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Abstract

To provide a single molecular assay that could be used to easily stage Multiple Myeloma patients at diagnosis, we
investigated the association between the simultaneous expression of 7 Multiple Myeloma-associated Cancer/Testis
Antigens and biochemical parameters that are currently used for disease staging. We analysed the mRNA
expression of MAGEC1, MAGEA3/A6, BAGE2, PRAME, NYESO1, SSX2 and PAGE by qualitative reverse
transcription PCR using RNA extracted from diagnostic bone marrow samples from 39 patients covering the Multiple
Myeloma disease continuum and compared this to levels of key biochemical parameters at diagnosis. We found that
the Cancer/Testis Antigen panel was expressed in a specific order that was specifically associated with the severity
of disease. This allowed the Cancer/Testis Antigens expression profile to successfully place the patient clearly into
either stage I or stage III of the disease, with further sub-stratification in the stage III grouping. In addition, we
putatively identified MAGEC1 expression as a confirmatory diagnostic marker for symptomatic Multiple Myeloma
and clearly associated BAGE2 expression exclusively with stage III disease. We also demonstrated the novel finding
of PAGE expression in Multiple Myeloma, with an association with more advanced disease. We suggest that this
particular molecular Cancer/Testis Antigen panel can be used at diagnosis as a single test to clearly stage patients.
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Introduction
Multiple Myeloma (MM) is a hematological malignancy that is

characterized by the accumulation of monoclonal malignant plasma
cells in the bone marrow (BM), and elevated serum or urine
monoclonal paraproteins. Severe clinical manifestations occur due to
the accumulation of plasma cells in the BM, which results in anemia,
immunodeficiency and lytic bone lesions, as well as overproduction of
paraproteins. Complete remission is easily induced in patients with
high dose chemotherapy and stem cell rescue protocols, but relapse
and death are extremely common and the disease is currently
incurable [1,2].

There are a number of factors that influence a MM patient’s
prognosis and response to therapy [3-7] including: disease stage, renal
impairment, tumor burden, severity of anaemia, proliferation index of
the plasma cells (PCPI) and chromosomal abnormalities. The
International Staging System (ISS), is based on levels of β2
microglobulin (B2M) and albumin, and the Durie-Salmon Staging
(DSS) index that looks at M-protein levels, the presence of bone
lesions, haemoglobin (Hb), calcium and serum creatinine levels [8,9].
While both staging systems are fairly successfully in staging disease
into 3 large categories, multiple additional tests are required to be able
to sub-classify the patients into more specific prognostic subgroups.
Not only is this process expensive, but often not possible due to the
range of laboratory expertise that is required and thus a comprehensive
patient prognostic profile is often not achieved.

The concept of a single molecular panel that can be used to both
stage and further sub-group high risk patients is thus an attractive
alternative approach. Unfortunately, the genetic background of MM is
very complex, with multiple chromosomal abnormalities occurring in
different patients.

In the search for common genetic profiles in MM, Cancer/Testis
antigens (CTAs) were investigated. These genes encode proteins that
show testis-restricted expression in normal tissue, but high expression
in many different cancer types [10-12]. The expression of these
proteins has been associated with a worse prognosis in many cancers
in addition to MM and in particular with the proliferative nature of the
tumours [13,14]. Although the full panel of CTAs has yet to be tested
in MM patients, the following CTAs have been found to be expressed
in 20-80% of cases: MAGEC1 and MAGE A3/6, SP-17, PRAME,
NYESO1, SSX family (1,2,5) and BAGE [15-19]. While commonly
expressed, the role in MM pathogenesis is unclear, with hints at a
possible cascade-like effect occurring where the expression of multiple
CTAs appears to be associated with advanced disease [17,19,20].

It is thus possible that a CTA panel maybe useful in sub-typing MM
prognostic groups. If we and others are successful in linking CTA
expression patterns with major prognostic indicators, then this assay
could easily be offered as a quick molecular service, providing vital
prognostic information to clinicians.

The aim of this study was to establish an association between CTA
expression (7 CTAs) and key disease staging/prognostic factors in
newly diagnosed MM patients, to be able to define a genetic panel that
has clinical value at diagnosis.
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Materials and Methods

Patient selection, diagnosis and disease staging
Newly diagnosed patients with untreated MM or monoclonal

gammopathy of undetermined significance (MGUS) from the
Haematology clinic, Groote Schuur Hospital (GSH) and UCT Private
Academic Hospitals (Cape Town, South Africa) were enrolled for the
study over a 24 month period. This study was approved by the Human
Research Ethics Committee University of Cape Town: HREC/REF
125/2009 and all participants gave their written informed consent to
participate. Patients with known HIV+ status and secondary
malignancies were excluded from the study. The following chemistry
and haematology parameters were collected within two weeks of the
diagnostic BM sample using standard pathological test methods
(National Health laboratory Services- GSH (NHLS/GSH)): Hb (g/dl) ,
BM aspirate plasma cell count, B2M (mg/l) , Urine Bence Jones Protein
(UBJP) (g/24 h), creatinine (µmol/l), monoclonal serum Ig levels
(serum M-protein) (g/dl), corrected calcium (mmol/l) and albumin
(g/l).

Primer
Mix

Gene name

(NCBI ref)
Sequence (5’ – 3’)$ Amplicon

size (bp)

1
BAGE2

(NM_182482.2)

F: tggctcgtctcactctgg

R: cctcctattgctcctgttg [13]
267

2
NYESO1

(NM_001327.2)

F: ctgcttgagttctacctcgcca

R: tgaactggccactcgtgct #
330

3

SSX2

(NM_175698.1)

PAGE

(NM_003785.3)

F:gtgctcaaataccagagaagatc

R:tttgggtccagatctctctcgtg

F: ccagtgatgagcaacctgacga

R: ctctggcccttctgcgggca [24]

434

232

4
PRAME

(NM_206956.1)

F:ctgtactcatttccagagccaga

R:attgagagggtttccaaggggtt [25]
520

5
β-ACTIN

(NM_001101.3)

F: ggcatcgtgatggactccg

R: gctggaaggtggacagcga [26]
540

6
MAGEA3/A6
(NM_005362.3

NM_005363.2)*

F: ggaggcaagcttctgag

R: caggcttgcagtgctga#
175

7
MAGEC1

(NM_005462.4)

F: atccagtcttcaaggtgctc

R: agaacgactctgaggactctg #
330

*= Primers cannot distinguish between A3 and A6, as they have identical coding
regions.
# = Primers designed for this study.
$ = all primers used at 25 pmol/reaction except PRAME set-50 pmol/reaction.

Table 1: Primers used for qualitative CTA PCR analysis.

Patients were diagnosed as suffering from symptomatic MM
(SMM), asymptomatic MM (AMM) or MGUS, based on the following
criteria: 1) SMM: Clonal plasma cell population in BM or
plasmacytoma; M-protein in serum or urine; evidence of organ
damage: CRAB (WHO criteria [21])- corrected calcium ˃2.56 mmol/l,
serum creatinine ˃90 µmol/l (F) ˃110 µmol/l (M), Hb˂12 g/dl (F) ˂13
g/dl (M), and/or evidence of bone lytic lesions. 2) AMM: M-protein in
serum ˃30 g/l and/or ≥10% clonal plasma cells in BM; No evidence of

CRAB symptoms. 3) MGUS: M-protein in serum ˂30 g/l; BM plasma
cells ˂10%; no evidence of CRAB symptoms [21]. The disease stage of
the patient was calculated according to a modified DSS [8,21] (based
on the fact that our patients did not have their myeloma cell mass
assessed).

PCPI and aneuploidy
A) The PCPI was generated using a Ki-67/CD138 (Becton Dickson)

dual-labelling approach on mononuclear cells with analysis by flow
cytometry (anti-Ki67 FITC, ABCAM; anti-CD138 APC, Becton
Dickson) with a minimum of 10000 CD138 positive cells being
analysed Ki-67+/CD138+ populations of ˃20% were resulted as positive
for the proliferation marker. B) Aneuploidy DNA analysis was
performed on unfractionated BM aspirate stained with propidium
iodide (PI) [22]. The DNA content of 30 000 events in the lymphocyte
gate was then analysed using the PI histogram, with the geometric
mean value of the major G0/G1 peak being calculated (P1). Sex-
matched controls were used for the analysis of each patient to be able
to compare DNA content. A DNA index (MM PI/ control PI) of 0.95 –
1.05 was regarded as normal, hypodiploid ˂0.95, and hyperploid
˃1.05–1.75 [23]. The PI staining of lymphocytes allowed aneuploidy
subpopulations of ˃10% to be scored in patients with ˃5% plasma
cells.

CTA qualitative mRNA expression
Mononuclear cells from 2-5 ml BM aspirate were enriched using

standard ficoll density centrifugation (Histopaque-1077, Sigma, USA).
Approximately 1×107 mononuclear cells were resuspended in Total
RNA Isolation Reagent (TRIR) (ABgene, USA) and RNA extracted
according to the manufacturer’s recommendations and stored in single
use aliquots. Only samples fulfilling the following criteria were
acceptable for analysis: 260/280 ratio ˃1.7, and ˃180 ng/µl. The
expression of CTA mRNA was assessed using a 2-step RT-PCR
protocol using random hexamers for global cDNA synthesis (20 µl):
MMLV RT buffer, 1 µg random hexamers (Promega, USA), 1 mM
dNTP mix (Sigma, USA), 20 U RNAsin (Promega, USA), 100 U
MMLV (Promega, USA) and 1 µg heat–denatured RNA. The following
cDNA reaction parameters were used: 22°C/10 min, 42°C/60 min,
99°C/5 min.

The expression of 7 CTAs and the reference gene β-actin was
simultaneously assessed using 7 PCR reactions from a single patient
RT reaction. PCR primer sequences are indicated in Table 1 and all
were designed to amplify across introns. The following PCR reaction
mix was used (25 µl): Green GoTaq buffer, 1.5 U GoTaq HotStart
(Promega, USA), 0.8 mM dNTP mix (Sigma, USA), 1.5 mM MgCl2
and 2 µl cDNA and amplified under the following conditions: 95°C/5
min, 35 cycles of 94°C/30 sec, 55°C/40 sec and 72°C/90 sec with a final
8 min soak at 72°C. Amplicons were simultaneously separated on 3%
TAE/agarose gels and visualized with EtBr staining. CTA expression
results were not recorded if the β-actin amplification was inadequate.
Samples were analyzed in duplicate.

Results

Development of the qualitative CTA expression assay
The molecular assay was developed to simultaneously assess the

expression of 7 CTA genes from a single RNA sample: PRAME,
MAGEC1, MAGEA3, PAGE, BAGE2, NYESO1, and SSX2, allowing
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the relationship between the genes to be investigated (as shown in
Figure 1). Several controls, including human testis RNA (Clontech,
USA), human tonsil RNA (plasma cell progenitors [27]; Clontech,
USA), as well as 5 donors PB and BM samples (including CD34+

purified cells) were used to confirm the integrity of the results and link
the CTA expression directly to diseased cells and human testis tissue
only. A previous study, using flow cytometry to detect MAGEC1 in PB
and BM samples, showed that malignant CTA expression in MM is
associated with early stem cells (CD34+) and early pro-B to pre-B cells
(CD34+/−/CD19+), with only the proliferating compartment of
plasma cells expressing the malignant marker [28]. Amplicon
sequencing confirmed detection of the correct transcript with this
assay using both human testis RNA and MM patient RNA. The assay
demonstrated a detection sensitivity of approximately 1% (1:100
human testis/donor PB RNA).

Figure 1: Qualitative RT-PCR assessment of selected CTA
expression in Human testis. Lane1-low molecular weight DNA
marker (NEB) (bp), Lane 2 – BAGE2 amplicon (267bp), Lane 3 -
NY-ESO-1 (330bp), Lane 4 - SSX2 (434bp) and PAGE (232bp),
Lane 5 – PRAME (520bp) Lane 6 - β-Actin (540bp), Lane 7-
MAGEA3/A6 (175bp (larger band: DNA amplification), Lane 8 -
MAGEC1 (380bp), Lane 9 – extraction blank amplified with β-actin
primers.

Links between the number of CTAs expressed and disease
characteristics
The majority of the patients diagnosed during the research period

were MM patients referred from local primary health clinics (Figure
2), and consequently most were classified as stage III according to
classical DSS methods. We were hoping to be able to provide an
objective tool for clinicians to be able to sub-stratify these stage III
patients for more effective management with this study. In total, 39
patients were included, representing the continuum from MGUS to
SMM: 5 MGUS, 8 stage I, 5 stage II and 21 stage III MM patients. The
distribution of Ig subtype in the patient population correlated well with
previous studies [29], with a slight male gender bias of 1.2:1 for this
cohort also being typical for MM reported cases internationally [30].
The considerably earlier average age of only 59.4 yrs (33-84 yrs range)
compared to 69 was however unexpected [31]. The expression of CTAs,
disease classification, staging and CRAB symptoms at diagnosis for
each patient is summarized in Figure 3. All 30 of the SMM patients,
expressed at least one of the CTA panel members, namely MAGEC1.
There was a strong association (R2 = 0.74) between the number of
CTAs expressed and the stage of the disease as characterized by the
DSS method, with the expression of 1-2 CTAs only observed in stage I
and II disease, while all stage III patients expressed 3-6 genes at

diagnosis. This association was further strengthened by the increase in
the number of CTAs expressed by two AMM patients who progressed
to MM within 12 months, both showing no CTA expression at initial
diagnosis and 3 (stage II) and 6 (stage III) genes, respectively at follow
up. With regards to disease subtype, light chain MM disease is known
to offer a worse prognosis [32,33], with rapid kidney failure. While we
only had 5 patients in this grouping at diagnosis, all presented with
advanced disease (stage III, 3-4 CRAB symptoms) and
correspondingly expressed 5-6 CTAs (Figure 2).

Figure 2: Patient study population at diagnosis. Pie chart showing
the disease classification of the 39 patients analyzed in the study,
according to WHO criteria [21]. The number of patients classified
in each category is indicated, as well as the % of those patients
expressing κ light chain clonality. LC: light chain disease.

Due to the clear association between disease progression and the
number of CTAs expressed, the biological parameters used for staging
and defining the CRAB scoring (a direct indicator of disease
progression) in MM patients were further analyzed, showing that the
increasing number of CTA mRNAs detected showed good correlation
with the severity of the CRAB defining features (Figure 4A). Figure 4A
shows the linear correlation between the severity of the anemia, the
increase in B2M and increasing leached calcium levels with the
number of CTAs expressed. Clinically high creatinine was only
associated with the expression of 5-6 CTA’s (all stage III disease),
indicating a possible subgroup. In addition, the majority of patients
presenting with multiple lytic lesions (86%), again a poor prognostic
indicator, grouped together, expressing 4-6 CTAs (Figure 3). Serum M-
protein and UBJP are an indication of tumor burden and thus stage of
disease and are regularly used to monitor patient therapy progress.
Figure 4B shows the relationship between these protein levels and the
number of CTAs expressed. The serum M-protein levels rapidly
increased as the CTA number increased from 0-3 and then remained at
a high level for patients expressing 4-6 CTAs. For patients in this group
(4-6 CTAs), this correlated as expected with a sharp spike in the UBJP
levels (>1), which is associated with renal damage as the IgM levels
rise. Another indicator of tumor burden is the plasma cell load in the
BM. However, Figure 4B shows that no clear relationship was observed
between the percentage of plasma cells in the BM aspirate and the
number of CTA mRNAs detected. The quantification of plasma cells in
the aspirate or BM trephine is however highly dependent upon the area
sampled and can be inaccurate. The characteristics of the plasma cells,
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including their presence in the PB, proliferation status and their
abnormal nuclear staining are additional independent prognostic
factors that can be considered. Circulating plasma cells, which is
indicative of more aggressive disease [33,34] were only observed in 9
patients, 78% of whom presented with stage III disease. However, this
subgrouping showed no specific CTA expression pattern (in number or
specific gene). There was also no association of specific CTA expression
to plasma cell proliferation (PCPI) (results not shown) or the
aneuploidy status of the patient’s plasma cell population, with all
patients analyzed having the hyperdiploid status.

Expression profiles of specific CTAs in MM
Two specific CTAs, namely MAGEC1 and BAGE, were found to be

the most informative. Firstly, MAGEC1 expression was strongly linked
to a diagnosis of all SMM patients while no MGUS or AMM patients
showed detectable transcript at diagnosis (Figure 3). Secondly, BAGE2
expression was specifically linked with stage III disease and
significantly associated with poor hematological parameters. This was
demonstrated by the mean values for this patient group all falling
within the WHO classification for all of the CRAB symptoms [21],
indicating an association with advanced disease and a worse prognosis
(Table 2).

Biochemical
parameter

BAGE2 pos+

patients

Mean (Range)

BAGE2 neg-

patients

Mean (Range)

p value#

UBJP (g/24hrs) 2.45 (0.50-6.83) 0.15 (0.00-0.96) 0.0009

Hb(g/dl) 8.6* (6.8-9.7) 11.09 (7.2-14.1) 0.0016

B2M (mg/l) 21.6 (9.0-34.7) 6.0 (2.3-10.5) 0.0028

Corrected Calcium
(mmol/l) 2.57* (2.12-3.41) 2.33 (2.19-2.79) 0.0222

Creatinine (µmol/l) 257* (58-1250) 75 (55-116) 0.0267

Serum M-protein (g/l) 44.3 35.6 0.2543

Albumin (g/l) 32 34 0.6976

LDH (U/l) 370 373 0.9503

* = indicative of WHO and IWMG CRAB symptoms
# = statistical difference between groups expressing/not expressing BAGE2.
Values ˂0.05 regarded as significant and highlighted in purple.

Table 2: Biochemical characteristics of MM patients expressing
BAGE2.

Several biological parameters showed a significant difference
between the BAGE2+ and BAGE2- groups (p˃0.05), with the levels of
UBJP, B2M and Hb showing the highest significant difference
(p˃0.005) (Table 2). Interestingly, 88% (7/8) of patients with high PB
calcium levels belonged to this BAGE2+ cohort, which not surprisingly
also included 92% of the 13 patients with confirmed multiple lytic
lesions. The patients in the BAGE2+ cohort also exhibited the highest
indicators for renal damage in the total MM cohort, with creatinine
and B2M levels as high as 1250 µmol/l and 34.7 mg/l respectively. No
significant difference was however found with regards to the
association of BAGE2 expression with lower albumin or increased

lactate dehydrogenase (LDH) levels (Table 2), both of which have been
reported to be associated with a worse prognosis [35,36].

Figure 3: Qualitative CTA expression in the patient cohort. Patient
CTA expression data is arranged according to the number of CTAs
simultaneously expressed in each RNA BM sample. Information
reading the classical MM features used for diagnosis and prognosis
are provided for each patient. For DSS data, a and b subscript refers
to the DSS subgroupings based on creatinine levels [21] and the
lack of X-ray information could not accurately determine if 2
patients were actually stage II or stage III disease (indicated with
a*), Regarding lytic lesion scoring, patients were scored as single for
lytic lesions if a single lesion/ fracture or plasmacytoma was found
at diagnosis via X-ray.

While the other CTAs in the panel did not show such clear
associations as MAGEC1 and BAGE2, the expression results still
showed potential value of which PAGE was of particular interest.
PAGE was expressed in half of the SMM patients at diagnosis and
although PAGE has not been previously investigated in MM disease,
we show that it is fairly commonly expressed in mainly more advanced
disease patients (87% classified as stage III disease). While its
expression does not as clearly define distinct groupings as BAGE2, the
PAGE+ patients do still present with significantly worse anemia (Hb
˂10 g/dl) and significantly higher UBJP and creatinine levels
indicating renal damage (Table 3) than the PAGE- patients.

MAGEA3 occurred in 79% of SMM patients and was again
associated with advanced disease [17,19] with 21/23 patients in this
cohort diagnosed with stage III MM. There was a very strong
correlation between expression of this CTA and anemia (p ˂0.0005),
with an average Hb value of 9.0 for this group. However, there was less
statistical difference between the MAGEA3 positive and negative
groups compared to BAGE2 expression for all the other haematological
parameters (all p values˃0.02).

Citation: Shires K, Teuchert A, Wienand K, Shankland I, Novitzky N (2016) Cancer/Testis Antigen Expression Panel Incorporating MAGEC1 and
BAGE2 Predicts Multiple Myeloma Disease Stage and Severity. J Hematol Thrombo Dis 4: 240. doi:10.4172/2329-8790.1000240

Page 4 of 8

J Hematol Thrombo Dis
ISSN:2329-8790 JHTD, an open access journal

Volume 4 • Issue 2 • 1000240

(11.5-48.9)(25.8-68.6)

(49-23) (49-20)

(177-681) (242-528)

http://dx.doi.org/10.4172/2329-8790.1000240


NYESO1 and SSX2 expression was only associated with stage III
disease, specifically with advanced renal damage (creatinine ave 442
µmol/l units and abnormal calcium ave: 2.67 mmol/l) and extensive
bone deterioration (multiple lytic lesions). The co-expression of
NYESO1 and/or SSX2 and BAGE2 did show a slight increase in the
levels of creatinine and calcium (p˂0.5) over the BAGE2 only cohort,
indicating that these CTAs may be useful in stratifying the stage III
group of patients.

Biochemical parameter p value*

PAGE
p value#

BAGE2

Elevated creatinine (µmol/l) 0.0174 0.0267

Elevated UBJP (g/24hrs) 0.0087 0.0009

Reduced Hb (g/dl) 0.0164 0.0016

Elevated B2M (mg/l) 0.1420 0.0028

Elevated Corrected Calcium (mmol/l) 0.3956 0.0222

* = statistical difference between groups expressing/not expressing PAGE.
Values ˂0.05 regarded as significant and are highlighted in purple
# = statistical difference between groups expressing/not expressing BAGE2.

Table 3: Biochemical parameters in MM patients: Significance of
BAGE2 and PAGE expression.

Association between CTAs
Ordering the patients according to the number of CTAs expressed

(Figure 3) and the above observations of both the number and specific
CTAs being associated with more advanced disease, illustrated a
possible progressive pattern of CTA expression during the disease
pathogenesis. This hypothesis was further strengthened by the strong
association of specific CTAs to co-expression with others; for example
all patients expressing BAGE2 or PAGE co-expressed MAGEC1 and
MAGEA3, while 75% (12/16) patients expressing BAGE2 also
expressed PAGE (Figure 2).

Looking at these associations, a possible cascade-like effect appears
to be associated with disease progression (Figure 5). Interestingly 2
distinct patterns of expression were observed when 6 CTAs were
expressed in the stage III patients, namely those defined as light chain
disease, who expressed MAGEC1, PRAME, PAGE, BAGE, MAGE A3
and NYESO1 and IgG Kappa patients expressing MAGEC1, PAGE,
BAGE MAGE A3, NYESO1 and SSX2. The numbers of patients in
these groupings were too small to make any significant findings, but
this may suggest a difference in the disease pathogenesis of these sub
types.

Figure 4: Association of classical MM disease parameters with the number of CTAs expressed. Patients were grouped according to the number
of CTAs that were detected via the qualitative assay. The diagnostic values of certain biochemical parameters associated with various CRAB
features (A) or tumor burden indicators (B) were collected for these patients and the average of each grouping plotted to show the trend. The
regression line was calculated were possible (dotted line), with the R2 value shown on the graph. UBJP data is represented by a dashed line.
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Discussion
There are a number of factors at diagnosis of MM that can influence

a patient’s overall prognosis, including response to specific therapy in
MM and survival statistics. The data that needs to be accumulated at
diagnosis to establish prognosis can be exhaustive, including standard/
specialized biochemical tests, cytogenetics, specialized staining/flow
cytometry and extensive X-ray/MRI analysis [4-7]. Unfortunately, for a
variety of reasons, this plethora of data is regularily not available and a
clinician may be faced with not even being able to accurately stage the
patient, the very basic of prognostic indicators. This is particularily a
problem in our tertiary state hospital environment in South Africa
(SA), where patients are referred from a local clinic. Often important
preliminary data is not acquired or transferred to the hospital clinican
and the initiation of treatment at these facilities then prevents the
acquistion of important diagnostic biochemical parameters for
successful managment. This is then compounded by the lack of full
skeletal surveys, inability to obtain sufficient 24 hr urine samples and
specialised assays requests, as well as the difficulty in obtaining
cytogenetic data due to the non-proliferative nature and low count of
the plasma cells in the majority of the patients at diagnosis. Although
these problems are not issues in a large clinical trial setting, they are
not unique to our institution and standard MM patient care suffers as a
consequence. It is therefore imperative that a simple and quick assay is
designed to summarise as much of the data as possible, giving the
clinican an easy-to-interpret analysis of the disease stage of the patient
and possible high risk indications to help guide the clinician more
effectively. The aim of our study was to link the expression of specific
CTAs to known prognostic factors to establish a molecular panel that
could be used to simplify risk stratification. The use of large genetic
panels is useful in research environments, but more focused panels are
preferential in a diagnostic environment, where their accuracy/
reproducibility and cost can be more easily controlled and therefore
the data of more clinical relevance. Thus we chose 6 CTAs that have
previously been shown to be commonly expressed in MM patients,
namely PRAME, MAGEC1, MAGEA3, BAGE2, NYESO1, and SSX2
and looked at the simultaneous expression of these genes along with
PAGE, a CTA not yet examined in MM. Most of these CTAs have
previously been studied in isolation or as a small grouping, with
researchers trying to associate the link of gene expression to specific
prognostic indicators. Unfortunately, most of the results are
contradictory, with the exception of the expression of multiple CTAs,
which has been loosely linked with some indicators of advanced
disease [17,18,20,37-40]. Defining whether these genes are associated
with specific symptoms of the disease (comprehensive biochemical
assessment) and if expression is useful in sub-classifying different
disease stages has not yet been clarified.

Using our specific 7 CTA panel we found very good correlation
between the number of CTAs expressed and the stage of the disease, in
agreement with other studies [17,18,20,37-40]. More importantly, we
found significant correlation specifically with the severity of the
symptoms. In summary, the expression of 1-2 CTAs was only observed
in stage I and II disease, while all stage III MM patients expressed 3-6
genes at diagnosis. There was a linear correlation between the number
of CTAs expressed and the severity of the anemia, B2M levels and
calcium levels, with patients expressing 4-6 CTAs demonstrating worse
biochemical features and a link to poor prognostic indicators [6,41,42].
The increase in serum M-protein followed by detectable UBJP also
correlated with the increase in CTA expression, with high
immunoglobulin levels and thus a high disease burden being present in
patients expressing 4-6 CTAs. The expression of 5-6 CTAs represented

the patients with the highest creatinine and calcium levels, and thus
worse end-organ damage. This could possibly indicate that disease
progression could be enumerated by the number of CTAs expressed in
this panel and could be used to re-evaluate patients if disease
progression is suspected.

Figure 5: Proposed CTA cascade involved in the disease progression
of SMM. The schematic shows the most common combination of
CTAs expressed when patients were grouped according to the
number of CTAs detected, allowing for the proposal of a possible
cascade in disease progression. Different color blocks relate to the
various CTAs, as indicated on the figure.

Only a small group of patients represented either the IgA or light
chain disease subtypes, both of which are associated with a worse
overall survival [33,34]. While no significant associations could be
found regarding the IgA grouping, due to low numbers, the light chain
diseased patients all grouped together expressing 5-6 CTAs and
demonstrated advanced clinical symptoms. While this result
strengthened the association of increased CTA expression with more
aggressive/progressive disease, it unfortunately also indicated that the
light chain diseased patients could not be further risk-stratified using
this approach.

When looking at the expression of individual CTAs in the panel,
there appeared to be a definite progression or cascade-like effect, with
different CTAs being associated with more severe biochemical
parameters. MAGEA3 expression for example was highly associated
with anemia, while PAGE expression was associated with anemia and
high creatinine levels as well as stage III disease. BAGE2 expression
was only associated with stage III diseased patients and worse clinical
features, with all biochemical parameters for this grouping
representing WHO defined CRAB features [21], potentially
representing a subgroup within the stage III patients. Finally, the
expression of SSX2 and/or NYESO1 characterized a further sub
grouping within the stage III patients, representing those with light
chain disease and the patients with the greatest end-organ damage.
Our findings strongly support the hypothesis that CTA expression
plays a role in disease pathogenesis similar to previous studies that
have shown the association of co-expression and poor outcome
[18,32], thus making these genes interesting as disease targets and
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monitoring tools. We propose that the following pattern of expression
occurs during disease: MAGEC1 - PRAME - MAGEA3 - PAGE-
BAGE2 - NYESO1/SSX2. The idea of a cascade-like expression of
CTAs has been previously suggested [17,38], with their role being
linked with promoting the survival of MM cells by decreasing
transcription factors that control cell proliferation or induce apoptosis
and regulation of cell signalling and gene transcription
[17,19,20,43,44].

Other than disease stage, subtype, severity of the CRAB features and
end-organ damage indicators, other independent factors have been
previously associated with high risk patients. These include a high
PCPI [42,45], specific cytogenetic abnormalities and aneuploidy status
of the plasma cells [46]. As mentioned earlier, these results are easily
available in a clinical trial setting, however in standard health care
facilities in SA access to these specialized tests is very limited. While
standard karyotyping and FISH analysis of chromosome 13 and 14
rearrangements is being performed routinely in our institution, many
MM patient samples are unsuccessful and thus this was not included in
our current study and reflects the limited cases were this testing is of
clinical relevance. All patients analyzed for aneuploidy showed either a
normal or hyperdiploid status, which therefore did not allow us to
associate poorer non-hyperdiploid status prognostic factor with CTA
expression, but also importantly demonstrated its limited prognostic
impact in our clinical environment. While the PCPI did vary amongst
patients, we were unable to associate a specific CTA expression pattern
to the patients expressing a positive PCPI, indicating that this gene
panel cannot represent this particular independent risk factor.

In conclusion, we suggest that a molecular CTA expression panel
consisting of MAGEC1, MAGEA3, PAGE, BAGE, NYESO1 and SSX2
can be used at diagnosis as a single test to clearly group patients into
stage I and stage III disease, with further risk stratification within the
stage III patients. MAGEC1 only – stage I, MAGEC1/MAGEA3 only-
stage II, MAGEC1/MAGEA3/PAGE – stage II/early stage IIIa, BAGE
expression – more advanced stage IIIb and NYESO1/ SSX2 and BAGE
expression – advanced stage IIIc subgroup. Using the expression of
these CTAs as a guide it may then also allow clinicians to reassess
patient staging at a later stage. While treatment options are limited in
SA, being able to prognosticate patients still plays a critical role in
patient management and this molecular panel will simplify this
process. While more patients need to be analysed to strengthen our
findings, the association of MAGEC1 with all SMM patients, regardless
of disease stage, allowing easy discrimination between patients that
need immediate therapy versus AMM patients. The expression of this
antigen in all of our SMM patients also suggests that it may prove to be
a very useful marker in monitoring minimal residual disease in
patients, where previously a common genetic marker has been elusive
and we are currently investigating this possibility.

Acknowledgements
This research was funded by the following agencies in SA: National

Health laboratory Services Research Trust, CANSA and the Medical
Research Council SA. In addition funding was also obtained from
AstraZeneca.

References
1. Harousseau JL, Shaughnessy J Jr, Richardson P (2004) Multiple myeloma.

Hematology Am Soc Hematol Educ Program .

2. Tonon G (2007) Molecular pathogenesis of multiple myeloma. mHematol
Oncol Clin North Am 21: 985-1006, vii.

3. Alexanian R, Balcerzak S, Bonnet JD, Gehan EA, Haut A, et al. (1975)
Prognostic factors in multiple myeloma. Cancer 36: 1192-1201.

4. Kyle RA, Gertz MA, Witzig TE, Lust JA, Lacy MQ, et al. (2003) Review of
1027 patients with newly diagnosed multiple myeloma. Mayo Clin Proc
78: 21-33.

5. Stewart AK, Fonseca R (2005) Prognostic and therapeutic significance of
myeloma genetics and gene expression profiling. J Clin Oncol 23:
6339-6344.

6. Cherng NC, Asal NR, Kuebler JP, Lee ET, Solanki D (1991) Prognostic
factors in multiple myeloma. Cancer 67: 3150-3156.

7. Wadhera RK, Kyle RA, Larson DR, Dispenzieri A, Kumar S, et al. (2011)
Incidence, clinical course, and prognosis of secondary monoclonal
gammopathy of undetermined significance in patients with multiple
myeloma. Blood 118: 2985-2987.

8. Durie BGM, Salmon SE (1975) A clinical staging system for multiple
myeloma: Correlation of Measured Myeloma Cell Mass with Presenting
Symptoms. Cancer 36: 842-854.

9. Greipp PR, San Miguel J, Durie BG, Crowley JJ, Barlogie B, et al. (2005)
International staging system for multiple myeloma. J Clin Oncol 23:
3412-3420.

10. Scanlan MJ, Gure AO, Jungbluth AA, Old LJ, Chen YT (2002) Cancer/
testis antigens: an expanding family of targets for cancer immunotherapy.
Immunol Rev 188: 22-32.

11. Almeida LG, Sakabe NJ, deOliveira AR, Silva MC, Mundstein AS, et al.
(2009) CTdatabase: a knowledge-base of high-throughput and curated
data on cancer-testis antigens. Nucleic Acids Res 37: D816-819.

12. The Ludwig Institute for Cancer Research, 2013. CT database. [Online]
Available at: http://www.cta.lncc.br/ [Accessed 18 November 2013].

13. Van Baren N, Brasseur F, Godelaine D, Hames G, Ferrant A, et al. (1999)
Genes encoding tumour-specifc antigens are expresed in human
myeloma cells. Blood 94: 1156-1164.

14. Baba T, Shiota H, Kuroda K, Shigematsu Y, Ichiki Y, et al. (2013) Cancer/
testis antigen expression as a predictor for epidermal growth factor
receptor mutation and prognosis in lung adenocarcinoma. Eur J
Cardiothorac Surg 43: 759-764.

15. Chiriva-Internati M, Ferrari R, Yu Y, Hamrick C, Gagliano N, et al. (2008)
AKAP-4: a novel cancer testis antigen for multiple myeloma. Br J
Haematol 140: 465-468.

16. Goodyear O, Piper K, Khan N, Starczynski J, Mahendra P et al (2005)
CD8+ T cells specific for cancer germline gene antigens are found in
many patients with multiple myeloma, and their frequency correlates
with disease burden. Blood 106: 4217-4224.

17. Jungbluth AA, Ely S, DiLiberto M, Niesvizky R, Williamson B, et al.
(2005) The cancer-testis antigens CT7 (MAGE-C1) and MAGE-A3/6 are
commonly expressed in multiple myeloma and correlate with plasma-cell
proliferation. Blood 106: 167-174.

18. Taylor BJ, Reiman T, Pittman JA, Keats JJ, de Bruijn DR, et al. (2005) SSX
cancer testis antigens are expressed in most multiple myeloma patients:
co-expression of SSX1, 2, 4, and 5 correlates with adverse prognosis and
high frequencies of SSX-positive PCs. J Immunother 28: 564-575.

19. Atanackovic D, Hildebrandt Y, Jadczak A, Cao Y, Luetkens T, et al. (2010)
Cancer-testis antigens MAGE-C1/CT7 and MAGE-A3 promote the
survival of multiple myeloma cells. Haematologica 95: 785-793.

20. Andrade VC, Vettore AL, Felix RS, Almieda MS, de Carvalho F, et al.
(2008) Prognostic impact of cancer/testis antigen expression in advanced
stage multiple myeloma patients. Cancer Immun 8:2.

21. Swerdlow S, Campo E, Jaffe E, Harris N, Pileri S, et al. (2008) WHO
Classification of Tumours of Haematopoietic and Lymphoid Tissues.
International Agency for Research on Cancer 4th ED: 200-213.

22. Robinson J (1993) Handbook of flow cytometry methods. New York:
John Wiley-Liss.

Citation: Shires K, Teuchert A, Wienand K, Shankland I, Novitzky N (2016) Cancer/Testis Antigen Expression Panel Incorporating MAGEC1 and
BAGE2 Predicts Multiple Myeloma Disease Stage and Severity. J Hematol Thrombo Dis 4: 240. doi:10.4172/2329-8790.1000240

Page 7 of 8

J Hematol Thrombo Dis
ISSN:2329-8790 JHTD, an open access journal

Volume 4 • Issue 2 • 1000240

http://www.ncbi.nlm.nih.gov/pubmed/15561686
http://www.ncbi.nlm.nih.gov/pubmed/15561686
http://www.ncbi.nlm.nih.gov/pubmed/17996585
http://www.ncbi.nlm.nih.gov/pubmed/17996585
http://www.ncbi.nlm.nih.gov/pubmed/1175123
http://www.ncbi.nlm.nih.gov/pubmed/1175123
http://www.ncbi.nlm.nih.gov/pubmed/12528874
http://www.ncbi.nlm.nih.gov/pubmed/12528874
http://www.ncbi.nlm.nih.gov/pubmed/12528874
http://www.ncbi.nlm.nih.gov/pubmed/16155017
http://www.ncbi.nlm.nih.gov/pubmed/16155017
http://www.ncbi.nlm.nih.gov/pubmed/16155017
http://www.ncbi.nlm.nih.gov/pubmed/2044058
http://www.ncbi.nlm.nih.gov/pubmed/2044058
http://www.ncbi.nlm.nih.gov/pubmed/21765020
http://www.ncbi.nlm.nih.gov/pubmed/21765020
http://www.ncbi.nlm.nih.gov/pubmed/21765020
http://www.ncbi.nlm.nih.gov/pubmed/21765020
http://stage.myeloma.org/pdfs/Durie_Articles/3-1975.pdf
http://stage.myeloma.org/pdfs/Durie_Articles/3-1975.pdf
http://stage.myeloma.org/pdfs/Durie_Articles/3-1975.pdf
http://www.ncbi.nlm.nih.gov/pubmed/15809451
http://www.ncbi.nlm.nih.gov/pubmed/15809451
http://www.ncbi.nlm.nih.gov/pubmed/15809451
http://www.ncbi.nlm.nih.gov/pubmed/12445278
http://www.ncbi.nlm.nih.gov/pubmed/12445278
http://www.ncbi.nlm.nih.gov/pubmed/12445278
http://www.ncbi.nlm.nih.gov/pubmed/18838390
http://www.ncbi.nlm.nih.gov/pubmed/18838390
http://www.ncbi.nlm.nih.gov/pubmed/18838390
http://www.ncbi.nlm.nih.gov/pubmed/10438702
http://www.ncbi.nlm.nih.gov/pubmed/10438702
http://www.ncbi.nlm.nih.gov/pubmed/10438702
http://www.ncbi.nlm.nih.gov/pubmed/22826471
http://www.ncbi.nlm.nih.gov/pubmed/22826471
http://www.ncbi.nlm.nih.gov/pubmed/22826471
http://www.ncbi.nlm.nih.gov/pubmed/22826471
http://www.ncbi.nlm.nih.gov/pubmed/18217892
http://www.ncbi.nlm.nih.gov/pubmed/18217892
http://www.ncbi.nlm.nih.gov/pubmed/18217892
http://www.ncbi.nlm.nih.gov/pubmed/16144804
http://www.ncbi.nlm.nih.gov/pubmed/16144804
http://www.ncbi.nlm.nih.gov/pubmed/16144804
http://www.ncbi.nlm.nih.gov/pubmed/16144804
http://www.ncbi.nlm.nih.gov/pubmed/15761016
http://www.ncbi.nlm.nih.gov/pubmed/15761016
http://www.ncbi.nlm.nih.gov/pubmed/15761016
http://www.ncbi.nlm.nih.gov/pubmed/15761016
http://www.ncbi.nlm.nih.gov/pubmed/16224274
http://www.ncbi.nlm.nih.gov/pubmed/16224274
http://www.ncbi.nlm.nih.gov/pubmed/16224274
http://www.ncbi.nlm.nih.gov/pubmed/16224274
http://www.ncbi.nlm.nih.gov/pubmed/20015885
http://www.ncbi.nlm.nih.gov/pubmed/20015885
http://www.ncbi.nlm.nih.gov/pubmed/20015885
http://www.ncbi.nlm.nih.gov/pubmed/18237105
http://www.ncbi.nlm.nih.gov/pubmed/18237105
http://www.ncbi.nlm.nih.gov/pubmed/18237105
http://apps.who.int/bookorders/anglais/detart1.jsp?codlan=1&codcol=70&codcch=4002
http://apps.who.int/bookorders/anglais/detart1.jsp?codlan=1&codcol=70&codcch=4002
http://apps.who.int/bookorders/anglais/detart1.jsp?codlan=1&codcol=70&codcch=4002
http://dx.doi.org/10.4172/2329-8790.1000240


23. Fonseca R, Barlogie B, Bataille R, Bastard C, Bergsagel PL, et al. (2004)
Genetics and cytogenetics of multiple myeloma: a workshop report.
Cancer Res 64: 1546-1558.

24. Yuasa T, Okamoto K, Kawakami T, Mishina M, Ogawa O, et al. (2001)
Expression patterns of cancer testis antigens in testicular germ cell
tumors and adjacent testicular tissue. J Urol 165: 1790-1794.

25. Kessler J, Beekman N, Bres-Vloemans S, Verdijk P, van Veelen P, et al.
(2001) Efficient identification of Novel Hla-A* 0201-Presented Cytotoxic
T Lymphocyte Epitopes in the Widely Expressed Tumor Antigen Prame
by Proteosome-Mediated Digestion Analysis. J Exp Med 193: 73-88.

26. Wang Z, Zhang Y, Liu H, Salati E, Chiriva-Internati M, et al. (2003) Gene
expression and immunologic consequence of SPAN-Xb in myeloma and
other hematologic malignancies. Blood 101: 955-960.

27. van Laar JM, Melchers M, Teng YK, van der Zouwen B, Mohammadi R,
et al. (2007) Sustained secretion of immunoglobulin by long-lived human
tonsil plasma cells. Am J Pathol 171: 917-927.

28. Wienand K, Shires K (2015) The use of MAGE C1 and flow cytometry to
determine the malignant cell type in multiple myeloma. PLoS One 10:
e0120734.

29. Herrinton LJ, Demers PA, Koepsell TD, Weiss NS, Daling JR, et al. (1993)
Epidemiology of the M-component immunoglobulin types of multiple
myeloma. Cancer Causes Control 4: 83-92.

30. (2015) Myeloma incidence stats. Cancer Research UK.
31. (2015) SEER stat fact sheet: Myeloma. National cancer institute.
32. van Rhee F, Szmania SM, Zhan F, Gupta SK, Pomtree M, et al. (2005) NY-

ESO-1 is highly expressed in poor-prognosis multiple myeloma and
induces spontaneous humoral and cellular immune responses. Blood 105:
3939-3944.

33. Zhang J, Sun W, Huang Z, Chen S, Zhong Y, et al. (2014) Light chain
multiple myeloma, clinic features, responses to therapy and survival in a
long-term study. World J Surg Oncol 12: 234-236.

34. Nowakowski GS, Witzig TE, Dingli D, Tracz MJ, Gertz MA, et al. (2005)
Circulating plasma cells detected by flow cytometry as a predictor of
survival in 302 patients with newly diagnosed multiple myeloma. Blood
106: 2276-2279.

35. Dimopoulos MA, Barlogie B, Smith TL, Alexanian R (1991) High serum
lactate dehydrogenase level as a marker for drug resistance and short
survival in multiple myeloma. Ann Intern Med 115: 931-935.

36. Kim JE, Yoo C, Lee DH, Kim SW, Lee JS, et al. (2010) Serum albumin
level is a significant prognostic factor reflecting disease severity in
symptomatic multiple myeloma. Ann Hematol 89: 391-397.

37. Dhodapkar MV, Osman K, Teruya-Feldstein J, Filippa D, Hedvat CV, et al.
(2003) Expression of cancer/testis (CT) antigens MAGE-A1, MAGE-A3,
MAGE-A4, CT-7, and NY-ESO-1 in malignant gammopathies is
heterogeneous and correlates with site, stage and risk status of disease.
Cancer Immun 3:9.

38. Atanackovic D, Arfsten J, Cao Y, Gnjatic S, Schnieders F, et al. (2007)
Cancer testis antigens are commonly expressed in multiple myeloma and
induce systemic immunity following allogeneic stem cell transplantation.
Blood 109: 1103-1112.

39. Condomines M, Hose D, Raynaud P, Hundemer M, De Vos J, et al. (2007)
Cancer/testis genes in multiple myeloma: expression patterns and
prognosis value determined by microarray analysis. J Immunol 178:
3307-3315.

40. Shaughnessy JD Jr, Zhan F, Burington BE, Huang Y, Colla S, et al. (2007)
A validated gene expression model of high-risk multiple myeloma is
defined by deregulated expression of genes mapping to chromosome 1.
Blood 109: 2276-2284.

41. Cavo M, Galieni P, Zuffa E, Baccarani M, Gobbi M, et al. (1989)
Prognostic variables and clinical staging in multiple myeloma. Blood 74:
1774-1780.

42. Greipp PR, Lust JA, O'Fallon WM, Katzmann JA, Witzig TE, et al. (1993)
Plasma cell labeling index and beta 2-microglobulin predict survival
independent of thymidine kinase and C-reactive protein in multiple
myeloma. Blood 81: 3382-3387.

43. Anderson LD Jr, Cook DR, Yamamoto TN, Berger C, Maloney DG, et al.
(2011) Identification of MAGE-C1 (CT-7) epitopes for T-cell therapy of
multiple myeloma. Cancer Immunol Immunother 60: 985-997.

44. de Carvalho F, Costa ET, Camargo AA, Gregorio JC, Masotti C, et al.
(2011) Targeting MAGE-C1/CT7 expression increases cell sensitivity to
the proteasome inhibitor bortezomib in multiple myeloma cell lines. PLoS
One 6: e27707.

45. Alexandrakis MG, Passam FH, Kyriakou DS, Dambaki K, Niniraki M, et
al. (2004) Ki-67 proliferation index: correlation with prognostic
parameters and outcome in multiple myeloma. Am J Clin Oncol 27: 8-13.

46. Smadja N, Leroux D, Soulier J, Dumont S, Arnould C, et al. (2003)
Further cytogenetic characterization of multiple myeloma confirms that
14q32 translocations are a very rare event in hyperdiploid cases. Genes,
Chromosomes and Cancer 38: 234-239.

 

Citation: Shires K, Teuchert A, Wienand K, Shankland I, Novitzky N (2016) Cancer/Testis Antigen Expression Panel Incorporating MAGEC1 and
BAGE2 Predicts Multiple Myeloma Disease Stage and Severity. J Hematol Thrombo Dis 4: 240. doi:10.4172/2329-8790.1000240

Page 8 of 8

J Hematol Thrombo Dis
ISSN:2329-8790 JHTD, an open access journal

Volume 4 • Issue 2 • 1000240

http://www.ncbi.nlm.nih.gov/pubmed/14989251
http://www.ncbi.nlm.nih.gov/pubmed/14989251
http://www.ncbi.nlm.nih.gov/pubmed/14989251
http://www.ncbi.nlm.nih.gov/pubmed/11342977
http://www.ncbi.nlm.nih.gov/pubmed/11342977
http://www.ncbi.nlm.nih.gov/pubmed/11342977
http://www.ncbi.nlm.nih.gov/pubmed/11136822
http://www.ncbi.nlm.nih.gov/pubmed/11136822
http://www.ncbi.nlm.nih.gov/pubmed/11136822
http://www.ncbi.nlm.nih.gov/pubmed/11136822
http://www.ncbi.nlm.nih.gov/pubmed/12393489
http://www.ncbi.nlm.nih.gov/pubmed/12393489
http://www.ncbi.nlm.nih.gov/pubmed/12393489
http://www.ncbi.nlm.nih.gov/pubmed/17690187
http://www.ncbi.nlm.nih.gov/pubmed/17690187
http://www.ncbi.nlm.nih.gov/pubmed/17690187
http://www.ncbi.nlm.nih.gov/pubmed/25793710
http://www.ncbi.nlm.nih.gov/pubmed/25793710
http://www.ncbi.nlm.nih.gov/pubmed/25793710
http://www.ncbi.nlm.nih.gov/pubmed/8481497
http://www.ncbi.nlm.nih.gov/pubmed/8481497
http://www.ncbi.nlm.nih.gov/pubmed/8481497
http://www.ncbi.nlm.nih.gov/pubmed/15671442
http://www.ncbi.nlm.nih.gov/pubmed/15671442
http://www.ncbi.nlm.nih.gov/pubmed/15671442
http://www.ncbi.nlm.nih.gov/pubmed/15671442
http://www.ncbi.nlm.nih.gov/pubmed/25070574
http://www.ncbi.nlm.nih.gov/pubmed/25070574
http://www.ncbi.nlm.nih.gov/pubmed/25070574
http://www.ncbi.nlm.nih.gov/pubmed/15961515
http://www.ncbi.nlm.nih.gov/pubmed/15961515
http://www.ncbi.nlm.nih.gov/pubmed/15961515
http://www.ncbi.nlm.nih.gov/pubmed/15961515
http://www.ncbi.nlm.nih.gov/pubmed/1952489
http://www.ncbi.nlm.nih.gov/pubmed/1952489
http://www.ncbi.nlm.nih.gov/pubmed/1952489
http://www.ncbi.nlm.nih.gov/pubmed/12875607
http://www.ncbi.nlm.nih.gov/pubmed/12875607
http://www.ncbi.nlm.nih.gov/pubmed/12875607
http://www.ncbi.nlm.nih.gov/pubmed/12875607
http://www.ncbi.nlm.nih.gov/pubmed/12875607
http://www.ncbi.nlm.nih.gov/pubmed/17023585
http://www.ncbi.nlm.nih.gov/pubmed/17023585
http://www.ncbi.nlm.nih.gov/pubmed/17023585
http://www.ncbi.nlm.nih.gov/pubmed/17023585
http://www.ncbi.nlm.nih.gov/pubmed/17312182
http://www.ncbi.nlm.nih.gov/pubmed/17312182
http://www.ncbi.nlm.nih.gov/pubmed/17312182
http://www.ncbi.nlm.nih.gov/pubmed/17312182
http://www.ncbi.nlm.nih.gov/pubmed/17105813
http://www.ncbi.nlm.nih.gov/pubmed/17105813
http://www.ncbi.nlm.nih.gov/pubmed/17105813
http://www.ncbi.nlm.nih.gov/pubmed/17105813
http://www.ncbi.nlm.nih.gov/pubmed/2790201
http://www.ncbi.nlm.nih.gov/pubmed/2790201
http://www.ncbi.nlm.nih.gov/pubmed/2790201
http://www.ncbi.nlm.nih.gov/pubmed/8507875
http://www.ncbi.nlm.nih.gov/pubmed/8507875
http://www.ncbi.nlm.nih.gov/pubmed/8507875
http://www.ncbi.nlm.nih.gov/pubmed/8507875
http://www.ncbi.nlm.nih.gov/pubmed/21461886
http://www.ncbi.nlm.nih.gov/pubmed/21461886
http://www.ncbi.nlm.nih.gov/pubmed/21461886
http://www.ncbi.nlm.nih.gov/pubmed/22110734
http://www.ncbi.nlm.nih.gov/pubmed/22110734
http://www.ncbi.nlm.nih.gov/pubmed/22110734
http://www.ncbi.nlm.nih.gov/pubmed/22110734
http://www.ncbi.nlm.nih.gov/pubmed/14758126
http://www.ncbi.nlm.nih.gov/pubmed/14758126
http://www.ncbi.nlm.nih.gov/pubmed/14758126
http://www.ncbi.nlm.nih.gov/pubmed/14506697
http://www.ncbi.nlm.nih.gov/pubmed/14506697
http://www.ncbi.nlm.nih.gov/pubmed/14506697
http://www.ncbi.nlm.nih.gov/pubmed/14506697
http://dx.doi.org/10.4172/2329-8790.1000240

	Contents
	Cancer/Testis Antigen Expression Panel Incorporating MAGEC1 and BAGE2 Predicts Multiple Myeloma Disease Stage and Severity
	Abstract
	Key words
	Introduction
	Materials and Methods
	Patient selection, diagnosis and disease staging
	PCPI and aneuploidy
	CTA qualitative mRNA expression

	Results
	Development of the qualitative CTA expression assay
	Links between the number of CTAs expressed and disease characteristics
	Expression profiles of specific CTAs in MM
	Association between CTAs

	Discussion
	Acknowledgements
	References


