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Simple Summary: The extra-domain B fibronectin (ED-B FN) is highly expressed in thymic epithelial
tumors (TETs), as demonstrated by in vivo targeting using 131I-labeled L19 small immunoprotein
(131I-L19-SIP) and immunohistochemistry with a predominant expression by stromal cells of a
thymoma microenvironment rather than epithelial cells. Such high expression derived from the
induction of stromal cells shifts FN production to the ED-B subtype. Our results suggest that
Radretumab radioimmunotherapy (R-RIT) inefficacy is not related to low TET ED-B expression but to
multifactorial aspects including patients’ inherent characteristics, the pattern expression of the target,
the biological characteristics of the tumor, and the format of the target agent, which contribute to the
resistance of tumor cells to treatment.

Abstract: Aim: to exploit tissue-specific interactions among thymic epithelial tumor (TETs) cells
and extra-domain B fibronectin (ED-B FN). Material and methods: The stromal pattern of ED-B FN
expression was investigated through tumor specimen collection and molecular profiling in 11 patients
with recurrent TETs enrolled in prospective theragnostic phase I/II trials with Radretumab, an ED-B
FN specific recombinant human antibody. Radretumab radioimmunotherapy (R-RIT) was offered to
patients who exhibited the target expression. Experiments included immunochemical analysis (ICH),
cell cultures, immunophenotypic analysis, Western blot, slot-blot assay, and quantitative RT-PCR
of two primary thymoma cultures we obtained from patients’ samples and in the Ty82 cell line.
Results: The in vivo scintigraphic demonstration of ED-B FN expression resulted in R-RIT eligibility
in 8/11 patients, of which seven were treated. The best observed response was disease stabilization
(n = 5/7) with a duration of 4.3 months (range 3–5 months). IHC data confirmed high ED-B FN
expression in the peripherical microenvironment rather than in the center of the tumor, which was
more abundant in B3 thymomas. Further, there was a predominant expression of ED-B FN by the
stromal cells of the thymoma microenvironment rather than the epithelial cells. Conclusions: Our
data support the hypothesis that thymomas induce stromal cells to shift FN production to the ED-B
subtype, likely representing a favorable hallmark for tumor progression and metastasis. Collectively,
results derived from clinical experience and molecular insights of the in vitro experiments suggested
that R-RIT inefficacy is unlikely related to low target expression in TET, being the mechanism of
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R-RIT resistance eventually related to patients’ susceptibility (i.e., inherent characteristics), the pattern
expression of the target (i.e., at periphery), the biological characteristics of the tumor (i.e., aggressive
and resistant phenotypes), and/or to format of the target agent (i.e., 131I-L19-SIP).

Keywords: thymic epithelial tumors; tumor microenvironment; fibronectin; target therapy; theragnostic

1. Introduction

Thymic epithelial tumors (TETs) are rare malignant neoplasms with an annual inci-
dence of approximately 0.32 every 100,000 people/year [1]. According to the 2020 classifica-
tion of the World Health Organization, TETs are divided into thymomas and thymic carci-
nomas. Thymomas account for about 90% of TETs and are further classified in A, AB, B1, B2,
and B3 histotypes depending on their morphological features [2]. About 10–15% of patients
experience recurrence after 5 years (range 3–7 years) [3,4] from the primary treatment with
curative intent [3–6]. In recurrent disease, regardless of histology, chemotherapy-based
regimens become much less effective. Given such poor response of TETs to chemothera-
peutic agents, other treatment options have been investigated, such as target agents and
immunotherapy. Multikinase inhibitors sunitinib and lenvatinib have been tested with
promising results (objective response rate of 26% and 38%, respectively) [7–9]. Immunother-
apy, although effective, is currently reserved to selected cases due to the increased risk of
auto-immune-mediated complications, especially in thymomas [10,11].

In recent years, tumor microenvironments (TME) have revealed novel targets, becom-
ing an attractive field of research in drug development. The literature is rich with examples
of identification of TETs’ TME immune components and their respective correlation with
tumor molecular subtypes [12–14]. Despite being strongly involved in supporting cancer
growth and the outcome of therapeutic approaches, the extracellular matrix (ECM) is proba-
bly the component of the TME that initially received the least attention [15]. One of the most
interesting stromal targets is fibronectin (FN), a stably and abundantly expressed protein
on newly formed blood vessels of cancer tissues, theoretically undetectable in adult healthy
tissues except in specific conditions including tissues remodeling and repair, fibrosis, and
cell migration [16–18]. Using Radretumab (131I-L19SIP), a fully human armed antibody
in the small immunoprotein (SIP) format that specifically binds with high affinity the
extra-domain B (ED-B) splice variant of the ECM FN, we obtained encouraging results in
both the preclinical setting [18,19] and clinical trials. EDB-target therapy has been explored
in solid tumors and hematological malignancies using either Radretumab (NCT01242943;
NCT01124812; NCT01125085) or antibody–cytokine fusion proteins (L19-IL2, Darleukin
and L19-TNF, Fibromun) on the tumor site by homing to the EDB-FN. Despite an excel-
lent in vivo demonstration of the targeting, treatment with Radretumab had efficacious
results only in anecdotal cases. One of the major obstacles in developing a TME-specific
treatment strategy is the presence of tumor heterogeneity, which is also constantly evolving
throughout the disease’s development and in response to therapy, multiple compensatory
mechanisms and feedback loops being the basis for therapy evasion and the development of
resistance. Collectively, so far, targeted therapies have not yielded the expected results in re-
current/refractory TETs, suggesting that the success of clinical trials in this context requires
greater attention to tumor specimen collection and to molecular profiling. Therefore, to
exploit tissue-specific interactions among TET cells and ED-B FN, potentially enlightening
the mechanisms sustaining TET radioresistance, we investigated through tumor specimen
collection and molecular profiling the stromal pattern of ED-B FN expression in patients
with recurrent TETs treated with Radretumab.
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2. Materials and Methods
2.1. Clinical Experience

Among all subjects enrolled at the University of Pisa into the prospective phase I/II
trials EudraCT no. 2005-000545-11 (approved by the Ethics Committee of the Azienda
Ospedaliero-Universitaria Pisana on 14 September 2006 and emended on 2 May 2007) and
EudraCT no. 2007-007241-12 (Ethics Committee of the Azienda Ospedaliero-Universitaria
Pisana approval number 2622/2008) sponsored by Philogen SpA (Siena, Italy), we recruited
11 patients with recurrent TETs. The studies, approved by national authorities and local
ethics committees, were conducted in accordance with the European regulations, the Dec-
laration of Helsinki, and the International Conference on Harmonization Good Clinical
Practice Guidelines. All patients individually dated and signed the informed consent
form before being enrolled. Specific details about the clinical trial including Radretumab
radiolabeling, imaging acquisition protocol, dosimetric estimates, and treatment sched-
ules have been previously published [20]. Briefly, all enrolled patients were selected for
treatment after a diagnostic phase consisting of sequential scintigraphic images and blood
samples collected at different time points (24, 48, 72, 96 h, and 8 days) after the injection
of a diagnostic activity of Radretumab (185 MBq). The aim of the diagnostic phase was to
demonstrate the in vivo expression of the target (i.e., expression of visual assessment by
comparing uptake in the target to background) and to estimate the adsorbed doses to target
lesions(s), normal and dose-limiting organs (i.e., bone marrow), respectively. Accordingly,
Radretumab radioimmunotherapy (R-RIT) was offered to patients who met a priori defined
criterion based on the target/non-target adsorbed dose ratio. Patients who did not fulfil
the target/non-target adsorbed dose ratio criterion ended the protocol. Treatment was
administered 14–30 days after the dosimetric phase, injecting a fixed activity of Radretumab
in phase I (3.7 or 5.55 GBq EudraCT study no. 2005-000545) or according to the recruit-
ment cohort in the dose-escalation protocol (4.1 GBq/m2, 5.1 GBq/m2, and 6.2 GBq/m2,
respectively—EudraCT no. 2007-007241-12). All patients were imaged about 8 days after R-
RIT to confirm the targeting. Adverse events (AEs) and drug-related toxicity were recorded
as per study protocol for at least 30 days after the last Radretumab administration (diag-
nostic or therapeutic) and graded according to the common terminology criteria adverse
events (CTCAE v.3). Treatment response was assessed clinically and radiologically. Clinical
response assessment evaluated symptoms and lab tests. RECIST criteria version 1.1 [21]
were used for radiological treatment response. Repeated R-RIT (at least 3 months apart)
was allowed based on clinical judgement, dosimetric estimates, safety, treatment response,
and clinical follow-up. Baseline patients’ characteristics, including previous treatments, are
summarized in Supplementary Table S1.

2.2. Immunohistochemistry

Paraffin-embedded samples of thymoma were obtained from the Pathology depart-
ment of our university. Thymic epithelial tumors were classified according to the 2004
version of the WHO classification of thoracic tumors [22]. FFPE samples were cut into 4 µm
slices, deparaffinized with xylene, and rehydrated in graded ethanol.

Antigen retrieval was performed using steam pressure boiling in 2 mM EDTA, pH
8.0 for five minutes. Immunohistochemistry was performed using L19-IL2 fusion protein
that specifically binds to ED-B FN such as previously reported [16,23] and the alkaline
phosphatase anti-alkaline phosphatase (APAP) method was adopted to reveal the staining.
For each sample, 10 microscopic fields were evaluated for the ED-B FN sating at 400× g
magnification using an Olimpus AX70 microscope equipped with a zoom ocular and
PlanAPO objectives.

2.3. Cell Cultures

The DU-145 human prostate cancer and the MEWO malignant melanoma cell lines
were obtained from ATCC (American Type Culture Collection, Washington, DC, USA).
Ty82 human thymic carcinoma cells were purchased from Japanese Collection of Research
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Bioresources Cell Bank (Ibaraki, Japan). The cells were cultured in a 5% CO2 incubator at
37 ◦C with RPMI-1640 medium (Gibco, 11835-063, Waltham, MA, USA) supplemented with
10% fetal bovine serum (Gibco, 16000-044, USA), 100 U/mL penicillin, and 100 µg/mL
streptomycin (Gibco, 15140-122, USA).

Two fresh samples of TET, named AMt and NF, were obtained from the resection of
TETs during surgery at the University of Pisa. Tumor tissue was mechanically dissociated
and cultured in a 6 cm dish and then seeded on hydrophilic plastic in KGM-Gold™ Growth
Medium (Lonza Group Ltd., Basel, Switzerland) supplemented with 1% Glutamax®, 1%
penicillin–streptomycin (Life Technologies, Carlsbad, CA, USA). After confluence, cells
were harvested by TryPLE Select® (Life Technologies) digestion and then replaced and
cultured to next passage at a 1:3 ratio.

2.4. Immunophenotypic Analysis

AMt and NF cells, at second, fifth, and eighth passage, were harvested, and a total
of 5 × 105 cells from single-cell suspensions were dispensed per each tube. Samples
were incubated for 30 min at 4 ◦C with labeled monoclonal antibodies (mAbs) specific
for EpCAM-APC and CD90-FITC (Miltenyi Biotech, Bergisch Gladbach, Germany). Then,
samples were washed twice and resuspended in MACSQuant™ Running Buffer (Miltenyi
Biotech, Bergisch Gladbach, Germany). The flow cytometer was set using cells stained with
isotype-identical antibody controls. Cells were gated on a forward (FSC) versus side scatter
(SSC) plot in order to eliminate debris. Acquisition was performed collecting 10,000 events
that were analyzed by MACSQuant® Flow Cytometer using the MACSQuantify® Software
(Miltenyi Biotech, Bergisch Gladbach, Germany).

2.5. Western Blot

AMt, NF, DU145, and MEWO cells were lysed on ice using RIPA lysis buffer kit con-
taining protease inhibitor cocktail (Santa Cruz Biotechnology Inc., Heidelberg, Germany).
Total protein concentration was determined by BCA protein assay kit (Pierce, Thermo
Scientific, Rockford, IL, USA). Equal amounts (30 µg) of protein were loaded and separated
on precast Miniprotean Gel 4–20% (Biorad, Segrate, Milan, Italy). The separated proteins
were transferred to nitrocellulose by Semi-Dry Trans-Blot Turbo System (Biorad); after
blocking in TBS-T containing 5% non-fat dry milk (Biorad) for 2 h at room temperature, the
membranes were incubated with primary antibody overnight at 4 ◦C. The primary antibod-
ies utilized were anti-EpCAM (1:1000) and anti-Pan cytokeratin (1:300) (Abcam, Cambridge,
UK), Rhodamine anti-β-Actin (BioRad, Hercules, CA, USA, 1:2500), and anti-Vimentin (Cell
Signaling Technology, Danvers, MA, USA, 1:1000). Subsequently, the membranes were
incubated with the appropriate HRP-conjugated secondary antibody (Bio-Rad, Hercules,
CA, USA) for 1 h at room temperature. Protein bands were visualized using ECL detection
reagent (Amersham, Glattbrugg, Switzerland) and a ChemiDoc Imaging System (Bio-Rad,
Hercules, CA, USA). Image Lab software (Bio-Rad, Hercules, CA, USA) was utilized to
quantify the density of each band by densitometric analysis. The relative expression of
each protein was normalized to -Actin.

2.6. Slot-Blot Assay

Briefly, 60 µg of NF and Ty-82 cell lysate was spotted onto the nitrocellulose membrane
at the center of the grid of a Bio-Dot SF Microfiltration Apparatus (BioRad, Milan, Italy). FN
was used as a positive control. The membranes were dried and blocked by soaking in 5%
BSA in TBS-T for 1 h at room temperature. The membranes were incubated for 1 h at room
temperature with monoclonal antibodies anti-fibronectin BC-1 (1:500, Abcam, Cambridge,
UK), L19-sip (1 µg/mL, Philogen SpA, Siena, Italy), and anti-β-Actin (Cell Signaling
Technology, Danvers, MA, USA, 1:1000) diluted in BSA/TBS-T. After three washings with
TBS-T, the membranes were incubated with secondary antibody HRP-conjugated goat anti-
mouse IgG (BioRad, Milan, Italy, 1:1000) for 30 min at RT. Subsequently, the membranes
were washed three times with TBS-T to remove unbound antibody and then incubated
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with Clarity Max ECL Substrate (BioRad, Milan, Italy) for 1 min. Chemiluminescence was
detected with ChemiDoc MP Imaging System.

2.7. Quantitative RT-PCR

RNA extraction from AMt, NF, and Ty-82 was performed using RNeasy Mini Kit
(Qiagen GmbH, Hilden, Germany), according to the manufacturer’s instructions. One µg of
each RNA sample was reverse transcribed to cDNA by QuantiTect Reverse Transcription Kit
(Qiagen GmbH), and 30-fold dilutions of cDNAs were analyzed by quantitative RT-PCR on
iCycler-iQ5 Optical System (Bio-Rad Laboratories, Hercules, CA, USA), using SsoAdvanced
SYBR Green SuperMix (Bio-Rad Laboratories, Hercules, CA, USA), running each sample
in duplicate. Primers were designed from coding sequences published on Gene Bank
database with the support of Beacon Designer v.7 Software (Premier Biosoft International,
Palo Alto, CA, USA) (sequences are available upon request). Relative quantitative analysis
was performed following 2−∆∆Ct Livak method [24], and the geometric mean of four
housekeeping genes (ACTB, ATP5B, GAPDH, HPRT) based on the GeNorm study [25] was
used to normalize the ED-B FN mRNA expression.

3. Results
3.1. Clinical Experience

Table 1 summarizes the main results for each patient. Selective uptake of Radretumab
(from faint to intense) was observed in target lesions 24–48 after the diagnostic administra-
tion for 10/11 TET patients (91%). In the remaining case, all lesions (liver metastases) were
“cold”. Figure 1 shows different scintigraphic patterns of Radretumab uptake.
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Table 1. Main characteristics and results for each patient.

Pt Age Sex Histology ED-B FN Expression
Visual Analysis

T/Non-T
Ratio

AE/SAE Diagnostic R-RIT (GBq) AE/SAE R-RIT Clinical Response
Radiological Response

Best Response RECIST Score Duration

#1 54 M Thymic carcinoma High 10.3 * G3 increase creatinine 3.33 Worsening of pain and lymph
edema

Worsening of
clinical condition NA

#2 46 M B3 High 78.6 *
Worsening of pre-existing
asthenia associated with

articular pain

5.55 Hypothyroidism SD −5% 5 mo

5.55 PD +68% –

#3 64 M Thymic carcinoma Absent 1.2 * NA

#4 44 M NA Faint 6.4 * NA

#5 32 M B3 High 5.18 SD

5.55 PD

#6 53 M Thymic carcinoma High 54.4 ˆ 8.14 None SD −19% 3 mo

#7 53 F B2 High 87.5 ˆ G2 hypersensitivity to
perchlorate potassium NA

#8 54 F B2 High 64.7 ˆ 9.25

G4 lymphopenia (19 days after
RIT, recovered)

G3 thrombocytopenia (26 days
after R-RIT, recovered)

G2 anemia (26 days after R-RIT,
recovered)

SD +2% 5 mo

#9 54 M Thymic carcinoma High 8.1 ˆ None

9.44

Iatrogenic hypothyroidism
G2 abdominal cutaneous
erythema (from day 30 to

day 45)

Improvement of
hepatic

functionality
indexes, nausea
and vomiting

SD −27.7% 3 mo

10.03 G 3 lymphopenia (from day
29 to day 43) PR −51.2% 2 mo

9.25 G3 leukopenia (from day 15 to
day 34) SD −2% 2 mo

#10 49 M Thymic carcinoma Faint 1.6 ˆ G2 dyspnea NA

#11 50 M

AB
(re-classified as B3
in primary and B2

in metastatic
lesions after biopsy

revision)

2.96 G1 thrombocytopenia (from
day 21 day 35)Hypothyroidism PD

M: male, F: female; G: grade; NA: not applicable; SD: stable disease; PR: partial response; PD: progressive disease; T/non-T ratio: target/non-target ratio; AE/SAE: adverse event/serious
adverse event; R-RIT: Radretumab radioimmunotherapy; mo: months; ED-B FN: extra-domain B of fibronectin. * Target/non-target ratio defined as adsorbed dose in the target
lesion/adsorbed dose in bone marrow. Eligibility for R-RIT ≥ 10. ˆ Target/non-target ratio defined as adsorbed dose in the target lesion/adsorbed dose in muscle. Eligibility for
R-RIT ≥ 4.
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Normal organs and healthy tissues did not show any significant Radretumab uptake,
with the only exception of thyroid in case of inadequate block. The calculated dosimetric
estimates for target lesion(s) and bone marrow are summarized in Supplementary Table S2.
In 8/11 patients, the estimated absorbed dose of beta radiation by the red bone marrow
was below the TD5/5 of 2.5 Gy. The average estimated absorbed doses of beta radiation to
healthy organs for all patients are summarized in Supplementary Figure S1.

Eight out of eleven patients met the target/non-target ratio criterion. Accordingly,
seven patients were treated with Radretumab (mean administered activity 6.2 ± 2.7 GBq,
range 2.96–9.435). One patient eligible for R-RIT was not treated because she withdrew
consent (n = 1). R-RIT was repeated in three patients (mean administered activity in
7.6 ± 2.4 GBq, range 5.549–10.027). Images acquired after R-RIT—regardless of the first
or the following(s), in case of repeated administrations—agreed with pre-treatment mor-
phological imaging (i.e., concordance between the number and the site of lesions) and
confirmed the antigen targeting in all cases. All patients who received the diagnostic
(n = 11) and therapeutic administration (n = 7) of Radretumab were evaluable for the
safety analysis. Overall, Radretumab was well tolerated, and repeated administrations
were feasible.

After the diagnostic administration of Radretumab, 7/11 patients (64%) experienced
adverse events, defined as serious (SAE) in two cases. SAE included grade 2 dyspnea
and grade 3 metabolic/laboratory test alteration (transitory grade 3 increase in creatinine
level associated with increased LDH and uremic acid values). Both SAEs were registered
in patients eligible for R-RIT and considered disease-related (i.e., unrelated to the study
drug). Not-serious AE included a grade 1 nausea (n = 1), transient worsening of pre-
existing asthenia associated with articular pain (n = 1), and grade 2 hypersensitivity to
perchlorate potassium (n = 1), after the diagnostic administration of Radretumab. None of
the reported AEs were considered treatment related. Toxicity after R-RIT administration
was, as expected, mainly hematological (see Table 1). Five patients (71%) experienced
treatment-related hematological AEs ≥ grade 3, which included uncomplicated grade
3 thrombocytopenia (n = 1), grade 3 leucopoenia (n = 1, after the third R-RIT administration),
and grade 3–4 lymphocytopenia (n = 3, one after the second R-RIT administration). Median
time to the platelet nadir (<100 × 109/L) was 32 days (range 17–48 days).

The most frequent non-hematological AEs after R-RIT included hypothyroidism
(n = 3), grade 1/2 asthenia (n = 2), nausea (n = 1), and grade 2 cutaneous rush (n = 1).
Patients who developed permanent hypothyroidism did not perform a thyroid block as
required by protocol procedure (two patients had an allergic reaction to the first adminis-
tration of Lugol’s solution, and one patient refused to assume it).

One patient died before treatment response assessment. Death, unrelated to R-RIT,
was due to rapid progression of thymoma. All treated patients were included in the efficacy
analysis, as detailed in Table 1. Six out of seven treated patients (86%) had symptoms
relief demonstrated by both physical examination and medical records (decreased in
analgesic drugs consumption, maintenance of physical activity), which combined result in
improvement of patients’ quality of life at the cost of relatively low and easily manageable
side effects. After the first R-RIT administration, five patients had stable disease, and one
patient experienced disease progression according to RECIST criteria. One patient who
received repeated R-RIT experienced a partial response with a reduction of approximately
50% of initial tumor burden after the second administration, obtaining a long-lasting disease
control (Figure 2).
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vomiting). (B) CT slices showed the liver lesions of the VIII segment (top line) and the VI segment
(bottom line) over the period April 2010–January 2011. Over this period, three subsequent courses of
R-RIT were administered, as indicated by arrows.

3.2. Immunohistochemical Analysis

Thymomas strongly expressed ED-B FN according to L19-IL2 staining. Interestingly,
the staining was around neoplastic nodes (Figure 3), suggesting that ED-B FN is expressed
in the peripherical microenvironment rather than in the center of the tumor. These results
support the idea that predominantly stromal cells produce ED-B FN.
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Figure 3. Comparison between [18F]FDG-PET/CT, Radretumab SPECT/CT, and immunohistochemi-
cal analysis in a thymoma B3 patient (#5). Pre-treatment PET/CT (A) shows high [18F]FDG uptake
in a nodule in the right lung (left panels) and diffuse uptake in the spine (middle and right panels).
SPECT/CT (B) outperforms PET/CT findings, showing highly specific Radretumab uptake in right
lung (left panels) and spine (middle and right panels). Immunohistochemical analysis (C) shows
intense ED-B expression in tissue samples, confirming SPECT/CT findings.

The ED-B FN antigen was strongly expressed in B3 thymomas, confirming the high
specificity of the targeting demonstrated by scintigraphic images (Figure 3).

3.3. Primary Cell Cultures and Expression of ED-B Fibronectin

We established two primary cultures from two samples of thymoma collected during
surgery: a type A (AMt) and a type B2 (NF) thymoma. Using flow cytometry, we observed
that the cell culture obtained from type A thymoma expressed thymocyte-mesenchymal
(CD90+) and epithelial (CD326+) markers at passage 1, but the epithelial marker CD326
was loose at passage 5. In the B2 thymoma, only CD90 was found since the first passage
(Figure 4A,B). The growth of thymic tumor epithelial cells in vitro is difficult, and our
observations confirm the outgrowth of stromal cells in both primary cultures. Moreover,
the cultured cells had a fibroblast-like appearance when observed with an inverted phase
microscopy (Supplementary Figure S2).
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CAM was not expressed in any of the cells evaluated, whereas vimentin was strongly 
expressed in NF and AMt cells. Pan-cytokeratin sating suggests the expression of type I 

Figure 4. Immunophenotyping of primary cell culture in AMt (A) and NF (B) at the first and
following passages. Flow cytometry shows the expression of thymocyte-mesenchymal (CD90+) and
epithelial (CD326+) markers. CD326+ cells disappear at passage 5 in Amt, whereas they are absent in
NF. (C) Western blot evaluating the expression of EpCAM, Vimentin, Pan cytokeratins (Pan-CK), and
Beta acting as loading control in NF and AMt at passage 9 and 5, respectively. MEWO and DU145
cell lines were included as control. (D) Fold change expression of ED-B fibronectin in AMt and NF
primary culture and in TY82 thymic carcinoma cell line (*** p < 0.001). The difference in expression
was significative between primary cultures and TY82. Slot-blot assay of ED-B expression in NF cells
at passage 9 and 10 was revealed by BC-1 monoclonal antibody (E) and L19-SIP (F).

Using Western blot, we evaluated the expression of EpCAM, vimentin, and pan-
cytokeratin in primary cells after passages 9 and 5 in AMt and NF cells, respectively
(Figure 4C, Supplementary Figure S3). We included lysates of the melanoma MEWO
and prostatic cancer DU145 cell lines as positive controls for vimentin and cytokeratin
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expression. EpCAM was not expressed in any of the cells evaluated, whereas vimentin was
strongly expressed in NF and AMt cells. Pan-cytokeratin sating suggests the expression of
type I cytokeratins in NF primary culture but not in AMt cells. The expression of vimentin
has been described in epithelial cells of type A and AB thymomas [26], but the absence
of pan cytokeratins excluded the presence of epithelial cancer cells in the AMt primary
culture. On the contrary, B2 thymoma cells are vimentin-negative; therefore, stromal cells
are present in the NF primary culture even if a subset of cytokeratin-positive cancer cells
is still present. Normalized densitometric analysis of protein expression confirmed our
observations (Supplementary Figure S4). Western blot results confirmed the presence of
tumor-associated stromal cells in both cultures, possibly with a sub-population of tumor
epithelial cells.

Using reverse transcription PCR, we evaluated the expression of ED-B FN mRNA
in the two primary cell cultures of thymoma and in the TY82 cell line. TY82 is a cell line
derived from a NUT rearranged undifferentiated thymic carcinoma [27]. Interestingly, both
AMt and NF cells expressed comparable levels of ED-B FN (average DeltaCt 1.575 SD
0.237 and 1.000 SD 0.077), whereas TY82 cells expressed much lower levels of mRNA
(average DeltaCt 0.001 SD 0). The difference in mRNA expression of ED-B FN between
primary cultured thymoma cells and the TY-82 thymoma cell line was statistically significant
(p < 0.001) (Figure 4D).

Slot blot of cell lysates from NF cells at passages 9 and 10 showed the reactivity to
L19-SIP and to the BC 1 antibody: a monoclonal antibody able to recognize ED-B+ FN
isoforms. Commercially available fibronectin (i.e., a mix of fibronectin types) and TY-82
lysate were used as a positive control. ED-B fibronectin expression did not modify at the
evaluated passages in NF cells. ED-B staining was more intense in the NF primary culture
than in TY-82 cell lines, according to the BC-1 antibody. This assay confirmed that cells
produced ED-B FN, being both BC 1 and L19-SIP-specific for ED-B FN (Figure 4E,F).

4. Discussion

Selective uptake of Radretumab was observed in all the target lesions of TET patients
included in the present analysis, with the only exception being a case of liver metastases.
Dosimetry confirmed R-RIT eligibility in a high percentage of cases (73%), similarly to
data previously reported in lymphoma [20]. Although these findings confirmed in vivo
stromal expression of ED-B FN, we observed poorer and shorted objective responses as
compared to what we reported in lymphoma [20]. Nevertheless, it is known that different
factors affect radiosensitivity [27], and lymphomas are listed among the most radiosensitive
tumors [28]. The best recorded response in TET patients was disease stabilization (n = 5/7,
71%), which further improved to partial response after the second R-RIT administration in
one case (#9). The mean duration of treatment response in the TET cohort was 4.3 months
(range 3–5 months) as compared to 7.4 months (range 1–15 months) in lymphoma (with
a mean of 5 months, range 3–6 months, when considering only patients experiencing
disease stabilization).

Notably, R-RIT positively impacted on symptoms in both TETs and lymphoma patients,
leading to decreased intake of concomitant medication and finally improving quality of life.

As for safety, R-RIT resulted in transitory and self-limiting hematological toxicity, as
typical in RIT, even when the provisional dose to bone marrow was above the recommended
safety threshold (TD 5/5 = 2.5 Gy). These data confirm that the bone marrow toxicity is
not predictable based on dosimetric estimates, requiring an estimation of the bone marrow
reserve through multiple parameters such as previous treatment regimens, disease burden
and location, as well as other individual factors. As side effects, inadequate thyroid block
was associated with the development of hypothyroidism.

Despite the demonstration of the target expression with imaging the R-RIT objective
response, our cohort of TETs turned out to be very disappointing. Speculations about
the lack of therapeutic efficacy include bias in patients’ selection, additional mechanisms
besides in vivo demonstration of target expression, insufficient administrated activity, and
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radioresistance. First, heterogeneity of the disease in terms of biology, genetic characteristics,
tumor stage, and burden should be considered. In particular, thymoma subtypes are
biologically different, and they are not a continuum of diseases. The histological subtypes,
as defined by the WHO classification, are strongly associated with multiple aberrations
occurring at different levels, which defined specific genomic hallmarks [29]. Indeed,
some of these differences can account for the different radiosensitivity of tumor cells and
patients [27,30]. Further, TETs might present slow and indolent growth or rapid disease
progress and metastasizes [7]. Hematogenous or lymphatic metastases are common in
thymic carcinomas, thymomas frequently grow through local infiltration, and their most
frequent way of diffusion is through pleural metastases. Therefore, the interpretation of the
clinical results of the treatment as disease stabilization in single arm trials is non-univocal.

Insufficient effective dose to all the lesions should also be considered as a possible
reason for low treatment efficacy. Radiation induced immune and stromal effects [31]. In
animal models of thymoma and breast cancer, dendritic cells have been shown to be impor-
tant in the antitumor T-cell-mediated immune response following radiotherapy through
radiation-induced release of high-mobility group box 1 (HMGB1) by dying tumor cells,
which act on toll-like receptor 4 (TLR4) expressed by dendritic cells, aiding in processing
and cross-presentation of tumor-associated antigens to CD8+ T cells. Interestingly, the
ED-A FN agonizes TLR4, and recently the immunological function of the ED-A containing
an FN splice variant in vivo has been elucidated [32]. However, evidence has been reported
suggesting that high-dose radiation regimens are required for optimal induction of T-cell
immune responses following radiotherapy [31]. Nevertheless, dosimetric estimates in our
cohort did not support this hypothesis since patients with stable disease (#2, #6, #8) had an
estimated dose to target lesion up to 10 times higher than the responder patient (#9). In
addition, the best objective responses in terms of size reduction according to RECIST were
observed in patients with multiple measurable target lesions, apparently rejecting a direct
link between number/size of the lesions and R-RIT effectiveness. Moreover, a negative
correlation between radiation-induced lymphopenia and outcome has been reported in
solid tumors [33,34]. In our cohort, the patient who exhibited the best response experienced
a severe (G3) but transient lymphopenia. However, the limited sample size and the small
number of events prevent further speculations. Heterogeneity of the target expression
also warrants special consideration. We can advocate several limitations of the technique
employed for the in vivo demonstration of the targeting expression. However, if the low
activity administered in case of diagnostic scan could be considered as a cause for disease
underestimation, post R-RIT scintigraphy obtained 7 days after treatment confirmed the
same pattern of lesion locations and target expression. Further, strong stromal expression
of ED-B FN was also confirmed in all patients with immunohistochemistry. However, with
immunohistochemistry we found a specific pattern of ED-B FN in TETs at the periphery
of the tumors. This specific pattern could be a consequence of its production by either
cancer-associated fibroblasts (CAF) [35] or by a direct production from cancer cells during
epithelial-to-mesenchymal transition (EMT) at the invasive periphery of the tumor, a pro-
cess used to enhance their invasive and mobility potential [36,37]. Indeed, differently from
other tumor types (e.g., melanoma), in TETs the overexpression of the ED-B isoform seems
to be related to the acquisition of more aggressive phenotypes [37]. Together, the peripheral
expressions of the target and the more aggressive behavior of the tumor could contribute
to a scarce efficacy of R-RIT. Mizuno et al. [38] described different patterns of fibronectin
and laminin distribution based on TET behaviors. Specifically, they reported a diffusely or
partially intricate network surrounding tumor cells composed of fibronectin and laminin
in TETs with low invasive potential. Conversely, more invasive tumors presented fibers
containing fibronectin and laminin in the septa, blood vessels, and perivascular space [38].
These results suggested a correlation between the pattern of stromal components and tumor
invasiveness, further supporting our hypothesis.

Therefore, the pattern distribution of the target is extremely critical when the can-
didate therapeutic agent is not designed to specifically target cancer cells as in the case
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of Radretumab. Moreover, the effects of radiation on different stromal constituents of
tumors, investigated as secondary effects of external beam radiotherapy, depend on phys-
ical parameters such as total radiation dose, fraction size, fraction intervals, or number
of fractions. Further, the type of the target could also influence treatment response, and
although a similar effect on cellular and stromal agents could be hypothesized, it is likely
that there exist significant differences in the two scenarios. Increasing our understanding
of radionuclide target therapy radiobiology is critical to fully capitalize on the potential
benefits of TME-targeted therapies. For instance, better characterization and modeling of
the radiobiological tested agent, alone or in combination regimens, must be understood
before we can optimize the dosing schedule. In this study, we generated two primary
cultures from two thymomas. The cultures were a mixture of neoplastic and stromal cells.
With subsequent passages, the stromal compartment of the culture had overgrown the
neoplastic thymoma cells. This was expected because thymoma cells are difficult to grow
in vitro. Indeed, only a few cell lines of TETs are available to date. Our data showed that
stromal cells from TET samples expressed significant amounts of ED-B FN, confirming
in vivo findings. Moreover, data on the TY-82 cell line confirmed the much lower expression
of ED-B FN.

Such differences in terms of ED-B isoform expression between TY-82 cell line (pure ep-
ithelial cells) and the two primary cultures derived from recurrent TET patients (aggressive
phenotypes), together with literature data—it has been recently shown that thymoma cells
may undergo EMT [39], and we had showed that epithelial-to-mesenchymal transition
(EMT) induces ED-B FN expression [37]—further supported the speculation that the over-
expression of ED-B FN in TETs is related to EMT and the acquisition of more aggressive
phenotypes. Indeed, our previous findings showed EB-FN upregulation in both malignant
and tissue stem cells after induction of EMT, establishing EDB-FN as a potential biomarker
for such a pro-metastatic process and a strong activator of the EMT programming, thus
enabling acquisition of a metastatic phenotype [37].

Finally, mechanisms underlying treatment resistance should be considered. Several
studies have showed how cells’ exposure to an FN-rich microenvironment stimulates
a diverse set of behaviors related with tumor invasion, metastasis, proliferation, and
resistance to pro-apoptotic signals. A recent study demonstrated that lung cancer cells
cultured with fibronectin showed: increasing Erk and Rho pathways activity; activation
of protein tyrosine kinase and inhibition of caspase 3; a decrease of cell cycle inhibitor
p21 expression; and cell cycle promoter cyclin D1 stimulation. All of these factors allow
cancer cells to ignore the pro-apoptotic signals, promoting proliferation pathways and
enabling the development of tumor cells’ resistance to different drugs [40,41]. Furthermore,
in an FN-rich microenvironment, adhesion to FN causes upregulation of pro-survival
genes and inhibition of pro-apoptotic factors, with a subsequent increase in drug-resistance
and radioresistance [42]. High FN was previously implicated in a highly differentiation-
resistant oral epithelial cell line that displayed changes in morphology and gene expression
indicative of EMT [43]. These findings highlight the role of adhesion signaling in EMT
and progression to a radioresistant phenotype [44]. Jerhammar et al. confirmed the
involvement of developmental processes and adhesion molecules in radioresistance and
proposed FN expression as a biomarker of poor response to radiotherapy [45]. Taken all
together, our data support the hypothesis that thymomas induce stromal cells to shift FN
production to the ED-B type, this being a favorable hallmark for tumor progression and
metastasis. Collectively, results derived from clinical experience and insights provided
by in vitro experiments suggested that the cause of R-RIT inefficacy is unlikely related to
expression of the target in TET, being the mechanism of R-RIT resistance eventually related
to patients’ susceptibility (i.e., inherent characteristics), the pattern expression of the target
(i.e., at periphery), the biological characteristics of the tumor (i.e., aggressive and resistant
phenotypes), and/or to format the target agent (i.e., 131I-L19-SIP). For example, very recent
data on the comparative analysis of two chemically defined antibody−drug conjugates
and small molecule−drug conjugates products directed against the same molecular target
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have provided the biological proof of the suboptimal tumor uptake, limited to perivascular
cancer cells of the antibody−drug conjugate molecules. On the contrary, small organic
ligand already exhibited a homogeneous uptake in the neoplastic mass after 1 h, potentially
overcoming such a limitation [46]. Similarly, the efficacy of ED-B chimeric antigen receptor
(CAR) T-cell therapy has been recently reported in both in vitro experiments and in animal
models [47]. Further, although β-emitting isotopes still represent the most extensively,
clinically used agents, there is growing interest in the use of α-and Auger emitters [48],
which will result in differences in radiobiology and therefore biologically effective doses.

Therefore, we believe that therapies with TME components including the one targeting
ED-B FN with the opportunity for combination therapy remain of great interest in TET, for
which molecular targets in cancer cells remain elusive even after large genomic sequencing
evaluations [29]. Increasing evidence in molecular biology and gene expression profiles
suggest that “It’s more important to know what sort of person a disease has than to know
what sort of disease a person has” (Hippocrates http://www.brainyquote.com/quotes/
authors/h/hippocrates.html, accessed on 20 May 2022).

5. Conclusions

Our data showed a scarce efficacy of R-RIT in TETs, despite the demonstration through
in vivo imaging and ICH of the expression of the target. In vitro experiments confirmed that
TETs induce stromal cells to shift FN production to the ED-B subtype, likely representing a
favorable hallmark for tumor progression and metastasis. Overall, our results suggested
that many factors contribute to R-RIT inefficacy. Further research aimed to clarify the
subcellular and molecular mechanisms underlying tumors’ phenotypes and treatment
resistance will improve therapeutic protocols and patients’ outcome.
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and Pan cytokeratins expression in NF and AMt cells; Figure S4: Densitometry analysis of EpCAM,
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Author Contributions: P.A.E., M.S. and I.P. conceptualized the study; P.A.E., M.S. and I.P. designed
the study; P.A.E. and M.S. screened patients, enrolled, treated, and followed up patients; F.B. collected
the clinical data; P.A.E. and M.S., performed image analysis; F.B. performed data analysis; I.P., S.B.,
M.M., E.P. and I.S.B. performed the cell culture and molecular analysis; M.S., P.A.E., I.P. and F.B.
critically interpreted the results; M.S., I.P., P.A.E. and F.B. drafted the paper. The authors critically
revised the paper and approved the submitted version of the manuscript. All authors have read and
agreed to the published version of the manuscript.

Funding: Patients were recruited within a clinical trial sponsored by Philogen SpA. No other financial
support was provided.

Institutional Review Board Statement: The study was conducted in accordance with the Declaration
of Helsinki, and approved by the Ethic Committee of Azienda Ospedaliero Universitaria Pisana
(protocols code PH-L19SIP131-06/07 EudraCT No. 2007-007241-12 and PH04001/S045PHSP01
EudraCT No. 2005-000545-11).

Informed Consent Statement: Informed consent was obtained from all subjects involved in the study.

Data Availability Statement: Paola Anna Erba had full access to all the data in the study and takes
responsibility for the integrity of the data and the accuracy of the data analysis. Raw data are available
on specific request to the corresponding author.

Acknowledgments: We thank Dario Neri and Samuele Cazzamalli for comments on the manuscript.
We thank Philogen SpA (Siena, Italy), which sponsored clinical trials. We acknowledge the “Comitato
Michele Cavaliere” and “AIL Pisa”, who partially granted the biological experiments. We thank
Marco Lucchi, Antonio Chella, and Vittorio Aprile, who managed and treated patients, Antonio

http://www.brainyquote.com/quotes/authors/h/hippocrates.html
http://www.brainyquote.com/quotes/authors/h/hippocrates.html
https://www.mdpi.com/article/10.3390/cancers14112592/s1
https://www.mdpi.com/article/10.3390/cancers14112592/s1


Cancers 2022, 14, 2592 15 of 17

Claudio Traino who performed the dosimetric calculation, and Roberto Boni for his assistance in
patients’ management.

Conflicts of Interest: The authors declare that some of the patients of the current study were recruited
within a clinical trial sponsored by Philogen SpA. However, the research was conducted in the absence
of any commercial or financial relationships that could be construed as a potential conflict of interest.

References
1. de Jong, W.K.; Blaauwgeers, J.L.G.; Schaapveld, M.; Timens, W.; Klinkenberg, T.J.; Groen, H.J.M. Thymic epithelial tumours:

A population-based study of the incidence, diagnostic procedures and therapy. Eur. J. Cancer 2008, 44, 123–130. [CrossRef]
[PubMed]

2. Lokuhetty, D.; White, V.A.; Cree, I.A. Thoracic Tumors; World Health Organization: Geneva, Switzerland, 2021; ISBN
9789283245063.

3. Girard, N.; Ruffini, E.; Marx, A.; Faivre-Finn, C.; Peters, S. ESMO Guidelines Committee Thymic epithelial tumours: ESMO
Clinical Practice Guidelines for diagnosis, treatment and follow-up. Ann. Oncol. Off. J. Eur. Soc. Med. Oncol. 2015, 26 (Suppl. 5),
v40–v55. [CrossRef] [PubMed]

4. Baudin, E.; Caplin, M.; Garcia-Carbonero, R.; Fazio, N.; Ferolla, P.; Filosso, P.L.; Frilling, A.; de Herder, W.W.; Hörsch, D.;
Knigge, U.; et al. Lung and thymic carcinoids: ESMO Clinical Practice Guidelines for diagnosis, treatment and follow-up. Ann.
Oncol. Off. J. Eur. Soc. Med. Oncol. 2021, 32, 439–451. [CrossRef] [PubMed]

5. Lucchi, M.; Melfi, F.; Dini, P.; Basolo, F.; Viti, A.; Givigliano, F.; Angeletti, C.A.; Mussi, A. Neoadjuvant Chemotherapy for Stage III
and IVA Thymomas: A Single-Institution Experience with a Long Follow-up. J. Thorac. Oncol. 2006, 1, 308–313. [CrossRef]

6. Zhang, Y.; Li, Z.; Chen, Y.; Tan, L.; Zeng, Z.; Ding, J.; Du, S. Induction Strategy for Locally Advanced Thymoma. Front. Oncol.
2021, 11, 704220. [CrossRef] [PubMed]

7. Petrini, I.; Meltzer, P.S.; Kim, I.-K.; Lucchi, M.; Park, K.-S.; Fontanini, G.; Gao, J.; Zucali, P.A.; Calabrese, F.; Favaretto, A.; et al.
A specific missense mutation in GTF2I occurs at high frequency in thymic epithelial tumors. Nat. Genet. 2014, 46, 844–849.
[CrossRef]

8. Thomas, A.; Rajan, A.; Berman, A.; Tomita, Y.; Brzezniak, C.; Lee, M.-J.; Lee, S.; Ling, A.; Spittler, A.J.; Carter, C.A.; et al. Sunitinib
in patients with chemotherapy-refractory thymoma and thymic carcinoma: An open-label phase 2 trial. Lancet. Oncol. 2015, 16,
177–186. [CrossRef]

9. Sato, J.; Satouchi, M.; Itoh, S.; Okuma, Y.; Niho, S.; Mizugaki, H.; Murakami, H.; Fujisaka, Y.; Kozuki, T.; Nakamura, K.; et al.
Lenvatinib in patients with advanced or metastatic thymic carcinoma (REMORA): A multicentre, phase 2 trial. Lancet. Oncol.
2020, 21, 843–850. [CrossRef]

10. Giaccone, G.; Kim, C.; Thompson, J.; McGuire, C.; Kallakury, B.; Chahine, J.J.; Manning, M.; Mogg, R.; Blumenschein, W.M.;
Tan, M.T.; et al. Pembrolizumab in patients with thymic carcinoma: A single-arm, single-centre, phase 2 study. Lancet Oncol. 2018,
19, 347–355. [CrossRef]

11. Rajan, A.; Heery, C.R.; Thomas, A.; Mammen, A.L.; Perry, S.; O’Sullivan Coyne, G.; Guha, U.; Berman, A.; Szabo, E.;
Madan, R.A.; et al. Efficacy and tolerability of anti-programmed death-ligand 1 (PD-L1) antibody (Avelumab) treatment
in advanced thymoma. J. Immunother. Cancer 2019, 7, 269. [CrossRef]

12. Conforti, F.; Pala, L.; Giaccone, G.; De Pas, T. Thymic epithelial tumors: From biology to treatment. Cancer Treat. Rev. 2020, 86,
102014. [CrossRef] [PubMed]

13. Serpico, D.; Trama, A.; Haspinger, E.R.; Agustoni, F.; Botta, L.; Berardi, R.; Palmieri, G.; Zucali, P.; Gallucci, R.; Broggini, M.; et al.
Available evidence and new biological perspectives on medical treatment of advanced thymic epithelial tumors. Ann. Oncol. Off.
J. Eur. Soc. Med. Oncol. 2015, 26, 838–847. [CrossRef] [PubMed]

14. Tateo, V.; Manuzzi, L.; De Giglio, A.; Parisi, C.; Lamberti, G.; Campana, D.; Pantaleo, M.A. Immunobiology of Thymic Epithelial
Tumors: Implications for Immunotherapy with Immune Checkpoint Inhibitors. Int. J. Mol. Sci. 2020, 21, 9056. [CrossRef]
[PubMed]

15. Cammarota, F.; Laukkanen, M.O. Mesenchymal Stem/Stromal Cells in Stromal Evolution and Cancer Progression. Stem Cells Int.
2016, 2016, 4824573. [CrossRef]

16. Pini, A.; Viti, F.; Santucci, A.; Carnemolla, B.; Zardi, L.; Neri, P.; Neri, D. Design and use of a phage display library. Human
antibodies with subnanomolar affinity against a marker of angiogenesis eluted from a two-dimensional gel. J. Biol. Chem. 1998,
273, 21769–21776. [CrossRef]

17. Menrad, A.; Menssen, H.D. ED-B fibronectin as a target for antibody-based cancer treatments. Expert Opin. Ther. Targets 2005, 9,
491–500. [CrossRef]

18. Sauer, S.; Erba, P.A.; Petrini, M.; Menrad, A.; Giovannoni, L.; Grana, C.; Hirsch, B.; Zardi, L.; Paganelli, G.; Mariani, G.; et al.
Expression of the oncofetal ED-B-containing fibronectin isoform in hematologic tumors enables ED-B-targeted 131I-L19SIP
radioimmunotherapy in Hodgkin lymphoma patients. Blood 2009, 113, 2265–2274. [CrossRef]

19. Borsi, L.; Balza, E.; Bestagno, M.; Castellani, P.; Carnemolla, B.; Biro, A.; Leprini, A.; Sepulveda, J.; Burrone, O.; Neri, D.; et al.
Selective targeting of tumoral vasculature: Comparison of different formats of an antibody (L19) to the ED-B domain of fibronectin.
Int. J. Cancer 2002, 102, 75–85. [CrossRef]

http://doi.org/10.1016/j.ejca.2007.11.004
http://www.ncbi.nlm.nih.gov/pubmed/18068351
http://doi.org/10.1093/annonc/mdv277
http://www.ncbi.nlm.nih.gov/pubmed/26314779
http://doi.org/10.1016/j.annonc.2021.01.003
http://www.ncbi.nlm.nih.gov/pubmed/33482246
http://doi.org/10.1016/S1556-0864(15)31586-0
http://doi.org/10.3389/fonc.2021.704220
http://www.ncbi.nlm.nih.gov/pubmed/34367988
http://doi.org/10.1038/ng.3016
http://doi.org/10.1016/S1470-2045(14)71181-7
http://doi.org/10.1016/S1470-2045(20)30162-5
http://doi.org/10.1016/S1470-2045(18)30062-7
http://doi.org/10.1186/s40425-019-0723-9
http://doi.org/10.1016/j.ctrv.2020.102014
http://www.ncbi.nlm.nih.gov/pubmed/32272379
http://doi.org/10.1093/annonc/mdu527
http://www.ncbi.nlm.nih.gov/pubmed/25411417
http://doi.org/10.3390/ijms21239056
http://www.ncbi.nlm.nih.gov/pubmed/33260538
http://doi.org/10.1155/2016/4824573
http://doi.org/10.1074/jbc.273.34.21769
http://doi.org/10.1517/14728222.9.3.491
http://doi.org/10.1182/blood-2008-06-160416
http://doi.org/10.1002/ijc.10662


Cancers 2022, 14, 2592 16 of 17

20. Erba, P.A.; Sollini, M.; Orciuolo, E.; Traino, C.; Petrini, M.; Paganelli, G.; Bombardieri, E.; Grana, C.; Giovannoni, L.; Neri, D.; et al.
Radioimmunotherapy with Radretumab in Patients with Relapsed Hematologic Malignancies. J. Nucl. Med. 2012, 53, 922–927.
[CrossRef]

21. Eisenhauer, E.A.; Therasse, P.; Bogaerts, J.; Schwartz, L.H.; Sargent, D.; Ford, R.; Dancey, J.; Arbuck, S.; Gwyther, S.;
Mooney, M.; et al. New response evaluation criteria in solid tumours: Revised RECIST guideline (version 1.1). Eur. J. Cancer 2009,
45, 228–247. [CrossRef]

22. Travis, W.D.; Brambilla, E.; Nicholson, A.G.; Yatabe, Y.; Austin, J.H.M.; Beasley, M.B.; Chirieac, L.R.; Dacic, S.; Duhig, E.;
Flieder, D.B.; et al. The 2015 World Health Organization Classification of Lung Tumors: Impact of Genetic, Clinical and Radiologic
Advances Since the 2004 Classification. J. Thorac. Oncol. 2015, 10, 1243–1260. [CrossRef] [PubMed]

23. Viti, F.; Tarli, L.; Giovannoni, L.; Zardi, L.; Neri, D. Increased binding affinity and valence of recombinant antibody fragments
lead to improved targeting of tumoral angiogenesis. Cancer Res. 1999, 59, 347–352. [PubMed]

24. Livak, K.J.; Schmittgen, T.D. Analysis of relative gene expression data using real-time quantitative PCR and the 2(-Delta Delta
C(T)) Method. Methods 2001, 25, 402–408. [CrossRef] [PubMed]

25. Vandesompele, J.; De Preter, K.; Pattyn, F.; Poppe, B.; Van Roy, N.; De Paepe, A.; Speleman, F. Accurate normalization of real-time
quantitative RT-PCR data by geometric averaging of multiple internal control genes. Genome Biol. 2002, 3, RESEARCH0034.
[CrossRef] [PubMed]

26. Alexiev, B.A.; Drachenberg, C.B.; Burke, A.P. Thymomas: A cytological and immunohistochemical study, with emphasis on
lymphoid and neuroendocrine markers. Diagn. Pathol. 2007, 2, 13. [CrossRef] [PubMed]

27. Sollini, M.; Boni, R.; Traino, A.C.C.; Lazzeri, E.; Pasqualetti, F.; Modeo, L.; Mariani, G.; Petrini, M.; Erba, P.A.A.; Pasqualetti, E.; et al.
New approaches for imaging and therapy of solid cancer. Q. J. Nucl. Med. Mol. Imaging 2015, 59, 168–183.

28. Hayabuchi, N. Radiocurable Tumors and Non-Radiocurable Tumors. Japan Med. Assoc. J. 2004, 47, 79–83.
29. Radovich, M.; Pickering, C.R.; Felau, I.; Ha, G.; Zhang, H.; Jo, H.; Hoadley, K.A.; Anur, P.; Zhang, J.; McLellan, M.; et al. The

Integrated Genomic Landscape of Thymic Epithelial Tumors. Cancer Cell 2018, 33, 244–258.e10. [CrossRef]
30. Hehlgans, S.; Eke, I.; Cordes, N. An essential role of integrin-linked kinase in the cellular radiosensitivity of normal fibroblasts

during the process of cell adhesion and spreading. Int. J. Radiat. Biol. 2007, 83, 769–779. [CrossRef]
31. Arnold, K.M.; Flynn, N.J.; Raben, A.; Romak, L.; Yu, Y.; Dicker, A.P.; Mourtada, F.; Sims-Mourtada, J. The Impact of Radiation on

the Tumor Microenvironment: Effect of Dose and Fractionation Schedules. Cancer Growth Metastasis 2018, 11, 1179064418761639.
[CrossRef]

32. Julier, Z.; Martino, M.M.; de Titta, A.; Jeanbart, L.; Hubbell, J.A. The TLR4 Agonist Fibronectin Extra Domain A is Cryptic,
Exposed by Elastase-2; use in a fibrin matrix cancer vaccine. Sci. Rep. 2015, 5, 8569. [CrossRef] [PubMed]

33. Venkatesulu, B.P.; Mallick, S.; Lin, S.H.; Krishnan, S. A systematic review of the influence of radiation-induced lymphopenia on
survival outcomes in solid tumors. Crit. Rev. Oncol. Hematol. 2018, 123, 42–51. [CrossRef] [PubMed]

34. Damen, P.J.J.; Kroese, T.E.; van Hillegersberg, R.; Schuit, E.; Peters, M.; Verhoeff, J.J.C.; Lin, S.H.; van Rossum, P.S.N. The Influence
of Severe Radiation-Induced Lymphopenia on Overall Survival in Solid Tumors: A Systematic Review and Meta-Analysis. Int. J.
Radiat. Oncol. Biol. Phys. 2021, 111, 936–948. [CrossRef] [PubMed]

35. Chang, H.Y.; Sneddon, J.B.; Alizadeh, A.A.; Sood, R.; West, R.B.; Montgomery, K.; Chi, J.-T.; van de Rijn, M.; Botstein, D.;
Brown, P.O. Gene expression signature of fibroblast serum response predicts human cancer progression: Similarities between
tumors and wounds. PLoS Biol. 2004, 2, E7. [CrossRef]

36. Vidal, M.; Salavaggione, L.; Ylagan, L.; Wilkins, M.; Watson, M.; Weilbaecher, K.; Cagan, R. A role for the epithelial microenviron-
ment at tumor boundaries: Evidence from Drosophila and human squamous cell carcinomas. Am. J. Pathol. 2010, 176, 3007–3014.
[CrossRef]

37. Petrini, I.; Barachini, S.; Carnicelli, V.; Galimberti, S.; Modeo, L.; Boni, R.; Sollini, M.; Erba, P.A. ED-B fibronectin expression is a
marker of epithelial-mesenchymal transition in translational oncology. Oncotarget 2017, 8, 4914. [CrossRef]

38. Mizuno, T.; Hashimoto, T.; Masaoka, A. Distribution of fibronectin and laminin in human thymoma. Cancer 1990, 65, 1367–1374.
[CrossRef]

39. Wu, Z.; Xue, S.; Zheng, B.; Ye, R.; Xu, G.; Zhang, S.; Zeng, T.; Zheng, W.; Chen, C. Expression and significance of c-kit and
epithelial-mesenchymal transition (EMT) molecules in thymic epithelial tumors (TETs). J. Thorac. Dis. 2019, 11, 4602–4612.
[CrossRef]

40. Hodkinson, P.S.; Mackinnon, A.C.; Sethi, T. Extracellular matrix regulation of drug resistance in small-cell lung cancer. Int. J.
Radiat. Biol. 2007, 83, 733–741. [CrossRef]

41. Han, S.; Sidell, N.; Roman, J. Fibronectin stimulates human lung carcinoma cell proliferation by suppressing p21 gene expression
via signals involving Erk and Rho kinase. Cancer Lett. 2005, 219, 71–81. [CrossRef]

42. Xing, H.; Weng, D.; Chen, G.; Tao, W.; Zhu, T.; Yang, X.; Meng, L.; Wang, S.; Lu, Y.; Ma, D. Activation of fibronectin/PI-3K/Akt2
leads to chemoresistance to docetaxel by regulating survivin protein expression in ovarian and breast cancer cells. Cancer Lett.
2008, 261, 108–119. [CrossRef] [PubMed]

43. Sarang, Z.; Haig, Y.; Hansson, A.; Vondracek, M.; Wärngård, L.; Grafström, R.C. Microarray assessment of fibronectin, collagen
and integrin expression and the role of fibronectin-collagen coating in the growth of normal, SV40 T-antigen-immortalised and
malignant human oral keratinocytes. Altern. Lab. Anim. 2003, 31, 575–585. [CrossRef] [PubMed]

http://doi.org/10.2967/jnumed.111.101006
http://doi.org/10.1016/j.ejca.2008.10.026
http://doi.org/10.1097/JTO.0000000000000630
http://www.ncbi.nlm.nih.gov/pubmed/26291008
http://www.ncbi.nlm.nih.gov/pubmed/9927045
http://doi.org/10.1006/meth.2001.1262
http://www.ncbi.nlm.nih.gov/pubmed/11846609
http://doi.org/10.1186/gb-2002-3-7-research0034
http://www.ncbi.nlm.nih.gov/pubmed/12184808
http://doi.org/10.1186/1746-1596-2-13
http://www.ncbi.nlm.nih.gov/pubmed/17498299
http://doi.org/10.1016/j.ccell.2018.01.003
http://doi.org/10.1080/09553000701694327
http://doi.org/10.1177/1179064418761639
http://doi.org/10.1038/srep08569
http://www.ncbi.nlm.nih.gov/pubmed/25708982
http://doi.org/10.1016/j.critrevonc.2018.01.003
http://www.ncbi.nlm.nih.gov/pubmed/29482778
http://doi.org/10.1016/j.ijrobp.2021.07.1695
http://www.ncbi.nlm.nih.gov/pubmed/34329738
http://doi.org/10.1371/journal.pbio.0020007
http://doi.org/10.2353/ajpath.2010.090253
http://doi.org/10.18632/oncotarget.13615
http://doi.org/10.1002/1097-0142(19900315)65:6&lt;1367::AID-CNCR2820650620&gt;3.0.CO;2-H
http://doi.org/10.21037/jtd.2019.10.56
http://doi.org/10.1080/09553000701570204
http://doi.org/10.1016/j.canlet.2004.07.040
http://doi.org/10.1016/j.canlet.2007.11.022
http://www.ncbi.nlm.nih.gov/pubmed/18171600
http://doi.org/10.1177/026119290303100606
http://www.ncbi.nlm.nih.gov/pubmed/15560747


Cancers 2022, 14, 2592 17 of 17

44. Hehlgans, S.; Lange, I.; Eke, I.; Cordes, N. 3D cell cultures of human head and neck squamous cell carcinoma cells are
radiosensitized by the focal adhesion kinase inhibitor TAE226. Radiother. Oncol. 2009, 92, 371–378. [CrossRef] [PubMed]

45. Jerhammar, F.; Ceder, R.; Garvin, S.; Grénman, R.; Grafström, R.C.; Roberg, K. Fibronectin 1 is a potential biomarker for
radioresistance in head and neck squamous cell carcinoma. Cancer Biol. Ther. 2010, 10, 1244–1251. [CrossRef] [PubMed]

46. Cazzamalli, S.; Dal Corso, A.; Widmayer, F.; Neri, D. Chemically Defined Antibody- and Small Molecule-Drug Conjugates for in
Vivo Tumor Targeting Applications: A Comparative Analysis. J. Am. Chem. Soc. 2018, 140, 1617–1621. [CrossRef] [PubMed]

47. Wagner, J.; Wickman, E.; Shaw, T.I.; Anido, A.A.; Langfitt, D.; Zhang, J.; Porter, S.N.; Pruett-Miller, S.M.; Tillman, H.; Kren-
ciute, G.; et al. Antitumor Effects of CAR T Cells Redirected to the EDB Splice Variant of Fibronectin. Cancer Immunol. Res. 2021, 9,
279–290. [CrossRef]

48. Sollini, M.; Marzo, K.; Chiti, A.; Kirienko, M. The five “W”s and “How” of Targeted Alpha Therapy: Why? Who? What? Where?
When? and How? Rend. Lincei. Sci. Fis. Nat. 2020, 31, 231–247. [CrossRef]

http://doi.org/10.1016/j.radonc.2009.08.001
http://www.ncbi.nlm.nih.gov/pubmed/19729215
http://doi.org/10.4161/cbt.10.12.13432
http://www.ncbi.nlm.nih.gov/pubmed/20930522
http://doi.org/10.1021/jacs.7b13361
http://www.ncbi.nlm.nih.gov/pubmed/29342352
http://doi.org/10.1158/2326-6066.CIR-20-0280
http://doi.org/10.1007/s12210-020-00900-2

	Introduction 
	Materials and Methods 
	Clinical Experience 
	Immunohistochemistry 
	Cell Cultures 
	Immunophenotypic Analysis 
	Western Blot 
	Slot-Blot Assay 
	Quantitative RT-PCR 

	Results 
	Clinical Experience 
	Immunohistochemical Analysis 
	Primary Cell Cultures and Expression of ED-B Fibronectin 

	Discussion 
	Conclusions 
	References

