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氏  名 範 彬 FAN BIN 性別 M 生年月日 1987/09/01 

所属機関（役職） 貴州医科大学附属医院病理科(住院医師） 
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研究テーマ 

基質荷電を用いたドパミン作動性神経細胞への新規分化法の確立 

Establishment of a novel method of differentiation into dopaminergic neurons 

using substrate charge

専攻種別 論文博士 ☑課程博士

研究者評価（指導教官記入欄） 

成績状況 
優 良 可 不可 

学業成績係数= 

取得単位数 

取得単位数／取得すべき単位総数 

19/16 

学生本人が行った 

研究の概要 

（研究概要）本研究では荷電ハイドロゲルを用いて human iPS 細胞の分化と基質荷電との関連について解析す

る。まず分化を試みる細胞はパーキンソン病の治療細胞としても注目されているドパミン作動性細胞である。

ドパミン作動性細胞への分化誘導は多数報告があるが、いずれも高価な試薬を多くの試薬を組みあわせた複雑

なプロトコールを有する。荷電との関連は報告がない。 

（方法）本研究では以下の点について解析する。①human iPS 細胞のドパミン作動性細胞分化と基質荷電との関

連について解析する。②基質荷電を用いた新たな分化プロトコールを確立する。③トランスクリプトーム解析、

モデル動物への移植を行い、従来法で作成したドパミン作動性細胞との比較を行う。

（結果）２０２２年度では Human iPS 細胞を用いて、荷電ハイドロゲルにて分化誘導２８日目は、ドパミン作

動性細胞マーカー（TH、CORIN、DAT、AADC）は高発現している結果を得た。ドパミン作動性細胞誘導すること

が出来た。基質荷電を用いた新たな分化プロトコールを確立した。２０２３年度では Human iPS 細胞を用いて、

ドパミン誘導する酵素である AADC Knock out 細胞の樹立を行った。AADC Knock out 細胞は上流因子 L-DOPA の

増加が見られた。

（今後の展望）

今年度はトランスクリプトーム解析を行い、さらにモデル動物への移植を行い、AADC Knock out 細胞により

細胞療法を試み予定です。

総合評価 

【良かった点】 
本人の取り込みが早く、現時点研究は順調に進んでおり、iPS細胞の培養、iPS 細胞の荷電ハイドロゲルの誘導

分化、RT-PCRの解析、ノックダウン細胞の樹立も完了致しました。 

さらに今年度はトランスクリプトーム解析、モデル動物への移植を行い、細胞療法を試み予定です。大学院４

年目で、論文の作成も取り込み中です。 

本研究では世界初、荷電ハイドロゲルにより安価でドパミン作動性細胞の誘導が出来た。AADC Knock out 細胞

により細胞療法は上手く行けば、今後臨床応用に大きく期待出来る。 

【改善すべき点】 
特になし。 

【今後の展望】 
まず、本人は大学院４年目で、論文のまとめ、学位の取得段階に入ります。

本研究おいては、今年度はトランスクリプトーム解析を行い、さらにモデル動物への移植を行い、AADC Knock out

細胞により細胞療法を試み予定です。細胞療法について、様々条件で検討しなければならないですが、上手く

行けばパーキンソン病の臨床応用に大きく期待出来る。今年度は大学院４年目で、論文のまとめ、学位の取得

段階に入ります。

学位取得見込 

学位取得見込み 

評価者（指導教官名）  谷川 聖（田中 伸哉） 
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□ 課程博士 ☑

日中笹川医学奨学金制度<学位取得コース>報告書
研究者用

G4301 作成日：2024年3月　11　日研究者番号：　第43期   　

１．研究概要（1）
1）目的（Goal）To develop the protocol based on using an electrically charged hydrogel so that allowed to generate very consistent
numbers of matured dopaminergic neurons from human iPSC lines which could generate L-DOPA.
2）戦略（Approach）
1.Induction of dopaminergic neuron differentiation from iPSCs using charged hydrogels
2.Development of AADC KO Dopaminergic neuron
3.Evaluation of function to synthesize L-DOPA
4.Animal model of Parkinson’s disease （therapeutic experiment ）
3）材料と方法（Materials and methods）

Materials：Induced pluripotent stem cells，iPSCs；Charged hydrogels；3-acrylamidopropyl-trimethyl-ammonium Chloride；2-
Acrylamido-2-methylpropanesulfonic acid；In my research, I used 2 kinds of gels, C1A9 and C2A8, the C means positive charge
while the A means negative charge. C1A9 means the kind of gel has 10% positive charge, and 90% negative charge.
Methods：1.Dopaminergic (DA) neurons differentiation culture on PS Dish or Charged hydrogels；2.Morphological observation on
PS Dish or Charged hydrogels；3.Expression analysis of differentiation marker mRNA by real-time PCR；4.Protein expression
analysis by Western blotting；5.Establishment of AADC knockout cell line using CRISPR/Cas9 system；6.Evaluation of L-DOPA
and Dopamine production using HPLC and ELISA methods；7.Animal model of Parkinson’s disease （therapeutic experiment ）

4）実験結果（Results）
1.Using a protocol that induces dopaminergic neurons, induction with PS Dish was successful.
2.Moreover, using hydrogels, dopaminergic neurons were induced more efficiently than PS Dish.
3.AADC knockdown dopaminergic neurons were successfully induced on PS Dish.
4.Using hydrogel to simulate the neural microenvironment and efficiently induce dopaminergic neurons is expected to contribute
to the development of translational medical technology for the treatment of refractory neurological diseases.
5）考察（Discussion）

Parkinson’s disease is one of the most common neurological disorders. It is characterized by the loss of dopaminergic neurons.
And the deficiency of L-DOPA is the main character of Parkinson’s disease.
It is known that human pluripotent stem cells (PSCs) was successfully differentiated into DA neurons by Daisuke Doi[1] and the
DA neurons had a good survival and lack of neural overgrowth indicate that it is promise for the development of cell-based
therapies in Parkinson’s disease.
However, it was reported [2] that the protocol has several problems: Low transfection efficiency, the DA neuron are not matured
enough and the function of DA neurons largely depending on the source of hiPSCs.
   It is known that the surface charge and wettability of artificial substrate are contributed to cell adhesion on scaffold, and
surface charge of the substrates may directly affect adhesion of cellular membrane proteins.[3] [4]
   Charged hydrogels electrically charged porous hydrogels can serve as scaffolds for brain parenchymal defects, and stepwise
transplantation of NSCs into the hydrogel following gel implantation may induce the reconstruction of brain tissue along with the
implanted hydrogels. Currently, various biomaterials have been used in human regenerative medicine, and biomedical engineering
for specific tissues has become an important method to compensate for organ dysfunction.[5]
The available protocol of DA differentiation could be developed based on using an electrically charged hydrogel so that allowed to
generate very consistent numbers of matured dopaminergic neurons from human iPSC lines.
And it was reported that Aromatic L-amino acid decarboxylase (AADC) could help L-DOPA change into dopamine, so if AADC is
knocked out, the protocol may suspend in the step which L-DOPA change into dopamine, so the AADC-deficient dopaminergic
cells may produce L-DOPA constantly.
   Now, in the result of my research, it was proved the charged hydrogel could successfully induce dopaminergic neurons.
Moreover, using hydrogels, dopaminergic neurons were induced more efficiently than PS Dish.
   In the morphology of cells, the DA neurons appeared in Day 14, which was earlier than PS dish group. But as the charge of the
hydrogel, the amount of cell is less than the PS dish group.
   On the other hand, in the result of qPCR, the target genes TH, FOXA2, DAT, NURR and Lmx1B of hydrogel group were much
higher than the control group. And in Western blot, the related protein was also higher than the control group, that means the
charged hydrogel could actually develop the efficiently than PS Dish. The function of DA neurons was better than PS Dish.
Especially the TH and DAT, was almost two folds to the PS Dish, meaning it could generate much more L-DOPA and Dopamine
than in the PS dish.

　生年月日　1987/09/01

所属機関(役職) 貴州医科大学附属医院病理科(住院医師）

研究先（指導教官） 北海道大学大学院医学研究院病理学分野腫瘍病理学教室（田中 伸哉　教授）

研究テーマ
基質荷電を用いたドパミン作動性神経細胞への新規分化法の確立

Establishment of a novel method of differentiation into dopaminergic neurons using substrate
charg

氏名 范 彬 FAN BIN 性別 M

専攻種別 論文博士
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   Aromatic L-amino acid decarboxylase (AADC) could help L-DOPA change into dopamine. It could promote the combination of
L-DOPA and TH to generate dopamine. AADC deficient attribute to the deficient synthesis of dopamine. So, the AADC-deficient
dopaminergic cells may produce L-DOPA constantly.[6][7]
   In this part, I am still working on it. First, it must be proven whether there is any difference between AADC knock out group and
control group on PS dish. Then use the charged hydrogel to induce these two kinds of cells differentiating into DA neurons. Next,
check whether there is any difference in L-DOPA and Dopamine between all the groups. Further research is required in the
future..
6）参考文献（References）
[1] Daisuke Doi et al, Isolation of human induced pluripotent stem cell-derived dopaminergic progenitors by cell sorting for
successful transplantation. Stem Cell Reports. 2014 Mar 6;2(3):337-50.
[2] Sameehan Mahajani et al, Homogenous generation of dopaminergic neurons from multiple hiPSC lines by transient expression
of transcription factors. Cell Death Dis. 2019 Nov 27;10(12):898.
[3] Yusuke Arima te al, Effect of wettability and surface functional groups on protein adsorption and cell adhesion using well-
defined mixed self-assembled monolayers. Biomaterials 28, 3074–3082 (2007).
[4] J H Lee et al, Cell behavior on polymer surfaces with different functional groups. Biomaterials. 1994 Jul;15(9):705-11.
[5] Satoshi Tanikawa et al, Engineering of an electrically charged hydrogel implanted into a traumatic brain injury model for
stepwise neuronal tissue reconstruction. Scientific reports. 13, 2233 (2023).
[6] Toni S. Pearson et al, AADC deficiency from infancy to adulthood: Symptoms and developmental outcome in an international
cohort of 63 patients. J Inherit Metab Dis. 2020; 43:1121–1130.
[7] Wassenberg et al. Consensus guideline for the diagnosis and treatment of aromatic l-amino acid decarboxylase (AADC)
deficiency. Orphanet Journal of Rare Diseases (2017) 12:12.
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１．研究概要（1）
1）目的（Goal）To develop the protocol based on using an electrically charged hydrogel so that allowed to generate very consistent
numbers of matured dopaminergic neurons from human iPSC lines which could generate L-DOPA.
2）戦略（Approach）
1.Induction of dopaminergic neuron differentiation from iPSCs using charged hydrogels
2.Development of AADC KO Dopaminergic neuron
3.Evaluation of function to synthesize L-DOPA
4.Animal model of Parkinson’s disease （therapeutic experiment ）
3）材料と方法（Materials and methods）
Materials：Induced pluripotent stem cells，iPSCs；Charged hydrogels；3-acrylamidopropyl-trimethyl-ammonium Chloride；2-
Acrylamido-2-methylpropanesulfonic acid；In my research, I used 2 kinds of gels, C1A9 and C2A8, the C means positive charge
while the A means negative charge. C1A9 means the kind of gel has 10% positive charge, and 90% negative charge. Methods：
1.Dopaminergic (DA) neurons differentiation culture on PS Dish or Charged hydrogels；2.Morphological observation on PS Dish or
Charged hydrogels；3.Expression analysis of differentiation marker mRNA by real-time PCR；4.Protein expression analysis by
Western blotting；5.Establishment of AADC knockout cell line using CRISPR/Cas9 system；6.Evaluation of L-DOPA and Dopamine
production using HPLC and ELISA methods；7.Animal model of Parkinson’s disease （therapeutic experiment ）                     4）実
験結果（Results）. 1.Using a protocol that induces
dopaminergic neurons, induction with PS Dish was successful.
2.Moreover, using hydrogels, dopaminergic neurons were induced more efficiently than PS Dish.
3.AADC knockdown dopaminergic neurons were successfully induced on PS Dish.
4.Using hydrogel to simulate the neural microenvironment and efficiently induce dopaminergic neurons is expected to contribute to
the development of translational medical technology for the treatment of refractory neurological diseases.
5）考察（Discussion）

Parkinson’s disease is one of the most common neurological disorders. It is characterized by the loss of dopaminergic neurons.
And the deficiency of L-DOPA is the main character of Parkinson’s disease.
It is known that human pluripotent stem cells (PSCs) was successfully differentiated into DA neurons by Daisuke Doi[1] and the
DA neurons had a good survival and lack of neural overgrowth indicate that it is promise for the development of cell-based
therapies in Parkinson’s disease.
However, it was reported [2] that the protocol has several problems: Low transfection efficiency, the DA neuron are not matured
enough and the function of DA neurons largely depending on the source of hiPSCs.
   It is known that the surface charge and wettability of artificial substrate are contributed to cell adhesion on scaffold, and
surface charge of the substrates may directly affect adhesion of cellular membrane proteins.[3] [4]
   Charged hydrogels electrically charged porous hydrogels can serve as scaffolds for brain parenchymal defects, and stepwise
transplantation of NSCs into the hydrogel following gel implantation may induce the reconstruction of brain tissue along with the
implanted hydrogels. Currently, various biomaterials have been used in human regenerative medicine, and biomedical engineering
for specific tissues has become an important method to compensate for organ dysfunction.[5]
The available protocol of DA differentiation could be developed based on using an electrically charged hydrogel so that allowed to
generate very consistent numbers of matured dopaminergic neurons from human iPSC lines.
And it was reported that Aromatic L-amino acid decarboxylase (AADC) could help L-DOPA change into dopamine, so if AADC is
knocked out, the protocol may suspend in the step which L-DOPA change into dopamine, so the AADC-deficient dopaminergic
cells may produce L-DOPA constantly.
   Now, in the result of my research, it was proved the charged hydrogel could successfully induce dopaminergic neurons.
Moreover, using hydrogels, dopaminergic neurons were induced more efficiently than PS Dish.
   In the morphology of cells, the DA neurons appeared in Day 14, which was earlier than PS dish group. But as the charge of the
hydrogel, the amount of cell is less than the PS dish group.
   On the other hand, in the result of qPCR, the target genes TH, FOXA2, DAT, NURR and Lmx1B of hydrogel group were much
higher than the control group. And in Western blot, the related protein was also higher than the control group, that means the
charged hydrogel could actually develop the efficiently than PS Dish. The function of DA neurons was better than PS Dish.
Especially the TH and DAT, was almost two folds to the PS Dish, meaning it could generate much more L-DOPA and Dopamine
than in the PS dish.
   Aromatic L-amino acid decarboxylase (AADC) could help L-DOPA change into dopamine. It could promote the combination of
L-DOPA and TH to generate dopamine. AADC deficient attribute to the deficient synthesis of dopamine. So, the AADC-deficient
dopaminergic cells may produce L-DOPA constantly.[6][7]
   In this part, I am still working on it. First, it must be proven whether there is any difference between AADC knock out group and
control group on PS dish. Then use the charged hydrogel to induce these two kinds of cells differentiating into DA neurons. Next,
check whether there is any difference in L-DOPA and Dopamine between all the groups. Further research is required in the
future..
6）参考文献（References）
[1] Daisuke Doi et al, Isolation of human induced pluripotent stem cell-derived dopaminergic progenitors by cell sorting for
successful transplantation. Stem Cell Reports. 2014 Mar 6;2(3):337-50.
[2] Sameehan Mahajani et al, Homogenous generation of dopaminergic neurons from multiple hiPSC lines by transient expression
of transcription factors. Cell Death Dis. 2019 Nov 27;10(12):898.
[3] Yusuke Arima te al, Effect of wettability and surface functional groups on protein adsorption and cell adhesion using well-
defined mixed self-assembled monolayers. Biomaterials 28, 3074–3082 (2007).
[4] J H Lee et al, Cell behavior on polymer surfaces with different functional groups. Biomaterials. 1994 Jul;15(9):705-11.
[5] Satoshi Tanikawa et al, Engineering of an electrically charged hydrogel implanted into a traumatic brain injury model for
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[6] Toni S. Pearson et al, AADC deficiency from infancy to adulthood: Symptoms and developmental outcome in an international
cohort of 63 patients. J Inherit Metab Dis. 2020; 43:1121–1130.
[7] Wassenberg et al. Consensus guideline for the diagnosis and treatment of aromatic l-amino acid decarboxylase (AADC)
deficiency. Orphanet Journal of Rare Diseases (2017) 12:12.
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2．執筆論文  Publication of thesis　※記載した論文を添付してください。Attach all of the papers listed below.

年 月 巻（号） 頁 ～ 頁

年 月 巻（号） 頁 ～ 頁

年 月 巻（号） 頁 ～ 頁

年 月 巻（号） 頁 ～ 頁

年 月 巻（号） 頁 ～ 頁

第１著者名
First author

第２著者名
Second author

論文名 1
Title

掲載誌名
Published

journal

論文名 2
Title

掲載誌名
Published

journal

第３著者名
Third author

第３著者名
Third author

第１著者名
First author

第２著者名
Second author

第１著者名
First author

第２著者名
Second author

論文名 4
Title

掲載誌名
Published

journal
言語

Language

第１著者名
First author

第２著者名
Second author

第３著者名
Third author

その他著者名
Other authors

論文名 5
Title

掲載誌名
Published

journal

その他著者名
Other authors

第１著者名
First author

第２著者名
Second author

第３著者名
Third author

その他著者名
Other authors

その他著者名
Other authors

その他著者名
Other authors

第３著者名
Third author

論文名 3
Title

掲載誌名
Published

journal

言語
Language

G4301研究者番号：

言語
Language

言語
Language

言語
Language
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年 月 日

年 月 日

年 月 日

年 月 日

4．受賞（研究業績） Award (Research achievement)

年 月

年 月

名　称
Award name 国名

Country
受賞年
Year of

名　称
Award name 国名

Country
受賞年
Year of

共同演者名
Co-presenter

共同演者名
Co-presenter

学会名
Conference

演　題
Topic

開催日 date 開催地 venue

日本語

学会名
Conference

演　題
Topic

開催日 date 開催地 venue

形式　method 口頭発表　Oral ポスター発表　Poster 言語　Language 日本語

英語 中国語

学会名
Conference

開催日 date 開催地 venue

共同演者名
Co-presenter

学会名
Conference

演　題
Topic

G4301研究者番号：

3．学会発表  Conference presentation　※筆頭演者として総会・国際学会を含む主な学会で発表したものを記載してくだ

※Describe your presentation as the principal presenter in major academic meetings including general meetings or international me

共同演者名
Co-presenter

演　題
Topic

開催日 date

形式　method 口頭発表　Oral ポスター発表　Poster 言語　Language 日本語

形式　method 口頭発表　Oral ポスター発表　Poster 言語　Language

形式　method 口頭発表　Oral ポスター発表　Poster 言語　Language

開催地 venue

英語日本語 中国語

英語 中国語

英語 中国語
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□ 有 □ 無

年 月 ～ 年 月

円

□ 有 □ 無

年 月 ～ 年 月

円

６．他の奨学金受給 Another awarded scholarship

□ 有 □ 無

年 月 ～ 年 月

円

７．研究活動に関する報道発表 Press release concerned with your research activities

※記載した記事を添付してください。 Attach a copy of the article described below

□ 有 □ 無

８．本研究テーマに関する特許出願予定 Patent application concerned with your research theme

□ 有 □ 無

９．その他 Others

指導責任者（記名）　田中 伸哉

受給実績
Receipt record
助成機関名称
Funding agency
奨学金名称

Scholarship name
受給期間

Supported period
受給額

Amount received

出願内容（概
要）

Application
contents

発表形式
Release method

・新聞　・雑誌　・Web site　・記者発表　・その他（ ）

出願予定
Scheduled

出願国
Application

発表タイトル
Released title

報道発表
 Press release

発表年月日
Date of release

発表機関
Released medium

受給額
Amount received

受給実績
Receipt record
助成機関名称
Funding agency
助成金名称
Grant name

G4301研究者番号：

５．本研究テーマに関わる他の研究助成金受給 Other research grants concerned with your resarch them

受給実績
Receipt record
助成機関名称
Funding agency
助成金名称
Grant name
受給期間

Supported period

受給額
Amount received

受給期間
Supported period
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氏  名 趙 雪 ZHAO XUE 性別 M 生年月日 1985/02/09 

所属機関（役職） 上海交通大学医学院附属同仁医院泌尿器外科（主治医師） 

研究先（指導教官） 千葉大学大学院 医学研究院泌尿器科学（市川 智彦 教授） 

研究テーマ 

アミノ酸トランスポーターを介した前立腺癌分子機構の解明（前列腺癌とアミノ酸ト

ランスポーター） 
Elucidation of the molecular mechanism of prostate cancer via amino acid 
transporter (prostate cancer and amino acid transporter) 

専攻種別 論文博士 ☑課程博士 
 

研究者評価（指導教官記入欄） 

成績状況 ○優  良 可 不可 

学業成績係数=4.0 

取得単位数 

45／30 

学生本人が行った 

研究の概要 
 

中間報告後の一年の研究活動の中で、前立腺癌とアミノ酸トランスポーターに関する総括論文を第

一著者として、他に 5 つの論文を共同著者として発表した。第 33 回日本尿路結石症学会で口頭発

表を行った。国立がん研究センターの特任研究員として、人工知能技術を用いてロボット支援前立

腺癌手術のスキルを評価システムの開発に携わり、すでに成果を上げている。順調に研究を進め、

博士論文を執筆している。 

 

総合評価 
 

【良かった点】 

詳細な専門知識と優れた学修能力を有している。研究プロジェクトでは、深い理解力と鋭い分析能
力を発揮しており、学術分野での成功に必要な基盤を築いた。継続して学修する能力や課題解決能
力に優れている。新規に着手した人工知能の研究領域や手法を積極的に探求し、難題に挑戦すると
ともに、冷静で粘り強い姿勢をもってそれらを克服し解決している。これらの探求心と課題解決能
力は、将来の研究活動や職務における多大なる成果につながるものと評価している。また、人格も
優れており、コミュニケーション能力の高さや他人に対して常に心を開き、同僚との良好なチーム
ワークを築きながら研究を推進している。他人の意見も謙虚に聞き入れ、それを自分自身の行動に
反映することにより、自分自身だけでなく研究グループとしての共通の目標の達成にも貢献してい
る。当教室において無くてはならない人材として期待するとともに、高く評価している。 
 
【改善すべき点】 

中間評価で提示された点はすべて改善されている。 
 

【今後の展望】 

将来の展望に関して大きなポテンシャルを持ち、学術分野で優れた業績を上げる能力を持っている

と確信している。継続的な努力と学修、研究の深化、そして積極的な学術交流と協力により、当該

領域に新しい思考や成果をもたらし、その分野を切り開く先駆者となることを期待している。 

学位取得見込 

 

十分な学術的基盤と研究の潜在能力を持っている。専心して学び、努力し、自身の優位性を最大限

に発揮すれば、博士号を取得するだけでなく、研究領域において多大なる成果を挙げることができ

ると確信している。 

評価者（市川 智彦）               
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１．研究概要（1）

1）目的（Goal）
目的：①アミノ酸トランスポーター阻害剤の去勢抵抗性前立腺癌（CRPC）に対する作用効果の解明（In vivo）。②LAT1を含めたトランス
ポーターを介したCRPC治療モデルの構築と、実臨床への応用を目指す。③前立腺がんに関する人工知能技術を用いた臨床研究が行
われている。
研究背景：社会の高齢化が進むにつれて、前立腺癌の発病率は年々増加している。前立腺癌の治療において、無視できないのは、前
立腺癌が最終的に去勢抵抗型前立腺癌（CRPC）に転換することである。我々は、前立腺癌がCRPCに移行するメカニズムとして、アンド
ロゲン受容体（AR）に制御されるトランスポーターとしてLAT1（LAT1-4F2hcヘテロダイマー型トランスポーター）を同定した[1]。LAT1複
合体は前立腺癌において特異的な発現亢進が報告されている[2]。さらに、SCL3A2遺伝子（4F2hc）はCRPCに関与するアンドロゲン受
容体のスプライスバリアント（AR−V7）の特異的標的遺伝子であることを発見した[1]。LAT1阻害剤（JPH 203）はすでに消化器腫瘍にお
いて第一相臨床試験を完了し、良好な結果を得た[3]。SGLT-2阻害剤は糖尿病で臨床応用されていることから、LAT1を含めたアミノ酸
トランスポーターの阻害剤もCRPC患者において臨床応用の可能性が示唆される。本研究の目的はLAT1を含むアミノ酸トランスポー
ターの阻害剤を応用した、去勢抵抗性前立腺癌（CRPC）治療モデル（In vivio）の構築を提案する。最終的には、第二相臨床試験を
CRPC患者において実現させる。近年、人工知能技術が飛躍的に進歩し、臨床分野での応用例や研究の方向性が出てきていることか
ら、人工知能による泌尿器科の研究をテーマにしている。
2）戦略（Approach）
千葉大学泌尿器科学研究室は、2016年からアミノ酸トランスポーターの第一人者である大阪大学　金井好克教授、千葉大学　安西尚
彦教授、LAT1阻害剤を供給するジェイファーマ株式会社らと共同研究を行っている。複数の先行研究成果[1,2,4-7]と豊富な共同研究
経験があり、後続研究の実現が可能である。 研究者本人はLAT1-4F2hc複合体と前立腺癌に関する総説論文2編が発表され、前立腺
癌とLAT 1複合体の分野に対して比較的に十分な理解と認識を持っている。
    LAT阻害剤（JPH203）の利用：大阪大学 金井好克教授、ジェイファーマ株式会社とのMTAを締結済。共同研究として、LAT1の特異
的阻害剤（JPH203）の臨床応用へ向けた解析を進める。すでに、膵臓癌と胆管癌にて第一層臨床試験UMIN000016840終了しており、
軽度の副作用（12％のAST上昇）と25カ月の長期奏功例を胆管癌患者に認めている。
    本研究では、上記の先行研究と共同プロジェクトに基づいて、3つのステップで結論を導き出すことが期待される。現在の展望は以下
の通り記述する。①前立腺がんCRPC細胞株の確立、LAT1関系の検証です。②CRPCモデルマウスの作成、JPH203を用いた治療実験
を行う。③上記の①②の調査で得られたデータをもとに比較分析して臨床利用の妥当性を判断する。3つのステップを3年計画として、1
年目は計画通りに前立腺がんとLAT1の関係を調べ、細胞の培養や実験を行う。調査をもとにまとめたレビュー論文2本が学術誌に掲
載されました。2年目には細胞のスクリーニングに成功し、siRNAを使って4F2hc遺伝子をノックアウトしました。ノックダウン後の細胞の増
殖、侵襲、転移の様子が観察されています。また国立がん研究センターの特任研究員として、ロボットで支援する前立腺がん手術
（RARP）をai分析評価システムの開発にも携わりました。3年目は主にマウスモデルの作成と博士論文の作成を行う。
3）材料と方法（Materials and methods）
研究方法及び内容：免疫不全マウスの皮下移植前立腺癌モデルを用いてLAT1阻害剤（JPH203）臨床応用へ向けたIn Vivo解析を行
う。
① CRPC細胞系（LNCaP、DU145、PC-3）におけるLAT阻害剤の作用効果の解明。（細胞形態、成長、分化、代謝、アポトーシス、信号
伝導経路など。）
▪ CRPC細胞系（LNCaP、DU145、PC-3）のLAT1-4F2hcをrtPCRで検証、LAT1-4F2hcのタンパク質量をWestern-Blottingで検証。
▪ siRNAを作用させるCRPC細胞系のLAT1-4F2hc量と関連タンパク質量をrtPCRとWestern-Blottingで検証。
▪ 2種類の細胞株を選択し、JPH203を投入する。LAT1-4F2hc量と関連タンパク質量をrtPCRとWestern-Blottingで検証。
▪ JPH203投入後の細胞株で細胞増殖実験、migration/invasion assayなど、細胞の成長、侵襲、転移などの能力を比較する。
② 去勢、非去勢モデルにて16ｗ-18wにて薬剤投与（経静脈的）を開始し、腫瘍増大抑制効果とマウスの生存期間延長効果を解析す
る。
▪ 前立腺腫瘍細胞を6 ~ 8週目の免疫不全のオスのヌードマウスをランダムに4つのグループ(去勢/非去勢治療群と対照群)に分けて皮
下注射し、細胞を入れてから24時間後にバイオライトイメージングで腫瘍の成長を監視し、その後2週間ごとに4週間監視する。治療群
は16 ~ 18周間にJPH203を使用し、バイオライトイメージングで
腫瘍の変化を監視し、画像ソフトウェアで定量的な比較する。
グループ間の生存期間を比較する。
③ 得られた結果と抗腫瘍効果、副作用を含めて分析し、
臨床応用の可能性を探索する。

　生年月日　1985/02/09

所属機関(役職) 上海交通大学医学院附属同仁医院泌尿器外科（主治医師）

研究先（指導教官） 千葉大学大学院 医学研究院泌尿器科学（市川 智彦　教授）

研究テーマ

アミノ酸トランスポーターを介した前立腺癌分子機構の解明（前列腺癌とアミノ酸トランスポーター）

Elucidation of the molecular mechanism of prostate cancer via amino acid transporter (prostate
cancer and amino acid transporter)

氏名 赵 雪 ZHAO XUE 性別 M
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１．研究概要（2）
4）実験結果（Results）
A. 4F2hc高発現の2種類の細胞を選別し、westernとrtPCRで検証し、
siRNAを用いて4F2hcをノックダウンしました。ノックダウン後の
細胞の増殖、侵襲、転移の様子が観察されています。

国立がん研究センターの特任研究員として、ロボットで支援す
る前立腺がん手術（RARP）をai分析評価システムの開発にも携
わりました。
B.画像認識技術に基づいたRARP手術ユーザーインターフェース
認識モデルを構築し、手術器具とCUT/COAGオン操作の認識精
度を高めました(0.98~0.998)

C.現在、学習中の人工知能がRARP手術縫合の操作を認識する
モデルを構築中で、精度は60%に達しています(学習中)。

5）考察（Discussion）
  5.1）抗アンドロゲン治療(ADT)におけるLAT1の上昇が、前立腺がん細胞の進行を促すことがわかっている[2]。LAT1はCRPC細胞株で
強く発現する。LAT1ノックアウトは細胞の増殖、移動、侵襲を著しく減少させる。慢性ADTの患者では、LAT1の高発現は生化学的無再
発期の低下と相関している[2]。慢性ADTを伴う22Rv1 CRPC腫瘍において、LAT1のタンパク質およびmRNAレベルでの発現が増加して
いることが確認されている[8]。SugiuraはAR-v7とLAT1-4F2hc複合体の潜在的な関係を示しました。AR-v7はアンドロゲンの欠乏で下流
の標的遺伝子を活性化する。4F2hcはAR-v7の下流のターゲットの1つです。CRPC組織における4F2hc発現レベルの有意な上昇は、予
後不良を示唆している[9]。
    トランスポーターの阻害剤には、輸送化合物と、非輸送化合物がある。現在の薬理学では、細胞内に蓄積せず、親和性が高い非輸
送系化合物が輸送系化合物より優れていると考えられている[10]。JPH203 (KYT-0353)は、2009年にLAT1特異的阻害剤として開発され
ました[11]。そして、JPH203は最近、LAT1の効果的な阻害剤として広く研究されている。JPH203は、mTORC1とAktの組成活性化を妨害
し、c-Mycの発現を低下させ、細胞死に関与するCHOP転写因子が介在するフラックタンパク反応を誘発する[12]。第I相臨床研究では、
JPH203には良好な耐性があり、胆道癌治療の予後が良好であることが報告されており、胆道癌に対する疾患抑制率は約60%でした
[3]。ですから、我々はCRPCでJPH203の第I相と第II相の研究を行う予定です。また、日本の研究チームはT3やJPH203に似たSKN系
LAT1阻害剤[13,14]を開発しました。近年、大阪大学の金井教授らの研究チームは、新しいLAT1阻害剤「OKYシリーズ」を開発している。
OKY化合物では、OKY-034はLAT1に対して高い阻害性と特異性を示しました。上記のアミノ酸LAT1阻害剤は競合阻害剤ですが、OKY-
034はアミノ酸の骨格を持たないため、非競合阻害剤のスタイルを持っています。非競合阻害剤は、内因性アミノ酸基質と競合的に反応
する必要があるため、少量(低濃度)で効果を示すことができます。また、OKY-034はT3やSKNといった大きな疎水点を必要としないた
め、比較的水溶性に優れ、経口投与が可能です。膵臓がん患者におけるOKY−034の安全性と有効性のI/IIa相試験は大阪大学病院で
行われている(UMIN000036395)[15]。これらの薬はまもなく前立腺がんの治療に使われる。
    前立腺がんにおけるアミノ酸トランスポーターLAT1-4F2hc複合体の臨床的意義は、他の腫瘍細胞と同様に、次第に解明されつつあ
る。LAT1-4F2hcは前立腺がんの診断、治療、予後評価に重要な役割を果たしている。前立腺がんに関連するアミノ酸トランスポーター
阻害剤であるJPH203は、近い将来泌尿器系腫瘍の診断と治療戦略を変える可能性がある。

   5.2） 23年以上も臨床に応用されてきたロボット補助根治前立腺切除術(RARP)[16]は患者数は年々増加している。現在、米国の根治
前立腺切除術の約70%がこの方法で行われています[17]。医者の技術と予後には有意な関係があり、患者の予後に影響を与える重要
な要因の1つです[18-20]。しかし、現在の主流の外科技術評価システムは、専門家評価表モデル[21]に基づいています。例えば、腹腔
鏡手術スキルの総合評価(GOALS)[22]、技術スキルの客観的構造化評価(OSATS)[23]、医療失敗パターンと効果分析(HFMEA)[24]など
です。これらの評価ツールは、評価に時間がかかるだけでなく、専門家の労力と個人的な判断を必要とします。評価の専門家が介在す
ることで、評価結果が主観的になることは避けられません。そのため、手術のスキル評価をいかに自動化、効率化し、客観的な評価結
果にするかが重要な課題となっています。私たちの人工知能(AI)による画像認識技術モデルが、この問いに答える方向を示しているよう
です。
6）参考文献（References）
[1].Sugiura, M. et al. Identification of AR-V7 downstream genes commonly targeted by AR/AR-V7 and specifically targeted by AR-V7 in castration resistant prostate cancer. Transl Oncol 14, 100915.
[2].Xu, M. et al. Up-Regulation of LAT1 during Antiandrogen Therapy Contributes to Progression in Prostate Cancer Cells. J Urol 195, 1588-1597.
[3].Okano, N. et al. First-in-human phase I study of JPH203, an L-type amino acid transporter 1 inhibitor, in patients with advanced solid tumors. Invest New Drugs 38, 1495-1506.
[4].Higuchi, K. et al. Characterization of the expression of LAT1 as a prognostic indicator and a therapeutic target in renal cell carcinoma. Sci Rep 9, 16776.
[5].Maimaiti, M. et al. Expression of L-type amino acid transporter 1 as a molecular target for prognostic and therapeutic indicators in bladder carcinoma. Sci Rep 10, 1292.
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Tumor Location and a Tumor Volume over 2.8 cc Predict the
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Simple Summary: About 40% of men with localized prostate cancer experience biochemical recur-
rence after radical prostatectomy. The early detection of disease progression is important for optimal
post-operative treatment and follow-up. Our study reviewed 557 patients with prostate cancer who
underwent radical prostatectomy and found that a tumor volume over 2.8 cc was a novel indepen-
dent predictive factor for biochemical recurrence. We further established a novel risk assessment
model based on tumor volume and location (posterior and peripheral zone). We confirmed that the
risk model could stratify patients’ prognoses. In addition to the previously reported biomarkers,
these novel factors obtained from the surgical specimen may provide better prognostic information
in patients with prostate cancer.

Abstract: (1) Objective: Our study investigated the prognostic value of tumor volume and location
in prostate cancer patients who received radical prostatectomy (RP). (2) Methods: The prognostic
significance of tumor volume and location, together with other clinical factors, was studied using
557 patients who received RP. (3) Results: The receiver operating characteristic (ROC) curve identified
the optimal cutoff value of tumor volume as 2.8 cc for predicting biochemical recurrence (BCR).
Cox regression analysis revealed that a tumor in the posterior area (p = 0.031), peripheral zone
(p = 0.0472), and tumor volume ≥ 2.8 cc (p < 0.0001) were predictive factors in univariate analysis.
After multivariate analysis, tumor volume ≥ 2.8 cc (p = 0.0225) was an independent predictive factor
for BCR. Among them, a novel risk model was established using tumor volume and location in the
posterior area and peripheral zone. The progression-free survival (PFS) of patients who met the three
criteria (unfavorable group) was significantly worse than other groups (p ≤ 0.001). Furthermore,
multivariate analysis showed that the unfavorable risk was an independent prognostic factor for BCR.
The prognostic significance of our risk model was observed in low- to intermediate-risk patients,
although it was not observed in high-risk patients. (4) Conclusion: Tumor volume (≥2.8 cc) and
localization (posterior/peripheral zone) may be a novel prognostic factor in patients undergoing RP.

Keywords: tumor volume; tumor location; prostate cancer; biochemical recurrence; prognostic factor

1. Introduction

Prostate cancer (Pca) is the most common malignant tumor in men. About 2.6 million
cases are newly diagnosed and 34,500 deaths of Pca are estimated per year in the United
States [1]. Radical prostatectomy (RP) for the treatment of prostate cancer has made
remarkable progress since it widely emerged around 1900. At present, RP is still the
standard treatment option for localized Pca [2]. However, the frequency of biochemical
recurrence (BCR) has been reported to be about 40% within 10 years after RP [3]. Once BCR
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occurs, about 3.5% of patients will inevitably develop resistance to androgen deprivation
therapy, also known as castration-resistant prostate cancer (CRPC) [4]. CRPC has been
reported to cause death within 2 to 4 years [5]. Therefore, BCR is the major clinical issue to
be detected and addressed in patients who received RP.

A lot of clinical studies have evaluated predictive factors and/or risk models for
BCR after RP. Serum prostate-specific antigen (PSA) is the mainstay to detect the BCR
of patients after surgery [6], and it has been recommended to keep close monitoring until
PSA reaches 0.2 ng/mL [7]. In addition to PSA kinetics, Gleason score, PSA density,
pathological and clinical stages, surgical margin, and other clinical factors have been
studied for their prognostic significance, however, these factors could not predict BCR
independently [8]. To better distinguish the recurrence risk and evaluate the prognosis after
RP, more innovative predictors or models are unmet clinical needs. The individualized
management after treatment requires effective recurrence risk prediction to implement
timely intervention and avoid overtreatment. Previous studies showed that the tumor
volume was related to the clinical manifestations of prostate cancer [9]. A tumor with a
volume of less than 0.5 cc is considered as insignificant prostate cancer, and aggressive
treatment may not be needed [10,11]. Recently, several studies proposed the novel definition
of insignificant prostate cancer as a tumor volume of less than 2.5 cc [11–17], or less than
2.0 cc [18]. However, it was found that the BCR risk increased with tumor volume over
2.49 cc, indicating that the tumor volume was deeply involved in the progression of Pca [19].
Furthermore, little is known about the relationship between different prostate areas and
tumor volumes, and their impact on BCR. Herein, we examined the prognostic role of
tumor volume and location in patients with localized Pca for a better treatment strategy
and postoperative follow-up.

2. Methods
2.1. Study Design and Setting

Clinical data of 557 patients who received RP at Chiba University Hospital and af-
filiated hospitals between 2006 and 2020 were retrospectively reviewed. The study was
approved by the clinical review committee of our institution (#1768) and the written in-
formed consent of all patients participating in the study was obtained. All participants or
designated agents accepted a standardized data collection protocol, including personal
postoperative follow-up information and medical record. The study is in accordance with
the Japanese ethical document.

2.2. Patients

The inclusion criteria were RP for biopsy-proven prostate cancer performed at Chiba
University Hospital and affiliated hospitals; whole-mount step-section pathologic maps
available for tumor volume-calculation and localization. The exclusion criteria were neoad-
juvant hormone therapy; radiation therapy; poor pathologic map quality; short follow-up
term (<12 months).

2.3. Variables

Baseline clinical data included age, BMI, serum PSA, PSA F/T ratio, serum testosterone,
biopsy positive rate, Gleason score (GS), clinical TNM staging, surgical prostate specimen,
tumor volume, tumor location, surgical resect margin, and pathological TNM staging. Each
patient came to our institution every 3 months after RP and had blood samples taken for
PSA measurement until the occurrence of BCR or death was confirmed.

After RP, an elevated serum PSA level (>0.2 ng/mL) was defined as BCR [6].

2.4. Tumor Volume and Location Estimation Method
2.4.1. Measurement of Tumor Volume

The prostatectomy specimens were step-sectioned transversely at 5-mm intervals. All
the specimens were mounted on slides. Tumor volume was calculated by scanning the
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sliced specimen, and the area of the tumor was analyzed using ImageJ software. Total
tumor volume = tumor area × thickness of specimen × 1.2 (correction for shrinkage).

2.4.2. Tumor Localization

All specimens were serially sectioned from the tip to the base at 5 mm intervals, and
the bladder neck and vertex edges were submitted as vertical sections. According to the
anatomical structure, the specimen was divided into the following regions: the peripheral
zone (PZ), the transition zone (TZ), and the central zone (CZ). The region within 1.0 cm or
1.5 cm from the tip of the prostate was identified as the Apex region. The prostatic urethra
is an anatomic marker for a tumor to be classified as anterior or posterior (Figure 1). If a
tumor showed a slight extension to another site, >80% volume in the main area was the
criterion for defining the origin of the tumor in this area. Each RP sample was reviewed by
two pathologists.
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2.5. Statistical Methods

JMP Pro (Version 16.0; SAS Institute Inc., Cary, NC, USA) was used for statistical
analysis. Univariate cox proportional hazards model analysis was performed on the
baseline data classified by the median value of the outcome measurement to determine the
predictive factors of the BCR. The significant variables (p < 0.05) were further analyzed
by multivariable cox proportional hazards model regression. The optimal cutoff value of
tumor volume was obtained by calculating Area Under the Curve (AUC) from the Receiver
Operating Characteristic (ROC) curve analysis. To evaluate the interaction between tumor
volume and location, 3 risk factors related to volume and location obtained from univariate
and multivariate cox regression analysis were combined into a risk classification model.
This model was grouped according to the number of risk factors displayed: favorable;
0 risk factor, moderate; 1 or 2 risk factors, unfavorable; all 3 risk factors. Kaplan–Meier
method was used to evaluate progression-free survival (PFS). Statistical significance was
set at p < 0.05.
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3. Results
3.1. Participants

In total, 557 patients were enrolled in the study. Follow-up terms ranged from 12 to
161.5 months, with a median follow-up time of 45.3 months. As of the end of the study,
66 (11.8%) patients had BCR, and 9 (1.6%) patients died (not due to prostate cancer). The
median age of all patients was 67 years old. The median preoperative PSA level was
7.71 ng/mL. The biopsy GS was 7 or less in 79.7%, 8 in 8.6%, and 9 or more in 11%. Overall,
64.8% of patients were pathological TNM stage 2c or above, and 1.4% were positive for
lymph node metastasis. According to the risk grouping of Pca by the American Cancer
Society (ACS), 77 (13.8%) patients were classified into the low-risk group, 279 (50.1%) were
classified into the intermediate-risk group, and 201 (36.1%) were classified into the high-risk
group. The median tumor volume was 2.12 cc. Seminal vesicle invasion was observed in
8.6%, the extracapsular invasion was seen in 24.8%, and 30.3% had positive margins. The
tumor distributions were in the apex area (63.7%), middle area (63.4%), and bladder neck
(21.4%). Regarding the anterior or posterior area of the prostate, 48.1% of the tumors were
in the anterior, and 52.4% were in the posterior. Overall, 67.1% were located in the PZ and
37.3% were in the TZ (Table 1).

Table 1. Characteristics of patients.

Characteristics

Number of patients 557
Median age at operation (range), years 67 (46–77)
Median follow-up time (range), months 45.3 (12–161.5)

Median initial PSA (range) (ng/mL) 7.71 (2.15–87.16)
Gleason score sum, n (%)

≤7 444 (79.7)
8 48 (8.6)
≥9 61 (11.0)

T stage, n (%)
≤2b 195 (35.0)
≥2c 361 (64.8)

Risk Group; Low/Intermediate/High, n (%) 77 (13.8)/279 (50.1)/201 (36.1)
Tumor Volume (range), cc 2.12 (0.02–57)

Tumor Location, n (%)
apex 355 (63.7)

middle 353 (63.4)
bladder neck 119 (21.4)

Tumor Location, n (%)
anterior 268 (48.1)
posterior 292 (52.4)

Tumor Location, n (%)
PZ 374 (67.1)
TZ 208 (37.3)

N stage, n (%)
positive 8 (1.4)

Seminal Vesicle Invasion, n, (%) 48 (8.6)
Extracapsular Extension, n, (%) 138 (24.8)

Resection Margins, n, (%) 169 (30.3)
PSA Recurrence, n, (%) 66 (11.8)

PSA = prostate-specific antigen; T stage = tumor stage; N stage = lymph node stage; PZ = peripheral zone;
TZ = transition zone.

3.2. Predictive Factors for Progression-Free Survival (PFS)

The ROC curve was used to calculate the relationship between BCR and tumor volume,
and the optimal cutoff value was identified as 2.8 cc (AUC = 0.69) (Supplementary Figure S1A).
We analyzed different tumor volume cutoff values (0.5 cc, 1.0 cc, 2.0 cc, 2.8 cc, 3.0 cc, 3.5 cc) and
compared HR and p-values. The results confirmed that 2.8 cc is the optimal cut-off value as a
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predictive factor for BCR (Table 2). (The cutoff values of two tumor volumes with p < 0.0001
that were not selected (3.0 cc and 3.5 cc) were also verified by corresponding models, as shown
in Supplementary Figures S2 and S3).

Table 2. Univariable and multivariable cox proportional hazard regression models in predictive
factors for PFS in localized Pca (overall risk).

Univariable Multivariable

Cut Off HR 95% CI p Value HR 95% CI p Value

Age ≥67 0.96 0.59–1.57 0.8842

initial PSA ≥7.71 ng/mL 1.65 1.00–2.73 0.0505

PSAD ≥0.26 2.06 1.21–3.53 0.0082 1.51 0.73–3.09 0.2643

GS ≥7 1.15 0.46–2.88 0.7593

T stage ≥T3 4.66 2.81–7.73 <0.0001 1.69 0.77–3.71 0.1894

RM positive 4.18 2.46–7.10 <0.0001 1.99 0.94–4.20 0.0712

Tumor location
Apex 1.45 0.70–3.02 0.3166

PZ 3.28 1.01–10.60 0.0472 2.21 0.49–10.05 0.3030
posterior 2.24 1.07–4.65 0.0314 1.72 0.72–4.12 0.2193

TV
≥0.5 cc 1.61 0.73–3.53 0.2344
≥1.0 cc 2.18 1.11–4.27 0.0240
≥2.0 cc 2.74 1.55–4.82 0.0005
≥2.8 cc ** 3.10 1.86–5.17 <0.0001 2.47 1.14–5.36 0.0225 *
≥3.0 cc 2.96 1.80–4.88 <0.0001
≥3.5 cc 2.80 1.72–4.58 <0.0001

PSA = prostate-specific antigen; PSAD = prostate-specific antigen density; GS = Gleason score; T stage = tumor
stage; RM = resection margins; HR = hazard ratio; CI = confidence interval; * p-value < 0.05, ** tumor volume
cutoff value based on the ROC curve.

Univariate and multivariate predictors for BCR obtained from cox proportional hazard
analysis are shown in Table 2. The predictors for BCR were pathological stage T ≥ 3
(HR = 4.66 [95% CI: 2.81–7.73], p < 0.0001), positive surgical margin (HR = 4.18 [95% CI:
2.46–7.10], p < 0.0001), tumor volume ≥ 2.8 cc (HR = 3.10 [95% CI: 1.86–5.17], p < 0.0001),
followed by PSA density ≥0.26 (HR = 2.06 [95% CI: 1.21–3.53], p = 0.0082), tumor located
in the Posterior region (HR = 2.24 [95% CI: 1.07–4.65], p = 0.0314), tumor located in the
PZ (HR = 3.28 [95% CI: 1.01–10.6], p = 0.0472). The multivariate analysis showed that
the independent predictor of BCR was only tumor volume ≥ 2.8 cc (HR = 2.47 [95% CI:
1.14–5.36], p = 0.0225) (Table 2).

The Kaplan–Meier method was used to evaluate the PFS curve. The PFS of patients
with tumors located in the PZ was inferior to those in the TZ (Figure 2A p = 0.0354).
Furthermore, patients harboring tumors located in the posterior had shorter PFS than
those in the anterior area (Figure 2B p = 0.027). Consistent with cox analysis, there was
no significant difference between the PFS of the patients with tumors in the apex and
not-apex area (Figure 2C p = 0.3135). PFS in the patients with tumor volume ≥ 2.8 cc was
significantly inferior to those with less than 2.8 cc (Figure 2D p < 0.0001).

3.3. Model for Predicting PFS by Tumor Volume at Specific Location

Based on the analysis of clinical factors related to BCR in Table 2 and Figure 2, tumor
volume and tumor location (PZ and Posterior location) were statistically significant pre-
dictive factors. Therefore, we established a risk classification model using tumor volume
and location to stratify patients on the basis of risk of progression. The three risk factors
that predict BCR in the model are tumor volume ≥ 2.8 cc, tumor located in PZ, and tumor
located in the posterior area. The capability of the unfavorable risk to predict BCR was
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shown in Table 3 and only these risk factors predicted BCR on multivariable analysis (HR
3.16 [95% CI: 1.52–6.56], p = 0.002).
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Figure 2. Prognostic significance of tumor location and tumor volume. (A) Patients with tumor
in the PZ had significantly worse PFS than those in the TZ (p = 0.0354). (B) Patients with tumor
in the posterior region had significantly worse PFS than those in the anterior region (p = 0.027).
(C) There was no difference in PFS between apex and non-apex regions. (D) Patients with tumor
volume ≥ 2.8 cc had significantly worse PFS than those <2.8 cc (p < 0.0001).

Table 3. Univariable and multivariable cox proportional hazard regression models in predictive
factors for PFS in localized Pca (overall risk) with unfavorable risk.

Univariable Multivariable

Cut Off HR 95% CI p Value HR 95% CI p Value

Age ≥67 0.96 0.59–1.57 0.8842 - - -
initial PSA ≥7.71 ng/mL 1.65 1.00–2.73 0.0505 - - -

PSAD ≥0.26 2.06 1.21–3.53 0.0082 1.55 0.76–3.15 0.2307
GS ≥7 1.15 0.46–2.88 0.7593 - - -

T stage ≥T3 4.66 2.81–7.73 <0.0001 1.64 0.74–3.65 0.2261
RM positive 4.18 2.46–7.10 <0.0001 2.09 0.99–4.42 0.0548

Unfavorable Risk PZ + Post + TV2.8 cc 4.74 2.60–8.65 <0.0001 3.16 1.52–6.56 0.0020 *

PSA = prostate-specific antigen; PSAD = prostate-specific antigen density; GS = Gleason score; T stage = tumor
stage; RM = resection margins; PZ + Post + TV2.8 cc = tumor volume ≥ 2.8 cc in posterior location of peripheral
zone; HR = hazard ratio; CI = confidence interval; * p-value < 0.05.

To further explore the predictive ability of the novel risk model, we divided the pa-
tients into the low-risk group, intermediate-risk group, and high-risk group according to
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the risk grouping of Pca by the American Cancer Society (ACS) [20] and validated the
predictive value of the risk models among different ACS risk groups. In the analysis of
the high-risk group, our unfavorable risk model could not predict disease progression
independently (Table 4). However, the risk factors were the only independent predictor for
PFS among patients with low to intermediate-risk groups (HR 4.43 [95% CI: 1.51–13.01],
p = 0.0068) (Table 5).

Table 4. Univariable and multivariable cox proportional hazard regression models in predictive
factors for PFS in localized Pca (high risk).

Univariable Multivariable

Cut Off HR 95% CI p Value HR 95% CI p Value

Age ≥67 0.76 0.40–1.47 0.4167 - - -
initial PSA ≥7.71 ng/mL 1.04 0.52–2.08 0.9097 - - -

PSAD ≥0.26 1.9 0.82–4.40 0.1326 - - -
GS ≥7 1.29 0.18–9.46 0.7991 - - -

T stage ≥T3 4.38 2.11–9.10 <0.0001 1.98 0.75–5.25 0.1701
RM positive 4.65 2.16–10.02 <0.0001 2.37 0.95–5.91 0.0649

Unfavorable Risk PZ + Post + TV2.8 cc 3.5 1.64–7.47 0.0012 1.87 0.77–4.53 0.1653

PSA = Prostate Specific Antigen; PSAD = Prostate Specific Antigen Density; GS = Gleason Score; T stage = Tumor
Stage; RM = Resection Margins; HR = Hazard Ratio; CI = Confidence Interval.

Table 5. Univariable and multivariable cox proportional hazard regression models in predictive
factors for PFS in localized Pca (low to intermediate risk).

Univariable Multivariable

Cut Off HR 95% CI p Value HR 95% CI p Value

Age ≥67 1.07 0.51–2.25 0.8546 - - -
initial PSA ≥7.71 ng/mL 1.56 0.74–3.28 0.2458 - - -

PSAD ≥0.26 1.52 0.72–3.19 0.2716 - - -
GS ≥7 0.74 0.26–2.15 0.5855 - - -

T stage ≥T3 3.34 1.59–7.01 0.0015 0.97 0.28–3.38 0.961
RM positive 3.03 1.42–6.47 0.0043 1.38 0.43–4.41 0.5904

Unfavorable Risk PZ + Post + TV2.8 cc 4.71 1.75–12.69 0.0022 4.43 1.51–13.01 0.0068 *

PSA = prostate-specific antigen; PSAD = prostate-specific antigen density; GS = Gleason score; T stage = tumor
stage; RM = resection margins; HR = hazard ratio; CI = confidence interval; PZ + Post + TV2.8 cc = tumor
volume ≥ 2.8 cc in posterior location of the peripheral zone. * p-value < 0.05.

3.4. Risk Model to Stratify Patient Prognosis

According to our established risk model, we divided the patients into three groups
(favorable; displayed zero risk factors, moderate; displayed one or two risk factors, unfa-
vorable; displayed all three risk factors). Overall, 61, 343, and 104 patients were classified
as belonging to the favorable, moderate, and unfavorable group, respectively (Figure 3A).

The PFS curves of the three groups of patients (Figure 3B) showed that the PFS of the
unfavorable group was significantly worse than that of the moderate group (p < 0.0001)
and the favorable group (p = 0.001), while there was no significant difference between the
moderate group and the favorable group (p = 0.1150).

The median tumor volume of the three groups was 1.33 cc, 1.81 cc, and 4.92 cc,
respectively and there were significant differences between the three groups (Figure 3C).
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Figure 3. Prognostic model based on the location and tumor volume (A) Venn diagram of risk model
based on the location and tumor volume. (B) Risk classification significantly differentiated the PFS
between the Favorable and Unfavorable group (p = 0.001) and the Moderate and Unfavorable group
(p < 0.0001). (C) The tumor volume showed significant differences among different risk groups.

In addition, we analyzed the impact of tumor volume on PFS in different prostate
regions with the tumor volume of 2.8 cc as the threshold (Figure 4). The results suggested
that the PFS of tumor ≥ 2.8 cc in the PZ is significantly worse than that of less than 2.8 cc
(Figure 4A p < 0.0001). Similar results were observed for tumors ≥ 2.8 cc in the posterior
location (Figure 4C p < 0.0001). Of note, the 2.8 cc cutoff value in TZ also showed a
significant difference in PFS between the two groups (Figure 4B p = 0.0345). On the other
hand, the significant difference was not seen in the anterior area (Figure 4D p = 0.0873).
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Figure 4. Prognostic significance of Tumor volume 2.8 cc based on the location. (A) Patients with
tumor volume ≥ 2.8 cc had significantly worse PFS in the PZ (p < 0.0001). (B) Patients with tumor
volume ≥ 2.8 cc had significantly worse PFS in the TZ (p = 0.0345). (C) Patients with tumor vol-
ume ≥ 2.8 cc had significantly worse PFS in the posterior region (p < 0.0001). (D) In the anterior
region, there was no difference in PFS by tumor volume cutoff of 2.8 cc.

4. Discussion

In our study, a tumor with a volume ≥ 2.8 cc was identified as an independent
predictive factor for BCR (p = 0.0225). Furthermore, we established novel risk classification
together with PZ and posterior location, which distinguished PFS between different risk
groups. We believe this risk model will provide novel prognostic significance in patients
who received RP.

Previous studies showed the positive surgical margin after RP is a potential predictive
factor for BCR [21–29]. It is difficult to completely avoid the incidence of positive surgical
margins through objective methods. Several studies found that positive surgical margins
with limited length [30,31], locations [32], or quantity [33] decreased the correlation with
BCR. Another study showed that tumor volume was associated with BCR in patients who
underwent RP with negative surgical margins [34]. In addition, tumor volume and GS
were even more significant predictors for BCR than positive margins [35] and the location
of the tumor could predict the incidence of positive surgical margins [36–39]. Multivariate
analysis showed that the predictive value of our risk model was superior to the positive
surgical margin. These findings suggested that focusing on tumor volume and location,
not only resection margins will give us better prognostic information in the treatment of
localized Pca.

Regarding the prognostic significance of tumor localization, tumors originating in the
TZ have been reported to be associated with a better prognosis in comparison with those
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in the PZ [39–41]. Augustin et al. found that the location of prostate cancer in the TZ was
associated with better progression-free survival after RP (p = 0.0402) [40]. However, the
zonal location offers no advantage over the well-established prognostic factors in predicting
recurrence. Some more detailed anatomical differentiation (anterior, posterior, the apex of
prostate, bladder neck) also revealed the difference in tumor location on prognosis [42,43].
Magheli et al. found that tumors in the anterior prostate were associated with favorable
pathological features and improved biochemical-free survival, although it was not an
independent predictor of BCR [42]. There are also some studies that have concluded that
tumor location is not related to prognosis [44,45].

Tumor volume has been reported to show a significant correlation with BCR after
RP [46–50]. Generally, tumor volume < 0.5 cc has been considered as an insignificant Pca,
which has a low potential of recurrence [51]. The predictive factors for BCR in patients
with low-volume prostate cancer (≤0.5 cc) have not been well studied [52]. Several reports
proposed to increase the thresholds of volume for insignificant cancer to avoid over-
treatment [14], however, other studies showed that the modified criteria had a higher risk
of BCR in Gleason 4/5 cancer [53]. The tumor volume was superior to the percentage of
cancer (tumor volume/prostate volume ratio) for predicting the prognosis after RP [54].
Different tumor volume cut-off values were proposed to determine the prognosis of Pca.
Friedersdorff et al. suggested that tumor volume ≥ 5 cc (AUC = 0.79) was a significant
prognostic factor for BCR [55]. Another study set the cut-off values as: minimal (≤1.0 cc),
middle (1.1–5.0 cc), or extended (>5.0 cc) [47]. Shin et al. divided the tumor volume into
three groups according to 2 cc and 5 cc, in multivariate analysis, recurrence-free survival
could be independently predicted [56]. The tumor volume in the surgical specimen after
neoadjuvant therapy was investigated and the study showed that patients with residual
tumors ≥ 1.0 cc in the specimen had a higher risk of BCR [57]. Raison et al. studied
685 British patients who underwent laparoscopic and robot-assisted RP and revealed that
2.5 cc (AUC = 0.71) was the best cutoff value for predicting BCR [58]. Of note, some
studies showed that the tumor volume alone may not be able to evaluate the prognosis
of recurrence and prognosis after RP [13,59]. O’Neil et al. suggested that tumors in some
locations are larger and more likely to invade the sites that are prone to recurrence [37].
However, there have been no studies that have analyzed the prognostic value of tumor
volume combined with tumor localization.

In our study, we attempted to evaluate the potential interaction between tumor vol-
ume and location, the tumor volume cutoff value obtained by the ROC curve was 2.8 cc
(AUC = 0.69). Therefore, we used the tumor volume threshold (≥2.8 cc) of the specific
location to improve the capability of our risk model. We hypothesized that the larger
tumor volume in the PZ and/or posterior of the prostate may be associated with BCR. Our
findings demonstrated that the prognostic significance of tumor volume over 2.8 cc varied
by tumor localization (Figure 4). In our model, the interaction between prostate tumor
location and volume was a promising predictor of prostate BCR. Interestingly, our risk
model was an independent predictor in patients with low and intermediate risk while it
was not in patients with high risk. Extended dissection during surgery and close follow-up
after surgery may enhance clinical benefit in patients who met our criteria.

The limitations of this study are as follows. First, our study included a single Asian
race. Compared with the western population, the Asian population has a lower incidence
and mortality of prostate cancer [60]. The tumor volume of African American men with
prostate cancer is larger than that of white men [61]. The risk of BCR in black Americans
has been reported to be 1.6 times higher than that in white Americans [62]. These results
suggested that there may be differences in clinical and pathological features between races.
Further validation of our risk model will be warranted in other patients’ cohorts. Second,
our study may need to be further investigated using genomic analysis. The previous
study has revealed that prostate cancer risk alleles are associated with prostate cancer
volume and prostate size [63]. Downregulation of PAH and AOC1 and upregulation of
DDC, LIN01436, and ORM1 were associated with the development of prostate cancer [8,64].
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Molecular and cellular biological studies are also closely related to the site of prostate
tumorigenesis [41]. Studying the specific genes behind it could improve understanding
of the region or cell-type characteristics of prostate cancer. These features account for
differences in tumor progression and invasion between different regions of the prostate [41].
The unique biological characteristics of tumor types in different prostate regions can help
guide individualized treatment and patient risk stratification. Finally, further validation
of our clinical parameters using the latest imaging system PSMA/PET [65] or artificial
intelligence system (deep learning) [66] may enhance the clinical importance of this study.

5. Conclusions

Tumor volume ≥ 2.8 cc was an independent predictive factor for BCR in patients
who received RP. Furthermore, we established a novel risk model using tumor volume
over 2.8 cc and tumor location (PZ and/or posterior). Our risk classification could pre-
dict patient prognosis and will help us to optimize peri-operative and post-operative
treatment strategies.

Supplementary Materials: The following supporting information can be downloaded at: https:
//www.mdpi.com/article/10.3390/cancers14235823/s1, Figure S1: (A) Tumor volume cut off based
on the ROC curve. (B) Tumor volume based on the location; Figure S2: (A) A supplemental model
that included the 3.0 cc tumor volume as one of the factors in the risk model. (B) Risk classification
significantly differentiated the PFS between the Favorable and Unfavorable group (p = 0.0008) and the
Moderate and Unfavorable group (p < 0.0001); Figure S3: (A) A supplemental model that included
the 3.5 cc tumor volume as one of the factors in the risk model. (B) Risk classification significantly
differentiated the PFS between the Favorable and Unfavorable group (p = 0.0001) and the Moderate
and Unfavorable group (p < 0.0001).
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Amino acid transporters are responsible for the uptake of amino acids, critical for cell proliferation. L-
type amino acid transporters play a major role in the uptake of essential amino acids. L-type amino acid
transporter 1 (LAT1) exerts its functional properties by forming a dimer with 4F2hc. Utilizing this cancer-
specificity, research on diagnostic imaging and therapeutic agents for malignant tumors targeting LAT1
progresses in various fields. In hormone-sensitive prostate cancer, the up-regulation of L-type amino acid
transporter 3 (LAT3) through the androgen receptor (AR) has been identified. On the other hand, in
castration-resistant prostate cancer, the negative regulation of LAT1 through AR has been determined.
Furthermore, 4F2hc: a binding partner of LAT1, was identified as the specific downstream target of
Androgen Receptor Splice Variant 7: AR-V7. LAT1 has been suggested to contribute to acquiring castration
resistance in prostate cancer, making LAT1 a completely different therapeutic target from anti-androgens
and taxanes. Increased expression of LAT1 has also been found in renal and bladder cancers, suggesting a
contribution to acquiring malignancy and progression. In Japan, clinical trials of LAT1 inhibitors for solid
tumors are in progress, and clinical applications are now underway. This article will summarize the
relationship between LAT1 and urological malignancies.

© 2022 The Authors. Production and hosting by Elsevier B.V. on behalf of Japanese Pharmacological
Society. This is an open access article under the CC BY-NC-ND license (http://creativecommons.org/

licenses/by-nc-nd/4.0/).
1. Introduction

Living organisms require substances in order to function and,
ultimately, to sustain life. In particular, the organism needs to take
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in essential nutrients such as carbohydrates, fats, and proteins from
the outside. Proteins are metabolized into amino acids via peptides
by digestive enzymes, and amino acid molecules are absorbed
through the epithelial mucosa of the small intestine and trans-
ferred to the bloodstream, where they undergo various metabolic
processes. The mechanism responsible for this transport is the
amino acid transporter, which contributes tomaintaining biological
functions. Amino acid transporters play a role in maintaining cell
survival by transferring amino acids, which are essential for living
organisms, into cells and maintaining tissue specificity by trans-
porting them in a particular direction.1 The amino acids taken up
are used for protein biosynthesis, activation of the mTOR
(mammalian target of rapamycin) pathway, an important signal for
cell growth and proliferation, and maintenance of redox reactions
and homeostasis in cells.2,3

Amino acid transporters can be broadly classified into the ABC
(ATP binding cassette) family and SLC (solute carrier) family. The
nese Pharmacological Society. This is an open access article under the CC BY-NC-ND
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ABC family transports ATP by co-benefiting and utilizing its energy
and 7 subgroups have been identified in humans. The SLC (solute
carrier) family transports without conjugating with ATP. L-type
amino acid transporter 1: LAT1 (SLC7A5), which is the subject of this
paper, can be classified as a solute carrier: SLC, and SLCs are further
classified into families with different exchange substrates and
localization and perform various functions.

Metabolism occurs in cancer cells as it does in normal tissues,
but more nutrients may be required to compensate for changes in
the surrounding environment and the frequency of cell growth. In
Japan, a phase II clinical trial of JPH203, a selective inhibitor of LAT1,
is underway in biliary tract cancer.

In this article, we report the physiological functions of amino
acid transporters and their relevance to malignancies, especially
urological cancers, focusing on LAT1, which is upregulated in ma-
lignant tumors.

2. Biological functions of LATs amino acid transporter and
cancer

LAT1 is an ATP-independent, sodium-independent, 12-fold
transmembrane amino acid transporter belonging to the SLC7
family. It has been reported to cause decreased leucine uptake and
cell proliferation in LAT1 knockout cells.4 Therefore, it is thought
that the exchange substrate transports a wide range of essential
amino acids, mainly leucine.5e9

The SCL7 family described above consists of L-type amino acid
transporters: LAT (SLC7A5-13, SLC7A15) and cationic amino acid
transporters: CAT (SLC7A1-4, SLC7A14). Among these, LAT forms a
heterodimeric amino acid transporter complex: HATC and consti-
tutes its light subunit.10e16

LAT1 (17), L-type amino acid transporter 3: LAT3 (SLC43A1),18 and
system ASC transporter 2: ASCT2 (SLC1A5)19 have been reported to
be upregulated in tumor cells.20e22 Gastrointestinal malignancies,
breast cancer, prostate cancer, renal cancer, bladder cancer, lung
cancer, glioma, endometrial cancer, and pancreatic cancer, have been
identified to express a high level of LAT14,6,7,23e30 (Table 1).

Leucine, a major exchange substrate of LAT, is an essential amino
acid and one of the signal regulators of mTORC1 (mammalian target
of rapamycin complex 1). mTORC1 is known to regulate mRNA
translation,31 ribosome biogenesis by regulating rRNA transcrip-
tion,32 and autophagy, and thus plays a role in regulating protein
synthesis and cell proliferation.

LAT3 and LAT4 have been found to have fewer exchange sub-
strates than LAT1 and LAT2 (18, 33) (Table 1).

3. Heterodimeric amino acid transporters

Some members of the SLC7 family form heterodimeric amino
acid transporters (HATs). These include a 14-transmembrane
cationic amino acid transporter and a 12-transmembrane hetero-
dimeric amino acid transporter.1,34 LAT1 is disulfide-linked to the
SLC3 family members 4F2hc (4F2 heavy chain: SLC3A2).
BAT1(SLC7A9) is disulfide-linked to rBAT (related to b0 amino acid
transporter: SLC3A1)35 (Fig. 1). Heterodimeric amino acid trans-
porters have the structural feature of being composed of a light
subunit and a heavy subunit, which form a dimer through disulfide
bonds. This morphological feature is thought to enable the locali-
zation of LAT1 on the plasmamembrane, which cannot be achieved
by LAT1 alone. As an example, it has been reported that in the
absence of 4F2hc, LAT1 exists inside the cell, but in the presence of
4F2hc, it moves to the cell surface by forming HATs.36

Although LAT1 and L-type amino acid transporter 2: LAT2 can
transport leucine by themselves, their substrate affinity and spec-
ificity have also been found to be regulated by 4F2hc.37 Because of
252

-30-
this property, HATs are also thought to be involved in the patho-
genesis of aminoaciduria (cystinuria, lysinuria), tumor cell prolif-
eration, and glial tumor invasion18,30,34,35,38,39 (Table 2).

4. Relationship between LAT1 and LAT2

Both LAT1 and LAT2 are sodium-independent amino acid
transporters that form HATs through disulfide bonds with 4F2hc.
LAT1 and LAT2 have similar functions due to the commonality of
their exchange substrates, but LAT2 is thought to have a broader
range of exchange substrates. In addition, LAT2 is distributed in the
proximal tubules of kidneys and small intestinal epithelium and is
involved in the uptake and reabsorption of amino acids from the
body.40,41 On the other hand, the expression of LAT1 in normal
tissues can be observed in the brain, testis, and placenta.17,42,43

Although LAT2 is commonly expressed in the brain, testis, and
placenta, it is also involved in the absorption and reabsorption of
amino acids, suggesting that LAT2 is mainly responsible for the
uptake of amino acids from outside the body and LAT1 is mainly
responsible for the uptake of amino acids into specific cells.

In another aspect, LAT1 is known to be upregulated in various
tumor cells and has been reported to be a poor prognostic factor,
while LAT2 has been reported to be less distributed in malignant
tumors and more distributed in normal tissues. Therefore, it is
possible that LAT1 and LAT2 have a tumor type and a normal tissue
type property, respectively17 (Fig. 2).

5. LAT1 and 4F2hc characteristics

Tumor cells require increased uptake of glucose and amino acids
for their biosynthesis, related to their rapid growth and changes in
the surrounding environment.44 In amino acids, increased expres-
sion of amino acid transporters in tumor cells has been observed in
various cancer types.

The exchange substrate of LAT1 is an essential amino acid, and
when a single molecule of amino acid is taken into the cell, gluta-
mine is transported out of the cell instead.45 However, since
glutamine is required for ATP production in tumor cells, high
expression of ASCT2 (SLC1A5), a sodium-dependent neutral amino
acid transporter that can take glutamine into the cell, allows tumor
cells maintenance of intracellular glutamine levels.20 This gluta-
mine is used for ATP production and prevents the depletion of the
exchange substrate of LAT1 (Fig. 3).

4F2hc functions as a heavy subunit of the transporter complex
and plays a role in the localization and stabilization of LAT1 on the
plasma membrane and as an enhancer of integrin signaling.11,45e50

4F2hc deficiency results in the loss of intracellular amino acid
pools, including leucine and arginine, which are active factors of
mTOR kinase,48,51 and increased oxidative stress, DNA damage, and
radiosensitivity in head and neck squamous cell carcinoma cells.11

6. Application of LAT1 to diagnostic imaging

The increased expression of LAT1 in tumor cells has been
studied for the detection of malignant tumors by imaging
diagnosis. FDG-PET, which is currently used in clinical practice, is
an imaging diagnosis in which the glucose that tumor cells
consume in large amounts is radiolabeled (18F-FDG: 18-
fludeoxyglucose) the presence or absence of accumulation is
confirmed. However, the accumulation of FDG is not specific to
malignant tumors but also occurs in areas with high physio-
logical accumulation, such as the brain, and inflammatory cells,
making differential diagnosis often tricky. In evaluating malig-
nant tumors of the urinary tract, FDG is excreted in the urine.
Thus, hyperaccumulation around the urinary tract often masks



Table 1
LAT expression and function.

protein gene substance selectivity expression pattern subtype

LAT14,6,7,23-30 SLC7A5 broad (Leu, Ile, Phe, Met, Tyr, His, Try, Val) cancer system L1
testis
brain
ovary
placenta
spleen
colon
blood brain barrer
fetal liver

LAT217,29,36,39,40-42 SLC7A8 broad (Gly, Ala, Ser, Thr, Cys, Asn, Gln, Met,
Leu, Ile, Val, Phe, Tyr, Trp, His)

kidney system L1
testis
prostate
small intestine
lung
heart
spleen
liver
brain
placenta
ovary
fetal liver
muscle

LAT318,23,58 SLC43A1 narrow (Leu, Ile, Val, Phe, Met) prostate system L2
liver
muscle
kidney
placenta

LAT433 SLC43A2 narrow (Leu, Ile, Val, Phe, Met) kidney system L2
placenta
peripheral blood leukocytes
small intestine
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renal, pelvis, ureteral, bladder, and prostate cancers. In addition,
the detection rate of prostate cancer is estimated to be even
lower because of the weak accumulation of FDG.
Fig. 1. Scheme shows the representation of LAT1/4F2hc complex. The structures of the LAT1
is a 12-fold transmembrane amino acid transporter that serves as the light chain of the dime
LAT1 by disulfide bonds.
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Imaging diagnosis targeting amino acids instead of glucose is
being studied. In 2016, the U.S. FDA approved FACBC PET labeled
with 18-F on ACBC (Aminocyclobutane carboxylic acid), taken
and 4F2hc heterodimers on the plasma membrane are shown in simplified form: LAT1
r; 4F2hc is a single-fold transmembrane amino acid transporter that forms a dimer with



Table 2
Examples of heterodimeric amino acid transporters.

heavy chain (gene) light chain disease expression pattern

rBAT (SLC3A1)10,34 b (0,þ)-AT1 (SLC7A9) cystinuria kidney
intestine
liver
pancreas

4F2hc (SLC3A2)12,46,59 LAT1 (SLC7A5) cancer ubiquitous (depend on the light chain)
y þ LAT2 (SLC7A6)
y þ LAT1 (SLC7A7)
LAT2 (SLC7A8)
ASC1 (SLC7A10)
xCT (SLC7A11)

Fig. 2. The expression of LAT1, LAT3, and 4F2hc in tumor cells is shown, and LAT1 expression is more upregulated in many tumors than LAT3, which is the reason why LAT1 may be
the tumor cell type amino acids transporter. However, in prostate and testicular cancers, LAT3 is expressed to the same extent. There may be differences in expression depending on
hormone sensitivity in prostate cancer and histology in testicular cancer. Reference: the protein atlas (https://www.proteinatlas.org/).
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into the body as an amino acid but is not metabolized intra-
cellularly and does not degrade image quality, for the evaluation
of recurrence of prostate cancer. Although FACBCs were expected
to be taken up into cells by amino acid transporters, it was later
found that their main bodies were actually LAT1 and ASCT2,52

which is consistent with the increased expression of LAT1 in
prostate cancer, as will be discussed later. It should also be
noted that PSMA-PET, which uses ligands that bind to PSMA
(prostate-specific membrane antigen), is applied in prostate
cancer, but is entirely different from PET which targets amino
acid transporters.

In addition, the construction of diagnostic imaging systems
targeting LAT1, such as 18-FMT (18-F-a-methyltyrosine), which has
higher malignancy specificity, has been proposed, and the useful-
ness of cancer-specific accumulation in patients with advanced
lung cancer and esophageal cancer has been proposed.53,54

Furthermore, 18F-FBPA (4-borono-2-18F-L-phenylalanine), which
also targets LAT1, significantly reduced accumulation in inflam-
matory cells, which is often a problemwith FDG, albeit in vitro.55 In
Japan, a phase I study of a nuclear medicine test targeting LAT1
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using F-18 NKO-035, which is a PET probe with high selectivity for
LAT1, has been completed. Its clinical application will be evaluated
through further studies.

Thus, the high expression of LAT1 in tumor cells will enable new
imaging modalities and may change the existing diagnostic pro-
tocols, such as FACBC PET in locally treated prostate cancer.
7. LAT1 targeting cancer therapy

As mentioned above, LAT1 is abundantly expressed in tumors
and contributes significantly to the survival of tumor cells. Research
on therapeutic drugs that target LAT1 for cancer control is also
underway.

BCH (2-aminobicyclo-(2,2,1)-heptane-2-carboxylic acid) is a
selective inhibitor of the L-type amino acid transporter and has
been found to inhibit cell growth and proliferation by blocking
leucine uptake into cells, as well as inducing apoptosis.4 Triiodo-
thyronine and thyroxine have also been reported to inhibit LAT1-
mediated phenylalanine incorporation into cells.56

https://www.proteinatlas.org/


Fig. 3. Scheme shows the substances of LAT1/4F2hc. LAT1 is sodium-independent and
transports a single molecule of glutamine out of the cell, and at the same time takes up
large side-chain neutral amino acids such as leucine, histidine, methionine, isoleucine,
valine, phenylalanine, tyrosine, and tryptophan into the cell.
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Considering that LAT1 is more abundantly expressed in tumor
cells, it can be expected that selective inhibition of LAT1 among L-
type amino acid transporters will result in more minor damage to
normal cells. JPH203 ((S)-2-amino-3-(4-((5-amino-2- phenylbenzo
[d]oxazol-7-yl)methoxy)-3,5-dichlorophenyl)) is a selective inhib-
itor of LAT1 and has been reported to inhibit tumor cell growth in a
concentration-dependent manner by inhibiting leucine uptake.57

Phase I clinical trials of JPH203 for solid tumors have been
completed in Japan, and its safety and tolerability have been
confirmed. In addition, long-term responses in biliary tract cancer
patients were confirmed in this study, and anti-tumor effects are
expected.58 A phase II study in biliary tract cancer is currently
underway.
8. LAT1 and urological cancer

8.1. LAT1 in prostate cancer

There have been significant changes in the treatment of prostate
cancer in recent years. In addition to primary hormone therapy,
known as vintage hormone therapy, early administration of novel
androgen receptor inhibitors for high-risk hormone-sensitive
prostate cancer has been established. However, prostate cancer is
known to progress to castration-resistant prostate cancer under
androgen deprivation therapy, and the sequential therapy is still
unclear.

LAT1 expression intensity is significantly correlated with the
prognosis of prostate cancer patients and the Gleason score, and its
potential as a biomarker for prostate cancer has been explored, and
the relationship between prostate cancer and LAT1 has been clar-
ified.27 In addition, LAT1 expression is upregulated in castration-
resistant prostate cancer cells compared to hormone-sensitive
prostate cancer cells, and knockdown of LAT1 inhibits cancer cell
proliferation, migration, and invasion.8 In addition, in multivariate
analysis, LAT1 expression has been reported to be an independent
prognostic factor for castration-resistant prostate cancer.8

It has been reported that LAT3 expression is upregulated in
hormone-sensitive prostate cancer cells before acquiring castration
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resistance.59 Thus, it has been reported that androgen receptor (AR)
increases LAT3 expression, while LAT3 expression is decreased and
LAT1 expression is increased in castration-resistant prostate cancer
that has acquired resistance after AR inhibition (Fig. 4).

As there are various factors, expression of androgen receptor
splicing variant-7: AR-V7 leads hormone-sensitive prostate cancer
to progress to castration-resistant prostate cancer under androgen
deprivation therapy. One of the specific target genes of AR-V7 is
SLC3A2, which encodes 4F2hc.60 It suggests a link between the
acquisition of castration resistance and the expression of the LAT1
coactivator.

Although there are various treatments for castration-resistant
prostate cancer, they all have limited efficacy. In addition, drugs
that target androgen receptors may cause early resistance to these
drugs due to the increased expression of AR-V7.61 The introduction
of drugs that do not target the androgen receptor, such as the PARP
inhibitor (Olaparib) for BRCA mutation-positive unresectable
prostate cancer, a new drug for prostate cancer currently approved
in Japan, may change the treatment of prostate cancer.
8.2. LAT1 in bladder cancer

The 5-year survival rate of stage IV bladder cancer is 19%
(2012e2013 data of Japan), and it is not a malignant tumor with a
good prognosis, so a therapeutic agent with an unprecedented
mechanism of action is desirable.

In the treatment of advanced bladder cancer, cisplatin-based
chemotherapy (GC: gemcitabine/cisplatin, MVAC: methotrexate/
vinblastine/doxorubicin/cisplatin), which was introduced in the
1980s, is still used as the primary treatment until pembrolizumab,
an anti-PD-1 antibody, was validated as second-line therapy in
2017.62,63 Furthermore, in 2020, avelumab is approved as mainte-
nance therapy for first-line treatment, and bladder cancer treat-
ment is undergoing significant changes.64

In human bladder cancer tissues, LAT1 and 4F2hc are highly
expressed compared to normal cells,4,45 and siLAT1 and JPH203, a
selective LAT1 inhibitor, inhibit cell proliferation, migration, and
invasion in bladder cancer cell lines.65 In addition, multivariate
analysis showed a significant reduction in overall survival in cases
with high expression of LAT1, which correlated with a higher grade
of pathological T classification and tumor grade.65 Furthermore,
insulin-like growth factor-binding protein-5 (IGFBP-5) was identi-
fied as a downstream target of JPH20365.
8.3. LAT1 in renal cancer

The kidney contains a variety of transporters that maintain
physiological functions such as reabsorption and excretion. As for
amino acid transporters, LAT2 is expressed in the proximal tubule
and is responsible for the reabsorption of amino acids.66

Regarding the relationship between LAT1 and renal cancer, it
has been found that the expression of mRNA in tumors of the clear
cell renal cell carcinoma: CCRC is increased compared to normal
tissues and that the expression of LAT2 and LAT3 is decreased
compared to normal tissues.23

In a retrospective analysis, immunostaining of CCRC showed
that the expression of LAT1 was increased compared to normal
tissues,67 and the overall survival rate and progression-free survival
rate were significantly decreased in the group with high expression
of LAT1 (23, 67). It was also reported that JPH203 decreased the
leucine uptake rate of renal cancer cells and inhibited cell prolif-
eration, migration, and invasion in renal cancer cell lines.67

An association between LAT1 mRNA expression and malignancy
has also been suggested, with the highest expression in grade 3



Fig. 4. Scheme shows the association of LATs and prostate cancer. The association of hormone-sensitive prostate cancer (HSPC) and castration-resistant prostate cancer (CRPC) with
LAT is shown. In untreated HSPC, testosterone is metabolized by 5-alpha reductase to dihydrotestosterone (DHT), which binds to the androgen receptor (AR), forms a dimer, enters
the nucleus, and drives LAT3 transcription, resulting in increased LAT3 expression, and contributes to the activation of the mTOR pathway. When hormone therapy is used as a
treatment, testosterone disappears, i.e., castration occurs, and ARs that no longer bind DHT mutate, amplify, and form splicing variants. In particular, AR-V7 is able to enter the
nucleus without testosterone stimulation, and 4F2hc is present in its downstream signaling. In addition, the depletion of leucine from the cells, which LAT3 took up, leads to the loss
of eIF2 repression and the entry of ATF4 into the nucleus. It increases the expression of LAT1, and LAT1 and 4F2hc form a dimer, which allows leucine to enter the cell and promotes
tumor cell growth. Reference:68
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nephrectomy specimens and higher expression in the pT3-4 group
compared to the pT1-2 group.23

Since the relationship between LAT1 and renal cancer remains
unresolved, further analysis is warranted.

9. Conclusion

Although the relationship between malignancy and LAT1 has
become clear in recent years, there are still many unanswered
questions in urology. In addition, although there are a significant
number of basic analyses, there are still few clinical reports.

The treatment of urological malignant tumors is in themidst of a
transition from cell-killing anti-cancer drugs to the era of newer
therapies represented by molecularly targeted drugs and immune
checkpoint inhibitors. In prostate cancer, treatment options have
expanded from classical hormone therapy and anti-cancer drugs to
256
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novel hormone drugs and PARP inhibitors that target BRCA1/2
mutations.

LAT1 is involved in the growth and proliferation of malignant
tumors at a completely different mechanism than conventional
diagnostic and therapeutic targets. In other words, LAT1 is a useful
target molecule for diagnostic imaging and therapy. Thus, LAT1
may cause a paradigm shift in cancer diagnosis and therapy.
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Simple Summary: LAT1-4F2hc complex is an important amino acid transporter. It mainly transports

specific amino acids through the cell membrane, provides nutrition for cells, and participates in a

variety of metabolic pathways. LAT1 plays a role in transporting essential amino acids including

leucine, which regulates the mTOR signaling pathway. However, the importance of SLCs is still not

well known in the field of urological cancer. Therefore, the purpose of this review is to report the role

of the LAT1-4F2hc complex in urological cancers, as well as their clinical significance and application.

Moreover, the inhibitor of LAT1-4F2hc complex is a promising direction as a targeted therapy to

improve the treatment and prognosis of urological cancers.

Abstract: Tumor cells are known for their ability to proliferate. Nutrients are essential for rapidly

growing tumor cells. In particular, essential amino acids are essential for tumor cell growth. Tumor

cell growth nutrition requires the regulation of membrane transport proteins. Nutritional processes

require amino acid uptake across the cell membrane. Leucine, one of the essential amino acids, has

recently been found to be closely associated with cancer, which activate mTOR signaling pathway.

The transport of leucine into cells requires an L-type amino acid transporter protein 1, LAT1 (SLC7A5),

which requires the 4F2 cell surface antigen heavy chain (4F2hc, SLC3A2) to form a heterodimeric

amino acid transporter protein complex. Recent evidence identified 4F2hc as a specific downstream

target of the androgen receptor splice variant 7 (AR-V7). We stressed the importance of the LAT1-

4F2hc complex as a diagnostic and therapeutic target in urological cancers in this review, which

covered the recent achievements in research on the involvement of the LAT1-4F2hc complex in

urinary system tumors. In addition, JPH203, which is a selective LAT1 inhibitor, has shown excellent

inhibitory effects on the proliferation in a variety of tumor cells. The current phase I clinical trials

of JPH203 in patients with biliary tract cancer have also achieved good results, which is the future

research direction for LAT1 targeted therapy drugs.

Keywords: L-type amino acid transporter 1 (LAT1, SLC7A); 4F2 cell-surface antigen heavy chain

(4F2hc, SLC3A2); urinary system tumors; diagnosis; targeted therapy

1. Introduction

Continuous proliferative signaling is the main feature of malignant tumors [1]. These
signals trigger tumor cells to divide, causing tumor cells to grow rapidly in an uncontrol-
lable way. Among all of these nutrients, Eagle discovered in 1955 that essential amino acids
(EAA) were required for cell growth in vitro [2]. Later, studies found that the uptake of EAA
in malignant tumor cells was higher than in normal tissues [3–5]. After being delivered into
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the cells, these amino acids were utilized to make proteins, nucleic acids, lipids, and ATP.
Cancer cells have higher up-regulated transporters that facilitate the entrance of exogenous
amino acids into cells, compared to normal cells, and the steady acquisition of amino
acids by cancer cells is important for cancer growth [6]. HATs (heteromeric amino acid
transporters) are a special type of solute transporter. They are made up of two subunits, one
heavy and one light, that are linked by a conserved disulfide bond [7]. The heavy subunit
is a member of the SLC3 family, whereas the light subunit belongs to the SLC7 family.

The SLC3 family now includes two glycoproteins (rBAT (SLC3A1)) and 4F2hc (SLC3A2,
also known as CD98) [7]. Heavy subunits of the SLC3 family, such as 4F2hc, were discovered
in 1998 and are necessary for the proper trafficking of the heterodimer to the plasma
membrane [8].

Regarding the SLC7 family, Kanai first isolated a cDNA from rat C6 glioma cells
through expression cloning in 1998. The cDNA encodes a new Na +-independent neutral
amino acid transporter called LAT1 [9]. In 1999, Kanai’s team further isolated a cDNA
from the rat small intestine, which encodes another transporter called LAT2 [10]. The
former two proteins belong to the solute carrier family 7 (SLC7). After that, LAT3 [11] and
LAT4 [12] were gradually discovered. These two belong to the SLC43 family. The L-type
amino acid transporter, which consists of all former four subunits (LAT1-4), is an important
pathway for EAA to enter the cell. Subsequently, Wang found that (18) F-labeled fluoroalkyl
phenylalanine derivatives as PET tracers were more likely to bind to LAT1 in tumors, and
the specific accumulation of this tracer in tumor cells suggested that LAT1 was expressed
in a large number of malignant tumors, thus preliminarily revealing the close relationship
between LAT1 and malignant tumors [13]. In 2016, U.S. Food and Drug Administration
approved trans-1-amino-3-18F-fluorocyclobutanecarboxylic-acid (anti-[18F]-FACBC) PET
for the detection of prostate cancer in patients with elevated prostate-specific-antigen
following curative treatment [14]. LAT1 is known to be the primary target of FACBC [15].
The usefulness of LAT1 in PET imaging has already been validated in clinical practice.

In a previous extensive review, Wang reported that among the four LAT transporters,
LAT1 (SLC7A5) is overexpressed in various cancers, which is more widespread than the
other three LAT transporters [3]. Subsequent research intensified and found that the
complex composed of 4F2hc and LAT1 played play a key role in the occurrence and
development of multiple human tumors. How to block the transport of nutrients by
HATs to malignant tumor cells to achieve the purpose of inhibiting the occurrence and
development of malignant tumor cells is an attractive research topic.

However, the importance of SLCs is still not well known in the field of urological
cancer. In particular, LAT1 is a target of FACBC PET [15], which has important imaging
implications in prostate cancer, following PSMA PET. Recently, 4F2hc, which binds to
LAT1, has been identified as a specific downstream signal of AR-V7, a cause of castration
resistance [16]. JPH203, a specific inhibitor of LAT1, has already completed Phase I clinical
trials in Japan and may be applied to prostate cancer in the future [17].

Therefore, in this review, we summarized the latest advances in research on the role of
the LAT1-4F2hc complex in urinary system tumors and emphasized the importance of the
LAT1-4F2hc complex as a diagnostic and therapeutic target in urinary system tumors.

2. LAT1-4F2hc Complex and Structural Characteristics

LAT1 is made up of two layers of 12 putative transmembrane segments (TMs). TM1,
TM3, TM6, TM8, and TM10 make up the inner layer, which is encircled by the outer layer.
The outer layer is made up of TM2, TM4, TM5, TM7, TM9, TM11, and TM12. LAT1’s N-
and C-terminal ends are intracellularly localized, whereas 4F2hc’s N- and C-terminal ends
are intracellularly and extracellularly localized. The contact between 4F2hc and LAT1 is
limited to one side of LAT1, while TM1 and TM6 of LAT1 are construction switches, which
are essential for the alternate entry transport mechanism of the LeuT-fold transporters,
and their positions are far away from the coordination of 4F2hc. Therefore, 4F2hc seems
to stabilize the scaffold domain of LAT1 in the membrane, which may contribute to the
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local conformational shift of gating elements (such as TM1, TM2, TM6, and TM10) during
alternate entry cycles [18–20] (Figure 1A–C).

č

Figure 1. Structure of LAT1-4F2hc Complex: (A) Hypothetical model of the complex of LAT1 and

4F2hc; (B) LAT1 has 12 transmembrane units, while 4F2hc has only one. The two are covalently

connected by disulfide bonds; (C) FIG1 (C) Images created using Mol*, the PDB ID: 6IRS, Structure of

the human LAT1-4F2hc heteromeric amino acid transporter complex. [19], Mol* (D. Sehnal, S. Bittrich,

M. Deshpande, R. Svobodová, K. Berka, V. Bazgier, S. Velankar, S.K. Burley, J. Koča, A.S. Rose (2021)

Mol* Viewer: modern web app for 3D visualization and analysis of large biomolecular structures.

Nucleic Acids Research. doi: 10.1093/nar/gkab314 [21]), and RCSB PDB.

According to the structure of LAT1-4F2hc heterodimeric amino acid transporter protein
complex, 4F2hc had only one transmembrane helix that seemed to be unable to form a
transmembrane transporter pore. It shows that 4F2hc has a lack of amino acid transport
activity. In contrast, LAT1 shows a typical membrane transport protein helical bundle
structure. That is the reason why past studies have reported that LAT1 is the only sole
transport-competent unit, and 4F2hc does not play any significant role in the internal
transport function [22]. Now, there are different views about it. Glycoprotein 4F2hc acts
as a molecular chaperone to make LAT1 the final location on the cell membrane [23]. In
the absence of 4F2hc, LAT1 is present in the intracellular compartment, while 4F2hc can
independently reach the plasma membrane [8,23]. In the presence of LAT1, the surface
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expression pattern of 4F2hc changes, restricting it to cell-cell adhesion sites [23]. 4F2hc
is necessary for the transport of LAT1 to the plasma membrane, and LAT1 is believed to
determine the transport properties of heterodimers. It is obvious that LAT1 and 4F2hc
cannot work alone without each other. Meanwhile, in many forms of cancer, increased
4F2hc expression levels have been linked to a worse prognosis in several studies [24–27].
The most critical structure involved in the interaction of the complex is the disulfide bond
between the two proteins [8,23]. The functional role of the disulfide bond is still unclear. It
does not seem to be involved in the ectopic of the two proteins to the membrane, nor in
the transport of amino acids. However, recent studies have shown that disulfide bonds are
important for regulating 4F2hc-related cation channels [28].

LAT1-4F2hc heterodimeric amino acid transporter protein complex is a transmembrane
transporter that independent of Na+ and pH. It imports large neutral amino acids (such as
leucine and phenylalanine) for intracellular amino acid exchange (e.g., glutamine) [7,29],
which are abundant in cells that require a constant supply of amino acids, such as nerve
cells, activated T cells, placental cells, glial cells, and blood-brain barrier (BBB) endothelial
cells [9,30,31]. In BBB, LAT1-4F2hc complex is stereospecific (L > D) [32]. Compared with
LAT1 in peripheral tissues [33], it has a higher affinity for amino acids. Studies have shown
that the affinity of LAT1 to intracellular amino acids is higher than that of extracellular
amino acids, demonstrating that the quantity of intracellular substrate regulates LAT1
transport rate [34]. Due to its own transport characteristics, the LAT1-4F2hc complex
often plays a key role in drug absorption, distribution and toxicity by mediating drug
transmembrane transport, and often represents unexpected off-target of drugs [35].

3. LAT1/4F2hc and Human Diseases (Pain & Inflammation)

Existing studies have found that LAT1-4F2hc complex is widely associated with
human diseases, such as inflammation, pain, hypoxia, and tumors [36–38].

Inhibition of LAT1 eliminated mTORC1 activation, plasmablast differentiation, and
CpG (toll-like receptor TLR9 ligand)-stimulated B cell production of IgG and inflammatory
cytokines. The influx of L-leucine through LAT1 regulates the activity of mTORC1 and
the immune response of human B cells [37,38]. Among the most common nociceptive
pathways, LAT1 may be a feasible new target for pain. LAT1 expression and regulation
link it to key cell types and pathways related to pain. LAT1 regulates the Wnt/frizzled/β-
catenin signal transduction pathway. The LAT1-4F2hc complex may also be involved in
pain pathways related to T cells and B cells. The expression of LAT1 induces the activation
of the mammalian target of rapamycin (mTOR) signal axis, which is related to inflammation
and neuropathic pain. Similarly, hypoxia and tumors can induce the activation of hypoxia-
inducible factor 2α, which not only promotes the expression of LAT1 but also promotes the
activation of mTORC1 [36]. As the common node of the T cell, B cell, and mTOR pathway,
LAT1-4F2hc plays a vital role in human diseases. It has also received increasing attention
as an important target for autoimmune diseases, chronic pain diseases, and tumors.

4. LAT1/4F2hc and Tumors

Many tumor cells lines [39–41] and human malignancies, such as breast, prostate, lung,
colorectal, and gliomas [42–47], have high levels of LAT1 expression. In these tumors, LAT1
plays an important role in growth and survival. RNA interference (RNAi) [44,48–51] and
genetic disruption by zinc fingers nucleases-mediated [52] LAT1-knockout in cancer cells
caused that leucine absorption and cell proliferation were both inhibited. As a result, LAT1
is being evaluated as a potential therapeutic target for reducing cancer cell growth and
proliferation [53,54].

Similarly, in human neoplasms such as prostate cancer, gastric cancer, lung pleomorphic
carcinoma, and neuroendocrine carcinoma, 4F2hc expression is upregulated [24,27,41,55].
Increased 4F2hc expression is linked to a worse chance of survival, cell proliferation, and
metastasis [56]. Since 4F2hc binds with LAT1 on the membranous surface of cancer cells,
these results are not difficult to understand.
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The LAT1-4F2hc complex is also closely related to tumor glutamine metabolism. The
amount of glutamine required by cancer cells exceeds the supply produced by endogenous
synthesis, resulting in the up-regulation of glutamine metabolism in many carcinogenic
changes. LAT1-4F2hc complex controls the flux of glutamine and other amino acids
involved in glutaminolysis and glutamine-regulated homeostasis [35]. LAT1-4F2hc complex
exchanges Gln for leucine and other amino acids, which can lead to mTOR activation.

By influencing the mammalian target protein of rapamycin complex 1 (mTORC1), the
amino acid leucine has been demonstrated to increase protein synthesis and accelerate cell
development, whereas LAT1 has been linked to mTORC1 signaling and, as a result, cancer
progression [6,57].

In cancer cells, however, LAT1 not only boosts mTORC1 activity but also enhances
MYC and EZH2 signaling. Through the AKT, MAPK, and cell-cycle related P21 and P27
signal pathways, 4F2hc has been demonstrated to affect cancer cell proliferation. The
expression of 4F2hc and LAT1 is reportedly codependent, and the downregulation of either
subunit destabilizes the partner [8]. (Figure 2, Table 1).

Figure 2. The Major Signaling Pathways Affected by LAT1-4F2hc Complex: The LAT1-4F2HC

complex not only enhances mTORC1 activity but also enhances MYC and EZH2 signaling pathways.

Moreover, it can affect the proliferation of cancer cells through AKT, MAPK and cell cycle-related P21

and P27 signaling pathways.
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Table 1. LAT1-4F2hc and Common Tumors.

Cancer Types Cell Lines
Downstream Effects of

LAT1/4F2hc
Other Related Factors References

L
A

T
1-

4F
2h

c
C

o
m

p
le

x

NSCLC
A549,
H1299

Mice with smaller tumors, lower
leucine absorption, lower

mTORC1 activity, amino acid
stress, lower proliferation, and

lower EZH2 expression
and activity

Ki-67, VEGF,
CD31, CD34,

HIF-1a, mTOR,
ASCT2

[27,52,58–63]

Gastric cancer

SGC-7901,
MKN-45,
MGC-803,
CRL-5974

Deceases in proliferation,
migration and invasion

Ki-67 [25,64–69]

Pancreatic cancer
MIA,

Paca-2

Reductions in mTORC1 activity,
decreases in proliferation

and angiogenesis

Ki-67, VEGF,
c-Myc, CD147

[50,70–74]

Biliary tract cancer
KKU-M055,
KKU-M213

JPH203 first in human phase I
clinical trial. Well-tolerated.

Ki-67 [75–81]

Ovarian cancer

SKOV3,
IGROV1,
A2780,

OVCAR-3

Decreases in proliferation
ASCT2, SN2,

p70S6K, LAT2
[82–85]

Breast cancer &
TNBC

MCF-7,
ZR-75,

MDA-MB-232
Decreases in proliferation

ADS, HER2,
TN, Ki-67,
ER, PgR

[45,86–90]

5. LAT1/4F2hc and Urological Tumors

5.1. LAT1/4F2hc and Prostate Cancer

LAT1-4F2hc complex plays an important role in growth and survival in PCa cells.
Sakata used LAT1 as a biomarker for highly malignant prostate cancer in 2009 [47]. The
increased expression of LAT1 in prostate cancer is a new independent biomarker of high ma-
lignancy that can be used to estimate prognosis in conjunction with the Gleason score [47].

Trans-1-amino-3-18F-fluorocyclobutanecarboxylic-acid (anti-[18F]-FACBC) is an amino
acid PET tracer, which shows good prospects in visualizing PCa [91]. The tracer is used
for the evaluation of l-amino acid transport, LAT1 is known to be the primary target of
FACBC [15]. In 2016, 18F-FACBC has been approved by the US Food and Drug Administra-
tion (FDA) and the European Commission (EC) to detect PCa in patients with elevated PSA
after previous treatments [14]. Approval is based on encouraging diagnostic performance
and histologically confirmed data from patients with biochemical relapse [92]. Recently,
it was included in the National Comprehensive Cancer National (NCCN) guidelines for
the treatment of patients with recurrent PCa. The usefulness of LAT1 in PET imaging has
already been validated in clinical practice.

Wang reported [57] that when LAT activity was inhibited, activating transcription
factor 4–mediated overexpression of amino acid transporters such as ASCT1, ASCT2, and
4F2hc occurred, all of which were regulated by the androgen receptor. LAT suppression
inhibited M-phase cell cycle genes regulated by E2F family transcription factors, includ-
ing UBE2C, CDC20, and CDK1, which are important castration-resistant prostate cancer
regulators. In silico analysis of BCH-downregulated genes revealed that in metastatic
castration-resistant prostate cancer, 90.9 percent are statistically significantly upregulated.
Finally, in vivo, LAT1 knockdown decreased tumor development, cell cycle progression,
and spontaneous metastasis in xenografts [57].

Patel studied the functional characterization and molecular expression of large neutral
amino acids of LAT1 in prostate cancer PC-3 cells [93]. It proves that LAT1 is mainly
responsible for the uptake of large neutral amino acids and has functional activity in PC-3
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cells. The fact that Ile-quinidine generates a considerable increase in absorption compared to
quinidine suggests that LAT1 could be used to improve the cellular permeability of poorly
cell-permeable anticancer medicines. This cell line can also be utilized as an in vitro model
to investigate the interaction of large-scale neutral amino acid conjugated pharmaceuticals
with the LAT1 transporter [94].

In PCa cell lines, DU145 cells had the highest levels of 4F2hc protein expression,
followed by PC-3 and C4-2 cells. In C4-2 and DU145 cells, 4F2hc expression was found to
be substantially greater than LAT1 expression. Cell growth, migration, and invasion are
all inhibited by Si4F2hc. 4F2hc and LAT1 expression in PCa tissue and association with
clinical variables. The expression levels (4F2hc and LAT1/high and low) are associated
with various tumor prognoses [24]. The data from the same study [24] revealed that SKP-2
is a downstream and particular target gene of 4F2hc. SKP-2 is associated with cell cycle,
DNA replication, and cell division.

5.1.1. AR and LAT1-4F2hc Complex in CRPC (AR/AR-V7 and 4F2hc Promotes the
Development of CRPC)

Xu reported that the up-regulation of LAT1 during anti-androgen therapy promotes
the progression of PCa cells [44]. In hormone-resistant prostate cancer cell lines, LAT1
was shown to be substantially expressed. Knocking down LAT1 in LNCaP and C4-2 cells
can drastically reduce cell proliferation, migration, and invasion. In patients receiving
androgen deprivation therapy, high LAT1 expression was linked to a significantly shorter
prostate-specific antigen recurrence-free survival [44].

Another study demonstrated a potential relationship between AR-V7 and 4F2hc [16].
AR-V7 activates downstream target genes in the absence of androgens. 4F2hc (SLC3A2) is
one of the downstream target genes of AR-V7. AR-V7 gene knockdown leads to a decrease
in the level of H3K27ac at the 4F2hc locus. The decrease in the expression of 4F2hc indicates
that AR-V7 has a certain effect on the activation of 4F2hc expression. In clinical samples,
the expression level of 4F2hc in benign lesions and primary PCa tissues was low, while the
expression level of 4F2hc in CRPC tissues was significantly increased. The expression of
4F2hc in PCa patients with high AR-V7 expression is higher than that in PCa patients with
low AR-V7 expression.

When LNCaP and LNCaP95 cell lines were treated with siRNA against 4F2hc, cel-
lular growth was significantly suppressed [16]. Down-regulation of 4F2hc inhibited cell
proliferation through apoptosis and cell senescence [16].

5.1.2. LAT1/4F2hc Expression Is Coordinately Regulated during Prostate Cancer
Progression (HSPC to CRPC)

Not all prostate tumor cell lines are closely related to LAT1. Otsuki found that
LNCaP cells mainly express LAT3, and LAT1 was primarily expressed in DU145 and
PC-3 cells [95]. Xu’s research also gave similar results [44]. LAT3 was abundantly expressed
in AR-expressing LNCaP and C4-2 cells, whereas it was barely expressed in AR-negative
PC3 and DU145 cells, according to Rii’s study [96].

Wang [97] reported the fact that LAT1 is highly expressed in androgen-insensitive PC-3
cells but LAT3 is highly expressed in androgen-sensitive LNCaP cells could be explained by
transcriptional regulation of LAT1 and LAT3 expression. Changes in the microenvironment,
such as starvation or hormone deprivation, can promote cancer formation and alter LAT1
and LAT3 expression. Reduced androgen receptor signaling may result in decreased LAT3
expression and, as another result, higher LAT1 expression. The results were confirmed by
both nude mice samples and human samples [97]. LAT3 expression was higher in amplified
AR patients. In a dose-dependent way, DHT stimulation enhanced LAT3 expression.
Bicalutamide inhibited the effect of DHT on LAT3 expression. DHT treatment significantly
boosted AR expression, which was reduced by bicalutamide [96] (Figure 3).
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Figure 3. LAT Expression is Coordinately Regulated During Prostate Cancer Progression: Proposed

model of LAT1-4F2hc/LAT3 in HSPC to CRPC. As HSPC progresses to CRPC, AR acts in reverse to

cause low expression of LAT3 and high expression of LAT1.

Since high AR-V7 expression is one of the most common features of CRPC, AR-V7
expression following LH-RH therapy up-regulates the 4F2hc expression [16].

Based on the above evidence, LAT1/4F2hc can be independent PCa biomarkers and
therapeutic targets, respectively. They can also collectively influence the transforma-
tion of PCa to CRPC and promote both progressions through the mentioned pathways
below (Figure 4).

 

Figure 4. Relationship of LAT1-4F2hc and PCa & CRPC: The relationship between LATx-4F2hc

and AR(AR-V7) and different stages of prostate cancer. Reduced androgen receptor signaling and

variation of androgen receptors may result in decreased LAT3 expression and higher LAT1 expression.
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5.2. LAT1/4F2hc and Renal Cancer

There are few studies on LAT1 and renal clear cell carcinoma. In 2013, Hironori [42]
studied the expression of LAT1, LAT2, LAT3, LAT4, and 4F2hc mRNA in clear cell renal
cell carcinoma tissues. It was found that the expression of LAT1 mRNA in tumor tissue
was considerably higher than in non-tumor tissue, but the expression of LAT2 and LAT3
mRNA was lower. There was no difference in LAT4 and 4F2hc mRNA expression between
tumor and non-tumor tissues. Poorly differentiated tumors, local invasion, microvascular
invasion, and metastasis are all linked to increased LAT1 mRNA expression. Higher LAT1
mRNA levels in the blood are linked to a shorter total survival period. Phosphorylated S6
ribosomal protein levels are related to metastatic potential. The level of phosphorylated
S6 ribosomal protein is positively linked with the expression of LAT1 mRNA in primary
cancers [42].

Higuchi investigated the LAT1 expression profile in RCC tissues as well as its rela-
tionships with clinical variables retrospectively [98]. Most of the tissues (92 percent) had
cancer-associated LAT1 expression. Patients with high LAT1 expression levels had lower
overall survival and progression-free survival than those with low LAT1 expression levels,
and these correlations were confirmed by univariate and multivariate analyses [98].

Tumors grow and evolve through continuous crosstalk with the surrounding mi-
croenvironment. New evidence shows that angiogenesis and immunosuppression often
occur simultaneously to deal with this crosstalk [99]. At present, one strategy to achieve a
higher clinical response in the study of renal cell carcinoma is to produce a more effective
anti-tumor contraction by combining multiple immune checkpoints. However, the toxicity
profile is higher [100]. T cells can shape tumor blood vessels and tumor endothelial cells,
prevent the recruitment and infiltration of effector immune cells while remodeling ECM,
and further inhibit the migration and infiltration of functional immune cells. The tumor
vascular system actively participates in immunosuppression. The abnormal pathophysi-
ological mechanism of tumor vessels can lead to the production of immunosuppressive
molecules and inhibit the function of effective T cytotoxic cells. At the same time, the
production of chemokines and cytokines promotes the differentiation and activation of
immunosuppressive cells. These cells can also inhibit the activity of cytotoxic T cells. On
the contrary, in the blood vessels, these mechanisms also down-regulate a variety of ad-
hesion molecules, which are very important for the rolling, adhesion, and transport of T
cells into the cancer environment. The normal tumor vascular system can improve T cell
infiltration, enhance immune response, stop the immunosuppressive environment, make
it a more immunoactivated phenotype, and work together with cancer immunotherapy.
Anti-vascular endothelial growth factor receptor (anti-VEGFR) is the first to realize the
normalization and functional recovery of tumor vascular system by tissue perfusion and
reducing intratumoral hypoxia [99]. In the current studies of cancers [71,101,102], angiogen-
esis in vitro/in vivo experiments was inhibited by eliminating the function or expression
of LAT1. It regulates proliferation, translation, and angiogenesis VEGF-A signal [102].
LAT1 is a central transporter of essential amino acids in human umbilical vein endothelial
cells [103]. LAT1 also mediated miR-126 on primary human lung microvascular endothelial
cells’ angiogenesis via regulation of mTOR signaling [104]. LAT1 expression correlated sig-
nificantly with CD98, VEGF, CD34 expression, and microvessel density in the primary and
metastatic sites of tumors [41,81,105–108]. VEGF and CD34 are also related to angiogenesis.
These studies further revealed the dual role of LAT1-4F2hc in tumor cells and stromal
endothelial cells. The therapeutic inhibition of LAT1-4F2hc may provide an ideal choice
for strengthening anti-angiogenesis therapy. Lat1-4f2hc is a potential therapeutic target for
anti-tumor angiogenesis and maintenance of the normal vascular system. Therefore, the
combination of antiangiogenic therapy and immunotherapy seems to have the potential to
break the balance of the tumor microenvironment and improve the treatment response of
renal cell carcinoma. It can be a novel paradigm to envision tailored approaches in renal
cell-carcinoma and other urological tumors.
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5.3. LAT1/4F2hc and Bladder Cancer

In 2002, Kyung reported the characterization of the system L amino acid transporter
in T24 cells [93]. T24 human bladder cancer cells express LAT1 and its associated protein
4F2hc in the plasma membrane, however, T24 cells do not express the other system L
isoform LAT2. The majority of [14C]L-leucine uptake is mediated by LAT1 in T24 cells [93].

Baniasadi [109] reported the gene expression profile of inhibiting LAT1 in T24 human
bladder cancer cells. BCH influences the expression of a vast number of genes involved in
cell survival and physiological function, according to researchers. These findings contribute
to a better understanding of the intracellular signaling pathways involved in cell growth
suppression produced by LAT1 inhibitors, which could be utilized as a target for anticancer
drug development [44,109].

Maimaiti studied the expression profile and functional role of LAT1 in bladder can-
cer [110]. This is the first study to show that LAT1 plays a role in bladder cancer, and
it also found IGFBP-5 to be a new downstream target for inhibiting LAT1. High LAT1
expression was found to be an independent predictive factor for overall survival in multi-
variate analysis. Patients with high LAT1 and IGFBP-5 expression had a significantly lower
overall survival than those with low expression. LAT1 levels are linked to pathological alt
staging, LDH, and NLR. In vitro, inhibiting LAT1 prevents cell proliferation, migration,
and invasion. In aggressive BC patients, IGFBP-5 expression is also linked to a better
prognosis [110] (Table 2).
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6. Inhibitors of LAT1/4F2hc and Targeted Therapy

Due to its own transport characteristics of the SLC family, the LAT1-4F2hc complex
often plays a key role in drug absorption, distribution and toxicity by mediating drug
transmembrane transport [35]. However, only a small number of SLCs have been locked
by drugs or chemical probes till now. Three main factors hinder the development of new
chemical entities that can regulate SLC activity. First, most studies on this super population
are relatively insufficient, and the biological functions or substrates of many SLCs are
still unclear. Second, there is a lack of high-quality biological tools, specific, and reliable
reagents and special databases. Finally, the number of functional analyses required to
study such diverse objectives is still limited [113]. It is reported radioligand uptake assays
have been widely employed to study LAT1 [114], but the radioligand uptake assays cannot
distinguish inhibitors from substrates. The LAT1-4F2hc complex is overexpressed in many
cancer cells and is thought to be a viable anticancer therapeutic target since inhibiting it
reduces cancer cell viability dramatically.

BCH and JPH203 are LAT1-4F2hc complex inhibitors that have been studied exten-
sively. BCH is a non-metabolic leucine analogue. In 2006, Baniasadi [109] found that BCH
has an impact on the expression of many genes involved in cell survival and physiological
activity. These data help to understand the intracellular signal transduction of cell growth
inhibition induced by LAT1 inhibitors and can be used as a candidate for anticancer drug
therapy [109]. Later studies proposed the use of N-butyl-N- (4-hydroxybutyl) nitrosamine
(BBN) treatment to induce high expression of LAT1/4F2hc in rat bladder cancer cells [101]
and proposed some directions for anti-LAT1/4F2hc drugs. JPH203 was discovered by Oda
in 2010 and was originally known as KYT-0353 [115]. JHP203 is a highly selective LAT1
inhibitor produced by synthetic chemistry and in vitro screening based on triiodothyronine
(T3). JPH203 showed excellent selective inhibition of LAT1 and showed potential as a
novel antitumor agent. JPH203 interferes with constitutive activation of mTORC1 and Akt,
reduces c-MyC expression, and triggers a folding protein response mediated by CHOP
transcription factors associated with cell death [116]. Since then, several studies have
confirmed that JPH203 has an impressive inhibitory effect on the growth of common tumor
cells, such as colon cancer [115,117], gastric carcinoma [64], medulloblastoma [118], os-
teosarcoma [119], thyroid cancer [120,121], endocrine-resistant breast cancer [122], pituitary
tumor [123], head and neck cancer cells [124], and T-cell Acute lymphoblastic leukemia
(T-ALL)/lymphoma (T-LL) cells [116], etc.

In terms of urinary tumors, Maimaiti [110] found that in bladder cancer cells JPH203
inhibits the absorption of leucine by >90%. JPH203 inhibits the phosphorylation of
MAPK/Erk, AKT, p70S6K, and 4EBP-1. JPH203 inhibits IGF-mediated igfb5 expression
and AKT phosphorylation [110].

In the area of RCC, Higuchi [98] has tested the effects of JPH203 on RCC-derived
Caki-1 and ACHN cells. JPH203 suppressed the proliferation of various cell types in a
dose-dependent manner. According to the findings, the migration and invasion operations
were stifled by JPH203 [98].

In the area of PCa, Otsuki [95] found that LAT1 was primarily expressed in DU145
and PC-3 cells. BCH or JPH203 inhibited leucine uptake and cell proliferation in a dose-
dependent manner [95]. A Phase I clinical study found that JPH203 was well-tolerated
and provided promising activity against biliary tract cancer [17]. The authors are currently
planning Phase I and II study of JPH203 in CRPC [17].

These studies also show the potential of JPH203 for the treatment of urological cancers.
In 2021, Yan [125] synthesized three LAT1 inhibitors, JX-075, JX-078, and JX-119, and

used cryo-EM to solve the inhibitors’ complex structures with the LAT1-4F2hc complex.
They also solved the LAT1-4F2hc complex coupled with Diiodo-Tyr’s cryo-EM structure.
LAT1 is found in an outward-occluded conformation in all the combinations of these com-
plexes. These structures might reflect two distinct inhibitory processes, giving significant
information for medication development in the future [125].
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Of particular interest is the first Phase I clinical trial of JPH203 [17]. Although several
studies have demonstrated that JPH203 can inhibit leucine uptake by tumor cells and
show concentration-dependent cytotoxicity in vitro or good results in transplanted tumor
models, Phase I clinical trial in humans is a milestone. Okano assessed dose-limiting
toxicity in the first cycle using the 3 + 3 design. Seventeen Japanese patients with advanced
solid tumors were enrolled and treated daily with JPH203 intravenously for 7 days. The
maximum safe tolerated dose of JPH203 was defined as 60 mg/m2. The suitable RP2D
is 25 mg/m2. Partial response was observed in one biliary tract cancer (BTC) patient at
12 mg/m2, and disease control was achieved in three of the six BTC patients at both the
12 mg/m2 and 25 mg/m2 levels. The disease control rate of BTC was 60%. The JPH203
molecule is predominantly metabolized into Nac-JPH203 by N-acetyltransferase 2 in liver
cells [126]. Patients’ N-acetyltransferase 2 phenotype (rapid/non-rapid) was found to
predict the safety and efficacy of JPH203. A lower Nac-JPH203/JPH203 ratio is critical for
maximizing the anti-tumor effect of JPH203 [17].

Of course, there are still some deficiencies and limitations in the study of urinary
tumors and LAT1-4F2hc complexes mentioned above.

In BBN-induced bladder cancer, LAT1-4F2hc was not expressed by porous endothelial
cells. Whether LAT1-4F2hc expression depends on endothelial cell structure is unclear.
Fenestration of microvascular endothelial cells is not a stable event, because endothelial
cells with fenestration in BBN-induced rat bladder cancer were transformed into endothelial
cells without fenestration 5 min after injection of VEGF inhibitor, and fenestration recovered
30 min later [101]. The molecular mechanisms of amino acid transport in normal and tumor
microvascular endothelial cells need further study. However, the LAT1-4F2hc complex is
closely related to angiogenesis [41,71,81,101,102,105–108]. This makes it possible for the
LAT1-4F2hc complex to improve the effectiveness of cancer immunotherapy by improving
immune vascular crosstalk [99].

In prostate cancer-related experiments, although downregulation of LAT1 and LAT3
in tumor cells inhibits the growth of prostate cancer cells, it remains to be determined what
other mechanisms of prostate cancer resistance can be triggered by targeting LAT1 (such as
activation of ATF4).

Most of the studies were conducted in vitro, not in vivo. Although the phase I clinical
trial of JPH203 against biliary tract cancer has achieved good results, the clinical trial has
not yet involved any urinary tumors. In addition, the number of patients included in
some studies is relatively small, or the follow-up time is not long, and the prognostic
impact of LAT1 inhibition on tumor patients with different stages has not been thoroughly
solved. Most of the specimens studied are in vitro tumor specimens after surgery, and the
expression of LAT1-4F2hc in early tumors and its influence on tumors are also a key link
that needs to be studied.

Finally, targeted therapy of LAT1-4F2hc does not directly kill cancer cells, but blocks
amino acid transport, resulting in loss of nutritional basis and self-apoptosis of cancer cells.
This has led some investigators to suggest that targeting LAT1-4F2hc is more suitable for
slow-progressing tumors. Therefore, further studies are needed to obtain more evidence
that LAT1-4F2HC therapy is also suitable for highly aggressive and rapidly progressing
tumors.

7. Conclusions

Significant Contribution of the LAT1-4F2hc in Urological Cancers

These studies and experiments above are helping us to understand how cancer cells
metabolize differently from normal cells, as well as the therapeutic targets that could
be interfered with in these different metabolisms of proliferation. The abnormal prolif-
eration of tumor cells usually depends on the nutrient microenvironment generated by
these abnormal metabolic patterns. Recognizing and blocking the nutrient absorption
pathways of malignant tumors are usually the key points in the diagnosis and treatment
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of malignant tumors. The LAT1-4F2hc complex is such a target with both diagnostic and
therapeutic significance.

The LAT1-4F2hc complex mediates a variety of pathways, such as T cells, B cells, and
mTOR pathways, and is also closely related to Toll-like receptors and vascular endothelial
growth factors. This has caused the LAT1-4F2hc complex to become a common factor in
many diseases, such as autoimmune diseases, pain, tumors.

The clinical significance of the LAT1-4F2hc complex in urinary cancer has gradually
begun to be explored and confirmed, just like in other tumor cells. LAT1-4F2hc upregulation
seems to be a common phenomenon in cancers. It is a reliable tumor biomarker and the
target of imaging tracer, which can be used for the diagnosis and prognosis of urinary
malignant tumors. It is also a meaningful therapeutic target. In fact, great efforts have
been made to decipher the biology of LAT1-4F2hc. While a complete scenario has not
yet been painted, a combination of bioinformatics, in vitro, and animal experiments has
revealed some previously unknown aspects of LAT1-4F2hc transport mechanisms, substrate
specificity, and regulation. These results provide a strong basis for pharmacological studies
in which inhibitors of LAT1-4F2hc, such as JPH203. JPH203 can act well on a variety
of tumor cells. Its phase I clinical trial in humans is a great milestone for researchers
and patients.

However, the study of LAT1-4F2hc is still rare and not thorough in the field of urinary
tumors. The results obtained so far are not fully in line with the fact that LAT1-4F2hc
should play a prominent role in the field of urinary cancers. Its transport, regulation
of expression/function, effects of posttranslational modifications on its stability/activity,
interactions with other amino acid transporters and upstream and downstream genes,
reaction with chemotherapy sensitivity/resistance, relationship with immunotherapy of
sensitivity/resistance, is worthy for further research. In addition, Whether the phase I
or II clinical trials of JPH203 in patients with urinary tumors can improve the prognosis
of urinary tumors and whether there are corresponding biomarkers that can be used to
predict the sensitivity and prognosis of inhibitors are also worthy of study.

As a future direction, we are currently pursuing the utility of LAT1 as a biomarker in
urological tumors. In recent years, the usefulness of liquid biopsy has been suggested in
clinical practice. The expression of LAT1 in blood, including CTCs, ctDNA, and Exosome,
is currently being examined through collaborative research.

We hope to prove its usefulness not only as an inhibitor but also as a companion
di-agnostic agent in the near future.

In conclusion, LAT1-4F2hc plays an important role in the diagnosis, treatment, and
prognosis assessment of urinary system tumors. Cancer-related amino acid transporters
may change the diagnostic and treatment strategy of urological tumors in near future.
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Abstract: The L-type amino acid transporter (LAT) family contains four members, LAT1~4, which
are important amino acid transporters. They mainly transport specific amino acids through cell
membranes, provide nutrients to cells, and are involved in a variety of metabolic pathways. They
regulate the mTOR signaling pathway which has been found to be strongly linked to cancer in
recent years. However, in the field of prostate cancer (PCa), the LAT family is still in the nascent
stage of research, and the importance of LATs in the diagnosis and treatment of prostate cancer
is still unknown. Therefore, this article aims to report the role of LATs in prostate cancer and
their clinical significance and application. LATs promote the progression of prostate cancer by
increasing amino acid uptake, activating the mammalian target of rapamycin (mTOR) pathway and
downstream signals, mediating castration-resistance, promoting tumor angiogenesis, and enhancing
chemotherapy resistance. The importance of LATs as diagnostic and therapeutic targets for prostate
cancer was emphasized and the latest research results were introduced. In addition, we introduced
selective LAT1 inhibitors, including JPH203 and OKY034, which showed excellent inhibitory effects
on the proliferation of various tumor cells. This is the future direction of amino acid transporter
targeting therapy drugs.

Keywords: prostate cancer; LAT1; LAT3; diagnosis; treatment

1. Introduction

Tumor growth requires continuous nutritional support, of which essential amino acids
(EAAs) are an important source [1]. The amino acid uptake was found to be higher in
tumor tissue than in normal tissue [2]. The L-type amino acid transporter (LAT) family
is a group of transmembrane transporter proteins composed of four members, LAT1, 2,
3, 4. The first two proteins belong to the solute vector family 7 (SLC7) and the latter two
belong to SLC43. They are important pathways for essential amino acids to enter cells and
are closely related to intracellular pathways [3–6].

The LAT family was upregulated in many tumors [7]. Prostate cancer (PCa) is the
most frequent malignant tumor in men globally. In the United States, approximately
2.6 million new cases of PCa were identified each year, with an estimated 34,500 fatalities [8].
We primarily reviewed the relationship between the LAT family and PCa and analyzed the
role of LATs in the diagnosis and treatment of PCa.

2. The Structure and Function of LATs
2.1. LAT1

LAT1 (SLC7A5) was discovered in 1998 [3,9]. It combines with 4F2hc (SLC3A2)
heavy chain protein to form a transmembrane complex to play its biological role [10].
LAT1 is mainly responsible for the transport of large neutral amino acids. Generally,
LAT1 is expressed in the normal human body mainly in the gastrointestinal mucosa,
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testicular support cells, ovarian follicular cells, pancreatic islet cells, and endothelial cells
that act as inter-tissue barriers (blood-brain, blood-retina, and blood-follicular barriers) [11].
Many neurotransmitters and neuroactive compounds cannot cross the blood-brain barrier,
and most of them are synthesized in the brain. Therefore, LAT1, as the precursor of
neurotransmitters and neuroactive compounds, plays an important role in amino acid
uptake through the blood-brain barrier [12]. As previously stated, LAT1 expression in
normal organisms is limited to specific cells and tissues. Studies have also shown that
LAT1 exists in cells with high proliferation and differentiation ability, such as embryos and
T-lymphocytes. During embryonic development, the LAT1 of syncytial trophoblast cells
plays an indispensable role in the development of the placenta, contributing to the exchange
of amino acids between mother and fetus. Systemic LAT1 knockout results in defects in
the placenta, which can be fatal to the embryo in the second trimester [13]. There is no
clear research result on the role of LAT1 in T cell differentiation, but previous studies have
shown that LAT1 is related to the metabolic process of T lymphocyte differentiation. LAT1
expression is low in intrinsic T cells, whereas T cells at the differentiation stage specifically
increase LAT1 expression by T cell receptors (TCR), ensuring sufficient nutrients to react
with the antigen [10,14].

LAT1 provides branched-chain amino acid (BCAA), especially leucine, to the mam-
malian target of rapamycin complex1 (mTORC1), a major control factor of cell prolif-
eration. mTORC1 senses amino acid signals and promotes cell proliferation through
multiple downstream effectors related to gene expression and metabolism [15]. Upstream
of mTORC1 is a complex of GTPase-activating protein (GAP), activity toward Rags 1
(GATOR1) and GATOR2. GATOR1 functions as a mTORC1 antagonist and GATOR2 func-
tions as a mTORC1 agonist. GAP inhibits mTORC1 in the absence of amino acids. Leucine
transports into the cell by LAT1 binds to the leucine sensor sestrin2. The interaction be-
tween leucine and sestrin2 can activate GATOR2 and inhibit GATOR1, thus promoting the
function of mTORC1 to achieve the purpose of cell proliferation [16,17]. LAT1 expression
is upregulated in many cancers, such as breast [18], lung [19], colorectal [20], renal [21],
bladder [22], prostate [23], and gliomas [24].

One of the purposes of large quantities of amino acid transport in LAT1 in cancer
cells is to use BCAAs as biosynthetic materials for the metabolic reprogramming of cancer
cells. Branched-chain amino acid transferase (BCAT) deaminates free BCAAs to generate
the appropriate branched-chain keto acid (BCKA). BCAT2 transforms BCAA into BCKA
within the mitochondria, which is subsequently catalyzed by metabolic intermediates
and acetyl-CoA into the TCA cycle, which is used for energy production and fatty acid
metabolism [25] (Figure 1).

Another function of LAT1 that promotes tumor formation is to inhibit cell-damaging
T-cell control in the tumor microenvironment. In the serine pathway, tryptophan is
converted into kynurenine (Kyn) by 2, 3-Deoxygenase (TDO) and indoleamine 2, 3-
Dioxygenase (IDO). In the physiological state, TDO and IDO levels are negligible, but
in the cancer state, both enzymes rise dramatically. Through the continuous function of
TDO and IDO, large amounts of Kyn can be synthesized. Kyn is transported from cancer
cells to T cells by LAT1. In T cells, Kyn binds to the aryl hydrocarbon receptor (AHR),
which inhibits the anti-tumor immune response of T cells and promotes the proliferation of
cancer cells [26].
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Figure 1. The substances that each LAT is mainly responsible for transporting are shown in the figure.
LATs provide branched-chain amino acids (BCAA), especially leucine, to mammalian target cells of
rapamycin complex 1 (mTORC1), and the mTOR pathway is a major control factor in cell proliferation.
Leucine is transported into the cell by LATs, binds to the leucine sensor sestrin2, mTORC1 senses
amino acid signal, and GATOR2 acts as mTORC1 agonist. Thus, it can promote the function of the
mTOR pathway and achieve the purpose of cell proliferation. In addition, LAT1 can use BCAAs
as biosynthetic materials for the metabolic reprogramming of cancer cells. BCAT deaminates free
BCAAs to form BCKA. It enters the TCA cycle and is used for energy production and fatty acid
metabolism to promote cell proliferation.

2.2. LAT2

LAT2 (SLC7A8) was discovered in 1999 [4,27,28]. The structure of LAT2 is similar to
that of LAT1, and it forms a transmembrane complex with 4F2hc for material transport [29].
However, LAT2 has a wider range of substrate specificity than LAT1, including polar
uncharged amino acids and small neutral amino acids [4]. LAT2 commonly expresses in
normal humans [11] and is associated with the development of amino-aciduria [30].

Both LAT1 and LAT2 consist of 12 transmembrane domains that form pathways for
their substrates [29]. They bind to the heavy glycoprotein subunit 4F2hc via disulfide bonds.
Although 4F2hc does not appear to have a direct substrate transfer function [31], it enables
more stable localization of LAT1 and LAT2 on the plasma membrane [32]. Previous studies
have suggested that 4F2hc lacks amino acid transport activity. Instead, the combined LAT1
and LAT2 units are the only ones with transport capacity [31]. But now, there are different
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views on it. 4F2hc acts as a molecular chaperone to enable LAT1 and LAT2 to become its
final site on the membrane [32]. 4F2hc is required for the transport of LAT1 and LAT2 to
the plasma membrane [9], where LAT1 and LAT2 are thought to determine the transport
properties of heterodimers. At the same time, increased 4F2hc expression levels in many
forms of cancer are associated with poorer prognosis in several studies [33–36] (Figure 2).
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Figure 2. The three-dimensional conformation of LATs. Both LAT1 and LAT2 consist of 12 trans-
membrane domains that form pathways for their substrates. They bind to the heavy glycoprotein
subunit 4F2hc via disulfide bonds. Unlike LAT1 and LAT2, the biological functions of LAT3 and
LAT4 do not require binding to heavy chains and can exist independently. (Images created using
PyMol*, colord by chainbows, the PDB ID: 6IRS, 7CMI, the Uniprot ID: O75387, Q8N370, PyMol*
(version 2.5 Schrodinger. Warren L. DeLano), and RCSB PDB, and UniProt).

2.3. LAT3

LAT3 (SLC43A1) was first named POV1, “Prostate cancer Overexpressed gene 1”, and
it was upregulated in prostate cancer as a gene of unknown function [37]. It was really
discovered definitively in 2003 [5]. LAT3 is usually expressed in the liver, skeletal muscle,
and pancreas [38]. Overall LAT3 expression is low in the kidney, but LAT3 expression is
stronger in the apical plasma membrane of the podocyte foot processes. It shows that LAT3
is important for the development and maintenance of podocyte function and structure [39].
Another study has also shown that LAT3 expression is required for erythrocyte devel-
opment to produce hemoglobin [40]. LAT3 can be upregulated in response to androgen,
which is closely related to leucine uptake and cell proliferation in human prostate cancer
cell lines [41].

2.4. LAT4

LAT4 (SLC43A2) was discovered in 2005 and identified by homology with LAT3 [6].
LAT4 is usually expressed in epithelial cells of the small intestine, proximal renal tubules,
and thick ascending limbs [6]. However, in mouse models, LAT4 is expressed in the
intestine, kidney, brain, white adipose tissue, testis, and heart, but not detected in the liver,
showing differences from human expression [6]. The physiological function of LAT4 in
these organs is still not fully understood. In LAT4 knockout mice, newborn mice are smaller
than wild-type mice, suggesting that LAT4 is important for growth and development [42].

Unlike LAT1 and LAT2, the biological functions of LAT3 and LAT4 do not require
binding to heavy chains and can exist independently. LAT3 and LAT4 are both sodium-
dependent neutral amino acid transporters. The exact mechanism of transport for LAT3 and
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LAT4 is not well understood, but it is thought to involve a symport mechanism, in which
the transport of amino acids is coupled to the uphill movement of sodium ions against
their concentration gradient. The movement of ions and amino acids is driven by the
energy generated from the electrochemical gradient established by the sodium/potassium
ATPase. The difference between LAT3 and LAT4 lies in their substrate specificity and
tissue distribution. LAT3 has a higher affinity for large neutral amino acids, such as leucine
and isoleucine [5], while LAT4 has a higher affinity for small neutral amino acids, such as
alanine and serine [6] (Figures 1 and 2).

3. LATs and PCa

LATs promote PCa progression in several ways:

1. Amino acid uptake: LATs increase the uptake of essential amino acids into cancer
cells, which supports their growth and survival. After being delivered into cells, these
amino acids are used to make proteins, nucleic acids, lipids, and ATP. Compared with
normal cells, cancer cells have higher upregulation transporters (LATs), which can
promote the entry of foreign amino acids into cells, and the stable acquisition of amino
acids by cancer cells is important for cancer growth. By increasing the availability of
amino acids, LATs can promote PCa cell proliferation and invasion.

2. Activation of signaling pathways: LATs have been shown to activate various signaling
pathways, including the mTOR pathway, which is involved in the regulation of cell
growth, proliferation, metabolism, and survival. LAT1 [23] and LAT3 [41] are highly
expressed in prostate cancer, providing branched-chain amino acids (BCAA) to the
mammalian target protein of rapamycin complex (mTORC1), which senses amino
acid signaling and promotes cell proliferation through multiple downstream effectors
related to gene expression and metabolism [15]. Leucine, which enters the cell via
LAT1, binds to the leucine sensor sestrin2. The interaction between leucine and
sestrin2 can activate GATOR2 and inhibit GATOR1, thus promoting the function of
mTORC1 and achieving the purpose of cell proliferation [16,17]. LATs can regulate
mTOR activity by influencing the availability of essential amino acids, such as leucine,
that activate the pathway.

3. Drug resistance: In PCa cells resistant to antiandrogen therapy (ADT), the expression
of some LATs is up-regulated, which may promote the progression of PCa to castration-
resistant prostate cancer (CRPC) through androgen receptor variants [43]. Changes
in the microenvironment induced by hormone deprivation therapy can alter the
expression of LAT1 and LAT3. Reduced androgen receptor signaling may lead to
decreased LAT3 expression and, as another consequence, increased LAT1 expression.
Changes in the microenvironment induced by hormone deprivation therapy can alter
the expression of LAT1 and LAT3. Decreased androgen receptor signaling may lead to
decreased LAT3 expression and, as another consequence, the production of the AR-V7
variant, resulting in increased 4F2hc expression, and decreased leucine, resulting in
increased LAT1 expression. The two form a dimer that eventually causes leucine to
be re-transported into the cell to promote cancer cell proliferation. PCa is transformed
into CRPC, which is resistant to ADT treatment.

4. Promotion of angiogenesis: LATs have been implicated in the regulation of blood
vessel formation (angiogenesis), which is essential for the growth and spread of PCa
cells. Tumors grow and evolve through constant crosstalk with the surrounding mi-
croenvironment. New evidence suggests that angiogenesis and immunosuppression
often occur together in response to this crosstalk [44]. For example, the expression
of LAT1 was significantly correlated with the expression of VEGF, CD34, and mi-
crovascular density at the primary and metastatic sites [45–48]. VEGF and CD34 are
factors related to angiogenesis. LAT1 can also mediate the angiogenesis of miR-126
on primary human pulmonary microvascular endothelial cells by regulating mTOR
signaling [49].
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5. Others: Increase the uptake of amino acids by inducing hemoglobin maturation [40].
LAT3 expression is required for the development of red blood cells to produce
hemoglobin. LAT3 can be upregulated under the action of androgens [41], which
leads to the increase of hemoglobin development and increases the way for tumor
cells to obtain nutrients from another side, thus promoting their proliferation.

Current studies on prostate cancer and LATs usually focus on LAT1 and LAT3. There
are few studies on LAT2 and LAT4. Studies show the main leucine transporters are different
in different stages of prostate cancer, especially in the castration-resistant stage of androgen
receptor (AR) expression [23,50]. Studies have found that LNCaP cells mainly express
LAT3, while LAT1 is mainly expressed in DU145 and PC-3 cells [23,50]. According to
Rii’s study, LAT3 is highly expressed in LNCaP and C4-2 cells expressing AR, but hardly
expressed in AR-negative PC3 and DU145 cells [51]. Changes in the microenvironment,
such as starvation or hormone deprivation, can promote cancer formation and alter LAT1
and LAT3 expression. Reduced androgen receptor signaling may lead to decreased LAT3
expression and, as another consequence, increased LAT1 expression [41].

In addition to the common relationships mentioned above, we will describe the
relationship between LAT1, 2, 3, 4, and prostate cancer respectively.

3.1. LAT1

It has been found that the up-regulation of LAT1 during antiandrogen therapy (ADT)
promotes the progression of PCa cells. LAT1 is highly expressed in CRPC cell lines. LAT1
knockdown significantly reduces cell proliferation, migration, and invasion. High LAT1
expression is associated with poor biochemical recurrence-free periods in patients treated
with chronic ADT [23]. Another study also confirmed that LAT1 expression is up-regulated
at the protein and mRNA levels in 22Rv1 CRPC tumors with chronic ADT [52]. Sugiura
demonstrated a potential relationship between AR-V7 and the LAT1-4F2hc complex. AR-
V7 activates downstream target genes in the absence of androgens. 4F2hc is one of the
downstream target genes of AR-V7. The expression level of 4F2hc in CRPC tissues is signif-
icantly increased, which correspondingly suggests poor prognosis of related patients [43].
Furthermore, a study shows ATF4 gene expression is upregulated during metastasis, sug-
gesting that ATF4-mediated amino acid response element-containing gene regulation may
be important for the development of metastatic CRPC [53]. ATF4-regulated genes, such
as LAT1 and 4F2hc, show low expression in normal prostate tissue and primary prostate
cancer, but they are significantly increased in metastatic prostate cancer, suggesting that
these transporters are involved in the nutrient supply required for metastatic prostate
cancer [53] (Figure 3).
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Figure 3. LAT is linked to both hormone-sensitive prostate cancer (HSPC) and castration-resistant
prostate cancer (CRPC). In untreated HSPC, 5-alpha reductase converts testosterone to dihydrotestos-
terone (DHT), which binds to the androgen receptor (AR), enters the nucleus, and stimulates LAT3
transcription, resulting in enhanced LAT3 expression and contributes to the mTOR pathway activa-
tion. When hormone therapy is used to treat PCa, testosterone levels fall, resulting in castration, and
ARs that no longer bind DHT change, increase, and generate splicing variants. AR-V7, in particular,
can enter the nucleus in the absence of testosterone activation, and 4F2hc is present in its downstream
signaling. Furthermore, the removal of leucine from the cells results in the lack of eIF2 repression and
the admission of ATF4 into the nucleus. It enhances LAT1 expression, and LAT1 and 4F2hc form a
dimer, allowing leucine into the cell and promoting tumor cell proliferation [54].
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3.2. LAT2

LAT2 is reported to be less distributed in malignant tumors except for neuroendocrine
tumors [55] and more distributed in normal tissues [3]. Therefore, LAT2 may be used
as a reference marker for normal benign tissue or as an indication of a good prognostic
outcome. One study [56] examined LAT1-4 expression and its association with clinical
outcomes in a combined cohort of more than 18,000 radical prostatectomy specimens.
The expression of LAT1-3 in prostate cancer is higher than that in benign tissues except
for LAT4. The expressions of LAT2, LAT3, and ASCT2 are negatively correlated with
GS ≥ 8, lymph node invasion, and high Decipher score. The lowest decile of LAT3 and
ASCT2 expression correlates with the worst MFS. LAT2 and LAT3 expression is associated
with better clinical outcomes [56]. y + LAT2 (SLC7A6) is an alternative light subunit that
constitutes the cationic and neutral amino acid heterodimer transport system y + L. A
study [50] established the castration-resistant prostate cancer (CRPC) model LN-cr with
androgen AR expression. Compared with LNCaP, y + LAT2 expression is increased in
LN-cr. These results suggest that androgen removal induces the down-regulation of LAT3
and up-regulation of y + LAT2 in LNCaP cells.

3.3. LAT3

It is highly expressed in primary PCa [5]. Previous studies have shown that LAT3
expression is reduced in metastatic and/or castration-resistant cancers; therefore, LAT3 ex-
pression may be associated with androgen dependence in PCa [53]. In another word, LAT3
is highly expressed in prostate cancer cells that expressed the androgen receptor (AR). LAT3
is highly expressed in LNCaP and C4-2 cells that expressed AR but hardly expressed in PC3
and DU145 cells without AR. LAT3 mediates leucine uptake in LNCaP and PC3 cells [41].
Its expression is increased under the treatment of dihydrotestosterone and reduced under
bicalutamide treatment [51]. Growth factors such as EGF activate the PI3K/Akt/mTORC1
signaling pathway, which regulates different protein synthesis programs leading to cell
growth. This pathway relies on mTORC1 to detect adequate levels of intracellular amino
acids, which inversely regulates LAT3 expression to enhance amino acid access [57]. LAT3
knockdown inhibits phosphorylation of mTOR, eukaryotic translation initiation factor
4EBP1, and ribosomal protein S6K1, but does not inhibit phosphorylation of Akt. And AR
knockdown results are similar (Figure 3). Furthermore, as above mentioned, erythrogenesis
involves increased uptake of neutral essential amino acids through LAT3 [40]. As red
blood cells mature, their transcription profile changes, reflecting altered metabolic states,
including induction of genes for iron and heme metabolism, as well as those involved in
the amino acid cycle. The mRNA expression of LAT1 and LAT3 is significantly increased in
mature red blood cells, but no 4F2hc expression is detected, suggesting that LAT1 may have
no transport function [40]. The high expression of LAT3 in prostate cancer will undoubtedly
promote the uptake of more amino acids by red blood cells on the other hand.

3.4. LAT4

There is currently little research on LAT4 and prostate cancer. A study [52] has shown
that LAT4 expression is up-regulated in CRPC cell lines. Another study has found that
18F-labeled amino acids, such as 3-O-methyl-6-18F-fluoro-L-dopa (18F-OMFD) and 18F-
fluorodihydroxyphenylalanine (18F-FDOPA), are important imaging agents for PET in vivo
tumor display [58,59]. 18F-OMFD appears to be a suitable diagnostic imaging tracer for
amino acid transport in poorly differentiated squamous cell head and neck carcinoma with
increased LAT1 and LAT4 expression [59]. Similarly, 18F-OMFD and 18F-FDOPA should
also have diagnostic values in CRPC with high LAT4 expression [52]. A study found that
the expression of LAT4 increases after amino acid ingestion in mouse models treated with
N-butyl- (4-hydroxybutyl) nitrosamine (BBN) [60]. However, further studies and evidence
on the value of LAT4 in the diagnosis and treatment of prostate cancer are lacking.

Table 1 summarizes the specific relationship between LATs and prostate cancer, as
well as the corresponding inhibitors (Table 1).
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Table 1. The current relationship between LATs and prostate cancer. (Symbol ‘—’ represents that this
cell line does not express the corresponding LATs according to the citation paper).

LATs PCa Cell Lines Up-Regulation of
Expression Inhibitors Be Inhibited Effects Diagnosis/Treatment

LAT1
[23,33,41,43,50,53,61]

LNCAP ↑/—

T3, BCH, JPH 203,
ESK242, SKN,

OKY-034

Lower proliferation,
Higher apoptosis,

Lower leucine
absorption, Lower
mTORC1 activity,
Amino acid stress,

Reduced tumor
metastasis ability.

Used as a PET tracer
transporter in the

diagnosis of
malignant tumors.

As a target for
targeted therapy.

C4-2 ↑
PC3 ↑

DU145 ↑
VCAP ↑
22Rv1 ↑

LAT2 [55,56] prostate specimen ↑ BCH N/A Associated with a
better prognosis.

LAT3
[5,41,51,53,54,62,63]

LNCAP ↑

ESK242, ESK246

Lower proliferation,
higher apoptosis,
Reduced tumor

metastasis ability.

As a tumor marker
for HSPC to CRPC

transformation, As a
targeted therapeutic

target.

C4-2 ↑
PC3 —

DU145 —

LAT4 [42,52,58,59] 22Rv1 (Simulate the
CRPC situation) ↑ N/A Growth retardation

in mouse models.

Possible as a PET
tracer target for

18F-labeled amino
acids in CRPC.

4. Prostate Cancer Diagnosis by LATs
4.1. LAT1

Among amino acid transporters, LAT1 is selectively hyperactive in a variety of cancer
cells [10]. The pathway for enhancing LAT1-mRNA expression is not yet clear but includes
carcinogenic Myc and hyposia-inducedfactors (HIFs) that can enhance its expression. That
suggests the feedforward mechanism of tumor formation [64,65]. LAT1 can be used as
a tumor marker for prostate cancer, and LAT1 expression is highly correlated with high
proliferation index, stage, and poor prognosis [23,66].

In addition to being a tumor marker, LAT1 will play an important role in the diag-
nosis as a transporter. In other words, LAT1 selectively delivered drugs can be used for
the diagnosis of PCa. LAT1 special use matrix of cancer diagnosis of positron emission
computed tomography (PET) is a powerful technology for clinical prostate cancer detection.
PET works by detecting the radioactive isotopes labeled on the tracer to find out where
the tracer accumulates. Cancer cells accumulate PET tracers, which mimic the nutrients
they need to proliferate. (18) F-labeled fluoroalkyl phenylalanine derivatives, as PET trac-
ers, are more likely to bind to LAT1 in tumors, which demonstrates the effectiveness of
18f-labeled aromatic side chain pet tracer in the diagnosis of prostate malignancies [67].
The U.S. Food and Drug Administration approved trans-1-amino-3-18f-flucyclobutane
carboxylic acid (anti-[18F]-FACBC) PET to detect prostate cancer in patients with elevated
prostate-specific antigen after treatment in 2016 [68]. The utility of LAT1 in PET imaging
has been demonstrated in clinical practice.

At present, Japan is further developing a new PET tracer based on LAT1 delivery, the
NKO series. The goal is to adopt a simpler and more efficient 18f markup structure. At
present, the clinical study in the normal human body has been completed [69].

4.2. LAT3

As mentioned above, the expression level of LAT3 is different in different stages of
prostate cancer. Studies have shown that LAT3 is regulated by androgen receptors. LAT3
is significantly reduced in CRPC, and LAT3 is also reduced after androgen deprivation
therapy. LAT3 is expected to be a tumor marker to judge the progression of prostate cancer
from HSPC to CRPC [41,43,51,53].
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4.3. LAT4

As mentioned above, 18F-OMFD has diagnostic value as a PET tracer in CRPCS with
high LAT4 expression [59].

5. Inhibitors of LATs and Targeted Therapy of PCa

Inhibitors that target transporters include compounds that transport as a substrate
and non-transport compounds that act as blockers or exert an inhibitory effect on isos-
teroids. As transport inhibitors, the current mainstream view of pharmacology believes
that non-transport compounds are superior to transport compounds because non-transport
compounds do not accumulate in cells and have high affinity [69]. 2-aminobicyclo-(2,2,2,1)-
heptane-2-caryboxylic acid (BCH) (Figure 4(Aa)) is a nonmetabolic leucine analogue. BCH
is a specific inhibitor of the sodium-independent L system (LAT1, LAT2, LAT3, and LAT4).
In the study of LATs, BCH is widely used [53,70]. However, because BCH is delivered as a
substrate and has a low specificity and affinity for LAT1, it has not been used at the clinical
level. Clinical studies on anti-cancer drugs (inhibitors) targeting LATs mainly focus on
LAT1 and LAT3.
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In LAT1, the earliest reported specific LAT1 inhibitor was the thyroid hormone tri-
iodothyronine (T3) (Figure 4(Bb)), which showed a high inhibitory effect (low Ki value)
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and was almost non-transportable molecule [71], thus providing an idea for the research
and development of LAT1 inhibitors. Therefore, JPH203 (KYT-0353) (Figure 4(Cc)) was suc-
cessfully developed in 2009 as a non-delivery LAT1-specific inhibitor (LAT1 blocker) [72].
The core structures of T3 and JPH203 both contain an amino acid backbone and a bulky
side chain (Figure 4(Bb,Cc). Then, JPH203 has recently been widely studied as a potent
inhibitor of LAT1. JPH203, like T3, has a high affinity and is specific to LAT1, but does
not affect LAT2. JPH203 interferes with the constitutive activation of mTORC1 and Akt,
reduces c-MyC expression, and triggers a folding protein response mediated by CHOP
transcription factors associated with cell death [73]. Since then, several studies have con-
firmed that JPH203 has a significant inhibitory effect on the growth of common tumor
cells. A Phase I clinical study found that JPH203 is well tolerated and provided positive
prognostic outcomes in the treatment of biliary tract cancer, with a disease control rate of
approximately 60% against biliary tract cancer [74]. The authors are currently planning
Phase I and II studies of JPH203 in CRPC. Although JPH203 has been shown in multiple
studies to inhibit leucine uptake by tumor cells and has shown concentration-dependent
cytotoxicity in vitro or performed well in transplanted tumor models, the human phase I
clinical trial is a milestone. In addition, a Japanese research team has developed an SKN
series of LAT1 inhibitors similar to T3 and JPH203 (Figure 5(Aa)) [75,76]. In recent years,
a research team led by Professor Kanai at Osaka University is developing the OKY series
of novel LAT1 inhibitors. Among OKY compounds, OKY-034 shows a high inhibitory
effect and specificity against LAT1. The above amino acid LAT1 inhibitors are competitive
inhibitors, but OKY-034 has a non-competitive inhibitor style because the structure of OKY-
034 does not include the amino acid skeleton. The advantage of non-competitive inhibitors
is that only small amounts (low concentrations) are required to show effect, due to the
need to react competitively with the endogenous amino acid matrix. In addition, OKY-034
does not require large hydrophobic sites such as T3 and SKN, so it is relatively soluble
and can be taken orally. Phase I/IIa trial of OKY-034 safety and efficacy in patients with
pancreatic cancer is being conducted at Osaka University Hospital (UMIN000036395) [69].
It is believed that these drugs will soon be used to treat prostate cancer.

However, compared with LAT1, there is less evidence to support the general role
of LAT2 in cancer, and it is more likely to be used as a benign biomarker. Since there is
no known drug substrate or inhibitor targeting LAT2 except for BCH, unfortunately, no
studies have been conducted on LAT2 as a tumor-targeted therapy. However, LAT2’s innate
ability to transport amino acids makes it a potential target for the diagnosis or treatment of
prostate cancer based on amino acids.

In terms of LAT3, LAT3 knockdown inhibits cell proliferation, migration, invasion,
and phosphorylation of p70S6K and 4EBP-1 [51]. Studies have shown that ESK242 and
ESK246 are effective inhibitors of LAT3 (Figure 5(Bb)). ESK246 preferentially inhibits
leucine transport through LAT3, while ESK242 can inhibit both LAT1 and LAT3. Its use in
prostate cancer cells further suggests that ESK246 is a potent leucine uptake inhibitor that
leads to decreased mTORC1 signaling, cyclin expression, and cell proliferation [63]. New
anti-prostate cancer therapies targeting LAT3 may build on this.
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both LAT1 and LAT3.

6. Conclusions

The L-type amino acid transport family has valuable clinical significance in malignant
tumors represented by prostate cancer. LAT1 is not only a reliable tumor biomarker but
also an imaging tracer target. LAT1 and LAT3 can be used in the diagnosis and prognosis
of prostate cancer. Moreover, the specific expression levels of LAT1 and LAT3 have the
value of judging the development of prostate cancer to castration-resistant prostate cancer,
which can effectively guide the anti-androgen therapy of prostate cancer and predict the
possibility of biochemical recurrence. In addition, LAT1 and LAT3 are also significant
therapeutic targets for prostate cancer. Several inhibitors targeting the corresponding LATs
are in clinical trials and are expected to be widely used in the targeted therapy of prostate
cancer in the near future.
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Abbreviation

PCa prostate cancer
LAT L-type amino acid transporter
mTOR mammalian target of rapamycin
EAA essential amino acid
SLC solute vector family
TCR T cell receptors
BCAA branched-chain amino acid
mTORC mammalian target of rapamycin complex
GAP GTPase-activating protein
GATOR GAP activity toward Rags
BCAT branched-chain amino acid transferase
BCKA branched-chain keto acid
Kyn kynurenine
TDO 2, 3-Deoxygenase
IDO indoleamine 2, 3-Dioxygenase
AHR aryl hydrocarbon receptor
ADT antiandrogen therapy
CRPC castration-resistant prostate cancer
AR androgen receptor
HSPC hormone-sensitive prostate cancer
18F-OMFD 3-O-methyl-6-18F-fluoro-L-dopa
18F-FDOPA 18F-fluorodihydroxyphenylalanine
BBN N-butyl- (4-hydroxybutyl) nitrosamine
HIFs hyposia-inducedfactors
PET positron emission computed tomography
BCH 2-aminobicyclo-(2,2,2,1)-heptane-2-caryboxylic acid
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Machine‑learning predicts 
time‑series prognosis factors 
in metastatic prostate cancer 
patients treated with androgen 
deprivation therapy
Shinpei Saito 1,5, Shinichi Sakamoto 1*, Kosuke Higuchi 2, Kodai Sato 1,5, Xue Zhao 1, 
Ken Wakai 3, Manato Kanesaka 1, Shuhei Kamada 1, Nobuyoshi Takeuchi 1, Tomokazu Sazuka 1, 
Yusuke Imamura 1, Naohiko Anzai 4, Tomohiko Ichikawa 1 & Eiryo Kawakami 5,6,7

Machine learning technology is expected to support diagnosis and prognosis prediction in medicine. 
We used machine learning to construct a new prognostic prediction model for prostate cancer patients 
based on longitudinal data obtained from age at diagnosis, peripheral blood and urine tests of 340 
prostate cancer patients. Random survival forest (RSF) and survival tree were used for machine 
learning. In the time‑series prognostic prediction model for metastatic prostate cancer patients, the 
RSF model showed better prediction accuracy than the conventional Cox proportional hazards model 
for almost all time periods of progression‑free survival (PFS), overall survival (OS) and cancer‑specific 
survival (CSS). Based on the RSF model, we created a clinically applicable prognostic prediction model 
using survival trees for OS and CSS by combining the values of lactate dehydrogenase (LDH) before 
starting treatment and alkaline phosphatase (ALP) at 120 days after treatment. Machine learning 
provides useful information for predicting the prognosis of metastatic prostate cancer prior to 
treatment intervention by considering the nonlinear and combined impacts of multiple features. The 
addition of data after the start of treatment would allow for more precise prognostic risk assessment 
of patients and would be beneficial for subsequent treatment selection.

Prostate cancer is one of the most common carcinomas, with an increasing incidence  worldwide1. In Japan, 
prostate cancer was the leading cause of cancer and sixth leading cause of cancer-related deaths in  20162. Deeper 
understanding of prostate cancer and the intrinsic function of androgens has led to the development of androgen 
deprivation therapy (ADT). ADT is the mainstay treatment for locally advanced and metastatic prostate cancer. 
ADT is also a treatment option for elderly patients with non-metastatic prostate cancer or those in poor general 
condition who are not candidates for surgery or radiation therapy. Prostate-specific antigen (PSA) is used as a 
prostate cancer-specific tumor marker that acts as a first guide and plays a key role in determining treatment 
efficacy of ADT. Recent reports have demonstrated that the modified Glasgow Prognostic Score (mGPS), lactate 
dehydrogenase (LDH) and alkaline phosphatase (ALP) levels, Eastern Cooperative Oncology Group (ECOG) 
performance status, and Gleason score are associated with different  prognoses3,4.

The prognosis of prostate cancer varies considerably depending on whether the disease is non-metastatic 
or  metastatic5. Many prognostic studies on metastatic castration-resistant prostate cancer (mCRPC) have been 
reported, while less information is available on non-castrated metastatic prostate cancer (NCMPC). Among the 
few reports available, a prognostic prediction model was published by Glass et al. in  20036 that classified patients 

OPEN

1Department of Urology, Graduate School of Medicine, Chiba University, 1-8-1 Inohana, Chuo-Ku, Chiba, 
Chiba 260-8670, Japan. 2Kimitsu Chuo Hospital, Kisarazu, Chiba, Japan. 3Teikyo University Chiba Medical Center, 
Ichihara, Chiba, Japan. 4Department of Pharmacology, Graduate School of Medicine, Chiba University, Chiba, 
Chiba, Japan. 5Department of Artificial Intelligence Medicine, Graduate School of Medicine, Chiba University, 
Chiba, Chiba, Japan. 6Advanced Data Science Project (ADSP), RIKEN Information R&D and Strategy Headquarters, 
RIKEN, Kanagawa, Japan. 7Institute for Advanced Academic Research (IAAR), Chiba University, Chiba, Chiba, 
Japan. *email: rbatbat1@gmail.com

-93-

http://crossmark.crossref.org/dialog/?doi=10.1038/s41598-023-32987-6&domain=pdf


2

Vol:.(1234567890)

Scientific Reports |         (2023) 13:6325  | https://doi.org/10.1038/s41598-023-32987-6

www.nature.com/scientificreports/

into three prognostic groups according to four risk factors: bone lesion localization, performance status, PSA, 
and Gleason score. Based on the model proposed by Glass et al., Gravis et al. proposed a prediction  model7 that 
is excellent in that it only uses a single feature, ALP, which is obtained in routine clinical practice. However, the 
performance of the prognostic prediction model is insufficient, with a concordance index (C-index) of 0.64. To 
further improve prediction accuracy, it would be necessary to consider the time variation and interaction of the 
factors used for the  prediction8.

Developments in computer technology have improved analytical methods for handling large-scale data, and 
machine learning has attracted attention also in the medical field. Machine-learning techniques are commonly 
used for data-driven diagnostic and prognostic  predictions9,10. The greatest advantage of using machine learning 
is that it can be used to account for the combined, nonlinear effects of numerous variables and can make precise 
individualized predictions for heterogeneous patient populations. In recent years, machine learning-based sur-
vival analysis has been used in various carcinomas, handling many variables and enabling prognostic prediction 
with high  accuracy11–13. In addition to cancer prognostic prediction, there are many other areas where machine 
learning can contribute to biomedical research, such as drug interaction  analysis14,15.

Therefore, the purpose of this study was to develop a clinically applicable prognostic prediction model for 
prostate cancer treated with androgen deprivation therapy based on multiple features using machine learning. 
We then additionally examined the impact on prediction accuracy of incorporating features after the start of 
treatment. To ensure applicability in clinical practice, this study used features obtained routinely in medical 
practice, such as peripheral blood sampling and urinalysis.

Result
Patient background. This study included 340 patients with prostate cancer. Of these, 30 patients who 
had started treatment at other hospitals were excluded (Fig. S1). A final total of 310 patients were included in 
the study, comprising 207 and 103 patients in the training and test cohorts, respectively. The median age was 
74 years, and the median initial PSA level was 40.365. The rates of Gleason score ≥ 8 was 54.2%. The rate of 
metastasis was 41.6% (Table 1). No significant differences were observed between the training and test cohorts in 
patient backgrounds. Among the 36 features used as explanatory variables, only uric acid (UA) was significantly 
different between the training and test cohorts (Table 2).

Prognostic prediction at the start of treatment. To evaluate the usefulness of multiple variables for 
predicting prostate cancer prognosis, 36 features including age, peripheral blood tests, and urinalysis were used 
in the analysis. To maintain impartiality among models and avoid multicollinearity among features, the variables 
were first selected using RSF based on permutation importance calculated in the training cohort. Selected top 
important variables with positive permutation importance were used in subsequent RSF and Cox proportional 
hazards analyses. In addition, we created a prediction model for PSA (a tumor marker for prostate cancer) alone 
and compared its accuracy using the C-index (Fig. 1A). The C-indices for prediction in test cohort using the Cox 
proportional hazards model were 0.573, 0.488, and 0.582 for PFS, OS, and CSS, respectively. The corresponding 
C-indices for prediction using PSA alone were 0.684, 0.656, and 0.774, respectively. Finally, the corresponding 
mean C-indices (standard deviation) with RSF were 0.681 (0.002), 0.603 (0.005), and 0.832 (0.004), respectively. 
In terms of prediction at the start of treatment, the conventional prediction using PSA was almost as accurate 
as the RSF in predicting PFS, OS, and CSS, respectively. Next, we calculated the prognostic accuracy of the 
RSF model created above when applied separately to metastatic and non-metastatic prostate cancer patients. 
The results revealed improved OS prediction accuracy in metastatic prostate cancer, while, for non-metastatic 
tumors, predictive performance was poor for all predictions (Fig. 1B). We identified PSA as an important predic-
tor in RSF for predicting PFS and LDH as an important predictor of OS and CSS (Fig. 1C–E).

Prognostic predictions considering temporal changes after the start of treatment. We further 
aimed to improve the prediction of metastatic prostate cancer by considering post-treatment changes. Patients 
with metastatic prostate cancer were assigned to the same training and test cohort as in the pretreatment analy-
sis. In this analysis, the C-indices of the Cox proportional hazards model and prediction model using only 
PSA were calculated for comparison with the RSF model (Fig. 2). For predicting OS and CSS, the RSF model 
was more accurate than the other models: for the RSF model, it had the highest C-index (standard deviation) 
for predicting PFS at 150 days post-treatment at 0.766 (0.011), and at 120 days post-treatment the C-index for 

Table 1.  Clinical backgrounds of 310 patients with prostate cancer. T ≥ 3 means tumor stage 3 or greater, 
N+ means lymph node metastasis, M+ means metastasis.

Background
All patients
(N = 310)

Training cohort
(N = 207)

Test cohort
(N = 103) P value

Age, years (range) 74 (46–93) 74 (46–90) 74 (48–93) 0.2617

Initial PSA, ng/dL (range) 40.365 (0.19–13,050) 39.31 (2.05–13,050) 42.55 (0.19–6421.08) 0.6853

Gleason score ≥ 8, n (%) 168 (54.2) 116 (56) 52 (50.5) 0.3748

T ≥ 3, n (%) 193 (62.3) 128 (61.8) 65 (63.1) 0.8995

N+, n (%) 81 (26.1) 52 (25.1) 29 (28.2) 0.5848

M+, n (%) 129 (41.6) 87 (42) 42 (40.8) 0.9028
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predicting OS and CSS were 0.89 (0.006) and 0.883 (0.006), respectively. The Cox proportional hazards model 
and RSF had similar predictive performance in predicting PFS at 150 days after treatment initiation. On the 
other hand, the prediction performance of RSF was appreciably better than the other two models in predicting 
OS and CSS. Compared to the other prognostic prediction models, the RSF forecasting model tended to have 
less variation in forecast accuracy depending on the time of year. While RSF was able to predict prognosis for 
metastatic prostate cancer with relatively high accuracy, it was difficult to predict prognosis for non-metastatic 
prostate cancer with high accuracy (Fig. S2). In this prognostic analysis of metastatic prostate cancer patients, 
the addition of the Gleason score, an important pathologic factor in prostate cancer, as a predictor did not result 
in a notable improvement in prognostic accuracy (Fig. S3). The distribution of Gleason scores in patients with 
metastatic prostate cancer is shown in Table S1.

Permutation importance in RSF analysis. Feature importance can be used to explain the contribution 
of explanatory variables in machine learning  predictions16. We used permutation importance, a type of feature 
importance, to evaluate the contribution of explanatory variables in the RSF. Permutation importance at the 
time of prediction when the C-index was maximum in each of the RSF analyses described above is presented in 
Fig. 2D–F. For PFS prediction at 150 days after the start of treatment, the most important variable was PSA after 
treatment. For the prediction of OS and CSS at 120 days after the start of treatment, the most important factors 
were LDH before treatment and ALP after treatment. For both OS and CSS prediction, PSA levels before and 
after treatment were not included as an important predictor.

Table 2.  Characteristics of analysis factor. The data in the brackets indicate a range of values.

Factor
All patients
(N = 310)

Training cohort
(N = 207)

Test cohort
(N = 103) P value

Age (years) 74 (46–93) 74 (46–90) 74 (48–93) 0.2617

Initial PSA (ng/dL) 40.365 (0.19–13,050) 39.31 (2.05–13,050) 42.55 (0.19–6421.08) 0.6853

AST (U/L) 22 (11–129) 22 (12–95) 23 (11–129) 0.9234

ALT (U/L) 17 (5–102) 17 (5–102) 17 (5–80) 0.9014

LDH (U/L) 193.5 (82–4621) 197 (119–833) 192 (82–4621) 0.2807

GTP (U/L) 32 (9–358) 32.323 (10–215) 31.703 (9–358) 0.2882

TP (g/dL) 7 (5.1–8.6) 7 (5.1–8.4) 6.9 (5.1–8.6) 0.5483

Alb (g/dL) 4.1 (2.5–4.9) 4.1 (2.5–4.9) 4.1 (2.6–4.8) 0.9776

UA (mg/dL) 5.8 (2.2–12) 5.727 (2.2–9.2) 6 (3.4–12) 0.0414

UN (mg/dL) 16 (5–58) 16 (5–58) 16 (8–33) 0.4691

CRE (mg/dL) 0.84 (0.52–8.02) 0.84 (0.52–8.02) 0.84 (0.59–2.01) 0.417

Tbil (mg/dL) 0.7 (0.2–2.8) 0.7 (0.2–2.8) 0.7 (0.3–2.3) 0.4782

Dbil (mg/dL) 0.1 (0–0.3) 0.1 (0–0.3) 0.1 (0–0.3) 0.7917

TCHO (mg/dL) 186.2185 (101–303) 185 (101–275) 187.591 (119–303) 0.056

TG (mg/dL) 125.2795 (45–912) 121 (47–912) 136.711 (45–285) 0.8275

Ca (mg/dL) 9 (6.7–11.6) 9 (7.7–10.7) 8.9 (6.7–11.6) 0.6029

Na (mmol/L) 140 (130–146) 140 (130–146) 140 (132–144) 0.9252

K (mmol/L) 4.21845 (3.1–6.6) 4.2 (3.1–6.6) 4.3 (3.1–5.4) 0.2421

Cl (mmol/L) 106 (95–116) 106 (96–116) 105.693 (95–111) 0.8685

WBC (×  103/µL) 6.2 (2.4–19.7) 6.2 (2.4–12.8) 6.3 (2.5–19.7) 0.4734

RBC (×  106/µL) 4.33 (1.93–6.49) 4.35 (1.93–6.1) 4.29 (2.82–6.49) 0.9218

Hb (g/dL) 13.5 (5.5–18.3) 13.5 (5.5–17.6) 13.5 (8.1–18.3) 0.8833

HCT (%) 40 (16.5–53.8) 39.8 (16.5–51.9) 40.2 (24.3–53.8) 0.7497

MCV (fL) 92.4 (72.3–114) 92.3 (75.9–114) 92.9 (72.2–110) 0.6529

MCH (pg) 31.1 (22.5–38.1) 31.1 (24.6–37.5) 31.1 (22.5–38.1) 0.9092

MCHC (%) 33.6 (30.8–36.3) 33.6 (30.8–36.3) 33.6 (30.8–36.2) 0.4757

PLT (×  103/µL) 206 (18–466) 205 (18–466) 211 (84–433) 0.5377

ALP (U/L) 247.5 (110–9481) 248 (110–9481) 246 (123–2469) 0.6496

PT (s) 11.4541 (9.9–20.4) 11.4022 (9.9–19.6) 11.66675 (10–20.4) 0.3152

PTINR 1.00371 (0.9–1.88) 1.00321 (0.9–1.76) 1.006855 (0.9–1.88) 0.6916

BS (mg/dL) 113.178 (74–282) 115.544 (74–282) 107.5 (86–213) 0.0984

CHE (U/L) 287 (112–539) 287 (115–539) 286.5 (112–468) 0.5798

CRP (mg/dL) 0.2 (0–24.9) 0.2 (0–24.9) 0.16444 (0–8.8) 0.1746

UpH 6 (5–8) 6 (5–8) 6 (5–8) 0.7532

URBC (/HPF) 1 (0–50) 1 (0–50) 1 (0–50) 0.7784

UWBC (/HPF) 1 (0–50) 1 (0–30) 1 (0–50) 0.2623
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Construction of survival trees based on RSF. As described in the previous section, prognosis predic-
tion using RSF exhibited excellent accuracy. However, since RSF is an ensemble learning method with multiple 
survival trees and requires many explanatory variables, it is not easy to use it for prognostic prediction in real 
clinical practice. Therefore, we constructed a simplified survival tree model with a few most important vari-
ables in the RSF model. Since the contribution of post-treatment PSA was predominantly large in predicting 
PFS prognosis, and the benefit of combining multiple variables by survival tree was limited, we focused only on 
OS and CSS and constructed a survival tree model based on the top five important variables in the RSF models 
at 120 days after the start of treatment. The obtained survival trees predicting OS and CSS both consisted of 
LDH before treatment initiation and ALP 120 days after the start of treatment (Fig. 3A,C). The cut-off values 
of pre-treatment LDH and post-treatment ALP in the prediction models of OS and CSS were 248.5 IU/L and 
342.5/326.5 U/L, respectively. The C-index for prediction accuracy was 0.85 for both OS and CSS. Based on 
these survival trees, three patient populations were identified that were associated with OS and CSS prognosis: 
the first was a very poor prognosis population with high preoperative LDH (> 248.5 IU/L), in which about 70% 
of patients would die within 5 years; the population with LDH < 248.5 IU/L was further divided into two groups 
based on post-treatment ALP. The group with high ALP is at intermediate risk and has a 5-year survival rate of 
about 70%. The population with low LDH before treatment and low ALP after treatment had a very good prog-
nosis, with a 5-year survival rate exceeding 90% (Fig. 3B,D).

Discussion
Compared to conventional statistical analysis, machine learning can handle a large number and variety types of 
variables, and the machine can automatically learn and discover rules and patterns underlying the data. Various 
analyses using machine learning have been reported to improve the diagnostic rates of imaging and biopsy tests 
for prostate  cancer17,18. However, prognostic analyses using machine learning for ADT remain scarce. In this 
study, we developed an approach to predict the prognosis of metastatic prostate cancer treatment over time: at 
the start of treatment and after the start of treatment. Pre-treatment and post-treatment features were combined 
to achieve a more accurate prediction.

We attempted to predict prognosis for both non-metastatic and metastatic prostate cancer, but it was difficult 
to predict prognosis in patients with non-metastatic prostate cancer (Fig. S2). The RSF model at the start of treat-
ment showed improved predictive accuracy in metastatic prostate cancer patients, while it showed decreased 
accuracy in non-metastatic prostate cancer patients. This may be due to the fact that non-metastatic prostate 
cancer patients in this study had a smaller proportion of cancer deaths than metastatic prostate cancer patients, 
and included more senility and death from other causes, which are difficult to predict from clinical laboratory 
data. Moreover, prognostic factors for non-metastatic prostate cancer are limited, with only a few factors, such 
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as PSA doubling time, reported in the  literature19–21. Therefore, we focused on predicting the prognosis of 
metastatic prostate cancer. In this study, the RSF model was more accurate than other models in predicting OS 
and CSS in time-series metastatic prostate cancer. On the other hand, there was no significant difference in PFS 
prediction. First, the reason for the lack of significant difference in PFS prediction accuracy may be that factors 
other than PSA were less important in predicting PFS, since the definition of relapse in this study was biological 
relapse, which was defined as an increase in PSA. Second, the reason for the superior accuracy of the RSF model 
in predicting OS and CSS could be that parameters other than PSA are important as predictors in predicting OS 
and CSS, as shown by the results of Permutation Importance. Furthermore, regarding the difference between the 
RSF model and the Cox proportional hazards model, the RSF model may have been able to make more accurate 
predictions for many parameters in terms of its ability to make nonlinear predictions. However, since over-fitting 
should also be considered in this respect, we believe that validation using external data will be necessary in the 
future. Regarding the tumor marker PSA, our previous study reported no difference in OS according to initial 
PSA levels in patients with metastatic prostate  cancer22. For prognostic factors other than PSA, the modified 
Glasgow Prognostic Score (mGPS), Eastern Cooperative Oncology Group (ECOG) performance status, LDH, 
ALP, and Gleason Score have been reported as prognostic factors for metastatic prostate  cancer3,4. Among Japa-
nese patients with de novo metastatic prostate cancer, LDH and C-reactive protein (CRP) have been reported 
as independent risk factors for OS in analyses identifying true high-risk groups that meet the CHAARTED or 
LATITUDE  criteria23. Several studies support the results of this study. However, these were all prognostic analysis 
based on data at the start of treatment and did not include post-treatment changes. While prognostic predic-
tions based on data at the start of treatment are important, the course of treatment affects the prognosis, and in 
some cases the actual prognosis differs from the initial risk assessment. To identify such cases and enable a more 
accurate prognosis, it is necessary to add post-treatment data as predictors and to update the prediction. In this 
study, we could first identify the poor prognosis group based on LDH at the start of treatment for both OS and 
CSS, and further classified the remaining patients into two groups with different prognoses using ALP after the 
start of treatment. This suggests that additional risk assessment during the course of treatment, in addition to risk 
classification at the start of treatment, can provide a more accurate prognosis. From a pathological perspective, 
we used the Gleason score in the RSF analysis, which has been used in existing risk classifications, but this did 
not clearly improve the C-index. Patients with metastatic prostate cancer tend to have high Gleason scores, and 
in fact, Gleason score ≥ 8 accounted for more than 70% of the patients in this case group.
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Gravis et al. reported a prediction model for NCMPC based on the prediction model proposed by Glass 
et al.7. They claimed that ALP levels at the start of treatment (normal vs. abnormal) were the strongest predictor 
of OS. This prediction model had a C-index of 0.64, was simpler than the prediction model developed by Glass 
et al., and exhibited comparable performance. The C-index of the model reported by Gravis et al. was 0.72 in the 
analysis using the data in this study. The C-index for our RSF model in this study using the data at the start of 
treatment was 0.74. Although our RSF model was only slightly more accurate than the previously reported model, 
the C-index was improved to 0.85 in this study by creating an algorithm using a survival tree with the addition 
of time-series data. The new algorithm for metastatic prostate cancer we have created based on the survival tree 
made predictions using two variables (pre-treatment LDH and post-treatment ALP) with a C-index of 0.85, 
which was higher than the accuracy of previous prediction models. LDH and ALP values can be obtained from 
routine blood tests and can be used for time-series evaluation.

Our study had several limitations. First, it was a retrospective analysis with a limited number of cases at a 
single institution, and there may have been a selective bias. In general, machine learning methods divide datasets 
into training and test data, create a prediction model with the training data, and evaluate the model using the test 
data. If the number of cases is small, a biased prediction model (overfitting) may be created if the training data 
have extreme characteristics. We used data from 129 patients with metastatic prostate cancer for the training 
in our analysis. To increase variation in the training data and suppress overfitting, we intend to conduct further 
analysis using larger-scale data from multiple institutions in the future. In this study, we performed random 
data splitting. Although there were no significant differences between the train cohort and the test cohort, it is 
necessary to consider the use of data splitting methods such as cross validation in future analyses to create a new 
model. Second, because we defined progression as biological progression caused by elevated PSA levels, post-
treatment PSA inevitably became the most important factor for predicting progression. Future research should 
focus on clinical progression, such as disease worsening on imaging and the appearance of new metastases.

In conclusion, this study demonstrated that machine learning and combined assessment of pre- and post-
treatment variables were useful for creating an accurate prognostic prediction model for ADT in metastatic 

Figure 3.  Survival tree predicting overall survival (A) and cancer-specific survival (C). Kaplan–Meier curves 
of survival tree prognostic classification results for overall survival prediction (B) and cancer-specific survival 
prediction (D). P-values were calculated by the log-rank test.
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prostate cancer. This result may be harnessed as a new evaluation index for the treatment of metastatic prostate 
cancer.

Methods
Patient selection and analysis factors. This retrospective study included 340 patients with prostate 
cancer who received ADT as an initial treatment between 1996 and 2019 at the Department of Urology, Chiba 
University Hospital. Of these, 30 patients who had started treatment at other hospitals were excluded. The data-
set was randomly divided into training and test cohorts. In total, 207 and 103 patients were classified into the 
training and test cohorts, respectively. We first analysed 36 features before treatment including age at diag-
nosis, peripheral blood sampling, and urinalysis to examine their association with progression-free survival 
(PFS), overall survival (OS), and cancer-specific survival (CSS). An additional analysis focusing on patients 
with metastatic prostate cancer was performed, which considered data at the start of treatment as well as sub-
sequent changes. In the analysis, 35 features after the start of treatment including peripheral blood sampling 
and urinalysis were combined with the 36 pretreatment features and used for prediction. This study was con-
ducted in accordance with the ethical principles of the Declaration of Helsinki. This retrospective study of clini-
cal information was approved by the Ethics Committee of Chiba University (Institutional Review Board (IRB) 
no. M10238). The IRB waived the requirement for written consent in this study due to the retrospective nature 
of data collection.

Survival analysis. We employed random survival forests (RSF) for machine-learning survival analysis. 
The rationale for this is as follows. First, Random forests and derivatives outperform other machine learning 
methods in predictions using clinical laboratory  values24,25. Secondly, RSF is implemented within scikit-survival, 
making it easy to calculate variable importance and transfer it to the survival tree model, which is also imple-
mented in scikit-survival. Finally, like random forests, RSFs are suitable for variable selection because they selec-
tively use a small number of  variables26. RSF is a nonlinear survival model that combines ensemble learning and 
decision  tree27. In RSF, multiple sets of data termed bootstrap samples are created. At each node of the survival 
tree, feature and its threshold value were determined such that the difference in hazard function between cases 
separated by the nodes was maximized. The ensemble hazard function of each patient was estimated by averag-
ing the hazard functions of multiple trees created in this manner. In this study, RSF was used to predict PFS, 
OS, and CSS. Analysis was performed using scikit-survival Python package. We ran sksurv.ensemble.Random-
SurvivalForest with the default parameters, except for the following parameters; n_estimators = 2000, min_sam-
ples_split = 10, min_samples_leaf = 15. The reason for using nearly default parameters is that hyperparameter 
optimization under limited training data conditions may result in lower accuracy, and random forests are robust 
to hyperparameter  changes28. Since RSF uses bootstrap samples, the value of the estimated survival function 
varies slightly with each run. Therefore, we ran the RSF 10 times independently and used the average C-index 
as the prognostic performance indicator. We calculated permutation importance to evaluate the contribution 
of explanatory variables to RSF prediction performance. The permutation importance indicates the change in 
predictive performance (AUC in this case) when an explanatory variable is randomly shuffled, with a positive 
importance indicating that the variable is necessary for prediction and a negative importance indicating that 
using the variable reduces predictive  performance29. For example, if the AUC drops by 0.05 when a variable 
is randomly shuffled, the permutation importance score for that variable is 0.05. Permutation importance was 
calculated using eli5 Python package.

A Cox proportional hazards model was used as the conventional statistical survival analysis for comparison. 
To make the conditions fair across models, the variables were selected based on the permutation importance 
calculated by RSF pretraining, and the same variables were used in the Cox proportional hazards model.

Survival tree. A survival tree represents the individual tree comprising the aforementioned RSF. This 
method analyses data using a tree diagram and exhibits excellent semantic interpretability in that it visualizes 
the classification criteria, facilitating comprehension of the  results30. RSF can calculate feature importance dur-
ing classification. By integrating the results of multiple survival trees, RSF allows highly accurate predictions 
for individual patients, but make it difficult for humans to interpret the predictive results and rationale. In this 
regard, survival tree may be a better solution for clinical implementation. In this study, we developed survival 
trees for OS and CSS using the top five important features obtained in the RSF analysis. We used the Optuna 
Python package to optimize the parameters of survival tree to achieve the highest prediction rate in training 
 cohort31.

Missing value imputation. To compensate for missing values in the dataset used in this study, we used 
the missForest algorithm implemented in  R32. MissForest is a non-parametric imputation method that uses a 
random forest which can learn nonlinear relationship between variables, easily handle mixed-type data, and 
calculate out-of-bag (OOB) errors. First, the average value was used to tentatively fill the missing values, and the 
random forest was then repeatedly applied to predict the missing parts. Stekhoven et al. reported that missForest 
was superior to other widely used imputation algorithms such as KNNimpute, MICE, and MissPALasso.

Evaluation of survival model accuracy. The predictive performance of the survival models, including 
RSF, Cox proportional hazards model, and survival tree, was evaluated using the Harrell’s concordance index 
(C-index). The C-index is a generalization of the area under the ROC curve (AUC) that considers censored 
 data33. This represents an assessment of the discriminatory power of the model, which is the ability of the model 
to correctly provide a ranking of survival times for each patient based on hazard function. Time-dependent 
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ROC analysis is another method of evaluating prediction accuracy in survival analysis. However, we adopted the 
C-index to express the transition of prediction accuracy in the time-series analysis in an easily understandable 
manner, given the need for analysis at multiple time points after the start of treatment.

Statistical analysis. The Kaplan–Meier method was used to generate survival curves to evaluate survival 
probability of given groups. Statistical difference in the survival probabilities between groups was assessed using 
log-rank test. For the analysis of the training and test cohorts, Welch’s t-test and Fisher’s exact test were used 
for continuous and categorical variables, respectively. Statistical analysis was performed using  JMP® 15.2. The 
significance level for each test was set at α = 0.05.

Data availability
The datasets generated and analysed during the current study are not publicly available due to ethical regulations 
because the data contain personal information but are available from the corresponding author on reasonable 
request.
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Abstract

Background and objective: The impact of prostate cancer of unconventional histology
(UH) on oncological and functional outcomes after robot-assisted radical prostatectomy
(RARP) and adjuvant radiotherapy (aRT) receipt is unclear. We compared the impact of
cribriform pattern (CP), ductal adenocarcinoma (DAC), and intraductal carcinoma (IDC)
in comparison to pure adenocarcinoma (AC) on short- to mid-term oncological and func-
tional results and receipt of aRT after RARP.
Methods: We retrospectively collected data for a large international cohort of men with
localized prostate cancer treated with RARP between 2016 and 2020. The primary out-
comes were biochemical recurrence (BCR)-free survival, erectile and continence func-
tion. aRT receipt was a secondary outcome. Kaplan-Meier survival and Cox regression
analyses were performed.
Key findings and limitations: A total of 3935 patients were included. At median follow-
up of 2.8 yr, the rates for BCR incidence (AC 10.7% vs IDC 17%; p < 0.001) and aRT receipt
(AC 4.5% vs DAC 6.3% [p = 0.003] vs IDC 11.2% [p < 0.001]) were higher with UH. The 5-yr
BCR-free survival rate was significantly poorer for UH groups, with hazard ratios of 1.67
(95% confidence interval [CI] 1.16–2.40; p = 0.005) for DAC, 5.22 (95% CI 3.41–8.01;
p < 0.001) for IDC, and 3.45 (95% CI 2.29–5.20; p < 0.001) for CP in comparison to AC.
Logistic regression analysis revealed that the presence of UH doubled the risk of new-
onset erectile dysfunction at 1 yr, in comparison to AC (grade group 1-3), with hazard
ogy. Published by Elsevier B.V. All rights reserved.
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ratios of 2.13 (p < 0.001) for DAC, 2.14 (p < 0.001) for IDC, and 2.01 (p = 0.011) for CP.
Moreover, CP, but not IDC or DAC, was associated with a significantly higher risk of
incontinence (odds ratio 1.97; p < 0.001). The study is limited by the lack of central
histopathological review and relatively short follow-up.
Conclusions and clinical implications: In a large cohort, UH presence was associated
with worse short- to mid-term oncological outcomes after RARP. IDC independently pre-
dicted a higher rate of aRT receipt. At 1-yr follow-up after RP, patients with UH had three
times higher risk of erectile dysfunction post RARP; CP was associated with a twofold
higher incontinence rate.
Patient summary: Among patients with prostate cancer who undergo robot-assisted
surgery to remove the prostate, those with less common types of prostate cancer have
worse results for cancer control, erection, and urinary continence and a higher probabil-
ity of receiving additional radiotherapy after surgery.
� 2023 European Association of Urology. Published by Elsevier B.V. All rights reserved.
1. Introduction

Prostate cancer (PCa) is the second most frequently diag-
nosed cancer among men worldwide [1], with a worldwide
estimated incidence of 1 414 259 new cases in 2020 [2]. PCa
is a urological malignancy for which the economic burden is
growing, especially for the elderly population [3]. Acinar
adenocarcinoma (AC) is the most prevalent PCa histology.
The Gleason grade, and the International Society of Urolog-
ical Pathology (ISUP) grade group (GG) derived from the
Gleason system [4], is one of the most important prognostic
factors and is widely used for driving disease management
plans [5]. In addition to the Gleason score, a recent system-
atic review demonstrated that the presence of an unconven-
tional histology (UH), in particular intraductal carcinoma
(IDC), cribriform pattern (CP), or ductal adenocarcinoma
(DAC), may be associated with worse oncological prognosis
in comparison to conventional and mucinous or prostatic
intraepithelial neoplasia (PIN)-like PCa [6]. While the histol-
ogy results in the review were for prostate biopsy and rad-
ical prostatectomy (RP) specimens, recent studies have
suggested that prostatectomy rather than biopsy should
be the gold standard in determining Gleason scores and
diagnosing IDC/CP, in light of the limited concordance rates
[7,8]. Both the Genitourinary Pathology Society and the
ISUP recommend reporting of the percentage of Gleason
pattern 4 and the presence of CP (present in 1% of PCa
cases), which is associated with higher rates of biochemical
recurrence (BCR; hazard ratio [HR] 2.1) and cancer-specific
mortality (HR 3.3) [9–12]. According to the literature, DAC
is the second most frequent UH and its presence predicted
prostate-specific antigen (PSA) recurrence in one study
[13] and was associated with worse overall mortality and
metastasis-free survival [14]; IDC was found to be more
prevalent in metastatic PCa [15]. However, most of these
data were collected in the early 2000s, details regarding
the surgical approaches used were lacking, and the UH
impact on functional outcomes was not explained.

RP is one of the curative treatment options for localized
PCa [5]. In the past decade, the techniques for RP have
evolved from open to minimally invasive surgery. And
robot-assisted laparoscopic RP (RARP) has become an
established and safe surgical modality [16]. Unanswered
, R. Nicoletti et al., The Onc
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questions remain regarding the impact of UH in PCa on
functional and oncological results after RARP.

Although current guidelines support the use of adjuvant
radiation therapy (aRT) in patients with pN0 status with GG
4–5 pT3 disease ± positive margins [5], there is no clear rec-
ommendation on the need for adjuvant treatment for
patients with CP, DAC, or IDC types.

The aim of this study was to provide contemporary
updates on the prognostic value of PCa UH on oncological
and functional outcomes, by investigating a large multicen-
ter cohort of patients treated with RARP. The secondary aim
was to evaluate potential differences in the rates of aRT
receipt after RARP among the various UH groups.
2. Patients and methods

We retrospectively collected data for the consecutive RARP
cases performed from 2016 to 2020 in seven international
high-volume centers. Patients with prior PCa treatment
and mixed histology subtypes were excluded. Preoperative
imaging for metastatic screening was performed for
patients with intermediate- or high-risk cancer according
to the European Association of Urology (EAU) risk cate-
gories. Decisions on the need for lymph node dissection
were made according to risk nomograms.

Baseline demographic (age, PSA, and prostate size) and
pathological data (histological patterns, tumor and node
stages) were retrieved and analyzed.

2.1. Outcomes of interest

The oncological outcomes of interest included BCR, defined
according to EAU guidelines as two consecutive rising PSA
values >0.2 ng/ml [5] and aRT receipt, defined as RT planned
after RARP on the basis of clinicopathological risk factors
before the occurrence of BCR and performed within 4–22
wk after RARP [17], regardless of dose and fractionation.
Data for other oncological outcomes, such as the incidence
of positive surgical margins, lymph node involvement, and
nodal and distant metastases, were also collected.

The functional outcomes of interest included continence,
defined as no more than one protective pad per day [18],
and potency, defined as the ability to obtain an erection
ological and Functional Prognostic Value of Unconventional Histology of
omy: An International Multicenter 5-Year Cohort Study, Eur Urol Oncol

-

https://doi.org/10.1016/j.euo.2023.12.006


E U R O P E A N U R O L O G Y O N C O L O G Y X X X ( X X X X ) X X X – X X X 3
rigid enough for intercourse with or without the use of a
phosphodiesterase type 5 inhibitor at least half of the time
[19].

2.2. Pathological evaluation and study groups

In each centre, RARP specimens had been sampled and
embedded for diagnostic purposes as previously described
[20] and were assessed by dedicated uropathologists. Data
on histological types, Gleason score, ISUP grade group
according to the 2014 ISUP/2016 World health Organization
(WHO) guidelines [21], presence of IDC, pT and pN stage
according to the 8th edition of the American Joint Commit-
tee on Cancer TNM scheme [22], and surgical margin status
were retrospectively retrieved from reports for RARP
specimens.

Four groups of prostate malignancy were considered:
pure AC, AC with CP, DAC, and IDC (Fig. 1A). The latter three
groups consisted of malignant prostatic lesions with CP and
were defined according to the WHO classification [23]. In
brief, DAC is composed of papillary structures and/or cribri-
form glands lined by tall columnar pseudostratified cells;
basal cells are absent. We considered both the pure form
and DAC admixed with acinar AC. IDC was defined as com-
plex cribriform growth and lumen expansile proliferation of
malignant epithelial cells within native ducts and acini with
intact basal cells. We included IDC cases associated with
invasive acinar AC. CP, one of the four patterns of Gleason
grade 4 AC, was defined as a confluent sheet of contiguous
malignant epithelial cells with multiple glandular lumina
without intervening stroma or mucin separating the glan-
dular structures [9].

2.3. Statistical analyses

Statistical comparisons were made among the four groups.
Results for continuous variables are presented as the med-
ian and interquartile range (IQR) and were compared using
a Mann-Whitney U test. Results for categorical variables are
presented as the frequency and percentage and were com-
pared using a v2 test or Fisher’s exact test. Kaplan-Meier
curves were used to compare outcomes, and Cox regression
analysis was performed to adjust for potential confounding
factors. SPSS was used for the statistical analyses. Given that
DAC without an AC component is, by definition, assigned a
Gleason score of 4 + 4 = 8 (ISUP GG 4), for their similar clin-
ical behavior [24], we compared AC GG 1–3 versus GG 4
versus GG 5 versus the three UH types.
3. Results

Among a total of 5005 patients, 1070 had mixed or unre-
ported histology and were therefore excluded, leaving
3935 PCa cases suitable for analysis. Among these, 3126
patients had pure AC, 174 had AC with CP, 447 had DAC,
and 188 had IDC (Fig. 1A).

3.1. Baseline characteristics

Baseline patient and disease characteristics are listed in
Table 1. Overall, the median age was 65 yr (IQR 60–70),
Please cite this article as: D. Leung, D. Castellani, R. Nicoletti et al., The Onco
Prostate Cancer in Localized Disease Treated with Robotic Radical Prostatect
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the median PSA was 6.8 ng/ml (IQR 5–10), and the median
prostate size was 38 cm3 (IQR 28–53). Regarding the ISUP
grade groups in the overall cohort, 22.6% had GG 1, 38.0%
had GG 2, 17.6% had GG 3, 7.4% had GG 4, and 5.6% had
GG 5 disease; the ISUP grade group was not reported for
8.7% of the cohort.

The IDC and CP groups had similar median PSA and pros-
tate size to the AC group. The DAC group had significantly
lower median PSA (6.1 ng/ml) than the AC group (6.9 ng/
ml) but similar median age and prostate size. In comparison
to the AC group, ISUP grade groups were significantly higher
for each of the UH groups (p < 0.001). In the AC group, 77.6%
of cases were GG 1–3 disease, whereas the majority of cases
in the UH groups were GG 2–3 disease (DAC 66.7%, IDC
74.5%, CP 81.6%).

3.2. Oncological outcomes

At median follow-up of 2.8 yr, BCR was more frequent for
IDC than for AC (17% vs 10.7%; p < 0.001). The rate of posi-
tive surgical margins was significantly higher in DAC
(33.6%; p = 0.04), IDC (42.6%; p < 0.001), and CP (43.1%;
p < 0.001) than in AC (27.3%). Lymph node involvement
was also more common in DAC (6.9%; p < 0.001) and IDC
(8%; p < 0.001) than in AC (0.5%). More nodal recurrence
was observed in DAC (1.6%; p < 0.001) and CP (2.9%;
p = 0.049) than in AC (0.4%). Distant metastases occurred
more frequently in DAC (1.1%; p = 0.002) and IDC (3.7%;
p = 0.002) than in AC (0.9%; Table 2).

Kaplan-Meier curve revealed significant differences in 5-
yr BCR-free survival (Fig. 1B). In comparison to AC GG 1–3,
IDC had the worst BCR rate, followed by CP, AC GG 5, DAC,
and AC GG 4 (p < 0.001).

Univariable Cox regression analysis revealed signifi-
cantly poorer 5-yr BCR-free survival for the UH groups in
comparison to pure AC, with HRs of 1.67 for DAC, 5.22 for
IDC, and 3.45 for CP (Table 3). According to multivariable
Cox regression analysis with AC GG1–3 taken as the refer-
ence, the significant predictors for BCR at 5 yr included
DAC (HR 3.15; p < 0.001), IDC (HR 5.63; p < 0.01), CP (HR
3.94; p < 0.001), PSA (HR 1.63; p = 0.001), and pT3b stage
(HR 2.19; p = 0.007; Table 4). Meanwhile, GG 4 (HR 2.07;
p = 0.096), GG 5 (HR 3.15; p = 0.101), age (HR 1.0;
p = 0.98), pT3a (HR 2.19; p = 0.097), positive margin status
(HR 1.47; p = 0.069), and positive node status (HR 0.88;
p = 0.724) were not significant predictors for BCR.

3.3. Functional outcomes

In comparison to AC, a two-to-three-fold increase in the risk
of de novo erectile dysfunction at 1 yr after RARP was
observed for each UH subgroup. In addition, CP was associ-
ated with twofold higher risk of incontinence than AC at one
yr after RARP (Table 5). Upon multivariable Cox regression
analysis taking AC GG 1–3 as the reference, the presence
of DAC (HR 2.13; p < 0.001), IDC (HR 2.14; p < 0.001), or
CP (HR 2.01; p = 0.011) doubled the risk of erectile dysfunc-
tion at one year postoperatively (Table 6). The other signif-
icant predictors for erectile dysfunction found were pT3a
stage (HR 1.67; p < 0.001) and pT3b stage (HR 1.69;
p = 0.003). GG 4 disease, GG 5 disease, and positive margin
logical and Functional Prognostic Value of Unconventional Histology of
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Fig. 1 – (A) Histology groups and the number of patients in each group. Four groups were compared in the analysis: group 1 = pure adenocarcinoma; group
2 = adenocarcinoma with cribriform pattern; group 3 = ductal adenocarcinoma; and group 4 = intraductal carcinoma. (B) Biochemical recurrence (BCR)-free
survival after robot-assisted radical prostatectomy by International Society of Urological Pathology (ISUP) grade group and unusual histology groups.
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Table 1 – Baseline patient and disease characteristics

Parameter Pure AC
(n = 3126)

DAC
(n = 447)

p value IDC
(n = 188)

p value CP
(n = 174)

p value Overall
(n = 3935)

Age (yr)a 65 (60–70) 65 (60–70) 0.683 67 (61–71) 0.043 67 (62–70) 0.015 65 (60–70)
PSA (ng/ml)a 6.9 (5.0–10.0) 6.1 (4.3–8.5) <0.001 7.2 (5.0–12.1) 0.365 6.5 (5.1–9.0) 0.243 6.8 (5.0–10.0)
Prostate size (cm3)a 39 (28–54) 37 (30–52) 0.733 41 (32–59) 0.054 33 (25–50) 0.001 38 (28–53)
RP pathology, n (%) <0.001 <0.001 <0.001
GG 1 815 (26.1) 73 (16.3) 1 (0.5) 1 (0.6) 890 (22.6)
GG 2 1123 (35.9) 213 (47.7) 63 (33.5) 98 (56.3) 1497 (38.0)
GG 3 488 (15.6) 85 (19.0) 77 (41.0) 44 (25.3) 694 (17.6)
GG 4 240 (7.7) 21 (4.7) 14 (7.4) 17 (9.8) 292 (7.4)
GG 5 164 (5.2) 21 (4.7) 22 (11.7) 14 (8.0) 221 (5.6)
Data missing 296 (9.5) 34 (7.6) 11 (5.9) 0 (0) 341 (8.7)

AC = adenocarcinoma; CP = cribriform pattern; DAC = ductal AC; GG = International Society of Urological Pathology grade group; IDC = intraductal carcinoma;
RP = radical prostatectomy.
a Results are reported as the median (interquartile range).

Table 2 – Oncological outcomes

Parameter Pure AC
(n = 3126)

DAC
(n = 447)

p value IDC
(n = 188)

p value CP
(n = 174)

p value Total
(N = 3935)

Surgical margin, n (%) 0.039 <0.001 <0.001
Positive 854 (27.3) 150 (33.6) 80 (42.6) 75 (43.1) 1159 (29.5)
Negative 2009 (64.3) 282 (63.1) 95 (50.5) 96 (55.2) 2482 (63.1)
Data missing 263 (8.4) 15 (3.4) 13 (6.9) 3 (1.7) 294 (7.5)

LNI, n (%) <0.001 <0.001 0.273
Yes 16 (0.5) 31 (6.9) 15 (8.0) 4 (2.3) 66 (1.7)
No 781 (25.0) 236 (52.8) 51 (27.1) 99 (56.9) 1167 (29.7)
Missing 2329 (74.5) 180 (40.3) 122 (64.9) 71 (40.8) 2702 (68.7)

Adjuvant RT, n (%) 0.003 <0.001 0.902
Yes 141 (4.5) 28 (6.3) 21 (11.2) 9 (5.2) 199 (5.1)
No 2400 (76.8) 251 (56.2) 93 (49.5) 160 (92.0) 2904 (73.8)
Data missing 585 (18.7) 168 (37.6) 74 (39.4) 5 (2.9) 832 (21.1)

Salvage RT, n (%) <0.001 0.002 0.214
Yes 239 (7.6) 23 (5.1) 16 (8.5) 21 (12.1) 299 (7.6)
No 2200 (70.4) 36 (8.1) 61 (32.4) 143 (82.2) 2440 (62.0)
Data missing 687 (22.0) 388 (86.8) 111 (59.0) 10 (5.7) 1196 (30.4)

BCR, n (%) 0.671 <0.001 0.078
Yes 334 (10.7) 48 (10.7) 32 (17.0) 30 (17.2) 444 (11.3)
No 2203 (70.5) 295 (66.0) 85 (45.2) 137 (78.7) 2720 (69.1)
Data missing 589 (18.8) 104 (23.3) 71 (37.8) 7 (4.0) 771 (19.6)

Nodal recurrence, n (%) <0.001 0.325 0.049
Yes 11 (0.4) 7 (1.6) 1 (0.5) 5 (2.9) 24 (0.6)
No 1045 (33.4) 24 (5.4) 34 (18.1) 156 (89.7) 1259 (32.0)
Data missing 2070 (66.2) 416 (93.1) 153 (81.4) 13 (7.5) 2652 (67.4)

Metastasis, n (%) 0.002 0.002 1
Yes 29 (0.9) 5 (1.1) 7 (3.7) 4 (2.3) 45 (1.1)
No 1181 (37.8) 28 (6.3) 57 (30.3) 160 (92.0) 1426 (36.2)
Data missing 1916 (61.3) 414 (92.6) 124 (66.0) 10 (5.7) 2464 (62.6)

Status, n (%) 0.007 1 1
Alive 2592 (82.9) 445 (99.6) 139 (73.9) 166 (95.4) 3342 (84.9)
Dead 43 (1.4) 0 (0) 2 (1.1) 2 (1.1) 47 (1.2)
Unknown 491 (15.7) 2 (0.4) 47 (25.0) 6 (3.4) 546 (13.9)

Median follow-up, d
(interquartile range)

1039
(553–1674)

1223
(803–1647)

<0.001 888
(357–1212)

<0.001 867
(480–1190)

<0.001 1045
(573–1616)

AC = adenocarcinoma; BCR = biochemical recurrence; CP = cribriform pattern; DAC = ductal AC; IDC = intraductal carcinoma; LNI = lymph node involvement;
RP = radical prostatectomy; RT = radiation therapy.

Table 3 – Univariable Cox regression results for unconventional
histologies associated with 5-yr biochemical recurrence versus pure
adenocarcinoma as the reference

Histology HR (95% CI) p value

Ductal adenocarcinoma 1.67 (1.16–2.40) 0.005
Intraductal carcinoma 5.22 (3.41–8.01) <0.001
Cribriform pattern 3.45 (2.29–5.20) <0.001

CI = confidence interval; HR = hazard ratio.
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status were not significant predictors. Conversely, nerve-
sparing surgery (HR 0.75; p = 0.005) and lymph node dissec-
tion (HR 0.58; p < 0.001) were associated with lower inci-
dence of erectile dysfunction.
3.4. aRT rates

The use of aRT in all the participating centers was in accor-
dance with the EAU guidelines [5]. aRT use was more fre-
logical and Functional Prognostic Value of Unconventional Histology of
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Table 4 – Multivariable Cox regression results for factors associated
with 5-yr biochemical recurrence

Variable HR (95% CI) p value

RP histology
AC GG 1–3 Reference
AC GG 4 2.07 (0.88–4.90) 0.096
AC GG 5 2.02 (0.87–4.68) 0.101
Ductal AC 3.15 (1.72–5.78) <0.001
Intraductal carcinoma 5.63 (2.74–11.58) <0.001
Cribriform pattern 3.94 (2.14–7.25) <0.001

Age 1.00 (0.97–1.03) 0.985
Log PSA 1.63 (1.21–2.19) 0.001
Nerve-sparing surgery 0.63 (0.40–0.99) 0.047
Pathological T stage
pT2 Reference
pT3a 1.56 (0.92–2.64) 0.097
pT3b 2.19 (1.24–3.85) 0.007

Positive surgical margin 1.47 (0.97–2.24) 0.069
Positive lymph node 0.88 (0.42–1.83) 0.724

AC = prostate adenocarcinoma; CI = confidence interval; GG = Interna-
tional Society of Urological Pathology grade group; HR = hazard ratio;
IDC = intraductal carcinoma; PSA prostate-specific antigen; RP = radical
prostatectomy.

Table 7 – Logistic regression results for the odds of receipt of adjuvant
radiation therapy

Risk factor Odds ratio (95% CI) p value

RP histology
AC GG 1–3 Reference
AC GG 4 3.41 (0.96–12.09) 0.058
AC GG 5 0.70 (0.12–3.94) 0.686
Ductal AC 3.27 (1.25–8.55) 0.015
Intraductal carcinoma 27.31 (6.79–109.74) <0.001
Cribriform pattern 0.42 (0.08–2.27) 0.313

Log PSA 1.60 (0.91–2.80) 0.101
Positive surgical margin 1.08 (0.48–2.41) 0.856
Seminal vesicle invasion 8.13 (3.51–18.82) <0.001
Positive lymph node 9.09 (2.49–33.24) <0.001

AC = prostate adenocarcinoma; CI = confidence interval; GG = International
Society of Urological Pathology grade group; PSA = prostate-specific anti-
gen; RP = radical prostatectomy.

Table 5 – Association of unconventional histologies with functional
outcomes at 1 yr postoperatively in comparison to pure
adenocarcinoma

Histology Odds ratio (95% confidence interval)

Incontinence Erectile dysfunction

Ductal
adenocarcinoma

1.03 (0.77–1.39);
p = 0.839

1.95 (1.58–2.42);
p < 0.001

Intraductal
carcinoma

1.51 (0.92–2.50);
p = 0.104

2.63 (1.85–3.73);
p < 0.001

Cribriform pattern 1.97 (1.33–2.92);
p < 0.001

3.03 (1.82–5.05);
p < 0.001

Table 6 – Logistic regression results for the risk of erectile dysfunc-
tion at 1 yr

Risk factor HR (95% CI) p value

RP histology
AC GG 1–3 Reference
AC GG 4 0.94 (0.67–1.31) 0.700
AC GG 5 0.76 (0.50–1.16) 0.201
Ductal AC 2.13 (1.67–2.70) <0.001
Intraductal carcinoma 2.14 (1.45–3.17) <0.001
Cribriform pattern 2.01 (1.18–3.45) 0.011

Age 1.00 (0.98–1.01) 0.477
Log PSA 1.14 (1.00–1.30) 0.057
Nerve-sparing surgery 0.75 (0.62–0.92) 0.005
Lymph node dissection 0.58 (0.47–0.70) <0.001
Pathological T stage
pT2 Reference
pT3a 1.67 (1.38–2.02) <0.001
pT3b 1.52 (1.15–2.00) 0.003
pT4 1.69 (0.15–19.02) 0.673

Positive surgical margin 0.99 (0.82–1.19) 0.898

AC = prostate adenocarcinoma; CI = confidence interval; GG = Interna-
tional Society of Urological Pathology grade group; HR = hazard ratio;
IDC = intraductal carcinoma; PSA prostate-specific antigen; RP = radical
prostatectomy.

Table 8 – Univariable logistic regression results for unconventional
histologies associated with receipt of adjuvant radiation therapy
versus pure adenocarcinoma as the reference

Histology HR (95% CI) p value

Ductal adenocarcinoma 1.90 (1.24–2.91) 0.003
Intraductal carcinoma 3.84 (2.32–6.36) <0.001
Cribriform pattern 0.96 (0.48–1.91) 0.902

CI = confidence interval; HR = hazard ratio.
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quent in DAC (6.3%; p = 0.003) and IDC (11.2%; p < 0.001)
than in AC (4.5%).

Logistic regression analysis with AC GG 1–3 as the refer-
ence revealed that IDC was associated with a higher likeli-
hood of aRT receipt (odds ratio [OR] 27.3, 95% confidence
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interval [CI] 6.79–109.7; p < 0.001; Table 7). DAC was also
associated with a higher likelihood of aRT receipt (OR
3.27, 95% CI 1.25–8.55; p = 0.015). Nodal metastasis (OR
9.09, 95% CI 2.49–33.24; p < 0.001), and seminal vesicle
invasion (OR 8.13, 95% CI 3.51–18.8; p < 0.001) were the
other significant predictors. CP (OR 4.2, 95% CI 0.08–2.27;
p = 0.313), GG 4 and GG 5 disease, positive margin status,
and PSA were not significant predictors for aRT receipt.

In addition, aRT was more likely to be required in DAC
(HR 1.9) and in IDC (HR 3.84) than in AC according to uni-
variable logistic regression analysis (Table 8).
4. Discussion

In this large multicenter cohort of men with localized PCa
treated with RARP, the presence of any UH (DAC, CP, or
IDC) was significantly associated with three to five times
higher risk of BCR at 5 years in comparison to GG 1–3 pure
AC (Table 4). Moreover, logistic regression analyses revealed
that the risk of aRT receipt was three times higher for DAC
and 27 times higher for IDC in comparison to AC GG 1–3.
Regarding functional outcomes, the risk of new-onset erec-
tile dysfunction at one year after RARP was consistently
two-fold higher for all UH subtypes in comparison to AC
GG 1–3 (Table 6). In addition, CP was associated with a
higher risk of urinary incontinence.

To the best of our knowledge, this is the first large mul-
ticenter study to evaluate the impact of PCa UH on func-
tional and oncological outcomes after RARP and on the
rate of aRT receipt.

UHs are not as rare as conventionally perceived, and an
accurate pathological description is mandatory. A system-
atic review by Porter et al. [15] highlighted that IDC inci-
dence could reach 36.7% in high-risk disease and 56% in
ological and Functional Prognostic Value of Unconventional Histology of
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metastatic or recurrent disease. A review by Montironi et al.
[25] showed that IDC was strongly associated with aggres-
sive PCa with high Gleason score and large tumor volume,
and usually had a deleterious impact on prognosis. The
authors suggested that pathologists should report IDC in
prostate specimens, especially from prostate biopsy,
because its presence has a critical impact on patient
management.

Ericson et al. [26] reported that prostate biopsy had sen-
sitivity of 56.5% and specificity of 87.2% for detection of CP
and/or IDC after RP, and that magnetic resonance imaging/
ultrasound–guided fusion prostate biopsy did not improve
UH detection. Although biopsy cannot confidently rule out
UH, patients with biopsy-proven UH histology (especially
IDC) should be informed of the higher risk of BCR and aRT
receipt, and advised to receive active treatment. In addition,
post-RARP diagnosis of UH should trigger discussion about
aRT as an option, or at least stricter follow-up in order to
pick up the relatively early BCR observed in our study.

Reports on adverse oncological behaviors of these UHs
are by no means isolated, and therefore these PCa entities
warrant more attention from urologists. Kweldam et al.
[10] showed that among the different Gleason 4 grade pat-
terns, CP was independently associated with inferior
metastasis-free survival and disease-specific mortality rates
after RP among patients with Gleason 7 PCa. In the 2005–
2018 cohort described by Ranasinghe et al. [14], DAC trea-
ted with either RP or RT was associated with worse 5-yr
metastasis-free and overall survival rates in comparison to
high-risk PCa. Besides the systematic review by Russo
et al. [27] showing inferior oncological outcomes for CP, a
recent study found that CP cases typically had a worse
response to androgen blockade, suggesting that this UH
could contribute to hormonal deprivation resistance [28].
In addition, CP was associated with a higher risk of lymph
node positivity at RP [29]. In our analysis, IDC was the
strongest predictor of BCR on Cox regression analysis, with
a 5.5-fold higher risk. This reiterates the importance for
uropathologists to actively look for and report PCa UH.

Several unanswered questions remain for the manage-
ment of UH PCa. whether there are differences in response
to RT (especially for IDC), multimodal therapy, androgen
deprivation therapy in the (neo-)adjuvant and palliative
settings, novel hormonal agents, or chemotherapy, as well
as optimal follow-up protocols. In addition, genomic alter-
ations have been linked to the development of IDC and CP
subtypes [30]. Future trials are therefore needed to eluci-
date the role of genetics and the optimal management for
patients with these PCa UH types.

Functional outcomes after RARP are clearly multifacto-
rial and affected by intraoperative (eg, nerve-sparing sur-
gery, urethral length, and strategies for bladder neck
preservation and reconstruction) and postoperative factors
(eg, rehabilitation programs). Our results can be explained
in part by the higher aRT rates for UH. Nevertheless, this
study does shed some light on the myths of unconventional
PCa histology, and help substantiate our patient coun-
selling. Further studies are warranted to elucidate the asso-
ciation between UH and inferior functional outcomes.
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Our study has several limitations: (1) the retrospective
nature of the data collected; (2) the lack of central review
of histological specimens; (3) the lack of preoperative imag-
ing details and data for patients treated primarily with RT;
(4) the omission of rarer UH entities such as mucinous/neu-
roendocrine disease; (5) the use of nonstandardized follow-
up protocols among the participating centers; and (6) the
relatively short follow-up (2.8 yr) for our series. The authors
hope this cohort acts as a milestone in our pursuit for the
optimal management of rarer disease, although further
prospective studies are certainly needed to confirm our
findings.
5. Conclusions

For patients with PCa treated with RARP, the presence of
UH (CP, DAC, or IDC) was associated with a higher rate
of early BCR in comparison to pure AC (GG 1–3). More-
over, the presence of DAC or IDC predicted a higher rate
of aRT receipt. In terms of functional results, presence of
any of the three UH types investigated here predicted
two-fold higher risk of erectile dysfunction at 1 yr after
RARP, and CP was also associated with higher risk of
incontinence. Patients diagnosed with these UHs should
be well counselled about such risk, followed up more
stringently, and educated about the higher likelihood of
multimodal treatment.
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Tumor localization by Prostate 
Imaging and Reporting and Data 
System (PI‑RADS) version 2.1 
predicts prognosis of prostate 
cancer after radical prostatectomy
Ayumi Fujimoto 1, Shinichi Sakamoto 1*, Takuro Horikoshi 2, Xue Zhao 1, Yasutaka Yamada 1, 
Junryo Rii 1, Nobuyoshi Takeuchi 1, Yusuke Imamura 1, Tomokazu Sazuka 1, 
Keisuke Matsusaka 3, Jun‑ichiro Ikeda 4 & Tomohiko Ichikawa 1

An improved reading agreement rate has been reported in version 2.1 (v2.1) of the Prostate 
Imaging and Reporting and Data System (PI‑RADS) compared with earlier versions. To determine 
the predictive efficacy of bi‑parametric MRI (bp‑MRI) for biochemical recurrence (BCR), our study 
assessed PI‑RADS v2.1 score and tumor location in Japanese prostate cancer patients who underwent 
radical prostatectomy. Retrospective analysis was performed on the clinical data of 299 patients 
who underwent radical prostatectomy at Chiba University Hospital between 2006 and 2018. The 
median prostate‑specific antigen (PSA) level before surgery was 7.6 ng/mL. Preoperative PI‑RADS 
v2.1 categories were 1–2, 3, 4, and 5 in 35, 56, 138, and 70 patients, respectively. Tumor location on 
preoperative MRI was 107 in the transition zone (TZ) and 192 in the peripheral zone (PZ). BCR‑free 
survival was significantly shorter in the PZ group (p = 0.001). In the total prostatectomy specimens, 
preoperative PI‑RADS category 5, radiological tumor location, pathological seminal vesicle invasion, 
and Grade Group ≥ 3 were independent prognostic factors of BCR. These four risk factors have 
significant potential to stratify patients and predict prognosis. Radiological tumor location and 
PI‑RADS v2.1 category using bp‑MRI may enable prediction of BCR following radical prostatectomy.

Prostate cancer was the second most common male cancer and the fifth leading cause of cancer death worldwide 
in 2020 (GLOBOCAN 2020)1. More than 1.4 million new cases and 375,000 deaths due to prostate cancer are 
estimated to occur globally per year. Radical prostatectomy remains one of the standard treatments procedure 
for localized prostate cancer, whereas active surveillance enhances clinical benefits for the low-risk group of 
prostate  cancer2. However, pathological Grade Group (GG) may occasionally be overestimated or underesti-
mated in patients who undergo radical prostatectomy for locally advanced prostate cancer at the initial biopsy. 
Misclassification of tumor risk at diagnosis leads to inadequate treatment, which is associated with inferior 
outcomes that include BCR and worse survival. The precise staging and estimation of malignancy are essential 
in the treatment strategies for localized prostate cancer.

In the diagnosis of prostate cancer, detection and localization of malignant lesions are performed using  MRI3. 
The Prostate Imaging and Reporting and Data System (PI-RADS) was issued in 2012 by the European Society of 
Urogenital Radiology (ESUR) as a standardized guideline for the imaging and interpretation of prostate MRI. 
PI-RADS is also used in evaluating and reporting of prostate cancer on multiparametric MRI (mp-MRI)4. In 
2015, the ESUR published PI-RADS v2.05, followed by the revised PI-RADS v2.1 in  20196. In PI-RADS v2.1, 
some cases changed the TZ category from 2 to 1 or 3. TZ assessment for category 2 lesions requires background 
assessments. TZ nodules that were 2 points in PIRADS v2 are downgraded to 1 point if the nodule is similar 
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to the background. For a case with T2W score of 2, if the DWI score is 4 or 5, the overall PI-RADS category is 
upgraded from 2 to 3.

A previous study has indicated the equivalent utility of bi-parametric MRI (bp-MRI) and multi-parametric 
MRI (mp-MRI)7. The clinical value of PI-RADS v2.0 with bp-MRI and pathological Grade Group to predict BCR 
following radical prostatectomy also has been  reported8. Patients with renal dysfunction or an allergy to contrast 
agent are not able to undergo dynamic contrast-enhanced (DCE) MRI. Investigation of a method for detection of 
prostate cancer in these patients is a pressing clinical issue. In this regard, bp-MRI can be used without contrast 
agent for imaging prostate tumors. Although PI-RADS v2.1 based on MRI has become the standard option for 
evaluation of the prostate, as yet there is limited evidence regarding PI-RADS v2.1 and the prediction of BCR 
after prostatectomy, particularly for bp-MRI. There is also evidence that tumor location influences the prognosis 
of localized prostate  cancer9. Based on this evidence, we hypothesize that tumor location as well as MRI findings 
influence the outcome of radical prostatectomy.

Therefore, the aim of the present study was to examine the prognostic significance of the bp-MRI findings of 
prostate cancer for BCR, including location and PI-RADS v2.1 category.

Results
Patient characteristics. Table  1 lists the characteristics of the 299 patients that were analyzed in our 
study. Median follow-up was 49.8 months after radical prostatectomy, median PSA (ng/mL) was 7.6 ng/mL, and 
median age at operation was 67 years. Open radical prostatectomy (ORP), laparoscopic radical prostatectomy 
(LRP), and robotic-assisted radical prostatectomy (RARP) were performed in 33 (11.0%), 76 (25.4%), and 190 
(63.5%) patients, respectively. Lymph node dissection was performed in 234 patients (78.3%). The PI-RADS v2.1 
category of the index tumor was 1–2, 3, 4, and 5 in 35 (11.7%), 56 (18.7%), 138 (46.2%), and 70 (23.4%) patients, 
respectively. Of the 299 patients, 71 (23.7%) had extra-prostatic extension and 89 (29.8%) specimens had a posi-
tive resection margin. Seminal vesicle invasion was found in 28 (9.4%) of patients. Pathological Grade Groups 
1, 2, 3, 4, and 5 were diagnosed in 23 (7.7%), 123 (41.1%), 93 (31.1%), 24 (8.0%), and 35 (11.7%) of patients, 
respectively (Table 1).

Forty-eight patients (16.1%) experienced BCR during the observation period. Baseline PSA, PI-RADS cat-
egory, radiological location, Pathological Grade Group, resection margin positive (RM+), and seminal vesicle 
invasion positive (SV+) results were significantly different between the two groups of patients with or without 
biochemical failure (Table 2).

Cox proportional hazard models for BCR. Univariate Cox proportional hazard model identified the 
following as significant factors for BCR: initial PSA ≥ 7.6 ng/mL (p = 0.0319), extra-prostatic extension (EPE) 
positive (p < 0.0001), RM+ (p < 0.0001), SV+ (p < 0.0001), Pathological Grade Group ≥ 3 (p < 0.0001), lymph 
node metastases (p = 0.013), radiological tumor location at PZ (p = 0.002), and PI-RADS category 5 (p < 0.0001) 
(Table 3).

Table 1.  Patient characteristics. PSA prostate-specific antigen, PI-RADS Prostate Reporting and Imaging and 
Data System, TZ transition zone, PZ peripheral zone.

Characteristics

Total patients 299

Median age at surgery (range), y 67 (46–77)

Median PSA (range), ng/mL 7.6 (2.3–87.16)

PI-RADS v2.0 score, n (%)

 1–2/3/4/5 66 (22.1%)/25 (8.4%)/138 (46.2%)/70 (23.4%)

PI-RADS v2.1 score, n (%)

 1–2/3/4/5 35 (11.7%)/56 (18.7%)/138 (46.2%)/70 (23.4%)

Radiological location (TZ/PZ) 107/192

Surgical approach n (%)

 Open/laparoscopic/robot-assisted 33 (11.0%)/76 (25.4%)/190 (63.5%)

 Lymph node dissection, n (%) 234 (78.3%)

Pathological Grade Group, n (%)

 1/2/3/4/5 23 (7.7%)/123 (41.1%)/93 (31.1%)/24 (8.0%)/35 (11.7%)

Undiagnosed 1 (0.3%)

Extraprostatic extension (EPE1), n (%) 71 (23.7%)

Resection margin (RM+), n (%) 89 (29.8%)

Seminal vesicle invasion (SV+), n (%) 28 (9.4%)

Lymph node metastasis (N1), n (%) 4 (1.3%)

Median observation period (months) 49.8

Biochemical failure, n (%) 48 (16.1%)
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Multivariate analysis identified the following as independent risk factors for BCR: Pathological Grade 
Group ≥ 3 (p = 0.0174), radiological tumor location at PZ (p = 0.0157), seminal vesicle invasion positive 
(p = 0.0103), and PI-RADS category 5 (p = 0.0015).

Kaplan–Meier analysis. We performed Kaplan–Meier analysis to analyze factors identified as signifi-
cant in the multivariate Cox proportional hazard model, which were radiological location at PZ (p = 0.001) 
(Fig. 1A), pathological Grade Group 3 (Fig. 1B), seminal vesicle invasion (SV+) (Fig. 1C), and PI-RADS category 
5 (Fig. 1D) (all p < 0.0001). We built our original prediction model based on these four risk factors accordingly.

Prognostic model for BCR using v2.1. We propose a new scoring system that classifies the risk catego-
ries by the four factors (Pathological Grade Group ≥ 3, radiological location at PZ, seminal vesicle invasion, and 
PI-RADS category 5) predictive of BCR after radical prostatectomy (Fig. 2A). One point is assigned for each 
positive factor, and the points are summed to give the total score. We divided the patients into three groups 
according to the summed score, as follows: score 0–2, low-risk group; 3 points, intermediate-risk group; and 4 
points, high-risk group. There were 248 (82.9%), 39 (13.0%), and 12 (4.0%) patients in the low-, intermediate-, 
and high-risk groups, respectively. The Kaplan–Meier method was used to evaluate prognosis. Prognosis for 
BCR was the worst in the high-risk group. This novel prognostic model for BCR, which takes into account PI-
RADS v2.1 as well as clinical factors, enables differentiation of patients according to risk factors for PFS between 
high- and intermediate-risk (p = 0.0065), intermediate- and low-risk (p < 0.0001), and low- and high-risk groups 
(p < 0.0001) (Fig. 2B).

Radiological location as a preoperative predictive factor. Radiological location in the PZ was a 
worse prognostic factor than in the TZ (Fig. 1A). Patients with tumors in the radiological TZ had a lower BCR 
rate (7.5%) compared with those in the radiological PZ (20.8%) (p = 0.0075) (Table 2). We divided patients into 
two groups according to the radiological location (radiological TZ and PZ groups).

The univariate Cox proportional hazard model found no factors of significance for BCR in the TZ group, 
whereas the PZ group showed significant differences in terms of EPE positive (p < 0.0001), RM positive 
(p < 0.0001), SV positive (p < 0.0001), GG ≥ 3 (p = 0.0003), lymph node metastases (p = 0.0388), and PI-RADS 

Table 2.  Clinical characteristics according to presence or absence of BCR. PSA prostate-specific antigen, 
PI-RADS Prostate Reporting and Imaging and Data System, BCR biochemical recurrence, TZ transition zone, 
PZ peripheral zone. **p < 0.01.

Characteristic With BCR Without BCR p value

No. patients (%) 48 (16.1%) 251 (83.9%) –

Median baseline PSA (range), ng/mL 10.61 (4.15–47.35) 7.22 (2.3–87.16) 0.0026**

PI-RADS v2.1 category, n 1 (0), 2 (1), 3 (7), 4 (15), 5 (25) 1 (19), 2 (15), 3 (49), 4 (123), 5 (45) < 0.0001**

PI-RADS v2.1 category 5, n (%) 25 (52.1%) 45 (17.9%) < 0.0001**

Radiological location, TZ/PZ 8 (16.7%)/40 (83.3%) 99 (39.4%)/152 (60.6%) 0.0075**

Pathological Grade Group 3–5, n 40 (83.3%) 112 (44.6%) < 0.0001**

Resection margin positive, n (%) 30 (62.5%) 59 (23.5%) < 0.0001**

Seminal vesicle invasion, n (%) 15 (31.3%) 13 (5.18%) < 0.0001**

Lymph node metastasis, n (%) 2 (4.2%) 2 (0.8%) 0.1763

Table 3.  Uni- and multivariate Cox proportional hazard models for BCR-free survival. Significant values are 
in bold. PSA prostate-specific antigen, EPE extraprostatic extension, RM resection margin, SV seminal vesicle, 
PZ peripheral zone, PI-RADS Prostate Reporting and Imaging and Data System, BCR biochemical recurrence, 
HR hazard ratio, CI confidence interval. *p < 0.05; **p < 0.01.

Variable

Univariate Multivariate

HR 95%CI p value HR 95%CI p value

Age at surgery > 67 y 1.02 0.57–1.81 0.9489

Initial PSA > 7.63 1.92 1.06–3.48 0.0319* 1.24 0.65–2.34 0.5169

EPE positive 5.39 2.88–10.08 < 0.0001** 1.31 0.57–2.99 0.7719

RM positive 4.59 2.49–8.46 < 0.0001** 2.17 1.01–4.68 0.083

SV invasion positive 8.54 4.54–16.06 < 0.0001** 2.65 1.26–5.58 0.0103*

Grade Group 3–5 6.40 2.86–14.31 < 0.0001** 2.82 1.20–6.64 0.0174*

Lymph node metastases 6.07 1.46–25.18 0.013* 2.31 0.49–10.9 0.2927

tumor location (PZ) 3.56 1.59–7.97 0.002** 2.96 1.23–7.11 0.0157*

PI-RADS category 5 4.20 2.36–7.44 < 0.0001** 2.8 1.48–5.29 0.0015**
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category 5 (p < 0.0001). Furthermore, multivariate analysis identified RM positive (p = 0.0219), SV positive 
(p = 0.0114), Grade Group ≥ 3 (p = 0.0201), and PI-RADS category 5 (p = 0.0001) as independent risk factors 
(Table 4).

It appears that preoperative PI-RADS location can predict the incidence of postoperative BCR. Patients with 
tumor in the radiological PZ region are more likely to suffer BCR if this finding is combined with the above four 
factors (RM positive, SV positive, Grade group ≥ 3, and PI-RADS category 5) following radical prostatectomy.

Effect of radiological localization on efficacy of predictive factors. Tumors located in the TZ had 
a better prognosis for BCR (Table 4). Kaplan–Meier analysis among the radiological PZ tumors identified PI-
RADS category 5 (p < 0.0001) and Grade Group ≥ 3 (p < 0.0001) as significant factors predictive of BCR. For 
tumors located in the TZ, neither of these factors was predictive of BCR (p = 0.6702 and p = 0.2890, respectively) 
(Fig. 3).

These results indicate that Grade group ≥ 3 and PI-RADS category 5 could be used to assess the likely occur-
rence of BCR in PZ tumors, and show that the efficacy of the predictive factors varies according to the radiological 
location.

Discussion
The present study is the first to report that BCR after radical prostatectomy can be predicted by preoperative MRI 
tumor location evaluated by PI-RADS v2.1. Our results showed that zonal location of the tumor on preoperative 
MRI was a significant predictor of BCR. Based on the factors remaining by multivariate analysis for prediction 
of BCR, we propose a novel risk-classification model based on the following: PZ lesion on MRI, Pathological 
Grade Group ≥ 3, seminal vesicle invasion, and PI-RADS category 5. Classification of patients into the low-risk 
(0–2 points), intermediate-risk (3 points), and high-risk (4 points) groups predicted the prognosis of localized 
prostate cancer patients with statistically significant accuracy. The proposed risk classification system may con-
tribute to the development of treatment strategies for localized prostate cancer.

Takahashi et al. reported that in radical prostatectomy specimens of Japanese patients, approximately 40% of 
prostate cancer originated in the  TZ10. Compared to Caucasian men, Japanese patients had a greater incidence 
of TZ cancer. The pathological characteristics of TZ and PZ cancer are similar except for pathological T stage in 

Figure 1.  Kaplan–Meier analysis of factors identified as significant for BCR in the multivariate Cox 
proportional hazard model. (A) Radiological location. PFS in BCR was worse in tumors with radiological 
location in the PZ than in the TZ (p = 0.001). (B) Pathological Grade Group (GG). (C) Seminal vesicle invasion. 
(D) PI-RADS category (PC) 5. Tumors with Grade Group (3–5), seminal vesicle invasion (SV+), and PI-RADS 
category 5 had worse PFS in BCR (p < 0.0001, p < 0.0001, and p < 0.0001, respectively) compared with Grade 
Group (1–2), SV-, and PI-RADS category (1–4).
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the case of autopsy and cystoprostatectomy for bladder  cancer11. TZ cancers are associated with decreased odds 
of adverse pathological findings and demonstrate improved recurrence-free survival. These favorable outcomes 
appear to be the result of different tumor  biology12. Understanding the biology of tumors originating in differ-
ent prostate zones will enable zone-specific  therapies13. The present study revealed that for prediction of BCR, 
the efficacy of Grade group ≥ 3 and PI-RADS category 5 differed between the radiological TZ and PZ. This risk 
criterion may predict BCR after radical prostatectomy and enable optimization of zone-specific therapeutic 
strategy. As discussed in a previous  report13, zone-specific strategies may be considered when choosing between 
active surveillance, radical prostatectomy, and extended lymph node dissection in patients with Gleason Score 
and T stage in the same category but in different location. The rationale for the zone-specific strategy may be 
explained by the difference in the genetic background and biomarker between TZ and PZ, which will lead to the 
difference in the therapeutic response and  prognosis13.

Previous studies have shown that seminal vesicle invasion and extraprostatic extension predict BCR after 
radical prostatectomy are related to predictive  factors14–16. A positive surgical margin affects the incidence of 
 BCR17,18. BCR risk is significantly higher for posterior-positive surgical margin than for other positive surgical 
 margins19. Broad and anterior positive surgical margin has the highest risk of recurrence after radical perineal 
 prostatectomy20. Prognosis was worse in the case of positive seminal vesicle invasion on preoperative MRI com-
pared with negative seminal vesicle  invasion21.

Several reports have evaluated oncological outcomes in patients with negative mp-MRI. Vinayak reported 
that patients with negative MRI findings (PI-RADS v2.0 score ≤ 2) who underwent radical prostatectomy had 
oncological outcomes comparable with positive MRI findings (PI-RADS v2.0 score ≥ 3) in terms of clinically 
significant prostate cancer rates, positive surgical margins, and BCR  rates22. Shin et al. assessed patients with 
PI-RADS categories 4–5 on preoperative MRI who underwent prostatectomy and concluded that prognosis was 
predicted by the location of the lesion on preoperative  MRI23.

In the present study, we analyzed patients with PI-RADS categories 1–5, not just categories 4–5. We found that 
prognosis was predicted by tumor location in PI-RADS v2.1 category 5 by MRI. To the best of our knowledge, 

Figure 2.  Novel prognostic model for BCR that combines PI-RADS v2.1 and clinical factors. (A) Novel 
prognostic model for BCR. The scoring system classifies the risk category according to the four factors 
predictive of BCR after radical prostatectomy. (B) Kaplan–Meier curve according to the novel prognostic model. 
The total score is the summed score of all positive factors (one point each). We divided the patients into three 
groups according to the summed score. Patients with a score of 0–2 were defined as the low-risk group (n = 248), 
those with 3 points as the intermediate-risk group (n = 39), and those with 4 points as the high-risk group 
(n = 12). Risk classification significantly differentiated the PFS of BCR between the high- and intermediate-risk, 
between the intermediate- and low-risk, and between the low- and high-risk groups (p = 0.0065, p < 0.0001, 
p < 0.0001).

Table 4.  Difference in the predictive factors between the radiological location. Significant values are in bold. 
PSA prostate-specific antigen, EPE extraprostatic extension, RM resection margin, SV seminal vesicle, N+: 
ymph-node positive, PI-RADS Prostate Reporting and Imaging and Data System, PZ peripheral zone, TZ 
transition zone. *p < 0.05; **p < 0.01.

Variable

PZ TZ

Univariate Multivariate Univariate

HR 95% CI p value HR 95% CI P value HR 95% CI p value

Age at surgery > 67 y 1.01 0.54–1.89 0.9653 1.03 0.23–4.65 0.9628

Initial PSA > 7.63 1.64 0.86–3.11 0.1307 3.00 0.58–15.5 0.1895

EPE positive 5.49 2.74–11.03 < 0.0001** 1.38 0.57–3.32 0.478 2.46 0.45–13.4 0.4922

RM positive 4.97 2.46–10.04 < 0.0001** 2.63 1.15–6.03 0.0219* 1.52 0.29–7.83 0.8832

SV invasion positive 7.78 3.96–15.3 < 0.0001** 2.72 1.25–5.90 0.0114* 4.83 0.57–41.2 0.1501

Grade Group 3–5 6.75 2.40–19.0 0.0003** 3.61 1.22–10.6 0.0201* 2.32 0.47–11.5 0.3032

N+ 4.52 1.08–18.9 0.0388* 2.57 0.54–12.3 0.2381 – – –

PI-RADS category 5 5.63 3.00–10.6 < 0.0001** 3.85 1.93–7.70 0.0001** 0.63 0.76–5.27 0.6729
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this is the first study to report the ability of zonal location on preoperative MRI to predict post-operative BCR 
of prostate cancer using PI-RADS v2.1.

Differences in evaluation between PI‑RADS v2.0 and PI‑RADS v2.1. There are three significant 
differences between PI-RADS v2.1 and v2.0 in evaluating scoring. First, the definitions of scores 1 and 2 have 
been revised for TZ lesions on T2WI. Second, on evaluating the total score in TZ, a DWI score of 4 or 5 elevates 
the overall PI-RADS assessment category from 2 to 3 for lesions receiving a T2WI score of 2. Third, the defini-
tions for DWI scores of 2 and 3 have been revised for lesions located in TZ/PZ. As PI-RADS v2.1 improves inter-
reader reproducibility, these revisions may contribute to increased diagnostic  performance6,24. We have previ-
ously reported that bp-MRI and Grade Group predict BCR after radical  prostatectomy8. In the present study, we 
analyzed the predictive ability of location on preoperative MRI and evaluation using the new categorization in 
PI-RADS v2.1 in a large number of patients who underwent radical prostatectomy. In our study, changing to the 
PI-RADS v2.1 criteria resulted in a change in classification for 40 of the 299 patients. The data of these 40 patients 
are summarized in Supplementary Table 1.

Limitations. There are several limitations of this study. First, the number of patients analyzed was relatively 
limited and the evaluations were performed retrospectively. We plan to confirm our results in multi-institutional 
and prospective settings. Second, the median follow-up period was 49.8 months, and thus assessment related 
to survival was inadequate. It is necessary to assess oncological outcomes in a longer term. Third, surgery was 
performed mainly by three surgeons. The differences in prognosis may have been affected by the surgeons’ skills. 
Finally, patients of a single Asian race were investigated in our study. The incidence of and deaths due to prostate 
cancer are lower in the Asian population than in the Western  population25, which might have some impact on 
the generalizability of our results.

Conclusion
To the best of our knowledge, this is the first report to evaluate the risk of BCR by radiological tumor location by 
PI-RADS v2.1 category on preoperative MRI and by pathological diagnosis. We propose a novel risk-classification 
model based on the following independent risk factors: PZ location on MRI, Pathological Grade Group ≥ 3, semi-
nal vesicle invasion, and PI-RADS category 5. This risk model could be applied to constructing and optimizing 
treatment strategies for patients with localized prostate cancer.

Figure 3.  Kaplan–Meier analysis of efficacy of predictive factors according to radiological location. In PZ 
tumors, PI-RADS category 5 and Grade group ≥ 3 were significant predictive factors of BCR (p < 0.0001 and 
p < 0.0001, respectively). In TZ tumors, PI-RADS category 5 and Grade group ≥ 3 were not predictive of BCR 
(p = 0.6702 and p = 0.2890, respectively). These findings illustrate that the efficacy of GG ≥ 3 and PI-RADS 
category 5 differ according to the radiological location of the tumor.
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Materials and methods
Clinical data from 299 patients who had undergone radical prostatectomy at Chiba University Hospital between 
2006 to 2018 were retrospectively investigated. Ethics declaration: The study was approved by the Research eth-
ics committee of the graduate school of medicine, Chiba University (approval number 2718). Informed consent 
was obtained from all participants and/or their legal guardians. The present study was conducted in accordance 
with ethical standards that promote and ensure respect and integrity for all human subjects and the Declaration 
of Helsinki. All experiments were performed in accordance with relevant named guidelines and regulations. 
The clinical factors of Gleason score, pathological features, and clinical tumor location were obtained from the 
patients’ medical records. Radical prostatectomy was performed by one of three surgical approaches (open, lapa-
roscopic, and robot-assisted). Lymph node dissection was performed in 234/299 patients (78.3%). All patients 
underwent preoperative MRI followed by prostate biopsy and total prostatectomy.

We compared each patient’s scores for Prostate Imaging Reporting and Data System (PI-RADS) version 2.1 
and version 2.0, based on bp-MRI. Overall survival and BCR-free survival were evaluated by the Kaplan–Meier 
method.

Definition of PSA progression. Using the definition of the Prostate Cancer Clinical Trial Working Group 
2 (PCWG2)26, we defined BCR as an elevation in PSA of ≥ 0.2 ng/mL after radical prostatectomy, which was 
confirmed in two consecutive measurements obtained at least 2 weeks apart. We defined the operation date as 
the date of PSA failure if PSA was ≥ 0.2 ng/mL after radical prostatectomy.

MRI protocol. All enrolled patients underwent prostate MRI at 3  T prior to prostate biopsy. MRI was 
obtained with T1-weighted, T2-weighted, and diffusion-weighted imaging (DWI), and apparent diffusion coef-
ficient maps were generated with b values of 0 and 1000 s/mm2. We used a high b-value (b = 2000) for DWI. bp-
MRI comprised T2-weighted imaging and DWI. The radiologist used both bp-MRI and the apparent diffusion 
coefficient maps to determine the PI-RADS score.

PI‑RADS v2.1. The PI-RADS scores were evaluated on non-contrast-enhanced bp-MRI by one radiologist 
(T.H.) with over 10 years of experience in diagnostic radiology. Using the scoring method of PI-RADS v2.1, each 
patient’s score was recorded using a 5-point scale (1–5) and the zonal location. PI-RADS v2.1 was designed to 
improve detection, location, characterization, and risk stratification in patients with suspected cancer in treat-
ment-naive prostate glands, with the overall objective of improving outcomes for patients. The changes incor-
porated in PI-RADS v2.1 were revised scoring of DWI in all zones in categories 2–3, and scoring of the overall 
assessment category in TZ. In TZ, a DWI score of 4 or 5 elevates the overall PI-RADS assessment category from 
2 to 3 for lesions that receive a T2W score of 2. PI-RADS v2.1 states that T2-weighted images should be evaluated 
in the axial plane and in at least one additional orthogonal  plane27.

Statistical analysis. We performed univariate and multivariate Cox proportional hazard analyses to evalu-
ate hazard ratios for BCR-free survival. Cut-offs of continuous variables were selected according to median 
values. Hazard ratios and 95% confidence intervals were derived. Kaplan–Meier methods were used for survival 
analysis. Statistical analysis was performed using JMP 14.2.0 (SAS Institute, Cary, NC, USA). Significance was 
considered at p < 0.05.

Data availability
The data sets used and analyzed in the current study are available from the corresponding authors upon reason-
able request.
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Abstract. Background/Aim: The purpose of this study was to
examine the prognostic value of Prostate imaging-reporting
and data system (PI-RADS) v2.1 scoring system in patients
who underwent radical prostatectomy (RP). Patients and
Methods: Clinical data of 294 patients who received RP
between 2006 and 2018 were reviewed and multiple
parameters including PI-RADS v2.1 score were employed to
identify predictive factors for biochemical recurrence (BCR).
Tumor volume was calculated from prostatectomy specimens.
Results: Median age at operation and initial PSA level were
67 years old and 7.68 ng/ml, respectively. 44.9 and 24.8% of
patients were diagnosed with PI-RADS score 4 and 5 prior to
biopsies, respectively. BCR was observed in 17% of patients
and median observation period was 63.43 months. After
multivariate analysis, PI-RADS v2.1 score 5 [hazard ratio
(HR)=2.24, p=0.0124] was an independent predictive factor
of BCR in addition to clinical T stage (≥2c) (HR=2.32,
p=0.0093) and biopsy Gleason score (≥8) (HR=2.81,
p=0.0007). Furthermore, PI-RADS score 5 significantly
stratified the prognosis in D’Amico intermediate- and high-
risk groups (p=0.0174 and p=0.0013, respectively). We
established novel risk classifications including PI-RADS v2.1
score and found that prognostic capabilities were improved as
compared to the D’Amico classification. Conclusion: The PI-
RADS v2.1 score exhibited significant prognostic value in
patients with localized prostate cancer following RP. Risk

classifications based on PI-RADS v2.1 score might provide
better ability for predicting oncological outcomes as compared
to the D’Amico classification system. 

Prostate cancer is the most commonly diagnosed cancer
among men with approximately 280,000 cases and the second
leading cause of cancer death with 34,700 cases in men in the
United States (1, 2). Clinically localized PCa has an
extremely favorable prognosis, however, early biochemical
recurrence (BCR) may occur in some cases after definitive
treatment, requiring adjuvant therapy. Previous studies have
attempted to develop useful models to predict prognosis after
radical prostatectomy (RP). For instance, the D’Amico
classification system was proposed as an optimal staging
system following local treatment such as RP and radiotherapy
(3). Thereafter, this classification including Gleason score
sum (GS), prostate-specific antigen (PSA) level, and clinical
T stage, has been widely used for risk stratification in patients
with localized PCa. However, better risk-based classification
systems using preoperative factors are required to enable
better informed decision-making regarding treatment.

The Prostate Imaging-Reporting and Data System (PI-
RADS) scoring system was first proposed to represent cancer
lesion and aggression using muti-parametric magnetic
resonance imaging (mp-MRI) in 2012 by the European Society
of Urogenital Radiology (ESUR) (4). Thereafter, several
improvements have been made, and version 2.1 is currently in
clinical use (5, 6). This system assesses the detectable lesions
by mp-MRI and scores the degree of clinically significant
cancer lesions (4). The PI-RADS v2.1 scoring system has
previously been reported to detect clinically significant prostate
cancer, improve the diagnostic accuracy, and avoid unnecessary
prostate biopsies (7). However, little is known about its clinical
significance as a prognostic predictor after definitive treatment.
Given that the PI-RADS scoring system is relevant to
likelihood of prostate cancer, in other words, might be related
to the size of the cancer lesions on MRI findings, it may be
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useful to develop a risk classification prior to local therapy for
predicting oncological outcomes. The D’Amico classification
system was originally developed in 1998 and has since been
widely applied in approaches for assessing prostate cancer risk
(8-10). This classification system was designed to evaluate the
risk of recurrence following local treatment of prostate cancer
and is used to make more informed decisions regarding their
treatment options.

In the present study, we hypothesized that preoperative PI-
RADS v2.1 scoring system would improve the accuracy of
predicting postoperative BCR by modifying the existing risk
classifications such as the D’Amico classification system.
Herein, we explored the clinical utility of preoperative PI-
RADS v2.1 score and established a novel risk classification for
better prediction of clinical outcomes in patients undergoing RP.

Patients and Methods
Patients. Clinical data from 294 patients who underwent RP at Chiba
University Hospital and affiliated institutions between 2006 and 2018
were reviewed. Enrolled patients had undergone prostate needle
biopsies and diagnosed with prostate adenocarcinoma with GS
classification by the pathologists. All patients underwent RP without
neoadjuvant hormone therapy using open, laparoscopic, and robot-
assisted procedures. The present study was approved by all institutional
review boards and informed consent was obtained from all patients.

Data collection. We investigated the following clinical data for each
patient: age at operation, initial PSA (iPSA) level prior to biopsies,
prostate volume, biopsy GS sum (bGS), clinical TNM classification,
and pathological outcomes of the prostate specimen. The following
method was used to measure tumor volumes of prostatectomy
specimens (11). All specimens were sectioned transversely at 5-mm
intervals and submitted as whole sections. If multiple tumors were
present, only the index tumor was measured. All slides containing
cancer lesions were imported into ImageJ (National Institutes of Health,
Bethesda, MD, USA). Tumor volume was determined by scanning the
specimen sections and analyzing the area of the tumor using ImageJ.
The following formula was used: total tumor volume (ml)=tumor area
× specimen thickness × 1.1 (shrinkage corrected) (11).

MRI protocol and PI-RADS v2.1 scoring system. All patients
underwent MRI of the prostate at 3T prior to prostate biopsy. MRI
was performed using T1-weighted, T2-weighted, and diffusion-
weighted imaging (DWI) sequences to produce an apparent
diffusion coefficient map. A high b value (b=2,000) was used for
DWI. MRI consisted of T2-weighted images and DWI. Both the bi-
parametric MRI (bp-MRI) comprising T2-weighted imaging and
DWI, and the apparent diffusion coefficient map were employed by
the radiologist to determine the PI-RADS v2.1 score. 

PI-RADS v2.1 scores were assessed by the radiologist with non-
contrast bp-MRI. The score for each patient was documented using
the PI-RADS v2.1 scoring method (5-point scale). The
modifications implemented in PI-RADS v2.1 were the scoring of
DWI in all zones in categories 2-3 and the revised scoring of the
overall rating category in the transition zones (TZs). A DWI score
of 4 or 5 elevated the overall PI-RADS rating category from 2 to 3
for lesions with a T2W score of 2 in a TZ (12).

Definition of biochemical recurrence (BCR). The Prostate Cancer
Clinical Trial Working Group 2 (PCWG2) definition was employed
to determine BCR in the present study (13). BCR was defined as a
PSA concentration ≥0.2 ng/ml following RP, measured on two
consecutive occasions at least 2 weeks apart. The date of surgery
was defined as the date of BCR if PSA level was ≥0.2 ng/ml even
postoperatively.

Statistical analysis. Student’s t-test and the χ2 test were used for
comparisons between groups. Kaplan–Meier methods (log-rank test)
and Cox proportional hazard models were implemented to evaluate
the clinical outcomes and predictive factors. Multivariate analysis
was performed with clinical parameters showing statistical
significance in univariate analyses. JMP Pro 15 (SAS Institute,
Tokyo, Japan) was used to for statistical analyses. Statistical
significance was set at the level of p<0.05.

Results

Patients background. The study included 294 patients with
localized prostate cancer. Median age and PSA level at
operation were 67 years old and 7.68 ng/ml, respectively
(Table I). Pre-biopsy PI-RADS v2.1 score was 44.9% for
score 4 and 24.8% for score 5. Sixty-seven patients (22.8%)
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Table I. Patient background.

No. of patients                                                                294
Median age at diagnosis (range), years                     67 (46-77)
Median initial PSA (range), ng/ml                     7.68 (0.02-87.16)
Prostate volume (range) ml                                  29 (10.97-112)
PI-RADS v2.1 score  n (%)                                              
  ≤3                                                                             89 (30.3)
  4                                                                               132 (44.9)
  5                                                                                73 (24.8)
Clinical T stage, n (%)                                                      
  ≤2b                                                                          213 (72.9)
  ≥2c                                                                            79 (27.0)
Biopsy GS, n (%)                                                              
  ≤7                                                                            227 (77.2)
  ≥8                                                                             67 (22.8)
Surgical procedures                                  33 (11.2)/77 (26.2)/184 (62.6)
(Open/LRP/RARP), n (%)

Pathological T stage, n (%)                                               
  ≤2b                                                                          213 (72.9)
  ≥2c                                                                            79 (27.0)
Pathological GS, n (%)                                                     
  ≤7                                                                            231 (79.3)
  ≥8                                                                             60 (20.7)
RM, n (%)                                                                  88 (31.2)
Tumor volume (ml)                                             1.88 (0.02-25.02)
Biochemical recurrence, n (%)                                   50 (17)
Median observation period                               63.43 (4.87-161.47)
(range), months

PSA: Prostate-specific antigen; PI-RADS: prostate imaging-reporting
and data system; GS: Gleason score; RM: resection margin; LRP:
laparoscopic radical prostatectomy; RARP: robot-assisted radical
prostatectomy.
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were diagnosed with bGS ≥8 prior to surgery. A positive
resection margin (RM) was observed in 31.2% of patients.
Median tumor volume was 1.88 ml and 17% showed BCR
following RP. Median observation period in this study was
63.43 months (Table I).

The prognostic significance of PI-RADS v2.1 scoring system
and its relation to patient backgrounds. We divided patients
into those with PI-RADS v2.1 score ≤3 and those with ≥4
and compared patient backgrounds between groups (Table
II). Patients with a score ≥4 were more likely to be older
(p=0.0465), with a higher iPSA level (p=0.0006), more
advanced T stage (p=0.0002) and classification as high risk
by the D’Amico classification (p=0.0033). A higher
incidence of a positive RM was observed in patients with a
score ≥ 4 as compared to those with a score of ≤3 (39.5 vs.
12.6%, p<0.0001). In addition, higher PI-RADS v2.1 score
was correlated positively with larger tumor volume
(p<0.0001, Table II and Figure 1A). Median tumor volumes
were 0.57 ml, 0.78 ml, 0.73 ml, 1.87 ml, and 4.28 ml for
scores 1-5, respectively (Figure 1A). Kaplan–Meier analysis
showed shorter progression-free survival (PFS) in patients
with PI-RADS v2.1 score 5 than those with ≤4 (p<0.0001,
Figure 1B). Furthermore, to moderate the difference in
patients’ backgrounds, the propensity score-matching (PSM)

method was employed for evaluating the prognostic value.
After 1:1 PSM based on age at operation, initial PSA, and
bGS, a total of 112 patients, 56 each, were considered.
Patients with preoperative PI-RADSv2.1 score 5 had
unfavorable outcomes as compared to those with ≤4
(p=0.0366, Figure 1C).

In addition, we investigated a prognostic significance of
PI-RADS v2.1 score 5 using Cox proportional hazard models
and found that iPSA [hazard ratio (HR)=1.88, p=0.0291],
PSA density (HR=1.09, p=0.0008), clinical T stage (≥2c)
(HR=4.16, p<0.0001), bGS (≥8) (HR=4.37, p<0.0001), and
PI-RADS v2.1 score 5 (HR=4.12, p<0.0001) were associated
with PFS in univariate analyses (Table III). After
multivariate analysis, clinical T stage [HR=2.32, 95%
confidence interval (CI)=1.23-4.38, p=0.0093], bGS
(HR=2.81, 95%CI=1.55-5.1, p=0.0007), and PI-RADS v2.1
(HR=2.24, 95%CI=1.19-4.23, p=0.0124) were found to be
independent prognostic factors for PFS (Table III).

Prognostic value of the D’Amico classification and PI-RADS
v2.1 scoring system. Based on the prognostic importance of
PI-RADS v2.1 score, we hypothesized that PI-RADS v2.1
could improve the capability to predict clinical outcomes of
existing risk classifications (e.g., D’Amico classification).
We confirmed that the D’Amico classification system
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Table II. Characteristics of patients classified according to the prostate imaging-reporting and data system (PI-RADS) v2.1 score.

                                                                                                                                   PI-RADS score                                                                    p-Value

                                                                                                        ≤3 (n=89)                                              ≥4 (n=205)                                               

Median age (range), years                                                             66 (50-76)                                              68 (46-77)                                          0.0465#
Median initial PSA (range), ng/ml                                          6.35 (0.02-25.31)                                   8.33 (2.45-87.16)                                    0.0006#
Median prostate volume (range), ml                                       30.5 (15.95-112)                                    28.1 (10.97-106)                                     0.0004#
Clinical T stage, n (%)                                                                                                                                                                                             0.0002*
  ≤2b                                                                                                81 (94.2)                                                155 (77.1)                                            
  ≥2c                                                                                                  5 (5.8)                                                   46 (22.8)                                             
Biopsy GS, n (%)                                                                                                                                                                                                     0.0006*
  ≤7                                                                                                  78 (87.6)                                                149 (72.7)                                            
  ≥8                                                                                                  11 (12.4)                                                 56 (27.3)                                             
D’Amico classification, n (%)                                                                                                                                                                                 0.0033*
  Low                                                                                               20 (22.5)                                                  15 (7.3)                                              
  Intermediate                                                                                  55 (61.8)                                                 125 (61)                                              
  High                                                                                              14 (15.7)                                                 65 (31.7)                                             
Pathological T stage, n (%)                                                                                                                                                                                   <0.0001*
  ≤2b                                                                                                42 (48.8)                                                 45 (22.6)                                             
  ≥2c                                                                                                44 (51.2)                                                154 (77.4)                                            
Pathological GS, n (%)                                                                                                                                                                                            0.0228*
  ≤7                                                                                                  76 (87.4)                                                154 (75.5)                                            
  ≥8                                                                                                  11 (12.6)                                                 50 (24.5)                                             
RM, n (%)                                                                                       11 (12.6)                                                 77 (39.5)                                         <0.0001*
Tumor volume (ml)                                                                  0.715 (0.02-8.55)                               2.1655 (0.0913-25.02)                              <0.0001#
Biochemical recurrence, n (%)                                                       9 (10.1)                                                   41 (20)                                            0.0309+

PSA: Prostate-specific antigen; GS: Gleason score; RM: resection margin; #Student’s t-test; *χ2 test; +Kaplan-Meier method.
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Figure 1. Prognostic significance of the PI-RADS v2.1 score in patients who underwent radical prostatectomy. (A) Tumor volumes calculated from
prostatectomy specimens at each PI-RADS score. (B) Kaplan–Meier analysis classified by the PI-RADS score ≤4 vs. 5 for progression-free survival
(PFS). (C) Kaplan–Meier analysis classified by the PI-RADS score ≤4 vs. 5 for PFS after propensity score-matching.

Table III. Uni- and multivariate cox proportional hazard models for progression-free survival.

                                                                                              Univariate                                                                                 Multivariate

                                                               HR                           95% CI                        p-Value                      HR                       95% CI                     p-Value

Age (≥67)                                              1.21                         0.69-2.15                        0.5065                        -                               -                                -
Initial PSA (≥7.68)                               1.88                         1.07-3.42                        0.0291                     1.11                     0.56-2.21                    0.7587
Prostate volume (≥29 ml)                    1.09                         0.61-1.92                        0.7741                        -                               -                                -
PSAD                                                    2.79                         1.51-5.51                        0.0008                     1.62                     0.77-3.41                    0.2081
Clinical T stage (≥T2c)                        4.16                         2.30-7.37                      <0.0001                     2.32                     1.23-4.38                    0.0093
Biopsy GS (≥8)                                     4.37                         2.48-7.69                      <0.0001                     2.81                     1.55-5.10                    0.0007
PI-RADS v2.1 score 5                         4.12                         2.36-7.23                      <0.0001                     2.24                     1.19-4.23                    0.0124

HR: Hazard ratio; CI: confidence interval; PSA: prostate-specific antigen; PSAD: PSA density; GS: Gleason score; PI-RADS: prostate imaging-
reporting and data system.
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including clinical T stage, PSA level, and bGS stratified
patient prognosis in our cohort (Figure 2A). Patients with the
D’Amico high-risk had shorter PFS than those with
intermediate risk (p<0.0001, Figure 2A). Of note, PI-RADS
v2.1 score 5 significantly differentiated prognosis in both
intermediate- and high-risk groups in the D’Amico
classification (p=0.0174 and p=0.0013, respectively, Figure
2B). Moreover, patients with intermediate-risk and PI-RADS
v2.1 score 5 showed comparable prognosis as compared to
those with high-risk and PI-RADS v2.1 score ≤4 with 84.8%

and 78.1% in 5-year PFS rate (p=0.8364, Figure 2B). HR
(high vs. others) of the risk classification was improved from
4.74 to 7.2 when combined PI-RADS v2.1 score to the
D’Amico classification (Table IV). This analysis indicated
the importance of PI-RADS v2.1 score in addition to the
D’Amico risk classification for better risk classification
when considering treatment options.

Novel risk classification to predict BCR following RP. We
further proposed a novel risk classification comprising clinical
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Figure 3. Prognostic significance of novel risk classifications. (A) A risk classification based on cT ≥2c, bGS ≥8, and PI-RADS 5. (B) A risk
classification based on PSA ≥7.68, bGS ≥8, and PI-RADS 5.

Figure 2. Validation of the risk classifications for progression-free survival following radical prostatectomy. (A) The D’Amico classification system.
(B) Risk classification integrating the D’Amico classification and PI-RADS v2.1 score.
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T stage (≥2c), bGS (≥8), and PI-RADS v2.1 score from
multivariate analysis (Table III). This novel classification was
defined as low (met 0 factors), intermediate (met 1 or 2
factors), or high (met 3 factors) and Kaplan–Meier analysis
showed significant difference between these three groups (low
vs. intermediate: p=0.0008; intermediate vs. high: p<0.0001)
(Figure 3A). The HR for the high-risk group compared to
others was 9.71 (95%CI=4.38-19.35) (Table IV). 

In addition, we established another risk classification
including PSA (≥7.68 ng/ml), bGS (≥8), and PI-RADS v2.1
score, since PI-RADS score basically reflects cancer size and
might have a positive correlation with clinical T stage. Risk
classification was similarly defined, and significant
differences were observed between low-, intermediate-, and
high-risk groups (p<0.0001 and p=0.0069, respectively)
(Figure 3B). The HR was 7.03 (95%CI=2.66-15.5) (Table
IV). Thus, our risk classification identified a patient
population with extremely poor prognosis, achieving a
higher HR than the conventional classification.

Discussion

Our study revealed the prognostic importance of the
preoperative PI-RADS v2.1 scoring system in patients who
had undergone RP. Higher PI-RADS score was associated
with increased tumor volumes in the RP specimens.
Furthermore, novel risk classifications integrating PI-RADS
v2.1 score and the D’Amico classification were developed
to improve prognostic capability in comparison with the
D’Amico classification alone.

Previous studies have focused on how this scoring system
could improve the accuracy of targeted prostate biopsy and
avoid unnecessary biopsies (7, 14-16). Positive biopsy rates
were significantly improved by fusion prostate biopsy using
PI-RADS 4 and 5 lesions as compared to systematic biopsy
(64% vs. 42.9%, respectively; p=0.035) although inclusion
of PI-RADS 3 did not improve rates, indicating that PI-
RADS ≥4 lesions should be recommended for prostate
biopsy (16). Wang et al. established a nomogram including

bpMRI PI-RADS v2.1 to minimize unnecessary biopsies (7).
They found that a predictive model based on bpMRI could
improve the ability of clinically significant prostate cancer
detection and bpMRI score was correlated strongly with
Gleason grade group (7). These findings indicated the
clinical utility of PI-RADS scoring system to determine the
relevance of performing prostate biopsies.

In addition, several studies have shown that pre-biopsy PI-
RADS score could predict clinical outcomes following
definitive local treatment (17, 18). A systematic review and
meta-analysis revealed that higher PI-RADS v2
classifications were correlated with an increased risk of BCR
after local treatment (18). Gandaglia et al. investigated 804
patients who received prostate biopsies and developed a risk
classification for predicting PSA failure following RP (19).
A predictive model including PI-RADS v2 score achieved
the highest accuracy to predict clinically significant prostate
cancer for identifying patient populations harboring a higher
risk of early recurrence after operation (19). Furthermore, a
recent study proposed simplified PI-RADS (S-PI-RADS)
that is based on bi-parametric MRI (bpMRI) and is easier to
use in clinical practice (20). S-PI-RADS has been found to
enhance the detection and diagnosis of PCa as well as local
recurrence following radiotherapy and RP (20). These results
suggested a prognostic role for PI-RADS v2 classification in
addition to diagnosis prior to prostate biopsies (18).
However, few reports have examined the prognostic
significance of PI-RADS v2.1 since the revision in 2019.

The D’Amico classification system has emerged in 1998
and has become one of the most widely used modalities for
risk assessment of localized prostate cancer (8). The system
is based on tumor stage by serum PSA level, Gleason grade,
and clinical T-score, and divides patients into low-,
intermediate-, and high-risk groups to evaluate the
probability of recurrence (8). These risk groups have been
employed in determining the duration of androgen
deprivation therapy (ADT) when radiation therapy is
administered (21-23). Furthermore, this risk classification
has also been used to determine whether and to what extent
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Table IV. Comparison of the capability of risk classifications to predict progression-free survival.

                                                                                                                                                                         Univariate

                                                                                                                           HR                                          95% CI                                    p-Value

D'Amico classification                                                                                     4.74                                        2.68-8.49                                 <0.0001
D'Amico + PI-RADS v2.1 classification                                                        7.2                                         3.92-12.83                                <0.0001
Our risk classification (cT, bGS, PI-RADS v2.1)                                           9.71                                       4.38-19.35                                <0.0001
Our risk classification (PSA, bGS, PI-RADS v2.1)                                       7.03                                        2.66-15.5                                   0.0004

HR: Hazard ratio; CI: confidence interval; PSA: prostate-specific antigen; GS: Gleason score; PI-RADS: prostate imaging-reporting and data system.
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lymph node dissection should be performed, and to
determine the course of treatment for RP (24, 25). Mandel et
al. studied the rationale of lymph node dissection among the
D’Amico intermediate-risk patients, and found that the
detection rate for lymph node metastasis was low among
patients with GS ≤6, cT ≤2b, PSA 10-20 ng/ml, indicating
that lymph node dissection may not be necessary in some
intermediate-risk cases (25). Thus, this classification is an
indicator that serves as a basis for making treatment
decisions in localized prostate cancer.

However, this classification has never been modified, and its
ambiguity is sometimes noted. In particular, the clinical T stage
classification has been obscure in that the diagnostic method is
not defined as digital rectal examination or MRI image finding
(26). In addition, there is a difference between the National
Comprehensive Cancer Network (NCCN) guidelines and the
D’Amico classification, e.g., cT2c is classified as an
intermediate risk in the NCCN guidelines, however, as high
risk in the D’Amico classification system. Our findings showed
that PI-RADS scoring was significantly correlated with tumor
volume. Based on these results, we hypothesized that the PI-
RADS scoring system might offer an alternative implement to
the cT stage. Our novel risk classification including PI-RADS
score, bGS, and PSA level achieved higher HRs than the
D’Amico classification. Furthermore, given that the PI-RADS
scoring system is an objective indicator and can be clearly
scored, it might be a better clinical biomarker of tumor
progression in combination with PSA level and bGS.

In conclusion, we indicated the prognostic significance of
the PI-RADS v2.1 scoring system in patients who had
undergone RP. The PI-RADS v2.1 scoring system can further
stratify patient prognosis in the D’Amico classification and
can be incorporated into risk stratification schemes to improve
the precision of predicting patient prognosis. Our current
exploration might help the decision-making for treatment and
post-treatment follow-up in patients with localized prostate
cancer who underwent definitive treatment.
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Abstract

Background/aim: The prognostic significance of androgen receptor amplification (AR amp) in cell-
free DNA (cfDNA) was studied in Japanese patients with castration-resistant prostate cancer (CRPC).

Patients and methods: A total of 120 serum samples were obtained from 38 patients with CRPC.
Serum cfDNA was purified and the AR copy number was determined. Factors associated with
progression-free survival (PFS) and overall survival (OS) were statistically investigated.

Results: The number of patients administered enzalutamide (Enza)/abiraterone (Abi)/docetaxel (DTX)
was 33/25/11, respectively. The median PSA was 16.5 ng/ml. Thirty patients (79%) had bone
metastases and three patients (7.9%) had lung metastases. The median follow-up was 655 days. The
median initial AR copy number was 1.27 (1.10-11.50); an AR copy number of 1.27 or higher was
defined as an AR-amp. Regarding PFS, the presence of AR-amp, Gleason score (GS), and ALP were
significant factors in univariate analysis. In multivariate analysis, AR amplification was an independent
prognostic factor (hazard ratio=7.7, p=0.0035). For OS, PSA and AR-amp were significant factors. In
multivariate analysis, AR-amp (hazard ratio=4.65, p=0.0188) was the only independent prognostic
factor.

Conclusion: AR-amp was associated with high nadir PSA and low iPSA/PSA ratio. AR-amp was
significantly associated with poor prognosis in Japanese patients with CRPC.

Keywords: Cell-free DNA; biochemical recurrence; castration-resistant prostate cancer; liquid biopsy;
prognosis.

Related information

MedGen
PubChem Compound (MeSH Keyword)

LinkOut - more resources
Full Text Sources

HighWire

Medical

Genetic Alliance
MedlinePlus Health Information

Research Materials
-127-

https://pubmed.ncbi.nlm.nih.gov/?term=Sakamoto+S&cauthor_id=38307556
https://pubmed.ncbi.nlm.nih.gov/?term=Ando+K&cauthor_id=38307556
https://pubmed.ncbi.nlm.nih.gov/?term=Pae+S&cauthor_id=38307556
https://pubmed.ncbi.nlm.nih.gov/?term=Zhao+X&cauthor_id=38307556
https://pubmed.ncbi.nlm.nih.gov/?term=Sakai+K&cauthor_id=38307556
https://pubmed.ncbi.nlm.nih.gov/?term=Sato+K&cauthor_id=38307556
https://pubmed.ncbi.nlm.nih.gov/?term=Saito+S&cauthor_id=38307556
https://pubmed.ncbi.nlm.nih.gov/?term=Yamada+Y&cauthor_id=38307556
https://pubmed.ncbi.nlm.nih.gov/?term=Rii+J&cauthor_id=38307556
https://pubmed.ncbi.nlm.nih.gov/?term=Goto+Y&cauthor_id=38307556
https://pubmed.ncbi.nlm.nih.gov/?term=Sazuka+T&cauthor_id=38307556
https://pubmed.ncbi.nlm.nih.gov/?term=Imamura+Y&cauthor_id=38307556
https://pubmed.ncbi.nlm.nih.gov/?term=Anzai+N&cauthor_id=38307556
https://pubmed.ncbi.nlm.nih.gov/?term=Akakura+K&cauthor_id=38307556
https://pubmed.ncbi.nlm.nih.gov/?term=Nishio+K&cauthor_id=38307556
https://pubmed.ncbi.nlm.nih.gov/?term=Ichikawa+T&cauthor_id=38307556
https://doi.org/10.21873/anticanres.16853
https://pubmed.ncbi.nlm.nih.gov/disclaimer/
http://ar.iiarjournals.org/lookup/pmidlookup?view=long&pmid=38307556
https://www.ncbi.nlm.nih.gov/medgen?linkname=pubmed_medgen&from_uid=38307556
https://www.ncbi.nlm.nih.gov/pccompound?linkname=pubmed_pccompound_mesh&from_uid=38307556
http://ar.iiarjournals.org/lookup/pmidlookup?view=long&pmid=38307556
https://www.diseaseinfosearch.org/result/9175
https://medlineplus.gov/cancerchemotherapy.html


拖拽到此处
图⽚将完成下载

NCI CPTC Antibody Characterization Program

Miscellaneous

NCI CPTAC Assay Portal

-128-

https://antibodies.cancer.gov/detail/CPTC-AKR1B1-1
https://assays.cancer.gov/CPTAC-415


 

-25--129-



-26--130-



-27--131-



-28--132-



-29--133-



-30--134-



-31--135-



-32--136-



-33--137-



-34--138-



-35--139-



-36--140-



-37--141-



-38--142-



-39--143-



-40--144-



-41--145-



-42--146-



一般投稿

日本に長期在住する中国人高齢者の健康管理
―地域で自立した生活を送る1事例の語りより―

Health Promotion Narratives of an Older Chinese Migrant 
Living Independently in a Community in Japan

千葉大学大学院看護学研究院看護学研究科
博士後期課程 姚　　利

東京情報大学看護学部看護学科
助教 石井優香

千葉大学大学院看護学研究院看護学研究科
教授 正木治恵

【Abstract】
In this case study, we used a semi-structured interview to clarify the health promotion and perspectives of 
an older Chinese migrant living independently in a community in Japan. The KJ method, a qualitative data 
synthesis method was used to analyze the data. We found that based on the life attitude of actively 
problem-solving, Mr. A visited physicians without language barriers, felt comfortable managing his health, 
and accepted the realities of aging. As a result, he was satisfied with his health and hoped to spend the rest 
of his life pain-free.

【Key words】
Aged, Case reports, Chinese, Migrant, Health promotion

はじめに

　在日中国人永住者は 296 ,600 人（2021 年末時点）

であり、そのうち 65 歳以上の高齢者は 22 ,885 人に

達し、今後も増加していくと予想される［1］。法務省

は、外国人との共生社会のビジョン実現に向けて、

中長期的課題及び具体的施策を公表しており、高齢

の外国人を取り巻く実態・課題把握の不十分さとそ

れらを踏まえた支援策の検討の必要性を主張してい

る［2］。

　高齢者は、加齢に伴い身体機能の低下など老いの

自覚症状が増えるため、健康管理への関心が高くな

る。また、健康管理の方法は長年の生活体験ととも

に築かれるものであり、その人の文化背景や生活環

境から影響を受けている［3］。移住期間［4］、移住し

た国の文化や言葉、医療システムの違いなどは、外

国からの移住者の健康管理行動において困難が生じ

る要因であり、これらの要因は心身の健康に影響を

及ぼす［5,6］。以上のことから、日本に長期在住する

中国人高齢者が直面した健康管理上の課題と対応方

法を明らかにすることは重要であり、在日中国人高

齢者の健康促進のための支援策検討に寄与すること

ができる。

　家高［7］は 1 事例の特殊性と複雑さの解明は重要

な諸状況における活動の理解を通して、様々な類似
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事例の理解を促すと述べている。また、石川ら［8］

は、高齢者が語るライフストーリー中で一般的には

健康づくりとして認識されない内容や本人が健康づ

くりとしてこれまで意識していなかった内容につい

ても、健康づくりとして意味付けられたと述べてい

る。したがって、本研究の目的を日本に長期在住す

る中国人高齢者 1事例の健康管理に関する語りを通

して、地域で自立した生活を送る在日中国人高齢者

の健康管理と健康管理に関連する考えを明らかにす

ることとした。

方　法

1．研究デザイン

　本研究は事例研究である。

2．対象者募集

　本研究は地域のコミュニティーセンターで開催さ

れている外国人向けの活動を通して対象者を募集し

た。

3．データ収集方法

　研究者はインタビューガイドを用いた半構造化イ

ンタビユーを行い、データを収集した。インタビ

ューガイドは日本における医療機関の受診経験、日

常生活の過ごし方、健康増進の方法、今後の生活を

含めた健康上の不安や望み、主観的健康感の評価理

由などで構成されている。なお、インタビューガイ

ドは外国人住民の健康問題に関する先行研究［5］を

もとに作成した。インタビューは対象者居住地域の

コミュニティーセンター内にあるプライバシーが確

保された静かな個室で行われた。全てのインタビ

ューは研究者によって録音された。

4．データ収集期日

　2019 年 4 月 X日に行った。

5．データ分析方法

　研究者はインタビューの逐語録をデータ源とし、

質的統合法（KJ 法）［9］を用いた質的分析を行った。

まず、研究者は“日常生活の中でどのように健康管

理を行っているか”を分析テーマとしてインタビ

ュー逐語録を単位化し、元ラベルを作成した。次

に、類似したラベルを集めてグループ化し、集めた

ラベル群に対してその内容を最もよく表す一文をラ

ベルとして作成した。同じ作業を類似性がなくなる

まで繰り返し、最終的に残ったラベルを最終ラベル

とした。その後、最終ラベル同士の相互関係を表す

空間配置図を作成し、分析テーマに基づいて空間配

置図の構造が直観的にわかるシンボルマークをつ

け、関係性を叙述化した。シンボルマークは【健康

管理に関する要因：その方法】と示した。分析過程

において、老年看護学ならびに質的統合法（KJ 法）

に精通する研究者のスーパーバイズを受けた。

6．倫理的配慮

　本研究は千葉大学大学院看護学研究科倫理審査委

員会の承認を得た（承認番号 30-97）。対象者に対

して研究の目的、個人情報の保護、インタビューを

録音すること、研究結果の公表などの倫理事項につ

いて中国語で分かりやすい言葉と文章で説明し、書

面にて同意を得た後にインタビューを実施した。

結　果

1．事例の概要

　A氏は B県に在住する 70 代後半の永住在留資格

を持つ男性である。A氏はデータ収集時点から 32
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年前に妻と息子 2人と共に家族 4人で日本に移住し

た。中国では大学卒業後に研究者として働き、来日

後は技術者として定年まで働いた。現在は、妻の介

護をしながら夫婦 2 人で生活している。A 氏は骨

折によって日本の病院を受診した経験はあったが、

インタビュー時点では持病はなかった。A 氏は主

観的健康感を去年と比べて“悪くなった”が、同年

齢者と比べると“とてもいい”と評価した。また、

A氏は中国人向け健康増進教室に 1 回 / 週の頻度

で参加し、地域の日本人及び中国人に対して、中国

語と日本語の授業を行っていた。毎朝、公園で太極

拳やラジオ体操を行い、毎日、約 8,000 歩以上を歩

いていた。

2．分析結果

　インタビュー逐語録から 65 枚の元ラベルが作成

され、5 段階のグループ化を経て、6 つの最終ラベ

ルとシンボルマークが生成された。以下本文におい

て、シンボルマークを【　】、最終ラベルを〈　〉、

シンボルマークの内容を表している元ラベルを斜字 

にて示した上で、シンボルマークの内容及びそれら

の関係性が反映された空間配置図（図 1）について

説明している。

（1）A氏の健康管理のシンボルマークの内容

【人生の基本姿勢 : 入手できるところから適切な解

決方法を探し困難を取り除く】

　この最終ラベルは〈研究者として、日常生活や健

康に問題があった時、メディアや社会資源など手の

届く範囲で解決方法を探求し、自分に合う物を判断

し、手に入れて困難を取り除く〉であった。

　もし（健康情報が）欲しいなら、情報を入手する

ためにその情報を探す方法を自分で考えるはず。解

決方法を自分で考える。…研究に関する仕事をする

人（自分）は、分からないままにはしない。分から

ないなら、自分で解決方法を探す。

【受診への自信：言葉の壁がなく受診できている】

　この最終ラベルは〈言葉の壁により日本の病院の

受診が難しい人と違い、自分は必要な時に医療用語

を自分で調べることができるので言葉の問題はな

く、日本での病院受診に自信がある〉であった。

　（医師の話は）全部わかったよ。…私は通訳者は

1回も呼ばなかった。…他の人は言葉（日本語）の

問題がある。（彼らは）病気になった時、日本で治

療を受けたが、なかなか（病気が）治らなかった。

結局中国の病院に行った（中国に戻って受診した）。

彼らは言葉（の意味）も通じないし、通訳者も彼ら

の考えを医師にうまく伝えられなかったからだ。

【健康管理による心地よさ：運動や団体活動の参加

が楽しい】

　この最終ラベルは〈運動で健康を維持することが

当然だと思ったり、授業の準備や団体活動への参加

を楽しいと感じたり、自らの健康をきちんと管理し

ている〉であった。

　他の人に太極拳を教えるのが私の目的ではない。

お金ももらっていない。毎朝、自分ひとりでやる。

一緒にやりたい人（日本人）がいたらやるし、誰も

いなくても大丈夫。（その理由は）自分の体を鍛え

るのが目的だから。…（授業を準備する事は）楽し

い。暇を潰せるから。朝から晩まで寝るより良い。

【現実の受容：自分でコントロールできない現実を

素直に受け入れる】

　この最終ラベルは〈老いに伴う体の衰え、社会役

割の喪失、受診の待ち時間が長いことなどに対して

は対処方法を探し、どうしても対処出来ない場合、

現実を受け入れる〉であった。

　今、歯が 19 本しか残ってない。元々は 24 本ある
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はず、5 本なくなってしまった。…日本の“8020

（運動）”によると、私は今 1本足りない。…しょう

がない、このままでいい。

【健康への自負：老いなどの現実を含め自分の健康

には相対的に満足している】

　この最終ラベルは〈人生の終点は死である事や老

い、自分の経済状況などの現実を受け止めた上で、

今の健康状態は、相対的にいいと思っている〉であ

った。

　同年齢の人と比べ（自分の健康状態は）、私のほう

がいい。日本人でも、中国人でも、私より健康な人はい

ない。…身体、心理状態、知識も。私の知識は広い。

【最期に対する希望：不自由や苦しみなく逝きたい】

　この最終ラベルは〈人生の終点は死なので、将来

の生活に心配はないが、最期は不自由や苦しみな

く、他者に迷惑をかけずに逝きたい〉であった。

　（将来の生活に）心配はない。人間はどうせ死ぬ

から。心配してもしなくても、変わらない。体が不

自由になってから死ぬより、自由に動ける間に死ん

だほうがいい。他の人に迷惑をかけるより、今死ん

だほうがいい。社会に負担をかけないし、自分も苦

しくない。

（2）A氏の健康管理の空間配置図（図1）

　空間配置図（図 1）に含まれた 6 つのシンボル

マーク【健康管理に関する要因：その方法】の関係

図 1　A氏の健康管理の空間配置図
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性を以下のように叙述化した。［　］はシンボルマー

クにおける［健康管理に関する要因］、「　」はシン

ボルマークにおける「その方法」を示している。

　A 氏は「言葉の壁がなく受診できている」とい

う［受診への自信］と「運動や団体活動の参加が楽

しい」という［健康管理による心地よさ］を共通し

て感じている。一方、「自分でコントロールできな

い現実を素直に受け入れる」という［現実の受容］

をしている。

　そして、これらの健康管理の結果、「老いなどの

現実を含め自分の健康には相対的に満足している」

という［健康への自負］と「不自由や苦しみなく逝

きたい」という［最期に対する希望］を持ってい

る。

　これらの健康管理は「入手できるところから適切

な解決方法を探し、困難を取り除く」という［人生

の基本姿勢］に支えられている。

考　察

　A氏の健康管理に関する語りの分析から得られ

た 6つのシンボルマークについて考察する。

　A氏は必要時にわからない言葉を調べることで

「言葉の壁がなく受診できている」という［受診へ

の自信］を持っていた。世界保健機関はヘルスリテ

ラシーを自身と周囲の人々の健康と幸福を促進し維

持するために、情報やサービスへアクセスし、それ

を理解し利用するための個人的な知識とコンピテン

シーと定義している［10］。これは健康に関する情報

の理解や医療従事者に自分の心配を伝えるなどのヘ

ルスケアに関するスキルに影響を及ぼす［11］。A 氏

のように受診時に医療用語を調べるといった言葉の

不安に対する事前の対応策を講じることは、在日中

国人高齢者のヘルスリテラシーの発揮を促すと考え

られる。

　A氏は太極拳やラジオ体操をきっかけにした地

域の人との関わりなど「運動や団体活動の参加が楽

しい」という［健康管理による心地よさ］を感じて

いた。移住者は文化や言葉の違いで移住した社会に

おいて、つながりを持つことに困難を感じる［5］。一

方で、高齢者は社会参加機会の増加によって、地域

における社会的ネットワークやサポートが充実し、

社会的孤独やメンタルヘルスの改善、より良い身体

的活動に繋がる［12］ことが報告されている。つまり、

太極拳など中国文化にある健康管理方法は移住した

社会における社会的つながりを促し、社会的サポー

トの充実とさらなる健康増進が期待できると言え

る。

　A 氏は積極的な健康管理を行う一方で、歯の喪

失や定年による引退などの「自分でコントロールで

きない現実を素直に受け入れる」という［現実の受

容］をしていた。高齢期における生涯発達の課題に

は身体的健康の危機と引退の危機が含まれてい

る［13］。守屋［14］は、高齢者は身体的機能の低下なら

びに社会の役割などの喪失に直面せざるを得ない

が、これらの事実を受け止めることは高齢期の自我

発達につながると述べている。つまり、老いに伴う

自分でコントロールできない［現実の受容］は、高

齢者の心理社会的健康管理において重要であると考

える。

　これらの健康管理の結果として、A 氏は「老い

などの現実を含め自分の健康については相対的に満

足している」という［健康への自負］と同時に、

「不自由や苦しみなく逝きたい」という［最期に対

する希望］を持っていた。そして、A 氏が実施し

た健康管理は「入手できるところから適切な解決方

法を探し、困難を取り除く」という［人生の基本姿

勢］に支えられていた。地域で暮らす高齢者は“自

分の理想とする逝き方”、“いずれ訪れる死への準
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備”に取り組んでおり、理想の最期を実現するため

に生前から死への準備を行うという特徴がある［15］。

また、遠藤ら［16］は日常的に生じる困難や問題の解

決策を見つけることができるという対処可能感は、

直接男性高齢者の健康行動につながる促進要因であ

ると報告している。A 氏が実施している健康管理

は健康への自負を生み出すとともに、最期の迎え方

の希望につながっており、A 氏の研究者としての

経験が健康管理の行動を支えていた。医療従事者が

在日外国人高齢者に対する健康促進策を検討する

際、彼 /彼女らの健康管理方法を理解することが重

要であり、そのためには、彼 /彼女らがそれまでの

経験を通して構築してきた人生に対する姿勢を理解

することの必要性が示唆された。

研究の限界

　本研究は事例研究であるため、結果における個人

的な傾向が強く、結果の一般化には限界がある。一

方で、長期在日中国人高齢者である A氏が日常生

活の中で実施した健康管理およびそれに関する考え

を深く探究できたことは、今後の在日中国人高齢者

の健康促進の方策を検討するための一助となると考

える。今後、在日中国人高齢者を対象とした研究成

果を蓄積する必要がある。

結　論

　本研究は地域で自立した生活を送る長期在日中国

人高齢者 A氏が行っている健康管理およびそれに

関連する考えを明らかにした。A 氏は［人生の基

本姿勢］に支えられた［受診への自信］を持ち、

［健康管理による心地よさ］を感じている。一方

［現実の受容］をしており、これらの健康管理の行

動の結果、［健康への自負］と［最期に対する希望］

を持っていた。
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