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Hyperpolarised 13C-MRI identifies the emergence
of a glycolytic cell population within intermediate-
risk human prostate cancer
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Hyperpolarised magnetic resonance imaging (HP 13C-MRI) is an emerging clinical technique

to detect [1-13C]lactate production in prostate cancer (PCa) following intravenous injection of

hyperpolarised [1-13C]pyruvate. Here we differentiate clinically significant PCa from indolent

disease in a low/intermediate-risk population by correlating [1-13C]lactate labelling on MRI

with the percentage of Gleason pattern 4 (%GP4) disease. Using immunohistochemistry and

spatial transcriptomics, we show that HP 13C-MRI predominantly measures metabolism in

the epithelial compartment of the tumour, rather than the stroma. MRI-derived tumour

[1-13C]lactate labelling correlated with epithelial mRNA expression of the enzyme lactate

dehydrogenase (LDHA and LDHB combined), and the ratio of lactate transporter expression

between the epithelial and stromal compartments (epithelium-to-stroma MCT4). We

observe similar changes in MCT4, LDHA, and LDHB between tumours with primary Gleason

patterns 3 and 4 in an independent TCGA cohort. Therefore, HP 13C-MRI can metabolically

phenotype clinically significant disease based on underlying metabolic differences in the

epithelial and stromal tumour compartments.
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Prostate cancer (PCa) is the second commonest and the fifth
deadliest male cancer worldwide with the global burden of
disease expected to double by 20401. The use of serum

prostate-specific antigen (PSA) testing has led to overdiagnosis of
non-aggressive disease, with 48 cases of PCa needing treatment to
avert one death2,3. Conversely, clinically significant PCa may be
undetected using screening modalities such as PSA and sys-
tematic biopsy, with more than half of patients continuing to
present with locally advanced and/or metastatic PCa4–6. Fur-
thermore, 27% of PCa patients enroled on active surveillance with
assumed indolent disease show histopathological disease pro-
gression during the first 5 years7. Consequently, there is a
pressing need to develop accurate and accessible risk-stratification
tools to differentiate indolent from clinically aggressive disease.

The recent international adoption of pre-biopsy magnetic
resonance imaging (MRI) as the first-line investigation in patients
with suspected clinically localised PCa8 has created a paradigm
shift in the PCa diagnostic pathway9. MRI has a negative pre-
dictive value above 90%10, avoids unnecessary biopsies in
~50%11, and reduces the over-detection of indolent disease by
~13%12. However, MRI has a relatively poor positive predictive
rate for detecting clinically significant PCa of ~35%13, meaning
histopathological confirmation is typically required, which in turn
is limited by the potential for sampling error and procedure-
associated complications14. Therefore, improving the diagnostic
performance of MRI and its specificity for aggressive disease
could reduce the requirement for tissue sampling and associated
patient morbidity.

Imaging the metabolic alterations that occur during tumour
development is a promising approach for improving the diag-
nostic potential of MRI. The Warburg effect is characterised by
lactate production even in normoxic conditions, which in turn
generates an acidic extracellular microenvironment that stimu-
lates metastasis15, promotes several metabolic pathways that
facilitate cellular proliferation, and provides a fuel source for
some cell subpopulations within the tumour16,17. Hyperpolarised
[1-13C]pyruvate MRI (HP 13C-MRI) is an emerging clinical
imaging technique18 that can probe the exchange of the hyper-
polarised 13C label between pyruvate and lactate, catalysed by the
enzyme lactate dehydrogenase (LDH)19. The first-in-human
study of the technique demonstrated elevated [1-13C]lactate
production in localised PCa20, with more recent studies demon-
strating a relationship between Gleason grade and increasing
lactate labelling21, as well as demonstrating a potential role for
imaging metastatic PCa22. Therefore, HP 13C-MRI is a promising
tool for addressing the diagnostic challenges presented by PCa.

Normal epithelial cells in the prostate are uniquely char-
acterised by high levels of aerobic glycolysis and low levels of
oxidative metabolism. This unusual metabolic phenotype is dri-
ven by the requirement to export citrate into the seminal fluid
that comes at the expense of truncating flux through the tri-
carboxylic (TCA) cycle as a result of zinc-induced inhibition of
m-aconitase23. Conversely, early-stage PCa cells exhibit a marked
decrease in zinc concentration, which has been linked to the
restoration of TCA cycle activity and oxidative metabolism24. A
number of preclinical and clinical studies have shown that early-
stage PCa cells may fuel TCA cycle activity by importing lactate
from neighbouring cancer-associated fibroblasts (CAFs)25–28, a
phenomenon also observed in other tumour types29,30. This
finding is underpinned by cell-specific expression of the mono-
carboxylate transporters 1 and 4 (MCT1/4), where MCT1 and
MCT4 are expressed mostly on tumour and stromal cells
respectively and mediate lactate/pyruvate influx (MCT1) and
lactate efflux (MCT4)28,31,32. In contrast, aggressive prostate
tumours and metastatic lesions demonstrate higher glycolytic
flux, driven partly by hypoxia-induced upregulation of glycolytic

enzymes33, and partly by the metabolic reprogramming that
results from genomic abnormalities, such as loss of PTEN34,35.
Therefore, higher glycolytic flux in high-grade tumours36 might
explain the increased [1-13C]lactate labelling in aggressive disease
compared to more oxidative early-stage lesions. HP 13C-MRI
offers the potential to non-invasively probe these changes in
tumour metabolism over time, and their early detection could be
used to differentiate indolent from aggressive disease.

This study investigated the role of HP 13C-MRI in patients
with low, intermediate, and high-risk PCa, to assess differences in
tumour metabolic phenotype. We compared this novel metabolic
imaging to standard-of-care measures of tumour aggressiveness,
immunohistochemical (IHC) expression of the transporters for
pyruvate and lactate (MCT1 and MCT4), and mRNA expression
of the enzyme subunits catalysing the exchange between the two
metabolites (LDHA and LDHB). We demonstrate correlations
between hyperpolarised [1-13C]lactate labelling, percentage of
Gleason pattern 4 (%GP4) disease, proton (1H) MRI-derived
apparent diffusion coefficient (ADC) as a measure of cellularity,
the number of tumour epithelial cells measured on histology,
combined epithelial LDH expression, and the epithelium-to-
stroma MCT4 ratio. We also tested these findings using an
independent dataset from The Cancer Genome Atlas (TCGA) to
provide a potential biological explanation for the increase in HP
[1-13C]lactate labelling in more aggressive human PCa, which
reflects the increasing glycolytic flux in tumour epithelial cells.

Results
Ten patients with biopsy-proven PCa underwent HP 13C-MRI
prior to robot-assisted radical prostatectomy (RARP) (Supple-
mentary Fig. 1). Post-surgical histopathological assessment of
whole-mount slides revealed the presence of 15 lesions (Supple-
mentary Table 1). Two tumours were excluded from the imaging
analysis due to technical failure of the HP 13C-MRI (one illu-
strated in Supplementary Fig. 2). Metabolic parameters were
derived from 13 tumours (Table 1), nine of which showed
International Society of Urological Pathology (ISUP) grade group
2 disease. Tumours were subdivided based on %GP4 as a more
refined pathological biomarker of tumour aggressiveness37,38 that
could be directly compared to the metabolic metrics which are
also continuous in nature.

HP 13C-MRI detects occult prostate lesions and enables non-
invasive metabolic phenotyping of multifocal disease. HP
[1-13C]lactate signal was observed exclusively within tumours in
all patients and not in other areas of the prostate, consistent with
previous reports20,21. Two lesions (an example is illustrated in
Fig. 1) were not reported prospectively on pre-biopsy mpMRI but
were detected retrospectively by correlating whole-mount histo-
pathology with HP [1-13C]lactate maps. This observation corro-
borates previous reports20,21 and highlights the potential added
value of HP 13C-MRI for more accurate evaluation of the burden
of multifocal disease and that could therefore be used to influence
management decisions, for example using focal therapy. Fur-
thermore, as illustrated in Fig. 1, both HP [1-13C]lactate signal-
to-noise ratio (lactate SNR) and kPL were significantly elevated in
lesions harbouring higher ISUP grade disease (the same was true
for tumours 3 and 4 in Table 1), in agreement with a previous
clinical report21 and preclinical work in this area39, showing the
potential of HP 13C-MRI to enable comparative characterisation
of tumour aggressiveness in multifocal PCa.

HP [1-13C]lactate labelling correlates with the percentage of
Gleason pattern 4 disease and tumour cellularity but not vas-
cular permeability. To further evaluate the relationship between
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HP 13C-MRI metabolic parameters and tumour aggressiveness,
the imaging metrics were correlated with standard-of-care
pathological (%GP4) and imaging (ADC) biomarkers of clini-
cally significant PCa. ADC maps were used to provide a clinical
measure of tissue cellularity, which can differentiate clinically
aggressive and indolent PCa40. Figure 2a and Supplementary
Table 2 show the Spearman correlation analysis which revealed

the presence of strong correlations between lactate SNR, %GP4
and mean ADC (rs= 0.65 and −0.69, P= 0.03 and 0.02,
respectively) with the latter two parameters intercorrelating
negatively (rs=−0.62, P= 0.03) as shown previously40. Lactate
SNR also demonstrated a strong positive correlation with
histopathology-derived tumour epithelial cell number (rs= 0.80,
P= 0.002; Fig. 2b, Supplementary Table 3), while no correlations

Table 1 Histopathological and imaging characteristics of prostate tumours included in the image analysis.

Tumour Final
Gleason score

Final ISUP
grade group

% GP4 Mean ADC Mean
lactate SNR

Mean
pyruvate SNR

Mean total
carbon SNR

Mean kPL

1 3+ 4 = 7 2 <5 1239.0 8 33 49 0.015
2 3+ 4 = 7 2 <5 1380.0 9 37 53 0.012
3 3+ 4 = 7 2 10 921.5 11 69 87 0.009
4 4+ 3 = 7 3 60 788.7 16 70 89 0.015
5 3+ 4 = 7 2 5 743.6 12 21 39 0.014
6 3+ 3 = 6 1 0 1074.0 6 19 27 0.011
7 3+ 4 = 7 2 15 845.0 15 22 37 0.004
8 3+ 4 = 7 2 30 721.0 14 26 51 0.005
9 3+ 4 = 7 2 20 1060.0 16 47 77 0.006
10 3+ 4 = 7 2 <5 763.1 40 68 112 0.018
11 3+ 4 = 7 2 <5 923.3 10 15 29 0.003
12 4+ 3 = 7 3 50 581.5 24 36 62 0.015
13 3+ 3 = 6 1 0 762.0 8 31 54 0.009

Mean ADC values are presented as 10−6 mm2/s, and mean kPL values are presented as s−1.
SNR signal-to-noise ratio, ISUP International Society of Urological Pathology, ADC apparent diffusion coefficient.

Fig. 1 Representative example of an MR-occult transition zone tumour detected on HP 13C-MRI. 64-year-old patient who underwent robot-assisted
radical prostatectomy (patient 8 in Supplementary Table 1). a Post-surgical histopathological assessment confirmed the diagnosis of multifocal
adenocarcinoma of the prostate. An International Society of Urological Pathology (ISUP) grade 3 target lesion was visible on 1H-MRI in the left peripheral
zone: Prostate Imaging-Reporting and Data System (PI-RADS) 5 target lesion; black region of interest (ROI); tumour 12 in Table 1 and Supplementary
Table 1). An additional 1H-MRI occult ISUP grade 1 lesion was present in the right transition zone: red ROI; tumour 13 in Table 1 and Supplementary Table 1.
b Standard-of-care T2-weighted MRI demonstrating a marked area of low signal intensity corresponding to the target lesion in the left peripheral zone.
c ADC map demonstrating a corresponding focus of markedly restricted diffusion in the left peripheral zone. d Dynamic contrast-enhanced (DCE) MRI
demonstrating the area of early enhancement in the left peripheral zone. e Pyruvate signal-to-noise ratio (SNR) map with two areas of high pyruvate signal,
both corresponding to histopathology-confirmed tumour foci. f Lactate SNR map demonstrating high [1-13C]lactate signal in the grade 3 left peripheral
zone lesion. g Total carbon SNR map showing higher signal in the left peripheral zone tumour. h kPL map (presented as s−1) showing a higher rate of
pyruvate-to-lactate conversion in the more aggressive left peripheral zone lesion.
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were observed between lactate SNR and tumour-associated stro-
mal cell number or tumour epithelium-to-stroma ratio derived
from the same ROIs (rs= 0.52 and 0.36, P= 0.07 and 0.22,
respectively; Fig. 2b, Supplementary Table 3). These findings
suggest that the [1-13C]lactate signal is driven by tumour epi-
thelial cell-specific metabolism and increases with the proportion
of a more aggressive histological subtype within intermediate-risk
tumours. We also observed significant positive correlations
between total carbon SNR and pyruvate SNR (rs= 0.90,
P < 0.0001; Fig. 2a, Supplementary Table 2). Finally, we saw no
significant correlations between Ktrans and HP 13C-MRI para-
meters (Supplementary Table 4), suggesting that the observed
variation in [1-13C]lactate labelling provided additional infor-
mation to that offered by measurements of tumour perfusion and
vascular permeability derived from quantitative assessment of
dynamic contrast-enhanced (DCE) MRI.

HP [1-13C]lactate labelling correlates with the epithelium-to-
stroma MCT4 ratio. To investigate the mechanisms driving HP
[1-13C]lactate labelling in the imaged lesions, we evaluated both
the overall expression and the tumour epithelial and stromal
distribution of MCT1 and MCT4 on IHC (Fig. 3a, Supplementary
Table 5). There was no difference in the overall expression of
MCT1 and MCT4 derived from both tumour epithelial and
stromal cells, although MCT1 was expressed predominantly on
epithelial cells and MCT4 primarily on stromal cells (Fig. 3a,
Supplementary Table 5). The epithelial MCT1 and stromal
MCT4 showed a trend that was negative with all the HP 13C-MRI
metabolic parameters, with a significant negative correlation
observed between stromal MCT4 and kPL (P= 0.009; Fig. 2b,
Supplementary Table 3). Importantly, the tumour epithelium-to-
stroma MCT4 ratio showed a positive correlation with the lactate
SNR (rs= 0.90, P= 0.002; Fig. 2b, Supplementary Table 3) that
was stronger than the correlation between epithelial MCT4 and
lactate SNR (rs= 0.36, P= 0.31), demonstrating the potentially
important role of metabolic compartmentalisation within the
tumour in the interpretation of HP 13C-MRI.

HP [1-13C]lactate labelling reflects an increase in the combined
LDHA and LDHB expression in the tumour epithelium. To
elucidate the impact of LDH expression on [1-13C]lactate labelling,
we quantified the mRNA expression of LDHA and LDHB in both
the tumour epithelial and stromal compartments (Fig. 3e, Supple-
mentary Table 5). There are five isoforms of LDH which contain
varying numbers of LDHA and LDHB subunits: the former subunit
exhibits a higher affinity towards pyruvate and therefore pre-
ferentially converts pyruvate to lactate and NADH to NAD+,
whereas LDHB demonstrates a higher affinity towards lactate,
resulting in a preferential conversion of lactate to pyruvate, and
NAD+ to NADH41. Quantifying LDHA and LDHB expression
separately enabled us to evaluate the relationship between iso-
enzyme pattern and [1-13C]lactate labelling, and we also assessed
the combined expression of the two genes since the steady-state
lactate concentration is determined by the total LDH activity42,43.
The overall LDHA mRNA expression from both tumour epithelial
and stromal cells was significantly lower compared to that of LDHB
(P= 0.01), with no difference observed between epithelium- and
stroma-derived LDHA and LDHB expression (Fig. 3e, Supple-
mentary Table 5). While two studies by the same group44,45 have
demonstrated overexpression of LDH5 in PCa epithelial cells using
IHC, the differential expression of epithelial and stromal LDHA or
LDHB in clinical PCa samples has not been demonstrated pre-
viously, which presents an interesting area for future studies.

Tumour epithelial LDHA expression correlated positively with
lactate SNR, pyruvate SNR, and kPL, with the latter two
correlations reaching statistical significance (rs= 0.64 and 0.66,
P= 0.04 and 0.03, respectively; Fig. 2b, Supplementary Table 3).
Epithelial LDHB was negatively correlated with HP 13C-MRI
parameters, although no correlations were significant (Supple-
mentary Table 3). Importantly, combined LDH expression in the
epithelium (LDHA and LDHB) showed a significant correlation
with lactate SNR (rs= 0.99, P < 0.001; Fig. 2b, Supplementary
Table 3). These results suggest that in the present cohort
consisting of low- and intermediate-risk PCa, [1-13C]lactate
labelling was driven predominantly by the combined LDH
expression rather than MCT1, which had been shown to play

Fig. 2 Correlation analysis of HP 13C-MRI metabolic parameters, 1H-MRI-derived apparent diffusion coefficient (ADC), %GP4, tumour cell
composition, and expression of MCT1, MCT4, LDHA, and LDHB. Heatmaps representing the correlations between HP 13C-MRI metabolic parameters and:
(a) 1H-MRI-derived ADC and histopathology-derived %GP4; and (b) histopathology-derived tumour epithelial and stromal cell numbers and the ratio of
tumour epithelial-to-stromal cells, and RNAscope-derived tumour epithelial LDHA and LDHB expression (average mRNA copies per cell), combined
epithelial LDH (summed copy numbers of LDHA and LDHB), and IHC-derived percentages of tumour and stromal cells expressing MCT1 and MCT4,
respectively. For each correlation pair, the values were extracted from single ROIs encompassing the whole tumours to allow for appropriate correlation of
the continuous quantitative outputs derived from different imaging and biological techniques used. Spearman’s correlation analysis was used in both cases,
with asterisks denoting statistically significant correlations and colour scales representing the range of individual rank correlation coefficients. Individual
Spearman’s rank correlation coefficients, their 95% confidence intervals, and P values for each of the presented correlation pairs are listed in
Supplementary Information.
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an important role in a previous clinical study assessing a different
patient cohort with higher grade prostate tumours in comparison
to the population studied here21.

HP [1-13C]lactate labelling in high percentage Gleason pattern
4 is associated with increased tumour epithelial LDH expres-
sion. To further investigate the mechanism by which the
increasing %GP4 contributes to higher lactate SNR, the ISUP
grade 2-3 lesions were divided into high %GP4 (n= 4) and low %
GP4 (n= 6), with %GP4 of 10% chosen as a cut-off value based on
previous studies46,47. We observed a significant increase in the
overall MCT4 expression in more aggressive disease (P= 0.02;
Fig. 3c, Supplementary Table 5), due to its increased expression on
tumour epithelial cells, as demonstrated by a significant increase
in the epithelium-to-stroma MCT4 ratio in high %GP4 lesions
(Fig. 3d, Supplementary Table 5). The epithelium-to-stroma
MCT4 ratio demonstrated very strong positive correlations with
lactate SNR and combined epithelial LDH expression (rs= 0.90
and 0.93, P= 0.002 and 0.001; Fig. 2b, Supplementary Table 3),
thereby suggesting an association between [1-13C]lactate labelling,
tumour LDH activity, and compartmentalised MCT4 expression.
In contrast, despite an apparent trend, no significant difference in
MCT1 expression was seen between low and high %GP4 lesions
(Fig. 3b, Supplementary Table 5). LDHA expression increased in
the high %GP4 group (P= 0.01; Fig. 3f, Supplementary Table 5),
and LDHB expression decreased (P= 0.04; Fig. 3g, Supplementary
Table 5), as demonstrated by a significant increase in the
LDHA/LDHB ratio (P= 0.006; Supplementary Table 5). Increased

LDHA and MCT4 expression in aggressive prostate lesions are in
agreement with previous studies36,48, and changes in LDHB have
been reported previously44,49,50. However, the role of total LDH
expression and individual isoenzyme pattern in the context of
clinical hyperpolarised 13C-MRI has not been elucidated in pre-
vious work and provides an important additional measure of
metabolism that can be used in future studies.

In addition, we hypothesised that the observed metabolic
switch towards a more glycolytic phenotype in high %GP4 would
be associated with changes in the expression of pyruvate
dehydrogenase (PDH), a multi-protein complex that regulates
flux through the TCA cycle by catalysing the conversion of
pyruvate to acetyl coenzyme A (CoA)51. To test this, we imaged
PDHA1 mRNA expression in addition to LDHA using RNAscope
(representative images shown in Supplementary Fig. 3) to
generate an LDHA/PDHA1 expression ratio as a marker of
glycolytic to oxidative metabolism that had been shown
previously to be elevated in metastatic prostate lesions22. In high
%GP4 tumours, PDHA1 was significantly lower compared to low
%GP4 tumours (Supplementary Fig. 3; Supplementary Table 6),
while LDHA/PDHA1 was significantly higher (Supplementary
Fig. 3; Supplementary Table 6), which provides indirect evidence
for a shift from oxidative to glycolytic metabolism associated with
the emergence of a more glycolytic cell population.

Single-gland analysis of MCT and LDH expression reveals
metabolic progression towards increased glycolysis in Gleason
pattern 5 glands. To assess whether the changes suggestive of

Fig. 3 Analysis of the overall and cell-specific expression patterns of MCT1, MCT4, LDHA, and LDHB between tumours with high and low percent
Gleason pattern 4. a Box-and-whisker plots comparing the overall and cell-specific IHC-derived expression of MCT1 and MCT4, measured as percentage
positive cells, in tumours imaged with HP 13C-MRI (n= 12 biologically independent samples). The figure also shows the overall, epithelial, and stromal
expression of: (b) MCT1 and (c) MCT4, in tumours with low (≤10%) and high (>10%) %GP4. d Epithelium-to-stroma MCT4 ratio in tumours with low and
high %GP4. Data in panels (b–d) were derived from n= 10 biologically independent samples. e Overall and compartmentalised RNAscope-derived
expression of LDHA and LDHB in tumours imaged with HP 13C-MRI (n= 13 biologically independent samples). f LDHA, and (g) LDHB expression, in tumours
with low and high %GP4 is also shown. h Combined epithelial LDH, measured as the summed LDHA and LDHB, in tumours with low and high %GP4. Data
in panels (f–h) were derived from n= 11 biologically independent samples. Centre lines represent the median values, boxes denote the interquartile ranges
(25th to 75th percentiles), and whiskers denote the minimum and maximum values. *P < 0.05; **P < 0.01, ***P < 0.001, ****P < 0.0001 were derived using
the two-sided Mann–Whitney U test, with the exact values presented in Supplementary Table 5. Source data are provided as a Source Data file.
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increased glycolytic flux in high %GP4 tumours were more pro-
nounced in the most aggressive GP5 glands, we evaluated MCT
and LDH expression in areas encompassing individual malignant
glands and adjacent stroma comprised of pure Gleason patterns
3, 4, and 5 (Supplementary Fig. 4). There were no significant
differences between any of the parameters extracted from GP3
and GP4 glands (Fig. 4; Supplementary Table 7), although the
overall trend resembled that observed in low and high %GP4
disease. However, GP5 glands showed significantly higher overall
MCT1 expression compared to GP4 glands due to both increased
tumour epithelial and stromal expression (Fig. 4a; Supplementary
Table 7), which is in agreement with previously published mRNA
expression data showing increased MCT1 in high-grade disease21.
The increase in MCT4 expression between GP5 glands and both
GP3 and GP4 disease was even more prominent (Fig. 4b; Sup-
plementary Table 7), and although there was an increase in both
epithelium and stroma MCT4, this was more marked in the
epithelial compartment, as shown by the epithelium-to-stroma
MCT4 ratio (Fig. 4c; Supplementary Table 7). LDHA expression
was also significantly higher in GP5 glands (Fig. 4d; Supple-
mentary Table 7), while LDHB expression was significantly lower
in GP5 glands compared to GP3 and GP4 glands (Fig. 4e; Sup-
plementary Table 7). The resulting combined epithelial LDH
expression was significantly higher in GP5 glands (Fig. 4f; Sup-
plementary Table 7). Representative IHC and RNAscope images
illustrating these findings are presented in Fig. 5.

To validate the observed increase in LDHA expression in
GP5 tumours, we analysed the nuclear expression of HIF-1α
using IHC (Supplementary Fig. 5; Supplementary Table 8). In
GP5 glands, the nuclear HIF-1α expression in both tumour
epithelial and stromal cells was significantly higher compared to
GP3 and GP4 glands (Supplementary Fig. 5; Supplementary
Table 8), which corroborates the increased expression of LDHA
shown above, as one of the key HIF-1α target genes52,53.

The LDHA/PDHA1 ratio was also significantly higher in GP5
glands compared to GP3 and GP4 disease (Supplementary
Fig. 3; Supplementary Table 9). Overall, these observations are
consistent with the known increase in glycolysis in late-stage
aggressive PCa36,48, while also in agreement with reports in
which changes in glycolysis could not differentiate GP3 and
GP4 disease, suggesting a step-change nature of the emergence
of a more glycolytic phenotype in GP5 disease54–56. These
findings provide further support for the importance of
increased tumour epithelial LDH expression with more
aggressive disease, which has direct implications for the clinical
use of HP 13C-MRI. In addition, these results demonstrate not
only increased MCT expression in high-grade tumours, but also
a relative redistribution of MCT4 expression from the stromal
to the epithelial compartment, as seen in both Fig. 3d and
Fig. 4c, which could be used as an early biomarker of an
increase in tumour epithelial glycolytic flux. However, it is
important to stress that while epithelial MCT4 expression
increases, stromal MCT4 expression is still considerably
higher in more aggressive disease.

TCGA data from a large prostatectomy cohort corroborates the
observed changes in MCT4, LDHA, and LDHB expression. To
assess the generalisability of the observed patterns in an inde-
pendent prostatectomy cohort, we analysed normalised RNA-Seq
by Expectation Maximisation (RSEM) data for SLC16A1 (MCT1),
SLC16A3 (MCT4), LDHA, and LDHB obtained from prosta-
tectomy samples of 498 patients as part of the TCGA-PRAD
study57,58. Since one of the key results of our study was the
differential [1-13C]lactate labelling in lesions with varying %GP4,
we grouped the TCGA-PRAD tumours by their primary Gleason
patterns to reflect this. Consistent with our IHC findings,
SLC16A1 expression showed no difference between lesions with

Fig. 4 Comparison of MCT1, MCT4, LDHA, LDHB, and combined epithelial LDHA and LDHB expression in malignant glands harbouring Gleason pattern
3, 4, and 5 disease. Box-and-whisker plots comparing the overall and cell-specific IHC-derived expression of: (a) MCT1, (b) MCT4, and (c) epithelium-to-
stroma MCT4 ratio, derived from regions of interest (ROIs) of malignant prostate glands and adjacent stroma harbouring GP3, GP4, and GP5 disease,
representing n= 79 biologically independent samples. The figure also shows RNAscope-derived: (d) LDHA, (e) LDHB, and (f) combined LDH expression
across GP3, GP4, and GP5 glands, representing n= 86, n= 89, and n= 86 biologically independent samples per panel, respectively. Centre lines represent
the median values, boxes denote the interquartile ranges (25th to 75th percentiles), and whiskers denote the minimum and maximum values. *P < 0.05;
**P < 0.01, ***P < 0.001, ****P < 0.0001 were derived using the two-sided Mann–Whitney U test, with the exact values presented in Supplementary Table 7.
Source data are provided as a Source Data file.
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primary GP3 and GP4 (Fig. 6a; Supplementary Table 10), while
SLC16A3 was significantly overexpressed in primary GP4 disease
(Fig. 6b; Supplementary Table 10). In line with our RNAscope
results, LDHA expression was higher and LDHB expression was
lower in primary GP4 lesions compared to primary GP3 disease
(Fig. 6c, d; Supplementary Table 10). Also, gene expression pat-
terns in primary GP3, GP4, and GP5 lesions (as demonstrated in
Fig. 6 and Supplementary Table 10), mirror those reported by our
single-gland analysis presented in Fig. 4 and Supplementary

Table 7. However, statistically significant differences in mRNA
expression between primary GP3-4 and GP5 lesions in the
TCGA-PRAD dataset were noted for only two genes, SLC16A3
(Fig. 6b, Supplementary Table 10) and LDHB (Fig. 6d, Supple-
mentary Table 10). This may be explained by the reduced sta-
tistical power of tests that assessed the primary GP5 data due to
the considerably lower number of primary GP5 tumours (n= 50)
in the TCGA-PRAD dataset compared to primary GP3 (n= 197)
and GP4 (n= 250) lesions.
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Fig. 5 Representative H&E, immunohistochemistry, and RNAscope images demonstrating changes in the overall and cell-type-specific expression of
MCT1, MCT4, LDHA, and LDHB in Gleason pattern 3, 4, and 5 disease. a–c Digitised haematoxylin-and-eosin images (H&E) showing GP3, GP4, and GP5
adenocarcinoma of the prostate, respectively. d–f MCT1 immunohistochemical staining of the same glands demonstrated expression which is
predominantly in tumour epithelium and is consistent across GP3, GP4, and GP5 glands. g–i Conversely, MCT4 immunohistochemical staining showed
predominantly stromal expression in GP3 and GP4 glands, and a shift towards tumour expression in GP5 glands, an observation reflected in the increased
epithelium-to-stroma MCT4 ratio detailed in the text. j–l RNAscope immunofluorescent staining for LDHA mRNA (spectrum gold) demonstrated the
gradual increase in the intensity of staining in the progression to GP5 disease. m–o Conversely, RNAscope immunofluorescent staining for LDHB mRNA
(spectrum white) revealed its decreasing expression in the progression to GP5 disease, while the combined LDH expression increased. Scale bars on
images (a, b, d, e, g, h), (c, f, i, l, o), and (j, k, m, n), denote 200 μm, 100 μm, and 10 μm, respectively.

a b c d

Fig. 6 Analysis of the TCGA-PRAD RNA sequencing profiles of SLC16A1, SLC16A3, LDHA, and LDHB in prostate cancer, derived from prostatectomy
samples. Mixed box-and-whisker and scatterplots comparing the RSEM normalised for (a) SLC16A1, (b) SLC16A3, (c) LDHA, and (d) LDHB mRNA
expression, in tumours with primary Gleason patterns 3, 4, and 5, representing n= 497 biologically independent samples. The RSEM values were
[log2(value-1)] transformed. The boxes denote the median values, and the whiskers denote the interquartile ranges (25th to 75th percentile). *P < 0.05;
**P < 0.01, ***P < 0.001, ****P < 0.0001 were derived using the two-sided Mann-Whitney U test, with the exact values presented in Supplementary
Table 10. The raw data behind this figure were originally obtained as part of the TCGA-PRAD study and downloaded from the CBioPortal57,58. Source data
are provided as a Source Data file.
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Discussion
This prospective study explored the mechanisms underpinning
increased [1-13C]lactate labelling in human PCa by correlating
non-invasive HP 13C-MRI with standard-of-care imaging and
pathological features of tumour aggressiveness, alongside assess-
ment of the differential cellular expression of genes and proteins
that influence lactate labelling. This included measurement of the
membrane transporters of pyruvate and lactate (MCT1, MCT4)
and mRNA for the enzymatic subunits that catalyse the exchange
between the two molecules (LDHA, LDHB), within tumour and
stromal cells. We also measured the expression of PDHA1 to
assess the potential for pyruvate entry into the TCA cycle and the
nuclear abundance of HIF-1α, a transcription factor that drives
LDHA expression.

Whole-mount prostatectomy specimens confirmed the ability
of HP 13C-MRI to detect occult areas of PCa on standard-of-care
mpMRI and showed strong correlations between [1-13C]lactate
signal, %GP4, and diffusion-weighted MRI measurements of
tissue cellularity. While ADC reflects total cellularity within a
region of interest, the strong relationship between lactate SNR
and the histologically-derived measure of tumour epithelial cell
number within a lesion demonstrates that [1-13C]lactate labelling
reports specifically on tumour epithelial cell metabolism. This
finding is supported by preferential expression of MCT1 in this
cellular compartment which facilitates the uptake of the hyper-
polarised [1-13C]pyruvate, as well as the increase in combined
epithelial LDH and overexpression of MCT4 on tumour epithelial
cells in high %GP4 disease, both of which show strong correla-
tions with [1-13C]lactate signal. In addition to providing a bio-
logical interpretation of HP 13C-MRI findings, these results have
implications for the future clinical translation of the technique.

Previous clinical studies have demonstrated a grade-dependent
increase in [1-13C]lactate labelling in PCa21, breast59 and renal60

tumours, which is also supported by the reported association
between a glycolytic phenotype and poor clinical outcomes in
these tumour types36,61,62. Here, we observed differences in
[1-13C]lactate signal in tumours of the same grade but a different
prevalence of Gleason pattern 4 disease, which suggests that HP
13C-MRI can detect subtle but clinically important intra-grade
metabolic heterogeneity, despite the limitations of its spatial
resolution, with as little as 10% of the tumour containing GP4
disease. While the observed metabolic profile of GP3 and GP4
glands was similar, this ability to non-invasively differentiate
tumours based on %GP4 will be particularly useful in the man-
agement of low-to-intermediate-risk disease on active surveil-
lance, for which this parameter is key to determining treatment63.
More specifically, HP 13C-MRI may improve baseline selection of
patients suitable for active surveillance enrolment, where men
harbouring tumours with high [1-13C]lactate labelling could be
considered for immediate radical treatment or be offered more
stringent follow-up to enable timely detection of any disease
progression. Furthermore, it may improve subsequent assessment
on surveillance by providing a quantitative metabolic measure of
tumour progression to supplement the subjective MRI-derived
Prostate Cancer Radiological Estimation of Change in Sequential
Evaluation (PRECISE) scoring system used in clinical practice64.
Finally, prospective validation of our findings in larger cohorts
will enable an increase in the statistical power for evaluating
metabolic differences between GP3 and low %GP4 lesions,
compared with high %GP4 and GP5 disease. Significant meta-
bolic differences between these subgroups would not only further
justify the suitability of this technique for active surveillance of
patients with low %GP4 disease, but also underpins the clinical
utility of HP 13C-MRI for non-invasive metabolic risk-
stratification of PCa.

Several groups have investigated the effects of monocarboxylate
transporter and lactate dehydrogenase expression and activity on
[1-13C]pyruvate metabolism21,22,48,59,65–67. [1-13C]Lactate label-
ling has been shown to correlate significantly with MCT1
expression in breast and prostate cancer patients21,59, and
experiments in vitro have demonstrated the importance of MCT1
for [1-13C]pyruvate-to-[1-13C]lactate conversion in selected cell
lines67. Increased MCT4 expression and LDH expression or
activity have also been shown to be distinct features of high-grade
and metastatic prostate tumours22,36,48. Here we have shown that
the key drivers of higher [1-13C]lactate labelling in the more
aggressive subtype of intermediate-risk PCa are the combined
tumour epithelial LDH (combined LDHA and LDHB), and the
associated increase in tumour epithelium-to-stroma MCT4
expression, with both markers demonstrating a much stronger
relationship with lactate SNR compared to epithelial MCT1 and
epithelial or stromal MCT4 alone. The observed pattern indicates
the emergence of a lactate-producing epithelial cell population in
high %GP4 lesions, and this study has identified tissue-based
biomarkers to detect this metabolic transformation such as
tumour epithelial LDHA, LDHB, PDHA1, LDHA/PDHA1 ratio,
and epithelium-to-stroma MCT4 ratio. If validated in larger
cohorts, these biomarkers could provide important tissue-based
metabolic phenotyping assays for clinical practice in the future.
HP 13C-MRI as a non-invasive tool for assessing the whole organ
would be very complementary to these histopathological tools
and could be used to inform on the suitability of patients with
advanced disease for specific targeted treatments, including
MCT1 inhibitors and glycolysis-targeting agents68,69. In addition,
given the interrelationship between glycolysis, hypoxia, and
genomic instability in high-grade PCa34, metabolic phenotyping
may be used to both identify appropriate candidates for targeted
therapy70 and evaluate treatment response71. More specifically,
tumour [1-13C]lactate labelling may serve as a marker of treat-
ment response to poly (ADP-ribose) polymerase (PARP) inhibi-
tion or androgen deprivation, which both have been shown to
inhibit the glycolytic activity of tumour cells72–74.

The most aggressive GP5 glands are metabolically distinct from
GP3-4 disease, with significantly higher combined epithelial LDH
expression and a significant increase in both epithelial and stro-
mal MCT1 and MCT4 expression. Like high %GP4 disease, the
increase in the combined epithelial LDH expression in GP5
glands was driven primarily by LDHA, while LDHB decreased
significantly, which has not been reported previously. The
increase in LDHA expression can be explained by significantly
higher nuclear HIF-1α expression in GP5 glands, consistent with
the previous work52,53,59,75. Our results are similar to those seen
in a TCGA dataset, and taken together with the previously
published work in this area22,36,74,76, these provide further sup-
port for increased glycolysis and tissue hypoxia as established
features of high-grade PCa21,34,77,78. In summary, this work has
shed light on the molecular complexity driving the glycolytic
changes in prostate tumours, both between lesions of varying
aggressiveness, and between tumour epithelial and stromal
compartments. Expression of MCT4 and combined LDH (LDHA
and LDHB) in the tumour epithelium are important in deter-
mining clinically significant intermediate-risk disease, while
MCT1 expression may also play a role in more aggressive
tumours.

The limitations of this study include the absence of imaging
data from high-risk disease. However, a previous study by
Granlund et al. has demonstrated an increased [1-13C]lactate
signal with higher grade tumours, and Chen et al. have illustrated
high kPL in prostate cancer metastases22. Although the size of the
cohort is relatively small, it is similar to that in other published

ARTICLE NATURE COMMUNICATIONS | https://doi.org/10.1038/s41467-022-28069-2

8 NATURE COMMUNICATIONS | (2022) 13:466 | https://doi.org/10.1038/s41467-022-28069-2 | www.nature.com/naturecommunications

www.nature.com/naturecommunications
www.nature.com/naturecommunications


clinical studies involving this novel imaging technique20–22,59,60.
Importantly, our key findings are supported by the TCGA-PRAD
database. Although both mRNA expression and IHC measures
were used to evaluate the key molecular drivers, RNAscope was
used to quantify the spatial gene expression profile in the same
serial FFPE slides used for IHC analysis, thereby enabling a more
direct comparison between the two analyses in the same
tumour areas.

In conclusion, this study demonstrates differential [1-13C]lac-
tate labelling in intermediate-risk PCa with varying percentage
pattern 4 components and confirms the ability of HP 13C-MRI to
provide additional information to grade-dependent disease dif-
ferentiation used as part of standard of care. We provide evidence
that increasing [1-13C]lactate labelling in more aggressive disease
is a reflection of tumour epithelial cell metabolism, as opposed to
stromal metabolism, as demonstrated by an increase in the
combined tumour epithelial LDH expression and epithelium-to-
stroma MCT4 ratio. We have also demonstrated a possible reci-
procal relationship between tumour glycolysis and oxidative
metabolism, as evidenced by the LDHA/PDHA1 expression ratio,
and high nuclear HIF-1α expression in malignant glands of the
most aggressive histological pattern, which may explain the
increase in LDHA expression. These findings have demonstrated
the ability of HP 13C-MRI to non-invasively differentiate indolent
from aggressive prostate tumours based on their characteristic
metabolic features. If validated in larger patient cohorts, these
findings have translational potential to address important unmet
clinical questions for patients with PCa using a novel imaging
modality.

Methods
Patient recruitment and ethics. This prospective study was approved by the
institutional review board (National Research Ethics Service Committee East of
England, Cambridge South, Research Ethics Committee number 16/EE/0205)
under the MISSION-Prostate protocol (Molecular Imaging and Spectroscopy with
Stable Isotopes in Oncology and Neurology—Imaging metabolism in prostate). The
study included consecutive male patients (median age 65 years, interquartile range
62–68 years) with MR-visible (>1 cm) histologically proven PCa (index lesion ISUP
grade group ≥2) scheduled for radical prostatectomy. All patients provided written
consent to participate in this study and were recruited between May 2018 and
February 2020 without any participant compensation. The exclusion criteria were
as follows: any prior treatment for PCa, presence of pelvic metalwork, acute major
illness, and any clinical contraindication to MRI including renal impairment as
defined by GFR < 30ml/min.

The flowchart of the recruitment process is presented in Supplementary Fig. 1.
In two patients, we were unable to achieve adequate HP 13C-MRI quality,
evidenced by a tumour-derived total carbon SNR of <5.0 (Supplementary Fig. 2),
leading us to exclude their images from the HP 13C-MRI analysis. One patient, who
was recruited into this study in February 2020 and underwent a successful HP
13C-MRI study, had his surgery postponed until June 2020 due to the COVID-19
pandemic restrictions and was prescribed interval androgen deprivation therapy
(ADT). Due to the pronounced impact of ADT on multiple metabolic pathways79,
prostatectomy tissue samples obtained from this patient were excluded from the
IHC and RNAscope analysis, and one lesion was excluded from the correlation
analysis due to difficult %GP4 assessment. The final cohort characteristics are
summarised in Supplementary Table 1.

Hyperpolarised [1-13C]pyruvate MRI acquisition. Samples containing 1.47 g of
[1-13C]pyruvic acid (Sigma Aldrich) and 15 mM electron paramagnetic agent
(EPA) were hyperpolarised using a clinical hyperpolarizer (SPINlab; 5 T Research
Circle Technology, GE Healthcare, Waukesha WI, USA) by microwave irradiation
at 139 GHz at ∼0.8 K for ∼3 h followed by rapid dissolution in 38 mL of super-
heated sterile water and filtration to remove EPA to a concentration below ≤3
μM59. HP 13C-MR images were acquired on a clinical 3 T MR system (MR750, GE
Healthcare, Waukesha WI, USA) using a bespoke 1H/13C endorectal receive coil80.
Radiofrequency pulses with a nominal flip angle of 15° were applied to acquire a 20
× 20 cm2 FOV with a matrix size of 32 × 32 and a temporal resolution of 4 s for 20
time points. Images had a true in-plane resolution of 12.5 × 12.5 mm2 and were
reconstructed with a resolution of 128 × 128. The scans were acquired using either
a dynamic coronal Iterative Decomposition with Echo Asymmetry and Least-
squares estimation (IDEAL) spiral chemical shift imaging (CSI) sequence81 with a
repetition time (TR) of 0.5 s or an 8-step IDEAL cycle or using a spectral-spatial
(SpSp) pulse with TR= 2 s and flip angles of 15° on pyruvate and 40° on lactate82

HP 13C-MRI data analysis. The IDEAL and SpSp imaging data were reconstructed
in MATLAB (MathWorks, Natick, MA, USA)59. For the analysis of metabolite
ratios integrated over time, the complex data were summed over all time points
prior to coil combination to minimise noise propagation. Regions of interest
(ROIs) were drawn manually on co-registered T2-weighted images using whole-
mount histopathology maps as a reference using OsiriX 10.0 (Pixmeo SARL,
Bernex, Switzerland). The signal-to-noise ratio (SNRmetabolite) was calculated from
maps of pyruvate and lactate within each ROI as follows:

SNRmetabolite ¼
mean SIROI

� ��mean SInoise
� �

ffiffiffi
2

p
S:D: SInoise

� � ð1Þ

where mean (SIROI) is the mean signal intensity in the ROI, and the mean S.D. of
SInoise are computed over the ROI containing background only. The factor of √2
accounts for the narrowed Rayleigh distribution of magnitude noise, with an
approximate adjustment for the use of multiple receivers. Total carbon SNR
(pyruvate+ lactate + other 13C-labelled metabolite peaks) maps were generated
using Eq. (1), the summed carbon signal at each point, and the noise distribution
from the pyruvate image at the final timepoint of each series, when the signal had
invariably disappeared. In addition, we calculated the apparent reaction rate con-
stant for the exchange of the HP 13C label between pyruvate and lactate (kPL) using
a two-site exchange model using a frequency-domain approach and linear least-
squares fitting.

Proton MRI acquisition and analysis. Standard-of-care MRI of the prostate was
performed on the same scanner either prior to patient recruitment into this study
or immediately after HP 13C MR images were acquired. The protocol included
axial T1-weighted fast spin echo (FSE), high-resolution T2-weighted 2D fast
recovery fast spin echo (FRFSE, echo time [TE] 98-107 ms, field-of-view [FOV]
18 × 18 cm, acquisition matrix 320–384 × 256, slice thickness 3 mm with 0 mm
gap, 3 signal averages, repetition time [TR] 3000–5000 ms, echo train length 16,
receiver bandwidth ± 31.25 or ± 41.67 kHz), diffusion-weighted imaging (DWI,
spin-echo echo-planar imaging pulse sequence with b values of 150, 550, 750, 1000,
and 1400, with a separate high b value acquisition of 2000 s/mm2), and dynamic
contrast-enhanced MRI (DCE-MRI, axial 3D fast spoiled gradient echo [FSPGR],
TR/TE 4.1/1.8 ms, FOV 24 × 24 cm2, following bolus injection of gadobutrol
[Gadovist, Bayer Healthcare, Berlin, Germany] via a power injector, rate 3 mL/s
[dose 0.1 mmol/kg], temporal resolution 7 s)83. Apparent diffusion coefficient
(ADC) maps were calculated automatically, with the mean ADC values extracted
from ROIs drawn manually by a fellowship-trained uroradiologist with 13 years of
experience in reporting prostate MRI (TB) using T2-weighted as a reference. The
same ROIs were used for extracting Ktrans values, with DCE-MRI analysis per-
formed using in-house-developed MATLAB software that was used to generate B1
maps59. These maps were then transferred to MIStar (Apollo Medical Imaging,
Melbourne, Australia) to generate B1-corrected T1 maps, to perform motion cor-
rection of the DCE-MRI data using a 3D affine model, and for pharmacokinetic
modelling using the standard Tofts model59.

Histopathological assessment. Whole-mount surgical sections were stained with
haematoxylin and eosin (H&E)84, with an experienced genitourinary pathologist
(AYW) outlining the foci of PCa, assigning Gleason grades, and evaluating the
percent Gleason pattern 4 (%GP4) within grade group 2 and 3 lesions. Tumour
outlines on whole-mount H&E maps were used as a reference when drawing ROIs
on HP 13C-MRI as described above. The same ROIs were transposed onto IHC and
RNAscope images for the analyses described below in the corresponding sections.
In addition, the same pathologist used whole-mount H&E maps to draw stan-
dardised random ROIs within larger PCa foci that encompassed malignant glands
and adjacent stroma consisting of clear Gleason pattern 3, 4, and 5 disease (Sup-
plementary Fig. 4). These ROIs were also transposed onto IHC and RNAscope
images for the below analyses.

Immunohistochemistry. In all patients, IHC staining for MCT1, MCT4, and HIF-
1α was performed on formalin-fixed, paraffin-embedded (FFPE) prostatectomy
tumour blocks using Leica’s Polymer Refine Detection System (DS9800) in com-
bination with their Bond automated system (Leica Biosystems Newcastle Ltd,
Newcastle, UK). Sections were cut to 4 μm thickness and baked for 1 h at 60 °C
ahead of deparaffinisation and rehydration, as standard, on the ST5020 Multi-
stainer (Leica Biosystems). Subsequent immunohistochemical staining was carried
out on Leica’s automated Bond III platform (Leica Biosystems) in conjunction with
their Polymer Refine Detection System (Cat. No. DS9800, Leica Biosystems).
Sections stained for HIF-1 alpha (Cat. No. ab51608, Abcam, Cambridge, UK) were
pre-treated with Epitope Retrieval Solution 1 (Cat. No. AR9961, Leica Biosystems)
and those stained for MCT1 (Cat. No. HPA003324, Atlas Antibodies, Bromma,
Sweden) and MCT4 (Cat. No. HPA021451, Atlas Antibodies, Bromma, Sweden)
were pre-treated with Epitope Retrieval Solution 2 (Cat. No. AR9640, Leica Bio-
systems). Incubation was for 20 min at 99 °C. Antibodies were diluted to 23.36 µg/
ml, 0.2 µg/ml and 0.6 µg/ml respectively. Endogenous peroxidase activity was
quenched using 3–4% (v/v) hydrogen peroxide and primary antibody was detected
using Anti-rabbit Poly-HRP-IgG (<25 μg/mL; part of Leica Biosystems Polymer
Refine Detection System) containing 10% (v/v) animal serum in tris-buffered
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saline/0.09% ProClin 950.The complex was visualised using 66 mM 3,3′-Diami-
nobenzidine tetrahydrochloride hydrate in a stabiliser solution and ≤0.1% (v/v)
Hydrogen Peroxide. DAB Enhancer (Cat. No. AR9432, Leica Biosystems) was used
to intensify the signal. Cell nuclei were counterstained with <0.1% haematoxylin.

HALO v3.2.1851.266 (Indica Labs, Albuquerque, NM, USA) Membrane v1.7
module for MCT1 and multiplex IHC v2.3.4 module for MCT4 and HIF-1α (clone
EP1215Y) were used for automated analysis of scanned sections. Optical densities
for weak, moderate and strong stains used for the automated quantitative analysis
of scanned sections were: MCT1, 0.1602, 0.2302, 0.4037; MCT4, 0.1967, 0.2544,
0.3872; HIF-1α nuclear 0.1958, 0.7522, 0.885 and cytoplasm 0.1856, 0.4064, 0.5973.
The number of cells showing weak, moderate, and strong staining for MCT1 and
MCT4 were summed and divided by the total number of cells within an ROI to
obtain the percentage of positive cells for MCT1 and MCT4 expression. The
nuclear HIF-1α expression was prioritised over its overall and cytoplasmic
expression due to its physiological activity as a transcription factor and quantified
by dividing the number of cells showing weak, moderate, and strong nuclear
staining for HIF-1α by the total number of cells within an ROI. Due to the post-hoc
nature of the analysis aimed at validating the observed LDHA mRNA expression
patterns, not all cases had sufficient amount of tissue remaining for HIF-1α
staining.

A random forest classifier was used to distinguish between the two tissue
classes: epithelial and stromal cells, with an example image presented in
Supplementary Fig. 6. Randomly picked annotations of the different tissue classes
from a selection of images were used to train the classifier, with the full analysis
pipeline described in a separate methodological study85, where a similar approach
was applied to RNAscope images. The outputs of this classifier enabled us to
quantify the overall, epithelium- and stroma-derived expression of the described
proteins, as well as the number of epithelial and stromal cells within an ROI, which
we used for the correlation analysis presented in Fig. 2 and Supplementary Table 3.

RNAscope. RNAscope is an in situ hybridisation technology that allows for sub-
cellular detection, visualisation, and quantification of target mRNA in intact
formalin-fixed paraffin-embedded tissue samples86. The double-Z design of target
probes utilises a pool of oligonucleotide probes and amplifies target-specific signals
but not the background noise from non-specific hybridisation86. RNAscope has
been validated against conventional single-sell RNAseq87 and bulk qPCR88, which
require tissue destruction and therefore do not allow the spatial assessment of
mRNA expression or its co-localisation with other modalities such as immuno-
histochemistry or imaging, which was a critical element of our study. Here, sections
were cut to 4 μm thickness and baked for 1 h at 60oC before loading onto a Bond
RX instrument (Leica Biosystems Newcastle Ltd, Newcastle, UK). Slides were
deparaffinized and rehydrated on board prior to pre-treatments using Epitope
Retrieval Solution 2 (Cat No. AR9640, Leica Biosystems) at 95 °C for 15 min, and
ACD Enzyme from the Multiplex Reagent kit at 40 °C for 15 min. Probes (listed in
Table 2) were visualised using Opal fluorophores diluted to 1:1000 using RNA-
scope® LS Multiplex TSA Buffer. Probe hybridisation, signal amplification, and
detection were all performed on the Bond Rx according to the ACD protocol. Slides
were removed from the Bond Rx and mounted using Prolong Diamond (Cat. No.
P36965, ThermoFisher Scientific, Watham, MA, USA).

In all patients, simultaneous detection of human LDHA, LDHB, and PDHA1
was performed on FFPE sections using Advanced Cell Diagnostics (ACD, Bio-
Techne, Abingdon, UK) RNAscope 2.5 LS Multiplex Reagent Kit (Cat No. 322800),
and RNAscope 2.5 LS probes (ACD, Hayward, CA, USA). The slides were imaged
on the AxioScan (Carl-Zeiss-Stiftung, Stuttgart, Germany) to create whole-slide
images. Images were captured at ×40 magnification, with a resolution of 0.25
microns per pixel. HALO v3.2.1851.266 and the FISH v2.2.0 module were used for
the automated analysis of scanned RNAscope sections. A similar fluorescent
random forest tissue classifier85 was used to differentiate the overall, epithelial, and
stromal mRNA expression within the same ROIs used for IHC analysis. mRNA
expression of LDHA, LDHB, and PDHA1 was quantified as the average mRNA
copy number per cell. The combined epithelial LDH expression was quantified as a
sum of the total number of LDHA and LDHB copies detected in epithelial cells
within the defined tumour ROIs.

TCGA-PRAD data analysis. To validate the prospective findings obtained from
this study, we analysed RSEM data from the TCGA-PRAD study of prostatectomy
samples (accessed through CBioPortal and the Broad Institute Firehose

Legacy)57,58. The genes included in the analysis were SLC16A1, SLC16A3, LDHA,
and LDHB. The normality of the data was assessed using the D’Agostino-Pearson
test, with the following intergroup comparison of individual gene expression in
tumours with primary Gleason patterns 3, 4, and 5, performed using the Mann-
Whitney U test.

Statistics and reproducibility. Statistical analyses were conducted using Graph-
Pad Prism (version 9.0.2, GraphPad Software, San Diego, CA, USA). Normal
distribution of the data was assessed using the D’Agostino-Pearson test (threshold
P ≥ 0.05). Correlation analysis was conducted using the Spearman’s rank correla-
tion test since at least one variable was always non-normal. Intergroup differences
as part of the analysis of IHC, RNAscope, and TCGA-PRAD RNAseq data were
measured using the Mann-Whitney U test. All statistical tests were two-tailed, and
P values below 0.05 were considered significant. No multiplicity correction was
applied, and therefore all significant tests should be interpreted as exploratory
rather than confirmatory. All experiments were independent and standalone.

Reporting summary. Further information on research design is available in the Nature
Research Reporting Summary linked to this article.

Data availability
The authors declare that the data supporting the findings of this study are available
within the article and its Supplementary Information. The open-source TCGA-PRAD
data used in this study are available on cBioPortal [https://www.cbioportal.org/study/
summary?id=prad_tcga]. Source data are provided with this paper.

Received: 2 July 2021; Accepted: 2 December 2021;
Published online: 24 January 2022

References
1. Sung, H. et al. Global cancer statistics 2020: GLOBOCAN estimates of

incidence and mortality worldwide for 36 cancers in 185 countries. CA. Cancer
J. Clin 71, 209–249 (2021).

2. Heidenreich, A. et al. EAU guidelines on prostate cancer. Part 1: screening,
diagnosis, and treatment of clinically localised disease. Eur. Urol. 59, 61–71
(2011).

3. Ilic, D. et al. Prostate cancer screening with prostate-specific antigen (PSA)
test: a systematic review and meta-analysis. BMJ 362, k3519 (2018).

4. Reese, A. C., Wessel, S. R., Fisher, S. G. & Mydlo, J. H. Evidence of prostate
cancer “reverse stage migration” toward more advanced disease at diagnosis:
data from the Pennsylvania Cancer Registry. Urol. Oncol. Semin. Orig. Investig
34, 335.e21–8 (2016).

5. Negoita, S. et al. Annual Report to the Nation on the Status of Cancer, part II:
recent changes in prostate cancer trends and disease characteristics. Cancer
124, 2801–2814 (2018).

6. Bandini, M. et al. Increase in the annual rate of newly diagnosed metastatic
prostate cancer: a contemporary analysis of the surveillance, epidemiology and
end results database. Eur. Urol. Oncol. 1, 314–320 (2018).

7. Van Hemelrijck, M. et al. Reasons for discontinuing active surveillance:
assessment of 21 Centres in 12 countries in the movember GAP3 Consortium.
Eur. Urol 75, 523–531 (2019).

8. de Rooij, M. et al. ESUR/ESUI consensus statements on multi-parametric MRI
for the detection of clinically significant prostate cancer: quality requirements
for image acquisition, interpretation and radiologists’ training. Eur. Radiol. 30,
5404–5416 (2020).

9. Barrett, T., Rajesh, A., Rosenkrantz, A. B., Choyke, P. L. & Turkbey, B. PI-
RADS version 2.1: one small step for prostate MRI. Clin. Radiol. 74, 841–852
(2019).

10. Sathianathen, N. J. et al. Negative predictive value of multiparametric
magnetic resonance imaging in the detection of clinically significant prostate
cancer in the prostate imaging reporting and data system era: a systematic
review and meta-analysis. Eur. Urol. 78, 402–414 (2020).

11. Barrett, T. et al. Three-year experience of a dedicated prostate mpMRI pre-
biopsy programme and effect on timed cancer diagnostic pathways. Clin.
Radiol. 74, 894.e1–894.e9 (2019).

12. Kasivisvanathan, V. et al. MRI-targeted or standard biopsy for prostate-cancer
diagnosis. N. Engl. J. Med 378, 1767–1777 (2018).

13. Westphalen, A. C. et al. Variability of the positive predictive value of PI-rads
for prostate MRI across 26 centers: experience of the society of abdominal
radiology prostate cancer disease-focused panel. Radiology 296, 76–84
(2020).

14. Loeb, S. et al. Systematic review of complications of prostate biopsy. Eur. Urol.
64, 876–892 (2013).

15. Boedtkjer, E. & Pedersen, S. F. The acidic tumor microenvironment as a driver
of cancer. Ann. Rev. Physiol 82, 103–126 (2020).

Table 2 Channels, fluorophores, and catalogue numbers of
LDHA, LDHB, and PDHA1 RNAscope probes used in
this study.

Target name (Channel) Detecting Fluorophore Catalogue Number

Hs-LDHA-C1 Opal 570 487818
Hs-LDHB-C2 Opal 650 531278-C2
Hs-PDHA1-C3 Opal 620 892218-C3

ARTICLE NATURE COMMUNICATIONS | https://doi.org/10.1038/s41467-022-28069-2

10 NATURE COMMUNICATIONS | (2022) 13:466 | https://doi.org/10.1038/s41467-022-28069-2 | www.nature.com/naturecommunications

https://www.cbioportal.org/study/summary?id=prad_tcga
https://www.cbioportal.org/study/summary?id=prad_tcga
www.nature.com/naturecommunications
www.nature.com/naturecommunications


16. Heiden, M. G. Vander, Cantley, L. C. & Thompson, C. B. Understanding the
Warburg effect: the metabolic requirements of cell proliferation. Science 324,
1029–1033 (2009).

17. Vaupel, P. & Multhoff, G. Revisiting the Warburg effect: historical dogma
versus current understanding. J. Physiol. 599, 1745–1757 (2021).

18. Kurhanewicz, J. et al. Hyperpolarized 13C MRI: path to clinical translation in
oncology. Neoplasia 21, 1–16 (2019).

19. Mishra, D. & Banerjee, D. Lactate dehydrogenases as metabolic links between
tumor and stroma in the tumor microenvironment. Cancers 11, 750 (2019).

20. Nelson, S. J. et al. Metabolic imaging of patients with prostate cancer using
hyperpolarized [1-13C]pyruvate. Sci. Transl. Med 5, 198ra108 (2013).

21. Granlund, K. L. et al. Hyperpolarized MRI of human prostate cancer reveals
increased lactate with tumor grade driven by monocarboxylate transporter 1.
Cell Metab 31, 105–114.e3 (2020).

22. Chen, H. Y. et al. Hyperpolarized 13C-pyruvate MRI detects real-time
metabolic flux in prostate cancer metastases to bone and liver: a clinical
feasibility study. Prostate Cancer Prostatic Dis. 23, 269–276 (2020).

23. Costello, L. C. & Franklin, R. B. A comprehensive review of the role of zinc in
normal prostate function and metabolism; and its implications in prostate
cancer. Arch. Biochem. Biophys. 611, 100–112 (2016).

24. Costello, L. C., Feng, P., Milon, B., Tan, M. & Franklin, R. B. Role of zinc in
the pathogenesis and treatment of prostate cancer: critical issues to resolve.
Prostate Cancer Prostatic Dis. 7, 111–117 (2004).

25. Fiaschi, T. et al. Reciprocal metabolic reprogramming through lactate shuttle
coordinately influences tumor-stroma interplay. Cancer Res. 72, 5130–5140
(2012).

26. Sanità, P. et al. Tumor-stroma metabolic relationship based on lactate shuttle
can sustain prostate cancer progression. BMC Cancer 14, 154 (2014).

27. Pértega-Gomes, N. et al. A lactate shuttle system between tumour and stromal
cells is associated with poor prognosis in prostate cancer. BMC Cancer 14, 352
(2014).

28. Andersen, S. et al. Organized metabolic crime in prostate cancer: The
coexpression of MCT1 in tumor and MCT4 in stroma is an independent
prognosticator for biochemical failure. Urol. Oncol. Semin. Orig. Investig 33,
338.e9–17 (2015).

29. Pavlides, S. et al. The reverse Warburg effect: aerobic glycolysis in cancer
associated fibroblasts and the tumor stroma. Cell Cycle 8, 3984–4001 (2009).

30. Brooks, G. A. The science and translation of lactate shuttle theory. Cell Metab
27, 757–785 (2018).

31. Halestrap, A. P. The SLC16 gene family-Structure, role and regulation in
health and disease. Mol. Asp. Med. 34, 337–349 (2013).

32. Pértega-Gomes, N. & Baltazar, F. Lactate transporters in the context of
prostate cancer metabolism: What do we know? Int. J. Mol. Sci. 15,
18333–18348 (2014).

33. Fraga, A., Ribeiro, R., Príncipe, P., Lopes, C. & Medeiros, R. Hypoxia and
prostate cancer aggressiveness: a tale with many endings. Clin. Genitourin.
Cancer 13, 295–301 (2015).

34. Ashton, J. & Bristow, R. Bad neighbours: hypoxia and genomic instability in
prostate cancer. Br. J. Radiol. 93, 20200087 (2020).

35. Aquila, S. et al. The tumor suppressor PTEN as molecular switch node
regulating cell metabolism and autophagy: implications in immune system
and tumor microenvironment. Cells 9, 1725 (2020).

36. Pertega-Gomes, N. et al. A glycolytic phenotype is associated with prostate
cancer progression and aggressiveness: a role for monocarboxylate
transporters as metabolic targets for therapy. J. Pathol. 236, 517–530 (2015).

37. van Leenders, G. J. L. H. et al. The 2019 International Society of Urological
Pathology (ISUP) Consensus Conference on Grading of Prostatic Carcinoma.
Am. J. Surg. Pathol. 44, e87–e99 (2020).

38. Sharma, M. & Miyamoto, H. Percent gleason pattern 4 in stratifying the
prognosis of patients with intermediate-risk prostate cancer. Transl. Androl.
Urol. 7, S484–S489 (2018).

39. Albers, M. J. et al. Hyperpolarized 13C lactate, pyruvate, and alanine:
noninvasive biomarkers for prostate cancer detection and grading. Cancer Res.
68, 8607–8615 (2008).

40. Meyer, H. J., Wienke, A. & Surov, A. Discrimination between clinical
significant and insignificant prostate cancer with apparent diffusion coefficient
—a systematic review and meta analysis. BMC Cancer 20, 482 (2020).

41. Valvona, C. J., Fillmore, H. L., Nunn, P. B. & Pilkington, G. J. The regulation
and function of lactate dehydrogenase a: therapeutic potential in brain tumor.
Brain Pathol. 26, 3–17 (2016).

42. Downer, J., Sevinsky, J. R., Ahn, N. G., Resing, K. A. & Betterton, M. D.
Incorporating expression data in metabolic modeling: a case study of lactate
dehydrogenase. J. Theor. Biol. 240, 464–474 (2006).

43. Quistorff, B. & Grunnet, N. High brain lactate is not caused by a shift in the
lactate dehydrogenase A/B ratio. Proc. Natl. Acad. Sci. USA 108, E21–E21
(2011).

44. Giatromanolaki, A., Koukourakis, M. I., Koutsopoulos, A., Mendrinos, S. &
Sivridis, E. The metabolic interactions between tumor cells and tumor-

associated stroma (TAS) in prostatic cancer. Cancer Biol. Ther. 13, 1284
(2012).

45. Koukourakis, M. I. et al. Lactate dehydrogenase 5 isoenzyme overexpression
defines resistance of prostate cancer to radiotherapy. Br. J. Cancer 110,
2217–2223 (2014).

46. Perlis, N. et al. Limitations in predicting organ confined prostate cancer in
patients with gleason pattern 4 on biopsy: implications for active surveillance.
J. Urol. 197, 75–83 (2017).

47. Choy, B. et al. Prognostic significance of percentage and architectural types of
contemporary gleason pattern 4 prostate cancer in radical prostatectomy. Am.
J. Surg. Pathol. 40, 1400–1406 (2016).

48. Sriram, R. et al. Elevated tumor lactate and efflux in high-grade prostate
cancer demonstrated by hyperpolarized 13C magnetic resonance spectroscopy
of prostate tissue slice cultures. Cancers (Basel) 12, 537 (2020).

49. Leiblich, A. et al. Lactate dehydrogenase-B is silenced by promoter
hypermethylation in human prostate cancer. Oncogene 25, 2953–2960 (2006).

50. Bok, R. et al. The role of lactate metabolism in prostate cancer progression and
metastases revealed by dual-agent hyperpolarized 13C MRSI. Cancers (Basel)
11, 257 (2019).

51. Chen, J. et al. Compartmentalized activities of the pyruvate dehydrogenase
complex sustain lipogenesis in prostate cancer. Nat. Genet. 50, 219–228
(2018).

52. Bhandari, V. et al. Molecular landmarks of tumor hypoxia across cancer types.
Nat. Genet. 51, 308–318 (2019).

53. Semenza, G. L. et al. Hypoxia response elements in the aldolase A, enolase 1,
and lactate dehydrogenase A gene promoters contain essential binding sites
for hypoxia-inducible factor 1. J. Biol. Chem. 271, 32529–32537 (1996).

54. True, L. et al. A molecular correlate to the Gleason grading system for prostate
adenocarcinoma. Proc. Natl. Acad. Sci. USA 103, 10991–10996 (2006).

55. Sowalsky, A. G. et al. Gleason score 7 prostate cancers emerge through
branched evolution of clonal Gleason pattern 3 and 4. Clin. Cancer Res. 23,
3823–3833 (2017).

56. Roberto, D., Selvarajah, S., Park, P. C., Berman, D. & Venkateswaran, V.
Functional validation of metabolic genes that distinguish Gleason 3 from
Gleason 4 prostate cancer foci. Prostate 79, 1777–1788 (2019).

57. Gao, J. et al. Integrative analysis of complex cancer genomics and clinical
profiles using the cBioPortal. Sci. Signal. 6, pl1 (2013).

58. Cerami, E. et al. The cBio cancer genomics portal: an open platform for
exploring multidimensional cancer genomics data. Cancer Discov. 2, 401–404
(2012).

59. Gallagher, F. A. et al. Imaging breast cancer using hyperpolarized carbon-13
MRI. Proc. Natl. Acad. Sci. USA 117, 2092–2098 (2020).

60. Tang, S. et al. Metabolic imaging with hyperpolarized 13C pyruvate magnetic
resonance imaging in patients with renal tumors—initial experience. Cancer
127, 2693–2704 (2021).

61. Gandhi, N. & Das, G. Metabolic reprogramming in breast cancer and its
therapeutic implications. Cells 8, 89 (2019).

62. Lameirinhas, A., Miranda-Gonçalves, V., Henrique, R. & Jerónimo, C. The
complex interplay between metabolic reprogramming and epigenetic
alterations in renal cell carcinoma. Genes 10, 264 (2019).

63. Tosoian, J. J. et al. Active surveillance of prostate cancer: use, outcomes,
imaging, and diagnostic tools. Am. Soc. Clin. Oncol. Educ. B 35, e235–e245
(2016).

64. Caglic, I. et al. MRI-derived PRECISE scores for predicting pathologically-
confirmed radiological progression in prostate cancer patients on active
surveillance. Eur. Radiol. 31, 2696–2705 (2020).

65. Keshari, K. R. et al. Hyperpolarized 13C-pyruvate magnetic resonance reveals
rapid lactate export in metastatic renal cell carcinomas. Cancer Res. 73,
529–538 (2013).

66. Sriram, R. et al. Non-Invasive assessment of lactate production and
compartmentalization in renal cell carcinomas using hyperpolarized 13C
pyruvate MRI. Cancers. 10, 313 (2018).

67. Rao, Y. et al. Hyperpolarized [1-13C]pyruvate-to-[1-13C]lactate conversion is
rate-limited by monocarboxylate transporter-1 in the plasma membrane. Proc.
Natl. Acad. Sci. USA 117, 22378–22389 (2020).

68. Beloueche-Babari, M. et al. Monocarboxylate transporter 1 blockade with
AZD3965 inhibits lipid biosynthesis and increases tumour immune cell
infiltration. Br. J. Cancer 122, 895–903 (2020).

69. Akins, N. S., Nielson, T. C. & Le, H. V. Inhibition of glycolysis and
glutaminolysis: an emerging drug discovery approach to combat cancer. Curr.
Top. Med. Chem. 18, 494–504 (2018).

70. Nizialek, E. & Antonarakis, E. S. PARP inhibitors in metastatic prostate
cancer: evidence to date. Cancer Manage. Res. 12, 8105–8114 (2020).

71. Mair, R. et al. Metabolic imaging detects low levels of glycolytic activity that
vary with levels of C-MyC expression in patient-derived xenograft models of
glioblastoma. Cancer Res. 78, 5408–5418 (2018).

72. Li, N. et al. PARP inhibition suppresses growth of EGFR-mutant cancers by
targeting nuclear PKM2. Cell Rep. 15, 843–856 (2016).

NATURE COMMUNICATIONS | https://doi.org/10.1038/s41467-022-28069-2 ARTICLE

NATURE COMMUNICATIONS | (2022) 13:466 | https://doi.org/10.1038/s41467-022-28069-2 | www.nature.com/naturecommunications 11

www.nature.com/naturecommunications
www.nature.com/naturecommunications


73. Shaw, G. L. et al. The early effects of rapid androgen deprivation on human
prostate cancer. Eur. Urol. 70, 214–218 (2016).

74. Aggarwal, R., Vigneron, D. B. & Kurhanewicz, J. Hyperpolarized 1-[13C]-
pyruvate magnetic resonance imaging detects an early metabolic response to
androgen ablation therapy in prostate cancer. Eur. Urol. 72, 1028–1029
(2017).

75. Masoud, G. N. & Li, W. HIF-1α pathway: role, regulation and intervention for
cancer therapy. Acta Pharmaceutica Sin. B 5, 378–389 (2015).

76. Pértega-Gomes, N. et al. Monocarboxylate transporter 4 (MCT4) and CD147
overexpression is associated with poor prognosis in prostate cancer. BMC
Cancer 11, 312 (2011).

77. Shiraishi, T. et al. Glycolysis is the primary bioenergetic pathway for cell
motility and cytoskeletal remodeling in human prostate and breast cancer
cells. Oncotarget 6, 130–143 (2015).

78. Wei, Q., Qian, Y., Yu, J. & Wong, C. C. Metabolic rewiring in the promotion
of cancer metastasis: mechanisms and therapeutic implications. Oncogene 39,
6139–6156 (2020).

79. Faris, J. E. & Smith, M. R. Metabolic sequelae associated with androgen
deprivation therapy for prostate cancer. Curr. Opin. Endocrinol. Diabetes.
Obesity 17, 240–246 (2010).

80. Barrett, T. et al. Molecular imaging of the prostate: Comparing total sodium
concentration quantification in prostate cancer and normal tissue using
dedicated 13C and 23Na endorectal coils. J. Magn. Reson. Imaging 51, 90–97
(2020).

81. Wiesinger, F. et al. IDEAL spiral CSI for dynamic metabolic MR imaging of
hyperpolarized [1-13C]pyruvate. Magn. Reson. Med. 68, 8–16 (2012).

82. Schulte, R. F. et al. Saturation-recovery metabolic-exchange rate imaging with
hyperpolarized [1-13C] pyruvate using spectral-spatial excitation. Magn.
Reson. Med. 69, 1209–1216 (2013).

83. Bura, V. et al. MRI features of the normal prostatic peripheral zone: the
relationship between age and signal heterogeneity on T2WI, DWI, and DCE
sequences. Eur. Radiol. 31, 4908–491 (2021).

84. Lawrence, E. M. et al. Evaluating prostate cancer using fractional tissue
composition of radical prostatectomy specimens and pre-operative diffusional
kurtosis magnetic resonance imaging. PLoS ONE 11, e0159652 (2016).

85. Brodie, C. Overcoming autofluorescence (AF) and tissue variation in image
analysis of in situ hybridization. Methods Mol. Biol. 2148, 19–32 (2020).

86. Wang, F. et al. RNAscope: a novel in situ RNA analysis platform for formalin-
fixed, paraffin-embedded tissues. J. Mol. Diagnostics 14, 22–29 (2012).

87. Silberstein, L. et al. Proximity-based differential single-cell analysis of the
niche to identify stem/progenitor cell regulators. Cell Stem Cell 19, 530–543
(2016).

88. Jolly, S. et al. Single-cell quantification of mRNA expression in the human
brain. Sci. Rep. 91, 1–9 (2019).

Acknowledgements
This study was supported by Prostate Cancer UK (PCUK; Grant PA14-012) and Cancer
Research UK (CRUK; Grants C19212/A27150, C19212/A16628, C197/A29580, C197/
A17242). N.S. is supported by the Gates Cambridge Trust. Additional support provided
from the Cancer Research UK Cambridge Centre, the National Institute of Health

Research (NIHR) Cambridge Biomedical Research Centre, the Cambridge Experimental
Cancer Medicine Centre, a Wellcome Trust Strategic Award, Addenbrooke’s Charitable
Trust, and Cambridge University Hospitals National Health Service Foundation Trust.

Author contributions
N.S., M.A.M., K.M.B., T.B. and F.A.G. formulated the research idea, designed and
planned the study. N.S., M.A.M., I.G.M., K.M.B., T.B. and F.A.G. wrote the article.
M.A.M., A.Y.W., A.J.V.B., C.B., A.B.G., J.J., J.L.M., J.D.K., A.N.P., F.J.L.R., R.F.S. and
M.J.G. performed imaging and tissue-based studies and analysed the data. N.S., A.F.,
M.J.L., B.W.L., V.J.G., T.B. and FAG coordinated patient recruitment and oversaw their
clinical management. T.B. and F.A.G. contributed equally to this manuscript.

Competing interests
The authors declare the following competing interests: F.A.G. has research support from
GE Healthcare, grants from GlaxoSmithKline, and has consulted for AstraZeneca on
behalf of the University of Cambridge. K.M.B. has research support from GE Healthcare.
F.J.L.R. and R.S.S. are GE Healthcare employees. The remaining authors declare no
competing interests.

Additional information
Supplementary information The online version contains supplementary material
available at https://doi.org/10.1038/s41467-022-28069-2.

Correspondence and requests for materials should be addressed to Tristan Barrett.

Peer review information Nature Communications thanks Murali Krishna, John
Kurhanewicz, Dean Tang and the other, anonymous, reviewer(s) for their contribution to
the peer review of this work. Peer reviewer reports are available.

Reprints and permission information is available at http://www.nature.com/reprints

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

Open Access This article is licensed under a Creative Commons
Attribution 4.0 International License, which permits use, sharing,

adaptation, distribution and reproduction in any medium or format, as long as you give
appropriate credit to the original author(s) and the source, provide a link to the Creative
Commons license, and indicate if changes were made. The images or other third party
material in this article are included in the article’s Creative Commons license, unless
indicated otherwise in a credit line to the material. If material is not included in the
article’s Creative Commons license and your intended use is not permitted by statutory
regulation or exceeds the permitted use, you will need to obtain permission directly from
the copyright holder. To view a copy of this license, visit http://creativecommons.org/
licenses/by/4.0/.

© The Author(s) 2022, corrected publication 2022

ARTICLE NATURE COMMUNICATIONS | https://doi.org/10.1038/s41467-022-28069-2

12 NATURE COMMUNICATIONS | (2022) 13:466 | https://doi.org/10.1038/s41467-022-28069-2 | www.nature.com/naturecommunications

https://doi.org/10.1038/s41467-022-28069-2
http://www.nature.com/reprints
http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/
www.nature.com/naturecommunications
www.nature.com/naturecommunications

	Hyperpolarised 13C-nobreakMRI identifies the emergence of a glycolytic cell population within intermediate-risk human prostate cancer
	Results
	HP 13C-nobreakMRI detects occult prostate lesions and enables non-invasive metabolic phenotyping of multifocal disease
	HP [1-13C]lactate labelling correlates with the percentage of Gleason pattern 4 disease and tumour cellularity but not vascular permeability
	HP [1-13C]lactate labelling correlates with the epithelium-to-stroma MCT4 ratio
	HP [1-13C]lactate labelling reflects an increase in the combined LDHA and LDHB expression in the tumour epithelium
	HP [1-13C]lactate labelling in high percentage Gleason pattern 4 is associated with increased tumour epithelial LDH expression
	Single-gland analysis of MCT and LDH expression reveals metabolic progression towards increased glycolysis in Gleason pattern 5 glands
	TCGA data from a large prostatectomy cohort corroborates the observed changes in MCT4, LDHA, and LDHB expression

	Discussion
	Methods
	Patient recruitment and ethics
	Hyperpolarised [1-13C]pyruvate MRI acquisition
	HP 13C-nobreakMRI data analysis
	Proton MRI acquisition and analysis
	Histopathological assessment
	Immunohistochemistry
	RNAscope
	TCGA-PRAD data analysis
	Statistics and reproducibility

	Reporting summary
	Data availability
	References
	Acknowledgements
	Author contributions
	Competing interests
	Additional information




