Available online http://breast-cancer-research.com/content/10/2/R24

Research article

Open Access

Vol 10 No 2

Carbonic anhydrase IX and response to postmastectomy
radiotherapy in high-risk breast cancer: a subgroup analysis of the
DBCG82 b and c trials
Marianne Kyndi1,2, Flemming B Sørensen2, Helle Knudsen3, Jan Alsner1, Marie Overgaard4,
Hanne M Nielsen1 and Jens Overgaard1
1Department

of Experimental Clinical Oncology, Århus University Hospital, Nørrebrogade, 8000 Århus C, Denmark
of Pathology, Århus University Hospital, Nørrebrogade, 8000 Århus C, Denmark
3Department of Pathology, Herlev Hospital, Herlev Ringvej, 2730 Herlev, Denmark
4Department of Oncology, Århus University Hospital, Nørrebrogade, 8000 Århus C, Denmark
2Department

Corresponding author: Marianne Kyndi, kyndi@oncology.dk
Received: 24 Aug 2007 Revisions requested: 25 Oct 2007 Revisions received: 23 Jan 2008 Published: 20 Mar 2008
Breast Cancer Research 2008, 10:R24 (doi:10.1186/bcr1981)
This article is online at: http://breast-cancer-research.com/content/10/2/R24
© 2008 Kyndi et al.; licensee BioMed Central Ltd.
This is an open access article distributed under the terms of the Creative Commons Attribution License (http://creativecommons.org/licenses/by/2.0),
which permits unrestricted use, distribution, and reproduction in any medium, provided the original work is properly cited.

Abstract
Introduction A significant survival improvement after
postmastectomy radiotherapy was identified in the Danish
Breast Cancer Cooperative Group (DBCG82) b and c studies
and in the British Columbia Randomized Radiation Trial.
Recently, potential predictive value regarding response to
postmastectomy radiotherapy was reported for carbonic
anhydrase (CA) IX in a study (reported in abstract form) that
included 160 patients. The purpose of the present study was to
examine the importance of CA IX to response to
postmastectomy radiotherapy in the larger scaled DBCG82 b
and c studies.
Methods The DBCG82 b and c studies included 3,083 highrisk Danish breast cancer patients. The women were randomly
assigned to postmastectomy radiotherapy plus systemic
therapy (cyclophosfamide, methotrexate and fluorouracil in
premenopausal women; and tamoxifen in postmenopausal
women) or to systemic therapy alone. Cores from invasive
tumour-containing paraffin blocks from 1,000 patients (more
than seven nodes surgically removed) were transferred to tissue
microarrays. Tissue microarray sections were stained
immunohistochemically for CA IX (M75). The median follow up
for patients remaining alive was 17 years. Clinical end-points
were loco-regional recurrence, distant metastases, diseasespecific survival and overall survival. Statistical analyses

included κ statistics, χ2 or exact tests, Kaplan-Meier probability
plots, Log-rank test and Cox regression analyses.
Results CA IX was assessable in 945 cores. The percentage of
tumours positive for CA IX was 16% (≥ 10% invasive tumour
staining). CA IX was not an independent prognostic marker for
survival, distant metastases, or locoregional recurrence in the
subgroup of 945 patients or within either of the two
randomization arms. In subgroup analyses, however, CA IX was
an independent prognostic marker for overall survival among
postmenopausal women (P = 0.001), women with one to three
positive nodes (P = 0.02) and hormone receptor positive
women (P = 0.001). Fifteen-year probabilities of overall survival
were improved by 9% and 7% after postmastectomy
radiotherapy for the subgroups of CA IX negative and CA IX
positive patients, respectively.
Conclusion Within this series of 945 high-risk premenopausal
and postmenopausal women, positivity for CA IX was not overall
an independent prognostic marker for survival; only in subgroup
analyses was it found to have prognostic value. The
improvement in 15-year survival after postmastectomy
radiotherapy was of similar magnitude in the two subgroups of
CA IX positive and CA IX negative patients.

CA = carbonic anhydrase; CMF = cyclophosfamide, methotrexate and fluorouracil; CI = confidence interval; DBCG82 = Danish Breast Cancer Cooperative Group; DM = distant metastases; DSS = disease-specific survival; ER = oestrogen receptor; HER = human epidermal growth factor; HR =
hazard ratio; LRR = locoregional recurrence; OS = overall survival; PgR = progesterone receptor; PMRT = postmastectomy radiotherapy; TMA =
tissue microarray.
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Introduction
The zink metalloenzyme carbonic anhydrase (CA) IX is a transmembrane glycoprotein that reversibly converts carbon dioxide and water to carbonic acid. CA IX has been shown to play
an important role in pH regulation and its expression has been
suggested, in response to hypoxia, to reduce the pericellular
pH and facilitating breakdown of the extracellular matrix [1]. In
addition, it may play a role in cell proliferation and cellular
transformation [2] as well as in adaptation of tumour cells to
hypoxic conditions [3-5]. It is well known that the response of
cells to radiation is dependent on oxygen [6], and consequently CA IX has been linked to response to radiotherapy [79].
CA IX over-expression in breast cancer has been associated
with over-expression of human epidermal growth factor
(HER)2 [10] and with reduced survival [11,12]; Cox multivariate regression analyses have revealed these associations to
be statistically significant [7,8,13,14]. In the largest study conducted to date in this area (including 400 patients), the prognostic effect of CA IX was restricted to premenopausal
women also treated with tamoxifen and to premenopausal
women not treated with tamoxifen and with one to three positive lymph nodes [8]. Additionally, the gene encoding CA IX
was among the 231 that were most upregulated or downregulated in the studies conducted by Van't Veer and coworkers
[15,16], in which the 70-gene signature was discovered.
Chia and coworkers [7] recently examined the predictive value
of CA IX in the 160 out of 318 patients who were randomly
assigned to postmastectomy radiotherapy (PMRT). By applying immunohistochemical analyses to tissue microarrays
(TMAs), the investigators found that 23% of tumours were
positive for CA IX (with at least one invasive tumour cell staining being deemed to represent positivity). Positivity for CA IX
was an independent prognostic marker for reduced survival.
Furthermore, significantly improved survival after PMRT was
found among CA IX positive patients but not in the larger
group of CA IX negative patients. These results are in disagreement with the theory that aggressive tumours (characterized by independent prognostic markers of reduced survival)
will, at an early time point in the pathogenesis, seed tumour
cells to distant sites where they can develop into distant
micrometastases. If these distant micrometastases additionally were resistant to the systemic therapy applied, then PMRT
– which eliminates tumour cells in the radiated area only –
would not result in improved survival for this poor prognosis
group. Furthermore, the findings are in disagreement with the
theory that CA IX positive status is a hypoxic marker and is
associated with increased radio-resistance, and is therefore
associated with reduced improvement in locoregional recurrence (LRR) control and subsequently survival after PMRT.
We should like to test three hypotheses. First, we hypothesize
that positive CA IX status is an independent prognostic marker
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for increased invasive potential, and thereby is associated with
increased probability of LRR, distant metastases (DM), and
reduced survival. Second, we hypothesize, counter to the findings presented thus far, that if positive CA IX status is an independent marker of reduced survival then an improvement in
survival after PMRT will be restricted to CA IX negative
patients. Finally, we hypothesize that CA IX positive patients
experience a smaller reduction in LRR after PMRT as compared with CA IX negative patients.

Materials and methods
Patients
Twenty-seven patients with at least two paraffin blocks from
the same primary tumour were selected from a cohort
described previously [17]. They were included in a pilot study
comparing staining of TMA biopsies with staining of whole
sections.

In addition, a subgroup, extracted from among the 3,083 highrisk Danish breast cancer patients included in the Danish
Breast Cancer Cooperative Group (DBCG82) b and c studies
in the period from 1982 to 1989, was selected for biological
analyses. The 3,083 DBCG82 patients have been described
previously [18,19]. In brief, high risk was defined as either positive lymph nodes and/or tumour size larger than 5 cm and/or
invasion of tumour to surrounding skin or pectoral fascia. All
women had undergone a total mastectomy and a partial axillary
dissection. The premenopausal women were enrolled in the
DBCG82 b protocol and were randomly assigned to receive
either radiotherapy plus CMF (cyclophosfamide, methotrexate
and fluorouracil) chemotherapy (eight cycles) or to CMF
chemotherapy alone (nine cycles) [18]. The postmenopausal
women were enrolled in the DBCG82 c protocol and were
randomly assigned to either radiotherapy plus tamoxifen (30
mg daily/1 year) or to tamoxifen alone [19]. Recently, longterm clinical follow up in these patients was reported [20].
Median follow-up time was 17 years for patients remaining
alive. The subgroup, selected for biological analyses, included
1,078 patients; for all of these patients paraffin blocks were
available and more than seven lymph nodes were surgically
removed (median seven lymph nodes removed).

Methods
At least two paraffin-embedded tumour blocks from each of
the 27 patients included in the pilot study and at least one from
each of 1,078 DBCG82 b and c patients were collected, sectioned, and stained with haematoxylin and eosin. Invasive
tumour was verified and marked on all 54 paraffin blocks from
the pilot study and on 1,000 out of the 1,078 DBCG82 paraffin blocks. A central core and a peripheral 1 mm TMA core
punched from the area previously identified as including invasive tumour were transferred to TMAs from each of the 54 paraffin blocks. Only a central 1 mm core from each of the 1,000
DBCG82 paraffin blocks was transferred to TMAs. All TMAs
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and the 54 paraffin blocks were sectioned, and sections were
stored at 4°C until manual staining for CA IX.
Handling of the biological material was previously described in
detail, including TMA construction and immunohistochemical
staining for oestrogen receptor (ER) and progesterone receptor (PgR), and immunohistochemical staining and fluoresence
in situ hybridization analyses for the HER2 receptor [21].
Before immunohistochemical staining for CA IX, de-paraffinization with 99% ethanol, blocking of the endogen peroxidase
with H2O2, and epitope retrieval by microwave was performed.
Sections were immunohistochemically stained for CA IX with
the monoclonal antibody M75 at a dilution of 1:2,500. The
ability of this antibody to detect CA IX expression specifically
in tissue sections was previously confirmed by direct correlation with Western blot analysis in human breast tumour specimens [22].
The sections were incubated overnight at a temperature of
4°C. On day 2 the sections were incubated with a peroxidase
conjugated to goat antimouse immunoglobulins (DAKO Envision Mouse, K4001; Dako, Glostrup, Denmark) for 60 minutes
at room temperature. Afterward, sections were stained with
DAB (K3468; Dako) and counterstained with haematoxylin.
Sections from a control TMA, including invasive breast tumour
cores previously determined to be CA IX positive and negative, were stained with and without primary antibody as well. All
sections from the pilot study were scored semiquantitatively
by two observers, and sections from the DBCG82 b and c
studies were scored semiquantitatively by one observer. If
there was any doubt regarding the scoring of the DBCG82 b
and c sections, then a second observer was consulted and
consensus was reached on the diagnosis. Percentage of
tumours with membrane staining for CA IX was recorded. In
the DBCG82 b and c studies membrane staining in at least
10% of invasive tumour was scored as positive.
Statistical analyses and end-points
The pilot study was analyzed using κ statistics. In the
DBCG82 b and c studies χ2 or exact tests were used to test
relationships between variables. Kaplan-Meier survival probability curves were constructed and evaluated for differences
using a log-rank test. The prognostic value of CA IX was analyzed using Cox univariate and multivariate regression analyses. Tests of interactions were applied to Cox multivariate
regression analyses as well. P < 0.05 was regarded to indicate statistical significance, and all estimated P values were
two tailed. Statistical end-points were isolated LRR, DM, disease-specific survival (DSS) and overall survival (OS). Hazard
ratios (HRs) provided on Kaplan-Meier OS probability plots
were HRs of overall mortality. Statistical calculations were performed using the statistical program STATA version 8.2 (Stat
Corp., College Station, TX, USA).

Results
Pilot study examining agreement between different CA
IX stainings
The κ values varied when cut-points determining CA IX tumour
positivity was changed (Table 1). Comparing a 1 mm TMA
core with the corresponding whole section, a high level of
agreement was found using a cut-point of at least 10% of invasive tumour staining. In addition, a high level of agreement was
found using central biopsies as compared with peripherally
biopsies, both comparing TMA cores with whole sections and
comparing TMA cores from two different paraffin blocks from
the same tumour. In fact, κ values were of almost the same
magnitude using central cores and a cut-point of 10%, as
found when comparing stainings of two different whole sections from the same tumour (observer 1: κ = 0.71 versus κ =
0.72; and observer 2: κ = 0.65 versus κ = 0.74). However,
caution should be exercised when comparing κ values
because they are dependent on distribution, and a slightly
higher frequency of CA IX positive tumors was found in the
whole sections (28%) as compared with the TMA cores
(24%) at a cut-point of 10%. Nevertheless, tables showed the
same percentage of discordant cases when comparing CA IX
stainings of TMA sections with stainings of corresponding
whole sections, and when comparing two whole sections
(observer 1: 6/54 versus 3/27; observer 2: 6/54 versus 3/27;
tables not presented). Adding positive CA IX information from
one extra core to the CA IX information already obtained was
shown only to increase the percentage of CA IX positive
tumours slightly from 28% to 32% for observer 1 and from
23% to 27% for observer 2 (Figure 1). Adding information
from two or three extra cores did not further increase the frequency of CA IX positive tumors. A high interobserver agreement was found both scoring TMA cores and scoring whole
sections, with κ values exceeding 0.80 (data not presented).
DBCG82 b and c studies
The subgroup of 1,000 patients was well distributed between
the two randomization arms for all classical clinicopathological
parameters, including CA IX (Table 2).
Frequency of CA IX
Immunohistochemical staining for CA IX was performed successfully for 945 out of the 1,000 patients, applying a threshold of at least 10 invasive tumour cells needed to score the
slide. A total of 151 out of 945 patients (16%) were classified
as being CA IX positive using a cut-point of ≥ 10% invasive
tumour staining for CA IX. Applying cut-points of at least one
tumour cell, and ≥ 20% and ≥ 30% invasive tumor staining for
CA IX, the percentages of CA IX positive tumours were 26%,
13% and 10%, respectively.
Prognostic value of CA IX
Positive CA IX staining was significantly associated with other
markers of poor prognosis such as grade 3 malignant tumours,
hormone receptor negative tumours and HER2 positive
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Table 1
Kappa values
One cell

TMA biopsy versus whole section (central)

≥ 10% invasive tumour staining

≥ 20% invasive tumour staining

Obs. 1

Obs. 2

Obs. 1

Obs. 2

Obs. 1

Obs. 2

0.56

0.51

0.71

0.65

0.68

0.61

TMA biopsy versus whole section (peripheral)

0.52

0.37

0.59

0.59

0.59

0.58

Two different paraffin blocks (central biopsies)

0.72

0.56

0.69

0.86

0.89

0.86

Two different paraffin blocks (peripheral biopsies)

0.66

0.33

0.42

0.49

0.41

-0.07

Whole sections (two different paraffin blocks)

0.70

0.55

0.72

0.74

0.70

0.70

Presented are κ values that describe comparisons between immunohistochemial stainings for carbonic anhydrase IX of 108 tissue microarray
biopsies and 54 whole sections from 27 breast carcinomas. The κ values are presented for two observers and using different cut-points for
determining positivity.

tumours, although not with positive lymph nodes or large
tumour size (Table 3).
In univariate analyses of the 945 patients with assessable CA
IX stainings, positive CA IX status was significantly associated
with increased overall mortality (HR 1.30, 95% confidence
interval [CI] 1.06 to 1.60) and disease-specific mortality (HR
1.29, 95% CI 1.02 to 1.62), but not with increased probability
of DM (HR 1.23, 95% CI 0.98 to 1.54) or increased probability of LRR (HR 1.28, 95% CI 0.82 to 2.01). However, the significance of the associations of positive CA IX staining with
overall and disease-specific mortality disappeared in multivariate analysis (P = 0.2), after correction for positive lymph
nodes, tumour size, grade of malignancy, hormone receptor
and HER2 receptor status, menopausal status/systemic
Figure 1

Immunohistochemical analyses of CA IX on TMAs
TMAs. The tissue microarrays (TMAs) were scored by two observers: observer 1 (Obs. 1) and
observer 2 (Obs. 2). Only tumours that were interpretable on all four
cores were included in this analysis. The left-most bar in each group
(TMA 1) gives the frequency of tumour positivity in one TMA core. The
subsequent bars (moving from left to right) show the tumour positivity
observed after adding information from addtional cores.
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treatment, and randomization, which were all independent
prognostic markers. Excluding hormonal receptor status from
the multivariate analysis did not change this finding.
Multivariate subgroup analyses were performed for all subgroups of patients presented in Table 3. Positive CA IX was
significantly associated with increased overall mortality only in
the subgroups of postmenopausal women (P = 0.005),
women with one to three positive lymph nodes (P = 0.04),
women with ER-positive tumours (P = 0.003) and women with
PgR-positive tumours (P = 0.03). To compare our results with
those reported by Brennan and coworkers [8], we conducted
further subgroup analyses of the premenopausal women.
Those analyses showed that CA IX was not an independent
prognostic marker of overall mortality among premenopausal
women with one to three positive lymph nodes (P = 0.3), but
it was among premenopausal women with more than three
positive lymph nodes (P = 0.05). CA IX has been suggested
to be an intervening variable in ER downregulation, which was
why it was excluded from multivariate analyses by Brennan
and coworkers [8]. However, when hormone receptor status
was excluded from the multivariate analysis of premenopausal
women with more than three positive lymph nodes, the statistical significance of the finding disappeared (P = 0.4). Interestingly, in the subgroup of postmenopausal women (who were
additionally treated with tamoxifen), CA IX was a stronger
prognostic marker of overall mortality, as was hormone receptor status. Performing further subgroup analyses of the postmenopausal women showed that when this group was further
separated according to randomization status, CA IX was significantly associated with overall mortality only within the subgroup of women randomly assigned to radiotherapy (P = 0.03)
and it was a stronger prognostic marker of overall mortality, as
was hormonal receptor status (P = 0.3). Finally, a subgroup
analysis of hormone receptor positive women revealed that
CA IX was an independent prognostic marker of OS only in
the subgroup of postmenopausal women.
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Table 2
Distribution of clinicopathological parameters in 1,000 high-risk breast cancer patients

All
Protocol

Tumour size (mm)

Positive nodes

Histopathology

Malignancy grade (ductal
only)

ER

PgR

HER2

CA IX

Radiotherapy

No radiotherapy

489 (49%)

511 (51%)

Pre (DBCG82b)

267 (54%)

296 (58%)

Post (DBCG82c)

222 (46%)

215 (42%)

<21

171 (35%)

190 (37%)

21 to 50

259 (53%)

242 (47%)

>50

59 (12%)

79 (15%)

None

29 (6%)

31 (6%)

1 to 3

222 (46%)

220 (43%)

>3

238 (49%)

260 (51%)

Ductal

428 (88%)

427 (84%)

Nonductal

61 (12%)

84 (16%)

Grade 1

98 (23%)

97 (23%)

Grade 2

213 (50%)

223 (52%)

Grade 3

117 (27%)

107 (25%)

Positive

327 (67%)

344 (67%)

Negative

160 (33%)

167 (33%)

Unknown

2 (0%)

0 (0%)

Positive

283 (58%)

313 (61%)

Negative

205 (42%)

198 (39%)

Unknown

1 (0%)

0 (0%)

Negative

376 (77%)

404 (79%)

Positive

110 (22%)

106 (21%)

Unknown

3 (1%)

1 (0%)

Negative

386 (79%)

408 (80%)

Positive

80 (16%)

71 (14%)

Unknown

23 (5%)

32 (6%)

χ2

0.3

0.1

0.8

0.1

0.7

0.4

0.3

0.6

0.3

Shown is the distribution of various clinicopathological parameters, including oestrogen receptor (ER), progesterone receptor (PgR), human
epideraml growth factor receptor (HER)2 and carbonic anhydrase (CA) IX among 1,000 high-risk breast cancer patients randomly assigned to
receive or not receive postmastectomy radiotherapy.

Changing the cut-points for determining CA IX positivity to just
one tumour cell, or ≥ 20% or ≥ 30% invasive tumour staining
did not improve the prognostic value of positive CA IX staining
in the total group of 945 patients.
CA IX and response to PMRT
Kaplan-Meier probability plots of OS after PMRT among CA IX
positive and CA IX negative patients revealed improved survival after PMRT in both subgroups of patients (Figure 2). Fifteen-year OS probabilities were improved by 7% and 9% after
PMRT for the subgroups of CA IX positive and CA IX negative
patients, respectively. The HR of overall mortality after PMRT
was 0.87 (95% CI 0.60 to 1.27) for the small subgroup of 151

CA IX positive patients and 0.82 (95% CI 0.69 to 0.97) for the
large subgroup of 813 CA IX negative patients. HRs and 95%
CIs after PMRT did not differ significantly between CA IX positive and CA IX negative patients for OS, DSS, DM, or LRR
(Table 4). In multivariate analysis by Cox regression, no significant interaction was found between CA IX and randomization
status for any of the four end-points. Similar tendencies were
observed when the women were separated into premenopausal and postmenopausal women, and into women with one to
three positive nodes and those with more than three positive
nodes.
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Table 3
Distribution of clinicopathological parameters: CA IX positive versus CA IX negative high-risk breast cancer patients

All
Protocol

Tumour size (mm)

Positive nodes

Histopathology

Malignancy grade

ER

PgR

HER2

CA IX positive

CA IX negative

151 (16%)

794 (84%)

Pre (DBCG82b)

89 (59%)

447 (56%)

Post (DBCG82c)

62 (41%)

347 (44%)

<21

48 (32%)

289 (36%)

21 to 50

81 (54%)

393 (49%)

>50

22 (15%)

112 (14%)

None

6 (3%)

50 (6%)

1 to 3

70 (46%)

346 (44%)

>3

75 (50%)

398 (50%)

Ductal

133 (88%)

680 (86%)

Nonductal

18 (12%)

114 (14%)

Grade 1

18 (12%)

166 (21%)

Grade 2

56 (37%)

357 (45%)

Grade 3

59 (39%)

157 (20%)

Nonductal

18 (12%)

114 (14%)

Positive

50 (33%)

581 (73%)

Negative

101 (67%)

213 (27%)

Positive

47 (31%)

506 (64%)

Negative

104 (69%)

288 (36%)

Negative

101 (33%)

636 (80%)

Positive

50 (67%)

636 (80%)

χ2/P value

0.5

0.5

0.5

0.4

P < 0.0001

P < 0.0001

P < 0.0001

P < 0.0001

Shown is the distribution of various clinicopathological parameters among carbonic anhydrase (CA) IX positive and CA IX negative high-risk
breast cancer patients randomized to receive or not receive postmastectomy radiotherapy. ER, oestrogen receptor; HER, human epidermal
growth factor; PgR, progesterone receptor.

Changing the cutpoints to at least one tumour cell, or ≥ 20%
or ≥ 30% invasive tumour staining did not improve the predictive value of positive CA IX staining (data not presented).

Discussion
None of the three hypotheses was verified within this 945patient subgroup in which CA IX staining was successfully
applied. CA IX was not an independent prognostic marker of
OS, DSS, DM, or LRR when analyzed in the total group of 945
patients or when analyzed in any of the two randomization
arms. Furthermore, no significantly smaller reduction in survival
or LRR after PMRT was found in CA IX positive patients as
compared with CA IX negative patients.
The subgroup of 1,000 patients was representative of the total
cohort of 3,083 patients, with patients being well distributed
between the two randomization arms and producing similar
outcome data as observed among the total 3,083 patients
[23]. Hence, the likelihood that the findings are due to selection bias is minimal.
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It appears that CA IX is only a weak, nonindependent prognostic marker, because correction for apparently stronger prognostic markers such as positive nodes, tumour size,
malignancy grade, hormone receptor status, HER2 status,
menopausal status/systemic treatment and randomization
eliminated the effect of CA IX status. Previously, positive CA
IX staining was found to be an independent prognostic marker
of poor survival in breast cancer in just a few studies
[7,8,13,14]. Brennan and coworkers [8] found the prognostic
value of CA IX among premenopausal women to be restricted
to those women treated with tamoxifen and, among women
who were not treated with tamoxifen, to those with one to three
positive lymph nodes. In disagreement with those findings, we
found CA IX not to be an independent prognostic marker of
OS within the subgroup of premenopausal women, either in
the whole subgroup or in those with one to three positive
lymph nodes. However, we found CA IX to be an independent
prognostic marker for OS in the subgroup of premenopausal
women with more than three positive lymph nodes. However,
the statistical significance disappeared if hormonal receptor
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Table 4
Hazard ratios

Overall mortality

CA IX positive (n = 151)

CA IX negative (n = 794)

0.87 (0.60–1.27)

0.82 (0.69–0.97)

Disease-specific mortality

0.83 (0.55–1.27)

0.76 (0.63–0.93)

Distant metastases

0.83 (0.54–1.25)

0.76 (0.63–0.91)

Locoregional recurrence

0.23 (0.08–0.61)

0.16 (0.09–0.28)

Presented are hazard ratios (95% confidence intervals) of overall mortality, disease-specific mortality, distant metastases and loco-regional
recurrence probabilities after postmastectomy radiotherapy in carbonic anhydrase (CA) IX positive and in CA IX negative high-risk breast cancer
patients.

status was excluded from the multivariate regression analysis,
as was the case in the analyses conducted by Brennan and
coworkers. Excluding hormone receptor from the analyses,
could be justified by CA IX being an intervening variable in ER
down-regulation. In accordance herewith, hypoxia and ER
downregulation have been linked in some studies [24-26]. Furthermore, in accordance with the findings presented by Brennan and coworkers, we found CA IX positivity to be
significantly associated with ER and PgR negative status in 2
× 2 tables; it was also significantly associated with OS in multivariate analyses within the subgroup of postmenopausal
women (all treated with tamoxifen), and within the total subgroup of ER-positive patients and the subgroup of ER-positive
postmenopausal women treated with tamoxifen. Indeed, CA IX
was a stronger prognostic marker for OS among postmenopausal women as was hormone receptor status.

Hence, CA IX may be a predictor of response to tamoxifen.
However, the predictive value of CA IX for response to
tamoxifen treatment was previously examined and no evidence
of this was found [8]. In addition, no evidence was found linking hypoxia-inducible factor-1 with response to tamoxifen [27].
Performing further subgroup analyses, we found that the independent prognostic value of CA IX for OS was restricted to
postmenopausal women randomly assigned to radiotherapy,
which suggests that CA IX status may predict response to
radiotherapy. However, in the present study we found no evidence of an association between CA IX and response to radiotherapy, either in terms of survival or LRR. Kaplan-Meier
probability plots showed an improved OS after PMRT within
the two subgroups of CA IX negative and CA IX positive
women (15-year OS probabilities improved by 9% and 7%,
respectively). The HR was significant only in the large sub-

Figure 2

Overall survival in high-risk breast cancer patients.
patients Shown are Kaplan-Meier probability plots of overall survival in high-risk breast cancer patients as
a function of randomization to postmastectomy radiotherapy (RT) within the subgroups of carbonic anhydrase (CA) IX negative and CA IX positive
patients. The values given in parentheses after hazard ratios (HRs) are the 95% confidence intervals.
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group of patients who were 813 CA IX negative, but this is to
be expected because an anticipated improvement in survival
of about 8% to 10% would not be expected to be statistically
significant in a subgroup of only 151 CA IX positive patients.
To summarize, that CA IX may have potential prognostic value
for survival among postmenopausal women treated with
radiotherapy and tamoxifen cannot be excluded. It should be
kept in mind, however, that we did not find CA IX to be an
independent prognostic marker within the large series of 945
patients or within either of the two randomization arms. Caution should therefore be exercised when interpreting results
obtained from extended subgroup analyses.
The fact that CA IX did not predict outcome after PMRT within
this series of 945 patients is in disagreement with other work
[7], which suggested a reduction in survival after PMRT that
was restricted to CA IX positive patients. However, that study
included TMAs from only 160 patients and defined tumour
positivity as staining of at least one invasive tumour cell in a
section, which we have demonstrated may have an inferior
reproducibility as compared with using a cut-point of ≥ 10%.
Brennan and coworkers [8] suggested that positive CA IX
might be a marker of resistance to radiotherapy among
patients with one to three positive lymph nodes. We found no
evidence of this, with similar reductions in OS after PMRT for
CA IX negative and CA IX positive patients with one to three
positive lymph nodes. Our results indicate that CA IX alone is
not a specific marker of resistance to radiotherapy and may be
the presence of hypoxic tumour cells, which is in accordance
with other reports from our laboratory. In vitro studies have
shown that increasing levels of hypoxia induced a rise in CA IX
expression, which was clearly pH dependent. CA IX increased
in response to decreasing oxygen tension at pH above 6.5 but,
despite decreasing oxygen tension, did not increase in the
most acidic range measured in tumours (pH 6.3 to 6.5); this
suggests that the relation between CA IX and hypoxia is more
complicated. Another study examining 57 head and neck
squamous cell carcinomas found no correlation between
immunohistochemically determined CA IX status and tumour
oxygenation status using partial oxygen tension needle electrodes [28]. Finally, a recent study [9] revealed that CA IX,
identified using immunohistochemistry, did not predict
response to nimorazole (a hypoxic sensitizer) in a series of 320
patients with head and neck squamous cell carcinomas.
However, it should be borne in mind that using TMAs for immunohistochemical examination of CA IX underestimates the frequency of CA IX positive tumours. Invasive tumor cells do not
express CA IX diffusely but rather focally and more frequently
in tumor cells near necrotic areas [12,13,22,29]. Frequencies
of CA IX positive tumours of varying magnitude have been
reported in studies examining whole sections (46% to 48%)
[10,13] and TMAs (18% to 28%) [7,11], and the same tendency was found in our pilot study examining agreement

Page 8 of 10
(page number not for citation purposes)

between CA IX stainings, albeit not as marked. In addition, we
found that adding one extra TMA biopsy slightly increased the
frequency of CA IX positive tumors but adding two or three
extra TMA biopsies did not further increase the CA IX frequency. However, this contrasts with findings reported by
Goethals and coworkers [30], who applied staining for CA IX
to colon cancer. They concluded that in order to reduce the
number of CA IX negative cases, four or five punches from
each tumour was apparently optimal. We opted to use central
cores in the DBCG82 study rather than peripheral cores,
based on the findings of the pilot study. This could be a point
of criticism because in our study we did not find strictly the
same amount of invasive tumour cells in central and peripheral
biopsies; also, the percentages of assessable tumour cells in
each core differed between different tumour blocks, because
of differences in size of the invasive areas. However, in general
the original tumours were large, because they were selected
only if at least three paraffin-embedded tumour blocks
containing verified invasive tumour could be located. For these
reasons, this shortcoming of our study probably has little
impact on our findings. An alternative is to use whole sections
instead of TMAs. However, the reproducibility of findings in
whole sections from two different paraffin blocks from the
same tumour was not notably better than comparing a central
TMA biopsy with the corresponding whole section in our
study. It has been argued that a whole section is still only a
small fraction of the entire tumour, and when one looks at
something rare and unequally distributed, one might derive the
most accurate picture of that distribution by looking at a small
proportion of tissue such as a TMA biopsy. In addition, it must
be stressed that the set up in our pilot study (as well as in the
study by Goethals and colleagues [30]) was not designed to
evaluate the accuracy of TMAs, because these were not compared with the 'truth' but were compared with whole sections,
which account for only part of the truth.

Conclusion
This is the largest study of CA IX to date; in 945 high-risk
breast cancer patients randomly assigned to receive PMRT
plus systemic therapy or systemic therapy alone, we found CA
IX to be significantly associated with OS and DSS but not with
DM or LRR in univariate analyses. CA IX was not an independent prognostic marker for any of the end-points analyzed. However, we cannot rule out that CA IX may be an independent
prognostic marker for survival among different subgroups of
women. Among other findings, we identified a potential association between CA IX and response to tamoxifen in postmenopausal women treated with tamoxifen and PMRT and in the
subgroup of hormone receptor positive women. CA IX was not
associated with response to PMRT. Fifteen-year OS probabilities were improved by 9% and 7% after PMRT for the subgroups of CA IX negative and CA IX positive patients,
respectively. The improvement in OS after PMRT did not reach
statistical significance in the small subgroup of 151 CA IX
positive patients.

Available online http://breast-cancer-research.com/content/10/2/R24

Competing interests
The authors declare that they have no competing interests.

Authors' contributions
MO and JO were responsible for data collection in the original
clinical study. Recent follow up of clinical data was performed
by HMN, MO and JO. MK and JO were conceived and
designed the biological study. HK and MK collected paraffinembedded tumour blocks. MK constructed TMAs. MK, JA and
FBS were responsible for staining of TMA sections. MK and
FBS scored TMA sections. MK and JO analyzed and interpreted the data. MK wrote the manuscript. All authors read
and approved the manuscript.
The corresponding author (MK) had full access to all of the
data used in the study and has final responsibility for the decision to submit the paper.

Acknowledgements

9.

10.

11.

12.

13.

The study was conducted on behalf of the DBCG (Danish Breast Cancer Cooperative Group).
14.
This study was supported by grants from the Danish Cancer Society, the
University of Århus, the Danish Medical Research council, and ML Jørgensen and Gunnar Hansen's foundation. The funding sources played
no role in the writing the manuscript. In addition, we should like to thank
technical assistants Mogens M Johannesen, Birthe Hermansen and Tine
Bovtrup for excellent technical assistance.

15.

References
1.

2.

3.

4.

5.

6.
7.

8.

Giatromanolaki A, Koukourakis MI, Sivridis E, Pastorek J, Wykoff
CC, Gatter KC, Harris AL: Expression of hypoxia-inducible carbonic anhydrase-9 relates to angiogenic pathways and independently to poor outcome in non-small cell lung cancer.
Cancer Res 2001, 61:7992-7998.
Pastorek J, Pastorekova S, Callebaut I, Mornon JP, Zelnik V,
Opavsky R, Zat'ovicová M, Liao S, Portetelle D, Stanbridge EJ, et
al.: Cloning and characterization of MN, a human tumor-associated protein with a domain homologous to carbonic anhydrase and a putative helix-loop-helix DNA binding segment.
Oncogene 1994, 9:2877-2888.
Wykoff CC, Beasley NJ, Watson PH, Turner KJ, Pastorek J, Sibtain
A, Wilson GD, Turley H, Talks KL, Maxwell PH, Pugh CW, Ratcliffe
PJ, Harris AL: Hypoxia-inducible expression of tumor-associated carbonic anhydrases. Cancer Res 2000, 60:7075-7083.
Loncaster JA, Harris AL, Davidson SE, Logue JP, Hunter RD,
Wycoff CC, Pastorek J, Ratcliffe PJ, Stratford IJ, West CM: Carbonic anhydrase (CA IX) expression, a potential new intrinsic
marker of hypoxia: correlations with tumor oxygen measurements and prognosis in locally advanced carcinoma of the
cervix. Cancer Res 2001, 61:6394-6399.
Ivanov S, Liao SY, Ivanova A, Danilkovitch-Miagkova A, Tarasova N,
Weirich G, Merrill MJ, Proescholdt MA, Oldfield EH, Lee J, Zavada
J, Waheed A, Sly W, Lerman MI, Stanbridge EJ: Expression of
hypoxia-inducible cell-surface transmembrane carbonic anhydrases in human cancer. Am J Pathol 2001, 158:905-919.
Gray LH, Conger AD, Ebert M, Hornsey S, Scott OC: The concentration of oxygen dissolved in tissues at the time of irradiation
as a factor in radiotherapy. Br J Radiol 1953, 26:638-648.
Chia S, Ragaz J, Makretsov N, Cheang M, Hayes M, Gilks B, Harris
A, Spinelli J, Gelmon K, Olivotto I, Huntsman D: Carbonic anhydrase IX (CA IX) as a predictive marker for benefit from postmastectomy adjuvant locoregional radiation (RT): Results
from the British Columbia (BC) Randomized Radiation Trial. J
Clin Oncol 2005, 23:16S.
Brennan DJ, Jirstrom K, Kronblad A, Millikan RC, Landberg G,
Duffy MJ, Rydén L, Gallagher WM, O'Brien SL: CA IX is an inde-

16.

17.
18.

19.

20.

21.

22.

pendent prognostic marker in premenopausal breast cancer
patients with one to three positive lymph nodes and a putative
marker of radiation resistance. Clin Cancer Res 2006,
12:6421-6431.
Eriksen JG, Overgaard J: Lack of prognostic and predictive
value of CA IX in radiotherapy of squamous cell carcinoma of
the head and neck with known modifiable hypoxia: an evaluation of the DAHANCA 5 study. Radiother Oncol 2007,
83:383-388.
Bartosová M, Parkkila S, Pohlodek K, Karttunen TJ, Galbavý S,
Mucha V, Harris AL, Pastorek J, Pastoreková S: Expression of
carbonic anhydrase IX in breast is associated with malignant
tissues and is related to overexpression of c-erbB2. J Pathol
2002, 197:314-321.
Makretsov NA, Huntsman DG, Nielsen TO, Yorida E, Peacock M,
Cheang MC, Dunn SE, Hayes M, van de Rijn M, Bajdik C, Gilks
CB: Hierarchical clustering analysis of tissue microarray
immunostaining data identifies prognostically significant
groups of breast carcinoma.
Clin Cancer Res 2004,
10:6143-6151.
Colpaert CG, Vermeulen PB, Fox SB, Harris AL, Dirix LY, Van
Marck EA: The presence of a fibrotic focus in invasive breast
carcinoma correlates with the expression of carbonic anhydrase IX and is a marker of hypoxia and poor prognosis.
Breast Cancer Res Treat 2003, 81:137-147.
Chia SK, Wykoff CC, Watson PH, Han C, Leek RD, Pastorek J,
Gatter KC, Ratcliffe P, Harris AL: Prognostic significance of a
novel hypoxia-regulated marker, carbonic anhydrase IX, in
invasive breast carcinoma. J Clin Oncol 2001, 19:3660-3668.
Hussain SA, Ganesan R, Reynolds G, Gross L, Stevens A, Pastorek J, Murray PG, Perunovic B, Anwar MS, Billingham L, James
ND, Spooner D, Poole CJ, Rea DW, Palmer DH: Hypoxia-regulated carbonic anhydrase IX expression is associated with
poor survival in patients with invasive breast cancer. Br J
Cancer 2007, 96:104-109.
van 't Veer LJ, Dai H, van de Vijver MJ, He YD, Hart AA, Mao M,
Peterse HL, van der Kooy K, Marton MJ, Witteveen AT, Schreiber
GJ, Kerkhoven RM, Roberts C, Linsley PS, Bernards R, Friend SH:
Gene expression profiling predicts clinical outcome of breast
cancer. Nature 2002, 415:530-536.
van de Vijver MJ, He YD, van't Veer LJ, Dai H, Hart AA, Voskuil DW,
Schreiber GJ, Peterse JL, Roberts C, Marton MJ, Parrish M, Atsma
D, Witteveen A, Glas A, Delahaye L, van der Velde T, Bartelink H,
Rodenhuis S, Rutgers ET, Friend SH, Bernards R: A geneexpression signature as a predictor of survival in breast
cancer. N Engl J Med 2002, 347:1999-2009.
Offersen BV, Sorensen FB, Yilmaz M, Knoop A, Overgaard J:
Chalkley estimates of angiogenesis in early breast cancer –
relevance to prognosis. Acta Oncol 2002, 41:695-703.
Overgaard M, Hansen PS, Overgaard J, Rose C, Andersson M,
Bach F, Kjaer M, Gadeberg CC, Mouridsen HT, Jensen MB,
Zedeler K: Postoperative radiotherapy in high-risk premenopausal women with breast cancer who receive adjuvant chemotherapy. Danish Breast Cancer Cooperative Group 82b Trial.
N Engl J Med 1997, 337:949-955.
Overgaard M, Jensen MB, Overgaard J, Hansen PS, Rose C,
Andersson M, Kamby C, Kjaer M, Gadeberg CC, Rasmussen BB,
Blichert-Toft M, Mouridsen HT: Postoperative radiotherapy in
high-risk postmenopausal breast-cancer patients given adjuvant tamoxifen: Danish Breast Cancer Cooperative Group
DBCG 82c randomised trial. Lancet 1999, 353:1641-1648.
Nielsen HM, Overgaard M, Grau C, Jensen AR, Overgaard J:
Study of failure pattern among high-risk breast cancer
patients with or without postmastectomy radiotherapy in addition to adjuvant systemic therapy: long-term results from the
Danish Breast Cancer Cooperative Group DBCG 82 b and c
randomized studies. J Clin Oncol 2006, 24:2268-2275.
Kyndi M, Sorensen FB, Knudsen H, Overgaard M, Nielsen HM,
Andersen J, Overgaard J: Tissue microarrays compared with
whole sections and biochemical analyses. A subgroup analysis of DBCG82 b&c. Acta Oncol 2008 in press.
Wykoff CC, Beasley N, Watson PH, Campo L, Chia SK, English R,
Pastorek J, Sly WS, Ratcliffe P, Harris AL: Expression of the
hypoxia-inducible and tumor-associated carbonic anhydrases
in ductal carcinoma in situ of the breast. Am J Pathol 2001,
158:1011-1019.

Page 9 of 10
(page number not for citation purposes)

Breast Cancer Research

Vol 10 No 2

Kyndi et al.

23. Kyndi M, Sorensen FB, Knudsen H, Overgaard M, Nielsen HM,
Overgaard J: ER, PgR, HER2 and response to post-mastectomy
radiotherapy in high-risk breast cancer. A subgroup analysis
of DBCG 82 b&c. J Clin Oncol 2008 in press.
24. Giatromanolaki A, Koukourakis MI, Simopoulos C, Polychronidis A,
Gatter KC, Harris AL, Sivridis E: c-erbB-2 related aggressiveness in breast cancer is hypoxia inducible factor-1alpha
dependent. Clin Cancer Res 2004, 10:7972-7977.
25. Helczynska K, Kronblad A, Jogi A, Nilsson E, Beckman S, Landberg G, Påhlman S: Hypoxia promotes a dedifferentiated phenotype in ductal breast carcinoma in situ. Cancer Res 2003,
63:1441-1444.
26. Stoner M, Saville B, Wormke M, Dean D, Burghardt R, Safe S:
Hypoxia induces proteasome-dependent degradation of
estrogen receptor alpha in ZR-75 breast cancer cells. Mol
Endocrinol 2002, 16:2231-2242.
27. Kronblad A, Jirstrom K, Ryden L, Nordenskjold B, Landberg G:
Hypoxia inducible factor-1alpha is a prognostic marker in premenopausal patients with intermediate to highly differentiated
breast cancer but not a predictive marker for tamoxifen
response. Int J Cancer 2006, 118:2609-2616.
28. Nordsmark M, Eriksen JG, Gebski V, Alsner J, Horsman MR, Overgaard J: Differential risk assessments from five hypoxia specific assays: the basis for biologically adapted individualized
radiotherapy in advanced head and neck cancer patients.
Radiother Oncol 2007, 83:389-397.
29. Van den Eynden GG, Van der Auwera I, Van Laere SJ, Colpaert
CG, Turley H, Harris AL, van Dam P, Dirix LY, Vermeulen PB, Van
Marck EA: Angiogenesis and hypoxia in lymph node metastases is predicted by the angiogenesis and hypoxia in the primary tumour in patients with breast cancer. Br J Cancer 2005,
93:1128-1136.
30. Goethals L, Perneel C, Debucquoy A, De Schutter H, Borghys D,
Ectors N, Geboes K, McBride WH, Haustermans KM: A new
approach to the validation of tissue microarrays. J Pathol
2006, 208:607-614.

Page 10 of 10
(page number not for citation purposes)

