and Veltri RW: Prognostic value of Her-2/neu and
DNA index for progression, metastasis and prostate cancer-
specific death in men with long-term follow-up after radical
prostatectomy. Int J Cancer 123: 2636-2643, 2008.

13. Minner S, Jessen B, Stiedenroth L, Burandt E, Ko6llermann J,
Mirlacher M, Erbersdobler A, Eichelberg C, Fisch M,
Brimmendorf TH, Bokemeyer C, Simon R, Steuber T,
Graefen M, Huland H, Sauter G and Schlomm T: Low level
HER?2 overexpression is associated with a rapid tumor cell proli-
feration and poor prognosis in prostate cancer. Clin Cancer
Res 16: 1553-1560, 2010.

14. Berger R, Lin DI, Nieto M, Sicinska E, Garraway LA, Adams H,
Signoretti S, Hahn WC and Loda M: Androgen-dependent
regulation of HER-2/neu in prostate cancer cells. Cancer Res
66: 5723-5728, 2006.

15.Liu Y, Majumder S, McCall W, Sartor CI, Mohler JL,
Gregory CW, Earp HS and Whang YE: Inhibition of HER-2/
neu kinase impairs androgen receptor recruitment to the andro-
gen responsive enhancer. Cancer Res 65: 3404-3409, 2005.

16. Yamada Y, Nakamura K, Aoki S, Taki T, Naruse K, Matsubara H,
Tobiume M, Zennami K, Katsuda R and Honda N: An immuno-
histochemical study of chromogranin A and human epidermal
growth factor-2 expression using initial prostate biopsy speci-
mens from patients with bone metastatic prostate cancer. BJU
Int 99: 189-195, 2007.

17. Soloway MS, Hardeman SW, Hickey D, Raymond J, Todd B,
Soloway S and Moinuddin M: Stratification of patients with
metastatic prostate cancer based on extent of disease on initial
bone scan. Cancer 61: 195-202, 1988.

18. Epstein JI, Allsbrook WC Jr, Amin MB and Egevad LL: The 2005
International Society of Urological Pathology (ISUP) Consensus
Conference on Gleason Grading of Prostatic Carcinoma. Am J
Surg Pathol 29: 1228-1242, 2005.

19. Sobin LH and Wittekind CH: UICC TNM Classification of
Malignant Tumors. 6th edition. Wiley-Liss Inc, New York,
pp184-187,2002.

20. Kumamoto Y, Tsukamoto T, Umehara T, Shimazaki J, Fuse H,
Oshima H, Takeuchi H, Yoshida O, Okada K, Saito Y,
Kanetake H, Harada M and Tamiya T: Clinical studies on endo-
crine therapy for prostatic carcinoma (2): prognosis of patients
with prostatic carcinoma given endocrine therapy, and analyses on
causes of death and side effects of endocrine therapy. Hinyokika
Kiyo 36: 285-293, 1990.

21. Kokubo H, Yamada Y, Nishio Y, Honda N, Nakagawa A, Saga S,
Tsuzuki T and Hara K: Immunohistochemical study of chromo-
granin A in Stage D2 prostate cancer. Urology 66: 135-140,
2005.

22. Smaletz O, Scher HI, Small EJ, Verbel DA, McMillan A, Regan K,
Kelly WK and Kattan MW: Nomogram for overall survival
of patients with progressive metastatic prostate cancer after
castration. J Clin Oncol 20: 3972-3982, 2002.



944

23.

24.

25.

26.

217.

28.

29.

30.

Halabi S, Small EJ, Hayes DF, Vogelzang NJ and Kantoff PW:
Prognostic significance of reverse transcriptase polymerase chain
reaction for prostate-specific antigen in metastatic prostate
cancer: a nested study within CALGB 9583. J Clin Oncol 21:
490-495,2003.

Nakashima J, Tachibana M, Horiguchi Y, Oya M, Ohigashi T,
Asakura H and Murai M: Serum interleukin 6 as a prognostic
factor in patients with prostate cancer. Clin Cancer Res 6:
2702-2706, 2000.

Kuroda K, Nakashima J, Kanao K, Kikuchi E, Miyajima A,
Horiguchi Y, Nakagawa K, Oya M, Ohigashi T and Murai M:
Interleukin 6 is associated with cachexia in patients with prostate
cancer. Urology 69: 113-117,2007.

Armstrong AJ, Garrett-Mayer ES, Yang YC, de Wit R, Tannock IF
and Eisenberger M: A contemporary prognostic nomogram
for men with hormone-refractory metastatic prostate cancer:
TAX327 study analysis. Clin Cancer Res 13: 6396-6403, 2007.
Kambara T, Oyama T, Segawa A, Fukabori Y and Yoshida KI:
Prognostic significance of global grading system of Gleason
score in patients with prostate cancer with bone metastasis. BJU
Int 105: 1519-1525,2010.

Wen Y, Hu MC, Makino K, Spohn B, Bartholomeusz G, Yan DH
and Hung MC: HER-2/neu promotes androgen-independent
survival and growth of prostate cancer cells through the Akt
pathway. Cancer Res 60: 6841-6845, 2000.

Pianetti S, Arsura M, Romieu-Mourez R, Coffey RJ and
Sonenshein GE: Her-2/neu overexpression induces NF-kappaB
via a PI3-kinase/Akt pathway involving calpain-mediated
degradation of IkappaB-alpha that can be inhibited by the
tumor suppressor PTEN. Oncogene 20: 1287-1299, 2001.
Casimiro M, Rodriguez O, Pootrakul L, Aventian M, Lushina N,
Cromelin C, Ferzli G, Johnson K, Fricke S, Diba F, Kallakury B,
Ohanyerenwa C, Chen M, Ostrowski M, Hung MC, Rabbani SA,
Datar R, Cote R, Pestell R and Albanese C: ErbB-2 induces the
cyclin D1 gene in prostate epithelial cells in vitro and in vivo.
Cancer Res 67: 4364-4372, 2007.

31.

32.

33.

34.

35.

36.

YAMADA et al: PROGNOSTIC FACTORS FOR M1b PROSTATE CANCER

Morote J, de Torres I, Caceres C, Vallejo C, Schwartz S Jr and
Reventos J: Prognostic value of immunohistochemical expression
of the c-erbB-2 oncoprotein in metastatic prostate cancer. Int J
Cancer 84: 421-425, 1999.

Ricciardelli C, Jackson MW, Choong CS, Stahl J, Marshall VR,
Horsfall DJ and Tilley WD: Elevated levels of HER-2/neu and
androgen receptor in clinically localized prostate cancer identifies
metastatic potential. Prostate 68: 830-838, 2008.

Koeppen HK, Wright BD, Burt AD, Quirke P, McNicol AM,
Dybdal NO, Sliwkowski MX and Hillan KJ: Overexpression of
HER2/neu in solid tumours: an immunohistochemical survey.
Histopathology 38: 96-104, 2001.

Lara PN Jr, Chee KG, Longmate J, Ruel C, Meyers FJ, Gray CR,
Edwards RG, Gumerlock PH, Twardowski P, Doroshow JH and
Gandara DR: Trastuzumab plus docetaxel in HER-2/neu-
positive prostate carcinoma: final results from the California
Cancer Consortium Screening and Phase II Trial. Cancer 100:
2125-2131,2004.

Halabi S, Small EJ, Kantoff PW, Kattan MW, Kaplan EB,
Dawson NA, Levine EG, Blumenstein BA and Vogelzang NJ:
Prognostic model for predicting survival in men with hormone-
refractory metastatic prostate cancer. J Clin Oncol 21: 1232-1237,
2003.

Scher HI, Kelly WM, Zhang ZF, Ouyang P, Sun M, Schwartz M,
Ding C, Wang W, Horak ID and Kremer AB: Post-therapy serum
prostate-specific antigen level and survival in patients with
androgen-independent prostate cancer. J Natl Cancer Inst 91:
244-251,1999.



