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Abstract

Prostate cancer (PCa) is the most frequently diagnosed cancer
in men and the second most common cause of cancer-related
mortality among men in the developed world. Conventional
anti-PCa therapies include surgery, radiation, hormonal abla-
tion, and chemotherapy. Despite increasing efforts, these
therapies are not effective for patients with advanced and/or
metastatic disease. In most cases, cancer therapies fail due to
anincomplete depletion of tumor cells, resulting in tumor re-
lapse. The cancer stem cell (CSC) hypothesis is an emerging
model that explains many of the molecular characteristics of
oncological disease as well as the tendency of cancers to re-
lapse, metastasize, and develop resistance to conventional
therapies.CSCsareareservoirof cancer cells that exhibit prop-
erties of self-renewal and the ability to reestablish the hetero-
geneous tumor cell population. The existence of PCa stem
cells offers a theoretical explanation for many uncertainties

Urol Int 2017;99:125-136
DOI: 10.1159/000455160

Received: October 12,2016
Accepted: December 13,2016
Published online: February 1,2017

Cancer Stem Cells in Prostate
Cancer: Implications for
Targeted Therapy

regarding PCa and also for treatment resistance and disease
progression once clinical cure is achieved. Therapies target-
ing CSCs might therefore lead to more effective cancer treat-
ments, divergent from a traditional anti-proliferative ap-
proach, based on tumor bulk reduction accompanied by
CSC-specific inhibition. Here, we focus on reviewing the his-
torical perspective as well as concepts regarding stem cells
and CSCsin PCa.In addition, we will report possible strategies
and new clinical approaches that address the CSC-based con-
cept of tumorigenesis in PCa. ©2017 5. Karger AG, Basel

Introduction
Prostate cancers (PCa) are highly heterogeneous tu-

mors containing multiple independent and genetically
distinct clones [1-4]. The cellular heterogeneity might
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pose clinical challenges due to therapy resistance and tu-
mor relapse.

Current treatments for clinically localized PCa are
based on surgical excision of the prostate (radical
prostatectomy) and radiation therapy [2-5]. By con-
trast, advanced-stage PCa is usually treated with
androgen-deprivation therapy, which reduces tumor
burden and/or circulating prostate-specific antigen
(PSA) to low or undetectable levels [2-6]. Patients with
advanced PCa initially respond to hormone therapy;
however, due to androgen mechanisms, a significant
number of patients will progress to recurrent castration-
resistant PCa and eventually die from metastatic disease
[2-7].

Resistance to androgen deprivation and subsequently
to chemotherapy remains the main cause for treatment
failure and mortality in patients with PCa [7-10]. Treat-
ment resistance in cancer may result from the survival of
a subpopulation of tumor cells. These cells may subse-
quently lead to relapse, disease progression, and eventu-
ally systemic disease [3, 7]. This is particularly true for
PCa since these tumors present a heterogeneous popula-
tion of cells [3, 7-9].

One premise that explains this cellular heterogeneity
and treatment resistance is the “cancer stem cell” (CSC)
hypothesis [4, 7], which postulates that human tumor
cancers cells are organized hierarchically, and only a sub-
set of cancer cells are endowed with tumor-initiating and
long-term tumor-propagating capability [3, 8]. These tu-
mor-initiating cells are termed CSCs and possess many
phenotypic and functional properties associated with
normal stem cells [3, 7].

Therefore, it is not surprising that many PCa stem cell
(PCSC) populations have now been identified and that
emerging evidence suggests a critical role for them in dis-
ease relapse and progression [1, 2, 4, 11].

Stem Cells

The discovery of hematopoietic stem cells emerged
from the study of hematopoiesis [12]. Hematopoietic
cells have the capacity for unlimited self-renewal as well
as differentiation into all lineages of mature cells and
thereby sustain a permanent source of blood cells [13].
The physiological function of “normal” stem cells is to
maintain tissue homeostasis, tissue regeneration and re-
pair, as well as controlling proliferation and differentia-
tion necessary for the proper functioning of organs. In
addition to hematopoietic stem cells, adult stem cells have
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been identified in bone marrow, muscle, intestine, brain,
skin/hair follicles, heart, lung, mammary glands, and
prostate [14-16].

Adult stem cells reside in a quiescent state, regulated
by cell cycle regulatory genes (p21, p18, p63) [13, 17].
When they leave the quiescent state, these cells self-renew
and differentiate into other cells (usually restricted to the
respective tissue type) controlled by intrinsic and extrin-
sic regulatory mechanisms [12, 17, 18].

Prostate and Prostate Stem Cells

The prostate gland is an endodermal tissue that devel-
ops during late embryogenesis from the anterior urogen-
ital sinus epithelium in a dihydrotestosterone-dependent
process [2, 19-21]. In early embryonic development, the
prostate is comprised of a multilayered epithelium sur-
rounded by mesenchyma [2, 19, 22].

There are 3 main cell types that constitute normal ma-
ture prostatic epithelium: luminal secretory cells, prolif-
erative basal cells, and neuroendocrine cells [4, 19, 23, 24].
These cells are morphologically distinguishable by the ex-
pression of specific markers [25, 26].

The embryonic origin of the prostate (from the uro-
genital sinus) may explain the large presence of prostate
stem cells within this organ [27]. The existence of a stem
cell subpopulation in the prostate was first identified in
the 1980s [22]. The most widely accepted model propos-
es the presence of stem cells in the basal cell compartment
[18, 19, 25, 26, 28]. Additionally, prostate epithelial cells
(with an intermediate phenotype) can be observed in
adult prostates, suggesting that the developmental rela-
tionship between basal and secretory cells is maintained
into adult life and that the capacity for renewal and dif-
ferentiation is still present [18, 19, 25, 26].

Basal cells typically show higher proliferation rates
than secretory cells. In studies of androgenic suppression,
the prostatic epithelium (consisting mainly of secretory
cells) undergoes apoptosis [22, 23, 29]. In contrast, basal
cells are able to survive in low androgen environments,
demonstrating that the high renewal capacity of the pros-
tatic epithelium is due to the basal cells, which reconsti-
tute the secretory cell compartment in response to andro-
gen readministration [9, 22, 23, 29]. The preferential sur-
vival of basal cells led to the hypothesis that the stem cells
reside within the basal cell layer of the prostate gland [9,
22].

Although the model in which renewal and differentia-
tion of prostatic epithelium occurs in the basal cells is cur-
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Fig. 1. Prostate cancer (PCa) cells-associated and PCa stem cells-associated pathways.

rently widely accepted, there are some authors who pro-
pose a different model in which the secretory cells are
capable of sustaining self-renewal and differentiation,
without any contribution from basal cells [30, 31].

The tumorigenic properties of prostate stem cells,
isolated from patients undergoing radical prostatec-

New Evidence for Targeted Therapy in
PCa

tomy, have been studied in vitro and in vivo (by im-
planting them into immunocompromised animals)
assessing their capacity for extensive proliferation,
self-renewal, differentiation, and invasion (Fig. 1) [32,
33].
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PCa Stem Cells

Cancer is recognized as a heterogeneous disease with
a variety of phenotypes. This heterogeneity is an intrinsic
characteristic that contributes to therapy failure. One the-
ory that explains tumor heterogeneity is the CSC hypoth-
esis [4, 7, 34-36]. This hypothesis postulates that only a
small subpopulation of cancer cells within a tumor pos-
sesses the capacity to regenerate the tumor. This subset of
tumor-propagating cells, defined as CSCs, share a num-
ber of characteristics with normal stem cells such as self-
renewal, high proliferative potential, and the capacity to
generate the heterogeneous lineages of cancer cells that
make up the tumor [4-8, 36, 37]. Thus, the CSC hypoth-
esis suggests that tumor cell lineages are hierarchical with
a unique self-renewing population of cells at the top of
that hierarchy (Fig. 1) [4].

Research into CSCs has progressed rapidly and con-
comitantly with advances in stem cell biology, novel meth-
ods for their identification, purification, and characteriza-
tion have been developed as well as the creation of animal
models [4, 6, 8, 34, 37]. The first demonstration of CSCs
in any cancer was in 1977 when Bonnet and Dick [12]
demonstrated the initiation of human acute leukemia my-
eloid from a population of cells expressing cell surface
markers CD44* and CD38~ in NOD/SCID mice. This sug-
gested that normal primitive cells are targets for leukemic
transformation [38]. CSCs have since been reported in a
wide spectrum of solid tumors including breast, pancreas,
colon, lung, brain, and prostate [4, 8, 35].

CSCs express various specific surface markers, includ-
ing cell-adhesion molecules (e.g., CD24, CD44, CD133,
and hyaluronic acid), HER2, aldehyde dehydrogenase
(ALDH) activity and transcription factors including
OCT-4 and SOX-2 at different levels from the bulk tumor
population [35, 37, 39, 40]. Human prostatic cells (within
the basal layer) express cell surface marker CD133 (hema-
topoietic stem cell marker) and stem cell antigen-1, which
reveals their stem cell properties [9, 28, 41, 42].

PCa cells are highly organized and only a subset of
these cells retains the capacity for tumor initiation and
long-term tumor-propagating activity, supporting the
CSC hypothesis [3, 5]. These tumor-initiating cells dis-
play phenotypic and functional features characteristic of
normal prostate stem cells and are involved in tumor ini-
tiation, metastasis, and drug resistance [5]. Thus, PCa
may originate from stem cells or dividing progenitor cells
that become CSCs as a consequence of genetic mutations
or changes in the tumor microenvironment [3, 5]. PCSCs
could account for resistance to androgen-deprivation
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therapy-resistant cells that give rise to castrate resistant
PCa (CRPCQ), since they possess self-renewal and tumor-
propagating capabilities and also lack or have very low
androgen receptors expression [4, 28].

The cellular origins of PCa are still under debate
(Fig. 1). The most common prostate tumors express high
levels of K8, K18, androgen receptors, and PSA but low
levels of basal cell markers such as p63, suggesting that the
disease arises from luminal cells [32, 42, 43]. Other stud-
ies suggest that the disease is derived from intermediate
cells that have acquired the ability to self-renew [32].

Isolation of PCSCs has been reported by several differ-
ent groups. Collins et al. [44] first isolated a CSC popula-
tion from patients undergoing radical prostatectomy.
The PCSCs displayed a significant capacity for self-re-
newal as well as the ability to regenerate the phenotypi-
cally mixed populations of non-clonogenic cells [10]. The
PCSCs had a CD44/a2f1M8"/CD133* phenotype and
showed high clonogenic and invasive capacity, while phe-
notypically basal and genetically unstable [44, 45].

Rajasekhar et al. developed a study for better under-
standing PCSCs. They found that CSCs expressing hu-
man pluripotent stem cell marker TRA-60-17/CD151%/
CD166" had high capacity for self-renewal and differen-
tiation, and were able to recapitulate the original tumor
heterogeneity in serial xenotransplantations, indicating a
tumor cell hierarchy in PCa development [46].

Recently, it has been shown that 55% of prostate tu-
mors harbor a gene fusion between the prostate-specific
TMPRSS2 gene and the ERG oncogene (TMPRSS2:ERG)
[47, 48]. Polson et al. [49] demonstrated the presence and
expression of TMPRSS2:ERG in PCSCs, which would
provide ERG-driven survival advantages. Moreover,
ALDH™* PCa cells have been shown to exhibit several CSC
characteristics such as clonogenicity, migration, tumori-
genicity, and propensity to form metastases in vivo [3,
10]. Furthermore, PCSCs have also been shown to express
Oct4 and Sox2 along with Nanog in several PCa tissue
samples [3, 28].

Recent reports indicate that miRNAs play a significant
role in CSC regulation, including PCSCs, and may ex-
plain some of the molecular regulatory mechanisms of
CSCs [50]. The aberrant expression of miRNAs in cancer
suggests that they function as either oncogenes or tumor-
suppressor genes [51]. miRNAs such as miR-470, miR-
296, and miR-134 are involved in regulating target genes
essential for pluripotency and stem-cell function includ-
ing Oct4, NANOG, and SOX2 [50, 52, 53].

Moreover, a miRNA expression signature specific for
CSC populations has been confirmed in several cancers
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including PCa. The majority of miRNAs discovered in
PCaactas, or target, tumor-suppressor genes. These miR-
NAs are underexpressed in the PCSCs leading to the dis-
inhibition of various stem-cell properties, such as clono-
genic expansion, tumor regeneration, and metastasis [50,
52].

One important capability of CSCs is the epithelial-
mesenchymal transition (EMT). This event plays an
important role in promoting cell migration and the devel-
opment of metastasis. Several miRNAs, such as the
miRNA-200 family, miRNA132/212, miRNA-205, and
miRNA-203 promote the epithelial state and have been
shown to inhibit the EMT [50, 51, 54, 55].

Thus, the identification of PCSCs and their cell-specit-
ic markers is a crucial step in understanding PCa onto-
genesis and in developing new therapeutic approaches
(15, 37, 56, 57].

CSCs as Therapeutic Targets in PCa

The CSC hypothesis provides an explanation for tu-
mor initiation, progression, conventional therapy-re-
sistance, recurrence, and metastasis [4, 6-8, 34, 35, 37,
58]. CSCs display self-renewal capacity, resistance to
cytotoxic agents (e.g., chemotherapy or androgen abla-
tion in prostate), competency to proliferate, and the
ability to be both clonogenic and tumorigenic [19, 37,
56, 58].

The CSC hypothesis suggests that standard therapies
have incomplete and temporary effects on the bulk tu-
mor, and that tumors tend to relapse due to the multiple
resistant mechanisms existing in CSCs [15, 37, 56]. CSCs
therefore constitute a cellular reservoir that persists after
anti-proliferative therapies [12, 37, 48, 59]. The inherent
plasticity of CSCs makes them more adept to survive in a
foreign environment. Additionally, genetic instability in
CSCs likely provides a selective advantage in adapting to
foreign sites [15].

Current therapeutic approaches for PCa remain insuf-
ficient for some patients with progressive disease.
Although tumors initially respond well to androgen re-
duction, the duration of response is short, approximately
12-33 months. At this point, a population of cells resis-
tant to androgen-deprivation therapy emerges [43]. Even
after chemotherapy (and after a period of good clinical
response) there is further clinical progression [43].

Thus, the development of PCSC-specific anticancer
drugs constitutes an attempt to innovate in the treatment
in PCa [60, 61].

New Evidence for Targeted Therapy in
PCa

Specific Targeting of Pathways Involved in PCSCs

Signaling pathways that are upregulated in stem cells
and that are specific to their functionality represent a
hypothetical target for drugs addressing CSCs. The fact
that many forms of cancer share the same expression
pattern in certain pathways suggests that targeting of
CSC signaling pathways may be an extraordinary thera-
peutic strategy. Currently, the pathways that demon-
strate therapeutic potential in PCSCs are the Hedgehog
(Hh), Wnt, Notch, and NF-kB pathways. Also, ABC
transporters and tumor microenvironment seem to be
potential targets for CSC depletion (Fig. 1) [35, 37, 59,
62].

Hh Pathway

The Hh pathway is critical in embryogenesis but is sig-
nificantly less active in adults. However, it plays a crucial
role in regulating CSCs in various human cancers includ-
ing PCa by regulating target genes involved in prolifera-
tion, survival, metastasis, and auto-regulation [37, 63-
65]. Furthermore, the Hh pathway promotes multidrug
resistance by increasing the transcription of the ABC
transporter proteins ABCB1 and ABCG2 in PCa [63, 64].
Thus, the inhibition of the Hh signaling pathway may re-
sult in the depletion of CSCs [37, 63].

Hh inhibitors have shown promising results in vitro.
Sonidegib (LDE-225) inhibits spheroid formation and
self-renewal of CSCs by suppressing the pluripotency-
maintaining factors Nanog, Oct4, Sox2, and c-Myc and
also inhibits tumor growth in PCa cells [63]. GANT-61 is
a cell-permeable hexahydropyrimidine compound that is
an inhibitor of GLI-mediated gene transactivation.
GLI-mediated transcription is the final step in the Hh sig-
naling pathway; therefore, GANT-61 halts Hh pathway
effects. GANT-61 has shown selective inhibition of GLI1
and GLI2 in many cancer cell lines. In a xenograft mouse
model of PCa, GANT-61 reduced tumor growth and pro-
liferation and strongly reduced the expression of PTCH1
mRNA [66, 67]. These inhibitors are currently in preclin-
ical development in numerous tumor types including
PCa [68, 69].

At the clinical level, the Food and Drug Administration
has already approved the first Hh inhibitor for clinical use,
vismodegib (GDC-0449) [62, 64, 68-70]. Five clinical tri-
als are currently testing Hh inhibitors in PCa treatment
(Table 1). In the NTC01163084 study, vismodegib is being
tested in stages IIA and IIB PCa as a neoadjuvant treat-
ment in conjunction with the anti-androgen leuprolide
acetate. Itraconozale is being used in hormone-sensitive
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Table 1. Clinical trials targeting PCa cells-associated pathways

Clinical trial Drug Target population Objectives Approval Associated
stage pathway
NCT01163084 LHRHa vs. Clinical stage T1c or T2 with Compare tumor involvement in both arms Phase 1, Hedgehog
LHRHa plus high-grade disease (Gleason’s phase 2
vismodegib 8-10) on initial biopsy and PSA
followed by >10 ng/mL, or clinical stage
surgery T2b-T2c with Gleason’s grade >7
NCT01787331 Itraconazole Patients with non-castrate, Determine the proportion of patients who achieve Phase 2 Hedgehog
non-metastatic, biochemically >50% decline in PSA
relapsed PCa after prior definitive
local therapy
NCT02111187 LDE225 vs. no High risk PCa patients (Gleason 28; Change from baseline in tissue GLI1 expression Phase 1 Hedgehog
treatment PSA >20 ng/mL; clinical stage >T3) pathological effect of pre-surgical treatment with
(before surgery) LDE225
NCT02054793 Itraconazole and Castrate resistant PCa To determine the safety and tolerability of the Phase 1, Hedgehog
orteronel combination regimen: orteronel + itraconazole phase 2
NCT02115828 Vismodegib mCRPC with accessible metastatic ~ Proportion of mCRPC patients treated with Phase 0 Hedgehog
lesions for tumor biopsy vismodegib who achieve a pharmacodynamics
response in tumor biopsies
NCT02655952 Foxy-5 Metastatic PCa (for which no Establish the reccommended dose for a clinical Phasel Wnt
curative therapy exists) phase II study and enable further development of
foxy-5 as a first in class antimetastatic cancer drug
NCT02020291 Foxy-5 Metastatic PCa (for which no Determine the safety, tolerability and pharmaco ~ Phase 1 ~Wnt
curative therapy exists) safety of foxy-5
NCT01608867 OMP-54F28 Solid tumors including PCa Determine the safety, pharmacokinetics and Phasel Wnt
(confirmed malignancy that is immunogenicity of OMP-54F28 in subjects with
metastatic or unresectable) previously treated solid tumors
NCT01200810 Notch signalling Recurrent PCa stage IV PCa Compare time for PSA progression Phase 1  Notch
pathway inhibitor
RO4929097 +
bicalutamide
NCTO02757365 Aspirin PSA >10 ng/mL; prostate biopsy Evaluate the role of aspirin in PCa prevention Phase2 NF-«xB
Levofloxacin showing BPH with infiltrated
lymphocytes
NCT00118092 Tanespimycin Hormone refractory PCa patients Evaluate drug response in terms of: PSA response; Phase2 NF-«B
overall survival; disease specific survival
NCT01695473 BKM120 High-risk (confirmed by prostate Determine the proportion of men with Phase2 NF-«xB

biopsy), localized PCa

downstream target inhibition of PI3K in prostate
tumor tissue

PCa, prostate cancer; PSA, prostate specific antigen; mCRPC, metastatic castration-resistant Pca; BPH, benign prostatic hyperplasia.

PCa (NCT018787331) and in combination with Orteronel
(NCT02054793) for CRPC in patients previously treated
with curative intent. LDE225 is being evaluated in high-
risk patients as a neoadjuvant treatment (NCT02111187)
and finally Vismodegib (NCT02115828) is being tested in
patients with metastatic lesions.

130 Urol Int 2017;99:125-136
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Whnt Signaling Pathway

The Wnt signaling pathway is involved in multiple bi-
ological processes including embryogenesis, develop-
ment, cell proliferation, cell survival, and cell differentia-
tion. The canonical Wnt signaling pathway plays a critical
role in self-renewal and maintenance of stem cells [37]. In
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PCa, the Wnt signaling pathway has been linked to the
progression of androgen-independent disease and bone
metastasis [45, 48, 71].

The inhibition of the Wnt pathway results in the down-
regulation of CSCs and constitutes an interesting target
for treatment [37]. The Wnt pathway can be inhibited by
Wnt inhibitory factors, Wnt antagonists, or via condi-
tional knockout of B-catenin [37].

A number of therapeutic agents targeting the Wnt
pathway are under investigation and monoclonal anti-
bodies (mAb) against the Wnt cascade have been tested
with promising anti-tumor activity [35, 72]. A small mol-
ecule inhibitor, Wnt inhibitor 3289-8625, has also been
shown to inhibit the growth of PC3 PCa cells in vitro
[73].

Vantictumab (OMP-18R5), a monoclonal antibody
that blocks canonical Wnt/f-catenin signaling by binding
to 5 of the FZD receptors, and LGK974 (a small molecule
inhibitor of porcupine) are being tested in solid tumors
in combination with chemotherapeutic drugs such as
docetaxel and paclitaxel [72-75]. LGK974 is a potent in-
hibitor of porcupine - a membrane-bound O-acyltrans-
ferase that is required for the palmitoylation of Wnt li-
gands and which is crucial in the process of Wnt ligand
secretion [76].

Foxy-5 is another Wnt-inhibiting agent that is being
tested in 2 clinical trials. It is a hexapeptide that activates
Wnt-5a-mediated signaling. Increased Wnt-5a signal-
ing may inhibit endothelial tumor cell migration and
invasion and may decrease metastasis. Foxy-5 has been
tested in metastatic PCa patients for whom standard
therapies were not effective (NCT02020291 and
NCT02655952); however, the results of these studies are
not yet known.

Finally, OMP-54F28, a fusion protein of the FZD8 li-
gand-binding domain that binds to all Wnt ligands, is
now being tested in a phase I trial for treatment of solid
tumors including PCa (NCT01608867) [72].

Notch Signaling Pathway

The Notch signaling pathway regulates stem cell main-
tenance and differentiation. It contributes to angiogene-
sis, proliferation, differentiation, and apoptosis [37, 77].
In hypoxic microenvironments, the hypoxia-inducible
factor activates the Notch pathway and the expression of
transcription factors such as Oct4. This pathway controls
stem cell self-renewal and pluripotency, enabling CSCs to
survive and proliferate [77].

The Notch signaling pathway is often over-activated in
cancers, including PCa [37]. The silencing of Notch ex-

New Evidence for Targeted Therapy in
PCa

pression in mouse prostate inhibits morphogenesis,
growth, and differentiation during development. In addi-
tion, it inhibits prostate regrowth triggered by hormone
replacement in castrated mice [78].

Several agents targeting Notch signaling are being tri-
aled including the y-secretase inhibitor (GSI), siRNAs,
and mADb against Notch receptors and Notch ligands
[79].

GSI was initially tested in T-Acute Lymphocytic Leu-
kemia cell lines and later in prostate, breast, and lung cell
lines and was found to suppress cancer growth [80].
Notch inhibitors have been tested in combination with
conventional cytostatic agents or targeted drugs in phase
I or phase II evaluations [79].

There are currently 2 clinical trials studying the effects
of GSI in cancer. One of these is specific for PCa patients
(NCT01200810; Table 1). This study combines the anti-
androgen bicalutamide with GSI (RO4929097) in pa-
tients whose PCa recurs after surgery or radiation and
compares the time to PSA progression in both arms [80].

NF-«B Pathway

The NF-kB pathway is upregulated in CSCs and is im-
portant for apoptosis resistance in tumor cells [35, 48, 77,
81]. It has been shown that the activation of NF-kB sig-
naling in PCa cells correlates with PCa progression, che-
moresistance, recurrence, and metastasis [82, 83]. Thus,
inhibiting NF-kB can suppress chemoresistance, and
mediate antitumor responses while enhancing the sensi-
tivity of tumor cells to other anticancer drugs [82]. Sev-
eral studies have focused on targeting the NF-«xB path-
way on its own or in combination with conventional
agents [84].

Bortezomib is a proteasome-inhibitor that was first
approved for use in multiple myeloma. While its effects
are complex, it has an overall inhibitory effect on the
NEF-kB pathway. Preclinical studies have shown that bort-
ezomib induces cell growth inhibition and apoptosis in a
broad range of cancer cell lines in vitro and in various
animal xenograft models, including PCa [84].

Phase I, II, and III clinical studies, demonstrate that
bortezomib causes chemo/radio-sensitization and can
overcome drug resistance when combined with conven-
tional therapeutic agents or radiation. In patients with ad-
vanced androgen-independent PCa, bortezomib alone
shows anti-tumor activity (phase I) [85]. However, vari-
ous phase II trials investigating bortezomib alone or in
combination with prednisone or docetaxel in patients
with CRPC have shown disappointing results. Patients
with biochemical recurrence after definitive local therapy
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for PCa, treated with bortezomib alone before androgen
deprivation, however have shown stabilization of PSA
levels [84, 85].

IKK inhibitors are another class of NF-kB inhibiting
agents. The IKK-inhibitors PS1145 and BMS345541 have
shown promising results by inducing cellular apoptosis,
inhibiting invasion of PCa cells in vitro, and reducing
proliferation in androgen receptor-expressing PCa cell
lines [84].

There are currently 3 clinical trials targeting the NF-
kB pathway in PCa (Table 1). NCT02757365 is evaluat-
ing the efficiency of aspirin in preventing the occurrence
of PCa. The rationale for this trial is that inflammation
may play an important role in the development of PCa,
by unknown mechanisms. Aspirin has already been
shown to prevent several inflammation-related tumors.
In this study, investigators are exploring the effects of
anti-inflammatory therapy on progression from inflam-
mation to PCa and from androgen-dependent PCa to
CRPC.

NCTO00118092 is a phase II trial that is evaluating the
effect of 17-(allylamino)-17-demethoxygeldanamycin, a
heat shock protein 90 (HSP90) inhibitor used in the treat-
ment of patients with metastatic PCa who did not re-
spond to previous hormone therapy. The enrollment for
this trial was prematurely stopped because of insufficient
PSA response [86].

Finally, clinical trial NCT01695473 is testing a potent
and highly selective pan-class I PI3K inhibitor (BKM120)
that acts downstream of NF-kB. It is being tested in pa-
tients with high-risk, localized PCa [87].

ABC Transporters

CSCs express high levels of ABC transporters that pro-
tect CSCs from chemotherapeutic agents, thereby con-
tributing to multidrug resistance [9, 35, 37]. ABCG2 in-
hibitors make CSCs more susceptible to chemotherapeu-
tic agents, thereby allowing the use of drugs that were
previously used unsuccessfully [14, 35, 88].

The first P-gp efflux pump inhibitor was verapamil, a
widely used calcium channel blocker [89]. Simultaneous
treatment with verapamil and antitumor drugs, such as
vincristine, vinblastine, docetaxel, and paclitaxel has
shown promising therapeutic effects [35, 89]. Verapamil,
shows anti-proliferative action in LNCaP cells through
the inhibition of K* channels, suggesting that P-gp could
be a target for new pharmacological agents directed
against PCa cell proliferation [90].

Cyclosporin A (CsA) is also a Pgp inhibitor that has
antitumor effects in various cancers including PCa. Lee et
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al. [91] demonstrated that CsA might have a survival ben-
efit in metastatic PCa that relapses and progresses to
CRPC. It has also been shown that a combination of CsA
with EGFR or AKT inhibitors may have clinical applica-
tion due to its efficiency in inhibiting cancer growth. An-
other study demonstrated the potential of CsA in inacti-
vating the NFATc1 (nuclear factor of activated T-cells) in
hormone-naive PCa and also in CRPC [92].

The estrogen-receptor modulator tamoxifen has been
evaluated in a preliminary phase II study to access its
therapeutic efficacy in metastatic PCa patients who have
progressed in spite of classical endocrine therapy using
LHRH-analogs and/or anti-androgens. Results showed a
decrease of greater than 50% in PSA serum levels within
the first 2 months of therapy in 20% of the patients [93].

PSC 833 is an immunosuppressive agent that inter-
feres with the function of the multi-drug resistance pump,
and consequently plays a key role in chemoresistance.
This drug, combined with estramustine, etoposide, keto-
conazole, suramin, or vinorelbine, has demonstrated syn-
ergistic effects in PCa cell lines [94].

In spite of these successes, many early-phase I/1I stud-
ies attempting Pgp inhibition using first-generation, non-
specific Pgp inhibitors, such as verapamil, CsA, and
tamoxifen failed to demonstrate an improvement in over-
all drug efficacy, primarily due to poor potency. With the
development of second-generation agents like PSC833
(valspodar) and VX-710 (biricodar), there has been an
increase in potency. However, results remain unpromis-
ing [95].

Recent studies using chemotherapeutic drugs in com-
bination with modulators of ABC drug transporters have
shown some benefit [89, 96]. As yet, however, there are
no clinical trials targeting PCSCs using ABC transporter
inhibitors.

Microenvironment

Normal stem cells reside in a specialized cellular loca-
tion known as the niche, which provides a microenviron-
ment that maintains a stem-like state. Studies suggest that
CSCs also rely on a niche, the CSC niche, which controls
self-renewal and differentiation [22, 39, 97, 98]. The CSC
niche provides a microenvironment that maintains the
balance between quiescence and self-renewal and re-
sponds dynamically to physiological requirements essen-
tial to homeostasis [22]. This interaction is supported by
the fact thatloss of the niche environment leads to the loss
of CSCs [97].

The tumor microenvironment also protects CSCs
from drug-induced apoptosis, and is responsible for drug
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resistance [35, 59, 98—-100]. The CSC microenvironment
is responsible for abnormal signaling pathway activation,
including the Wnt, Hh, and TGF-p pathways [101]. In
addition, the microenvironment is hypothesized to be in-
volved in metastasis by the induction of the EMT, leading
to the dissemination and invasion of other tissues [97,
101].

Currently, several novel therapies that disrupt signal-
ing pathways within tumor microenvironments are un-
der investigation. These agents disrupt the “crosstalk” be-
tween epithelial cells, stromal cells, and the ECM neces-
sary for PCa progression and metastasis [35, 102].

Discussion and Conclusion

PCa is a highly prevalent disease and is of biological,
clinical, social, and also economic interest, motivating a
growing body of translational research. Tumor recur-
rence, disease progression, and metastasis remain obsta-
cles to improving survival rates in patients with PCa.

Advanced cancer is a major problem in clinical oncol-
ogy. Progressive, recurrent, and metastatic cancers are
clinically challenging. Driven by the need for novel and
improved treatment modalities for advanced PCa, the de-
velopment of therapeutic strategies targeting PCSCs is
becoming a major focus of research. The CSC concept of
tumorigenesis suggests that therapies specifically target-
ing CSCs may lead to more effective cancer treatments
and this has provided a stimulus for new therapeutic
strategies beyond the traditional anti-proliferative agents
[33, 103, 104]. This new approach is based on the concept
of tumor bulk reduction accompanied by CSC-specific
inhibition.

Recent advances in CSC biology have accelerated
translational research aimed at depleting CSCs. Targeted
therapies are being developed for cell surface markers,
signaling pathways, and the CSC cellular microenviron-
ment (niche). Angiogenesis is a cornerstone of the tumor
microenvironment and is important in CSC survival and
drug resistance.

Preclinical data have demonstrated that targeting
pathways involved in CSC homeostasis has meaningful
results. Hh, Wnt, Notch, and NF-kB pathway inhibitors
inhibit CSC renewal, suppress pluripotency of stem cell
factors (Oct4, Sox2, c-Myc, and Nanog), and inhibit tu-
mor growth both in vivo and ex vivo.

These exciting preclinical results have led to the
development of clinical trials targeting these specific
pathways. A majority of ongoing clinical trials are

New Evidence for Targeted Therapy in
PCa

phase II studies. Together, these studies address all stag-
es of PCa disease (localized, high-risk, hormone-refrac-
tory, and metastatic) as well as disease prevention
(aspirin).

Currently, there are active clinical trials addressing all
the pathways mentioned in this manuscript. Wnt path-
way inhibitors (Foxy-5 and OMP-54F28) are being tested
in patients with metastatic disease for whom all other
therapies have been ineffective (phase I studies). This
makes intuitive sense given that the Wnt pathway is in-
volved in androgen-independent mechanisms and bone
metastasis. Hh pathway inhibitors have received more at-
tention from clinicians and industry with a significant
number of ongoing clinical trials. This may be justified,
given the promising results obtained with vismodegib in
basal cell carcinoma and other cancers. In PCa, vismo-
degib is being studied as a neoadjuvant for localized dis-
ease as well as in metastatic disease.

Studies using aspirin and itraconazole, as inhibitors
of the Hh and NF-kB pathways, respectively, represent
an attempt to harness known drugs with few side effects.
In these studies, the Hh pathway has been targeted using
itraconazole alone or in combination with orteronel.
The use of orterenol to block male sex hormone produc-
tion was hypothesized to increase reliance on the Hh
pathway, thus creating a synergistic effect. Unfortunate-
ly, this study was closed prior to enrollment. The single
clinical trial targeting Notch signaling was also termi-
nated early.

These pathways have been shown to be important in
PCa, promoting tumor growth through CSC prolifera-
tion, creating a favorable microenvironment for tumor
growth and metastasis, and contributing to therapy resis-
tance.

The targeting of PCSCs via the Wnt, Hh, Notch,
NEF-kB pathways as well as the targeting of the CSC niche
is an exciting area of research and may become an impor-
tant addition to traditional treatment regimens. Al-
though the clinical results have not yet lived up to pre-
clinical hopes, there are still many avenues to be explored.
Targeting PCSCs in multidrug combined regimens will
shift the paradigm of PCa treatment and might be a
breakthrough in the treatment of both early and progres-
sive disease.

Disclosure Statement

The authors declare that there is no conflict of interest regard-
ing the publication of this paper.

Urol Int 2017;99:125-136 133
DOI: 10.1159/000455160

Downloaded by:

=
a
N
o
o
<
%
~
=
S
o
I}
S
=
—
4
=}
I
o
~
<
)



10

11

12

13

14

15

16

17

References

Deng Q, Tang DG: Androgen receptor and
prostate cancer stem cells: biological mecha-
nisms and clinical implications. Endocr
Relat Cancer 2015;22:T209-T220.

Shen MM, Abate-Shen C: Molecular genet-
ics of prostate cancer: new prospects for
old challenges. Genes Dev 2010;24:1967-
2000.

Chen X, Rycaj K, Liu X, Tang DG: New in-
sights into prostate cancer stem cells. Cell
Cycle 2013;12:579-586.

Mayer M]J, Klotz LH, Venkateswaran V: Met-
formin and prostate cancer stem cells: a nov-
el therapeutic target. Prostate Cancer Pros-
tatic Dis 2015;18:303-309.

DiZazzo E, Galasso G, Giovannelli P, Di Do-
nato M, Di Santi A, Cernera G, Rossi V, Ab-
bondanza C, Moncharmont B, Sinisi AA,
Castoria G, Migliaccio A: Prostate cancer
stem cells: the role of androgen and estrogen
receptors. Oncotarget 2016;7:193-208.
YuC, Yao Z, Jiang Y, Keller ET: Prostate can-
cer stem cell biology. Minerva Urol Nefrol
2012;64:19-33.

NiJ, Cozzi P, Hao J, Duan W, Graham P, Ke-
arsley J, Li Y: Cancer stem cells in prostate
cancer chemoresistance. Curr Cancer Drug
Targets 2014;14:225-240.

Sharpe B, Beresford M, Bowen R, Mitchard J,
Chalmers AD: Searching for prostate cancer
stem cells: markers and methods. Stem Cell
Rev 2013;9:721-730.

Kerr CL, Hussain A: Regulators of prostate
cancer stem cells. Curr Opin Oncol 2014;26:
328-333.

Zhang K, Zhou S, Wang L, Wang ], Zou Q,
Zhao W, Fu Q, Fang X: Current stem cell bio-
markers and their functional mechanisms in
prostate cancer. Int ] Mol Sci 2016;
17:pii:E1163.

Wang G, Wang Z, Sarkar FH, Wei W: Target-
ing prostate cancer stem cells for cancer
therapy. Discov Med 2012;13:135-142.
Bonnet D, Dick JE: Human acute myeloid
leukemia is organized as a hierarchy that
originates from a primitive hematopoietic
cell. Nat Med 1997;3:730-737.

Weissman IL: Stem cells: units of develop-
ment, units of regeneration, and units in evo-
lution. Cell 2000;100:157-168.

Li F, Tiede B, Massague J, Kang Y: Beyond
tumorigenesis: cancer stem cells in metasta-
sis. Cell Res 2007;17:3-14.

Reya T, Morrison SJ, Clarke MF, Weissman
IL: Stem cells, cancer, and cancer stem cells.
Nature 2001;414:105-111.

Mimeault M, Batra SK: Great promise of tis-
sue-resident adult stem/progenitor cells in
transplantation and cancer therapies. Adv
Exp Med Biol 2012;741:171-186.

Cheng T, Rodrigues N, Shen H, Yang Y,
Dombkowski D, Sykes M, Scadden DT: He-
matopoietic stem cell quiescence maintained
by p2lcipl/wafl. Science 2000;287:1804-
1808.

19

20

21

22

23

24

25

26

27

28

29

30

31

32

33

De Marzo AM, Nelson WG, Meeker AK,
Coffey DS: Stem cell features of benign and
malignant prostate epithelial cells. J Urol
1998;160(6 pt 2):2381-2392.

Signoretti S, Loda M: Prostate stem cells:
from development to cancer. Semin Cancer
Biol 2007;17:219-224.

Ousset M, Van Keymeulen A, Bouvencourt
G, Sharma N, Achouri Y, Simons BD, Blan-
pain C: Multipotent and unipotent progeni-
tors contribute to prostate postnatal devel-
opment. Nat Cell Biol 2012;14:1131-1138.
George FW, Peterson KG: 5a-Dihydro-
testosterone formation is necessary for em-
bryogenesis of the rat prostate. Endocrinol-
ogy 1988;122:1159-1164.

Lang SH, Frame FM, Collins AT: Prostate
cancer stem cells. ] Pathol 2009;217:299-306.
Bonkhoff H, Remberger K: Differentiation
pathways and histogenetic aspects of normal
and abnormal prostatic growth: a stem cell
model. Prostate 1996;28:98-106.

Shibata M, Shen MM: Stem cells in genetical-
ly-engineered mouse models of prostate can-
cer. Endocr Relat Cancer 2015;22:T199-
T208.

Peehl DM, Leung GK, Wong ST: Keratin ex-
pression: a measure of phenotypic modula-
tion of human prostatic epithelial cells by
growth inhibitory factors. Cell Tissue Res
1994;277:11-18.

Hudson DL, Guy AT, Fry P, O’Hare MJ, Watt
FM, Masters JR: Epithelial cell differentia-
tion pathways in the human prostate: identi-
fication of intermediate phenotypes by kera-
tin expression. ] Histochem Cytochem 2001;
49:271-278.

Wang Y, Hayward S, Cao M, Thayer K,
Cunha G: Cell differentiation lineage in the
prostate. Differentiation 2001;68:270-279.
Huang CK, Luo ], Lee SO, Chang C: Concise
review: androgen receptor differential roles
in stem/progenitor cells including prostate,
embryonic, stromal, and hematopoietic lin-
eages. Stem Cells 2014;32:2299-2308.
Bonkhoff H: Role of the basal cells in pre-
malignant changes of the human prostate:
a stem cell concept for the development of
prostate cancer. Eur Urol 1996;30:201-
205.

Evans GS, Chandler JA: Cell proliferation
studies in rat prostate. I. The proliferative
role of basal and secretory epithelial cells
during normal growth. Prostate 1987;10:
163-178.

Evans GS, Chandler JA: Cell proliferation
studies in the rat prostate: II. The effects of
castration and androgen-induced regenera-
tion upon basal and secretory cell prolifera-
tion. Prostate 1987;11:339-351.

Collins AT, Maitland NJ: Prostate cancer
stem cells. Eur ] Cancer 2006;42:1213-1218.
Maitland NJ, Collins AT: Prostate cancer
stem cells: a new target for therapy. J Clin
Oncol 2008;26:2862-2870.

134

Urol Int 2017;99:125-136
DOI: 10.1159/000455160

34

35

36

37

38

39

40

41

42

43

44

45

46

47

48

Yang T, Rycaj K: Targeted therapy against
cancer stem cells. Oncol Lett 2015;10:27-33.
Chen K, Huang YH, Chen JL: Understanding
and targeting cancer stem cells: therapeutic
implications and challenges. Acta Pharma-
col Sin 2013;34:732-740.

Tang DG: Cancers of the breast and prostate:
a stem cell perspective. Endocr Relat Cancer
2015;22:E9-E11.

Han L, Shi S, Gong T, Zhang Z, Sun X: Can-
cer stem cells: therapeutic implications and
perspectives in cancer therapy. Acta Phar-
maceutica Sinica B 2013;3:65-75.

Kasper S: Identification, characterization,
and biological relevance of prostate cancer
stem cells from clinical specimens. Urol On-
col 2009;27:301-303.

Pan Q, Li Q, Liu S, Ning N, Zhang X, Xuy,
Chang AE, Wicha MS: Concise review: tar-
geting cancer stem cells using immunologic
approaches. Stem Cells 2015;33:2085-2092.
Visvader JE, Lindeman GJ: Cancer stem
cells: current status and evolving complexi-
ties. Cell Stem Cell 2012;10:717-728.
Richardson GD, Robson CN, Lang SH, Neal
DE, Maitland NJ, Collins AT: CD133, a novel
marker for human prostatic epithelial stem
cells. J Cell Sci 2004;117(pt 16):3539-3545.
Xin L, Lawson DA, Witte ON: The Sca-1 cell
surface marker enriches for a prostate-regen-
erating cell subpopulation that can initiate
prostate tumorigenesis. Proc Natl Acad Sci U
S A 2005;102:6942-6947.

Rizzo S, Attard G, Hudson DL: Prostate epi-
thelial stem cells. Cell Prolif 2005;38:363—
374.

Collins AT, Berry PA, Hyde C, Stower M]J,
Maitland NJ: Prospective identification of
tumorigenic prostate cancer stem cells. Can-
cer Res 2005;65:10946-10951.

Lin X, Farooqgi AA, Qureshi MZ, Romero
MA, Tabassum S, Ismail M: Prostate cancer
stem cells: viewing signaling cascades at a
finer resolution. Arch Immunol Ther Exp
(Warsz) 2016;64:217-223.

Rajasekhar VK, Studer L, Gerald W, Socci
ND, Scher HI: Tumour-initiating stem-like
cells in human prostate cancer exhibit in-
creased NF-kappaB signalling. Nat Com-
mun 2011;2:162.

Tomlins SA, Rhodes DR, Perner S, Dhanas-
ekaran SM, Mehra R, Sun XW, Varambally
S, Cao X, Tchinda J, Kuefer R, Lee C, Montie
JE, Shah RB, Pienta KJ, Rubin MA, Chinnai-
yan AM: Recurrent fusion of TMPRSS2 and
ETS transcription factor genes in prostate
cancer. Science 2005;310:644-648.

Birnie R, Bryce SD, Roome C, Dussupt V,
Droop A, Lang SH, Berry PA, Hyde CF, Lew-
is JL, Stower M]J, Maitland NJ, Collins AT:
Gene expression profiling of human prostate
cancer stem cells reveals a pro-inflammatory
phenotype and the importance of extracel-
lular matrix interactions. Genome Biol 2008;
9:R83.

Ledo/Domingos/Figueiredo/Hamilton/
Tabori/Castelo-Branco

54.70.40.11 - 10/3/2017 5:01:22 PM

Downloaded by:



49

50

51

52

53

54

55

56

57

58

59

60

61

62

63

Polson ES, Lewis JL, Celik H, Mann VM,
Stower MJ, Simms MS, Rodrigues G, Collins
AT, Maitland NJ: Monoallelic expression of
TMPRSS2/ERG in prostate cancer stem
cells. Nat Commun 2013;4:1623.
Chakraborty C, Chin KY, Das S: miRNA-reg-
ulated cancer stem cells: understanding the
property and the role of miRNA in carcino-
genesis. Tumour Biol 2016;37:13039-13048.
Tao ZQ, Shi AM, Li R, Wang YQ, Wang X,
Zhao J: Role of microRNA in prostate cancer
stem/progenitor cells regulation. Eur Rev
Med Pharmacol Sci 2016;20:3040-3044.
Kong YW, Ferland-McCollough D, Jack-
son TJ, Bushell M: microRNAs in cancer
management. Lancet Oncol 2012;13:¢249-
e258.

Gandellini P, Giovannetti E, Nicassio F: Mi-
croRNAs in cancer management: big chal-
lenges for small molecules. Biomed Res Int
2015;2015:982156.

FuW, Tao T, Qi M, Wang L, Hu ], Li X, Xing
N, DuR, Han B: MicroRNA-132/212 upregu-
lation inhibits TGF-p-mediated epithelial-
mesenchymal transition of prostate cancer
cells by targeting SOX4. Prostate 2016;76:
1560-1570.

ZhuJ, Wang S, Zhang W, Qiu ], Shan Y, Yang
D, Shen B: Screening key microRNAs for cas-
tration-resistant prostate cancer based on
miRNA/mRNA functional synergistic net-
work. Oncotarget 2015;6:43819-43830.

Sun Y, Gao WQ: Human prostate cancer
stem cells: new features unveiled. Asian J
Androl 2011;13:355-356.

Wongtrakoongate P: Epigenetic therapy of
cancer stem and progenitor cells by targeting
DNA methylation machineries. World J
Stem Cells 2015;7:137-148.

McCubrey JA, Abrams SL, Fitzgerald TL,
Cocco L, Martelli AM, Montalto G, Cervello
M, Scalisi A, Candido S, Libra M, Steelman
LS: Roles of signaling pathways in drug resis-
tance, cancer initiating cells and cancer pro-
gression and metastasis. Adv Biol Regul
2015;57:75-101.

Clayton S, Mousa SA: Therapeutics formu-
lated to target cancer stem cells: is it in our
future? Cancer Cell Int 2011;11:7.

Gupta R, Vyas P, Enver T: Molecular target-
ing of cancer stem cells. Cell Stem Cell 2009;
5:125-126.

Weiner LM, Dhodapkar MV, Ferrone S:
Monoclonal antibodies for cancer immuno-
therapy. Lancet 2009;373:1033-1040.
Takebe N, Harris PJ, Warren RQ, Ivy SP: Tar-
geting cancer stem cells by inhibiting Wnt,
Notch, and Hedgehog pathways. Nat Rev
Clin Oncol 2011;8:97-106.

Nanta R, Kumar D, Meeker D, Rodova M,
Van Veldhuizen PJ, Shankar S, Srivastava
RK: NVP-LDE-225 (Erismodegib) inhibits
epithelial-mesenchymal transition and hu-
man prostate cancer stem cell growth in
NOD/SCID IL2Ry null mice by regulating
Bmi-1 and microRNA-128. Oncogenesis
2013;2:e42.

New Evidence for Targeted Therapy in
PCa

64

65

66

67

68

69

70

71

72

73

74

75

76

Gonnissen A, Isebaert S, Haustermans K:
Hedgehog signaling in prostate cancer and
its therapeutic implication. Int ] Mol Sci
2013;14:13979-14007.

Karhadkar SS, Bova GS, Abdallah N, Dhara
S, Gardner D, Maitra A, Isaacs JT, Berman
DM, Beachy PA: Hedgehog signalling in
prostate regeneration, neoplasia and metas-
tasis. Nature 2004;431:707-712.

Lauth M, Bergstrom A, Shimokawa T, Toft-
gard R: Inhibition of GLI-mediated tran-
scription and tumor cell growth by small-
molecule antagonists. Proc Natl Acad Sci
U S A 2007;104:8455-8460.

Rimkus TK, Carpenter RL, Qasem S, Chan
M, Lo HW: Targeting the sonic hedgehog
signaling pathway: review of smoothened
and GLI inhibitors. Cancers (Basel) 2016;
8:pii:E22.

Gonnissen A, Isebaert S, Haustermans K:
Targeting the Hedgehog signaling pathway
in cancer: beyond Smoothened. Oncotarget
2015;6:13899-13913.

Hanna A, Shevde LA: Hedgehog signaling:
modulation of cancer properies and tumor
mircroenvironment. Mol Cancer 2016;15:24.
McDermott SP, Wicha MS: Targeting breast
cancer stem cells. Mol Oncol 2010;4:404-
419.

Yardy GW, Brewster SF: Wnt signalling and
prostate cancer. Prostate Cancer Prostatic
Dis 2005;8:119-126.

Sheikh A, Niazi AK, Ahmed MZ, Igbal B,
Anwer SM, Khan HH: The role of Wnt sig-
naling pathway in carcinogenesis and impli-
cations for anticancer therapeutics. Hered
Cancer Clin Pract 2014;12:13.

Le PN, McDermott JD, Jimeno A: Targeting
the Wnt pathway in human cancers: thera-
peutic targeting with a focus on OMP-54F28.
Pharmacol Ther 2015;146:1-11.

Yang K, Wang X, Zhang H, Wang Z, Nan G,
LiY, Zhang F, Mohammed MK, Haydon RC,
Luu HH, Bi Y, He TC: The evolving roles of
canonical WNT signaling in stem cells and
tumorigenesis: implications in targeted can-
cer therapies. Lab Invest 2016;96:116-136.
Gurney A, Axelrod F, Bond CJ, Cain J,
Chartier C, Donigan L, Fischer M, Chaud-
hari A, Ji M, Kapoun AM, Lam A, Lazetic S,
Ma S, Mitra S, Park IK, Pickell K, Sato A,
Satyal§S, Stroud M, Tran H, Yen WC, Lewicki
J, Hoey T: Wnt pathway inhibition via the
targeting of Frizzled receptors results in de-
creased growth and tumorigenicity of hu-
man tumors. Proc Natl Acad Sci U S A 2012;
109:11717-11722.

Liu J, Pan S, Hsieh MH, Ng N, Sun F, Wang
T, Kasibhatla S, Schuller AG, Li AG, Cheng
D, LiJ, Tompkins C, Pferdekamper A, Steffy
A, ChengJ, Kowal C, Phung V, Guo G, Wang
Y, Graham MP, Flynn S, Brenner JC, Li C,
Villarroel MC, SchultzPG, WuX,McNamara
P, Sellers WR, Petruzzelli L, Boral AL, Seidel
HM, McLaughlin ME, Che J, Carey TE, Va-
nasse G, Harris JL: Targeting Wnt-driven
cancer through the inhibition of Porcupine

77

78

79

80

81

82

83

84

85

86

87

by LGK974. Proc Natl Acad Sci U S A 2013;
110:20224-20229.

Feitelson MA, Arzumanyan A, Kulathinal R,
Blain SW, Holcombe RF, Mahajna J, Marino
M, Martinez-Chantar ML, Nawroth R, San-
chez-Garcia I, Sharma D, Saxena NK, Singh
N, Vlachostergios PJ, Guo S, Honoki K, Fujii
H, Georgakilas AG, Bilsland A, Amedei A,
Niccolai E, Amin A, Ashraf SS, Boosani CS,
Guha G, Ciriolo MR, Aquilano K, Chen S,
Mohammed SI, Azmi AS, Bhakta D, Halicka
D, Keith WN, Nowsheen S: Sustained prolif-
eration in cancer: mechanisms and novel
therapeutic targets. Semin Cancer Biol 2015;
35(suppl):S25-S54.

Wang XD, Shou J, Wong P, French DM, Gao
WQ: Notchl-expressing cells are indispens-
able for prostatic branching morphogenesis
during development and re-growth follow-
ing castration and androgen replacement. J
Biol Chem 2004;279:24733-24744.

Yuan X, Wu H, Xu H, Xiong H, Chu Q, Yu§,
Wu GS, Wu K: Notch signaling: an emerging
therapeutic target for cancer treatment. Can-
cer Lett 2015;369:20-27.

Carvalho FL, Simons BW, Eberhart CG, Ber-
man DM: Notch signaling in prostate cancer:
amoving target. Prostate 2014;74:933-945.
Tapia MA, Gonzalez-Navarrete I, Dalmases
A, Bosch M, Rodriguez-Fanjul V, Rolfe M,
Ross ]S, Mezquita J, Mezquita C, Bachs O,
Gascon P, Rojo F, PeronaR, Rovira A, Albanell
J: Inhibition of the canonical IKK/NF kappa
B pathway sensitizes human cancer cells to
doxorubicin. Cell Cycle 2007;6:2284-2292.
Peng YM, Zheng JB, Zhou YB, Li J: Charac-
terization of a novel curcumin analog P1 as
potent inhibitor of the NF-«kB signaling
pathway with distinct mechanisms. Acta
pharmacol Sin 2013;34:939-950.

Jin R, Yi Y, Yull FE, Blackwell TS, Clark PE,
Koyama T, Smith JA Jr, Matusik RJ: NF-xB
gene signature predicts prostate cancer pro-
gression. Cancer Res 2014;74:2763-2772.
Nguyen DP, Li J, Yadav SS, Tewari AK: Re-
centinsights into NF-«B signalling pathways
and the link between inflammation and
prostate cancer. BJU Int 2014;114:168-176.
Chen D, Frezza M, Schmitt S, Kanwar J, Dou
QP: Bortezomib as the first proteasome in-
hibitor anticancer drug: current status and
future perspectives. Curr Cancer Drug
Targets 2011;11:239-253.

Heath EI, Hillman DW, Vaishampayan U,
Sheng S, Sarkar F, Harper F, Gaskins M, Pitot
HC, Tan W, Ivy SP, Pili R, Carducci MA, Erli-
chman C, Liu G: A phase II trial of 17-allyl-
amino-17-demethoxygeldanamycin in pa-
tients with hormone-refractory metastatic
prostate cancer. Clin Cancer Res 2008;14:
7940-7946.

HuY, Guo R, Wei ], Zhou Y, Ji W, Liu J, Zhi
X, Zhang J: Effects of PI3K inhibitor NVP-
BKM120 on overcoming drug resistance and
eliminating cancer stem cells in human
breast cancer cells. Cell Death Dis 2015;
6:€2020.

Urol Int 2017;99:125-136

DOI: 10.1159/000455160

135

Downloaded by:

=
a
N
o
o
<
%
~
=
S
o
I}
S
=
—
4
=}
I
o
~
<
)



88

89

90

91

92

93

Dean M, Fojo T, Bates S: Tumour stem cells
and drug resistance. Nat Rev Cancer 2005;5:
275-284.

Shukla S, Ohnuma S, Ambudkar SV: Im-
proving cancer chemotherapy with modula-
tors of ABC drug transporters. Curr Drug
Targets 2011;12:621-630.

Rybalchenko V, Prevarskaya N, Van Coppe-
nolle F, Legrand G, Lemonnier L, Le Bourhis
X, Skryma R: Verapamil inhibits prolifera-
tion of LNCaP human prostate cancer cells
influencing K+ channel gating. Mol Pharma-
col 2001;59:1376-1387.

Lee CR, Chun JN, Kim SY, Park S, Kim SH,
Park EJ, Kim IS, Cho NH, Kim IG, So I, Kim
TW, Jeon JH: Cyclosporin A suppresses
prostate cancer cell growth through
CaMKKpB/AMPK-mediated inhibition of
mTORCI1 signaling. Biochem Pharmacol
2012;84:425-431.

Kawahara T, Kashiwagi E, Ide H, Li Y, Zheng
Y, Ishiguro H, Miyamoto H: The role of
NFATcl in prostate cancer progression: cy-
closporine A and tacrolimus inhibit cell pro-
liferation, migration, and invasion. Prostate
2015;75:573-584.

Lissoni P, Vigano P, Vaghi M, Frontini L, Gi-
uberti C, Manganini V, Casu M, Brivio F,
Niespolo R, Strada G: A phase II study of
tamoxifen in hormone-resistant metastatic
prostate cancer: possible relation with pro-
lactin secretion. Anticancer Res 2005;25:
3597-3599.

94

95

96

97

98

Kreis W, Budman DR, Calabro A: A reexami-
nation of PSC 833 (Valspodar) as a cytotoxic
agent and in combination with anticancer
agents. Cancer Chemother Pharmacol 2001;
47:78-82.

Kelly RJ, Draper D, Chen CC, Robey RW,
Figg WD, Piekarz RL, Chen X, Gardner ER,
Balis FM, Venkatesan AM, Steinberg SM,
Fojo T, Bates SE: A pharmacodynamic study
of docetaxel in combination with the P-gly-
coprotein antagonist tariquidar (XR9576) in
patients with lung, ovarian, and cervical
cancer. Clin Cancer Res 2011;17:569-580.
Takebe N, Nguyen D, Yang SX: Targeting
notch signaling pathway in cancer: clinical
development advances and challenges. Phar-
macol Ther 2014;141:140-149.

Borovski T, De Sousa E M F, Vermeulen L,
Medema JP: Cancer stem cell niche: the place
to be. Cancer Res 2011;71:634-639.
Calabrese C, Poppleton H, Kocak M, Hogg
TL, Fuller C, Hamner B, Oh EY, Gaber MW,
Finklestein D, Allen M, Frank A, Bayazitov
IT, Zakharenko SS, Gajjar A, Davidoff A,
Gilbertson RJ: A perivascular niche for brain
tumor stem cells. Cancer Cell 2007;11:69-82.

136

DOI: 10.1159/000455160

Urol Int 2017;99:125-136

99

100

101

102

103

104

Folkins C, Man S, Xu P, Shaked Y, Hicklin
DJ, Kerbel RS: Anticancer therapies com-
bining antiangiogenic and tumor cell cyto-
toxic effects reduce the tumor stem-like cell
fraction in glioma xenograft tumors. Can-
cer Res 2007;67:3560-3564.

van der Horst EH, Chinn L, Wang M, Velilla
T, Tran H, Madrona Y, Lam A, Ji M, Hoey
TC, Sato AK: Discovery of fully human anti-
MET monoclonal antibodies with antitu-
mor activity against colon cancer tumor
models in vivo. Neoplasia 2009;11:355-364.
Logtenberg MEW, Boonstra J: Cancer stem
cells and addicted cancer cells. Oncol Dis-
cov 2013;1.

Corn PG: The tumor microenvironment in
prostate cancer: elucidating molecular
pathways for therapy development. Cancer
Manag Res 2012;4:183-193.

Dubrovska A, Elliott J, Salamone RJ, Kim
S, Aimone LJ, Walker JR, Watson J, Sau-
veur-Michel M, Garcia-Echeverria C, Cho
CY, Reddy VA, Schultz PG: Combination
therapy targeting both tumor-initiating
and differentiated cell populations in
prostate carcinoma. Clin Cancer Res 2010;
16:5692-5702.

Castelo-Branco P, Zhang C, Lipman T, Fu-
jitani M, Hansford L, Clarke I, Harley CB,
Tressler R, Malkin D, Walker E, Kaplan DR,
Dirks P, Tabori U: Neural tumor-initiating
cells have distinct telomere maintenance
and can be safely targeted for telomerase in-
hibition. Clin Cancer Res 2011;17:111-121.

Ledo/Domingos/Figueiredo/Hamilton/
Tabori/Castelo-Branco

Downloaded by:

54.70.40.11 - 10/3/2017 5:01:22 PM



