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Research Groups
Machine Learning Group (Gianluca Bontempi)

10 researchers (2 Profs, 1 postDoc, 7 PhD students), 2 graduate
students).

Research topics : Bioinformatics, Classification, Regression, Time
series prediction, Sensor networks.

Website : http://www.ulb.ac.be/di/mlg.

Scientific collaborations in ULB : IRIDIA (Sciences Appliquées),
Physiologie Molculaire de la Cellule (IBMM), Conformation des
Macromolcules Biologiques et Bioinformatique (IBMM), CENOLI
(Sciences), Functional Genomics Unit (Institut Jules Bordet), Service
d’Anesthesie (Erasme).

Scientific collaborations outside ULB : UCL Machine Learning Group
(B), Politecnico di Milano (I), Universitá del Sannio (I), George
Mason University (US).

The MLG is part to the ”Groupe de Contact FNRS” on Machine
Learning and to CINBIOS: http://babylone.ulb.ac.be/Joomla/.
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Research Groups
Functional Genomics Unit (Christos Sotiriou)

9 researchers (1 Prof, 5 postDocs, 3 PhD students), 5 technicians.

Research topics : Genomic analyses, clinical studies and translational
research.

Website :
http://www.bordet.be/en/services/medical/array/practical.htm.

National scientific collaborations : ULB, Erasme, ULg, Gembloux,
IDDI.

International scientific collaborations : Genome Institute of Singapore,
John Radcliffe Hospital, Karolinska Institute and Hospital, MD
Anderson Cancer Center, Netherlands Cancer Institute, Swiss Institute
for Experimental Cancer Research, NCI/NIH, Gustave-Roussy
Institute.
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Part I

Breast Cancer and Prognosis
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Breast Cancer

Breast cancer is a global public health issue.

It is the most frequently diagnosed malignancy in women in the
western world and the commonest cause of cancer death for European
and American women.

In Europe, one out of eight to ten women, depending on the country,
will develop breast cancer during their lifetime.
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5–15% for the various microarray platforms, 
whereas it was 10–20% for between-labora-
tory replicates. These results are in line with 
— or possibly better than — those reported 
for the immunohistochemical assessment 
of hormone receptors in breast tumours11,12. 
There was an average 89% overlap of the 
differentially expressed genes between test 
sites using the same platform and a 74% 
overlap across different microarray platforms. 
Interestingly, there was a high correlation 
between the ranks of log ratios among the 
microarrays, indicating that all platforms, 
which use different approaches to measure 

gene expression, were detecting similar 
changes in gene abundance. Similar results 
were reported by other investigators13.

Despite the positive outcome of these 
studies, which clearly demonstrated the 
technical robustness of microarray technol-
ogy performed under stringent conditions, 
further doubts have been raised regarding 
the reliability of this new tool in clinical 
applications such as disease diagnostics, 
staging, prognostication and treatment 
prediction. This scepticism finds its roots in 
several microarray studies that investigated 
the same clinical problem (for example, 

the prediction of good outcome versus 
poor outcome) but generated different 
gene-expression classifiers with only a small 
number of overlapping genes14. Again, there 
are several expected technical, analytical and 
biological reasons for these seemingly dis-
crepant results. These include the use of dif-
ferent microarray platforms with different 
probe sets and data normalization methods, 
as well as differences in the study popula-
tions. Two other major explanations are the 
lack of independent measurements between 
the expressed genes analysed during the 
microarray experiments and the often 

Box 1 | Microarray technology

The concept behind DNA chip or microarray technology relies on the accurate binding, or hybridization, of strands of DNA with their precise 
complementary copies in experimental conditions where one sequence is also bound onto a solid-state substrate73.

At present there are several DNA microarray platforms used for genome-wide gene-expression studies. The oligonucleotide-based microarrays are 
popular10,74. There are two major approaches to constructing oligonucleotide arrays: in the first, microarrays composed of short oligonucleotides (25 
bases) are synthesized directly onto a solid matrix using photolithographic technology (Affymetrix). Alternatively, microarrays composed of long 
oligonucleotides (55–70 bases) can either be deposited by an ink-jet printing process (Agilent) or spotted by a robotic printing process onto glass 
slides (CodeLink). The Affymetrix microarray system uses a single-colour detection scheme, whereby one sample is hybridized per chip. Agilent 
technology uses a two-colour scheme, whereby the same array is hybridized with two different samples.

RNA is extracted from frozen breast tumour samples collected either at surgery (a), or before treatment (b), labelled with a detectable marker 
(fluorescent dye), and hybridized to the array containing individual gene-specific probes. Gene-expression levels are estimated by measuring the 
fluorescent intensity for each gene probe. A gene-expression vector is then collected by summarizing the expression levels of each gene in the 
sample. To facilitate the comparison between the different experiments and compensate for differences in labelling, hybridizations and detection 
methods, a normalization step is usually performed.

Gene-expression prognostic classifiers are usually built by correlating gene-expression patterns, generated from tumour surgical specimens, with 
clinical outcome (development of distant metastases during follow-up) (a). Gene-expression predictive classifiers of response to treatment are 
generated by correlating gene-expression data, derived from biopsies taken before pre-operative systemic therapy, with clinical and/or pathological 
response to the given treatment (b).

PERSPECT IVES

546 | JULY 2007 | VOLUME 7  www.nature.com/reviews/cancer
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Current Clinical Tools for Prognosis
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Need to improve current clinical tools to detect patients who need
adjuvant systemic therapy.
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Potential of Genomic Technologies for Prognosis

In the nineties, new biotechnologies emerged:
I Human genome sequencing.
I Gene expression profiling (low to high-throughput).

Genomic data could be used to better understand cancer biology

. . . and to build efficient prognostic models.
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Part II

Gene Expression Profiling
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Biology Paradigm
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Gene Expression Profiling Technologies

There exist several technologies to measure the expression of genes.

Low throughput technologies such as RT-PCR, allow for measuring
the expression of a few genes.

High throughput technologies, such as microarrays, allow for
measuring simultaneously the expression of thousands of genes (whole
genome).

Microarray principles will be illustrated through the Affymetrix
technology.
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Microarray

A microarray is based on
I DNA fragments (probes) fixed on a solid support.
I Ordered position of probes.
I Principle of hybridization to a specific probe of complementary

sequence.
I Molecular labeling.

ß Simultaneous detection of thousands of sequences in parallel.
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Affymetrix GeneChip

Benjamin Haibe-Kains (ULB) Visit to the University of Coimbra October 17, 2008 14 / 57



Microarray Chip

AA
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Hybridization
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Detection
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Affymetrix Design
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Affymetrix Equipment
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Part III

Breast Cancer Molecular Subtypes
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Breast Cancer Subtypes

Early microarray studies showed that BC is a molecularly
heterogeneous disease [Perou et al., 2000; Sorlie et al., 2001, 2003; Sotiriou

et al., 2003].
I Hierarchical clustering on microarray data [Sorlie et al., 2001]:

Fig. 1. Gene expression patterns of 85 experimental samples representing 78 carcinomas, three benign tumors, and four normal tissues, analyzed by hierarchical
clustering using the 476 cDNA intrinsic clone set. (A) The tumor specimens were divided into five (or six) subtypes based on differences in gene expression. The
cluster dendrogram showing the five (six) subtypes of tumors are colored as: luminal subtype A, dark blue; luminal subtype B, yellow; luminal subtype C, light
blue; normal breast-like, green; basal-like, red; and ERBB2!, pink. (B) The full cluster diagram scaled down (the complete 456-clone cluster diagram is available
as Fig. 4). The colored bars on the right represent the inserts presented in C–G. (C) ERBB2 amplicon cluster. (D) Novel unknown cluster. (E) Basal epithelial
cell-enriched cluster. (F) Normal breast-like cluster. (G) Luminal epithelial gene cluster containing ER.

Sørlie et al. PNAS ! September 11, 2001 ! vol. 98 ! no. 19 ! 10871
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Fig. 1. Gene expression patterns of 85 experimental samples representing 78 carcinomas, three benign tumors, and four normal tissues, analyzed by hierarchical
clustering using the 476 cDNA intrinsic clone set. (A) The tumor specimens were divided into five (or six) subtypes based on differences in gene expression. The
cluster dendrogram showing the five (six) subtypes of tumors are colored as: luminal subtype A, dark blue; luminal subtype B, yellow; luminal subtype C, light
blue; normal breast-like, green; basal-like, red; and ERBB2!, pink. (B) The full cluster diagram scaled down (the complete 456-clone cluster diagram is available
as Fig. 4). The colored bars on the right represent the inserts presented in C–G. (C) ERBB2 amplicon cluster. (D) Novel unknown cluster. (E) Basal epithelial
cell-enriched cluster. (F) Normal breast-like cluster. (G) Luminal epithelial gene cluster containing ER.

Sørlie et al. PNAS ! September 11, 2001 ! vol. 98 ! no. 19 ! 10871
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Breast Cancer Subtypes
Clinical Outcome

The molecular subtypes exhibited different clinical outcomes,
suggesting that the biological processes involved in patients’ survival
might be different.

prognosis and are associated with poor response to systemic
therapy (7, 8, 18, 19). Our findings of TP53 mutations in tumors
simultaneously expressing genes in the ERBB2 amplicon at high
levels supports previous observations of an interdependent role
for TP53 and ERBB2 (15, 20).

Identification of Tumor Subtypes using SAM Supervised by Patient
Survival. To search for additional sets of genes useful for tumor
classification, we performed SAM (16), using patient survival as
the supervising variable on the data set comprising the 76
carcinomas from which clinical data were available (i.e., exclud-
ing patient H6 and the second tumor in patient 65). Starting with
their expression values from the set of 1,753 genes (14), this
approach resulted in a list of 264 cDNA clones, using a signif-
icance threshold expected to produce fewer than 30 false posi-
tives. This SAM264 clone set was used to perform a hierarchical-
clustering analysis on all samples, and the resulting diagram
showed that almost all of the 264 cDNA clones that were selected
in this analysis fell into three main gene expression clusters, the
luminal!ER! cluster, the basal epithelial cluster that contained
keratins 5 and 17, and the previously described proliferation
cluster (Figs. 7 and 8, which are published as supporting infor-
mation). The branching patterns in the resulting dendrogram
organized the tumors into four main groups. The largest group
(Fig. 7, dark blue labels) consisted of tumors with the luminal!
ER! characteristics and corresponded almost exactly to the
luminal subtype A from Fig. 1. The genes comprising the ERBB2
amplicon from the intrinsic gene list were not included in the
SAM clone set, which resulted in a merging of the ERBB2!
subtype with the basal-like tumors into a larger group (Fig. 7, red
and pink sample names); notably, all but one of the basal-like
tumors clustered together on a distal branch within this larger
group. The luminal subtype C and the normal breast-like group
were seen, whereas the luminal subtype B samples were spilt

between subtypes A and C. In conclusion, 71 of 78 carcinomas
were organized into the same main subtypes when using the list
of 264 survival-correlated cDNA clones as compared with using
the intrinsic set of 456 clones (with only 81 genes overlap).

Correlations to Clinical Outcome. To investigate whether the five
different groups identified by hierarchical clustering may rep-
resent clinically distinct subgroups of patients, univariate sur-
vival analyses comparing the subtypes with respect to overall
survival and relapse-free survival were performed (Fig. 3). For
all of the following analyses, only 49 of the patients from the
prospective study with locally advanced disease and with no
distant metastases were used (see Statistical Analysis section).
Including the two patients with minor metastases did not influ-
ence the outcome of the survival analysis. The Kaplan–Meier
curves based on the subclasses from Fig. 1 showed a highly
significant difference in overall survival between the subtypes
(Fig. 3A, P " 0.01), with the basal-like and ERBB2! subtypes
associated with the shortest survival times. Similar results were
obtained with respect to relapse-free survival (Fig. 3B). These
two tumor subtypes were characterized by distinct variations in
gene expression that were different from the luminal subtype
tumors. Overexpression of the ERBB2 oncoprotein is a well-
known prognostic factor associated with poor survival in breast
cancer, which also was found for the ERBB2! group defined in
this study. The basal-like subtype may represent a different
clinical entity that is associated with shorter survival times and
a high frequency of TP53 mutations. Interestingly, the two
deaths among the T1!T2 tumors (new york 2, new york 3)
withdrawn from the data set for the purpose of the survival
analysis, occurred in this subgroup of tumors; both harbored
mutations in the TP53 gene.

We observed a difference in outcome for tumors classified as
luminal A versus luminal B ! C. Whereas the ER protein value

Fig. 3. Overall and relapse-free survival analysis of the 49 breast cancer patients, uniformly treated in a prospective study, based on different gene expression
classification. (A) Overall survival and (B) relapse-free survival for the five expression-based tumor subtypes based on the classification presented in Fig. 1 (luminals
B and C were considered one group). (C) Overall survival estimated for the six-subtype classification with the three different luminal subtypes presented in Fig.
1. (D) Overall survival based on the five-subtype classification presented in Figs. 2 Lower and 5.

Sørlie et al. PNAS " September 11, 2001 " vol. 98 " no. 19 " 10873
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Breast Cancer Subtypes
Early Results

These early studies showed similar results, i.e. ER and HER2
pathways are the main discriminators in breast cancer (confirmed by
[Kapp et al., 2006]).

However, this classification has strong limitations [Pusztai et al., 2006]:
I Instability: the results are hardly reproducible due to the instability of

the hierarchical clustering method in combination with microarray data
(high feature-to-sample ratio).

I Crispness: hierarchical clustering produces crisp partition of the dataset
(hard partitioning) without estimation of the classification uncertainty.

I Validation: the hierarchical clustering is hardly applicable to new data.
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Breast Cancer Subtypes
New Clustering Model

Because of these limitations we sought to develop a simple method to
identify the breast cancer subtypes.

ß We introduced a model-based clustering in a two-dimensional space
defined by the ESR1 and ERBB2 module scores [Wirapati et al., 2008;

Desmedt et al., 2008].
I We used the Bayesian information criterion (BIC) to select the most

likely number of subtypes.
I We validated our model (fitted on Wang et al. series) on 14

independent datasets.
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Breast Cancer Subtypes
Clustering Model
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Breast Cancer Subtypes
Validation
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Breast Cancer Subtypes
Clinical Outcome

ER-/HER2-: 20-25%

HER2+: 15-20%

ER+/HER2-: 60-70%

of the global population of
BC patients.

Node-negative untreated patients
NKI/TBG/UPP/UNT/MAINZ
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ER!/HER2!    119 111 91 83 78 71 68 64 53 46 37

HER2+    106 98 91 81 73 69 64 58 52 47 44

ER+/HER2!    516 507 487 462 435 410 363 319 282 257 223
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Breast Cancer Subtypes
New Clustering Model (dis)Advantages

Advantages:
I Simple model-based clustering:

F Easily applicable to new data.
F Returning for each patient the probability to belong to each subtype

(soft partitioning).

I Low dimensional space:
F Low computational cost to fit the model.
F Simple visualization of the results.

Disadvantages:
I Low dimensional space: which dimension could we add in order to find

another robust subtype?
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Part IV

Prognostic Gene Signatures
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Prognostic Gene Signatures

Use of microarray technology to improve current prognostic models
(NIH/St Gallen guidelines, NPI, AOL).

A typical microarray analysis dealing with breast cancer
prognostication involves 5 key steps:

1 Data preprocessing: quality controls and normalization.
2 Filtering: discard the genes exhibiting low expressions and/or low

variance.
3 Identification of a list of prognostic genes (called a gene signature).
4 Building of a prognostic model, i.e. combination of the expression of

the genes from the signature in order to predict the clinical outcome of
the patients.

5 Validation of the model performance and comparison with current
prognostic models.
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Prognostic Gene Signatures
Fishing Expedition

Prognostic models derived from gene expression data by looking for
genes associated with clinical outcome without any a priori biological
assumption [van’t Veer et al., 2002; Wang et al., 2005].
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Promising results but a lot criticisms from a statistical point of view.
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Prognostic Gene Signatures
Hypothesis-driven

Prognostic models were also derived from gene expression data based
on a biological assumption.

I Example: GGI [Sotiriou et al., 2006] was designed to discriminate
patients with low and high histological grade (proliferation).

I GGI was able to discriminate patients with intermediate histological
grade (HG2).
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Prognostic Gene Signatures
Independent Validation

These preliminary resulting were promising but validation was
required.

A first validation was published by the authors of the GENE70 and
GENE76 signatures in [van de Vijver et al., 2002] and [Foekens et al., 2006]

respectively.

Our group was involved in a second validation:
I Complete independence: the authors of the signatures were not aware

of the clinical data of the patients in the dataset.
I The statistical analyses were performed by an independent group.
I Aim: validate definitively the prognostic power of these two models in

order to start a large clinical trial called MINDACT (Microarray In
Node negative Disease may Avoid ChemoTherapy).
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Prognostic Gene Signatures
Independent Validation (cont.)

Although the performance in this validation series was less impressive
than in the original publications, GENE70 and GENE76 sufficiently
improved the current clinical models to go ahead with MINDACT.
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to standard Affymetrix protocols. Expression values for each gene were
calculated using Affymetrix GeneChip analysis software MAS 5.0. For
chip normalization, probe sets were scaled to a target intensity of
600, and scale mask filters were not selected. Chips with signal to noise
ratio < 24 were excluded. Each probe set was considered as a separate
gene. Genomic high- and low-risk groups were defined by Veridex
blinded to clinical data, as described previously (3, 4), using the array
based ER assay results and the 76-gene prognostic signature. The raw
and normalized gene expression data, together with the patient’s
characteristics are publicly available on GEO (http://www.ncbi.nlm.
nih.gov/geo), with accession number GSE 7390.

Statistical analyses. All statistical analyses were carried out by the
International Drug Development Institute, Brussels, Belgium, using SAS
version 9.1 and SPLUS version 7. Patient clinical data and outcomes were
blinded to Jules Bordet Institute and Veridex. The end points considered

in this study were time from diagnosis to distant metastases (TDM),
which was the end point used to identify the gene signature (3), and
overall survival, defined as time from diagnosis to death from any cause.

The main analytic approach used to validate the gene signature was
to estimate hazard ratios (HR), which quantified the relative risk of an
event in the high-risk group compared with the low-risk group. HRs
were estimated through Cox’s proportional hazard regression models,
stratified by clinical center to account for the possible heterogeneity in
patient selection or other potential confounders among the various
centers. HRs for the risk groups defined by the gene signature were
estimated with stratification for clinical risk, using the Adjuvant! Online
software13 to reflect the prognostic effect of the gene signature over and

Fig. 1. Kaplan-Meier curves by genomic risk group.The
HRs and log-rank tests are stratified by center. A,TDM.
B, overall survival.

13 http://www.adjuvantonline.com

IndependentValidation of the 76-Gene Signature

www.aacrjournals.org Clin Cancer Res 2007;13(11) June1, 20073209

GENE70 GENE76

ß Validation of GENE70 [Buyse et al., 2006] and GENE76 [Desmedt et al.,

2007].
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Prognostic Gene Signatures
Independent Validation (cont.)

We sought to compare the GGI to the GENE70 and GENE76
signatures in this validation series

. . . and showed that GGI has very similar performance [Haibe-Kains

et al., 2008b].!"#$%&'()*+,!"##$%!!&'() *++,&--.../012345647+89:/623-;)<;=";>)-(-'()

?9@4!A!2B!(
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Although all three concordance indices were highly signif-
icant, the 70-gene signature and GGI displayed a higher
concordance index compared to the 76-gene signature
(0.90 compared to 0.80; Figure 2A). However, this differ-
ence was not statistically significant (Table 2). In contrast,
the clinical risk calculated using AOL displayed a lower
concordance index value (0.69) compared to either ones
generated by the genomic signatures.

We next performed univariate and multivariate Cox anal-
yses, which included the traditional clinico-pathological
parameters, for each signature separately. The univariate
hazard ratios (HR) were 7.12 (95% CI: 2.52–20.11; p =
2.1 × 10-4), 3.18 (95% CI: 1.35–7.53; p = 8.4 – 10-3) and
5.85 (95% CI: 2.3–15; p = 2.1 – 10-4) for the 70-gene sig-
nature, 76-gene signature and the GGI respectively. We
additionally computed the HR for the clinical risk as
defined by AOL, which was not statistically significant for
DMFS evaluation in this cohort of patients (2.01; 95% CI:
0.89–4.5; p = 0.091). The log2 of these HR are illustrated
in Figure 2B. Although the HR of the 70-gene signature

and the GGI were higher than the HR of the 76-gene sig-
nature, the differences were not statistically significant
(see Table 2). Figure 3 illustrates the Kaplan-Meier esti-
mates of DMFS for the four groups of patients (two groups
with concordant results in risk assessment and two with
discordant results) for the different signatures two by two.

From the multivariate analyses (Table 3), we can conclude
that the three signatures added significant information to
the traditional parameters and were the strongest predic-
tive variables of DMFS, as reflected by their lowest p-val-
ues compared to the other variables. The additional
information of these signatures over the clinical risk was
also confirmed by the fact that the univariate HRs for the
three signatures remained similar when adjusted for the
clinical risk, with a HR of 7.25 (95% CI: 2.4–21.5; p = 3.5
– 10-4), 2.8 (95% CI: 1.2–6.8; p = 0.018) and 6.25 (95%
CI: 2.3–17; p = 3.3 – 10-4) for the 70-gene signature, 76-
gene signature and the GGI respectively.

Lastly, we combined the three gene signatures in order to
assess the potential improvement in BC prognostication.
We used a simple combination scheme that defined the
risk of a patient as the sum of the classifications (low-risk
= 0 and high-risk = 1) by the three gene signatures. As
illustrated in Supplementary Figure 1 in [Additional File
1], the patients for whom the three gene signature classifi-
cations were concordant are well defined, with only 2
patients relapsing in the low-risk group after 9 years of fol-
low up. However, the patients with discordant classifica-
tions exhibited good survival and their survival curves
were not distinguishable. The combination of the three
gene signatures did not yield significant improvement in
prognostication (the hazard ratio between the concordant
cases, i.e. 'All Low' and 'All High', is not significantly
higher than when each gene signature was considered sep-
arately), maybe due to their high concordance and the
sample size of the TBVDX series

Survival data with the full follow-up
We computed the concordance index of all the gene signa-
tures using the survival data with the full follow-up. The
three concordance indices were significant. We observed
higher concordance indices for the 70-gene signature and
GGI compared to the 76-gene signature (0.84 and 0.79 for
GENE70 and GGI respectively compared to 0.71 for

Venn diagram illustrating the classification of the tumor sam-ple according to the prognostic signaturesFigure 1
Venn diagram illustrating the classification of the 
tumor sample according to the prognostic signa-
tures. Dark red = high-risk patients and blue = low-risk 
patients. GENE70 = 70-gene signature, GENE76 = 76-gene 
signature, and GGI = Gene expression Grade Index.
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Table 2: P-values of the Student t test for the difference between concordance indices and hazard ratios for the 70-gene signature 
(GENE70), the 76-gene signature (GENE76), and the Gene expression Grade Index (GGI) risk classifications.

p-value for difference in concordance indices p-value for difference in hazard ratios

GENE70 vs GENE76 0.15 0.11
GENE70 vs GGI 0.53 0.42
GENE76 vs GGI 0.22 0.19

!"#$%&'()*+, !"##$%!! 746543210/...--&,++*)('& +89:/623-;)<;=";>)-(-'()

GENE76; Supplementary Figure 12 in [Additional File 1]).
This di!erence was not statistically signi"cant (Supple-
mentary Table 5 in [Additional File 1]) although we noted
a trend for GENE70 to have a higher concordance index (p
= 0.065). In contrast, the clinical risk calculated using AOL
displayed a lower concordance index value (0.69) com-
pared to either ones generated by the genomic signatures.

We next performed univariate and multivariate Cox anal-
yses, which included the traditional clinico-pathological
parameters, for each signature separately. The univariate
hazard ratios (HR) were 2.77 (95% CI: 1.41–5.43; p = 3.1
– 10 -3), 1.76 (95% CI: 0.92–3.34; p = 0.086) and 2.41
(95% CI: 1.29–4.5; p = 5.9 – 10 -3) for the 70-gene signa-

statistically signi"cant (see Supplementary Table 5 in
[Additional File 1]). Supplementary Figures 14–16 in
[Additional File 1] illustrate the Kaplan-Meier estimates of
DMFS for the four groups of patients for the di!erent sig-
natures two by two.

From the multivariate analyses (Supplementary Table 6 in
[Additional File 1]), we can conclude that the three signa-
tures added signi"cant information to the traditional
parameters and were the strongest predictive variables of
DMFS, as re#ected by their lowest p-values compared to
the other variables. We computed the univariate HRs
adjusted for the clinical risk, i.e. 2.8 (95% CI: 1.35–5.82;
p = 5.8 – 10 -3), 1.55 (95% CI: 0.81–2.97; p = 0.18) and
2.13 (95% CI: 1.12–4.02; p = 0.02) for the 70-gene signa-
ture, 76-gene signature and the GGI respectively.

Contrary to the analyses using the survival data censored
at 10 years, the HRs with and without adjustment for clin-
ical risk were not signi"cant for GENE76, highlighting the
decrease in performance we observed by using the survival
data with the full follow-up. This performance degrada-
tion was due to a group of late relapses occurring after 10
years of follow-up, classi"ed as low-risk by the three gene
signatures (see Supplementary Figure 17 in [Additional
File 1]).

We combined the three gene signatures using the method
described previously. In agreement with the results from

Forest plots (and 95% CI) for the three gene signatures and the Adjuvant! Online classification showing: A/the concord-ance indices, and B/the log2 hazard ratiosFigure 2

Forest plots (and 95% CI) for the three gene signa-

tures and the Adjuvant! Online classification showing: 

A/the concordance indices, and B/the log2 hazard 

ratios. GENE70 = 70-gene signature, GENE76 = 76-gene 

signature, GGI = Gene expression Grade Index and AOL = 

Adjuvant! Online.
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Prognostic Gene Signatures
A Single Gene?

From the validation studies, we learned that GGI yields similar
(sometimes better) performance than other gene signatures
[Haibe-Kains et al., 2008b].

Since GGI is a very simple model from a statistical and a biological
(proliferation genes) points of view, we challenged the use of complex
statistical methods for BC prognostication.

We compared simple to complex statistical methods to a single
proliferation gene (AURKA) [Haibe-Kains et al., 2008a].

ß Due to the complexity of microarray data, it is very hard to build
prognostic models statistically better than AURKA.
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Prognostic Gene Signatures
A Single Gene? (cont.)

Forestplot of the concordance index for each method in the training
set and the three validation sets:

A single gene for breast cancer prognostication?
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Part V

Subtypes and Prognosis
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Prognosis in Specific Subtypes

The first publications attempted to build a prognostic model from the
global population of BC patients.

In 2005 , Wang et al. were the first to divide the global population
based on ER status:

I As BC biology is very different according to the ER status, prognostic
models might be different too.

I They built a prognostic model for each subgroup of patients (ER+ and
ER-).

I To make a prediction, they used one of the two models depending on
the ER-status of the tumor.

I Unfortunately the group of ER- tumors was too small and their
corresponding model was not generalizable.
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Prognosis in Specific Subtypes
(cont.)

Recently, Teschendorff et al. built a new prognostic model for ER-
tumors [Teschendorff et al., 2007] and validated it [Teschendorff and Caldas,

2008] using large datasets.
I The signature is composed of 7 immune-related genes.

We showed in two meta-analyses [Wirapati et al., 2008; Desmedt et al.,

2008] that:
I Proliferation (AURKA) was the most prognostic factor in ER+/HER2-

tumors and the common driving force of the early gene signatures.
F Actually, these early signatures (e.g. GENE70, GENE76, GGI) are

prognostic in ER+/HER2- tumors only.

I Immune response (STAT1) is prognostic in ER-/HER2- and HER2+
tumors.

I Tumor invasion (PLAU or uPA) is prognostic in HER2+ tumors.

Finak et al. introduced a stroma-derived prognostic predictor (SDPP)
especially efficient in HER2+ tumors [Finak et al., 2008].
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Work in Progress

We plan to develop a new prognostic model integrating the breast
cancer subtypes identification in order to:

I Build prognostic gene signatures targeting a specific subtype.
I Build a global prognostic model able to predict the risk of the patients

having a tumor of ER-/HER2-, HER2+ or ER+/HER2- subtype.

. . . and to assess/compare its performance with current prognostic
models using the thorough statistical framework developed in
[Haibe-Kains et al., 2008a].

We already find a name, GENIUS, standing for

Gene Expression progNostic Index Using Subtypes ,
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Part VI

Conclusion
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Conclusion

Numerous studies confirmed the great potential of gene expression
profiling using microarrays to better understand cancer biology and to
improve current prediction models

This technology becomes more and more mature (MAQC [shi, 2006])
and is now ready for clinical applications.

The promising results of early publications were validated in different
independent studies.

Recent meta-analyses successfully recapitulated the main discoveries
made these late decades and refined our knowledge on breast cancer
biology.

We benefit from this strong basis to go a step further to improve
breast cancer prognosis using microarrays, especially by integrating
the breast cancer molecular subtypes identification.
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Thank you for your attention.

This presentation is available from http://www.ulb.ac.be/di/map/

bhaibeka/papers/haibekains2008microarrays.pdf.

Benjamin Haibe-Kains (ULB) Visit to the University of Coimbra October 17, 2008 44 / 57

http://www.ulb.ac.be/di/map/bhaibeka/papers/haibekains2008microarrays.pdf
http://www.ulb.ac.be/di/map/bhaibeka/papers/haibekains2008microarrays.pdf


Part VII

Bibliography

Benjamin Haibe-Kains (ULB) Visit to the University of Coimbra October 17, 2008 45 / 57



Bibliography I

The microarray quality control (maqc) project shows inter- and intraplatform
reproducibility of gene expression measurements. Nat Biotech, 24(9):1151–1161,
2006. URL http://dx.doi.org/10.1038/nbt1239.

Marc Buyse, Sherene Loi, Laura van’t Veer, Giuseppe Viale, Mauro Delorenzi,
Annuska M. Glas, Mahasti Saghatchian d’Assignies, Jonas Bergh, Rosette Lidereau,
Paul Ellis, Adrian Harris, Jan Bogaerts, Patrick Therasse, Arno Floore, Mohamed
Amakrane, Fanny Piette, Emiel Rutgers, Christos Sotiriou, Fatima Cardoso, and
Martine J. Piccart. Validation and Clinical Utility of a 70-Gene Prognostic Signature
for Women With Node-Negative Breast Cancer. J. Natl. Cancer Inst., 98(17):
1183–1192, 2006. doi: 10.1093/jnci/djj329. URL
http://jnci.oxfordjournals.org/cgi/content/abstract/jnci;98/17/1183.

Benjamin Haibe-Kains (ULB) Visit to the University of Coimbra October 17, 2008 46 / 57

http://dx.doi.org/10.1038/nbt1239
http://jnci.oxfordjournals.org/cgi/content/abstract/jnci;98/17/1183


Bibliography II

Christine Desmedt, Fanny Piette, Sherene Loi, Yixin Wang, Francoise Lallemand,
Benjamin Haibe-Kains, Giuseppe Viale, Mauro Delorenzi, Yi Zhang,
Mahasti Saghatchian d’Assignies, Jonas Bergh, Rosette Lidereau, Paul Ellis, Adrian L.
Harris, Jan G.M. Klijn, John A. Foekens, Fatima Cardoso, Martine J. Piccart, Marc
Buyse, Christos Sotiriou, and on behalf of the TRANSBIG Consortium. Strong Time
Dependence of the 76-Gene Prognostic Signature for Node-Negative Breast Cancer
Patients in the TRANSBIG Multicenter Independent Validation Series. Clin Cancer
Res, 13(11):3207–3214, 2007. doi: 10.1158/1078-0432.CCR-06-2765. URL
http://clincancerres.aacrjournals.org/cgi/content/abstract/13/11/3207.

Christine Desmedt, Benjamin Haibe-Kains, Pratyaksha Wirapati, Marc Buyse, Denis
Larsimont, Gianluca Bontempi, Mauro Delorenzi, Martine Piccart, and Christos
Sotiriou. Biological Processes Associated with Breast Cancer Clinical Outcome
Depend on the Molecular Subtypes. Clin Cancer Res, 14(16):5158–5165, 2008. doi:
10.1158/1078-0432.CCR-07-4756. URL
http://clincancerres.aacrjournals.org/cgi/content/abstract/14/16/5158.

Benjamin Haibe-Kains (ULB) Visit to the University of Coimbra October 17, 2008 47 / 57

http://clincancerres.aacrjournals.org/cgi/content/abstract/13/11/3207
http://clincancerres.aacrjournals.org/cgi/content/abstract/14/16/5158


Bibliography III

Greg Finak, Nicholas Bertos, Francois Pepin, Svetlana Sadekova, Margarita
Souleimanova, Hong Zhao, Haiying Chen, Gulbeyaz Omeroglu, Sarkis Meterissian,
Atilla Omeroglu, Michael Hallett, and Morag Park. Stromal gene expression predicts
clinical outcome in breast cancer. Nat Med, 14(5):518–527, 2008. URL
http://dx.doi.org/10.1038/nm1764.

J. A. Foekens, D. Atkins, Y. Zhang, F. C. Sweep, N. Harbeck, A. Paradiso, T. Cufer,
A. M. Sieuwerts, D. Talantov, P. N. Span, V. C. Tjan-Heijnen, A. F. Zito, K. Specht,
H. Hioefler, R. Golouh, F. Schittulli, M. Schmitt, L. V. Beex, J. G. Klijn, and
Y. Wang. Multicenter validation of a gene expression–based prognostic signature in
lymph node–negative primary breast cancer. Journal of Clinical Oncology, 24(11),
2006.

B. Haibe-Kains, C. Desmedt, C. Sotiriou, and G. Bontempi. A comparative study of
survival models for breast cancer prognostication based on microarray data: does a
single gene beat them all? Bioinformatics, 24(19):2200–2208, 2008a. doi:
10.1093/bioinformatics/btn374. URL http:

//bioinformatics.oxfordjournals.org/cgi/content/abstract/24/19/2200.

Benjamin Haibe-Kains (ULB) Visit to the University of Coimbra October 17, 2008 48 / 57

http://dx.doi.org/10.1038/nm1764
http://bioinformatics.oxfordjournals.org/cgi/content/abstract/24/19/2200
http://bioinformatics.oxfordjournals.org/cgi/content/abstract/24/19/2200


Bibliography IV

Benjamin Haibe-Kains, Christine Desmedt, Fanny Piette, Marc Buyse, Fatima Cardoso,
Laura van’t Veer, Martine Piccart, Gianluca Bontempi, and Christos Sotiriou.
Comparison of prognostic gene expression signatures for breast cancer. BMC
Genomics, 9(1):394, 2008b. ISSN 1471-2164. doi: 10.1186/1471-2164-9-394. URL
http://www.biomedcentral.com/1471-2164/9/394.

Amy Kapp, Stefanie Jeffrey, Anita Langerod, Anne-Lise Borresen-Dale, Wonshik Han,
Dong-Young Noh, Ida Bukholm, Monica Nicolau, Patrick Brown, and Robert
Tibshirani. Discovery and validation of breast cancer subtypes. BMC Genomics, 7(1):
231, 2006. ISSN 1471-2164. doi: 10.1186/1471-2164-7-231. URL
http://www.biomedcentral.com/1471-2164/7/231.

Charles M. Perou, Therese Sorlie, Michael B. Eisen, Matt van de Rijn, Stefanie S.
Jeffrey, Christian A. Rees, Jonathan R. Pollack, Douglas T. Ross, Hilde Johnsen,
Lars A. Akslen, Oystein Fluge, Alexander Pergamenschikov, Cheryl Williams,
Shirley X. Zhu, Per E. Lonning, Anne-Lise Borresen-Dale, Patrick O. Brown, and
David Botstein. Molecular portraits of human breast tumours. Nature, 406(6797):
747–752, 2000. URL http://dx.doi.org/10.1038/35021093.

Benjamin Haibe-Kains (ULB) Visit to the University of Coimbra October 17, 2008 49 / 57

http://www.biomedcentral.com/1471-2164/9/394
http://www.biomedcentral.com/1471-2164/7/231
http://dx.doi.org/10.1038/35021093


Bibliography V

Lajos Pusztai, Chafika Mazouni, Keith Anderson, Yun Wu, and W. Fraser Symmans.
Molecular Classification of Breast Cancer: Limitations and Potential. Oncologist, 11
(8):868–877, 2006. doi: 10.1634/theoncologist.11-8-868. URL
http://theoncologist.alphamedpress.org/cgi/content/abstract/11/8/868.

T. Sorlie, C. M. Perou, R. Tibshirani, T. Aas, S. Geisher, H. Johnsen, T. Hastie, M. B.
Eisen, M. van de Rijn, S. S. Jeffrey, T. Thorsen, H. Quist, J. C. Matese., P. O.
Brown, D. Botstein, P. L. Eystein, and A. L. Borresen-Dale. Gene expression patterns
breast carcinomas distinguish tumor subclasses with clinical implications. Proc. Matl.
Acad. Sci. USA, 98(19):10869–10874, 2001.

T. Sorlie, R. Tibshirani, J. Parker, T. Hastie, J. S. Marron, A. Nobel, S. Deng,
H. Johnsen, R. Pesich, S. Geister, J. Demeter, C. Perou, P. E. Lonning, P. O. Brown,
A. L. Borresen-Dale, and D. Botstein. Repeated observation of breast tumor subtypes
in indepedent gene expression data sets. Proc Natl Acad Sci USA, 1(14):8418–8423,
2003.

C. Sotiriou, S. Y. Neo, L. M. McShane, E. L. Korn, P. M. Long, A. Jazaeri, P. Martiat,
S.B. Fox, A. L. Harris, and E. T. Liu. Breast cancer classification and prognosis based
on gene expression profiles from a population-based study. Proc. Natl. Acad. Sci.,
100(18):10393–10398, 2003.

Benjamin Haibe-Kains (ULB) Visit to the University of Coimbra October 17, 2008 50 / 57

http://theoncologist.alphamedpress.org/cgi/content/abstract/11/8/868


Bibliography VI

Christos Sotiriou, Pratyaksha Wirapati, Sherene Loi, Adrian Harris, Steve Fox, Johanna
Smeds, Hans Nordgren, Pierre Farmer, Viviane Praz, Benjamin Haibe-Kains,
Christine Desmedt, Denis Larsimont, Fatima Cardoso, Hans Peterse, Dimitry Nuyten,
Marc Buyse, Marc J. Van de Vijver, Jonas Bergh, Martine Piccart, and Mauro
Delorenzi. Gene Expression Profiling in Breast Cancer: Understanding the Molecular
Basis of Histologic Grade To Improve Prognosis. J. Natl. Cancer Inst., 98(4):
262–272, 2006. doi: 10.1093/jnci/djj052. URL
http://jnci.oxfordjournals.org/cgi/content/abstract/jnci;98/4/262.

Andrew Teschendorff and Carlos Caldas. A robust classifier of high predictive value to
identify good prognosis patients in er-negative breast cancer. Breast Cancer Research,
10(4):R73, 2008. ISSN 1465-5411. doi: 10.1186/bcr2138. URL
http://breast-cancer-research.com/content/10/4/R73.

Andrew Teschendorff, Ahmad Miremadi, Sarah Pinder, Ian Ellis, and Carlos Caldas. An
immune response gene expression module identifies a good prognosis subtype in
estrogen receptor negative breast cancer. Genome Biology, 8(8):R157, 2007. ISSN
1465-6906. doi: 10.1186/gb-2007-8-8-r157. URL
http://genomebiology.com/2007/8/8/R157.

Benjamin Haibe-Kains (ULB) Visit to the University of Coimbra October 17, 2008 51 / 57

http://jnci.oxfordjournals.org/cgi/content/abstract/jnci;98/4/262
http://breast-cancer-research.com/content/10/4/R73
http://genomebiology.com/2007/8/8/R157


Bibliography VII

M. J. van de Vijver, Y. D. He, L. van’t Veer, H. Dai, A. M. Hart, D. W. Voskuil, G. J.
Schreiber, J. L. Peterse, C. Roberts, M. J. Marton, M. Parrish, D. Atsma,
A. Witteveen, A. Glas, L. Delahaye, T. van der Velde, H. Bartelink, S. Rodenhuis,
E. T. Rutgers, S. H. Friend, and R. Bernards. A gene expression signature as a
predictor of survival in breast cancer. New England Journal of Medicine, 347(25):
1999–2009, 2002.

L. J. van’t Veer, H. Dai, M. J. van de Vijver, Y. D. He, A. A. Hart, M. Mao, H. L.
Peterse, K. van der Kooy, M. J. Marton, A. T. Witteveen, G. J. Schreiber, R. M.
Kerkhiven, C. Roberts, P. S. Linsley, R. Bernards, and S. H. Friend. Gene expression
profiling predicts clinical outcome of breast cancer. Nature, 415:530–536, 2002.

Y. Wang, J. G. Klijn, Y. Zhang, A. M. Sieuwerts, M. P. Look, F. Yang, D. Talantov,
M. Timmermans, M. E. Meijer van Gelder, J. Yu, T. Jatkoe, E. M. Berns, D. Atkins,
and J. A. Forekens. Gene-expression profiles to predict distant metastasis of
lymph-node-negative primary breast cancer. Lancet, 365:671–679, 2005.

Benjamin Haibe-Kains (ULB) Visit to the University of Coimbra October 17, 2008 52 / 57



Bibliography VIII

Pratyaksha Wirapati, Christos Sotiriou, Susanne Kunkel, Pierre Farmer, Sylvain
Pradervand, Benjamin Haibe-Kains, Christine Desmedt, Michail Ignatiadis, Thierry
Sengstag, Frederic Schutz, Darlene Goldstein, Martine Piccart, and Mauro Delorenzi.
Meta-analysis of gene expression profiles in breast cancer: toward a unified
understanding of breast cancer subtyping and prognosis signatures. Breast Cancer
Research, 10(4):R65, 2008. ISSN 1465-5411. doi: 10.1186/bcr2124. URL
http://breast-cancer-research.com/content/10/4/R65.

Benjamin Haibe-Kains (ULB) Visit to the University of Coimbra October 17, 2008 53 / 57

http://breast-cancer-research.com/content/10/4/R65


Part VIII

Appendix

Benjamin Haibe-Kains (ULB) Visit to the University of Coimbra October 17, 2008 54 / 57



Prognosis Using Subtypes
GENIUS: Analysis Design
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Tools

Bioinformatics softwares
I R is a widely used open source language and environment for statistical

computing and graphics
I Bioconductor is an open source and open development software

project for the analysis and comprehension of genomic data
I Java Treeview is an open source software for clustering visualization
I BRB Array Tools is a software suite for microarray analysis working as

an Excel macro
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Links

Personal webpage: http://www.ulb.ac.be/di/map/bhaibeka/

Machine Learning Group: http://www.ulb.ac.be/di/mlg

Functional Genomics Unit:
http://www.bordet.be/en/services/medical/array/practical.htm

Master in Bioinformatics at ULB and other belgian universities:
http://www.bioinfomaster.ulb.ac.be/
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