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Abstract: Due to the increasing incidence of malignant gliomas, particularly glioblastoma multiforme
(GBM), a simple and reliable GBM diagnosis is needed to screen early the death-threaten patients. This
study aimed to identify a protein that can be used to discriminate GBM from low-grade astrocytoma and
elucidate further that it has a functional role during malignant glioma progressions. To identify proteins
that display low or no expression in low-grade astrocytoma but elevated levels in GBM, glycoprotein
fibronectin (FN) was particularly examined according to the mining of the Human Protein Atlas. Web-
based open megadata minings revealed that FN was mainly mutated in the cBio Cancer Genomic
Portal but dominantly overexpressed in the ONCOMINE (a cancer microarray database and integrated
data-mining platform) in distinct tumor types. Furthermore, numerous different cancer patients with
high FN indeed exhibited a poor prognosis in the PrognoScan mining, indicating that FN involves
in tumor malignancy. To investigate further the significance of FN expression in glioma progression,
tumor specimens from five malignant gliomas with recurrences that received at least two surgeries
were enrolled and examined. The immunohistochemical staining showed that FN expression indeed
determined the distinct progressions of malignant gliomas. Furthermore, the expression of vimentin
(VIM), a mesenchymal protein that is strongly expressed in malignant cancers, was similar to the FN
pattern. Moreover, the level of epithelial–mesenchymal transition (EMT) inducer transforming growth
factor-beta (TGF-β) was almost recapitulated with the FN expression. Together, this study identifies a
protein FN that can be used to diagnose GBM from low-grade astrocytoma; moreover, its expression
functionally determines the malignant glioma progressions via TGF-β-induced EMT pathway.

Keywords: glioma; glioblastoma multiforme (GBM); tumor recurrence; tumor metastasis; epithelial-
mesenchymal transition (EMT); fibronectin (FN); vimentin (VIM); transforming growth factor-beta (TGF-β)
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1. Introduction

Glioblastoma multiforme (GBM) is a primary neuroepithelial cancer in the central
nervous system (CNS). This cancer accounts for 12% to 15% of all intracranial tumors
and about 50% of astrocytomas [1]. Patients with GBM have a poor prognosis of just
12–15 months following standard therapy, with only 3–5% of patients surviving up to
five years after diagnosis [2,3]. The current GBM treatment includes maximal resection,
followed by radiotherapy with concomitant and adjuvant Temozolomide (TMZ) chemother-
apy [4]. Despite these aggressive therapeutic regimens, GBM’s poor prognosis is mainly
due to its high propensity for tumor recurrence. Its recurrence is inevitable after a median
survival time of 32 to 36 weeks [5,6]. The recurrence most often occurs in the form of a local
continuous growth within 2 to 3 cm from the border of the original lesion [7–9]. Choucair
et al. reported that more than 90% of patients with glioma show recurrence at the original
tumor location and the multiple lesions develop in 5% after standard treatment [6]. In spite
of this, the extracranial GBM metastases are rare, only 0.4 to 0.5% [10]. Thus, the prognostic
biomarkers about cancer outcomes (e.g., disease recurrence and progression, and overall
survival) are important for the treatment and management of GBM patients.

The extracellular matrix (ECM) plays an important role in numerous cellular func-
tions during normal and pathological processes, such as differentiation, apoptosis, neurite
outgrowth, tumor invasion, and metastasis [11–13]. Glioma cells seem to create a permis-
sive environment for invasion through attachment to the ECM via cell surface receptors
and subsequent ECM degradation [14]. In addition, glioma cells synthesize and deposit
ECM proteins, such as tenascin-C (TN-C), laminin (LM), fibronectin (FN), and type IV
collagen (C-IV), which facilitate the tumor cell motility [14]. FN is a glycoprotein found
in ECM as aggregates or fibrils [13,15,16]. It has many biological functions including cell
adhesion, migration, and invasion, and mediates a variety of adhesive events by binding
to fibrinogen/fibrin, collagen, heparin sulfate, and hyaluronic acid. FN is found at the
gliomesenchymal junction of tumors, in tumor-associated blood vessels [17], and focally
within and around glioma cells in situ [18], and is expressed by GBM cell lines in vitro [19].
The glioma cells express FN receptors, cluster around FN in vivo, and migrate in response
to FN in vitro [20]. In addition, of several ECMs tested, GBM cells migrate most efficiently
on FN [21]. Migration along FN positive mesenchymal cells may lead to the gathering of
glioma cells in the perivascular regions and along the meninges [22].

Intermediate filament proteins are the main cytoskeletal proteins that play distinct
roles under a variety of conditions. Vimentin (VIM), a 57-kDa protein, is belonged to type
III of six different intermediate filament families [23]. It is normally present in cells of
mesenchymal origin from the nucleus to the plasma membrane [24], and it provides cell
structural support and maintains tissue integrity [25]. Moreover, it is also expressed in ep-
ithelial cells and is associated with metastatic disease [26,27], endothelial cell adhesion [28],
migration, and/or invasive properties [27,29]. The VIM expression is detected in cancer cell
lines and in most tumor types and is significantly associated with a poorer differentiation
grade in lung cancers [30–32]. In addition, it has been reported the close relationship
between the VIM expression level and local recurrence in oral squamous cell carcino-
mas [33,34]. In particular, VIM is also regarded as a marker of epithelial–mesenchymal
transition (EMT), and the upregulation of VIM expression is observed in tumor types, such
as prostate and breast cancers, malignant melanoma, and CNS tumors [35].

EMT is a process in which epithelial cells lose apical–basal polarity and cell-to-cell
contacts but gain a mesenchymal phenotype, including increased cell-to-ECM contacts
and cell migration [13,36,37]. This process decreases the expression of epithelial markers
such as E-cadherin and increases the expression of mesenchymal proteins such as FN,
N-cadherin, VIM, and the matrix metalloprotease (MMP)-2. FN is a marker for EMT
that occurs during development and has been linked to tumor malignancy. During EMT,
epithelial cell adhesion switches from cell–cell contacts to mainly cell–ECM interactions
raising the possibility that FN may have a role in promoting this transition. EMT can be
induced or regulated by various growth and differentiation factors such as transforming
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growth factor-beta (TGF-β), growth factors that act via receptor tyrosine kinases, including
fibroblast growth factor, hepatic growth factor, and platelet-derived growth factor, and Wnt
and Notch proteins [38]. Among these, TGF-β has received more attention as a key inducer
of EMT during embryogenesis, tissue fibrosis, and cancer progression. The induction of
EMT by TGF-β is first observed in cell culture. Upon TGF-β treatment, epithelial cells
changed from cuboidal to an elongated spindle shape and showed decreased expression
of epithelial markers and enhanced expression of mesenchymal proteins such as FN and
VIM [39]. This evidence implicates increased TGF-β signaling as a major effector of EMT
in tumor progression and metastasis [40]. Cancer cells often increase their production of
active TGF-β, which triggers EMT, allows the cells to become motile and invasive, and
enhances angiogenesis in close proximity to the tumor microenvironment, providing an
invasive route for cancer cell metastasis [13,41].

Iwadate et al. reported that high expression of TGF-β around necrotic regions is sig-
nificantly correlated with shorter progression-free survival and overall survival in patients
with GBM [42]. In addition, Park and Schwarzbauer concluded that exogenous administra-
tion of FN induces an EMT response including upregulation of the EMT markers FN, Snail,
N-cadherin, VIM, and MMP2, in addition to the acquisition of cell migratory behavior [43].
Moreover, they also suggested that FN enhances the effect of endogenous TGF-β to induce
EMT and then increased levels of FN to facilitate tumorigenesis. While TGF-β is a well-
known inducer of EMT, the contributions of the ECMs such as FN upregulation to this
process are not well understood. Therefore, we hypothesized that the expression of EMT
marker FN is activated during malignant glioma recurrence and progression. To examine
this correlation, we first applied web-based open megadata minings, including the Human
Protein Atlas, cBio Cancer Genomic Portal, ONCOMINE, and PrognoScan databases, to
analyze directly the relationship between FN expression level and cancer patient outcome.
Second, we retrograde reviewed clinical astrocytoma cases that received surgical resec-
tion with the pathologically proven to find out the types of progression including local
recurrence, remote brain, and spinal metastases. Third, we used immunohistochemical
(IHC) staining of FN, VIM, and TGF-β in the specimens isolated from the same patient
received more than two times surgeries (origin and recurrence) to evaluate the correlation
between FN expression and TGF-β-induced EMT in the malignant glioma patients with
local recurrence, remote brain, or spinal metastasis.

2. Results
2.1. Identification of Potential Protein Biomarker for GBM

The prognostic biomarkers about the outcome (e.g., disease recurrence, progression,
and overall survival) of cancers particularly malignant tumors such as GBM are important
for the design of strategy on patient’s treatment and management. In an attempt to
identify proteins that display low or no expression in low-grade astrocytomas but a high
level in GBM, a cancer-related and multifunctional glycoprotein FN was specially chosen
and examined according to the mining of the Human Protein Atlas database (https://
www.proteinatlas.org/, accessed on 1 November 2017). The results revealed that the FN
expression in brain and CNS tissues was mainly low in both protein and RNA levels
(Figure 1A,B). In addition, IHC staining of a total of 12 glioma specimens showed that only
two malignant gliomas displayed a high level of FN expression, and the other 10 gliomas
were not detected in FN expression (Figure 1C,D). To evaluate fully whether the expression
of the FN is linked with tumor progression and/or malignancy, the genomic structure
and expression level of FN were examined and analyzed using web-based open megadata
minings. The cBio Cancer Genomic Portal database (http://www.cbioportal.org/, accessed
on 1 November 2017) mining indicated that the FN genomic loci were mainly mutated in
distinct tumor types with only very few amplifications and/or deletions (Figure 2A). In
particular, the mutations were distributed and covered in the whole coding amino acid
sequence without any specific pattern or hotspot; in addition, the mutation types were
major in missense mutations and minor in truncating mutations (Figure 2B). However, the
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ONCOMINE database (https://www.oncomine.org/resource/, accessed on 1 November
2017) analysis revealed that the FN gene was dominantly overexpressed in many different
cancer types, including brain and CNS, breast, gastric, head and neck, kidney, lymphoma,
pancreatic, and other cancers (Figure 2C). In particular, the expression level of FN was
ranked at the top 1% or 5% of the whole genome analysis in most tumor types. Moreover,
the different cancer patients, including those with brain tumors with high FN expression,
were associated with poor prognosis in the PrognoScan database (http://www.abren.net/
PrognoScan/, accessed on 1 November 2017) (Figure 3) and the Human Protein Atlas
database—Pathology Atlas (https://www.proteinatlas.org/, accessed on 1 November
2017) (data not shown) minings. These analyses strongly suggested that FN plays a role or
directly involves in tumorigenesis and/or malignant progression of cancers.

2.2. Recruitment of Specific Brain Tumor Glioma Specimens

To analyze directly the relationship between FN expression and glioma progression
and malignancy, the level of FN was examined and compared in the surgical specimens
removed from the same patient with received more than two times surgeries (origin and
recurrence). For this purpose, we retrospectively reviewed 151 malignant glioma cases
with surgical, pathological diagnoses from 2009 to 2016 in the Chi Mei Foundation Medical
Center (CMFMC). There were 91 GBMs (WHO grade IV), 36 anaplastic astrocytomas (WHO
grade III), 6 grade II astrocytomas, and 18 grade I astrocytomas. The recurrent patterns
of malignant gliomas are classified into three subtypes—local recurrence, remote brain
metastasis (41), and spinal metastasis. Among the 151 malignant glioma cases, there were
144 (95%) local recurrences, 3 (2%) local recurrences with remote brain metastasis, 2 (1%)
remote brain metastases, and 2 (1%) spinal metastases. Overall, 11 cases with recurrence
that received at least two times surgeries were enrolled in the study. Among the 11 cases,
there was one low-grade astrocytoma with GBM transformation, six GBMs with local
recurrence, one GBM with local recurrence and then remote brain metastasis, two GBMs
with spinal metastasis, and one GBM with local recurrence and then low-grade astrocytoma
progression. The tumor specimens removed from five patients with surgically treated,
histologically proven astrocytoma or GBM, including a low-grade astrocytoma with local
GBM transformation, a GBM with local recurrence, a GBM with local recurrence and then
remote brain metastasis, a GBM with spinal metastasis, and a GBM with local recurrence
and then low-grade astrocytoma progression, were examined by IHC staining with an
antibody specifically against FN. In addition, the IHC staining of both VIM and TGF-β was
also performed to identify the TGF-β-induced EMT pathway. The tumor specimens from
just five patients were examined by IHC staining with an antibody specifically against
FN, VIM, and TGF-β. Due to the incomplete collection of Institutional Review Board
(IRB) informed consent, not all of the 11 cases were examined in this study. However,
this study did particularly include distinct specimens in each malignant glioma recurrent
pattern (Table 1). The results obtained from this experiment were described in the following
sections according to the progression of malignant gliomas.

https://www.oncomine.org/resource/
http://www.abren.net/PrognoScan/
http://www.abren.net/PrognoScan/
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Figure 1. Fibronectin (FN) displays low-to-medium levels in distinct tissues and organs but exhibits either no or high 
expression in gliomas. (A) Protein and (B) RNA levels of FN in different tissues and organs obtained from the Human 
Protein Atlas database (https://www.proteinatlas.org/, accessed on 1 November 2017) mining. (C) Statistical pattern of FN 
expression in distinct cancer types by immunohistochemical (IHC) staining acquired from the Human Protein Atlas data-
base mining. (D) Expression of FN in 12 glioma specimens by IHC staining provided by the Human Protein Atlas database 
mining. Red * indicates the statistical expression pattern of FN in glioma tumors. 

Figure 1. Fibronectin (FN) displays low-to-medium levels in distinct tissues and organs but exhibits
either no or high expression in gliomas. (A) Protein and (B) RNA levels of FN in different tissues and
organs obtained from the Human Protein Atlas database (https://www.proteinatlas.org/, accessed
on 1 November 2017) mining. (C) Statistical pattern of FN expression in distinct cancer types by
immunohistochemical (IHC) staining acquired from the Human Protein Atlas database mining. (D)
Expression of FN in 12 glioma specimens by IHC staining provided by the Human Protein Atlas
database mining. Red * indicates the statistical expression pattern of FN in glioma tumors.
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Figure 2. FN is mainly mutated in the genomic DNA but dominantly overexpressed in the gene expression in many dif-
ferent cancer types. (A) The type and (B) distribution of FN genomic DNA alteration in numerous distinct tumor types 
analyzed from the cBio Cancer Genomic Portal database (http://www.cbioportal.org/, accessed on 1 November 2017) min-
ing. (C) The statistical FN expression levels compared between normal and cancerous tissues analyzed from the ON-
COMINE database (https://www.oncomine.org/resource/, accessed on 1 November 2017) mining in different cancer types. 

Figure 2. FN is mainly mutated in the genomic DNA but dominantly overexpressed in the gene expression in many different
cancer types. (A) The type and (B) distribution of FN genomic DNA alteration in numerous distinct tumor types analyzed
from the cBio Cancer Genomic Portal database (http://www.cbioportal.org/, accessed on 1 November 2017) mining. (C)
The statistical FN expression levels compared between normal and cancerous tissues analyzed from the ONCOMINE
database (https://www.oncomine.org/resource/, accessed on 1 November 2017) mining in different cancer types. Red *
indicates the statistical expression pattern of FN in glioma tumors.
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Figure 3. A high level of FN expression is frequently correlated with poor prognosis in numerous distinct tumor types. 
Survival analysis of FN expression level in different cancer types, including brain (A), breast (B), colorectal (C), lung (D), 
multiple myeloma (E), ovarian (F), prostate (G), and soft tissue (H) cancers, by the PrognoScan database 
(http://www.abren.net/PrognoScan/, accessed on 1 November 2017) mining. The red dotted line indicates high level of FN 

Figure 3. A high level of FN expression is frequently correlated with poor prognosis in numerous distinct tumor types.
Survival analysis of FN expression level in different cancer types, including brain (A), breast (B), colorectal (C), lung
(D), multiple myeloma (E), ovarian (F), prostate (G), and soft tissue (H) cancers, by the PrognoScan database (http:
//www.abren.net/PrognoScan/, accessed on 1 November 2017) mining. The red dotted line indicates high level of FN
expression and the blue dotted line indicates low level of FN expression. The difference between the two groups of low and
high expression levels was recognized as statistically significant when p-value was <0.05.
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Table 1. Patient characteristics including age, sex, surgical date, and cancer location.

Type Age/Sex
1st Surgery 2nd Surgery 3rd Surgery

Path Date Location Path Date Location Path Date Location

I 40/F LGA October 2010 R temporal GBM May 2013 R temporal

II 52/M GBM July 2009 R parietal GBM December 2010 R parietal

III 44/M GBM August 2010 R frontal GBM July 2012 R frontal GBM June 2013 R frontal

IV 35/M GBM May 2013 L temporal GBM August 2014 T spine

V 50/M GBM December 2009 R frontal GBM January 2016 R frontal LGA June 2016 R frontal

I: A low-grade astrocytoma with local malignant GBM transformation; II: A malignant GBM with local recurrence; III: A malignant GBM
with local recurrence and then adjacent brain metastasis; IV: A malignant GBM with spine metastasis; V: A malignant GBM with local
recurrence and then low-grade astrocytoma progression. Path: Pathology; F: Female; M: Male; R: Right side; L: Left side; T: Thoracic; LGA:
Low-grade astrocytoma; GBM: Glioblastoma multiforme.

2.3. A Low-Grade Astrocytoma with Local GBM Transformation

A female 40 years of age was admitted to the CMFMC on 25 October 2010 due to a
headache for about three months. Neurologic examination revealed no focal neurological
deficit. Her past history showed no systemic disease and no vascular risk factors such as
hypertension, hyperlipidemia, smoking, and diabetes. The results of laboratory studies
were normal. Brain computerized tomography (CT) (Figure 4A) and magnetic resonance
imaging (MRI) (Figure 4B) showed a right temporal mass lesion with significant mass effect.
Craniotomy with tumor removal was performed on 26 October 2010. Its pathology was
low-grade astrocytoma. Repeated follow-up CT on 8 December 2010 (Figure 4C) revealed
a residual tumor. Therefore, the patient received a full course of radiotherapy (RT): 5400
cGy from 13 December 2010 to 21 January 2011. Repeated follow-up MRI on 5 May 2011
(Figure 4D) showed the tumor shrinkage. Repeated follow-up MRIs on 25 November 2011
(data not shown), 1 June 2012 (data not shown), and 28 December 2012 (Figure 4E) revealed
the tumor in stationary status. The patient was brought to the hospital because of general
weakness and left side weakness on 17 May 2013. The brain MRI showed tumor recurrence
with mass effect (Figure 4F). Craniotomy with tumor removal was carried out on 21 May
2013. Its pathology was GBM. The patient received Temodal treatment since 7 June 2013.
Finally, the patient died on 28 October 2013. The original and recurrent tumor specimens
obtained from surgical dissections were analyzed by IHC staining of FN protein. The
results revealed that the original low-grade astrocytoma specimen displayed weak staining
of FN protein (Figure 4G) but the recurrent GBM specimen exhibited moderately strong
staining of FN protein (Figure 4H), indicating that the FN expression level is increased
during malignant transformation of brain cancer. In addition, this malignant progression
was further confirmed by IHC staining of VIM, a mesenchymal protein that is strongly
expressed in malignant cancers. The expression level of VIM was similar to the expression
pattern of FN (Figure 4I,J). Moreover, this malignant progression was correlated directly
with the upregulation of the EMT inducer TGF-β expression (Figure 4K,L).

2.4. A GBM with Local Recurrence

A man 52 years of age was admitted to the CMFMC on 10 July 2009 because of
headache and seizure for about one month. Neurologic examination revealed no focal
neurological deficit. His past history showed no systemic disease and no vascular risk
factors such as hypertension, hyperlipidemia, smoking, and diabetes. The results of
laboratory studies were normal. Brain CT (Figure 5A) and MRI (Figure 5B) revealed a right
parietal mass lesion with a significant mass effect. Craniotomy with tumor removal was
performed on 14 July 2009. Its pathology was GBM. The patient received a full course
concomitant medication of chemoradiotherapy (CCRT): 6000 cGy from 17 August to 25
September 2009 and Temodal treatment since 17 August 2009. The follow-up CT on 7
August 2009 (Figure 5C) showed a right parietal cystic lesion, which could be a postsurgical
change. Repeated follow-up MRIs on 30 November 2009 (Figure 5D) and 16 April 2010
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(Figure 5E) revealed the tumor in stationary status. The patient was brought to the hospital
due to progressive headache and seizure on 26 November 2010. The brain MRI showed
GBM local recurrence (Figure 5F). Craniotomy with tumor removal was carried out on
7 December 2010. Its pathology was recurrent GBM. The patient received continuous
Temodal treatment since the first CCRT therapy. Palliative treatment was given. Ultimately,
the patient died on 8 March 2011. The original and recurrent tumor specimens acquired
from surgical dissections were examined by IHC staining of FN protein. The results
showed that the original GBM specimen displayed a moderate staining of FN protein
(Figure 5G), and the recurrent GBM specimen exhibited moderately strong staining of
FN protein (Figure 5H), suggesting that the FN expression level is enhanced in the local
recurrence of GBM. Furthermore, this local GBM recurrence was closely correlated with
the EMT pathway through upregulation of both VIM (Figure 5I,J) and TGF-β (Figure 5K,L)
expressions.
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Figure 4. FN, vimentin (VIM), and transforming growth factor-beta (TGF-β) expressions are increased
during the progression of low-grade astrocytoma into glioblastoma multiforme (GBM). Serial images
including first and follow-up examinations of a patient with GBM are shown by using either brain
computerized tomography (CT) on 25 October 2010 (A) and 8 December 2010 (C) or head MRI on
25 October 2010 (B), 5 May 2011 (D), 28 December 2012 (E) and 17 May 2013 (F). The IHC staining
images indicate the expression level of FN (G and H), VIM (I and J), and TGF-β (K and L) proteins
in the origin of low-grade astrocytoma (G, I, and K) and local recurrence of GBM (H, J, and L) tumor
specimens.
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Figure 5. Enhanced FN, VIM, and TGF-β expressions are associated with the local recurrence of
GBM. Serial images including first and follow up examinations of a patient with GBM are shown by
using either brain CT on 10 July 2009 (A) and 7 August 2009 (C) or head MRI on 10 July 2009 (B), 30
November 2009 (D), 16 April 2010 (E), and 26 November 2010 (F). The IHC staining images indicate
the expression level of FN (G and H), VIM (I and J), and TGF-β (K and L) proteins in origin (G, I,
and K) and local recurrence (H, J, and L) of GBM tumor specimens.

2.5. A GBM with Local Recurrence and Then Remote Brain Metastasis

A man 44 years of age was admitted to the CMFMC on 1 August 2010 due to headache
and vomiting for about one month. Neurologic examination revealed no focal neurological
deficit. His past history showed no systemic disease and no vascular risk factors such as
hypertension, hyperlipidemia, smoking, and diabetes. The results of laboratory studies
were normal. Brain CT (Figure 6A) and MRI (Figure 6B) showed a right frontal mass lesion
with a significant mass effect. Craniotomy with tumor removal was performed on 3 August
2010. Its pathology was GBM. The patient received a full course concomitant medication of
CCRT: 6000 cGy from August 30 to 8 October 2010 and Temodal treatment since 30 August
2010. Repeated follow-up MRIs on 11 April 2011 (Figure 6C) and 2 November 2011 (data
not shown) revealed no recurrence of the GBM. The patient was brought to the hospital
due to progressive headache and left side weakness on 19 July 2012. The brain MRI showed
GBM local recurrence (Figure 6D). Craniotomy with tumor removal was carried out on 24
July 2012. Its pathology was recurrent GBM. The patient received a second-time full-course
concomitant medication of CCRT: 6000 cGy from 10 September to 22 October 2012 with
continuous Temodal treatment since the first CCRT therapy. Repeated follow-up MRI on 30
January 2013 (Figure 6E) revealed right frontal residual tumor but no obvious mass effect.
Repeated follow-up MRI on 3 June 2013 (Figure 6F) showed regression of right frontal tumor
but right frontal base tumor metastasis with mass effect. Craniotomy with right frontal base
tumor removal was performed on 11 June 2013. Its pathology was metastatic GBM. The
patient was kept under treatment with Temodal. Palliative treatment was given. Finally,
the patient died on 8 January 2014. The original, recurrent, and remote brain metastatic
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tumor specimens received from surgical dissections were analyzed by IHC staining of
FN protein. The results revealed that the original GBM specimen displayed moderate
staining of FN protein (Figure 6G), the recurrent GBM specimen exhibited moderately
strong staining of FN protein (Figure 6H) and the remote brain metastatic GBM specimen
displayed very strong staining of FN protein (Figure 6I). These results indicated that the FN
expression level was elevated during the progression of both local recurrence and remote
brain metastasis. Moreover, this particular malignant progression was confirmed by IHC
staining of both VIM and TGF-β expression levels. The results showed that the expression
patterns of both VIM (Figure 6J–L) and TGF-β (Figure 6M–O) were very similar to the
expression levels of FN during these distinct progressions of malignant gliomas.
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Figure 6. Expression of FN, VIM, and TGF-β is elevated during local recurrence and then remote
brain metastasis of GBM. Serial images including first and follow up examinations of a patient with
GBM are shown by using either brain CT on 1 August 2010 (A) or head MRI on 1 August 2010 (B), 11
April 2011 (C), 19 July 2012 (D), 30 January 2013 (E) and 3 June 2013 (F). The IHC staining images
indicate the expression level of FN (G–I), VIM (J–L), and TGF-β (M–O) proteins in origin (G, J, and
M), local recurrence (H, K, and N) and then remote brain metastasis (I, L, and O) of GBM tumor
specimens.

2.6. A GBM with Spinal Metastasis

A man 35 years of age was admitted to the CMFMC on 11 May 2013 because of
headache and vomiting for one week. Neurologic examination revealed no focal neuro-
logical deficit. His past history showed no systemic disease and no vascular risk factors
such as hypertension, hyperlipidemia, smoking, and diabetes. The results of laboratory
studies were normal. Brain CT (Figure 7A) and MRI (Figure 7B) revealed a left temporal
mass lesion with a significant mass effect. Craniotomy with tumor removal was performed
on 13 May 2013. Its pathology was GBM. The patient received a full course concomitant
medication of CCRT: 6000 cGy from 10 June to 23 July 2013 with Temodal treatment from
10 June 2013. Repeated follow-up MRI (Figure 7C) on 26 July 2013 showed no recurrence
of the GBM. The patient was brought to the hospital due to progressive left side weakness
on 17 August 2014. The emergent brain CT revealed no GBM recurrence (Figure 7D). The
patient was admitted for further study. The spinal MRI revealed intramedullary lesion
extending from T1 to T3 level and L3 to L4 level (Figure 7E,F). A T1 to T3 laminectomy was
undertaken and followed by an extensive biopsy on 20 August 2014. The final pathology
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was consistent with GBM metastasis. Palliative treatment was given, and the patient died
one month after the diagnosis of spinal metastasis.
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Figure 7. Increased FN, VIM, and TGF-β expressions are associated with spinal metastasis of GBM.
Serial images including first and follow-up examinations of a patient with GBM are shown by using
either brain CT on 11 May 2013 (A) and 17 August 2014 (D) or head MRI on 11 May 2013 (B), 26
July 2013 (C) and 17 August 2014 (E and F). The IHC staining images indicate the expression level of
glial fibrillary acidic protein (GFAP) (G and H), Ki-67 (I and J), FN (K and L), VIM (M and N), and
TGF-β (O and P) proteins in origin (G, I, K, M, and O) and spine metastasis (H, J, L, N, and P) of
GBM tumor specimens.

This spinal metastasis from brain GBM was examined by IHC staining of glial fibrillary
acidic protein (GFAP), an intermediate filament protein expressed in the CNS astrocyte cells.
The results revealed that both the original GBM and spine metastatic specimens expressed
GFAP strongly (Figure 7G,H). In addition, the malignancy of spinal metastasis was also
evaluated using IHC staining of Ki-67 protein, a cell proliferation biomarker. The results
showed that the spine metastatic specimen expressed Ki-67 protein strongly (Figure 7I,J).
The original GBM and spine metastatic tumor specimens obtained from surgical dissections
were analyzed by IHC staining of FN protein. The results revealed that the GBM displayed
moderately strong staining of FN protein (Figure 7K), and the spinal metastasis exhibited
very strong staining of FN protein (Figure 7L), indicating that the FN expression level is
enhanced during the progression of spinal metastasis from brain GBM. In addition, this
distal metastasis from the brain to the spine was strongly correlated with the EMT pathway
via upregulation of both VIM (Figure 7M,N) and TGF-β (Figure 7O,P) expressions.

2.7. A GBM with Local Recurrence and Then Low-Grade Astrocytoma Progression

A man 50 years of age was admitted to the CMFMC on 17 December 2009 due to
diplopia and left side weakness for about two months. Neurologic examination revealed left
side muscle power grade 4. His past history showed no systemic disease and no vascular
risk factors such as hypertension, hyperlipidemia, smoking, and diabetes. The results of
laboratory studies were normal. Brain CT (Figure 8A) and MRI (Figure 8B) revealed a
right frontal mass lesion with a significant mass effect. Craniotomy with tumor removal
was carried out on 22 December 2009. Its pathology was GBM. The follow-up MRI on 26
January 2010 (Figure 8C) showed a minimal residual tumor. Therefore, the patient received
a full course concomitant medication of CCRT: 6000 cGy from 1 February to 16 March
2010 and Temodal treatment since 1 February 2010. The follow-up MRI on 4 June 2010
(Figure 8D) revealed the tumor shrinkage. Repeated follow-up MRIs on 17 September 2010
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(data not shown), 8 March 2011 (data not shown), 15 November 2011 (data not shown), 18
October 2012 (data not shown), 6 December 2013 (data not shown), and 29 October 2014
(Figure 8E) showed the tumor in stationary status. The regular MRI follow-up on 30 October
2015 (Figure 8F) revealed a right frontal nodule lesion; a recurrent tumor was impressed.
Craniotomy with tumor removal was performed on 6 January 2016. Its pathology was
GBM. The patient kept Temodal treatment and received Avastin ( Bevacizumab) treatment
since 16 February 2016. The brain CT follow-up on 31 May 2016 (Figure 8G) showed the
tumor recurrence. Craniotomy with tumor removal was carried out on 1 June 2016. Its
pathology was diffuse astrocytoma (WHO grade II). The follow-up MRI on 13 September 2016
(Figure 8H) revealed the tumor shrinkage. The patient’s general condition was well till now.
The original GBM, recurrent GBM, and low-grade astrocytoma tumor specimens acquired
from surgical dissections were analyzed by IHC staining of FN protein. The results showed
that the original GBM displayed moderate staining of FN protein (Figure 8I), and the recurrent
GBM exhibited moderately strong staining of FN protein (Figure 8J), but the recurrent low-
grade astrocytoma displayed weak staining of FN protein (Figure 8K), indicating that the FN
expression level is decreased strongly during the progression of low-grade astrocytoma from
GBM. Interestingly, these very special expression patterns of FN in GBM local recurrence and
then low-grade astrocytoma progression were almost recapitulated by the expression levels of
both VIM (Figure 8L–N) and TGF-β (Figure 8O–Q). These results indicated that the change
of FN expression during malignant glioma progressions was strongly correlated with the
TGF-β-induced EMT pathway.
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Figure 8. FN, VIM, and TGF-β expressions are increased in local recurrence but decreased during
the progression of GBM into low-grade astrocytoma. Serial images including first and follow up
examinations of a patient with GBM are shown by using either brain CT on 17 December 2009 (A)
and 31 May 2016 (G) or head MRI on 17 December 2009 (B), 26 January 2010 (C), 4 June 2010 (D), 29
October 2014 (E), 30 October 2015 (F), and 13 September 2016 (H). The IHC staining images indicate
the expression level of FN (I–K), VIM (L–N), and TGF-β (O–Q) proteins in origin (I, L, and O) and
local recurrence (J, M, and P) of GBM, and progression into low-grade astrocytoma (K, N, and Q)
tumor specimens.
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3. Discussion

GBM is the most common and malignant primary brain tumor in adults. The surgeons
attempt to preserve neurological function and maintain patients’ quality of life; subtotal
resections are sometimes carried out when tumors infiltrate eloquent areas of the brain. Tu-
mor recurrence is also defined by the appearance of residual cancer cell growth on imaging
studies or the manifestation of new clinical symptoms. The term “tumor recurrence” is
frequently used synonymously with “cancer/tumor progression” because of the spectrum
from which new lesions can develop. The recurrent brain tumors are classified into three
subtypes—local recurrence, remote brain metastasis, and spinal metastasis [44]. More than
90% of patients with malignant glioma showed local recurrence, the remote brain metasta-
sis developed in 5% of patients, and the spinal metastasis was less than 1% (10). In this
study, among the 151 malignant glioma cases, there were 144 (95%) local recurrences, 3 (2%)
local recurrences with remote brain metastasis, 2 (1%) remote brain metastases, and 2 (1%)
spinal metastases. The prevalence of malignant gliomas recurrent patterns presented in this
study is consistent with previous reports. Possible dissemination routes for remote brain
metastasis of GBM are the following: meningeal–subarachnoid space, subependymal route,
intraventricular route, and direct brain penetration [45]. The underlying pathophysiologic
mechanism may be simultaneously neoplastic transformation [46,47].

Different molecular factors such as p53 mutation, Ki-67/MIB-1 labeling index, and
O-6-methylguanine-DNA methyltransferase (MGMT) promoter methylation have been
correlated with GBM recurrences [48,49]. Li et al. highlighted the differences in clinical fea-
tures, molecular subtypes, and gene alterations between primary and recurrent GBMs [50].
The appearance of new genetic mutations or epigenetic aspects and malignant phenotypes
in the process of recurrence increases the difficulty of treatment for recurrent GBM [51–53].
A glycoprotein FN is expressed by GBM cell lines in vitro and is also regarded as a marker
of TGF-β-induced EMT [19,40]. Therefore, we hypothesized that the expression of FN is ac-
tivated during GBM progression via the TGF-β-induced EMT pathway. Thus, IHC staining
of FN, VIM, and TGF-β in paired human primary and recurrent malignant glioma speci-
mens was used to evaluate the correlation between FN expression and the TGF-β-induced
EMT pathway.

The intensity of expression for each IHC staining was assessed by using a semiquan-
titative four-grade system: Grade 0, no expression; Grade 1, minimal expression; Grade
2, moderate expression; Grade 3, marked expression with generalized or focal distribu-
tion [54]. The clinical information and the results of IHC staining were summarized in
Table 2. This study showed that the FN expression is correlated with the distinct progres-
sions of malignant gliomas. In addition, the expression of VIM, a mesenchymal protein
that is strongly expressed in malignant cancers, was similar to the pattern of FN. Moreover,
the level of EMT inducer TGF-β was recapitulated with the expression pattern of both
FN and VIM. Together, this study identifies a protein biomarker FN that can be used to
distinguish GBM from low-grade astrocytoma, and its expression has functional relevance
to malignant glioma progressions via the TGF-β-induced EMT pathway. However, this
study has a major limitation. The tumor specimens of recurrent and malignant gliomas
enrolled and examined in this investigation are too small only five cases. To enhance the
functional role of FN during malignant glioma progressions, the study should continually
analyze the expression levels of FN, VIM, and TGF-β in recurrent and malignant glioma
patients.

According to the canonical conception, TGF-β promotes EMT during cancer cell
motility, invasion and metastasis; therefore, the EMT markers such as FN and VIM are
induced. However, FN is a high-molecular-weight extracellular matrix glycoprotein that
binds to membrane-spanning receptor proteins and therefore plays a major role in cell
adhesion, growth, migration, and differentiation [55,56]. It elicits intracellular signaling by
inducing integrin clustering that results in the recruitment and activation of tyrosine kinases
including focal adhesion kinase (FAK), Src family kinases (SFK), and their substrates [57].
Therefore, FN plays an important role in the pathogenesis of cancer [13,58–62]. Ohnishi
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et al. demonstrated that FN is deposited in the extracellular matrix of tumors and plays a
critical role in the biological behaviors of the cancer cells, particularly in FN-stimulated cell
migration in vivo [63]. In recent studies, Park and Schwarzbauer explored that exogenous
administration of FN induces an EMT response including upregulation of the EMT markers
FN, Snail, N-cadherin, VIM, and MMP2, in addition to the acquisition of cell migratory
behavior [43]. Sahoo et al. provided key insights into the role of ECM-derived TGF-β
signaling to promote tumor metastasis [64]. Griggs et al. proposed a novel role for FN
in EMT in which the assembly of FN serves to localize TGF-β1 signaling to drive EMT
progression [65]. Although this study cannot reveal the causal relationships between
FN and TGF-β, it does identify the FN expression that is consistent with the distinct
progressions of malignant gliomas.

Table 2. Patient characteristics and expression level of fibronectin, vimentin, and TGF-β.

Type ST
1st Surgery 2nd Surgery 3rd Surgery

Path FN * VIM * TGF-β Path FN * VIM * TGF-β Path FN * VIM * TGF-β

I 36 LGA 1 2 2 GBM 2 3 3

II 20 GBM 1 1 1 GBM 2 2 2

III 41 GBM 1 0 1 GBM 2 1 2 GBM 3 2 3

IV 15 GBM 2 2 1 GBM 3 2 3

V alive GBM 2 1 2 GBM 3 3 3 LGA 0 0 0

ST: Survival time (months), from diagnosis to death.Path: Pathology; FN: Fibronectin; VIM: Vimentin; TGF-β: Transforming growth
factor beta; LGA: Low-grade astrocytoma; GBM: Glioblastoma multiforme. * The expression intensity of IHC staining was assessed by
using a semi-quantitative four-grade system: 0, no expression; 1, minimal expression; 2, moderate expression; 3, marked expression with
generalized or focal distribution.

Kubelt et al. investigated the expression of Twist1, Snail1, Snail2/Slug, desmoplakin,
biglycan, β-catenin, L1CAM, FN, VIM, and TGF-β1 with its receptors TGF-βR1 and TGF-
βR2 in 17 matched probes of solid primary and recurrent human GBMs by real-time reverse
transcription–polymerase chain reaction (RT-PCR) and by double-immunofluorescence
staining to precisely identify EMT molecule-expressing cell types [66]. However, the expres-
sion of desmoplakin, VIM, FN, and TGF-β1 with its receptors TGF-βR1 and TGF-βR2 was
almost unchanged. There may be sampling bias because the cellular architecture of GBMs
is very heterogeneous, particularly when considering the aspect that the different cell types
within GBMs, the tumor cells themselves, endothelial cells, and microglia/macrophages
are all possible sources of EMT markers.

However, the majority of GBMs do not show intrinsic E-cadherin expression [67], the
classical “E-cadherin to N-cadherin switch” is unlikely to correlate with EMT in GBMs [68],
and therefore, the term glial-to-mesenchymal transition (GMT) is coined [69]. Mahabir
et al. investigated the EMT process in pairs of primary and recurrent GBMs [69]. They
found, by PCR analysis, that the expression of collagen, MMP-9, smooth muscle α-actin
(α-SMA), CD44, FN, and YKL-40 are elevated in the recurrent glioma samples, and using
IHC staining, they demonstrated that the expression level of VIM, α-SMA, and CD44 is
increased in 22 cases of clinically recurrent gliomas [69]. However, they did not address the
relevance of other processes involved in mesenchymal–epithelial transition (MET) or GMT.

4. Conclusions

Despite the advancement in therapeutic aspects, patients with GBM often exhibit a
poor prognosis. In patients who have finished first-line treatment, strict tumor surveillance
with regularly scheduled imagings and clinical evaluations may enable early detection
of tumor recurrence and allow for immediate therapies. In contrast, this study is to
immunohistochemically/semi-quantitatively assess the expression of FN in a retrospec-
tive series of recurrent malignant glioma specimens. As far as we know, this is the first
investigation specifically addressed to immunohistochemically evaluate the expression
of FN, VIM, and TGF-β in relation to the GBM progressions after standard treatments.
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The results indicated that TGF-β induces an EMT response with elevated expression of
EMT markers and increased cell migratory behavior in patients with malignant glioma
progressions. In addition, FN contributes to the development of EMT through cooperation
with signaling initiated by the TGF-β. This study suggests that the malignant glioma cells
expressed FN is elicited via a TGF-β pathway in correlation with distinct GBM progressions
including local recurrence, remote brain, and spinal metastases. We propose that increased
FN in malignant gliomas might be both a cause and a result of tumor initiation and/or
progression. Therefore, modulating FN expression might present a new way to control
GBM progressions.

5. Materials and Methods
5.1. Web-Based Open Megadata Minings

The biological nature of FN gene and protein in normal and cancerous human cells,
tissues, and organs was analyzed by using the Human Protein Atlas database (https:
//www.proteinatlas.org/, accessed on 1 November 2017), mining with the keyword FN1
(fibronectin 1). The genomic alteration of the FN gene in cancerous human cells, tissues,
and organs was examined by using the cBio Cancer Genomic Portal database (http://
www.cbioportal.org/, accessed on 1 November 2017), mining with the keyword FN1. The
statistical analysis of FN gene expression in cancerous vs. normal human tissues and organs
was evaluated by using the ONCOMINE database (https://www.oncomine.org/resource/,
accessed on 1 November 2017), mining with the keyword FN1. The prognostic value of
FN expression level in cancerous human tissues and organs was analyzed by using the
PrognoScan database (http://www.abren.net/PrognoScan/, accessed on 1 November
2017), mining with the keyword FN1.

5.2. Patients and Specimens

This study was assembled from patients who were histologically diagnosed with
malignant gliomas and had undergone surgeries at the Department of Neurological Surgery,
Chi Mei Foundation Medical Center (CMFMC), between 2009 and 2016. All medical records
were reviewed retrospectively. The formalin-fixed, paraffin-embedded specimens from
these patients were used for immunohistochemical (IHC) staining. The study was approved
by the Ethics Committee of CMFMC. Written informed consent was obtained from the
patients.

5.3. Immunohistochemistry (IHC) Staining

The expression level of GFAP, Ki-67, FN, VIM, and TGF-β proteins in brain tumor
tissues was examined by IHC staining on paraffin sections. Tissues were deparaffinized
and rehydrated followed by 120 ◦C for 40 min in retrieval buffer (pH9). Endogenous
hydrogen peroxidase was blocked using 3% H2O2 for 30 min followed by nonspecific
blocking with goat IgG (Jackson ImmunoResearch Laboratories Inc., West Grove, PA, USA)
for 30 min. Sections were incubated with primary anti-GFAP, Ki-67, FN, VIM, and TGF-β
antibodies (Sigma-Aldrich, Inc.; St. Louis, MO, USA) overnight at 4 ◦C. Next day, the
tissues were incubated with a secondary antibody (Jackson) for 1 h at room temperature.
The signal was detected by DAB chromogen solution (BioLegend, San Diego, CA, USA)
and subsequent nuclear straining by hematoxylin (Merck, Darmstadt, Germany)). Images
of sections were photographed by Zeiss Primo Star microscope (Carl Zeiss, Thornwood,
NY, USA) at 40× or 400× magnifications.
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CCRT concomitant medication of chemo-radio-therapy
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CMFMC Chi Mei Foundation Medical Center
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VIM vimentin

References
1. Ostrom, Q.T.; Gittleman, H.; Fulop, J.; Liu, M.; Blanda, R.; Kromer, C.; Wolinsky, Y.; Kruchko, C.; Barnholtz-Sloan, J.S. CBTRUS

statistical report: Primary brain and central nervous system tumors diagnosed in the United States in 2008–2012. Neuro. Oncol.
2015, 17, iv1–iv62. [CrossRef] [PubMed]

2. Ostrom, Q.T.; de Blank, P.M.; Kruchko, C.; Petersen, C.M.; Liao, P.; Finlay, J.L.; Stearns, D.S.; Wolff, J.E.; Wolinsky, Y.; Letterio, J.;
et al. Alex’s Lemonade stand foundation infant and childhood primary brain and central nervous system tumors diagnosed in
the United States in 2007–2011. Neuro. Oncol. 2015, 16, x1–x36. [CrossRef] [PubMed]

3. Affronti, M.L.; Heery, C.R.; Herndon, J.E., 2nd; Rich, J.N.; Reardon, D.A.; Desjardins, A.; Vredenburgh, J.J.; Friedman, A.H.;
Bigner, D.D.; Friedman, H.S. Overall survival of newly diagnosed glioblastoma patients receiving carmustine wafers followed by
radiation and concurrent temozolomide plus rotational multiagent chemotherapy. Cancer 2009, 115, 3501–3511. [PubMed]

4. Stupp, R.; Mason, W.P.; van den Bent, M.J.; Weller, M.; Fisher, B.; Taphoorn, M.J.B.; Belanger, K.; Brandes, A.A.; Marosi, C.;
Bogdahn, U.; et al. Radiotherapy plus concomitant and adjuvant temozolomide for glioblastoma. N. Engl. J. Med. 2005, 352,
987–996. [CrossRef]

http://doi.org/10.1093/neuonc/nov189
http://www.ncbi.nlm.nih.gov/pubmed/26511214
http://doi.org/10.1093/neuonc/nou327
http://www.ncbi.nlm.nih.gov/pubmed/25542864
http://www.ncbi.nlm.nih.gov/pubmed/19514083
http://doi.org/10.1056/NEJMoa043330


Int. J. Mol. Sci. 2021, 22, 3782 18 of 20

5. Ammirati, M.; Galicich, J.H.; Arbit, E.; Liao, Y. Reoperation in the treatment of recurrent intracranial malignant gliomas.
Neurosurgery 1987, 21, 607–614. [CrossRef]

6. Choucair, A.K.; Levin, V.A.; Gutin, P.H.; Davis, R.L.; Silver, P.; Edwards, M.S.B.; Wilson, C.B. Development of multiple lesions
during radiation therapy and chemotherapy in patients with gliomas. J. Neurosurg. 1986, 65, 654–658. [CrossRef]

7. Gaspar, L.E.; Fisher, B.J.; Macdonald, D.R.; LeBer, D.V.; Halperin, E.C.; Schold, S.C., Jr.; Cairncross, J.G. Supratentorial malignant
glioma: Patterns of recurrence and implications for external beam local treatment. Int. J. Radiat. Oncol. Biol. Phys. 1992, 24, 55–57.
[CrossRef]

8. Halperin, E.C.; Burger, P.C.; Bullard, D.E. The fallacy of the localized supratentorial malignant glioma. Int. J. Radiat. Oncol. Biol.
Phys. 1988, 15, 505–509. [CrossRef]

9. Lee, S.W.; Fraass, B.A.; Marsh, L.H.; Herbort, K.; Gebarski, S.S.; Martel, M.K.; Radany, E.H.; Lichter, A.S.; Sandler, H.M. Patterns
of failure following high-dose 3-D conformal radiotherapy for high-grade astrocytomas: A quantitative dosimetric study. Int. J.
Radiat. Oncol. Biol. Phys. 1999, 43, 79–88. [CrossRef]

10. Lun, M.; Lok, E.; Gautam, S.; Wu, E.; Wong, E.T. The natural history of extracranial metastasis from glioblastoma multiforme. J.
Neurooncol. 2011, 105, 261–273. [CrossRef]

11. Goldbrunner, R.H.; Bernstein, J.J.; Tonn, J.C. Cell-extracellular matrix interaction in glioma invasion. Acta Neurochir. 1999, 141,
295–305. [CrossRef] [PubMed]

12. Perris, R. The extracellular matrix in neural crest-cell migration. Trends Neurosci. 1997, 20, 23–30. [CrossRef]
13. Lin, T.C.; Yang, C.H.; Chang, W.T.; Lin, Y.R.; Cheng, H.C. Fibronectin in cancer: Friend or foe. Cells 2020, 9, 27. [CrossRef]
14. Giese, A.; Westphal, M. Glioma invasion in the central nervous system. Neurosurgery 1996, 39, 235–252. [CrossRef]
15. Huang, L.T.; Tsai, C.L.; Huang, S.H.; Chang, M.M.; Chang, W.T.; Cheng, L.H.; Cheng, H.C. Depleting rhoA/stress fiber-organized

fibronectin matrices on tumor cells non-autonomously aggravates fibroblast-driven tumor cell growth. Int. J. Mol. Sci. 2020, 21,
8272. [CrossRef]

16. Sheppard, A.M.; Brunstrom, J.E.; Thornton, T.N.; Gerfen, R.W.; Broekelmann, T.J.; McDonald, J.A.; Pearlman, A.L. Neuronal
production of fibronectin in the cerebral during migration and layer formation is unique to specific cortical domains. Dev. Biol.
1995, 172, 504–518. [CrossRef]

17. Kochi, N.; Tani, E.; Morimura, T.; Nagaki, T. Immunohistochemical study of fibronectin in human glioma and meningioma. Acta
Neuropathol. 1983, 59, 119–126. [CrossRef]

18. Morris, C.S.; Esiri, M.M. Immunocytochemical study of macrophages and microglia cells and extracellular matrix components in
human CNS disease. J. Neurol. Sci. 1991, 101, 47–58. [CrossRef]

19. Chintala, S.K.; Sawaya, R.; Gokaslan, Z.L.; Fuller, G.; Rao, J.S. Immunohistochemical localization of extracellular matrix proteins
in human glioma, both in vivo and in vitro. Cancer Lett. 1996, 101, 107–114. [CrossRef]

20. Ohnishi, T.; Arita, N.; Hiraga, S.; Higuchi, M.; Hayakawa, T. Human malignant glioma cells migrate to fibronectin and laminin:
Role of extracellular matrix components in glioma cell invasion. In Biological Aspects of Brain Tumors; Tabuchi, K., Ed.; Springer:
Berlin/Heidelberg, Germany; New York, NY, USA; Tokyo, Japan, 1991; pp. 408–415.

21. Friedlander, D.R.; Zagzag, D.; Shiff, B.; Cohen, H.; Allen, J.C.; Kelly, P.J.; Grumet, M. Migration of brain tumor cells on extracellular
matrix proteins in vitro correlates with tumor type and grade and involves αV and ß1 integrins. Cancer Res. 1996, 56, 1939–1947.
[PubMed]

22. Enam, S.A.; Rosenblum, M.L.; Edvardsen, K. Role of extracellular matrix in tumor invasion: Migration of glioma cells along
fibronectin-positive mesenchymal cell process. Neurosurgery 1998, 42, 599–608. [CrossRef] [PubMed]

23. Fuchs, E.; Weber, K. Intermediate filaments: Structure, dynamics, function, and disease. Annu. Rev. Biochem. 1994, 63, 345–382.
[CrossRef]

24. Steinert, P.M.; Roop, D.R. Molecular and cellular biology of intermediate filaments. Annu. Rev. Biochem. 1988, 57, 593–625.
[CrossRef]

25. Green, K.J.; Bohringer, M.; Gocken, T.; Jones, J.C. Intermediate filament associated proteins. Adv. Protein Chem. 2005, 70, 143–202.
[PubMed]

26. Chen, Y.R.; Juan, H.F.; Huang, H.C.; Huang, H.H.; Lee, Y.J.; Liao, M.Y.; Tseng, C.W.; Lin, L.L.; Chen, J.Y.; Wang, M.J. Quantitative
proteomic and genomic profiling reveals metastasis-related protein expression patterns in gastric cancer cells. J. Proteome Res.
2006, 5, 2727–2742. [CrossRef]

27. Chang, H.Y.; Lee, C.H.; Li, Y.S.; Huang, J.T.; Lan, S.H.; Wang, Y.F.; Lai, W.W.; Wang, Y.C.; Lin, Y.-J.; Liu, H.-S.; et al. MicroRNA-
146a suppresses tumor malignancy via targeting vimentin in esophageal squamous cell carcinoma cells with lower fibronectin
membrane assembly. J. Biomed. Sci. 2020, 27, 102. [CrossRef] [PubMed]

28. Gonzales, M.; Weksler, B.; Tsuruta, D.; Goldman, R.D.; Yoon, K.J.; Hopkinson, S.B.; Flitney, F.W.; Jones, J.C.R. Structure and
function of a vimentin-associated matrix adhesion in endothelial cells. Mol. Biol. Cell 2001, 12, 85–100. [CrossRef]

29. Gilles, C.; Polette, M.; Zahm, J.M.; Tournier, J.M.; Volders, L.; Foidart, J.M.; Birembaut, P. Vimentin contributes to human
mammary epithelial cell migration. J. Cell Sci. 1999, 112, 4615–4625.

30. Hirano, H.; Maeda, H.; Takeuchi, Y.; Susaki, Y.; Kobayashi, R.; Hayashi, A.; Ose, N.; Yamaguchi, T.; Yokota, S.; Mori, M. Lymphatic
invasion of micropapillary cancer cells in associated with a poor prognosis of pathological stage IA lung adenocarcinomas. Oncol.
Lett. 2014, 8, 1107–1111. [CrossRef]

http://doi.org/10.1227/00006123-198711000-00001
http://doi.org/10.3171/jns.1986.65.5.0654
http://doi.org/10.1016/0360-3016(92)91021-E
http://doi.org/10.1016/S0360-3016(98)90036-0
http://doi.org/10.1016/S0360-3016(98)00266-1
http://doi.org/10.1007/s11060-011-0575-8
http://doi.org/10.1007/s007010050301
http://www.ncbi.nlm.nih.gov/pubmed/10214487
http://doi.org/10.1016/S0166-2236(96)10063-1
http://doi.org/10.3390/cells9010027
http://doi.org/10.1097/00006123-199608000-00001
http://doi.org/10.3390/ijms21218272
http://doi.org/10.1006/dbio.1995.8034
http://doi.org/10.1007/BF00691597
http://doi.org/10.1016/0022-510X(91)90017-2
http://doi.org/10.1016/0304-3835(96)04124-9
http://www.ncbi.nlm.nih.gov/pubmed/8620517
http://doi.org/10.1097/00006123-199803000-00030
http://www.ncbi.nlm.nih.gov/pubmed/9526994
http://doi.org/10.1146/annurev.bi.63.070194.002021
http://doi.org/10.1146/annurev.bi.57.070188.003113
http://www.ncbi.nlm.nih.gov/pubmed/15837516
http://doi.org/10.1021/pr060212g
http://doi.org/10.1186/s12929-020-00693-4
http://www.ncbi.nlm.nih.gov/pubmed/33248456
http://doi.org/10.1091/mbc.12.1.85
http://doi.org/10.3892/ol.2014.2284


Int. J. Mol. Sci. 2021, 22, 3782 19 of 20

31. Dauphin, M.; Barbe, C.; Lemaire, S.; Nawrocki-Raby, B.; Lagonotte, E.; Delepine, G.; Birembaut, P.; Gilles, C.; Polette, M. Vimentin
expression predicts the occurrence of metastases in non-small cell lung carcinomas. Lung Cancer 2013, 81, 117–122. [CrossRef]

32. Al-Saad, S.; Al-Shibli, K.; Donnem, T.; Persson, M.; Bremnes, R.M.; Busund, L.T. The prognostic impact of NF-kappaB p105,
vimentin, E-cadherin and Par6 expression in epithelial and stromal compartment in non-small-cell lung cancer. Br. J. Cancer 2008,
99, 1476–1483. [CrossRef]

33. Islam, S.; Kim, J.B.; Trendel, J.; Wheelock, M.J.; Johnson, K.R. Vimentin expression in human squamous carcinoma cells:
Relationship with phenotypic changes and cadherin-based cell adhesion. J. Cell Biochem. 2000, 78, 141–150. [CrossRef]

34. Liu, L.K.; Jiang, X.Y.; Zhou, X.X.; Wang, D.M.; Song, X.L.; Jiang, H.B. Upregulation of vimentin and aberrant expression of
E-cadherin/b-catenin complex in oral squamous cell carcinomas: Correlation with the clinicopathological features and patient
outcome. Mod. Pathol. 2010, 23, 213–224. [CrossRef]

35. Satelli, A.; Li, S. Vimentin in cancer and its potential as a molecular target for cancer therapy. Cell Mol. Life Sci. 2011, 68, 3033–3046.
[CrossRef] [PubMed]

36. Kalluri, R. EMT: When epithelial cells decide to become mesenchymal-like cells. J. Clin. Investig. 2009, 119, 1417–1419. [CrossRef]
[PubMed]

37. Kalluri, R.; Weinberg, R.A. The basics of epithelial-mesenchymal transition. J. Clin. Investig. 2009, 119, 1420–1428. [CrossRef]
[PubMed]

38. Moustakas, A.; Heldin, C.H. Signaling networks guiding epithelial-mesenchymal transitions during embryogenesis and cancer
progression. Cancer Sci. 2007, 98, 1512–1520. [CrossRef]

39. Miettinen, P.J.; Ebner, R.; Lopez, A.R.; Derynck, R. TGF-β-induced transdifferentiation of mammary epithelial cells to mesenchy-
mal cells: Involvement of type I receptors. J. Cell Biol. 1994, 127, 2021–2036. [CrossRef] [PubMed]

40. Zavadil, J.; Böttinger, E.P. TGF-β and epithelial-to-mesenchymal transitions. Oncogene 2005, 24, 5764–5774. [CrossRef]
41. Derynck, R.; Akhurst, R.J.; Balmain, A. TGF-β signaling in tumor suppression and cancer progression. Nat. Genet. 2001, 29,

117–129. [CrossRef]
42. Iwadate, Y.; Matsutani, T.; Hirono, S.; Shinozaki, N.; Saeki, N. Transforming growth factor-β and stem cell markers are highly

expressed around necrotic areas in glioblastoma. J. Neurooncol. 2016, 129, 101–107. [CrossRef] [PubMed]
43. Park, J.; Schwarzbauer, J. Mammary epithelial cell interactions with fibronectin stimulate epithelial-mesenchymal transition.

Oncogene 2014, 33, 1649–1657. [CrossRef] [PubMed]
44. Nakae, S.; Kato, T.; Murayama, K.; Sasaki, H.; Abe, M.; Kumon, M.; Kumai, T.; Yamashiro, K.; Inamasu, J.; Hasegawa, M. Remote

intracranial recurrence of IDH mutant gliomas is associated with TP53 mutations and an 8q gain. Oncotarget 2017, 8, 84729–84742.
[CrossRef]

45. Kyritsis, A.P.; Levin, V.A.; Yung, W.K.; Leeds, N.E. Imaging patterns of multifocal gliomas. Eur. J. Radiol. 1993, 16, 163–170.
[CrossRef]

46. Dean, B.L.; Drayer, B.P.; Bird, C.R.; Flom, R.A.; Hodak, J.A.; Coons, S.W.; Carey, R.G. Gliomas: Classification with MR imaging.
Radiology 1990, 174, 411–415. [CrossRef] [PubMed]

47. Shimura, T.; Hirano, A.; Nakasu, S.; Llena, J.F.; Leeds, N.E. Multifocal glioma of the brain—an autopsy case. No Shinkei Geka 1986,
14, 97–101.

48. Ralte, A.M.; Sharma, M.C.; Karak, A.K.; Mehta, V.S.; Sarkar, C. Clinicopathological features, MIB-1 labeling index and apoptotic
index in recurrent astrocytic tumors. Pathol. Oncol. Res. 2001, 7, 267–278. [CrossRef]

49. Sarkar, C.; Ralte, A.M.; Sharma, M.C.; Mehta, V.S. Recurrent astrocytic tumours—A study of p53 immunoreactivity and malignant
progression. Br. J. Neurosurg. 2002, 16, 335–342. [CrossRef]

50. Li, R.; Chen, X.; You, Y.; Wang, X.; Liu, Y.; Hu, Q.; Yan, W. Comprehensive portrait of recurrent glioblastoma multiforme in
molecular and clinical characteristics. Oncotarget 2015, 6, 30968–30974. [CrossRef]

51. Cloughesy, T.F.; Cavenee, W.K.; Mischel, P.S. Glioblastoma: From molecular pathology to targeted treatment. Annu. Rev. Pathol.
2014, 9, 1–25. [CrossRef]

52. Ferrara, N.; Hillan, K.J.; Novotny, W. Bevacizumab (Avastin), a humanized anti-VEGF monoclonal antibody for cancer therapy.
Biochem. Biophys. Res. Commun. 2005, 333, 328–335. [CrossRef]

53. Litak, J.; Grochowski, C.; Litak, J.; Osuchowska, I.; Gosik, K.; Radzikowska, E.; Kamieniak, P.; Rolinski, J. TLR-4 signaling vs.
immune checkpoints, miRNAs molecules, cancer stem cells, and wingless-signaling interplay in glioblastoma multiforme—future
perspectives. Int. J. Mol. Sci. 2020, 21, 3114. [CrossRef] [PubMed]

54. Germanò, A.; Galatioto, S.; Caffo, M.; Caruso, G.; La Torre, D.; Cardia, E.; Tomasello, F. Immunohistochemical tenascin-C
expression in paediatric supratentorial glioblastoma multiforme. Child’s Nerv. Syst. 2000, 16, 357–362. [CrossRef] [PubMed]

55. Chang, Y.H.; Lee, S.H.; Liao, I.C.; Huang, S.H.; Cheng, H.C.; Liao, P.C. Secretomic analysis identifies alpha-1 antitrypsin (A1AT)
as a required protein in cancer cell migration, invasion, and pericellular fibronectin assembly for facilitating lung colonization of
lung adenocarcinoma cells. Mol. Cell Proteom. 2012, 11, 1320–1339. [CrossRef]

56. Singh, P.; Carraher, C.; Schwarzbauer, J.E. Assembly of fibronectin extracellular matrix. Annu. Rev. Cell Dev. Biol. 2010, 26,
397–419. [CrossRef] [PubMed]

57. Harburger, D.S.; Calderwood, D.A. Integrin signalling at a glance. J. Cell Sci. 2009, 122, 159–163. [CrossRef] [PubMed]

http://doi.org/10.1016/j.lungcan.2013.03.011
http://doi.org/10.1038/sj.bjc.6604713
http://doi.org/10.1002/(SICI)1097-4644(20000701)78:1&lt;141::AID-JCB13&gt;3.0.CO;2-R
http://doi.org/10.1038/modpathol.2009.160
http://doi.org/10.1007/s00018-011-0735-1
http://www.ncbi.nlm.nih.gov/pubmed/21637948
http://doi.org/10.1172/JCI39675
http://www.ncbi.nlm.nih.gov/pubmed/19487817
http://doi.org/10.1172/JCI39104
http://www.ncbi.nlm.nih.gov/pubmed/19487818
http://doi.org/10.1111/j.1349-7006.2007.00550.x
http://doi.org/10.1083/jcb.127.6.2021
http://www.ncbi.nlm.nih.gov/pubmed/7806579
http://doi.org/10.1038/sj.onc.1208927
http://doi.org/10.1038/ng1001-117
http://doi.org/10.1007/s11060-016-2145-6
http://www.ncbi.nlm.nih.gov/pubmed/27193555
http://doi.org/10.1038/onc.2013.118
http://www.ncbi.nlm.nih.gov/pubmed/23624917
http://doi.org/10.18632/oncotarget.20951
http://doi.org/10.1016/0720-048X(93)90063-S
http://doi.org/10.1148/radiology.174.2.2153310
http://www.ncbi.nlm.nih.gov/pubmed/2153310
http://doi.org/10.1007/BF03032383
http://doi.org/10.1080/02688697021000007588
http://doi.org/10.18632/oncotarget.5038
http://doi.org/10.1146/annurev-pathol-011110-130324
http://doi.org/10.1016/j.bbrc.2005.05.132
http://doi.org/10.3390/ijms21093114
http://www.ncbi.nlm.nih.gov/pubmed/32354122
http://doi.org/10.1007/s003810050531
http://www.ncbi.nlm.nih.gov/pubmed/10933231
http://doi.org/10.1074/mcp.M112.017384
http://doi.org/10.1146/annurev-cellbio-100109-104020
http://www.ncbi.nlm.nih.gov/pubmed/20690820
http://doi.org/10.1242/jcs.018093
http://www.ncbi.nlm.nih.gov/pubmed/19118207


Int. J. Mol. Sci. 2021, 22, 3782 20 of 20

58. Wang, Y.J.; Lin, J.F.; Cheng, L.H.; Chang, W.T.; Kao, Y.H.; Chang, M.M.; Wang, B., Jr.; Cheng, H.C. Pterostilbene prevents AKT-ERK
axis-mediated polymerization of surface fibronectin on suspended lung cancer cells independently of apoptosis and suppresses
metastasis. J. Hematol. Oncol. 2017, 10, 72. [CrossRef]

59. Lin, T.C.; Liao, Y.C.; Chang, W.T.; Yang, C.H.; Cheng, L.H.; Cheng, M.; Cheng, H.C. The establishment of a lung colonization
assay for circulating tumor cell visualization in lung tissues. J. Vis. Exp. 2018, 136, e56761.

60. Ruoslahti, E. Fibronectin and its integrin receptors in cancer. Adv. Cancer Res. 1999, 76, 1–20.
61. Frantz, C.; Stewart, K.M.; Weaver, V.M. The extracellular matrix at a glance. J. Cell Sci. 2010, 123, 4195–4200. [CrossRef]
62. Rozario, T.; DeSimone, D.W. The extracellular matrix in development and morphogenesis: A dynamic view. Dev. Biol. 2010, 341,

126–140. [CrossRef] [PubMed]
63. Ohnishi, T.; Hiraga, S.; Izumoto, S.; Matsumura, H.; Kanemura, Y.; Arita, N.; Hayakawa, T. Role of fibronectin-stimulated tumor

cell migration in glioma invasion in vivo: Clinical significance of fibronectin and fibronectin receptor expressed in human glioma
tissues. Clin. Exp. Metastasis 1998, 16, 729–741. [CrossRef] [PubMed]

64. Sahoo, S.S.; Quah, M.Y.; Nielsen, S.; Atkins, J.; Au, G.G.; Cairns, M.J.; Nahar, P.; Lombard, J.M.; Tanwar, P.S. Inhibition of
extracellular matrix mediated TGF-β signalling suppresses endometrial cancer metastasis. Oncotarget 2017, 8, 71400–71417.
[CrossRef] [PubMed]

65. Griggs, L.A.; Hassan, N.T.; Malik, R.S.; Griffin, B.P.; Martinez, B.A.; Elmore, L.W.; Lemmon, C.A. Fibronectin fibrils regulate
TGF-β1-induced Epithelial-Mesenchymal Transition. Matrix Biol. 2017, 60–61, 157–175. [CrossRef]

66. Kubelt, C.; Hattermann, K.; Sebens, S.; Mehdorn, H.M.; Held-Feindt, J. Epithelial-to-mesenchymal transition in paired human
primary and recurrent glioblastomas. Int. J. Oncol. 2015, 46, 2515–2525. [CrossRef]

67. Kahlert, U.D.; Maciaczyk, D.; Doostkam, S.; Orr, B.A.; Simons, B.; Bogiel, T.; Reithmeier, T.; Prinz, M.; Schubert, J.; Niedermann,
G.; et al. Activation of canonical WNT/β-catenin signaling enhances in vitro motility of glioblastoma cells by activation of ZEB1
and other activators of epithelial-to-mesenchymal transition. Cancer Lett. 2012, 325, 42–53. [CrossRef]

68. Brabletz, T. To differentiate or not-routes towards metastasis. Nat. Rev. Cancer 2012, 12, 425–436. [CrossRef]
69. Mahabir, R.; Tanino, M.; Elmansuri, A.; Wang, L.; Kimura, T.; Itoh, T.; Ohba, Y.; Nishihara, H.; Shirato, H.; Tsuda, M.; et al.

Sustained elevation of Snail promotes glial-mesenchymal transition after irradiation in malignant glioma. Neuro Oncol. 2014, 16,
671–685. [CrossRef]

http://doi.org/10.1186/s13045-017-0441-z
http://doi.org/10.1242/jcs.023820
http://doi.org/10.1016/j.ydbio.2009.10.026
http://www.ncbi.nlm.nih.gov/pubmed/19854168
http://doi.org/10.1023/A:1006532812408
http://www.ncbi.nlm.nih.gov/pubmed/10211986
http://doi.org/10.18632/oncotarget.18069
http://www.ncbi.nlm.nih.gov/pubmed/29069715
http://doi.org/10.1016/j.matbio.2017.01.001
http://doi.org/10.3892/ijo.2015.2944
http://doi.org/10.1016/j.canlet.2012.05.024
http://doi.org/10.1038/nrc3265
http://doi.org/10.1093/neuonc/not239

	Introduction 
	Results 
	Identification of Potential Protein Biomarker for GBM 
	Recruitment of Specific Brain Tumor Glioma Specimens 
	A Low-Grade Astrocytoma with Local GBM Transformation 
	A GBM with Local Recurrence 
	A GBM with Local Recurrence and Then Remote Brain Metastasis 
	A GBM with Spinal Metastasis 
	A GBM with Local Recurrence and Then Low-Grade Astrocytoma Progression 

	Discussion 
	Conclusions 
	Materials and Methods 
	Web-Based Open Megadata Minings 
	Patients and Specimens 
	Immunohistochemistry (IHC) Staining 

	References

