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Abstract. 
Introduction. HER-2 has been associated with castrate resistant prostate cancer and matrix metalloproteinase-2 (MMP-2) in the dissemination and invasion of tumor cells as well as activating angiogenesis. We present an immunocytochemical study of the effect of androgen blockade on the expression of HER-2 and MMP-2 in bone marrow micrometastasis and the surrounding stromal cells in men with prostate cancer. Methods and Patients. A cross-sectional study of men with prostate cancer. Touch preps were obtained from bone marrow biopsies of men with prostate cancer, before and after radical prostatectomy and during androgen blockade. Micrometastasis detected with anti-PSA immunocytochemistry underwent processing with anti-HER-2 and anti-MMP-2 immunocytochemistry. Patients were defined as HER-2 positive or negative, MMP-2 negative or an MMP-2 pattern described as border or central and stromal MMP-2 defined as positive or negative. The expression of the biomarkers was compared before and after primary treatment and during androgen blockade in relation to the serum PSA at the time of sampling and duration of androgen blockade. Results. 191 men participated, 35 men before surgery and 43 after surgery; there were no significant differences in HER-2 expression between groups, there was no MMP-2 expression centrally or stromal expression of MMP-2. In men with androgen blockade, HER-2 expression was significantly higher; there was a trend for increasing HER-2 expression up to 5 years; central MMP-2 expression significantly increased after 3 years, while stromal MMP-2 significantly increased after 6 years. MMP-2 expression both in micrometastasis and stroma was significantly associated with HER-2 expression. Expression of MMP-2 at the border of the micrometastasis was not associated with HER-2 expression and occurred in the absence of androgen blockade. 
Conclusions. Androgen blockade decreases serum PSA by eliminating HER-2 negative prostate cancer cells. However, there is early selection of HER-2 positive cancer cells which leads to androgen independence and to increased expression of MMP-2 activity in the micrometastasis. The increased MMP-2 activity in the micrometastasis increases the expression of MMP-2 in the surrounding stromal cells and thus could promote angiogenesis and tumor growth resulting in macrometastatic androgen independent disease.
 

1. Introduction
Since the publication of Huggin’s work in 1942 [1], androgen blockade has been a treatment option for metastastic prostate cancer and for biochemical failure after primary therapy. Early-stage prostate cancer exhibits androgen dependence, and as a result of androgen blockade or withdrawal, prostate cancer cells undergo cell cycle arrest or apoptosis. Although most patients respond initially to therapy, these patients eventually relapse and die from their disease [2]. Once hormone refractory disease is present, the prognosis is very poor with a median survival of 9–12 months [3]. The mechanisms responsible for the initial survival and subsequent proliferation of castrate resistant prostate cancer cells remain poorly characterized. Therefore, identification of patients who are likely to fail androgen blockage would be helpful for selecting patients who are best suited for other treatments or clinical trials of early systemic intervention [4].
One such biomarker is HER-2, which is a member of the ErbB family of receptor tyrosine kinases and plays a crucial role in growth, differentiation, and motility of normal and cancer cells. HER-2 has been proposed as a survival factor for prostate cells in the absence of androgens, possibly by activating the androgen receptor [5–7]. In hormone-naive patients, whether in patients undergoing observation or posttreatment with or without biochemical failure, the expression of HER-2 was infrequent both in CPCs and micrometastasis, whereas patients treated with androgen blockage had a significantly increased levels of HER-2 expression in both CPCs and micrometastasis [8]. Inhibition of HER-2 protein suppresses HER-2/PI3K/Akt pathway signaling with subsequent suppression of proteolytic activity by downregulating the activity of metalloproteinases [9]. Matrix metalloproteinase-2 (MMP-2) expression in primary prostate cancer is associated with a worse prognosis [10–12]. MMP-2 is thought to be important in the dissemination and invasion of cancer cells [13, 14] and through the activation of MMP-9 thought to activate angiogenesis and thus permits tumor growthand the formation of metastasis [15].
We present a cross-sectional cohort study of the expression of HER-2 and MMP-2 in bone marrow micrometastasis detected in bone marrow biopsies and compare the effect of androgen blockade on HER-2 and MMP-2 expressions in tumor and surrounding stromal cells with that of men without androgen blockade. We hypothesize that micrometastasis from higher grade tumors or those micrometastases exposed previously to androgen blockade have a higher expression of HER-2 protein, and this in turn leads to higher MMP-2 expression in tumor cells and stromal cells which finally leads to angiogenesis and macrometastasis formation.
2. Patients and Methods
Men diagnosed with prostate cancer attending the Hospital de Carabineros de Chile and Instituto de Bio-Oncología, Santiago, Chile, between 2008 and 2011 were asked to participate in the study. Patient records were used to retrieve clinical information (age, stage, Gleason score, length of treatment with androgen blockade where appropriate, bone scan results, serum PSA, and time from diagnosis at the time of sampling).
The criteria of ISHAGE were used to evaluate immunostained cells [16], and mM defined as PSA staining cells  was  detected in bone marrow fragments from biopsy specimens (Figures 1(a) and 1(b)).
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Figure 1: (a) mM negative, (b) mM positive, (c) MMP-2 negative, (d) MMP-2 border positive, (e) MMP-2 positive, stroma negative, (f) MMP-2 positive, stroma positive, (g) HER-2 negative, and (h) HER-2 positive.


2.1. Inclusion Criteria

					These include (a) biopsy proven prostate cancer; (b) written informed consent; (c) with or without androgen blockade; and (d) negative bone scan within three months of the sampling.
2.2. Sample Preparation
A bone marrow biopsy was taken from the posterior superior iliac crest. The bone marrow biopsy sample was used to make 4 “touch preps” using silanized slides (DAKO, USA). The slides were air-dried for 24 hours, finally fixed in a solution of 70% ethanol, 5% formaldehyde and 25% PBS for 5 minutes, and then washed 3 times with PBS.
2.3. Immunocytochemistry
Monoclonal antibodies directed against PSA clone 28A4 (Novacastra, UK) in a concentration of 2,5 μg/mL were used to detect prostate cells and identified using a detection system based on alkaline phosphatase-antialkaline phosphatase (LSAB2 DAKO, USA) with new fuchsin as the chromogen, according to the manufacturers’ instructions. To permit the rapid identification of positive cells there was no counterstaining with Mayer’s hematoxylin. Leisamvole (DAKO, USA) was used as an inhibitor of endogenous alkaline phosphatase. Positive (prostate) and negative (colon) controls were processed in the same way.
Positive samples underwent a second stage, half being  used  to detect MMP-2 expression and the other half HER-2 expression.
2.3.1. MMP-2 Expression
Samples were incubated for 1 hour at room temperature with anti-MMP-2 clone 1B4 (Novocastra, UK) and identified with a system of detection based on peroxidase (LSAB2, DAKO, USA) with DAB (DAKO, USA) as the chromogen, according to the manufacturers’ instructions. Endogenous peroxidase was inhibited using an inhibitor (DAKO, USA) according to the manufacturer’s instructions.
Definition of Expression of MMP-2. The criterion to define a cell expressing MMP-2 was that of Trudel et al. (2003) [10], micrometastasis being defined as positive or negative, with a central or border pattern of expression (see Figures 1(c), 1(d), and 1(e)). In the samples of bone marrow biopsy touch preps the expression of MMP-2 in the surrounding non-PSA expressing cells was analyzed. The expression of MMP-2 in these cells was noted as present or absent (see Figures 1(e) and 1(f)).
2.3.2. HER-2 Expression
HER-2 expression was determined using the HercepTest, according to manufacturer’s instructions. Cells were classified as PSA positive and HER-2 either negative or positive and with the score 0–3+ regarding HER-2 staining intensity (Figures 1(g) and 1(h)). HER-2-positive patients were defined according to the criteria of Osman et al. [6] as 2+ and 3+ staining in more than 10% of PSA-positive cells. A mean expression of HER-2 per cell was calculated using the following formula: sum of HER-2 scores/number of cells counted.
Samples were analyzed at low power, and photographed at a magnification of 400x using a digital camera, Samsung Digimax D73, and processed with the Digimax program for Windows 98. The immunocytochemical evaluation was performed by a single person, blinded to the clinical details using a coded system.
The patients were divided into 3 groups:(I) preradical prostatectomy and bone scan negative: patients with micrometastasis were analyzed for MMP-2 and HER-2 expressions,(II) postradical prostatectomy bone scan negative without evidence of biochemical failure, defined as a PSA > 0.2 ng/mL and without androgen blockade: patients were analyzed for MMP-2 and HER-2 expressions, and(III) postradical prostatectomy, biochemical failure, and with androgen blockade. Patients were analyzed for MMP-2 and HER-2  expressions,  according to serum PSA at the time of sampling and time elapsed from starting  of  androgen blockade.
2.4. Statistical Analysis
Descriptive statistics were used for demographic variables, expressed as mean and standard deviation in the case of continuous variables with a normal distribution. In case of an asymmetrical distribution the median and interquartile range (IQR) values were used. Noncontiguous variables were presented as frequencies. The Student’s 
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-test was used to compare continuous variables with a normal distribution, Chi-squared, Kruskal-Wallis, and log regression for the differences in frequency. The kappa test was used for tests of concordance.
The analysis was firstly to compare the expressions of HER-2 and MMP-2 in the micrometastasis and stromal expression of MMP-2 in men with and without androgen blockade and secondly, in the men undergoing androgen blockade, to compare the expressions of HER-2 and MMP-2 in the micrometastasis and stromal expression of MMP-2 with the serum PSA at the time of sampling and with the length of androgen blockade at the time of sampling.
2.5. Ethical Considerations
The study was directed with complete conformity with the principles of the declaration of Helsinki and approval of the local ethical committees.
3. Results
A total of 191 men participated in the study.
3.1. Preprostatectomy Radical
35 men with a mean age of 70.0 ± 10.5 years and a median serum PSA of 4.83 ng/mL (IQR 3.03–11.48 ng/mL) comprised the group. Overall micrometastasis was detected in 26/35 (74.3%); there were significantly fewer micrometastases detected in patients with Gleason 4 and stage 1 cancer (Table 1).
Table 1: Detection of micrometastasis (mM) according to Gleason score and stage.
	

	Gleason score	4	5	6	7	8 + 9	Total
	No. mM/total patients	1/5*	14/17*	7/9	3/3	1/1	26/35
	

	Stage	1	2	3	 	 	Total
	No. mM/total patients	3/9**	13/15**	10/11	 	 	26/35
	



	
		
			
				∗
				,
				∗
				∗
			

			
				𝑃
				<
				0
				.
				0
				2
			

		
	
 Fisher 2 tailed.

MMP-2 expression was seen in 3/26 (11.5%) of micrometastases, at the edges of the bone marrow  fragments;  corresponding to Gleason 9 and two Gleason 7 patients, there was no centrally distributed MMP-2 expression or stromal expression of MMP-2. HER-2 expression was defined as positive in 4/26 (15.4%) of patients, with an average expression of 
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 per cell. HER-2 expression was not associated with Gleason score or stage, corresponding to 2 patients with Gleason 5, 1 with Gleason 6, and 1 with Gleason 9 and 2 patients with stage 2 and 2 patients with stage 3 disease. 12/26 had no HER-2 expression detected.
3.2. Postprostatectomy Radical without Evidence of Biochemical Failure or Previous Androgen Blockade
43 men with an average age of 
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 years and a median serum PSA of 0.04 ng/mL (IQR 0.02–0.10 ng/mL) comprised the group. Micrometastases were detected in 28/43 (65.1%) of patients. There were no differences in the frequency of micrometastases detection according to Gleason score, but stage 2 patients had significantly fewer micrometastases detected than stage 3 patients (Chi-squared 
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) (see Table 2). There was no significant difference in the frequency of micrometastasis detection between pre- and postradical prostatectomy groups (Chi-squared 
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).
Table 2: Detection of micrometastasis (mM) according to Gleason score and stage.
	

	Gleason score	4	5	6	7	8 + 9	Total
	No. mM/total patients	2/4	6/10	8/12	9/12	3/5	28/43
	

	Stage	1	2	3	 	 	Total
	No. mM/total patients	0/1	7/15*	21/27*	 	 	28/43
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 Chi-squared.

MMP-2 expression was seen in 2/43 (4.7%) of micrometastases, at the edges of the bone marrow fragments; corresponding to 2 Gleason 9 patients, there was no centrally distributed MMP-2 expression or stromal expression of MMP-2. HER-2 expression was defined as positive in 7/43 (16.3%) of patients, with an average expression of 
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 per cell. HER-2 expression was not associated with Gleason score or stage, corresponding to 2 patients with Gleason 5, 2 with Gleason 6, 1 with Gleason 7, and 1 with Gleason 9 and in 2 patients with stage 2 and 5 patients with stage 3 disease. 22/43 had no HER-2 expression detected.
Comparison between Men Pre- and Postradical Prostatectomy and without Androgen Blockade. There were no significant differences between the groups in terms of frequency of micrometastases detected, frequency and pattern of MMP-2 expression, or frequency of HER-2 expression.
3.3. Postprostatectomy Radical with Biochemical Failure and Androgen Blockade
113 men with a mean age of 
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 years and a median serum PSA of 1.70 ng/mL (IQR 0.70–9.09 ng/mL) formed the group. Micrometastases were detected in 87/113 (77.0%) of cases, and such  cases  represented systemic failure of primary treatment and systemic therapy with androgen blockade. Central expression of MMP-2 was detected in 21/87 (24.1%) of micrometastases, and HER-2 expression was positive in 41/87 (47.1%) of micrometastases. Stroma expressing MMP-2 was detected in 14/87 (16.1%) of cases. Comparing men with androgen blockade with those without androgen blockade (combined pre- and postprostatectomy) the frequency of HER-2-positive patients was significantly higher (
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3.3.1. Comparison between Central Expression of MMP-2 and HER-2 Expression in Micrometastasis
There was a significant association  between  the coexpression of MMP-2 and HER-2 in bone marrow micrometastasis (
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 Chi-squared) (Table 3).
Table 3: Coexpression of MMP-2 and HER-2 in micrometastasis. 
	

	 	HER-2 (+)	HER-2 (−)	Total
	

	MMP-2 (+)	16	5	21
	MMP-2 (−)	25	41	66
	

	Total	41	46	87
	



	
		
			
				𝑃
				=
				0
				.
				0
				0
				5
			

		
	
, Chi-squared.










3.3.2. Comparison between Serum PSA and  MMP-2 and HER-2 Expressions 
We analyzed the relation between the serum PSA at the time of sampling and the frequency of MMP-2 and HER-2 expressions. The inference was that the higher the serum PSA, the more advanced the disease. Based on a pilot study we arbitrarily divided the group into 3 subgroups, those with a serum PSA < 2.0 ng/mL, those with a serum PSA of 2.0–10.0 ng/mL, and those with a PSA > 10.0 ng/mL (Table 4).
Table 4: Coexpression of MMP-2 and HER-2 according to serum PSA levels.
	

	Serum PSA	MMP-2 (+) HER-2 (+)	MMP-2 (+) HER-2 (−)	MMP-2 (−) HER-2 (+)	MMP-2 (−) HER-2 (−)	Total
	

	<2.0 ng/mL	2	0	12	26	40
	2–10 ng/mL	2	2	9	8	21
	>10.0 g/mL	13	2	2	9	26
	

	Total	17	4	23	43	87
	



The frequency of MMP-2 expression was significantly higher in men with a serum PSA > 10.0 ng/mL than in men with a serum PSA of < 2.0 ng/mL or 2.0–10.0 ng/mL (
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, with an overall risk of 1.00, 4.00, and 23.2, respectively.
The frequency of HER-2 expression was not significantly different between the three groups, <2.0 ng/mL versus 2–10 ng/mL (
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 Chi-squared with an overall risk of 1.00, 1.73, and 2,14; there was a tendency for higher HER-2 expression with increasing serum PSA levels.
The combined expression MMP-2 (+) HER-2 (+) increased with increasing serum PSA (
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 Chi-squared for trends, OR, 1.00, 0.33, and 0.29, resp.).
3.3.3. Comparison between Exposure Time to Androgen Blockade and Expression of MMP-2 and HER-2
We divided the patients into 4 subgroups based on the time exposed to androgen blockade, 0–2 years, 3–5 years, 6–10 years, and >10 years, and determined the frequency of the expression of MMP-2 and HER-2 (Table 5).
Table 5: Comparison of MMP-2 and HER-2 coexpression with time.
	

	Years of treatment	MMP-2 (+) HER-2 (+)	MMP-2 (+) HER-2 (−)	MMP-2 (−) HER-2 (+)	MMP-2 (−) HER-2 (−)	Total
	

	0–2	1	3	10	19	33
	3–5	6	0	9	10	25
	6–10	7	1	4	10	22
	>10	3	0	0	4	7
	

	Total	17	4	23	43	87
	



Analysis for trends (Chi-squared) showed a significant difference in the expression of MMP-2 with time, 
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, with an overall risk of 1.00, 2.29, 4.14, and 5.44 for the different time periods. This suggests that central expression of MMP-2 increases with the period of androgen blockade and is a later event in the process of phenotypic change following androgen blockade.
Analysis for trends did not show a significant difference in the expression of HER-2 with time (
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, Chi-squared), with an overall risk of 1.00, 3.00, 2.00, and 1.50, respectively. This suggests that the increase in HER-2 expression is an early event after the initiation of androgen blockade and  remains  constant with time.
Comparing the frequency of coexpression of MMP-2 (+) and HER-2 (+) there was increased frequency of expression with time (Chi-squared for trends 
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 Chi-squared for trends; Figure 2).


	
		
	
		
	
		
	
		
	
		
	
		
	
		
	
		
	
	
	
	
	
	
	
	
	
	
	
	
	
		
	
		
	
		
	
		
	
		
	
		
	
		
	
		
	
		
	
		
	
		
	
	
		
	
		
	
		
	
		
	
		
	
	
	


	
		
	
	
		
	
	
		
		
	
	
		
		
	
	
		
		
	
	
		
		
	
	
		
		
	
	
		
		
	
	
		
		
	
	
		
		
	
	
		
		
		
	
	
		
		
		
	
	
		
		
		
		
	
	
		
			
		
		
			
			
		
	
	
		
		
		
		
		
	
	
		
		
		
		
		
	
	
		
		
		
		
		
		
		
		
		
		
		
		
	
	
		
		
		
		
		
	

Figure 2: Changes in overall risk for HER-2, MMP-2, and stromal MMP-2 expression with time.


3.3.4. Comparison of Stromal MMP-2 Expression
Stromal expression of MMP-2 was compared with that of micrometastasis MMP-2 (Table 6); there was a significant association in the coexpression or absent expression of MMP-2 in stromal and micrometastatic cells.
Table 6: Comparison of stromal and micrometastasis (mM) MMP-2 expression.
	

	 	mM MMP-2 (+)	mM MMP-2 (−)	Total
	

	Stromal MMP-2 (+)	13	1	14
	Stromal MMP-2 (−)	8	65	73
	

	Total	21	66	87 
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It can be seen that stromal MMP-2 occurs when there is MMP-2 expression in the micrometastasis; however, the presence of MMP-2 expression in the micrometastasis is not necessarily associated with stromal MMP-2 expression.
Stromal expression of MMP-2 was compared with that of micrometastasis HER-2 expression (Table 7). It can be seen that stromal MMP-2 expression occurs when there is HER-2 expression in the micrometastasis; however the presence of HER-2 expression is not necessarily associated with stromal MMP-2 expression.
Table 7: Comparison of stromal and micrometastasis (mM) HER-2 expression.
	

	 	mM HER-2 (+)	mM HER-2 (−)	Total
	

	Stromal MMP-2 (+)	14	0	14
	Stromal MMP-2 (−)	27	46	71
	

	Total	41	46	87 
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3.3.5. Comparison between Serum PSA and Stromal Expression of MMP-2

						 There was a significant association with the expression of stromal MMP-2 with increasing serum PSA (Table 8; Chi-squared for trends, 
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) with an overall risk of 1.00, 6.50, and 65.6, respectively. 
Table 8: Stromal expression of MMP-2 compared with serum PSA.
	

	PSA	Stromal MMP-2 (+)	Stromal MMP-2 (−)	Total
	

	<2.0 ng/mL	0	40	40
	2.0–10.0 ng/mL	3	18	21
	>10.0 ng/mL	11	15	26
	

	Total	14	73	87
	



3.3.6. Comparison between Time Exposed to Androgen Blockade and Expression of Stromal MMP-2
There was significant association  of  increasing frequency of stromal MMP-2 expression with length of androgen blockade (Table 9; Chi-squared for trend, 
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) with an overall risk of 1.00, 1.33, 14.93, and 192.0, respectively. This suggests that the expression of stromal MMP-2 is a  later event  and requires years of exposure to androgen blockade.
Table 9: Comparison of stromal MMP-2 expression with time.
	

	 	Stromal MMP-2 (+)	Stromal MMP-2 (−)	Total
	

	0–2 years	0	33	33
	3–5 years	1	24	25
	6–10 years	7	15	22
	>10 years	6	1	7
	

	Total	14	73	87
	



The changes of the expression of HER-2, MMP-2, and stromal MMP-2 can be represented graphically to more easily show the changes with time. The increased frequency of HER-2 expression is an early event after initiation of androgen blockade; then the expression of MMP-2 in the micrometastasis slowly increases with time, and finally stromal MMP-2 expression increases, the changes in MMP-2 expression being later events.
4. Discussion
Over a century ago, Stephen Paget proposed the seed and soil hypothesis, whereby metastasis depends on the cross-talk between selected cancer cells (the “seeds”) and specific organ microenvironments (the “soil”). Fidler has extensively reviewed this hypothesis and concluded that the potential of a tumor cell to metastasize depends on its interactions with the homeostatic factors that promote tumor cell growth, survival, angiogenesis, invasion, and metastasis [17].
Early-stage prostate cancer exhibits androgen dependence, and as a result of androgen blockade or withdrawal, prostate cancer cells undergo cell cycle arrest or apoptosis. The use of androgen blockage, medically or surgically, is the main form of therapy for men with metastatic disease or as adjuvant therapy in high-risk patients. Although most patients respond initially to therapy, these patients eventually relapse and die from their disease [7]. Once castrate resistant disease is present, the prognosis is very poor with a median survival of 9–12 months [8].
HER-2 expression was positive in 16% of hormone naïve patients, similar to data previously published [8] and those found in primary prostate cancers [11]. However to be classified as HER-2 positive, >10% of the cancer cells must express HER-2 with a 2+ or 3+ staining; our results show that many micrometastases are classified as HER-2 negative but contain some HER-2 positive cells. Within 2 years of starting androgen blockade, the frequency of HER-2-positive micrometastasis increased significantly, to a maximum of 60% between 3 and 5 years. This has clinical implications. Pantel et al. [18] have shown that, after neoadjuvant androgen blockade, 16/21 (76%) patients become negative for bone marrow micrometastasis, while a further 4/21 (19%) had decreased numbers of cells detected. Köllermann et al. [19] later demonstrated that patients positive for bone marrow micrometastasis after neoadjuvant androgen blockade had a worse prognosis. It has been reported that, in men with micrometastasis reevaluated after 1 year androgen blockade decreases serum PSA but in HER-2-positive disease does not completely eliminate the micrometastasis [12].
Thus changes in the environment (the “soil”) are capable of selecting HER-2-positive cells, which by their survival implies they are androgen resistant. If HER-2-positive cells survive by activating the androgen receptor, as postulated by some workers [11], this may also stimulate the expression of androgen receptor controlled proteins. In clinical samples, HER-2 expression is elevated in androgen independent tumors [20, 21] and is an early event in the androgen dependence-to-independence switch [22]. The proposed mechanism for the role of HER-2 in hormone escape is that it activates androgen receptor phosphorylation (via the MAPK or AKT pathways) which in turn maintains the androgen receptor integrity and thus its function in the absence of testosterone [23, 24]. In prostate cell models it has been reported that, in androgen independent cell lines, HER-2 expression and AKT activation are increased, and the use of the anti-HER-2 drug trastuzumab can reverse this [25].
In mice models, the deficiency of MMP-2 results in a reduction of immature blood vessels and without neovascularization results in a reduced tumor burden [26]. Our results show that MMP-2 expressed centrally in the micrometastasis increased steadily, with a significant difference from baseline results at 6 years; the tendency was a steady increase with time. We propose that the change in the microenvironment brought about by androgen blockade selects HER-2-positive cells, and thus “the soil” selects “the seed.” This in turn changes “the seed” with increased MMP-2 expression, and would seem from the results to be a later event, following the peak of HER-2 expression. Increased MMP-2 expression would permit the stimulation of angiogenesis, activate the micrometastasis, and permit increased proliferation and growth as suggested by animal models [26].
In cell culture studies androgen stimulates MMP-2 expression, and androgen stimulated pro-MMP-2 expression occurs at the gene transcription level via androgen receptor transactivation and dependent on P13K activity [27]. Both androgen stimulated  pro-MMP-2 expression   and MMP-2 promoter activity can be abolished by the androgen antagonist bicalutamide [26]. Furthermore, in gastric cancer models HER-2 has been shown to increase the transcription of MMP-1 through the activation of the MMP-1 promoter, and HER-2 knockdown resulted in its downregulation [27]. MMP-1 is the promoter/activator of pro-MMP-2 to active MMP-2. In mammary epithelial cell models, the overexpression of HER-2 increased the production of MMP-2, upregulating the transcription and activity of the MMP-2 promoter via MAPK and P13K [28]. Thus these mechanisms would explain our findings that, after androgen blockade, increases in HER-2-positive patients are seen, which in turn leads to stimulation of MMP-2 expression in the micrometastasis.
Stromal cells do not express HER-2, and the expression of MMP-2 in hormone naïve patients was also negative. In the groups with >6 years of androgen blockade the expression of stromal MMP-2 increases rapidly and significantly, which suggests that micrometastatic MMP-2 expression may in some way activate stromal MMP-2 expression; in other words “the seed” modulates “the soil.” The increased expression of stromal MMP-2 would increase the neovascularization and thus support rapid tumor growth.
In summary, although our study has the limitation of being cross-sectional and lacking changes of phenotypic expression with time, it would appear that with androgen blockade there is early selection of HER-2 positive cancer cells; HER-2 activates the androgen receptor through MAPK and/or AKT pathways leading to androgen independence and increased expression of MMP-2 promoter and MMP-2 activity in the micrometastasis through the same pathways. This increased MMP-2 activity by way of soluble factors and/or direct contact leads to activation of pro-MMP-2 in the stroma and thus could promote angiogenesis and tumor growth. The results suggest that in selected patients the addition of anti-HER-2 therapy to androgen blockade may be of benefit. The use of bisphosphonates as nonselective anti-metalloproteinase-2 agents may also have a possible role in these patients.
Conflict of Interests
There is no conflict of interests.
Acknowledgments
The authors thank Mrs. Ana Maria Palazuelos for her help in the redaction of this paper. This work is supported by Hospital de Carabineros de Chile Research Fund.
References
	C. Huggins, “Effect of orquidectomy and irradiation on cancer of the prostate,” Annals of Surgery, vol. 115, pp. 1192–1200, 1942.
	L. A. Klein, “Prostatic carcinoma,” The New England Journal of Medicine, vol. 300, pp. 26–33, 1996.
	A. Yagoda and D. Petrylak, “Cytotoxic chemotherapy for advanced hormone-resistant prostate cancer,” Cancer, vol. 71, no. 3, pp. 1098–1109, 1993.
	J. D. Debes and D. J. Tindall, “Mechanisms of androgen-refractory prostate cancer,” The New England Journal of Medicine, vol. 351, no. 15, pp. 1488–1490, 2004.
	S. Signoretti, R. Montironi, J. Manola et al., “Her-2-neu expression and progression toward androgen independence in human prostate cancer,” Journal of the National Cancer Institute, vol. 92, no. 23, pp. 1918–1925, 2000.
	I. Osman, H. I. Scher, M. Drobnjak et al., “HER-2/neu (p185neu) protein expression in the natural or treated history of prostate cancer,” Clinical Cancer Research, vol. 7, no. 9, pp. 2643–2647, 2001.
	N. Craft, Y. Shostak, M. Carey, and C. L. Sawyers, “A mechanism for hormone-independent prostate cancer through modulation of androgen receptor signaling by the HER-2/neu tyrosine kinase,” Nature Medicine, vol. 5, no. 3, pp. 280–285, 1999.
	N. P. Murray, L. V. Badinez, R. R. Dueñas, N. Orellana, and P. Tapia, “Positive HER-2 protein expression in circulating prostate cells and micro-metastasis, resistant to androgen blockage but not diethylstilbestrol,” Indian Journal of Urology, vol. 27, no. 2, pp. 200–207, 2011.
	J. Y. Jang, Y. K. Jeon, and C. W. Kim, “Degradation of HER2/neu by ANT2 shRNA suppresses migration and invasiveness of breast cancer cells,” BMC Cancer, vol. 10, article 391, 2010.
	D. Trudel, Y. Fradet, F. Meyer, F. Harel, and B. Têtu, “Significance of MMP-2 expression in prostate cancer: an Immunohistochemical Study,” Cancer Research, vol. 63, no. 23, pp. 8511–8515, 2003.
	D. Trudel, Y. Fradet, F. Meyer, F. Harel, and B. Têtu, “Membrane-type-1 matrix metalloproteinase, matrix metalloproteinase 2, and tissue inhibitor of matrix proteinase 2 in prostate cancer: identification of patients with poor prognosis by immunohistochemistry,” Human Pathology, vol. 39, no. 5, pp. 731–739, 2008.
	W. D. Zhong, Z. D. Han, H. C. He et al., “CD147, MMP-1, MMP-2 and MMP-9 protein expression as significant prognostic factors in human prostate cancer,” Oncology, vol. 75, no. 3-4, pp. 230–236, 2008.
	M. Stearns and M. E. Steams, “Evidence for increased activated metalloproteinase 2 (MMP-2a) expression associated with human prostate cancer progression,” Oncology Research, vol. 8, no. 2, pp. 69–75, 1996.
	L. J. ) Xiao, P. Lin, F. Lin, W. Qin, H. F. Zou, L. Guo, et al., “ADAM17 targets MMP-2 and MMP-9 via EGFR-MEK-ERK pathway activation to promote prostate cancer cell invasion,” International Journal of Oncology, vol. 40, pp. 1714–1724, 2012.
	L. E. Littlepage, M. D. Sternlicht, N. Rougier et al., “Matrix metalloproteinases contribute distinct roles in neuroendocrine prostate carcinogenesis, metastasis, and angiogenesis progression,” Cancer Research, vol. 70, no. 6, pp. 2224–2234, 2010.
	E. Borgen, B. Naume, J. M. Nesland et al., “Standardization of the immunocytochemical detection of cancer cells in BM and blood: I. establishment of objective criteria for the evaluation of immunostained cells: the European ISHAGE working group for Standardization of Tumor Cell Detection,” Cytotherapy, vol. 1, no. 5, pp. 377–388, 1999.
	I. J. Fidler, “The pathogenesis of cancer metastasis: the “seed and soil” hypothesis revisted,” Nature Reviews Cancer, vol. 3, pp. 453–458, 2003.
	K. Pantel, T. Enzmann, J. Kollermann, J. Caprano, G. Reithmuller, and M. W. Kollerman, “Immunocytochemical monitoring of micrometastatic disease reduction of prostate 11. cancer cells in bone marrow by androgen deprivation,” International Journal of Cancer, vol. 71, pp. 521–525, 1997.
	J. Köllermann, S. Weikert, M. Schostak et al., “Prognostic significance of disseminated tumor cells in the bone marrow of prostate cancer patients treated with neoadjuvant hormone treatment,” Journal of Clinical Oncology, vol. 26, no. 30, pp. 4928–4933, 2008.
	S. Minner, B. Jessen, L. Stiedenroth et al., “Low level Her2 overexpression is associated with rapid tumor cell proliferation and poor prognosis in prostate cancer,” Clinical Cancer Research, vol. 16, no. 5, pp. 1553–1560, 2010.
	Y. Shi, S. J. Chatterjee, F. H. Brands et al., “Role of coordinated molecular alterations in the development of androgen-independent prostate cancer: an in vitro model that corroborates clinical observations,” BJU International, vol. 97, no. 1, pp. 170–178, 2006.
	J. M. D'Antonio, C. Ma, F. A. Monzon, and B. R. Pflug, “Longitudinal analysis of androgen deprivation of prostate cancer cells identifies pathways to androgen independence,” Prostate, vol. 68, no. 7, pp. 698–714, 2008.
	Y. Wen, M. C. T. Hu, K. Makino et al., “HER-2/neu promotes androgen-independent survival and growth of prostate cancer cells through the Akt pathway,” Cancer Research, vol. 60, no. 24, pp. 6841–6845, 2000.
	S. Yeh, H. K. Lin, H. Y. Kang, T. H. Thin, M. F. Lin, and C. Chang, “From HER2/Neu signal cascade to androgen receptor and its coactivators: a novel pathway by induction of androgen target genes through MAP kinase in prostate cancer cells,” Proceedings of the National Academy of Sciences of the United States of America, vol. 96, no. 10, pp. 5458–5463, 1999.
	C. Guyader, J. Ceraline, E. Gravier, A. Morin, S. Michel, E. Erdmann, et al., “Risk of hormoneescape in a human prostate cancer model depends on therapy modalities and can be reduced by tyrosine kinase inhibitors,” Plos ONE, vol. 7, no. 8, 2012.
	X. Liao, J. B. Thrasher, J. Pelling, J. Holzbeierlein, Q. X. A. Sang, and B. Li, “Androgen stimulates matrix metalloproteinase-2 expression in human prostate cancer,” Endocrinology, vol. 144, no. 5, pp. 1656–1663, 2003.
	W. Bao, H. J. Fu, L. T. Jia et al., “HER2-mediated upregulation of MMP-1 is involved in gastric cancer cell invasion,” Archives of Biochemistry and Biophysics, vol. 499, no. 1-2, pp. 49–55, 2010.
	Z. Ke, H. Lin, Z. Fan et al., “MMP-2 mediates ethanol-induced invasion of mammary epithelial cells over-expressing ErbB2,” International Journal of Cancer, vol. 119, no. 1, pp. 8–16, 2006.


OEBPS/page-template.xpgt
 

   


     
	 
    

     
	 
    


     
	 
    


     
         
             
             
             
        
    

  





OEBPS/pageMap.xml
 
                                 
                                



OEBPS/Fonts/xits-italic.otf


OEBPS/Fonts/xits-bolditalic.otf


OEBPS/Fonts/xits-regular.otf


OEBPS/Fonts/xits-math.otf


