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A B S T R A C T   

ARHGEF6, a member of the Dbl-related guanylate exchanger (GEF) family, is highly expressed in 
gastric cancer and glioma. However, scientists still do not know whether it plays a pivotal role in 
the pathogenesis of lung adenocarcinoma（LUAD）. The prognostic significance of ARHGEF6 
expression was assessed by TCGA data. This paper focuses on the level of immune infiltration 
associated with ARHGEF6 and explored the relationship of this gene with the tumor mutational 
burden (TMB), immune checkpoints, and drug sensitivity. The results showed that the high 
expression of ARHGEF6 was associated with a good prognosis in LUAD patients, and positively 
correlated with a variety of immune cells and drugs. Meanwhile, ARHGEF6 was found to be 
negatively correlated with TMB. In conclusion, the results of this study suggest that ARHGEF6 is a 
protective gene in LUAD patients. A combination of ARHGEF6 and TMB could be used as a po
tential biomarker in the screening of immunotherapy regimens, which are provided to patients 
with LUAD.   

1. Introduction 

Lung cancer is one of the cancers that pose the greatest threat to human health. Lung adenocarcinoma (LUAD) is a common 
histological type of lung cancer [1]. Even with the current rise of targeted therapies and immunotherapy, the 5-year survival rate of 
patients with LUAD remains low [2]. This is mainly because immunotherapy is only effective for a small percentage of patients. 
Therefore, we need to identify more potential molecular targets for the diagnosis and treatment of LUAD. This would improve the 
prognosis of patients with LUAD. 

The tumor mutational burden (TMB) responds well to immunosuppressive therapy and is a predictive marker for non-small cell 
lung cancer (NSCLC) [3]. It is defined as the number of somatic mutant loci in the tumor genome and can be used to indicate whether a 
tumor has the ability to produce neoantigens [4]. When many neoantigens are associated with tumors, the value of TMB is high and 
immunotherapy NSCLC patients live significantly longer than those with chemotherapy [5]. 

ARHGEF6 belongs to the following family of proteins: Dbl-related, guanine nucleotide exchange factor (GEF). It catalyzes the 
exchange of GDP for GTP, and it promotes the activity of Rho-GTPases Rac1 and Cdc42 [6]. It is reported that ARHGEF7 promoted the 
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metastasis of colorectal cancer [7]. In addition, ARHGEF10 exerted a specific inhibitory effect on patients with pancreatic cancer [8]. 
Interestingly, ARHGEF16 can promote the progression of glioma [9]. However, no previous study has explored the relationship be
tween ARHGEF6 and LUAD. In particular, the relationship between TMB and LUAD remain unclear till date. 

The purpose of this study was to determine the expression of ARHGEF6 in LUAD. In addition, this study explored the relationship 
between ARHGEF6 and TMB-related immunotherapy in LUAD. This makes ARHGEF6 a novel biomarker for therapies related to LUAD. 

2. Materials and methods 

2.1. Data source and processing 

Using The Cancer Genome Atlas (TCGA) (https://portal.gdc.cancer.gov/) database [10], we obtained the transcriptome data of 555 
specimens, which included 54 normal and 501 LUAD tissue samples. The main objectives of this study was to explore the differential 
expression of ARHGEF6 in tumor and non-tumor samples. We excluded the samples with incomplete clinical information. The data 
from the remaining 461 samples after processing were used to construct survival curves. Determination of whether ARHGEF6 is an 
important biomarker in the prognosis of LUAD and calculation of the hazard ratio (HR) of ARHGEF6 expression levels on other clinical 
features of LUAD were performed by logit test and using univariate and multivariate Cox proportional hazards models. 

2.2. Single-cell analysis of ARHGEF6 

Using the Tumor Immune Single-Cell Hub (http://tisch.comp-genomics.org/) (TISCH) web tool [11], we performed correlate single 
cell analysis of ARHGEF6. Briefly, the " NSCLC” cancer type, the “GSE99254” dataset, and the “ARHGEF6” gene name were selected. 
Then, we quantified and visualized the ARHGEF6 expression levels by constructing a scatter and violin plot. 

2.3. Analysis of TIMER and TISIDB databases 

Tumor Immune Estimation Resource 2.0 (TIMER2.0) (http://timer.cistrome.org/) is a comprehensive resource for systematical 
analysis of immune infiltrate [12]. We determined the expression of ARHGEF6 in various types of tumors, which were presented in 
TIMER2 database. Using the TISIDB web tool (TISIDB (cis.hku.hk)), we evaluated the relationship between ARHGEF6 expression and 
the abundance of six types of TIICs and with immune checkpoints such as PDCD1, PDCD1LG2, CTLA4, CD274, HAVCR2, LAG3 and 
TIGIT) [13]. 

2.4. A correlation exists between the expression of ARHGEF6 and TMB 

The TMB scores were determined for all the samples included in this study. The score was based on the somatic mutation data of 
TCGA database. The correlation between ARHGEF6 expression and TMB was established by using the Spearman’s rank correlation 
coefficient. 

2.5. Prediction of multiple therapeutic sensitivities 

In this experiment, the concentration required for 50% inhibition is expressed as IC50. We predicted chemotherapeutic responses 
for each sample. The responses were based on the largest publicly available database on pharmacogenomics [The Genomics of Cancer 
Drug Sensitivity (GDSC), https://www.cancerrxgene.org/] [14]. The prediction tool chose the R package “pRRophetic". 

The Immunophenoscores (IPS) of LUAD was obtained from the Cancer Immunome Atlas (TCIA) database (https://tcia.at/) [15]. 
Then, we compared the IPS of different immunotherapy methods. Thus, we predicted the sensitivity of immunotherapy methods. The 
results were calculated by using the R packages “ggpubr” and “limma." 

2.6. Clinical samples of lung adenocarcinoma (LUAD) 

We obtained 148 pairs of lung adenocarcinoma tissue samples by surgical resection and performed genetic testing on all patients. 
The clinical information (including gender, age, TNM staging, and chemotherapeutic efficacy) was obtained either by telephonic 
follow-up or by reviewing the patient’s medical records. Genetic testing was performed in 48 of these cases. The patient’s TMB value is 
obtained by genetic testing. There are no accepted criteria to distinguish between high and low TMB. In this study, the mean TMB value 
of 8.2muts/Mb in lung adenocarcinoma from TCGA (The Cancer Genome Atlas) database was used as a criterion for differentiation. 
This study was approved by the Medical Ethics Committee of Nantong University Hospital (protocol code 2021-K133 and approved on 
1st Jan 2021), and written informed consent was obtained from each patient prior to this study. 

2.7. An analysis of Real-time quantitative polymerase chain reaction 

Using TRIzol Reagent (Invitrogen), we extracted the RNA from lung tissues. After that, cDNA was synthesized according to the 
instructions of the Hifair II 1st Strand cDNA Synthesis SuperMix (11120ES60; Yeasen, Shanghai, China). We subjected to qRT-PCR 
analysis by using Hieff qPCR SYBR Green Master Mix (Low Rox Plus) (11202ES08; Yeasen, Shanghai, China). 
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2.8. Immunohistochemistry 

We first dewaxed the sections with gradient alcohol and xylene, followed by 20 min of antigen repair in an autoclave to block 
endogenous peroxidase. Finally, we incubated the samples with rabbit anti-human polyclonal anti-ARHGEF6 primary antibody (PA5- 
51965, Invitrogen, Carlsbad, CA, USA). In the medium, we maintained a dilution of 1:200 for 3 h at room temperature. Thereafter, we 
covered the sections with secondary antibodies. Thereafter, we stained with hematoxylin. The staining intensities and percentages 
were recorded as 0, 1, 2 and 3, corresponding to weak, low, medium, and strong as well as 0–25%, 26–50%, 51–75% and 76–100%, 
respectively. The final score is the product of both. A final staining index of ≥6 or <6 indicated high or low expression of ARHGEF6, 
respectively. The sections were scored by two certified pathologists. 

2.9. Statistical analysis 

All the statistical analyses were performed by using the R statistical language (version 4.1.1) and the SPSS software (version 26.0). 
P-values were obtained by case weighting and after calculating Pearson correlations. Wilcoxon test was used for comparison of two 
groups, while Kruskal-Wallis test was used for comparison of more than two groups. Survival curves were constructed by the Kaplan- 
Meier method. Logarithmic tests were performed to determine statistically significant differences. In all the analyses, P < 0.05 was 
considered to be statistically significant. 

3. Results 

3.1. ARHGEF6 is a prognostic indicator of LUAD 

Tumor Immunization Estimation Resource version 2 (TIMER2, http://timer.cistrome.org/) was used to analyze the differential 
expression of ARHGEF6 in different types of tumor tissues and adjacent normal tissues. As shown in Fig. 1A, the expression of 
ARHGEF6 gene was higher in tumor tissues of following types: glioblastoma multiforme, renal pheochromocytoma, and renal clear cell 
tumor. The expression of ARHGEF6 gene was found to be lower in tumor tissues of following types: bladder urothelial carcinoma, 
breast invasive carcinoma, cervical squamous cell carcinoma and endocervical adenocarcinoma, colon adenocarcinoma, lung 

Fig. 1. ARHGEF6 may serve as a new prognostic marker for lung adenocarcinoma (LUAD). (A) ARHGEF6 mRNA levels in different tumor types 
were determined by TIMER2.0. (B) ARHGEF6 expression in TCGA database paired lung adenocarcinoma data. (C) ARHGEF6 expression was 
significantly negatively correlated with OS in TCGA. (D–G) Relationship between ARHGEF6 and clinicopathological parameters. (H–I) Univariate 
and multifactorial analysis of ARHGEF6. (*P < 0.05, **P < 0.01, ***P < 0.001). 
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adenocarcinoma, lung squamous cell carcinoma, and prostate adenocarcinoma (all P < 0.05). 
We further evaluated the expression of ARHGEF6 gene and the relationship with clinicopathological parameters of LUAD. The 

results indicate that ARHGEF6 gene was highly expressed in normal tissues (P < 0.001) (Fig. 1B). Using Kaplan-Meier analysis, we 
found that ARHGEF6 gene was highly expressed and showed better prognosis (P = 0.011; Fig. 1C) (Supplementary Table 1). Moreover, 
it was found to be associated with age (P = 0.018), gender (P = 0.003), tumor stage (P = 0.01) and tumor size (P = 3.028e-04) 
(Fig. 1D–G). Then, we performed univariate analysis on the data obtained from 331 LUAD specimens of TCGA database. Thus, we 
identified the three risk factors of LUAD samples, that is, the expression of ARHGEF6, lymph node status, and tumor size (Fig. 1H). The 
multivariate Cox proportional hazards model established that ARHGEF6 expression, lymph node status, and tumor size were inde
pendent prognostic factors of LUAD (Fig. 1I). 

3.2. Association of ARHGEF6 with immune infiltration and immunotherapy 

In this experiment, we had to determine the predominant cell types associated with the expression ARHGEF6 gene. Fig. 2A il
lustrates how ARHGEF6 gene is mainly expressed in immune cells, especially in T cell subsets. Using the GSE99254 dataset, we 
analyzed 12,346 cells of 14 NSCLC patients. We found that ARHGEF6 gene was highly expressed in T-cell subsets of NSCLC micro
environment (Fig. 2B and C). 

Using TISIDB databases, we found that the expression of ARHGEF6 gene was positively correlated with the following cell types: B 
cells, CD8+ T cells, CD4+ T cells, macrophages, neutrophils, and dendritic cells (Fig. 2D). Moreover, it showed a positive correlation 
with the following multiple immune checkpoints (PDCD1, PDCD1LG2, CTLA4, CD274, HAVCR2, LAG3, and TIGIT) (Fig. 2E). 

Since TMB is associated with immunotherapy. In this experiment, we analyzed the relationship between ARHGEF6 gene and TMB. 
As shown in Fig. 3A, ARHGEF6 was found to be negatively correlated with TMB. We also compared the differences in IPS between high 
and low expression groups of ARHGEF6. IPS, IPS-PD1, IPS-CTLA4, and IPS-PD1 + CTLA4 were used to determine the potential 
application of ARHGEF6 gene. IPS-PD1, IPS-CTLA4 and IPS -PD1+CTLA4 were significantly different in the high and low expression 
groups (all P < 0.05). However, there was no significant difference in IPS (P = 0.9) (Fig. 3B–E). 

3.3. Immunohistochemical analysis of tissue chips 

We had to validate the expression of ARHGEF6 in LUAD patients and the relationship with clinicopathological parameters and 
TMB. Therefore, we performed the immunohistochemical staining of tissue microarrays, which contained 148 LUAD samples. The 
results indicate that the expression of ARHGEF6 gene was low in the tumor tissues (Fig. 4A) (Supplementary Fig. S2). In addition, 
ARHGEF6 gene expression correlated with tumor size (P = 0.002), stage (P = 0.044), but not well with other clinicopathological 

Fig. 2. ARHGEF6 has the potential to predict immunotherapy. (A–C) Single-cell analysis of ARHGEF6. (D) Correlation between ARHGEF6 
expression and 6 types of immune cells in the TISIDB database. (E) Correlation between ARHGEF6 expression and 7 types of immune checkpoints in 
the TISIDB database. 
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parameters (Table 1). In 48 microarrays after genetic testing, we found that ARHGEF6 expression was higher in the tumor tissues of the 
TMB low expression group (P = 0.014). (Table 2) (Fig. 4B). 

3.4. Drug Sensitivity Analysis of ARHGEF6 

We had to determine whether ARHGEF6 gene was suitable for use in individualized treatment of LUAD patients. Therefore, we 
investigated the relationship between ARHGEF6 gene and the IC50 of commonly used investigational drugs of LUAD. These drugs 
include camptothecin, cisplatin, crizotinib, dabrafenib, docetaxel, erlotinib, gemcitabine, and paclitaxel. The LUAD patients with a 
high expression of ARHGEF6 were found to be more sensitive to most drugs. This trend was not observed in patients with a low- 
expression group of ARHGEF6. However, the high-expressing group may not benefit much from erlotinib treatment. The two 

Fig. 3. Analysis of ARHGEF6 immunotherapy. (A) Correlation between ARHGEF6 expression and Tumor Mutuation Burden (TMB). (B–E) Corre
lation between ARHGEF6 expression and IPS. 

Fig. 4. The results of immunohistochemical staining in LUAD. (A) ARHGEF6 expression in LUAD tissue (a,b) and normal lung tissue (c,d). (B) 
ARHGEF6 expression in high TMB tissue (e,f) and low TMB issue (g,h). (a,c,e,g) Magnification, ×2.5; (b,d,f,h) Magnification, ×10. 
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groups did not show any significant difference to docetaxel and gemcitabine treatment. (Fig. 5A–H). 

4. Discussion 

Using the data of previous transcriptome sequencing, we screened the LUAD samples for ARHGEF6 molecule. ARHGEF6 is the first 
disease gene identified to cause non-syndromic mental retardation [16]. Protein levels of this molecule have been shown to be 
significantly upregulated in AGS gastric cancer cells and in tissues of GBM patients [17,18]. However, scientists have yet to elucidate 
its role in the pathogenesis of LUAD. Here, we verified the expression level of ARHGEF6 in LUAD samples by immunohistochemistry 
and qPCR: ARHGEF6 was highly expressed in normal tissues (Supplementary Fig. S1). Meanwhile, results from the TISIDB database 
showed a positive correlation between this molecule and a variety of immune cells and immune checkpoints. This suggests that 
ARHGEF6 is not only an indicator of lung prognosis in lung adenocarcinoma, but may also be relevant to immunotherapy. 

Subsequently, we performed immunohistochemical staining of selected clinical samples. The results established the relationship 
between ARHGEF6 and TMB. Moreover, previous studies have shown that TMB is a biomarker in immunotherapy and that there is a 
correlation between the efficacy of immunotherapy and the number of mutations [19]. This implies that the high TMB group benefitted 
more from immunotherapy. In addition, we explored the relationship between ARHGEF6 and immunotherapy, wherein IPS-PD1 had 
the best effect. 

In previous studies, the levels of PD1+CD8+ T cells and PDL1+CD8+ T cells were associated with immunotherapy, which was 
provided to NSCLC patients [20,21]. A high expression of PD-L1 would make tumor cells more sensitive to PD-1/PD-L1 inhibitors [22]. 
Therefore, patients with high TMB and high PD1 levels had the longest median progression-free survival (FPS) [23]. However, TMB did 
not correlate well with the expression of PD1 [24]. In our late follow-up results, most of the high TMB groups had relatively low 
PD1/PDL1 expression. The results were similar in the low-TMB group. As a result, these patients did not receive immunotherapy. 
Additional patients opted for targeted therapy and conventional chemotherapy. Based on our follow-up of 16 patients with complete 
data, six patients in the low ARHGEF6 expression group had a poor prognosis compared to three patients in the high expression group. 

In this study, we combined an online database with immunohistochemical results to validate the prognostic role of ARHGEF6 in 
lung adenocarcinoma and the negative correlation with TMB. According to the follow-up data, patients in both the high and low TMB 
groups did not benefit from immunotherapy in the treatment of lung adenocarcinoma. We speculate that one reason for this may be 
related to the amount of ARHGEF6 expression in the patients. However, this speculation has not been tested by us in clinical data. In 
this regard, this study suggests that ARHGEF6 and TMB could be combined to better determine the subsequent treatment options for 
patients: for patients with high ARHGEF6 and high TMB, immunotherapy could be tried; for the other groups, chemotherapy or 
targeted therapy regimens would be appropriate. 

In subsequent studies, we will continue to expand the sample size as much as possible and will try to obtain more accurate genetic 
information by RNA-seq testing. Patients will also be followed up on their treatment, including targeted therapies as well as immu
notherapy. Gene expression and TMB values of ARHGEF6 will be collected from patients with significant and poor immunotherapy 
results, thus validating our hypothesis. This will help us to find a new biomarker for immunotherapy of lung adenocarcinoma. 

Table 1 
Relationship between ARHGEF6 expression and pathological parameters of LUAD patients.  

Clinicopathological parameters All cases ARHGEF6 expression 
Low High 

P-value 

Age    0.681 
＞65 42 21 21  
≤65 106 57 49  

Gender    0.821 
Male 81 42 39  
Female 67 36 31  

Stage    0.044 
I 107 51 56  
II 32 20 12  
III 6 5 1  
IV 3 2 1  

T classification    0.002 
T1 104 46 58  
T2 35 24 11  
T3 7 7 0  
T4 2 1 1  

N classification    0.187 
N0 108 54 54  
N1 38 22 16  
N2 2 2 0  

M classification    0.501 
M0 78 77 1  
M1 70 68 2   
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5. Conclusion 

ARHGEF6 was identified as an anti-oncogene in LUAD and its low expression was associated with poor prognosis. ARHGEF6 was 
negatively correlated with TMB and positively correlated with immune infiltration. Combining TMB and ARHGEF6 may be a new 
option for immunotherapy of LUAD. 
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Table 2 
Relationship between ARHGEF6 expression and TMB.   

All cases ARHGEF6 expression 
Low High 

p-value 

TMB    0.014 
Low 39 13 26  
High 9 7 2   

Fig. 5. Drug Sensitivity Analysis of ARHGEF6. (A–H) Correlation of ARHGEF with eight drugs, including camptothecin, cisplatin, crizotinib, 
dabrafenib, docetaxel, erlotinib, gemcitabine, and paclitaxel. (*P < 0.05, **P < 0.01, ***P < 0.001, G1:low-expression; G2:high-expression). 
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Appendix A. Supplementary data 

Supplementary data to this article can be found online at https://doi.org/10.1016/j.heliyon.2023.e18501. 

References 

[1] J. Ferlay, M. Colombet, I. Soerjomataram, T. Dyba, G. Randi, M. Bettio, A. Gavin, O. Visser, F. Bray, Cancer Incidence and Mortality Patterns in Europe: 
Estimates for 40 Countries and 25 Major Cancers in 2018, 103, European Journal of Cancer, 2018, pp. 356–387. Oxford, England : 1990. 

[2] V. Jurisic, V. Vukovic, J. Obradovic, L.F. Gulyaeva, N.E. Kushlinskii, N. Djordjević, Polymorphism and survival of NSCLC patients treated with TKIs: a systematic 
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burden assessed by targeted NGS predicts clinical benefit from immune checkpoint inhibitors in non-small cell lung cancer, J. Pathol. 250 (1) (2020) 19–29. 

[4] A. Stenzinger, J.D. Allen, J. Maas, M.D. Stewart, D.M. Merino, M.M. Wempe, M. Dietel, Tumor mutational burden standardization initiatives: recommendations 
for consistent tumor mutational burden assessment in clinical samples to guide immunotherapy treatment decisions, Gene Chromosome Cancer 58 (8) (2019) 
578–588. 

[5] M.D. Hellmann, T.-E. Ciuleanu, A. Pluzanski, J.S. Lee, G.A. Otterson, C. Audigier-Valette, E. Minenza, H. Linardou, S. Burgers, P. Salman, et al., Nivolumab plus 
ipilimumab in lung cancer with a high tumor mutational burden, N. Engl. J. Med. 378 (22) (2018) 2093–2104. 

[6] D. Baird, Q. Feng, R.A. Cerione, The Cool-2/alpha-Pix protein mediates a Cdc42-Rac signaling cascade, Curr. Biol. : Cailiao Baohu 15 (1) (2005). 
[7] X. Lei, L. Deng, D. Liu, S. Liao, H. Dai, J. Li, J. Rong, Z. Wang, G. Huang, C. Tang, et al., ARHGEF7 promotes metastasis of colorectal adenocarcinoma by 

regulating the motility of cancer cells, Int. J. Oncol. 53 (5) (2018) 1980–1996. 
[8] J. Joseph, N. Radulovich, T. Wang, V. Raghavan, C.-Q. Zhu, M.-S. Tsao, Rho guanine nucleotide exchange factor ARHGEF10 is a putative tumor suppressor in 

pancreatic ductal adenocarcinoma, Oncogene 39 (2) (2020) 308–321. 
[9] D. Huang, Y. Wang, L. Xu, L. Chen, M. Cheng, W. Shi, H. Xiong, D. Zalli, S. Luo, GLI2 promotes cell proliferation and migration through transcriptional 

activation of ARHGEF16 in human glioma cells, J. Exp. Clin. Cancer Res. : CRN 37 (1) (2018) 247. 
[10] A. Blum, P. Wang, J.C. Zenklusen, SnapShot: TCGA-analyzed tumors, Cell 173 (2) (2018) 530. 
[11] D. Sun, J. Wang, Y. Han, X. Dong, J. Ge, R. Zheng, X. Shi, B. Wang, Z. Li, P. Ren, et al., TISCH: a comprehensive web resource enabling interactive single-cell 

transcriptome visualization of tumor microenvironment, Nucleic Acids Res. 49 (D1) (2021) D1420–D1430. 
[12] T. Li, J. Fu, Z. Zeng, D. Cohen, J. Li, Q. Chen, B. Li, X.S. Liu, TIMER2.0 for analysis of tumor-infiltrating immune cells, Nucleic Acids Res. 48 (W1) (2020) 

W509–W514. 
[13] B. Ru, C.N. Wong, Y. Tong, J.Y. Zhong, S.S.W. Zhong, W.C. Wu, K.C. Chu, C.Y. Wong, C.Y. Lau, I. Chen, et al., TISIDB: an integrated repository portal for tumor- 

immune system interactions, Bioinformatics 35 (20) (2019) 4200–4202. 
[14] W. Yang, J. Soares, P. Greninger, E.J. Edelman, H. Lightfoot, S. Forbes, N. Bindal, D. Beare, J.A. Smith, I.R. Thompson, et al., Genomics of Drug Sensitivity in 

Cancer (GDSC): a resource for therapeutic biomarker discovery in cancer cells, Nucleic Acids Res. 41 (Database issue) (2013) D955–D961. 
[15] P. Charoentong, F. Finotello, M. Angelova, C. Mayer, M. Efremova, D. Rieder, H. Hackl, Z. Trajanoski, Pan-cancer immunogenomic analyses reveal genotype- 

immunophenotype relationships and predictors of response to checkpoint blockade, Cell Rep. 18 (1) (2017) 248–262. 
[16] K. Kutsche, H. Yntema, A. Brandt, I. Jantke, H.G. Nothwang, U. Orth, M.G. Boavida, D. David, J. Chelly, J.P. Fryns, et al., Mutations in ARHGEF6, encoding a 

guanine nucleotide exchange factor for Rho GTPases, in patients with X-linked mental retardation, Nat. Genet. 26 (2) (2000) 247–250. 
[17] J. Li, G. Yang, X.Q. Luo, L.H. Mo, S.Y. Qiu, L.T. Yang, D.B. Liu, Y.F. An, P.C. Yang, Interaction between Ras and Bcl2L12 in B cells suppresses IL-10 expression, 

Clin. Immunol. 229 (2021), 108775. 
[18] T. Yokota, J. Kouno, K. Adachi, H. Takahashi, A. Teramoto, K. Matsumoto, Y. Sugisaki, M. Onda, T. Tsunoda, Identification of histological markers for malignant 

glioma by genome-wide expression analysis: dynein, alpha-PIX and sorcin, Acta Neuropathol. 111 (1) (2006) 29–38. 
[19] A. Snyder, V. Makarov, T. Merghoub, J. Yuan, J.M. Zaretsky, A. Desrichard, L.A. Walsh, M.A. Postow, P. Wong, T.S. Ho, et al., Genetic basis for clinical response 

to CTLA-4 blockade in melanoma, N. Engl. J. Med. 371 (23) (2014) 2189–2199. 
[20] D.S. Thommen, V.H. Koelzer, P. Herzig, A. Roller, M. Trefny, S. Dimeloe, A. Kiialainen, J. Hanhart, C. Schill, C. Hess, et al., A transcriptionally and functionally 

distinct PD-1 CD8 T cell pool with predictive potential in non-small-cell lung cancer treated with PD-1 blockade, Nat. Med. 24 (7) (2018). 
[21] L. Zhang, Y. Chen, H. Wang, Z. Xu, Y. Wang, S. Li, J. Liu, Y. Chen, H. Luo, L. Wu, et al., Massive PD-L1 and CD8 double positive TILs characterize an 

immunosuppressive microenvironment with high mutational burden in lung cancer, Journal For Immunotherapy of Cancer 9 (6) (2021). 
[22] M.-Y. Huang, X.-M. Jiang, B.-L. Wang, Y. Sun, J.-J. Lu, Combination therapy with PD-1/PD-L1 blockade in non-small cell lung cancer: strategies and 

mechanisms, Pharmacol. Ther. 219 (2021), 107694. 
[23] Y. Yu, D. Zeng, Q. Ou, S. Liu, A. Li, Y. Chen, D. Lin, Q. Gao, H. Zhou, W. Liao, et al., Association of survival and immune-related biomarkers with immunotherapy 

in patients with non-small cell lung cancer: a meta-analysis and individual patient-level analysis, JAMA Netw. Open 2 (7) (2019), e196879. 
[24] H. Rizvi, F. Sanchez-Vega, K. La, W. Chatila, P. Jonsson, D. Halpenny, A. Plodkowski, N. Long, J.L. Sauter, N. Rekhtman, et al., Molecular determinants of 

response to anti-programmed cell death (PD)-1 and anti-programmed death-ligand 1 (PD-L1) blockade in patients with non-small-cell lung cancer profiled with 
targeted next-generation sequencing, J. Clin. Oncol. : Official Journal of the American Society of Clinical Oncology 36 (7) (2018) 633–641. 

L. Tong et al.                                                                                                                                                                                                            

https://doi.org/10.1016/j.heliyon.2023.e18501
http://refhub.elsevier.com/S2405-8440(23)05709-2/sref1
http://refhub.elsevier.com/S2405-8440(23)05709-2/sref1
http://refhub.elsevier.com/S2405-8440(23)05709-2/sref2
http://refhub.elsevier.com/S2405-8440(23)05709-2/sref2
http://refhub.elsevier.com/S2405-8440(23)05709-2/sref3
http://refhub.elsevier.com/S2405-8440(23)05709-2/sref3
http://refhub.elsevier.com/S2405-8440(23)05709-2/sref4
http://refhub.elsevier.com/S2405-8440(23)05709-2/sref4
http://refhub.elsevier.com/S2405-8440(23)05709-2/sref4
http://refhub.elsevier.com/S2405-8440(23)05709-2/sref5
http://refhub.elsevier.com/S2405-8440(23)05709-2/sref5
http://refhub.elsevier.com/S2405-8440(23)05709-2/sref6
http://refhub.elsevier.com/S2405-8440(23)05709-2/sref7
http://refhub.elsevier.com/S2405-8440(23)05709-2/sref7
http://refhub.elsevier.com/S2405-8440(23)05709-2/sref8
http://refhub.elsevier.com/S2405-8440(23)05709-2/sref8
http://refhub.elsevier.com/S2405-8440(23)05709-2/sref9
http://refhub.elsevier.com/S2405-8440(23)05709-2/sref9
http://refhub.elsevier.com/S2405-8440(23)05709-2/sref10
http://refhub.elsevier.com/S2405-8440(23)05709-2/sref11
http://refhub.elsevier.com/S2405-8440(23)05709-2/sref11
http://refhub.elsevier.com/S2405-8440(23)05709-2/sref12
http://refhub.elsevier.com/S2405-8440(23)05709-2/sref12
http://refhub.elsevier.com/S2405-8440(23)05709-2/sref13
http://refhub.elsevier.com/S2405-8440(23)05709-2/sref13
http://refhub.elsevier.com/S2405-8440(23)05709-2/sref14
http://refhub.elsevier.com/S2405-8440(23)05709-2/sref14
http://refhub.elsevier.com/S2405-8440(23)05709-2/sref15
http://refhub.elsevier.com/S2405-8440(23)05709-2/sref15
http://refhub.elsevier.com/S2405-8440(23)05709-2/sref16
http://refhub.elsevier.com/S2405-8440(23)05709-2/sref16
http://refhub.elsevier.com/S2405-8440(23)05709-2/sref17
http://refhub.elsevier.com/S2405-8440(23)05709-2/sref17
http://refhub.elsevier.com/S2405-8440(23)05709-2/sref18
http://refhub.elsevier.com/S2405-8440(23)05709-2/sref18
http://refhub.elsevier.com/S2405-8440(23)05709-2/sref19
http://refhub.elsevier.com/S2405-8440(23)05709-2/sref19
http://refhub.elsevier.com/S2405-8440(23)05709-2/sref20
http://refhub.elsevier.com/S2405-8440(23)05709-2/sref20
http://refhub.elsevier.com/S2405-8440(23)05709-2/sref21
http://refhub.elsevier.com/S2405-8440(23)05709-2/sref21
http://refhub.elsevier.com/S2405-8440(23)05709-2/sref22
http://refhub.elsevier.com/S2405-8440(23)05709-2/sref22
http://refhub.elsevier.com/S2405-8440(23)05709-2/sref23
http://refhub.elsevier.com/S2405-8440(23)05709-2/sref23
http://refhub.elsevier.com/S2405-8440(23)05709-2/sref24
http://refhub.elsevier.com/S2405-8440(23)05709-2/sref24
http://refhub.elsevier.com/S2405-8440(23)05709-2/sref24

	Combined ARHGEF6 and Tumor Mutation buBden may serve as a potential biomarker for immunotherapy of lung adenocarcinoma
	1 Introduction
	2 Materials and methods
	2.1 Data source and processing
	2.2 Single-cell analysis of ARHGEF6
	2.3 Analysis of TIMER and TISIDB databases
	2.4 A correlation exists between the expression of ARHGEF6 and TMB
	2.5 Prediction of multiple therapeutic sensitivities
	2.6 Clinical samples of lung adenocarcinoma (LUAD)
	2.7 An analysis of Real-time quantitative polymerase chain reaction
	2.8 Immunohistochemistry
	2.9 Statistical analysis

	3 Results
	3.1 ARHGEF6 is a prognostic indicator of LUAD
	3.2 Association of ARHGEF6 with immune infiltration and immunotherapy
	3.3 Immunohistochemical analysis of tissue chips
	3.4 Drug Sensitivity Analysis of ARHGEF6

	4 Discussion
	5 Conclusion
	Author contribution statement
	Data availability statement
	Declaration of competing interest
	Appendix A Supplementary data
	References


