
British Journal of Cancer (1998) 78(11), 1430-1433
© 1998 Cancer Research Campaign

Allelic imbalance in familial and sporadic prostate
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Summary A recent report has provided strong evidence for a major prostate cancer susceptibility locus (HPC1) on chromosome 1q24-25
(Smith et al, 1996). Most inherited cancer susceptibility genes function as tumour-suppressor genes (TSGs). Allelic loss or imbalance in
tumour tissue is often the hallmark of a TSG. Studies of allelic loss have not previously implicated the chromosomal region 1q24-25 in
prostate cancer. However, analysis of tumour DNA from cases in prostate cancer families has not been reported. In this study, we have
evaluated DNA from tissue obtained from small families [3-5 affected members (n = 17)], sibling pairs (n = 15) and sporadic (n = 40) prostate
tumours using the three markers from Smith et al (1996) that defined the maximum multipoint linkage lod score. Although widely spaced
(12-50 cM), each marker showed evidence of allelic imbalance in only approximately 7.5% of informative tumours. There was no difference
between the familial and sporadic cases. We conclude that the incidence of allelic imbalance at HPC1 is low in both sporadic tumours and
small prostate cancer families. In this group of patients, HPC1 is unlikely to be acting as a TSG in the development of prostate cancer.
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Numerous studies have provided evidence for familial clustering
of prostate cancer indicating that family history is a major risk
factor for this disease (Cannon et al, 1982; Carter et al, 1993;
reviewed in Eeles et al, 1997). This is at least in part due to genetic
rather than environmental factors because the relative risk of the
disease to first-degree relatives rises markedly when closeness
of clustering or number of cases in a cluster increases (Steinberg
et al, 1990).

Recently, a North American and Swedish collaboration reported
evidence for a prostate cancer susceptibility locus on the long arm
of chromosome 1 (lq24-25) (Smith et al, 1996). This group have
defined a region that may be 12-50 cM in genomic length. This
locus has been designated HPCI (hereditary prostate cancer 1).
The mechanism(s) of action of the prostate cancer predisposition
gene(s) is unknown. Until recently, all familial cancers were
thought to be caused by tumour-suppressor genes (TSGs) (one
exception being the RET proto-oncogene in multiple endocrine
neoplasia type 2 (Mulligan et al, 1993). The presence of TSGs is
often indicated by allelic loss or imbalance in tumour tissue. Many
chromosomal regions have been identified as potential sites of
TSGs in prostate cancer. These include 8p, 8q, 13q, lOp, lOq, 17q,
16q, llp, 18q and Y (reviewed in Eeles RA, 1996). The long arm
of chromosome 1 has not previously been implicated in studies of
allelic imbalance. However, none of these studies to date have
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evaluated tumour tissue from cases likely to have been obtained
from familial (hereditary) prostate cancer cases. This study has
specifically evaluated allelic imbalance at the putative HPCI locus
in tumours obtained from both sporadic and familial prostate
cancer cases.

MATERIALS AND METHODS

Tumour specimens

Seventy-three specimens (tumour and normal) were analysed: 41
were from sporadic tumours obtained after transurethral resection
of the prostate (TURP); complete staging and survival data were
available for this group. Thirty-two specimens were available
from tissue collected through the Cancer Research Campaign/
British Prostate Group (CRC/BPG) UK Familial Prostate Cancer
Study (described in Eeles et al, 1997). Fifteen specimens were
from tumours resected from sibling pairs when either one or both
patients were under the age of 65 years at diagnosis. The
remaining 17 specimens were tumours obtained from patients who
had at least three known family members affected in the same
lineage (range of affecteds = 3-5). In total, tissue from five 'pairs'
of first-degree relatives were available for comparison.

Microdissection

Paraffin sections (15 gm) were cut onto double-sided adhesive
tape, fixed to a glass slide and lightly stained with toluidine blue.
Contiguous sections (4 jum) were stained with haematoxylin and
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eosin to identify relevant lesions. Under a dissecting microscope, a
fine scalpel blade was used to microdissect tumour and normal
tissue. Only dense tumour areas were selected for dissection and
contamination with normal tissue was estimated to be less than
10% (SLR). All pathology was reviewed and graded by a single
pathologist (MY).

DNA extraction

DNA was extracted using a modification of the method of Lakhani
et al ( 1995). In brief, dissected fragments were incubated for 3 days
at 37°C in extraction buffer [10 mM Tris HCL (pH 7.5), 1 mM
EDTA, 1% (w/v) sodium dodecyl sulphate] with 500 ,ug ml'
proteinase K. Fresh proteinase K was added on days 2 and 3 at
250 jg ml'. After thermal inactivation of proteinase K (100°C for
10 min), 100 ,ul of phenol/chloroform/isoamyl alcohol (25:24:1
-Gibco) was added to the DNA solution. This solution was shaken
vigorously and spun. The aqueous layer was collected and washed
with 100 .tl of chloroform/isoamyl alcohol (49:1). DNA was precip-
itated in 0.1 vols 3 M sodium acetate and 3 vols ethanol. DNA was
washed, dried, then dissolved in 20-60 ,ul ultrapure water (BDH).

Primers and PCR

The three dinucleotide microsatellite markers that provided the
maximum multipoint lod scores described by Smith et al (1996)
were used: D1S2883, DlS158 and D1S422; with the postulated
susceptibility locus mapping closest to DlS422. All have esti-
mated heterozygosity frequencies of greater than 0.69 in the
normal population. One of each primer pair was end-labelled with
0.20 mCi of [32p] y-dATP (ICN). The end-labelling reaction was

conducted for 40 min at 37°C in 1 x reaction buffer I (Stratagene)
with 0.33 units T4-PNK enzyme (Stratagene).

Polymerase chain reaction (PCR) was conducted in 25-,ul reac-

tions containing: 4 jtl purified archival DNA (approximately
100 ng), 0.2 mm each dNTP (0.8 mm total; Stratagene), 1 jtl each
primer (final OD 0.1), 0.75 units of Taq polymerase (Amplitaq
Gold - Perkin Elmer), 1 x reaction buffer [Perkin Elmer (PE) -

reaction buffer II], magnesium chloride at 1.5 mM (PE). The DNA
was amplified in a thermal cycler (Hybaid, Omnigene) using a

'touchdown' programme as follows: initial denaturation at 94°C
for 9 min; denaturing for 1 min, annealing at selected temperature
for 30 sec, extension at 72°C for four cycles. The annealing
temperature was reduced by 2°C every four cycles until the final
annealing temperature was reached, then an additional 34 cycles
were conducted and the reaction completed with a final extension
at 72°C for 10 min. The starting and final annealing temperatures
for the primers were as follows: D1S158 and D1S2883 (64°C
down to 54°C), D S422 (59°C down to 49°C).
PCR products were denatured at 95°C for 6 min with 23 gl of

formamide (containing bromophenol blue and xylene CCF -

Sigma), placed on ice for 6 min then loaded into a 6% polyacry-
lamide gel (National Diagnostics 40%; 19:1 bis:acrylamide)
containing urea at 50% w/v. Gels were run at 80 W for approxi-
mately 3 h in 1 x GTB buffer (tris base, taurine, disodium EDTA).
Gels were removed onto Whatman 3 MM paper, dried, then
exposed to autoradiography film (Amersham) (for permanent hard
copy) and phosphor-images were obtained for analysis with
Molecular Dynamics ImageQuant software. This allowed quantifi-
cation of the PCR product by measurement of the peak height of
the radioactive signal.

Figure 1 Allelic imbalance; representative gels. Alleles are indicated by
arrows. A and B are defined as allelic imbalance: (A) complete allelic
imbalance; (B) 72% allelic imbalance. C does not fulfil the criteria to be
included (60% allelic imbalance, see text). D represents microsatellite
instability [additional band in tumour (indicated)]

Allelic loss was defined as a reduction of 70% or more in the
signal intensity of either tumour allele, when compared with the
corresponding alleles from the non-tumour DNA. Allelic loss for a

specimen pair was only reported if the same magnitude of loss was
obtained on repeated experiment. All experiments were repeated
either two or three times.

In four patients, the presence of additional bands in the tumour
sample (microsatellite instability - MI) was found to be persis-
tently present. Two of these samples were from the sporadic group,

and two were from the familial group. It is known that this pattern
of allelic instability is often associated with allelic loss or other
genomic rearrangements (Wooster et al, 1994). We have, there-
fore, included these four findings in our overall definition and
report of allelic imbalance (see Figure 1). The reasons for this are

discussed below.

RESULTS

For each marker, allelic imbalance was detected in approximately
7.5% of tumours. Overall, 9 out of the 73 (12%) tumours showed
allelic imbalance at a minimum of one locus; in 5 of 73 (7%) this
was found at more than one marker (Figure 2). For the three
markers, D1S2883, DIS 158 and D1S422, the proportion of infor-
mative tumours demonstrating allelic imbalance at these loci was

7.0%, 7.5% and 7.5% respectively. No associations were found in
a multivariate analysis between allelic imbalance at these loci,
with tumour phenotype (Gleason score; range 2-10), patient age

(mean 69, range 51-77 years), metastatic status, survival, or

number of affecteds in the prostate cancer cluster.
Repeated microsatellite instability was found in one or more of

the three loci in four of the tumours analysed. Two of these were

sporadic tumours, one was in a sibling pair and one in a family
with three affected members.
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Sporadic tumours
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S33 El El 0 3+4=7
S34 O 0 0 3+4=7
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Total 1 2 2
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imbalance per (4%) (7%) (6%)
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D1 S2883 = 4/57 (7%)
Dl Si 58 = 5/66 (7.5%)
D1S422 = 5/67 (7.5%)

Figure 2 Allelic imbalance at the HPC1 locus. W, Normal; *, allelic imbalance (>70% loss); ENl, non-informative; i:., if grouped - cases are first-degree
relatives of each other

DISCUSSION

In many other tumour types, allelic imbalance in tumour tissue has
been reported at sites where TSGs have been lost. For instance,
allelic imbalance on chromosome 13ql2-13 (the site of the breast
cancer predisposition gene, BRCA2) occurs in approximately 90%
of breast tumours from individuals linked to BRCA2 (Collins et al,
1995). The allelic imbalance rates that we describe at HPCI are

clearly much lower than for other tumour types where TSGs have
been lost. Furthermore, the rates of allelic imbalance are generally
lower than for other candidate tumour-suppressor regions pre-

viously described in prostate cancer (Eeles, 1996).
Reasons for this may be inherent in the study design: first, many

of the reported studies of allelic loss in prostate cancer have not

rigorously repeated abnormal findings to confirm that they do not

simply represent PCR artefact. This is understandable as DNA

from microdissected material is a limited resource; most studies
have spread this resource to encompass as many closely spaced
markers as possible. Second, our criteria for defining allelic imbal-
ance were stringent. Prostatic tumour frequently has a marked
stromal component which can provide a source for contamination
of tumour with normal DNA. For this reason, many of the pre-
viously reported studies in the literature have accepted lower
percentages of allelic imbalance as being significant. The require-
ment of at least a 70% reduction in tumour allelic pixel intensity
and, that this reduction be shown on at least two if not three
repeated experiments, inevitably reduces the potential to over-
report allelic imbalance. However, despite our strict criteria for
defining allelic imbalance, we feel that these rates are truly repre-
sentative of a low frequency of imbalance at this locus.
Examination of the 13q region using the same criteria showed an
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imbalance rate of 23%. This is a region of known allelic loss in
prostate cancer and reflects a rate similar to other reported studies.
This indicates that our criteria for allele loss were reasonable.

This is the first study to report on allelic imbalance in DNA
obtained from both prostate cancer families and sporadic cases at
the HPCI locus. In neither group were significant rates of imbal-
ance found. However, it should be noted that in the familial tumour
set, most of the tissue analysed was from affected sibling pairs or
families with relatively small numbers of affected members (range
3-5). In the linkage report from Smith et al (1996), the majority of
families had about five affected individuals in the lineage. More
recent linkage studies have suggested that HPCJ may not be impli-
cated in families with less than three cases of prostate cancer (Eeles
et al, 1998). Furthermore, there may be racial differences (Smith et
al, 1996) and all our families were Caucasian. Therefore, one
should be cautious before concluding from our data that this region
does not harbour an important TSG. Certainly, the suggestion is
that in small families, sibling pairs and sporadic cases collected in
the UK, large deletions are not common in this part of the human
genome in familial prostate tumours.

However, the study may be of further interest in that microsatel-
lite instability was observed at one or more of the three loci in four
of the tumours analysed. We realise that our decision to include
these four tumours in the overall report of allelic imbalance may
not be justified - MI usually reflects a more generalized genomic
instability and often is associated with other disturbances such as
rearrangements and amplifications (Wooster et al, 1994). It
certainly does not imply that TSGs have been lost at that
microsatellite locus. Therefore, if these specimens are not included
in our results, the percentage of tumours showing allelic imbalance
becomes even less. However, including this data may indicate that
other genomic disturbances are important at this locus. These find-
ings may, therefore, be consistent with recent reports of chromo-
some Iq-arm gain that have been identified in up to 52% of
sporadic prostate tumours analysed by comparative genomic
hybridization (CGH) (Cher et al, 1996). Taken together, our results
- along with such studies of CGH - may suggest that although
allele loss is infrequent at HPCI in small families and sporadic
prostate cancer cases, other genomic rearrangements in this region
may be important in a proportion of tumours. In conclusion, we
have not found any evidence for a major tumour-suppressor gene
in the HPCI region in UK familial and sporadic prostatic tumours.
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