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Serum anti‑SERPINE1 antibody 
as a potential biomarker of acute 
cerebral infarction
Masaaki Kubota1,2, Yoichi Yoshida1,3, Eiichi Kobayashi1,3, Tomoo Matsutani1, Shu‑Yang Li1,2, 
Bo‑Shi Zhang1,2, Seiichiro Mine1,4,5, Toshio Machida1,6,7, Hirotaka Takizawa8, 
Takaki Hiwasa1,2,3* & Yasuo Iwadate1,3

The presence of disease‑specific antigens and autoantibodies in the sera of patients with 
atherosclerosis‑related diseases has been widely reported and is considered to result from 
inflammation of the arterial wall and the involvement of immune factors. The aim of this study was 
to identify a novel antibody in patients with ischemic stroke by serological identification of antigens 
using recombinant cDNA expression cloning from patients who had a transient ischemic attack 
(TIA). We identified the serpin peptidase inhibitor, clade E member 1 (SERPINE1), as a candidate 
antigen. The serum anti‑SERPINE1 antibody levels quantified using amplified luminescent proximity 
homogeneous assay‑linked immunosorbent assay were significantly higher in patients with ischemic 
stroke, including those with acute cerebral infarction (aCI), TIA, and chronic cerebral infarction, than in 
healthy donors. The antibody levels were strongly associated with old age, female sex, and presence 
of hypertension, diabetes mellitus, and cardiovascular disease. Age and intima‑media thickness of 
the carotid artery were positively correlated with antibody levels, which suggests that SERPINE1 may 
reflect the progression of atherosclerosis. In a multivariate analysis, SERPINE1 antibody level was 
an independent predictor of aCI. Thus, the serum levels of anti‑SERPINE1 antibody could potentially 
serve as a biomarker of atherothrombotic infarction.

Ischemic stroke has one of the highest morbidity and mortality rates of cerebrovascular disorders worldwide. It is 
known to be associated with many risk factors such as hypertension, diabetes mellitus (DM), and hyperlipidemia, 
and individual lifestyle factors such as smoking and drinking habits can also cause ischemic  stroke1. One of the 
primary pathologies involved in stroke is atherosclerosis. Vascular endothelial cells are affected by risk factors, 
and atheroma is formed from various immune cells and chronic inflammation, resulting in the progression of 
 atherosclerosis2. Antigenic proteins such as oxidized low-density lipoprotein, phosphorylcholine, heat shock 
proteins, apolipoprotein A1, and phospholipids are involved in this immune response, and the levels of autoan-
tibodies against these proteins are elevated in the sera of patients with atherosclerosis-related diseases such as 
cerebral infarction, coronary artery disease, and chronic kidney  disease3–5.

The serological identification of antigens using the recombinant cDNA expression cloning (SEREX) method 
is useful for identifying antigenic proteins recognized by immunoglobulin G (IgG) antibodies in patients’ sera. 
Since the report of Sahin et al. in 1995, SEREX has become one of the most effective and accessible methods for 
identifying tumor antigens in various carcinomas, and > 1000 tumor antigens have been identified using this 
method thus  far6–10. SEREX was initially developed to identify tumor antigens, but recently, it has been applied 
to vascular disorders and autoimmune diseases such as moyamoya disease, Kawasaki disease, systemic lupus 
erythematosus, and Behcet disease, and is expected to be further  developed11–13. Previous studies suggested that 
atherosclerosis is related to immune response-associated  inflammation14–18. We previously identified RPA2, 
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TUBB2C, ATP2B4, BMP-1, PDCD11, DNAJC2, MMP1, CBX1, and CBX5 as antigens associated with athero-
sclerotic disease using the SEREX  method19–25.

In this study, we focused on SERPINE1 (also known as plasminogen activator inhibitor type 1 [PAI-1]), a 
single-chain glycoprotein of the serine protease inhibitor superfamily, which involves thrombus formation. 
We identified SERPINE1 antibodies in the sera of patients who had a transient ischemic attack (TIA) and then 
investigated whether the SERPINE1 antibody could serve as a novel biomarker of ischemic stroke such as acute 
cerebral infarction (aCI), chronic cerebral infarction (cCI), and TIA.

Methods
Serum samples from patients with ischemic stroke and healthy donors. We obtained serum 
samples from 893 participants, including 612 patients with ischemic stroke and 281 healthy donors (HDs). The 
patients with cerebral infarction were those diagnosed as having atherothrombotic brain infarction. Patients 
with ischemic stroke were classified as 459 patients with aCI, 65 patients with cCI, and 88 patients with TIA 
(Table  1). Serum samples were collected from patients with ischemic stroke from Chiba Prefectural Sawara 
Hospital, Chiba Rosai Hospital, and Chiba Aoba Municipal Hospital. Serum samples were also collected from 
HDs from Chiba Prefectural Sawara Hospital and Port Square Kashiwado Clinic. Samples from the enrolled 
patients were collected upon admission within 2 weeks of onset of ischemic stroke. Individuals with no history 
of ischemic stroke and no abnormalities on physical examination and brain magnetic resonance imaging were 
enrolled as HDs. Patients with autoimmune diseases were excluded from the study. The samples were centri-
fuged at 3000 × g for 10 min, and the supernatant was stored at −80 °C until use. Repeated thawing and freezing 
were avoided.

Clinical data. Data on the age, sex, and risk factors of atherosclerosis, including hypertension, DM, hyper-
lipidemia, cardiovascular disease (CVD), obesity, and smoking, were collected from the patients’ clinical records. 
Hypertension was defined as systolic blood pressure > 140 mmHg or diastolic blood pressure > 90 mmHg or a 
history of antihypertensive drug use. DM was defined as a history of diagnosed diabetes and/or medication and/
or fasting blood glucose level of ≥ 126 mg/dl. Hyperlipidemia was defined as a total cholesterol level of > 220 mg/
dl, triglyceride level of > 150 mg/dl, or a history of lipid-lowering drug use. CVD was defined as a history of 
myocardial infarction or angina pectoris. Patients were considered smokers if they smoked or had a history 
of smoking during the study period. Obesity was defined as a body mass index (BMI) of ≥ 25 kg/m2. aCI was 
defined as the onset of cerebral infarction within 2 weeks. TIA was defined as the presence of a transient episode 
of neurological dysfunction due to focal cerebral, spinal cord, or retinal ischemia without acute  infarction26. cCI 
was defined as cerebral infarction for > 4 weeks.

Screening by expression cloning. Immunoscreening was performed using modifications of previ-
ously published  methods19,21–23,27,28,29. A commercially available human aortic endothelial cell cDNA expression 
library (Uni-ZAP XR Premade Library, Stratagene, La Jolla, CA, USA) containing 2 ×  106 cDNA clones was used 
to screen clones for immunoreactivity to serum IgG from 16 patients with TIA. Escherichia coli XL-1 Blue MRF′ 
was infected with Uni-ZAP XR phage and blotted for 2.5 h onto NitroBind nitrocellulose membranes (NitroB-
ind, Osmonics Inc., Minnetonka, MN, USA) that were pretreated with 10 mM isopropyl-β-d-thiogalactoside 
(IPTG; Wako Pure Chemicals, Osaka, Japan) for 30 min. Membranes deposited with bacterial proteins were 
washed three times with TBS-T (20 mM Tris-HCl [pH 7.5], 0.15 M NaCl, and 0.05% Tween 20) and incubated 
with 1% protease-free bovine serum albumin (Nacalai Tesque, Inc., Kyoto, Japan) in TBS-T for 1 h to block 
nonspecific binding. The membranes were then exposed to the sera of patients who had TIA overnight (1:2000 
dilution) and were washed three times with TBS-T again. The membranes were incubated with 1:5000-diluted 
alkaline phosphatase-labeled goat anti-human IgG (Jackson ImmunoResearch Laboratories, West Grove, PA, 
USA) for 1 h. Positive reactions were visualized by incubation in a color developing solution (100 mM Tris-
HCl [pH 9.5], 100 mM NaCl, and 5 mM  MgCl2) containing 0.15 mg/ml 5-bromo-4-chloro-3-indolyl phosphate 

Table 1.  Baseline characteristics of the participants. Data are medians (interquartile range) for numerical data 
and n (%) for categorical data. CVD cardiovascular disease, HD healthy donor, aCI acute cerebral infarction, 
cCI chronic cerebral infarction, TIA transient ischemic attack. *p < 0.01, versus HD; **p < 0.001, versus HD. The 
Kruskal–Wallis test was performed for continuous variables and the chi-square test was used for categorical 
variables.

HD (n = 281) aCI (n = 459) cCI (n = 65) TIA (n = 88)

Age 54 (23–79) 78 (30–98)** 73 (54–90)** 73 (39–90)**

Male sex (%) 183 (65.1) 268 (58.4) 46 (70.8) 51 (58.6)

Body mass index (kg/m2) 23 (15.1–45.7) 22.8 (14.3–39.4) 23.3 (16.4–31.4) 23.5 (15.7–34.2)

Hypertension (%) 57 (20.3) 331 (72.2)** 53 (81.5)** 57 (64.8)**

Diabetes mellitus (%) 10 (3.6) 123 (27)** 22 (33.8)** 26 (29.5)**

CVD (%) 2 (0.7) 39 (8.6)** 2 (3.1) 5 (5.7)*

Hyperlipidemia (%) 40 (14.2) 120 (26.3)** 25 (38.5)** 35 (39.8)**

Smoking (%) 114 (40.6) 227 (49.5) 33 (50.8) 41 (46.6)
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(Wako Pure Chemicals) and 0.3 mg/ml nitroblue tetrazolium (Wako Pure Chemicals). The positive clones were 
re-cloned twice to obtain monoclonality as described  previously18,21–23.

Sequence analysis of the identified antigen. ExAssist helper phage (Stratagene) was used to con-
vert the monoclonal phage cDNA clone into a pBluescript phagemid. The pBluescript plasmid containing the 
inserted cDNA was obtained from an E. coli SOLR strain transformed with the phagemid. The inserted cDNAs 
were sequenced, and their homology to known genes or proteins was analyzed using the basic local alignment 
search tool in the RefSeq database of the National Center for Biotechnology Information (http:// www. ncbi. nlm. 
nih. gov/ Blast. cgi/).

Expression and purification of glutathione‑S‑transferase‑tagged antigenic proteins. Recom-
binant proteins tagged with glutathione-S-transferase (GST) were constructed by recombining the cDNA 
sequence into pGEX-4T-1 vector plasmid (GE Healthcare Life Sciences, Pittsburgh, PA, USA). The pBluescript 
plasmid containing the cDNA insert was digested with EcoRI and XhoI and separated using agarose gel elec-
trophoresis. The inserted DNA fragment was isolated using GeneEluteTM Minus EtBr Spin Columns (Sigma-
Aldrich, St. Louis, MO, USA), and then ligated in frame to EcoRI- and XhoI-digested pGEX-4T-1 using the 
Ligation-Convenience Kit (Nippon Gene, Tokyo, Japan). The ligation mixture was used to transform ECOS 
competent E. coli BL-21 cells (Nippon Gene), and the appropriate recombinant was confirmed on the basis of 
DNA sequencing and protein expression.

Transformed E. coli BL-21 cells containing the pGEX-4T-1 clone were cultured in 200 ml of Luria broth and 
treated with 0.1 mM IPTG for 3 h. The IPTG-treated cells were harvested, washed with phosphate-buffered saline 
(PBS), and sonicated in BugBuster Master Mix (Novagen, San Diego, CA, USA) containing 1 mM dithiothreitol. 
The cell lysates were centrifuged at 13,000 × g for 10 min at 4 °C, and the precipitates containing recombinant 
proteins were dissolved in 8 M urea in TED buffer (50 mM Tris-HCl [pH 8.0], 1 mM EDTA, and 1 mM dithi-
othreitol). The samples were sequentially dialyzed in steps of 2 h each against 4 and 2 M urea in TED buffer. The 
samples were then dialyzed using TED buffer dissolved in 0.05 M NaCl for > 12 h and centrifuged at 10,000 × g for 
30 min at 4 °C. The GST-fused recombinant protein recovered in the supernatant fraction was directly affinity-
purified using glutathione Sepharose column chromatography (GE Healthcare Life Sciences) according to the 
manufacturer’s instructions, and the purified protein was concentrated using Amicon Ultra-15 centrifugal filter 
equipment (Merck Millipore, Darmstadt, Germany), with removal of  glutathione19,21,24,25,27,30.

Western blotting. GST and GST fusion proteins (0.3  μg) were separated using sodium dodecyl sulfate 
(SDS)-polyacrylamide (11%) gel electrophoresis and transferred to nitrocellulose membranes. The membranes 
were blocked in 0.5% skim milk powder in a buffer consisting of 20 mM Tris-HCl (pH 7.6), 137 mM NaCl, 
and 0.1% Tween 20. The blocked proteins were subjected to specific primary antibodies, namely anti-GST anti-
body (goat; Rockland, Gilbertsville, PA, USA), anti-SERPINE1 antibody (Santa Cruz Biotechnology, Dallas, TX, 
USA), or 1:5000-diluted sera from the patients or HDs. After incubation with horseradish peroxidase (HRP)-
conjugated secondary antibodies (donkey anti-goat or anti-human IgG; Santa Cruz Biotechnology, CA, USA), 
immunoreactivity was measured using the Immobilon Western HRP Substrate (Merck Millipore) as described 
 previously10,19,21,27,28,30.

Quantification of antibodies using amplified luminescent proximity homogeneous 
assay‑linked immunosorbent assay. Amplified luminescent proximity homogeneous assay-linked 
immunosorbent assay (AlphaLISA) was used for quantitative measurement of serum antibodies against purified 
proteins. The indirect format of the conventional competition assay was used in this study. The reaction mixture 
containing 2.5 μl of serum (1:100 dilution) in AlphaLISA buffer (25 mM HEPES [pH 7.4], 0.1% casein, 0.5% 
Triton X-100, 1 mg/ml dextran-500, and 0.05% Proclin-300) and 2.5 μl of GST or GST fusion proteins (10 μg/
ml) in 384-well microtiter plates (white opaque OptiPlate, Perkin Elmer, MA, USA) was incubated at room 
temperature for 6–8 h. Then, anti-human IgG-conjugated acceptor beads (2.5 μl, 40 μg/ml) and glutathione-
conjugated donor beads (2.5 μl, 40 μg/ml) were added. The mixture was incubated further for 7–21 days at room 
temperature in the dark. On days 7, 14, and 21, chemiluminescence was read on an EnSpire Alpha microplate 
reader (Perkin Elmer) as previously  described12,20,21,27,28,31–34. The results measured on day 14, when the specific 
response was highest, were used in the analysis. The specific response was calculated by subtracting the alpha 
value of the GST control (Alpha photon count) from the value of GST-SERPINE1 protein. This alpha value was 
used as the antibody level reacted with the secondary antibody, the serum antibody of each sample, against 
10 μg/ml of GST or GST fusion proteins.

Quantitative measurement of serum antigen using sandwich enzyme‑linked immunosorbent 
assay. Ninety-six-well polyvinyl chloride microtiter plates were coated with 50 μl of 1.0 μg/ml rabbit anti-
PAI-1 antibody (Gene Tex, Irvine, CA, USA) diluted in PBS and kept overnight at 4 °C. The plates were then 
washed four times with PBS, blocked for 1  h with 50  μl of blocking buffer (10% fetal bovine serum diluted 
in PBS), and then washed four times with PBS. To obtain a standard curve (calibration curve), purified anti-
gen (10 μg/ml) was prepared by twofold stepwise dilution to a concentration of 100 to 0.2 μg/ml in 50 μl. For 
measurement of antigen levels, 10 μl of serum was diluted to 50 μl with PBS and incubated for 1 h. The plate 
was then washed four times with PBS. Fifty microliters of primary antibody anti-SERPINE1 (mouse) diluted 
1:2000 in blocking buffer was added to each well. The wells were incubated for 1 h and washed four times with 
PBS. Similarly, 50 μl of anti-mouse HRP-conjugated secondary antibody (Santa Cruz Biotechnology) diluted 
1:5000 in blocking buffer was added to each well. The wells were incubated for 1 h and then washed four times 
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with PBS. One-hundred microliters of chromogenic substrate solution (enzyme-linked immunosorbent assay 
[ELISA] POD Substrate TMB kit, Nacalai Tesque, Inc., Kyoto, Japan) was added to each well, following by agita-
tion for 30 s and incubation in the dark at room temperature for 10 min. Then, 100 μl of stop solution was added 
to each well, followed by agitation for 30 s, and the absorbance was immediately measured at 450 nm using a 
microplate reader (Emax, Molecular Devices, Sunnyvale, CA, USA). A standard curve was prepared by plotting 
the standard with a series of concentration dilutions on the x-axis and absorbance on the y-axis. The sample 
concentration was determined from this standard curve and absorbance value of the sample.

Immunohistochemical staining. Tissue samples were obtained from surgically resected plaques of nine 
patients with carotid artery stenosis from Chiba Cerebral and Cardiovascular Center. These patients belonged 
to a different cohort than the one from which the sera were collected. The samples were fixed in formalin and 
embedded in paraffin. They were then pretreated by heating in citrate buffer at 98 °C for 40 min. The specimens 
were incubated with a monoclonal anti-human SERPINE1 antibody (Atlas Antibodies, Stockholm, Sweden), 
which was used as a primary antibody, at a dilution of 1:100 at 4 °C overnight. The specimens were then incu-
bated with biotin-labeled rabbit anti-mouse/rabbit IgG secondary antibody and then with streptavidin-labeled 
peroxidase (Dako LSAB 2 System-HRP, Carpinteria, CA, USA). After the 3,3′-diaminobenzidine reaction, as 
described in the literature, the sections were counterstained with  hematoxylin32.

Statistical analyses. All statistical analyses were performed using JMP Pro 14.2.0 software (SAS Insti-
tute Inc., Cary, NC, USA). The Kruskal–Wallis test was performed for continuous variables as appropriate. The 
chi-square test was used for categorical variables. Univariate and multivariate logistic regression analyses were 
performed to identify a set of variables to classify the participants into those with and those without a history 
of stroke. The significance of differences among the HD, aCI, cCI, and TIA groups was analyzed using Dunn’s 
multiple comparison test with type I error adjustment using the Bonferroni procedure. Correlations between 
the SERPINE1 antibody levels and the individual data of each clinical parameter were evaluated using Spear-
man correlation analysis. The cutoff SERPINE1 antibody level for predicting ischemic stroke was assessed to 
maximize the sum of the sensitivity and specificity rates using a receiver operating characteristic (ROC) curve 
analysis. All the tests were two-tailed, and a p value of < 0.05 was considered significant.

Ethics declarations. This study was approved by the ethics review committees of the Graduate School of 
Medicine of Chiba University (No. 2017-251) and the cooperating hospital and conducted in accordance with 
the principles of the Declaration of Helsinki. Written informed consent was obtained from all the participants. 
The recombinant DNA research was conducted in accordance with the regulations of the Japanese government 
with official permission from the Graduate School of Medicine, Chiba University.

Results
Identification of SERPINE1 by SEREX screening. Immunological screening was performed using sera 
from the patients in the TIA group, and using SEREX, the SERPINE1 (accession No. NM_000602) clone was 
identified. The region of SERPINE1 between amino acids 171–689 was obtained as a pBluescript II clone and 
recombined into pGEX 4T-1 expression vector. The recombinant SERPINE1 protein was expressed as a GST 
fusion protein in E. coli and purified by affinity chromatography using glutathione-Sepharose (Supplementary 
Fig. S1).

Presence of autoantibodies against purified proteins in the sera of the patients who had TIA 
and aCI. Western blotting was performed to demonstrate the presence of anti-SERPINE1 antibody in the 
serum samples from HDs (#7021) and patients in the aCI (#7074) and TIA groups (#7096). The results showed 
that GST-SERPINE1 protein detected by anti-GST and anti-SERPINE1 antibodies was recognized by serum 
antibodies from the patients with aCI and those who had TIA, but not by those from HDs, thereby demonstrat-
ing the presence of anti-SERPINE1 antibodies in the sera of patients with stroke (Fig. 1, Supplementary Fig. S2). 
On the other hand, GST alone did not react to the serum antibodies from HDs or patients with aCI and those 
who had TIA. The number after # is the anonymized patient number and indicates which patient’s serum was 
used.

Elevation of SERPINE1 antibody levels in the patients with ischemic stroke. To investigate the 
relationship between SERPINE1 antibodies and ischemic stroke, we determined the serum SERPINE1 antibody 
levels of the patients in the aCI, cCI, and TIA groups and HDs using AlphaLISA. The TIA (p = 0.0008), aCI 
(p < 0.0001), and cCI groups (p < 0.0001) had significantly higher serum antibody levels than the HD group. 
This suggests that the antibody levels were maintained not only in the acute phase but also in the chronic phase 
of ischemic stroke. On the other hand, no significant difference in antibody levels was found among the three 
stroke groups (TIA, aCI, and cCI groups), which confirms that serum antibody levels are elevated in association 
with ischemic stroke (Fig. 2a).

ROC analysis of SERPINE1 antibody levels in the TIA and aCI groups. We performed ROC analy-
sis to determine whether SERPINE1 antibody levels could be used to detect TIA and aCI; thus, cCI was excluded 
from this analysis. The areas under the curve (AUC) for TIA and aCI were 0.628 and 0.644, respectively, and the 
cutoff SERPINE1 antibody levels were 1649 counts and 1857 counts, respectively (Fig. 2b, c). When these values 
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were applied, the positive predictive values of the antibody levels alone for TIA and aCI were 32.4% and 74.5%, 
respectively (Table 2).

Correlation analysis between SERPINE1 antibody level and clinical features in the validation 
cohort. We performed Spearman correlation analysis to identify if there was a relationship between the 
SERPINE1 antibody levels and the clinical features of 893 samples in the validation cohort (Table 3). Patient 

Figure 1.  Western blot analysis. Affinity-purified glutathione-S-transferase (GST; lane 1) and GST-tagged full 
length SERPINE1 proteins (lane 2) were electrophoresed with sodium dodecyl sulfate–polyacrylamide (11%) 
gels, followed by staining with Coomassie Brilliant Blue. (a). Western blotting using anti-GST antibody (b) and 
anti-SERPINE1 antibody (c). Serum samples of patients with acute cerebral infarction (#7074) (d), a transient 
ischemic attack (#7096) (e), and of a healthy donor (#7021) (f). Electrophoresed molecular weight markers are 
also shown in (a) (lane M), and the sizes are shown in the left. The asterisk represents degradation products of 
SERPINE1 after electrophoresis. The number after # is the anonymized patient number and indicates which 
patient’s serum was used.

**

*
**

n.s.

AUC: 0.644
Cutoff value: 1857
Sensitivity: 58.4%
Specificity: 67.4%

AUC: 0.628
Cutoff value: 1649
Sensitivity: 64.8%
Specificity: 58.3%

a b c

(counts)

Figure 2.  Comparison of serum SERPINE1 antibody levels between the HDs and the ischemic groups. 
(a) Serum antibody levels against SERPINE1 protein quantified using amplified luminescence proximity 
homogeneous assay-linked immunosorbent assay (AlphaLISA) and compared between the HDs and the 
patients in the TIA, aCI, and cCI groups. The Alpha photon counts represent the antibody levels and are shown 
using a box-whisker plot. Horizontal lines represent medians, and boxes represent the 25th and 75th percentiles. 
Whiskers represent the 10th and 90th percentiles, and dots represent outliers. Differences were examined using 
Dunn’s multiple comparison test with type I error adjustment using the Bonferroni procedure. HDs, healthy 
donors; TIA, transient ischemic attack; aCI, acute cerebral infarction; cCI, chronic cerebral infarction; *p < 0.05; 
**p < 0.001; n.s., not significant. The antibody level of SERPINE1 was analyzed on the basis of the receiver-
operating characteristic (ROC) curve for comparison between TIA (b) and aCI (c). The numbers in the figures 
indicate the area under the curve (AUC), cutoff values, sensitivity, and specificity.
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Table 2.  Positive predictive value for TIA and aCI. The positive predictive values and specificity for TIA and 
aCI were calculated using the SERPINE1 cutoff values obtained from the receiver operating characteristic 
curve analysis. TIA transient ischemic attack, HDs healthy donors, PPV positive predictive value, aCI acute 
cerebral infarction, Ab antibody.

TIA HDs Total PPV Specificity

SERPINE1-Ab ≥ 1649 57 119 176 32.40%  (p < 0.0001) 57.7%

aCI HDs Total PPV Specificity

SERPINE1-Ab ≥ 1857 271 93 364 74.50%  (p < 0.0001) 66.9%

Table 3.  Spearman correlation analysis between the serum SERPINE1 antibody levels and clinical features. 
A correlation analysis was performed to identify the relationship between SERPINE 1 antibody levels and 
the clinical features of the validation cohort. Correlation coefficient (r) and p values were calculated using 
Spearman correlation analysis. Significant correlations are marked in bold. BMI body mass index, IMT intima-
media thickness, AST aspartate aminotransferase, ALT alanine aminotransferase, ALP alkaline phosphatase, 
LDH lactate dehydrogenase, Tbil total bilirubin, CHE choline esterase, γ-GTP gamma-glutamyl transpeptidase, 
TP total protein, ALB albumin, BUN blood urea nitrogen, eGFR estimated glomerular filtration rate, UA uric 
acid, AMY amylase, T-CHO total cholesterol, HDL-C high-density lipoprotein cholesterol, TG triglyceride, 
CRP C-reactive protein, WBC white blood cell count, RBC red blood cell count, HCT hematocrit, PLT platelet 
count, HbA1c hemoglobin A1c.

Variable Spearman rank correlation coefficient (r) p value

Age 0.2308 < 0.0001

Height 0.0975 0.0037

Weight − 0.1306 0.0001

BMI − 0.0386 0.2562

Right IMT 0.2263 < 0.0001

Left IMT 0.1974 < 0.0001

Maximum IMT 0.2231 < 0.0001

AST − 0.0319 0.4139

ALT 0.0178 0.6488

ALP 0.0684 0.0934

LDH − 0.0028 0.9442

Tbil − 0.0798 0.043

CHE − 0.0537 0.239

γ-GTP 0.071 0.0794

TP − 0.0502 0.2058

ALB − 0.1083 0.0059

BUN 0.034 0.3841

Creatinine 0.032 0.413

eGFR − 0.0509 0.214

UA 0.0014 0.9753

AMY 0.0018 0.9722

T-CHO − 0.0251 0.5509

HDL-C − 0.0077 0.878

TG − 0.042 0.3827

Na 0.0491 0.2124

K − 0.0461 0.2417

Cl 0.0689 0.0801

CRP 0.0486 0.3003

WBC 0.1075 0.0058

RBC − 0.0962 0.0136

HGB − 0.0741 0.0575

HCT − 0.0762 0.0509

PLT − 0.0045 0.9075

Blood glucose 0.0804 0.0482

HbA1c 0.0304 0.5008

Smoking period 0.0372 0.3433

Alcohol frequency − 0.0402 0.326
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information included hematological examination results, lifestyle habits, and physical findings such as age, sex, 
height, weight, BMI, and intima-media thickness (IMT) of the carotid artery. The correlation analysis revealed 
positive correlations between the SERPINE1 antibody levels and age (r = 0.2308, p < 0.0001), IMT of the right 
carotid artery (r = 0.2263, p < 0.0001), IMT of the left carotid artery (r = 0.1974, p < 0.0001), and maximum IMT 
(r = 0.2231, p < 0.0001). The SERPINE1 antibody levels were also correlated with height, weight, total bilirubin 
level, albumin level, white blood cell count, red blood cell count, and blood glucose levels. Lifestyle habits such 
as alcohol drinking frequency and smoking period were not associated with the antibody levels.

Clinical factors such as old age, sex, medical history, obesity, and histories of smoking and alcohol consump-
tion were examined in relation to serum SERPINE1 antibody levels. The antibody levels were significantly 
elevated in patients aged ≥ 60 years (p < 0.0001), female patients (p = 0.0146), and those with a history of hyperten-
sion (p < 0.0001), DM (p = 0.0068), or CVD (p = 0.0109). On the other hand, there was no significant difference 
in SERPINE1 antibody level regarding other parameters, such as obesity and histories of smoking and alcohol 
consumption (Fig. 3).

Using the clinical risk factors and cutoff values obtained earlier, univariate logistic regression analysis for 
the TIA group revealed significant differences in age ≥ 60 years (p < 0.0001), hypertension (p = 0.0003), DM 
(p = 0.0008), and hyperlipidemia (p = 0.0289) but not for antibody levels (p = 0.0587; Table 4). Similar results 
were obtained when SERPINE1 antibody levels were analyzed as a continuous variable per 100 counts (Sup-
plementary Table S1). On the other hand, univariate logistic regression analysis in the aCI group revealed that 
not only clinical risk factors such as age ≥ 60 years (p < 0.0001), hypertension (p < 0.0001), DM (p < 0.0001), and 
hyperlipidemia (p = 0.0374) but also an antibody level of ≥ 1857 counts (p = 0.0155) were associated with aCI. 
Multivariate analysis of the univariate data with p values of < 0.05 revealed that in addition to the atherosclerotic 

Figure 3.  Association between SERPINE1 antibody levels and clinical data. The associations between 
SERPINE1 antibody levels and clinical parameters such as old age (a); sex (b); hypertension (c), diabetes (d), 
hyperlipidemia (e), cardiovascular disease (f); body mass index (BMI) (g); history of smoking (h); and alcohol 
consumption (i) were examined. The SERPINE1 antibody levels determined using AlphaLISA are shown in the 
box-whisker plots. The p values were calculated using the Kruskal–Wallis test.



8

Vol:.(1234567890)

Scientific Reports |        (2021) 11:21772  | https://doi.org/10.1038/s41598-021-01176-8

www.nature.com/scientificreports/

factors mentioned earlier, elevated SERPINE1 antibody level was an independent predictor of aCI (odds ratio 
[OR]: 1.76, 95% confidence interval [CI]: 1.15–2.68, p = 0.0088; Table 5). These results remained unchanged when 
SERPINE1 antibody levels were analyzed as a continuous variable per 100 counts (Supplementary Table S2).

On the basis of the multivariate analysis results, we determined the positive predictive value of the three 
clinical factors (age ≥ 60 years, hypertension, and DM) and the antibody levels, which were significantly associ-
ated with the prediction of stroke onset. Combining not only the three clinical factors but also the SERPINE1 
antibody levels improved the accuracy of the positive predictive value (Table 6).

Immunohistochemical staining of arteriosclerosis plaque. As the SERPINE1 antibody levels were 
elevated in patients with ischemic stroke and were correlated with carotid IMT, we performed carotid endarter-
ectomy in nine patients with carotid stenosis and immunohistochemical staining of the intima of the resulting 
carotid sclerotic plaques using anti-SERPINE1 antibody and a vascular endothelial cell marker, anti-CD 31 anti-
body. Both antibodies exhibited similar staining profiles (Fig. 4a, b), which suggests that SERPINE1 protein was 
predominantly expressed in vascular endothelial cells.

Correlation between SERPINE1 antigen and antibody levels. SERPINE1 antigen levels were ana-
lyzed in 288 age-adjusted samples (144 samples each for aCI and HDs) using the sandwich ELISA method. A 
comparison of the antigen levels between the two groups revealed no significant difference (p = 0.4974; Fig. 5a). 
As the SERPINE1 antibody levels of each patient were determined using AlphaLISA, the correlations between 
SERPINE1 antigen and antibody levels were examined using the linear regression equation, but no correlation 
was found (r =  − 0.065, p = 0.270; Fig. 5b). In addition, antigen levels and clinical factors were examined using 
Spearman’s correlation analysis, but no significant correlation was found (Supplementary Table S3).

Table 4.  Logistic regression analysis of the predictors of transient ischemic attack. The SERPINE1 antibody 
cutoff value of 1649 counts based on the ROC curve analysis for the TIA group was applied in the univariate 
analysis. Univariate data with p values of < 0.05 were included in the multivariate analysis. p values of < 0.05 are 
marked in bold. HT hypertension, DM diabetes mellitus, HL hyperlipidemia, CVD cardiovascular disease, BMI 
body mass index, OR odds ratio, CI confidence interval, Ab antibody.

Univariate analysis Multivariate analysis

OR 95% CI p value OR 95%CI p value

Age ≥ 60 years 4.7 2.45–9.07 < 0.0001 5.34 2.84–10.07 < 0.0001

Male sex 0.94 0.46–1.91 0.8672

HT 3.11 1.67–5.78 0.0003 3.55 1.96–6.44 < 0.0001

DM 4.6 1.85–11.45 0.0008 4.52 1.87–10.93 0.0006

HL 2.15 1.09–4.23 0.0289 1.85 0.95–3.56 0.0695

CVD 1.44 0.23–9.12 0.6938

BMI ≥ 25 kg/m2 0.77 0.39–1.51 0.4542

Smoking 0.93 0.46–1.83 0.8241

SERPINE1-Ab ≥ 1649 1.81 0.98–3.36 0.0587

Table 5.  Logistic regression analysis of predictors of acute cerebral infarction. The SERPINE1 antibody cutoff 
value of 1857 counts based on the ROC curve analysis for the aCI group was applied in the univariate analysis. 
Univariate data with p values of < 0.05 were included in the multivariate analysis. p values of < 0.05 are marked 
in bold. HT hypertension, DM diabetes mellitus, HL hyperlipidemia, CVD cardiovascular disease, BMI body 
mass index, OR odds ratio, CI confidence interval, Ab antibody.

Univariate analysis Multivariate analysis

OR 95% CI p value OR 95%CI p value

Age ≥ 60 years 13.14 8.28–20.83 < 0.0001 14.18 9.05–22.19 < 0.0001

Male sex 0.95 0.57–1.60 0.8663

HT 5.74 3.67–9.00 < 0.0001 5.48 3.54–8.48 < 0.0001

DM 7.48 3.34–16.76 < 0.0001 8.39 3.36–16.24 < 0.0001

HL 0.55 0.31–0.97 0.0374 0.55 0.32–0.95 0.0337

CVD 3.24 0.72–14.59 0.1248

BMI ≥ 25 kg/m2 0.76 0.46–1.23 0.2581

Smoking 1.19 0.73–1.94 0.488

SERPINE1-Ab ≥ 1857 1.69 1.11–2.60 0.0155 1.76 1.15–2.68 0.0088



9

Vol.:(0123456789)

Scientific Reports |        (2021) 11:21772  | https://doi.org/10.1038/s41598-021-01176-8

www.nature.com/scientificreports/

Discussion
Immunological involvement in atherosclerosis has been studied in detail, but autoantibodies against antigens 
in the sera of patients with atherosclerosis-related diseases have not been fully investigated. SEREX is useful for 
screening not only for tumor antigens but also for antibody biomarkers of atherosclerotic diseases such as stroke 
and diabetes. In this study, we employed SEREX to identify the antigen SERPINE1 in the sera of patients with 
ischemic stroke and confirmed the presence of autoantibodies against SERPINE1 and IgG antibodies using West-
ern blotting (Fig. 1). We quantified the serum SERPINE1 antibody levels in 893 participants using AlphaLISA 
and evaluated the results between the ischemic stroke and HD groups.

SERPINE1 is a member of the serine proteinase inhibitor superfamily. It is a 45-kDa protein comprising 379 
amino acids and is encoded by SERPINE1 in humans. SERPINE1 is an acute-phase reactive protein in inflam-
mation that is produced by vascular endothelial cells, platelets, megakaryocytes, smooth muscle cells, fibroblasts, 
macrophages, adipocytes, and  cardiomyocytes35. High SERPINE1 levels have been reported to be associated with 
the risk of cardiovascular and atherosclerotic  diseases36–40. The mechanism by which SERPINE1 forms a complex 
with tissue-type plasminogen activator (t-PA) and exhibits potent antifibrinolytic activity leading to the promo-
tion of thrombus formation is well  known41. Therefore, we can infer that people who are chronically exposed 
to SERPINE1 in conjunction with vascular endothelial damage and inflammation caused by the progression of 
atherosclerosis are at high risk of thrombosis. These functions suggest that autoantibodies against SERPINE1 
may have the ability to inhibit thrombosis.

We performed AlphaLISA to quantify the antibody levels in the serum samples; serum SERPINE1 antibody 
levels were significantly higher in the patients in the ischemic stroke group than in the HDs (p < 0.001; Fig. 2a). 
No apparent difference was found between the ischemic stroke groups. In the association between antibody 

Table 6.  Positive predictive value including the factors associated with the prediction of acute cerebral 
infarction. Results of the multivariate analysis were used to determine the positive predictive value based on 
the clinical factors that were particularly relevant. The numbers under aCI and HD indicate the number of 
participants. The left side of the table shows the number of people with only clinical risk factors, whereas the 
right side shows the number of people with clinical risk factors and anti-SERPINE1 antibody levels above the 
cutoff value. The total number of aCI and HD were 459 and 281, respectively. HT hypertension, DM diabetes 
mellitus, disease, aCI acute cerebral infarction, HD healthy donor, PPV positive predictive value, Ab antibody.

Clinical risk factors

Clinical risk factors +

Anti-SERPINE1-Ab ≥ 1857

aCI HD PPV (%) Specificity (%) aCI HD PPV (%) Specificity (%)

Age ≥ 60 years 408 79 83.8 71.8 252 30 89.4 89.3

HT 331 57 85.3 79.7 200 27 88.1 90.4

DM 123 10 92.5 96.4 73 3 96.1 98.9

Age ≥ 60 years + HT 301 28 91.5 90.0 188 12 94.0 95.7

Age ≥ 60 years + DM 107 4 96.4 98.5 68 1 98.6 99.6

Age ≥ 60 years + HT + DM 89 2 97.8 99.3 58 0 100.0 100.0

Figure 4.  Immunohistochemical staining for SERPINE1 in an arteriosclerotic plaque. Immunohistochemical 
staining of atherosclerotic plaques samples from nine patients at the Chiba Cerebral and Cardiovascular Center 
was performed. A representative case is presented here. These samples were obtained from a different cohort 
than that from which the sera were collected. Atherosclerotic plaque resected during carotid endarterectomy 
was immunostained using anti-CD31 (a) or anti-SERPINE1 antibodies (b). Arrows indicate vascular endothelial 
cells labeled with CD31 antibody, and correspondingly, SERPINE1 was stained by anti-SERPINE1 antibody.
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levels and clinical factors, significant differences were observed in terms of age > 60 years, female sex, and the 
incidences of hypertension, DM, and CVD (Fig. 3). To evaluate the ability of SERPINE1 antibodies to detect 
TIA and aCI, the positive predictive values were calculated using the cutoff value obtained from the ROC curve 
(Fig. 2b, c), and positive predictive values of 32.4% and 74.5%, respectively, were obtained (Table 2). In the TIA 
group, univariate logistic regression analysis of the clinical risk factors and antibody levels revealed no significant 
difference in antibody level, which suggests that the antibody levels cannot be used to predict TIA. In contrast, 
a significant difference in SERPINE1 antibody levels was observed in the aCI group in addition to the previ-
ously reported atherosclerotic risk factors such as old age; presence of hypertension, DM, and hyperlipidemia; 
and antibody level ≥ 1857 counts, which were identified as independent predictors in the multivariate logistic 
regression analysis (Table 5)42–46. The positive predictive value was calculated based on clinical factors that were 
significant in the multivariate analysis. The result showed that the inclusion of anti-SERPINE1 antibody as a 
clinical factor slightly increased the positive predictive value compared with clinical factors alone. These results 
indicate that immunity to SERPINE1 is a factor that is associated with the progression of atherosclerosis and 
the development of aCI.

The correlation analysis between SERPINE1 antibody level and the clinical features, including physical and 
hematological findings, revealed significant positive correlations with age, bilateral carotid IMT, and maximum 
IMT (Table 3). IMT refers to the thickness of the intima-media complex of the carotid artery as measured on 
carotid echocardiography. Thickening of the IMT represents the development of atherosclerosis, and its progres-
sion can lead to aCI and  CVD47–50. Therefore, an important finding is that SERPINE1 antibody levels can serve as 
an indicator of atherosclerosis progression. As SERPINE1 antibody levels were positively correlated with IMT, we 
examined arteriosclerotic plaques from patients with carotid artery stenosis using immunohistochemistry and 
found that SERPINE1 protein was highly expressed, consistent with intima of the vascular plaques (Fig. 4). This 
result supports previous reports of the presence of elevated SERPINE1 expression in atherosclerotic  plaques51–53. 
Elevated SERPINE1 antigen expression in atherosclerotic plaques may promote plaque rupture by decreasing 
the cellular component of the fibrous cap. After plaque rupture, SERPINE1 is suddenly released from the dam-
aged plaque and platelets, increasing its concentration and consequently promoting thrombus  formation54–56.

On the basis of the results of the immunohistochemical staining of the carotid plaques, we speculated that 
SERPINE1 antigen may be highly expressed in patients with atherosclerosis progression, which may lead to an 
increase in the level of SERPINE1 antibodies. However, when the aCI and HDs groups were compared on the 
basis of the antigen levels determined using sandwich ELISA, no significant difference in antigen level (p = 0.4974) 
and no significant correlation were observed between the antigen and antibody levels (r = − 0.065, p = 0.270; 
Fig. 5a, b). Furthermore, the correlation between the antigen levels and other clinical features was examined 
using Spearman correlation analysis, and factors such as age and IMT showed no significant differences. Consist-
ent with our finding that SERPINE1 antigen levels are not associated with cerebral infarction, previous reports 
indicated that SERPINE1 antigen levels are not associated with the prediction of CVD or stroke. Other reports 
controversially discussed the potential role of antigens in myocardial infarction and  stroke57–61.

Based on our findings, we believe that SERPINE1 antigen level is not a reliable biomarker for ischemic stroke. 
There are several possible explanations for the lack of correlation of SERPINE1 antigen levels with stroke: (1) 
SERPINE1 has a short half-life of 90–120 min at 37 °C after release into the bloodstream; (2) the level of the 
released protein fluctuates with diurnal variation; and (3) SERPINE1 exists with tissue plasminogen activator 
in the blood in active, latent, and complex forms, and the values can vary depending on the form of the antigen 
being  measured62–64. Furthermore, SERPINE1 antigen levels increased immediately after the onset of stroke or 
immediately after surgery but returned to baseline within 24 h, which suggests that the increase in antigen lev-
els in the acute phase is short-lived65,66. Thus, quantitative measurement of SERPINE1 antigen level varies and 

Figure 5.  Comparison of serum SERPINE1 antigen levels between the aCI and HDs groups. (a) Serum 
SERPINE1 antigen levels were examined using sandwich enzyme-linked immunosorbent assay in healthy 
donors and patients with acute cerebral infarction. The results are shown in a box-whisker plot. The p values 
were calculated using the Kruskal–Wallis test. (b) SERPINE1 antibody levels were plotted against SERPINE1 
antigen levels in a scattered plot. The correlation coefficient (r value) and p value were calculated using the 
Pearson product–moment correlation coefficient.
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tends to be more sensitive immediately after a surgery and vascular events, which suggests that it is not suitable 
for predicting cerebral infarction before the onset or as an indicator of atherosclerosis. Therefore, SERPINE1 
autoantibodies, which are amplified by repeated exposure to proteins secreted from the vascular endothelium 
and plaques even before the onset of vascular events as a result of chronic inflammation associated with athero-
sclerosis, may be more sensitive as biomarkers than  antigens67.

Based on our results, SERPINE1 antibody level is a potentially useful biomarker for the detection of aCI and 
indicator of atherosclerosis. Although the cutoff SERPINE1 antibody level alone did not have high predictive 
diagnostic accuracy for aCI, the multivariate logistic regression analysis performed to determine the positive 
predictive value of antibody level in combination with clinical risk factors, which are independent predictors, 
improved the predictive accuracy of aCI (Table 6). Therefore, the application of clinical risk factors in addition 
to SERPINE1 antibody levels may be necessary to establish a reliable diagnosis of aCI.

Acute ischemic stroke has high morbidity and mortality rates and is one of the leading causes of bed confine-
ment. If prediction of the onset of stroke and early initiation of treatment can be achieved, the symptoms can 
be ameliorated or disappear; therefore, highly sensitive biomarkers must be identified. The SERPINE1 antibody 
level in combination with clinical factors is useful for predicting the risk of stroke, but further elaboration and 
development are needed to achieve higher sensitivity and specificity. The early clinical application of these bio-
markers is expected to lead to the development of preventive treatments.

Limitations. In this study, we discussed the potential of anti-SERPINE1 antibody level as a biomarker in 
stroke, but several limitations must be discussed. First, the prevalence of patients with TIA is low, and the small 
sample size may have resulted in a low positive predictive value and inconclusive results. In addition, the num-
ber of HDs was small in the prediction model, which may have resulted in inaccurate predictions. Second, 
because the blood samples were collected at the time of hospital admission, the date of stroke onset and admis-
sion differed among the patients. In addition, samples were obtained only from a Japanese population; samples 
from multiple ethnic groups should be analyzed for more conclusive findings. Finally, antibody levels alone had 
limited ability to predict ischemic stroke. The analysis of factors such as radiological findings and prognosis in 
addition to clinical factors could provide valuable insights; therefore, studies involving these factors should be 
conducted in the future.

Data availability
The data that support the findings of this study are available from the corresponding author upon reasonable 
request.

Received: 14 May 2021; Accepted: 19 October 2021

References
 1. Goldstein, L. B. et al. Guidelines for the primary prevention of stroke: A guideline for healthcare professionals from the American 

Heart Association/American Stroke Association. Stroke 42, 517–584. https:// doi. org/ 10. 1161/ STR. 0b013 e3181 fcb238 (2011).
 2. Wick, G., Schett, G., Amberger, A., Kleindienst, R. & Xu, Q. Is atherosclerosis an immunologically mediated disease?. Immunol. 

Today 16, 27–33. https:// doi. org/ 10. 1016/ 0167- 5699(95) 80067-0 (1995).
 3. Matsuura, E. et al. Is atherosclerosis an autoimmune disease?. BMC Med. 12, 47. https:// doi. org/ 10. 1186/ 1741- 7015- 12- 47 (2014).
 4. Nilsson, J., Hansson, G. K. & Shah, P. K. Immunomodulation of atherosclerosis: Implications for vaccine development. Arterioscler. 

Thromb. Vasc. Biol. 25, 18–28. https:// doi. org/ 10. 1161/ 01. ATV. 00001 49142. 42590. a2 (2005).
 5. Carbone, F., Nencioni, A., Mach, F., Vuilleumier, N. & Montecucco, F. Evidence on the pathogenic role of auto-antibodies in acute 

cardiovascular diseases. Thromb. Haemost. 109, 854–868. https:// doi. org/ 10. 1160/ TH12- 10- 0768 (2013).
 6. Sahin, U. et al. Human neoplasms elicit multiple specific immune responses in the autologous host. Proc. Natl. Acad. Sci. U. S. A. 

92, 11810–11813. https:// doi. org/ 10. 1073/ pnas. 92. 25. 11810 (1995).
 7. Chen, Y. T. et al. A testicular antigen aberrantly expressed in human cancers detected by autologous antibody screening. Proc. 

Natl. Acad. Sci. U. S. A. 94, 1914–1918. https:// doi. org/ 10. 1073/ pnas. 94.5. 1914 (1997).
 8. Shiratori, T. et al. Sensitization against anticancer drugs by transfection with UBE2I variant gene into ras-NIH3H3 mouse fibro-

blasts. Anticancer Res. 27, 3227–3233 (2007).
 9. Kagaya, A. et al. Identification of a novel SEREX antigen family, ECSA, in esophageal squamous cell carcinoma. Proteome Sci. 9, 

31. https:// doi. org/ 10. 1186/ 1477- 5956-9- 31 (2011).
 10. Shimada, H. et al. Elevated serum antibody levels against cyclin L2 in patients with esophageal squamous cell carcinoma. J. Cancer 

Sci. Ther. 7, 60–66. https:// doi. org/ 10. 4172/ 1948- 5956. 10003 26 (2015).
 11. Kaneko, M. et al. Serological identification of endothelial antigens predominantly recognized in Kawasaki disease patients by 

recombinant expression cloning. Microbiol. Immunol. 48, 703–711. https:// doi. org/ 10. 1111/j. 1348- 0421. 2004. tb034 72.x (2004).
 12. Goto, K. et al. Identification of cerebral infarction-specific antibody markers from autoantibodies detected in patients with systemic 

lupus erythematosus. J. Mol. Biomark. Diagn. 6, 2. https:// doi. org/ 10. 4172/ 2155- 9929. 10002 19 (2015).
 13. Lu, Y., Ye, P., Chen, S. L., Tan, E. M. & Chan, E. K. Identification of kinectin as a novel Behçet’s disease autoantigen. Arthritis Res. 

Ther. 7, R1133–R1139. https:// doi. org/ 10. 1186/ ar1798 (2005).
 14. Ross, R. & Glomset, J. A. The pathogenesis of atherosclerosis (first of two parts). N. Engl. J Med. 295, 369–377. https:// doi. org/ 10. 

1056/ NEJM1 97608 12295 0707 (1976).
 15. Ross, R. Atherosclerosis—An inflammatory disease. N. Engl. J. Med. 340, 115–126. https:// doi. org/ 10. 1056/ NEJM1 99901 14340 

0207 (1999).
 16. Jonasson, L., Holm, J., Skalli, O., Bondjers, G. & Hansson, G. K. Regional accumulations of T cells, macrophages, and smooth 

muscle cells in the human atherosclerotic plaque. Arteriosclerosis 6, 131–138. https:// doi. org/ 10. 1161/ 01. atv.6. 2. 131 (1986).
 17. Hansson, G. K., Holm, J. & Jonasson, L. Detection of activated T lymphocytes in the human atherosclerotic plaque. Am. J. Pathol. 

135, 169–175 (1989).
 18. Xu, Q. B., Oberhuber, G., Gruschwitz, M. & Wick, G. Immunology of atherosclerosis: Cellular composition and major histocom-

patibility complex class II antigen expression in aortic intima, fatty streaks, and atherosclerotic plaques in young and aged human 
specimens. Clin. Immunol. Immunopathol. 56, 344–359. https:// doi. org/ 10. 1016/ 0090- 1229(90) 90155-j (1990).

https://doi.org/10.1161/STR.0b013e3181fcb238
https://doi.org/10.1016/0167-5699(95)80067-0
https://doi.org/10.1186/1741-7015-12-47
https://doi.org/10.1161/01.ATV.0000149142.42590.a2
https://doi.org/10.1160/TH12-10-0768
https://doi.org/10.1073/pnas.92.25.11810
https://doi.org/10.1073/pnas.94.5.1914
https://doi.org/10.1186/1477-5956-9-31
https://doi.org/10.4172/1948-5956.1000326
https://doi.org/10.1111/j.1348-0421.2004.tb03472.x
https://doi.org/10.4172/2155-9929.1000219
https://doi.org/10.1186/ar1798
https://doi.org/10.1056/NEJM197608122950707
https://doi.org/10.1056/NEJM197608122950707
https://doi.org/10.1056/NEJM199901143400207
https://doi.org/10.1056/NEJM199901143400207
https://doi.org/10.1161/01.atv.6.2.131
https://doi.org/10.1016/0090-1229(90)90155-j


12

Vol:.(1234567890)

Scientific Reports |        (2021) 11:21772  | https://doi.org/10.1038/s41598-021-01176-8

www.nature.com/scientificreports/

 19. Machida, T. et al. Identification of stroke-associated-antigens via screening of recombinant proteins from the human expression 
cDNA library (SEREX). J. Transl. Med. 13, 71. https:// doi. org/ 10. 1186/ s12967- 015- 0393-4 (2015).

 20. Hiwasa, T. et al. Association of serum antibody levels against TUBB2C with diabetes and cerebral infarction. Integr. Biomed. Sci. 
1, 49–63. https:// doi. org/ 10. 18314/ gjbs. v1i2. 27 (2015).

 21. Hiwasa, T. et al. Elevated levels of autoantibodies against ATP2B4 and BMP-1 in sera of patients with atherosclerosis-related 
disease. Immunome Res. 11, 1–9. https:// doi. org/ 10. 4172/ 1745- 7580. 10000 97 (2015).

 22. Yoshida, Y. et al. Elevation of autobody level against PDCD11 in patients with transient ischemic attack. Oncotarget 9, 8836–8848. 
https:// doi. org/ 10. 18632/ oncot arget. 23653 (2018).

 23. Wang, H. et al. Association of serum levels of antibodies against MMP1, CBX1, and CBX5 with transient ischemic attack and 
cerebral infarction. Oncotarget 9, 5600–5613. https:// doi. org/ 10. 18632/ oncot arget. 23789 (2017).

 24. Yoshida, Y. et al. Elevation of autoantibody in patients with ischemic stroke. Neurol. Med. Chir. 58, 303–310. https:// doi. org/ 10. 
2176/ nmc. ra. 2018- 0022 (2018).

 25. Yoshida, Y. et al. Elevated levels of autoantibodies against DNAJC2 in sera of patients with atherosclerotic diseases. Heliyon 6, 
e04661. https:// doi. org/ 10. 1016/j. heliy on. 2020. e04661 (2020).

 26. Albers, G. W. et al. Transient ischemic attack—Proposal for a new definition. N. Engl. J. Med. 347, 1713–1716. https:// doi. org/ 10. 
1056/ NEJMs b0209 87 (2002).

 27. Nakamura, R. et al. An anti-deoxyhypusine synthase antibody as a marker of atherosclerosis-related cerebral infarction, myocardial 
infarction, diabetes mellitus, and chronic kidney disease. SM Atheroscler. J. 1, 1001 (2017).

 28. Hiwasa, T. et al. Serum SH3BP5-specific antibody level is a biomarker of atherosclerosis. Immunome Res. 13, 132. https:// doi. org/ 
10. 4172/ 1745- 7580. 10001 32 (2017).

 29. Nakashima, K. et al. Serological identification of TROP2 by recombinant cDNA expression cloning using sera of patients with 
esophageal squamous cell carcinoma. Int. J. Cancer. 112, 1029–1035. https:// doi. org/ 10. 1002/ ijc. 20517 (2004).

 30. Matsutani, T. et al. Autologous antibody to src-homology 3-domain GRP2-like 1 specifically increases in the sera of patients with 
low-grade gliomas. J. Exp. Clin. Cancer Res. 31, 85. https:// doi. org/ 10. 1186/ 1756- 9966- 31- 85 (2012).

 31. Muto, M. et al. Novel serum autoantibodies against talin1 in multiple sclerosis: Possible pathogenetic roles of the antibodies. J. 
Neuroimmunol. 284, 30–36. https:// doi. org/ 10. 1016/j. jneur oim. 2015. 05. 005 (2015).

 32. Sugimoto, K. et al. Identification of serum anti-GADD34 antibody as a common marker of diabetes mellitus and Parkinson disease. 
J. Alzheim Dis. Parkins 7, 358. https:// doi. org/ 10. 4172/ 2161- 0460. 10003 58 (2017).

 33. Zhang, X. M. et al. Association of serum anti-prolycarboxypeptidase antibody marker with atherosclerotic diseases accompanied 
by hypertension. J. Mol. Biomark. Diagn. 8, 361. https:// doi. org/ 10. 4172/ 2155- 9929. 10003 61 (2017).

 34. Hiwasa, T. et al. Serum anti-DIDO1, anti-CPSF2, and anti-FOXJ2 antibodies as predictive risk markers for acute ischemic stroke. 
BMC Med. 19, 131. https:// doi. org/ 10. 1186/ s12916- 021- 02001-9 (2021).

 35. Cesari, M., Pahor, M. & Incalzi, R. A. Plasminogen activator inhibitor-1 (PAI-1): A key factor linking fibrinolysis and age-related 
subclinical and clinical conditions. Cardiovasc. Ther. 28, e72–e91. https:// doi. org/ 10. 1111/j. 1755- 5922. 2010. 00171.x (2010).

 36. Jern, C. et al. Changes of plasma coagulation and fibrinolysis in response to mental stress. Thromb. Haemost. 62, 767–771 (1989).
 37. Takada, Y., Urano, T., Takahashi, H., Nagai, N. & Takada, A. Effects of electric footshock and water immersion restraint stresses on 

fibrinolytic parameters in the plasma of rats. Thromb. Res. 89, 107–114. https:// doi. org/ 10. 1016/ s0049- 3848(97) 00300-9 (1998).
 38. Bouchard, L., Mauriège, P., Vohl, M. C., Bouchard, C. & Pérusse, L. Plasminogen-activator inhibitor-1 polymorphisms are associated 

with obesity and fat distribution in the Quebec Family Study: Evidence of interactions with menopause. Menopause 12, 136–143. 
https:// doi. org/ 10. 1097/ 00042 192- 20051 2020- 00006 (2005).

 39. Glavin, G. B., Paré, W. P., Sandbak, T., Bakke, H. K. & Murison, R. Restraint stress in biomedical research: An update. Neurosci. 
Biobehav. Rev. 18, 223–249. https:// doi. org/ 10. 1016/ 0149- 7634(94) 90027-2 (1994).

 40. Ho, C. H., Chwang, L. C. & Hwang, B. H. The influence of high fat diet on the fibrinolytic activity. Thromb. Res. 77, 201–208. https:// 
doi. org/ 10. 1016/ 0049- 3848(95) 91607-m (1995).

 41. Kohler, H. P. & Grant, P. J. Plasminogen-activator inhibitor type 1 and coronary artery disease. N. Engl. J. Med. 342, 1792–1801. 
https:// doi. org/ 10. 1056/ NEJM2 00006 15342 2406 (2000).

 42. Al-Hamodi, Z., Ismail, I. S., Saif-Ali, R., Ahmed, K. A. & Muniandy, S. Association of plasminogen activator inhibitor-1 and tissue 
plasminogen activator with type 2 diabetes and metabolic syndrome in Malaysian subjects. Cardiovasc. Diabetol. 10, 23. https:// 
doi. org/ 10. 1186/ 1475- 2840- 10- 23 (2011).

 43. Liu, Y. et al. The roles of PAI-1 gene polymorphisms in atherosclerotic diseases: A systematic review and meta-analysis involving 
149,908 subjects. Gene 673, 167–173. https:// doi. org/ 10. 1016/j. gene. 2018. 06. 040 (2018).

 44. Yarmolinsky, J. et al. Plasminogen activator inhibitor-1 and type 2 diabetes: A systematic review and meta-analysis of observational 
studies. Sci. Rep. 6, 17714. https:// doi. org/ 10. 1038/ srep1 7714 (2016).

 45. Jacobs, A., Schutte, A. E., Ricci, C. & Pieters, M. Plasminogen activator inhibitor-1 activity and the 4G/5G polymorphism are 
prospectively associated with blood pressure and hypertension status. J. Hypertens. 37, 2361–2370. https:// doi. org/ 10. 1097/ HJH. 
00000 00000 002204 (2019).

 46. Gorska-Ciebiada, M., Saryusz-Wolska, M., Borkowska, A., Ciebiada, M. & Loba, J. Plasma levels of thrombomodulin, plasminogen 
activator inhibitor-1 and fibrinogen in elderly, diabetic patients with depressive symptoms. Aging Clin. Exp. Res. 28, 843–851. 
https:// doi. org/ 10. 1007/ s40520- 015- 0504-3 (2016).

 47. Tran, L. T., Park, H. J. & Kim, H. D. Is the carotid intima-media thickness really a good surrogate marker of atherosclerosis?. J. 
Atheroscler. Thromb. 19, 680–690. https:// doi. org/ 10. 5551/ jat. 11767 (2012).

 48. Zureik, M. et al. Common carotid intima-media thickness predicts occurrence of carotid atherosclerotic plaques: Longitudinal 
results from the Aging Vascular Study (EVA) study. Arterioscler. Thromb. Vasc. Biol. 20, 1622–1629. https:// doi. org/ 10. 1161/ 01. 
atv. 20.6. 1622 (2000).

 49. Koivistoinen, T. et al. Arterial pulse wave velocity in relation to carotid intima-media thickness, brachial flow-mediated dilation 
and carotid artery distensibility: The Cardiovascular Risk in Young Finns Study and the Health 2000 Survey. Atherosclerosis 220, 
387–393. https:// doi. org/ 10. 1016/j. ather oscle rosis. 2011. 08. 007 (2012).

 50. Mannami, T., Konishi, M., Baba, S., Nishi, N. & Terao, A. Prevalence of asymptomatic carotid atherosclerotic lesions detected by 
high-resolution ultrasonography and its relation to cardiovascular risk factors in the general population of a Japanese city: The 
Suita study. Stroke 28, 518–525. https:// doi. org/ 10. 1161/ 01. str. 28.3. 518 (1997).

 51. Schneiderman, J. et al. Increased type 1 plasminogen activator inhibitor gene expression in atherosclerotic human arteries. Proc. 
Natl. Acad. Sci. U. S. A. 89, 6998–7002. https:// doi. org/ 10. 1073/ pnas. 89. 15. 6998 (1992).

 52. Raghunath, P. N. et al. Plasminogen activator system in human coronary atherosclerosis. Arterioscler. Thromb. Vasc. Biol. 15, 
1432–1443. https:// doi. org/ 10. 1161/ 01. atv. 15.9. 1432 (1995).

 53. Lupu, F. et al. Localization and production of plasminogen activator inhibitor-1 in human healthy and atherosclerotic arteries. 
Arterioscler. Thromb. 13, 1090–1100. https:// doi. org/ 10. 1161/ 01. atv. 13.7. 1090 (1993).

 54. Diebold, I., Kraicun, D., Bonello, S. & Görlach, A. The ‘PAI-1 paradox’ in vascular remodeling. Thromb. Haemost. 100, 984–991 
(2008).

 55. Sawa, H., Sobel, B. E. & Fujii, S. Potentiation by hypercholesterolemia of the induction of aortic intramural synthesis of plasminogen 
activator inhibitor type 1 by endothelial injury. Circ. Res. 73, 671–680. https:// doi. org/ 10. 1161/ 01. res. 73.4. 671 (1993).

https://doi.org/10.1186/s12967-015-0393-4
https://doi.org/10.18314/gjbs.v1i2.27
https://doi.org/10.4172/1745-7580.1000097
https://doi.org/10.18632/oncotarget.23653
https://doi.org/10.18632/oncotarget.23789
https://doi.org/10.2176/nmc.ra.2018-0022
https://doi.org/10.2176/nmc.ra.2018-0022
https://doi.org/10.1016/j.heliyon.2020.e04661
https://doi.org/10.1056/NEJMsb020987
https://doi.org/10.1056/NEJMsb020987
https://doi.org/10.4172/1745-7580.1000132
https://doi.org/10.4172/1745-7580.1000132
https://doi.org/10.1002/ijc.20517
https://doi.org/10.1186/1756-9966-31-85
https://doi.org/10.1016/j.jneuroim.2015.05.005
https://doi.org/10.4172/2161-0460.1000358
https://doi.org/10.4172/2155-9929.1000361
https://doi.org/10.1186/s12916-021-02001-9
https://doi.org/10.1111/j.1755-5922.2010.00171.x
https://doi.org/10.1016/s0049-3848(97)00300-9
https://doi.org/10.1097/00042192-200512020-00006
https://doi.org/10.1016/0149-7634(94)90027-2
https://doi.org/10.1016/0049-3848(95)91607-m
https://doi.org/10.1016/0049-3848(95)91607-m
https://doi.org/10.1056/NEJM200006153422406
https://doi.org/10.1186/1475-2840-10-23
https://doi.org/10.1186/1475-2840-10-23
https://doi.org/10.1016/j.gene.2018.06.040
https://doi.org/10.1038/srep17714
https://doi.org/10.1097/HJH.0000000000002204
https://doi.org/10.1097/HJH.0000000000002204
https://doi.org/10.1007/s40520-015-0504-3
https://doi.org/10.5551/jat.11767
https://doi.org/10.1161/01.atv.20.6.1622
https://doi.org/10.1161/01.atv.20.6.1622
https://doi.org/10.1016/j.atherosclerosis.2011.08.007
https://doi.org/10.1161/01.str.28.3.518
https://doi.org/10.1073/pnas.89.15.6998
https://doi.org/10.1161/01.atv.15.9.1432
https://doi.org/10.1161/01.atv.13.7.1090
https://doi.org/10.1161/01.res.73.4.671


13

Vol.:(0123456789)

Scientific Reports |        (2021) 11:21772  | https://doi.org/10.1038/s41598-021-01176-8

www.nature.com/scientificreports/

 56. Schneider, D. J. et al. Attenuation of neointimal vascular smooth muscle cellularity in atheroma by plasminogen activator inhibitor 
type 1 (PAI-1). J. Histochem. Cystochem. 52, 1091–1099. https:// doi. org/ 10. 1369/ jhc. 4A6260. 2004 (2004).

 57. Ridker, P. M., Vaughan, D. E., Stampfer, M. J., Manson, J. E. & Hennekens, C. H. Endogenous tissue-type plasminogen activator 
and risk of myocardial infarction. Lancet 341, 1165–1168. https:// doi. org/ 10. 1016/ 0140- 6736(93) 90998-v (1993).

 58. Jansson, J. H., Olofsson, B. O. & Nilsson, T. K. Predictive value of tissue plasminogen activator mass concentration on long-term 
mortality in patients with coronary artery disease. A 7-year follow-up. Circulation 88, 2030–2034. https:// doi. org/ 10. 1161/ 01. cir. 
88.5. 2030 (1993).

 59. Jansson, J. H., Nilsson, T. K. & Olofsson, B. O. Tissue plasminogen activator and other risk factors as predictors of cardiovascular 
events in patients with severe angina pectoris. Eur. Heart J. 12, 157–161. https:// doi. org/ 10. 1093/ oxfor djour nals. eurhe artj. a0598 
62 (1991).

 60. Lindgren, A., Lindoff, C., Norrving, B., Astedt, B. & Johansson, B. B. Tissue plasminogen activator and plasminogen activator 
inhibitor-1 in stroke patients. Stroke 27, 1066–1071. https:// doi. org/ 10. 1161/ 01. str. 27.6. 1066 (1996).

 61. Wiman, B. et al. Plasma levels of tissue plasminogen activator/plasminogen activator inhibitor-1 complex and von Willebrand 
factor are significant risk markers for recurrent myocardial infarction in the Stockholm Heart Epidemiology Program (SHEEP) 
study. Arterioscler. Thromb. Vasc. Biol. 20, 2019–2023. https:// doi. org/ 10. 1161/ 01. atv. 20.8. 2019 (2000).

 62. Keijer, J. et al. The interaction of plasminogen activator inhibitor 1 with plasminogen activators (tissue-type and urokinase-type) 
and fibrin: Localization of interaction sites and physiologic relevance. Blood 78, 401–409 (1991).

 63. Scheer, F. A. & Shea, S. A. Human circadian system causes a morning peak in prothrombotic plasminogen activator inhibitor-1 
(PAI-1) independent of the sleep/wake cycle. Blood 123, 590–593. https:// doi. org/ 10. 1182/ blood- 2013- 07- 517060 (2014).

 64. Vaughan, D. E. PAI-1 and atherothrombosis. J. Thromb. Haemost. 3, 1879–1883. https:// doi. org/ 10. 1111/j. 1538- 7836. 2005. 01420.x 
(2005).

 65. Fujii, Y. et al. Serial changes in hemostasis after intracranial surgery. Neurosurgery 35, 26–33. https:// doi. org/ 10. 1227/ 00006 123- 
19940 7000- 00004 (1994).

 66. Freyburger, G., Janvier, G., Dief, S. & Boisseau, M. R. Fibrinolytic and hemorheologic alterations during and after elective aortic 
graft surgery: Implications for postoperative management. Anesth. Analg. 76, 504–512. https:// doi. org/ 10. 1213/ 00000 539- 19930 
3000- 00009 (1993).

 67. Qiu, J., Keyser, B., Lin, Z. T. & Wu, T. Autoantibodies as potential biomarkers in breast cancer. Biosensors 8, 67. https:// doi. org/ 10. 
3390/ bios8 030067 (2018).

Acknowledgements
The authors would like to thank Prof. Masaki Takiguchi (Chiba University) and Dr. Xiao-Meng Zhang (Chiba 
University) for supporting this research as well as Ms. Risa Kimura and Akiko Kimura for technical assistance.

Author contributions
M.K. performed the experiments and statistical analyses, and drafted the manuscript. T.H. conceived the experi-
ments and helped draft the manuscript. Y.Y. performed the screening by expression cloning and helped draft 
the manuscript. S.Y.L. and B.S.Z. helped in performing the experiment. T.H., Y.Y., T.M., T.M., E.K., and Y.I. 
participated in the design of the study. S.M. and H.T. collected the blood samples and performed the statistical 
analyses. All authors have read and approved the final manuscript.

Funding
This work was supported in part by research Grants from the Japan Science and Technology Agency and JSPS 
KAKENHI Grant Nos. 20K17953 and 19K09451.

Competing interests 
The authors declare no competing interests.

Additional information
Supplementary Information The online version contains supplementary material available at https:// doi. org/ 
10. 1038/ s41598- 021- 01176-8.

Correspondence and requests for materials should be addressed to T.H.

Reprints and permissions information is available at www.nature.com/reprints.

Publisher’s note Springer Nature remains neutral with regard to jurisdictional claims in published maps and 
institutional affiliations.

Open Access  This article is licensed under a Creative Commons Attribution 4.0 International 
License, which permits use, sharing, adaptation, distribution and reproduction in any medium or 

format, as long as you give appropriate credit to the original author(s) and the source, provide a link to the 
Creative Commons licence, and indicate if changes were made. The images or other third party material in this 
article are included in the article’s Creative Commons licence, unless indicated otherwise in a credit line to the 
material. If material is not included in the article’s Creative Commons licence and your intended use is not 
permitted by statutory regulation or exceeds the permitted use, you will need to obtain permission directly from 
the copyright holder. To view a copy of this licence, visit http:// creat iveco mmons. org/ licen ses/ by/4. 0/.

© The Author(s) 2021

https://doi.org/10.1369/jhc.4A6260.2004
https://doi.org/10.1016/0140-6736(93)90998-v
https://doi.org/10.1161/01.cir.88.5.2030
https://doi.org/10.1161/01.cir.88.5.2030
https://doi.org/10.1093/oxfordjournals.eurheartj.a059862
https://doi.org/10.1093/oxfordjournals.eurheartj.a059862
https://doi.org/10.1161/01.str.27.6.1066
https://doi.org/10.1161/01.atv.20.8.2019
https://doi.org/10.1182/blood-2013-07-517060
https://doi.org/10.1111/j.1538-7836.2005.01420.x
https://doi.org/10.1227/00006123-199407000-00004
https://doi.org/10.1227/00006123-199407000-00004
https://doi.org/10.1213/00000539-199303000-00009
https://doi.org/10.1213/00000539-199303000-00009
https://doi.org/10.3390/bios8030067
https://doi.org/10.3390/bios8030067
https://doi.org/10.1038/s41598-021-01176-8
https://doi.org/10.1038/s41598-021-01176-8
www.nature.com/reprints
http://creativecommons.org/licenses/by/4.0/

	Serum anti-SERPINE1 antibody as a potential biomarker of acute cerebral infarction
	Methods
	Serum samples from patients with ischemic stroke and healthy donors. 
	Clinical data. 
	Screening by expression cloning. 
	Sequence analysis of the identified antigen. 
	Expression and purification of glutathione-S-transferase-tagged antigenic proteins. 
	Western blotting. 
	Quantification of antibodies using amplified luminescent proximity homogeneous assay-linked immunosorbent assay. 
	Quantitative measurement of serum antigen using sandwich enzyme-linked immunosorbent assay. 
	Immunohistochemical staining. 
	Statistical analyses. 
	Ethics declarations. 

	Results
	Identification of SERPINE1 by SEREX screening. 
	Presence of autoantibodies against purified proteins in the sera of the patients who had TIA and aCI. 
	Elevation of SERPINE1 antibody levels in the patients with ischemic stroke. 
	ROC analysis of SERPINE1 antibody levels in the TIA and aCI groups. 
	Correlation analysis between SERPINE1 antibody level and clinical features in the validation cohort. 
	Immunohistochemical staining of arteriosclerosis plaque. 
	Correlation between SERPINE1 antigen and antibody levels. 

	Discussion
	Limitations. 

	References
	Acknowledgements


