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Abstract

High expression levels of TrkB and BDNF are associated with aggressive malignant behavior in
tumor cells and a poor prognosis in patients with various types of cancer. In this study, we
aimed to identify the relationship between TrkB and BDNF expression and clinicopathological
variables and prognosis in non-small cell lung cancer (NSCLC). We evaluated TrkB and BDNF
expression in the tumor cells of 102 NSCLC patients by immunohistochemistry. Out of all
clinicopathological factors examined, only vascular invasion was significantly correlated with
TrkB (P=0.010) and BDNF (P=0.015) expression. TrkB-positive tumors had significantly worse
disease-free survival (P=0.0094) and overall survival (P=0.0019) than TrkB-negative tumors,
and TrkB expression was an independent prognostic factor for disease-free survival (HR 3.735,
95%C.I. 1.560-11.068, P=0.002) and overall survival (HR 4.335, 95%C.I. 1.534-15.963,
P=0.004) in multivariate analysis. Finally, our analysis revealed that co-expression of TrkB and
BDNF conferred poorer prognosis compared with overexpression of either protein alone. Our
results indicate that expression of TrkB and BDNF is associated with poor prognosis in NSCLC

patients.
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Introduction

Lung cancer is a most common cause of cancer-related death worldwide. The majority of
lung cancer patients present at advanced stage with a poor prognosis. Even patients with
early-stage lung cancer who undergo curative surgical resection often die from recurrent disease
and distant metastases. The long-term survival rate for lung cancer patients still remains low [1].

Tropomyosin-related kinase B (TrkB) is a member of the Trk family, and functions as a
receptor tyrosine kinase (RTK). TrkB is highly expressed in cells of neural origin, and is
involved in the maintenance and development of neurological tissue [2,3]. Brain-derived
neurotrophic factor (BDNF) is a ligand of TrkB. Upon BDNF binding, TrkB and its downstream
signaling are activated [2,4]. In addition, TrkB is thought to be a key regulator of oncogenesis
and tumor progression. Recent preclinical studies have shown that TrkB is highly expressed in
anoikis-resistant cells, and TrkB-expressing cells form highly invasive and metastatic tumors
[5,6]. TrkB is a regulator of migration and epithelial-to-mesenchymal transition [7], and TrkB
activation by BDNF was shown to enhance the proliferation and survival of transitional cell
carcinoma cell lines [8].

Overexpression of TrkB has been reported in various malignancies. In neuroblastoma,
patients whose tumors express elevated levels of TrkB and BDNF have a poor prognosis [9, 10].
High expression levels of TrkB and BDNF are thought to be associated with more aggressive
malignant behavior and a poor prognosis in human cancer, including pancreatic cancer, Wilms’
tumor, colon cancer, breast cancer, gastric cancer and hepatocellular cancer [11-17]. Therefore,
TrkB might play an important role in the progression of malignant tumors. Although the
evidence for TrkB being an important prognostic factor has been accumulated in various types
of cancer, the clinical and prognostic significance of TrkB and BDNF expression has not been
well evaluated in patients with lung cancer.

In this study, we investigated the expression of TrkB and BDNF immunohistochemically in

several histological types of surgically resected lung cancers. We identified the relationship
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between TrkB and BDNF expression and clinicopathological variables and prognosis in

non-small cell lung cancer (NSCLC).

Materials and Methods

Patients and sample collection

In this retrospective study, we analyzed specimens from 102 patients with NSCLC (57
squamous cell carcinoma, 36 adenocarcinoma, 9 large cell neuroendocrine carcinoma: LCNEC)
who had undergone surgical resection for lung cancer at the Department of Surgery and Science,
Kyusyu University Hospital, from January 2003 to January 2011. Patients with LCNEC who
had undergone surgery from 2004 to 2011, patients with squamous cell carcinoma who had
undergone surgery from 2003 to 2008, and patients with adenocarcinoma who had undergone
surgery in 2005 were all consecutive cases.

Surgical specimens were fixed in neutral-buffered formaldehyde, and processed for
histopathological and immunohistochemical evaluation. The patients’ characteristics are
summarized in Table 1. Clinicopathological factors, including age, sex, smoking history, extent
of differentiation, vascular invasion, lymphatic invasion, and TNM staging were evaluated. The
treatment of patients (surgical procedure and adjuvant therapy) was also reviewed. There were
72 males and 30 females, with a mean age of 66.3£10.19 years. Histological subtype of tumors
and pathological stage were classified according to the WHO 2004 classification [18] and UICC
guidelines of TNM classification, respectively [19]. This study was approved by the Ethics
Committee of Kyusyu University.

Immunohistochemistry

The following primary antibodies were used: TrkB (sc-8316, Santa Cruz Biotechnology,
Santa Cruz, CA, USA), BDNF (sc-20981, Santa Cruz Biotechnology).

Paraffin sections of surgically resected specimens were routinely deparaffinized and

rehydrated. The sections were incubated overnight at 4°C with primary rabbit polyclonal
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antibodies against TrkB (1:100 dilution) and BDNF (1:50 dilution), then were incubated with
second antibody conjugated with streptavidin-biotin peroxidase (Histofine SAB-PO kit, Nichirei,
Tokyo, Japan), and visualized with 3,3’-diaminobenzidine (DAB). Normal brain and kidney
sections were used as positive controls for TrkB [7], while normal brain and skin sections were
used as positive controls for BDNF [7]. Parallel negative controls omitting primary antibody
were also performed, and did not show appreciable background staining. All the
immunoreactions were separately evaluated by two investigators (K.O. and T.H) without
knowledge of patients’ clinical records. TrkB and BDNF staining was weak or non-existent in
normal lung and bronchus tissue. The bronchial smooth muscle tissue of normal lung showed
weak TrkB and BDNF staining (data not shown). Tumor cells with brown staining in the
membranes or cytoplasm were regarded as positive. We classified staining as positive or
negative, which we scored as follow: intensity (O=negative, 1=weak, 2=intense), and percentage
of positive tumor cells (1=1-50%, 2=51-75%, 3= >76%), the scores of each sample were
multiplied to give a final score of 0, 1, 2, 3, 4, or 6 [20].
Statistical analysis

Average scores were expressed as mean * standard error of the mean. Spearman’s rank
correlation coefficient was used to analyze the correlation between the expression of TrkB and
BDNF. Chi-square tests were used to analyze the correlation between clinicopathological factors
and TrkB or BDNF immunoreactivity. Disease-free survival times were measured from the date
of surgery to the appearance of local or distant tumor progression. Overall survival times were
measured from the date of surgery to death or last follow-up. Disease-free survival and overall
survival were evaluated using the Kaplan-Meier method. The log-rank test was used to compare
the cumulative survival time in each patient group, and the Cox proportional hazard model was
used to analyze univariate and multivariate hazards ratios for the study parameters. Variables
with significant P values in univariate analysis were used for multivariate analysis. P values less

than 0.05 were considered to be statistically significant. JMP version 9 (SAS Institute, Inc, Cary,
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NC, USA) software was used for all analyses.

Results
TrkB and BDNF expression in lung cancer tissue

Representative images of positive and negative expression of TrkB and BDNF are shown in
Figure 1. Seventy seven of 102 (75.5%) NSCLC samples were positive for TrkB. Eighty-four of
102 (82.4%) NSCLC samples were positive for BDNF. Positive rate of TrkB expression was
73.7%, 75.0%, and 88.9% in sguamous cell carcinoma, adenocarcinoma, and LCNEC,
respectively. The average score of TrkB expression was 2.65 + 0.28, 2.39 £ 0.34 and 3.33 £ 0.62
in squamous cell carcinoma, adenocarcinoma, and LCNEC, respectively, while the positive rate
of BDNF expression was 82.5%, 77.8% and 100% in sqguamous cell carcinoma,
adenocarcinoma, and LCNEC, respectively. The average score of BDNF expression was 3.37
0.29, 2.58 £ 0.33 and 3.77 = 0.62 in squamous cell carcinoma, adenocarcinoma, and LCNEC,
respectively (Table 2). Positive rates and average scores of TrkB and BDNF were highest in
LCNEC patients compared to the patients with other histological subtypes. We noted significant
correlation coefficient between the scores of TrkB and BDNF in lung cancer using Spearman’s
rank correlation coefficient (rs=0.580, P<0.0001).
Correlations between expression of TrkB and BDNF and clinicopathological factors in
NSCLC

The relationship between clinicopathological factors of NSCLC and expression of TrkB and
BDNF were shown in Table 1. TrkB and BDNF expression was determined to be positive or
negative. Out of all clinicopathological factors, only vascular invasion showed a significant
correlation with TrkB (P=0.010) and BDNF (P=0.015) expression. No statistical differences
were found between other clinicopathological factors (age, sex, smoking history, histological
differentiation, lymphatic invasion, T status, N status, and pathological stage) and TrkB or

BDNF expression.
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Association between expression of TrkB and disease-free survival and overall survival in
NSCLC

Patients were divided into TrkB-positive or -negative groups, and also into BDNF-positive
or -negative groups. Kaplan-Meier curves for disease-free survival and overall survival are
shown in Figure 2. Statistical analyses were performed using log-rank tests. Patients with
TrkB-positive tumors had a significantly poor disease-free survival (P=0.0094) and overall
survival (P=0.0019) than those with TrkB-negative tumors, with a median follow-up period of
1470 days. The surgical procedure and adjuvant chemotherapy administered did not differ
between patients with TrkB-positive tumors and those with TrkB-negative tumors (Table 1). In
histological subgroup analysis, patients with TrkB-positive tumors also had significantly poor
overall survival with squamous cell carcinoma (P=0.027) and adenocarcinoma (P=0.0116). The
same result was obtained for the subgroup analysis of both the stage | and stage Il cases;
patients with TrkB-positive tumors had a significantly poor overall survival than those with
TrkB-negative tumors (P=0.0065). There were no significant correlations between BDNF
expression and disease-free survival and overall survival. Moreover, we tried to identify
subgroups with better or poor prognosis by double stratification for TrkB expression and BDNF
expression. We divided 102 patients into three groups, double-negative (-), TrkB- or
BDNF-positive (+), and double-positive (++). The double-positive group had a significantly
poor overall survival and the double-negative group had the best overall survival (P=0.0139;
Fig. 2c). The TrkB- or BDNF-positive groups showed medium overall survival among the three
groups. Patients were divided into two groups according to the TrkB scores: >3 (higher
expression) or < 3 (lower expression). Although there was a tendency towards a worse
prognosis in TrkB-higher expression patients, there was no significant correlation.
Univariate and multivariate analysis of prognostic factors in NSCLC patients

Univariate analysis using the Cox proportional hazard model revealed that positive TrkB,

lymphatic invasion and stage significantly correlated with disease-free survival and overall
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survival. Positive BDNF was also correlated with only overall survival in the analysis (Table 3).
Multivariate analysis with factors proven to be significant in the univariate analysis revealed
that TrkB expression was an independent prognostic factor for disease-free survival (hazard
ratio; HR 3.735, 95% confidence interval: C.I. 1.560-11.068, P=0.002) and overall survival
(HR 4.335, 95% C.l. 1.534-15.963, P=0.004) by the Cox hazard model. Lymphatic invasion
(HR 2.546, 95% C.I. 1.226-4.984 P=0.014) was also a significant independent factor with

disease-free survival and overall survival (Table 4).

Discussion

Activation of RTKSs plays an important role in the progression of malignant tumors, and some
mechanisms underlying this activation have been reported previously. Exon 19 deletion or exon
21 mutation in the tyrosine kinase domain of epidermal growth factor receptor (EGFR) gene
were identified as activating mutations in patients with NSCLC, and EGFR-tyrosine kinase
inhibitors (EGFR-TKI) have become key drugs for NSCLC patients harboring EGFR activating
mutations [21-23]. Transforming rearrangements of RTK gene, such as echinoderm
microtubule-associated protein-like 4 (EML4)-anaplastic lymphoma kinase (ALK) gene, has
also been reported as another mechanism of RTK activation [24]. Overexpression of RTKs and
their ligands are also thought to be one of the RTK activating mechanisms [25]. Indeed,
overexpression of TrkB and BDNF has been reported in other cancers [9-17]. However, the
clinical relevance of TrkB expression in patients with NSCLC remains unclear.

There are only a few previous reports of TrkB and BDNF expression in lung cancer [20, 26,
27]. The positive rate of TrkB in NSCLC varies from 24% to 86.7% in previous studies [20, 26,
27]. Our study showed that 75.5% and 82.4% of NSCLC samples were positive for TrkB and
BDNF, respectively, and TrkB and BDNF were highly expressed in lung cancer tissue. Positive
rates and average scores of TrkB and BDNF were highest in LCNEC patients compared to the

patients with other histological subtypes. High expression levels of TrkB and BDNF might be



207

208

209

210

211

212

213

214

215

216

217

218

219

220

221

222

223

224

225

226

227

228

229

230

231

232

involved in neuroendocrine differentiation of LCNEC. We also noted a significant correlation
coefficient between TrkB and BDNF scores in lung cancer. Based on the findings, we speculate
that TrkB and BDNF might cooperate.

Zhang S et al reported that higher TrkB expression in NSCLC was correlated with lymph
node metastasis [20], but our study showed no significant correlation. However, we identified a
relationship between TrkB and BDNF expression and vascular invasion following examination
of clinicopathological factors. Several lines of evidence indicate that activation of the
BDNF-TrkB signaling pathway enhances the migratory capability and invasiveness of cancer
cells [5-7, 17, 20]. Our results indicate that expression of TrkB and BDNF might promote
vascular invasion in lung cancer. Furthermore, it was reported that TrkB and BDNF positively
regulated vascular endothelial growth factor (VEGF) expression and tumor-associated
angiogenesis [28, 29]. TrkB and BDNF might promote metastasis of tumor cells through
vascular invasion and angiogenesis synergistically.

In this study, expression of TrkB was correlated with poor disease-free survival and overall
survival in NSCLC; a similar result was obtained through analysis of the histological and stage
subgroups. However the case number of each subgroup may be too small to make a definitive
conclusion. Furthermore, by double stratification analysis for TrkB expression and BDNF
expression, the double-positive group was shown to have significantly poor overall survival and
the double-negative group had the best overall survival. The results suggest that the TrkB
pathway is activated upon BDNF binding to TrkB receptor. In multivariate analysis, positive
TrkB expression was a poor prognostic factor. Our results differ from a previous study that
reported TrkB-positive patients with squamous cell lung carcinoma had a better outcome, and
there was no correlation between TrkB expression and overall survival of lung cancer patients
with adenocarcinoma [26]. A possible explanation of this discrepancy may be that a different
method was used to evaluate the expression level of TrkB immunohistochemically, as a standard

method has not yet been established. Several factors should be standardized, such as the
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antibody used, the definition of positive TrkB staining and so on.

Recently, targeted cancer therapies of RTKs have been developed. EGFR-TKI [21-23, 30,
31], ALK inhibitors [32, 33] and BCL-ADbI/KIT inhibitors [34-36] are widely used in clinical
settings as standard cancer therapies. These drugs are effective for patients with activating
mutations or transforming rearrangements of RTK genes. Furthermore, a large-scale clinical
study showed that an EGFR-TKI, erlotinib, was also effective for the patients without EGFR
activating mutations [30, 31]. TrkB mutations in non-small cell lung cancer have been reported
[37, 38], but they were not driving mutations [39]. However, our previous study reported that a
Trk inhibitor can inhibit wild-type TrkB-induced cell migration and proliferation in the presence
of BDNF [39]. Taken together with the previous results, the present data suggests that Trk
inhibitors are possible candidates for treatment of TrkB-positive NSCLC patients. Further
studies are needed to identify the role of the TrkB-BDNF pathway and the effectiveness of Trk
inhibitor in lung cancer patients.
In conclusion, we revealed that TrkB is a significant independent poor prognostic factor in
NSCLC. Expression of TrkB and BDNF was associated with vascular invasion, and
co-expression of TrkB and BDNF was a poor prognostic factor compared with individual
expression of either protein. Our results might provide a novel way to explore targeted therapy

in lung cancer patients.

Conflict of interest statement

None declared.

Acknowledgement

This study was supported by research fund in Research Institute for Diseases of the Chest.

10



259

260

261

262

263

264

265

266

267

268

269

270

271

272

273

274

275

276

277

278

279

280

281

282

283

284

References

[1] Siegel R, Naishadham D, Jemal A. Cancer statistics, 2012. CA Cancer J Clin 2012;62:10-29.
[2] Chao MV. Neurotrophins and their receptors: a convergence point for many signalling
pathways. Nat Rev Neurosci 2003;4:299-309.

[3] Nakagawara A. Trk receptor tyrosine kinases: a bridge between cancer and neural
development. Cancer Lett 2001;169:107-14.

[4] Barbacid M. The Trk family of neurotrophin receptors. J Neurobiol 1994;25:1386-403.

[5] Geiger TR, Peeper DS. The neurotrophic receptor TrkB in anoikis resistance and metastasis:
a perspective. Cancer Res 2005;65:7033-6.

[6] Douma S, Van Laar T, Zevenhoven J, Meuwissen R, Van Garderen E, Peeper DS.
Suppression of anoikis and induction of metastasis by the neurotrophic receptor TrkB. Nature
2004,430:1034-9.

[7] Kupferman ME, Jiffar T, EI-Naggar A, Yilmaz T, Zhou G, Xie T, et al. TrkB induces EMT
and has a key role in invasion of head and neck squamous cell carcinoma. Oncogene
2010;29:2047-59.

[8] Huang YT, Lai PC, Wu CC, Hsu SH, Cheng CC, Lan YF, et al. BDNF mediated TrkB
activation is a survival signal for transitional cell carcinoma cells. Int J Oncol 2010;36:1469-76.
[9] Asgharzadeh S, Pique-Regi R, Sposto R, Wang H, Yang Y, Shimada H, et al. Prognostic
significance of gene expression profiles of metastatic neuroblastomas lacking MYCN gene
amplification. J Natl Cancer Inst 2006;98:1193-203.

[10] Nakagawara A, Azar CG, Scavarda NJ, Brodeur GM. Expression and function of TRK-B
and BDNF in human neuroblastomas. Mol Cell Biol 1994;14:759-67.

[11] Sclabas GM, Fujioka S, Schmidt C, Li Z, Frederick WA, Yang W, et al. Overexpression of
tropomysin-related kinase B in metastatic human pancreatic cancer cells. Clin Cancer Res
2005;11:440-9.

[12] Eggert A, Grotzer MA, Ikegaki N, Zhao H, Cnaan A, Brodeur GM, et al. Expression of the

11



285

286

287

288

289

290

291

292

293

294

295

296

297

298

299

300

301

302

303

304

305

306

307

308

309

310

neurotrophin receptor TrkB is associated with unfavorable outcome in Wilms' tumor. J Clin
Oncol 2001;19:689-96.

[13] Yu Y, Zhang S, Wang X, Yang Z, Ou G. Overexpression of TrkB promotes the progression
of colon cancer. APMIS 2010;118:188-95.

[14] Patani N, Jiang WG, Mokbel K. Brain-derived neurotrophic factor expression predicts
adverse pathological & clinical outcomes in human breast cancer. Cancer Cell Int 2011;11:23.
[15] Tanaka K, Mohri Y, Nishioka J, Kobayashi M, Ohi M, Miki C, et al. Neurotrophic receptor,
tropomyosin-related kinase B as an independent prognostic marker in gastric cancer patients. J
Surg Oncol 2009;99:307-10.

[16] Zhang Y, Fujiwara Y, Doki Y, Takiguchi S, Yasuda T, Miyata H, et al. Overexpression of
tyrosine kinase B protein as a predictor for distant metastases and prognosis in gastric
carcinoma. Oncology 2008;75:17-26.

[17] Lam CT, Yang ZF, Lau CK, Tam KH, Fan ST, Poon RT. Brain-derived neurotrophic factor
promotes tumorigenesis via induction of neovascularization: implication in hepatocellular
carcinoma. Clin Cancer Res 2011;17:3123-33.

[18] Travis WD, Brambilla E, Mueller-Hermelink HK, Harris CC, editors. Tumours of the lung,
pleura, thymus and heart. Lyon: IARC Press; 2004.

[19] Sobin LH, Gospodarowicz MK, Wittekind C. TNM classification of malignant tumours
(UICC international union against cancer). 7th ed Chichester: John Wiley & Sons; 2009.

[20] Zhang S, Guo D, Luo W, Zhang Q, Zhang Y, Li C, et al. TrkB is highly expressed in
NSCLC and mediates BDNF-induced the activation of Pyk2 signaling and the invasion of A549
cells. BMC Cancer 2010;10:43.

[21] Mitsudomi T, Morita S, Yatabe Y, Negoro S, Okamoto I, Tsurutani J, et al. Gefitinib versus
cisplatin plus docetaxel in patients with non-small-cell lung cancer harbouring mutations of the
epidermal growth factor receptor (WJTOG3405): an open label, randomised phase 3 trial.

Lancet Oncol 2010;11:121-8.

12



311

312

313

314

315

316

317

318

319

320

321

322

323

324

325

326

327

328

329

330

331

332

333

334

335

336

[22] Mok TS, Wu YL, Thongprasert S, Yang CH, Chu DT, Saijo N, et al. Gefitinib or
carboplatin-paclitaxel in pulmonary adenocarcinoma. N Engl J Med 2009;361:947-57.

[23] Rosell R, Moran T, Queralt C, Porta R, Cardenal F, Camps C, et al. Screening for epidermal
growth factor receptor mutations in lung cancer. N Engl J Med 2009;361:958-67.

[24] Soda M, Choi YL, Enomoto M, Takada S, Yamashita Y, Ishikawa S, et al. Identification of
the transforming EML4-ALK fusion gene in non-small-cell lung cancer. Nature
2007;448:561-6.

[25] Thiele CJ, Li Z, McKee AE. On Trk--the TrkB signal transduction pathway is an
increasingly important target in cancer biology. Clin Cancer Res 2009;15:5962-7.

[26] Terry J, De Luca A, Leung S, Peacock G, Wang Y, Elliot WM, et al. Immunohistochemical
expression of neurotrophic tyrosine kinase receptors 1 and 2 in lung carcinoma: potential
discriminators between squamous and nonsquamous subtypes. Arch Pathol Lab Med
2011;135:433-9.

[27] Ricci A, Greco S, Mariotta S, Felici L, Bronzetti E, Cavazzana A, et al. Neurotrophins and
neurotrophin receptors in human lung cancer. Am J Respir Cell Mol Biol 2001;25:439-46.

[28] Nakamura K, Martin KC, Jackson JK, Beppu K, Woo CW, Thiele CJ. Brain-derived
neurotrophic factor activation of TrkB induces vascular endothelial growth factor expression via
hypoxia-inducible factor-1alpha in neuroblastoma cells. Cancer Res 2006;66:4249-55.

[29] Au CW, Siu MK, Liao X, Wong ES, Ngan HY, Tam KF, et al. Tyrosine kinase B receptor
and BDNF expression in ovarian cancers - Effect on cell migration, angiogenesis and clinical
outcome. Cancer Lett 2009;281:151-61.

[30] Cappuzzo F, Ciuleanu T, Stelmakh L, Cicenas S, Szczesna A, Juhasz E, et al. Erlotinib as
maintenance treatment in advanced non-small-cell lung cancer: a multicentre, randomised,
placebo-controlled phase 3 study. Lancet Oncol 2010;11:521-9.

[31] Coudert B, Ciuleanu T, Park K, Wu YL, Giaccone G, Brugger W, et al. Survival benefit

with erlotinib maintenance therapy in patients with advanced non-small-cell lung cancer

13



337

338

339

340

341

342

343

344

345

346

347

348

349

350

351

352

353

354

355

356

357

358

359

360

361

362

363

(NSCLC) according to response to first-line chemotherapy. Ann Oncol 2012;23:388-94.

[32] Kwak EL, Bang YJ, Camidge DR, Shaw AT, Solomon B, Maki RG, et al. Anaplastic
lymphoma kinase inhibition in non-small-cell lung cancer. N Engl J Med 2010;363:1693-703.
[33] Bang YJ. The potential for crizotinib in non-small cell lung cancer: a perspective review.
Ther Adv Med Oncol 2011;3:279-91.

[34] Blanke CD, Rankin C, Demetri GD, Ryan CW, von Mehren M, Benjamin RS, et al. Phase
Il randomized, intergroup trial assessing imatinib mesylate at two dose levels in patients with
unresectable or metastatic gastrointestinal stromal tumors expressing the kit receptor tyrosine
kinase: S0033. J Clin Oncol 2008;26:626-32.

[35] Verweij J, Casali PG, Zalcberg J, LeCesne A, Reichardt P, Blay JY, et al. Progression-free
survival in gastrointestinal stromal tumours with high-dose imatinib: randomised trial. Lancet
2004,364:1127-34.

[36] Dematteo RP, Ballman KV, Antonescu CR, Maki RG, Pisters PW, Demetri GD, et al.
Adjuvant imatinib mesylate after resection of localised, primary gastrointestinal stromal tumour:
a randomised, double-blind, placebo-controlled trial. Lancet 2009;373:1097-104.

[37] Ding L, Getz G, Wheeler DA, Mardis ER, McLellan MD, Cibulskis K, et al. Somatic
mutations affect key pathways in lung adenocarcinoma. Nature 2008;455:1069-75.

[38] Marchetti A, Felicioni L, Pelosi G, Del Grammastro M, Fumagalli C, Sciarrotta M, et al.
Frequent mutations in the neurotrophic tyrosine receptor kinase gene family in large cell
neuroendocrine carcinoma of the lung. Hum Mutat 2008;29:609-16.

[39] Harada T, Yatabe Y, Takeshita M, Koga T, Yano T, Wang Y, et al. Role and relevance of
TrkB mutations and expression in non-small cell lung cancer. Clin Cancer Res

2011;17:2638-45.

14



364

365

366

367

368
369

370

371

372

373

374

375

Figure legends
Figure 1. Expression of TrkB and BDNF in squamous cell lung cancer. (A) Positive TrkB

staining in tumor cells (200x). (B) Negative TrkB staining in tumor cells (200x). (C) Positive

BDNF staining in tumor cells (200x). (D) Negative BDNF staining in tumor cells (200x).
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Figure 2. Kaplan-Meier survival curves for NSCLC patients with TrkB-positive or
TrkB-negative tumors. Patients with TrkB-positive tumors have poor disease-free survival (A)
and overall survival (B) compared to those with TrkB-negative tumors. (C) Patients were
divided into three groups according to TrkB expression (positive or negative) and BDNF

expression (positive or negative); (-): double negative, (+); BDNF or TrkB positive, (++):

double positive. P-values calculated with log-rank test are indicated.
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Table 1. Association between TrkB and BDNF expression and clinicopathological factors

in NSCLC.
Factors Total TrkB- TrkB- P value BDNF- BDNF- P value
patients positive negative positive negative
n=102 n=77 n=25 n=84 n=18

Age <70 60 45 15 0.891 51 9 0.405
>70 42 32 10 33 9

Sex Male 72 54 18 0.858 61 11 0.341
Female 30 23 7 23 7

Smoking history Smoker 84 66 18 0.133 71 13 0.236
Never smoked 18 11 7 13 5

Differentiation® Well 22 13 9 0.198 15 7 0.076
Moderately 53 42 11 47 6
Poorly 18 14 4 13 5

Vascular invasion Absent 60 40 20 0.010* 45 15 0.015*
Present 42 37 5 39 3

Lymphatic invasion Absent 80 61 19 0.736 66 14 0.941
Present 22 16 6 18 4

T status Tl 41 29 12 0.350 33 8 0.610
T2 48 39 9 41 7
T3 11 7 4 8 3
T4 2 2 0 2 0

N status NO 70 51 19 0.224 56 14 0.145
N1 18 15 3 16 2
N2 13 11 2 12 1
N3 1 0 1 0 1

TNM stage [+11 82 61 21 0.595 67 15 0.723
H+1v 20 16 4 17 3

Surgical procedure Pneumonectomy 6 4 2 0.839 5 1 0.771
Lobectomy 86 65 21 70 16
Segmentectomy 10 8 2 9 1

Neo-adjuvant therapy  No 99 75 24 0.727 83 16 0.056
Yes 3 2 1 1 2

Adjuvant therapy No 71 53 18 0.764 55 16 0.034*
Yes 31 24 7 29 2

*chi-square test , P <0.05

# Nine patients with large cell neuroendocrine carcinoma were excluded from the analysis.



Table 2. Expression of TrkB and BDNF in lung cancer defined by

histological subtype.

Histological subtype Total  TrkB-positive BDNF-positive
patients n (%) n (%)
n=102 Score® Score”
Squamous cell carcinoma 57 42 (73.7%) 47 (82.5%)
2.65+0.28 3.37+£0.29
Adenocarcinoma 36 27 (75.0%) 28 (77.8%)
2.39+0.34 2.58+0.33
LCNEC 9 8 (88.9%) 9 (100%)
3.33+£0.62 3.77+£0.62

LCNEC = large cell neuroendocrine carcinoma
Score data are mean + standard error of the mean.



Table 3. Univariate analysis of clinicopathological factors for disease-free survival and overall
survival in 102 NSCLC patients by Cox hazard method.

Disease-free survival

Overall survival

Factors Hazgrd 95% Cl p Hazf’:\rd 95% Cl p
ratio ratio

TrkB-positive 3.270 1.389-9.593 0.005* | 4.484 1.786-15.040 0.0006*
BDNF-positive 2512 0.996-8.445 0.051 2.730 1.073-9.267 0.034*
Age >70 1.018 0.519-1.937 0.958 | 0.994 0.509-1.875 0.984
Vascular invasion 1.745 0.920-3.335 0.088 1.229 0.650 -2.294 0.520
Lymphatic invasion 3.012 1.489-5.810 0.0029*] 2.402 1.170-4.646  0.018*
Stage (I+11 vs l11+1V) 2,740 1.331-5.324 0.0075*] 2.491 1.212-4.823 0.015*

*P <0.05

CIl = confidence interval



Table 4. Multivariate analysis of clinicopathological factors for disease-free survival and overall

survival in 102 NSCLC patients by Cox hazard method.

Disease-free survival

Overall survival

Factors Hazgrd 95% Cl p Hazgrd 95% CI p
ratio ratio

TrkB-positive 3.735 1.560-11.068 0.002* | 4.335 1.534-15.963 0.004*

BDNF-positive 1.254 0.425-4.746 0.703

Lymphatic invasion 3.118 1.481-6.251 0.0035*] 2.546 1.226-4.984  0.014*

Stage (I+11 vs l11+1V) 1.862 0.880 - 3.727 0.101 2.019 0.977 - 3.933 0.057

*P <0.05
CIl = confidence interval
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