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Summary The EGF receptor is a transmembrane glycoprotein exerting mitogenic effects on epithelial cells.
The purpose of the present study was to develop a sensitive enzyme-linked immunosorbent assay (ELISA) for
determination of the epidermal growth factor receptor (EGFR) protein to examine whether the receptor was
overexpressed in head and neck squamous cell carcinomas compared with the normal counterpart, and to
establish whether clinicopathological correlations were present by investigating a broad spectrum of
parameters (tumour size, clinical stage, positive lymph nodes, tumour site, histological grade, keratinisation,
preoperative irradiation and clinical outcome). The assay employs two commercially available monoclonal
antibodies, both detecting protein epitopes. The material comprises 60 head and neck carcinomas, correspon-
ding normal tissue and normal oral mucosa from healthy individuals. The study demonstrates significantly
higher receptor levels in tumours compared with normal tissue (P<0.002) and a range in tumours and normal
tissues of 0.4-10.5 and 0.1 -4.3 nmol g-' membrane protein respectively. Quantitation of receptors in normal
mucosa emphasises the importance of using the patients' corresponding normal tissue, because using the
patients' mucosa resulted in 83% overexpression, while using normal mucosa from healthy individuals only
demonstrated overexpression in 50% of cases. No significant clinicopathological correlations could be estab-
lished, although the mean values for EGFR increased with tumour size and advanced clinical stage. Further-
more, the prognostic value concerning disease-free survival, recurrence and the time interval for recurrence
were investigated but no significance could be demonstrated. In conclusion, the investigation supports the
theory of overexpression of EGFR protein as a common motif for malignant epithelial tumours, but
limitations in interpretations are demonstrated and discussed further.
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Epidermal growth factor receptor (EGFR) is a transmemb-
rane cell-surface glycoprotein, molecular weight 170 kDa,
that binds peptides from the epidermal growth factor (EGF)
family. This is a rapidly growing family consisting of a
number of structurally and/or functionally related mem-
brane-anchored molecules (Massague and Pandiella, 1993).
Transforming growth factor alpha (TGF-x), amphiregulin
(AR), vaccinia virus growth factor (VVGF), heparin-binding
EGF-like growth factor (HB-EGF) and betacellulin bind to
the EGFR which is present on cells derived from all three
germ layers, including the proliferative compartment of
epithelia (De Larco and Todaro, 1978; Gusterson et al.,
1984; Nanney et al., 1984; Stroobant et al., 1985; Shoyab et
al., 1989; Higashiyama et al., 1991; Sasada et al., 1993). The
biological activities are initiated through a tyrosine kinase
which is localised to the intracellular domain of EGFR
(Chen et al., 1987). Tyrosine kinase activity of the receptor is
activated in clathrin-coated pits by ligand-induced dimerisa-
tion. Activated tyrosine kinase initiates a cascade of intracel-
lular events, such as autophosphorylation of tyrosine resi-
dues, a rise in cytosolic calcium ions and pH and increased
transcription of responsive genes such as c-fos, c-myc and
c-ras, leading to pleotropic effects on cells including the
stimulation of migration and mitogenesis (Barrandon and
Green, 1987; Chen et al., 1987).
EGFR is considered as a proto-oncogene product sharing

sequence homology with oncogene and proto-oncogene pro-
ducts from v-erbB-1, c-erbB-2 (neu/HER-2), c-erbB-3 (HER-
3) and c-erbB-4 (HER-4) (Downward et al., 1984; Schechter
et al., 1985; Kraus et al., 1989; Plowman et al., 1993). The

highest degree of sequence identity is in the tyrosine kinase
domain, which is essential for the biological effects of the
EGFR (Chen et al., 1987).
The importance of the EGFR system in proliferation is

demonstrated using antibodies to EGFR achieving reversible
Go growth arrest in normal epithelial cells (Stampfer et al.,
1993). Concerning tumour biology elevated expression of
EGFRs has been found to be necessary for malignant trans-
formation of NIH-3T3 cells in culture (Riedel et al., 1988; Di
Marco et al., 1989). In addition, in vivo experiments have
shown that overexpression of EGFR is common in epider-
moid malignancies and can be detected in human tumours
(Ozanne et al., 1986; Nicholson et al., 1988; Yasui et al.,
1988; Ozawa et al., 1989; Grimaux et al., 1990; van Dam et
al., 1991). Last but not least, amplification of the EGFR
gene and/or overexpression of the gene product is correlated
with a poor prognosis in breast cancer, oesophageal cancer
and malignant gliomas (Nicholson et al., 1988; Ozawa et al.,
1989; Grimaux et al., 1990; Hurtt et al., 1992). These obser-
vations together suggest that elevated EGFR levels may play
a role in either initiation or progression of malignancy.

In a recent study, using immunohistochemistry, we demon-
strated the presence of EGFRs in 55 head and neck carcino-
mas (Christensen et al., 1992a,b). A number of quantitative
studies have demonstrated overexpression of EGFR in head
and neck carcinomas (Ishitoya et al., 1989; Kawamoto et al.,
1991; Santini et al., 1991; Scambia et al., 1991). Some of
these studies demonstrated a correlation with tumour size
and clinical stage (Kawamoto et al., 1991; Santini et al.,
1991), others did not (Ishitoya et al., 1989; Scambia et al.,
1991).
The aim of the present study was to develop a sensitive

two-site ELISA for quantitation of receptor proteins in head
and neck carcinomas and to elucidate whether further clin-
icopathological correlations could be established with for
example, histological grade, the effect of preoperative irradia-
tion, nodal status, tumour location; and whether the overex-
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pression of the receptor protein could be an independent
prognostic indicator for recurrence and/or patient survival.

Materials and methods

Patients

Fresh tissue samples were collected from 60 consecutive
patients (Table I) who underwent operations during 1990-93
in the Department of Oto-Laryngology - Head and Neck
surgery, Rigshospitalet, University Hospital, Copenhagen.
Most of the tumours were located in the oral cavity. Other
locations included the nose and maxillary sinus. In 41 cases
corresponding normal tissue was included. In addition, ten
normal specimens of oral mucosa were obtained from healthy
non-smokers (mean age 29 years; range 25-37 years) and ten
from age-matched patients operated for non-cancer diseases
(e.g. nose fracture or otitis media; mean age 62 years; range
48 -78 years). The project was approved by the regional
Committee of Scientific Ethics, Copenhagen, and informed
consent was obtained. Thirty-eight of the patients had
received preoperative irradiation (62-68 Gy) (Table I). No
patients had been treated with chemotherapeutic agents. All
the patients were staged according to the UICC TNM
classification (Spiessl et al., 1990). At follow-up 30 patients
suffered from recurrence.
The samples were obtained within 10-30min of surgery

and frozen at -80°C. In order to ensure that the receptor
protein was stable during this period, seven tumour speci-
mens and corresponding normal tissues were divided into
three pieces and frozen after 10, 20 and 30 min at room
temperature.

In all cases verification of the tumour was made on frozen
sections cut from the biopsies and stained with haematoxy-
lin-eosin. Fifty-four of the tumours were squamous cell
carcinomas, most of which were moderately differentiated
(Table I). In addition, the material included six malignant
salivary gland tumours, three adenocarcinomas, two muco-
epidermoid carcinomas and one clear cell carcinoma. The
histological grade of the squamous cell carcinomas was deter-
mined on paraffin sections according to standard criteria
(Kissane, 1990).

Table I Clinicopathological parameters in 60
and neck carcinomas

patients with head

Patient characteristics

No. of 60
patients
Mean age (range) 59 (36-87)
Sex

Male 45
Female 15

Site

Stage

Oral cavity
Larynx
Other location

I 11
II 12
III 17
IV 20

Histopathology
Well-differentiated squamous cell carcinomas 9
Moderately differentiated squamous cell 37
carcinomas

Poorly differentiated squamous cell 8
carcinomas

Salivary gland carcinomas 6
Subsequent treatment

Preoperative irradiation 38
Primary surgery 22

Extraction ofEGFR

In the normal tissue, the lamina propria was separated from
the surface epthelium. The biopsies weighing between 20 and
1300 mg were cut into 2-3 mm-3 fragments and homogenis-
ed at 0°C by an ultra-turrax system (Janke and Kunkel,
Staufen, Germany) in ten volumes (w/v of solution contain-
ing 10 mM piperazine-N,N'-bis(2-ethanesulphonic acid)
(Pipes), 3mM magnesium chloride, 1 mM EGTA, 1 mM
phenylmethylsulphonyl fluoride (PMSF) and 400 mM sodium
chloride, pH 7.4. This solution prevents the association of
EGFRs to actin filaments (van Bergen en Henegouwen et al.,
1992). This procedure was followed by ultrasonic homo-
genisation 5 x 10 s and terminated by centrifugation for
40 min at 20 000 g (Sigma 3K20, Harz, Germany). The mem-

brane pellet was resuspended in ten volumes (w/v) of the
above-mentioned buffer and treated with ultrasonic
homogenisation for 5 x 10 s. Receptor extraction was per-
formed by incubating the homogenates with ten volumes
(w/v) 2% triton X-100 (Merck, Damstadt, Germany) at 0°C
overnight, followed by centrifugation for 40 min at 20 000g.
The supernatant was frozen rapidly at - 80°C until EGFR
and protein determination was carried out. Most EGFR was

present in the extracted membrane preparation, as judged
from analysis of the first supernatant and analysis of the
pellet which was re-extracted twice. As determined from
analysis of extracts from one tumour and one placenta sam-

ple, 4-6% of the receptor was present in the first super-
natant and none was present in the supernatant after the
second extraction.

ELISA

Three monoclonal mouse antibodies detecting a protein
epitope (Amersham, Denmark; code no. RPN 513, Onco-
gene, USA; cat. nos. GROl and GR15) (Waterfield et al.,
1982; Sato et al., 1983; Gill et al., 1984) were tested for the
ability to form a pair and two rabbit polyclonal antibodies
(P91089, P91090) were tested as capture antibodies with
GROl, GR15 and RPN 513 as detector antibodies respec-
tively, employing a previously described method (Engbaek
1994). The optimal combination was to employ RPN 513
(IgG2b) as capture antibody and GROl (IgGI) as detector
antibody. To optimise the binding of capture antibody, rab-
bit anti-mouse IgG2b was coated to the wells (Dakopatts,
Denmark; code Z015) (Mangili et al., 1987). Titrations of the
anti-mouse, capture and detector antibodies were performed
as described by Engbaek (1994). EGFR from placenta mem-
branes extracted as described for tissue samples was used as
calibrator. The membranes were isolated from fresh-frozen
term human placenta (Hock et al., 1980), and the number of
receptors present was analysed by Scatchard analyses of
binding data for binding of ['25I]EGF to the particular recep-
tor (Nex0 and Hansen, 1985).

Receptor extracts from placenta tissue and tumour speci-
mens showed linear dilution curves in a range of 0.02-
0.65 nmol EGFR g-' membrane protein. The assay had a

detection limit of 0.08 nmol 1-. Recovery of placenta lysates
used as high control in the EEISA added to phosphate buffer
with 0.1% polysorbate 20 (Tween), fetal liver, placenta and
tumour lysates was between 0.99-1.16 (n = 4). The interassay
precision was 14% (mean 0.17 nmol 1') and 7% (mean
0.50 nmol [') as judged from analysis of controls prepared
from placenta extracts each determined 36 times over a

period of 4 months. The values obtained for EGFR was

independent of the amount of tissue employed (20, 50, 100
and 1000 mg) as judged from analyses of normal human fetal
liver and kidney tissues [liver 0.58-0.64 nmolg' membrane
protein (n = 4); kidney 0.63-0.76 nmol g-' membrane pro-
tein (n = 4)].
For routine use th, 96-well ELISA plates (Nunc, Life

Technologies, Denmark) were coated with 100 I per well
rabbit anti-mouse immunoglobulin IgG2b 2.0 ng al-' in
50 mM sodium carbonate buffer pH 9.6 at 4°C and incubated
overnight. The capture antibody was diluted to 0.25 ng,u1'
in a buffer containing 10 mM sodium phosphate and 400 mM
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sodium chloride pH 7.4 supplemented with 0.1% polysorbate
20 (Tween) (Merck-Schuchardt, Munich, Germany) and
100 pl per well was absorbed on the ELISA plate by
incubating at 4°C overnight and washed three times with
200 dL washing buffer (10 mm sodium phosphate, 145 mM
sodium chloride, 0.1% polysorbate 20 and pH 7.4). The sam-

ples and calibration standards were diluted 1:2 and 1:5 in
washing buffer supplemented with normal mouse serum

(0.24nglil-') (Dakopatts; code no. X910). Aliquots of 501al
of samples and calibration standards were applied to each
well, incubated for 3 h and washed three times with washing
buffer (200 yl). The detector antibody was biotinylated
(Bayer and Wilcheck, 1980) and diluted to 0.075 ng l1 in
the same buffer as the capture antibody and supplemented
with normal mouse serum (0.24 ng il - l. Each well was

incubated overnight with 100 p1 of the detector antibodies at
4'C and washed with washing buffer three times (200 tLI). The
detecting antibody bound to EGFR was visualised by
incubation for 30 min with 100 pLI horseradish-peroxidase-
conjugated avidin diluted 1:100 in washing buffer
(Dakopatts; code no. P364) followed by 20 min incubation
with the enzyme substrate 3,3',5,5'-tetramethylbenzidine
(TMB) (Kirkegaard and Perry laboratories, MA, USA; cat.
no. 50-76-00). The reaction was terminated by adding 100 p1

1 M phosphoric acid resulting in a yellow colour. The
immunoreactions were quantified by reading the absorbances
at 450 nm and 620 nm (Multiskan MMC/340, labsystems,
Finland), using a cubic spline curve-fitting procedure for
calculating the results (Reinsch, 1967).

Other methods

The concentration of protein was determined with a BCA
method (Pierce, IL, USA; code no. 23225).

Radiolabelled ligand assay

The EGF binding of the solubilised receptor was analysed as

described by Nex0 et al. (1979) by adsorbing the solubilised
receptor to Con A-Sepharose before incubation with 1251_
labelled EGF. Human radiolabelled EGF was prepared by
the chloramin T method (J0orgensen et al., 1988).
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Figure 1 Quantitation of EGFRs in head and neck carcinomas.
Comparison between a ['251]-EGF binding assay and EGFR
immunoreactivity measured in the ELISA system. The solubilised
EGFRs regained their ligand recognition after immobilisation on

Con A-Sepharose. The bead-bound receptors were then incubated
with ['251]-EGF and the radioactivity measured. The radioactivity
bound to the receptor was correlated with the value measured in
the ELISA, correlation coefficient = 0.90.

Statistical analysis

One tumour specimen with a very high number of EGFRs
(76 nmol g-' membrane protein) was excluded from the
statistical calculations. Parametric statistic methods were
chosen, as data did not show any systematic deviation from
normality. Correlation analyses (Pearson correlation coeffi-
cients) were performed for all pairs of variables, both the
clinicopathological data and paired values for EGFR. Paired
EGFR values from tumour and normal tissue were cor-
related, since the differences were independent of the values
obtained from the normal mucosa and approximately nor-
mally distributed. Therefore EGFR values from tumour and
normal tissue respectively and the differences between the
paired observations of tumour and normal tissue from
patients, were investigated by analyses of variances classified
by one or two of the clinicopathological factors in order to
investigate any main effects or interactions of these factors.
EGFR values in normal tissues from patients and healthy
persons were compared by one-way analysis of variance. The
time of disease-free survival and the time until recurrence
were calculated for 50 of the 53 patients with squamous cell
carcinomas, while data from three patients were not
available. Differences in the number of EGFRs and
clinicopathological parameters at the time of operation
between the group of patients with recurrence and the group
without recurrence was investigated by one-way analysis of
variance or chi-square test. The level of significance was
P <0.05.

Results

The ELISA developed for quantitation of EGFR immunore-
activity correlates with the results obtained with an assay
that quantitates EGF binding ability of EGFR with a cor-
relation coefficient of 0.90 (Figure 1). The advantage of the
ELISA method is that only 20 mg of tissue is required for an
analysis that quantitates EGFRs from 0.08 nmol 1i (approx-
imately 0.034 nmol g-' membrane protein) with a precision
of around 10%.
A principal condition for using the assay was that the

receptor protein was stable in 30 min. Statistical analysis did
not demonstrate any significant differences in receptor
measurement at 10, 20 or 30 min for tumour specimens
(P>0.75) or normal tissues (P>0.25).

Patients with squamous cell carcinomas

In general, tumour specimens revealed overexpression of
EGFR (0.4-10.5 nmol g-' membrane protein) compared
with the normal counterpart (0.1 -4.3 nmol g-' membrane
protein) (Figures 2 and 3). Only seven of the biopsies demon-
strated , fewer EGFRs in the tumour specimens than the
normal epithelia (Figure 2). The difference between tumour
and normal tissue was significant with P <0.002 (paired t-
test). No significant correlation was observed between the
expression of EGFRs (expressed as absolute values or differ-
ences between tumour and normal tissue) and tumour size or
clinical stage, although the mean differences were higher in
samples from patients grouped as T2, T3, T4 and SII, SIII,
SIV as compared with the values in samples obtained from
patients grouped as TI and SI with P = 0.084 and 0.25
respectively. The clinicopathological data (i.e. histological
grade, keratinisation of the squamous cell carcinomas,
positive lymph nodes, anatomical locations of the tumours
and the effect of preoperative irradiation), were analysed and
no significant correlation with EGFR expression was found
in tumour specimens (n = 53), or in normal tissue (n = 41), or
with the difference between tumour and normal tissue (n =
41). The group of patients receiving preoperative irradiation
(n = 38) was analysed separately concerning residual (n = 11)
or recurring tumour (n = 28), however, no significant differ-
ence in EGFR level was seen.

Receptor expression in the tissue samples and the patients'
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clinical outcome were evaluated. No significant correlation
was found to EGFR expression at time of operation between
patients with recurrence (n = 30) and patients with disease-
free survival (n = 20) (P> 0.35). The mean observation time
was 319 days (range 12 -1050 days). In the group of patients
with recurrence, time until recurrence did not depend on
EGFR level in tumour tissue at operation time (P>0.45).
Mean observation time and range in this group was 195 days
(range 12-489 days) respectively. The same calculation was
made for the difference between tumour tissue and normal
tissue and no significance was found between recurrence
(n = 26) or disease-free survival (n = 13) (P> 0.30).

9

E 8
0
c
-0
c
c 7
a)
cn

6

E
a)o

' a 5
C Q

C

(3 4

o E
o cs 3
_ 3

c E
aQ) -C 2
C a)
o D)0(0u n
c n

a) 1-
a)Cc/

a'
a)

.)_
-0

0

-2L

0

0

.

0

0

0

0.

0 00 0

0

.

0

*0

0
0

0

Patients with malignant salivary gland carcinomas

EGFRs measured in malignant salivary gland tumours dem-
onstrated values similar to squamous cell carcinomas
(P>0.1) (Figure 3) (mean 2.3; range 0.7-4.1 nmol g-' mem-
brane protein). These tumours were derived from the minor
salivary glands and, as corresponding normal tissue was not
obtainable, overexpression could not be investigated.

Normal mucosa from patients and healthy individuals

Analysis of receptor expression in normal tissue (n = 41)
from patients with squamous cell carcinoma did not demon-
strate a significantly higher level compared with healthy indi-
vidual patients with non-cancer diseases (n = 20) (Figure 3).
However, in the subgroup consisting of younger healthy
individuals (mean age 29 years), EGFR expression was
significantly higher (mean 2.5; range 1.2 -3.4 nmol g-' mem-
brane protein) compared with the patients' corresponding
normal tissue (mean 1.7; range 0.1 -4.3 nmol g-' membrane
protein) (P <0.03). In an age-matched group of individuals
with non-cancer diseases (n = 10) the mean EGFR level was
higher (mean 2. 1; range 1.7- 3.1 nmol g-' membrane protein)
compared with the mean value obtained from the patients'
normal mucosa (mean 1.7; range 0.1 -4.3 nmol g-' memb-
rane protein), but not significantly.

Patients' normal counterparts were also included in the
analysis in order to evaluate if the EGFR level in surround-
ing non-diseased tissue reflected correlations with tumour size
and/or clinical stage. However, no correlation could be deter-
mined. No significant difference in EGFR level was seen in
normal epithelia between patients treated with primary
surgery (n = 13) and patients receiving preoperative irradia-
tion (n = 28) (P> 0.25).
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Figure 2 EGFR immunoreactivity in
cell carcinomas (n = 41) as compared
normal tissue from the same patient.
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Figure 3 The content of EGFR immunoreactivity in squamous
cell carcinomas (mean 3.6; range 0.4- 10.5 nmol g-' membrane
protein), corresponding normal mucosa (mean 1.7; range 0.1 -4.3
nmol g-' membrane protein), normal oral mucosa from patients
with non-cancer diseases and normal mucosa from healthy indi-
viduals (mean 2.3; range 1.2-3.4 nmol g-' membrane protein)
and salivary gland carcinomas (mean 2.3; range 0.7-4.1 nmol g-'
membrane protein).

Discussion

It is well understood that growth regulation of normal cells is
controlled in part by the interaction of growth factors pro-
duced by the cells or neighbouring cells and growth factor
receptors present on the cells. Abnormal expression of
growth factors and their receptors or abnormal responses to
growth factors or both may be involved in cellular transfor-
mation and in the maintenance of the transformed phenotype
(Cross and Dexter, 1991). EGFR is an important mitogenic
molecule regarding epithelial cells, and overexpression seems
to be a general motif for many malignant epithelial tumours.
Therefore a number of studies quantitating the receptor in
tumour specimens have been carried out in an attempt to
define a molecule correlating with clinical parameters and/or
clinical outcome, and such assays have indicated a clinical
usefulness of quantitation of EGFRs in tumours such as
gliomas, breast cancer and bladder cancer (Grimaux et al.,
1990; Neal et al., 1990; Hurtt et al., 1992). So far, little
attention has been paid to the methodological aspects of
receptor quantitation and results from different studies are
difficult to compare. Most of the reported clinical studies
have used radiolabelled ligand assays employing 251I-labelled
EGF. Methodological variations such as processing of the
tumour tissue to yield membrane preparation and multipoint
or two-point binding assay could explain some discrepancies
in the results, notably as regards the distribution of the levels
(mean, median) and the indicated thresholds for 'positivity'.
However, even if a standardised methodology could be emp-
loyed the '251I-labelled EGF binding assay requires a relatively
large amount of tissue (0.5 1 g) and is in general less precise
than immunoassays.
We have developed an ELISA method which allows EGFR

quantitation to be carried out on small tissue samples
(20 mg). Our ELISA demonstrates overexpression of EGFR
in 83% of head and neck tumour specimens. The mean
values in our assay are high (mean 3.6; range 0.4-10.5
nmol g- ' membrane protein) compared with two other
studies using a similar assay for quantitation of EGFRs in
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breast carcinomas (mean 0.02; range 0.001 -0.1 nmol g-' meters, although the mean values for EGFR increased with
membrane protein and mean 0.006; range 0-0.2 nmol g-' tumour size and advanced clinical stage.
membrane protein respectively) (Grimaux et al., 1990; In 1953 Slaughter et al published a classic report describ-
Spyratos et al., 1994). One reason for the differences could be ing the novel concept they called 'field cancerisation'. This
the method used for receptor extraction. We have used a term referred to the basic pathogenic process that links the
method that prevents the association of EGFR with the actin originally diagnosed tumours from head and neck cancer
filaments and a relatively long incubation time (12 h) with patients with other primary tumours in the oropharynx,
2% triton X-100 (Hollenberg, 1990; van Bergen en Henegou- larynx, oesophagus and lung. Our study comparing receptor
wen et al., 1992). Another reason may be the use of different quantities in normal mucosa from patients suffering from
calibration standards. So far no definitive/international/ head and neck cancer with mucosa from healthy non-
WHO defined calibration standard is available. Finally it is smokers and patients with non-cancer diseases was per-
of course possible that squamous cell carcinomas in general formed in an attempt to investigate whether EGFR could
express more EGFRs than adenocarcinomas. serve as a marker for 'field cancerisation' or 'condemned

Besides these methodological and standardisation problems mucosa syndrome' (Slaughter et al., 1953). The results, how-
other aspects may be of importance. One of these is the ever, did not demonstrate significantly more EGFRs in
stromal component, which is variable and which contributes patients compared with the age-matched control group.
to membrane protein and may be responsible for the wide Another study including oral mucosa from patients with
range of receptor expression. This may explain why we found head and neck carcinomas and from control patients without
seven cases that expressed more EFGRs in the corresponding cancer has demonstrated, using Northern blot increased
normal tissue than in the tumour (Figure 2) and may also EGFR mRNA in the group of patients suffering from cancer
serve as an explanation for the tumour specimen expressing (Grandis and Tweardy, 1992). These results may indicate that
an extremely high level of EGFR (76 nmol g' membrane the receptor protein should be overexpressed as well. How-
protein). Another factor in performing these studies is that ever, another study comparing EGF at mRNA and protein
the receptor may be expressed at different levels within the level in colon cancer cell lines did not demonstrate linearity
same tumour; in other words tumour heterogeneity at EGFR between the transcription and translation product, indicating
level. To overcome this problem the entire tumour has to be that not all mRNA may be translated to protein (Huang et
investigated, which is not possible in most cases. al., 1992). In summary this part of our study rejects the
Other studies have demonstrated overexpression in head hypothesis of EGFR protein as a marker for 'field cancerisa-

and neck carcinomas (Ishitoya et al., 1989; Kawamoto et al., tion' in normal mucosa and suggests that the overexpression
1991; Santini et al., 1991; Scambia et al., 1991) (Table II). first develops in later stages of carcinogenesis. Concerning
The methods used in these studies are Western blotting, oral dysplasia quantitative studies have yet to be performed,
radiolabelled ligand assay and dot blot (Table II). One but immunohistochemical results have demonstrated expres-
important reason for the varying results may be the sion of EGFR in all layers of the epithelium, results which
definition of normal tissue. Some of the studies used oral or may also indicate overexpression (Christensen et al.,
laryngeal mucosa from healthy individuals (Scambia et al., 1992a).
1990; Kawamoto et al., 1991). Another study used mucosa The mechanism leading to increased expression of EGFR
from both healthy individuals and placenta (Ishito et al., in head and neck carcinomas is not usually gene
1989). The only study that used normal tissue from patients amplification, which is seen in only 5-20% of patients
was that of Santini et al. (1991) and, in agreement with our overexpressing the receptor and is not related to clinical
study, they demonstrated overexpression in most tumours outcome (Eisbruch et al., 1987; Ishitoya et al., 1989; Kearsley
(Table II). et al., 1991; Leonard et al., 1991; Furuta et al., 1992; Irish
We have looked at prognostic value, tumour size and and Bernstein, 1993). The major mechanism for overexpres-

clinical stage as well as a number of other relevant para- sion thus develops post-transcriptionally and/or alternatively
meters in an attempt to establish further clinicopathological post-translationally. In a study including 17 specimens from
correlations. However, within our sample set, no correlation head and neck carcinomas no amplification of mRNA was
was evident between overexpression and the examined para- found, thus the mechanisms leading to overexpression are

Table II Studies quantitating EGF receptors in head and neck squamous cell
carcinomas

Percentage of
Normal Tumour tumours with

Reference Method tissue tissue overexpression

Ishitoya et al. (1989) Western Healthy n = 21 53
blot individuals

(n = 2) and
placenta

Scambia et al. (1991) Radiolabelled Healthy n = 41 50
ligand assay individuals

(n = 20)
Kawamoto et al. (1991) Dot blot Healthy n = 41 50

individuals
(n = 8)

Santini et al. (1991) Radiolabelled Corresponding n = 70 98
ligand assay normal tissue

from patients
(n = 60)

Present study ELISA Corresponding n = 41 83
normal tissue
from patients
(n = 41)

Healthy n = 54 50
age-matched
individuals
(n= 10)
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more likely mRNA stability and/or enhanced protease insen-
sitivity (Eisbruch et al., 1987). In accord with this hypothesis
EGFR in A43 1, a cell line established from a vulva
squamous cell carcinoma, appears to be degraded more
slowly than in human fibroblasts (Wrann and Fox 1979,
Krupp et al., 1982), indicating enhanced protease insensitivity
in malignant cells compared with normal cells.
Head and neck carcinomas have been investigated for

other oncogene and proto-oncogene products besides EGFR
(Merritt et al., 1990; Kearsley et al., 1991; Leonard et al.,
1991). The c-erbB-2 proto-oncogene product, which shares
sequence homology with EGFR and which in breast cancer
has been related to clinical outcome, has been found to be
expressed in a very few to 50% of specimens from head and
neck carcinomas and not related to clinical outcome (Schech-
ter et al., 1985; Kearsley et al., 1991; Field et al., 1992). One
reason may be that this proto-oncogene product is expressed
in particular in secretory cells and is therefore linked with
adenocarcinomas (Gullick 1991).
The importance of EGFR determination for head and

neck cancer remains a contentious issue and currently it is
not possible to evaluate this fully, but overexpression of this
mitogenic receptor seems to be a general motif for these
types of tumour and may contribute to the unregulated or
abberrant proliferation observed in the malignant phenotype.
It has not been possible to establish significant clinico-
pathological correlations at EGFR level. One reason may be
methodological aspects as mentioned above, another that the
EGFR system consists of both the receptor and a group of
different ligands, which also have to be elucidated, before a
final statement concerning the clinical relevance of this
system can be confirmed.
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