PERSPEctivES
T h e r a p e u T i c r e s i s Ta n c e — O p i n i O n

Environment-mediated drug
resistance: a major contributor to
minimal residual disease
Mark B. Meads, Robert A. Gatenby and William S. Dalton

Abstract | Environment-mediated drug resistance is a form of de novo drug
resistance that protects tumour cells from the initial effects of diverse therapies.
Surviving foci of residual disease can then develop complex and permanent
acquired resistance in response to the selective pressure of therapy. Recent
evidence indicates that environment-mediated drug resistance arises from an
adaptive, reciprocal signalling dialogue between tumour cells and the surrounding
microenvironment. We propose that new therapeutic strategies targeting this
interaction should be applied during initial treatment to prevent the emergence
of acquired resistance.
Resistance to tumour therapy can be
subdivided into two broad categories:
de novo and acquired. Acquired resistance
develops over time as a result of sequential
genetic changes that ultimately culminate
in complex therapy-resistant phenotypes.
Conversely, one form of de novo drug
resistance is environment-mediated
drug resistance (EMDR), in which tumour
cells are transiently protected from apoptosis induced by either chemotherapy,
radiotherapy or receptor-mediated cell
death1,2. This form of drug resistance is
rapidly induced by signalling events that
are initiated by factors present in the
tumour microenvironment and can be subdivided into two categories: soluble factormediated drug resistance (SFM-DR), which
is induced by cytokines, chemokines and
growth factors secreted by fibroblast-like
tumour stroma; and cell adhesion-mediated
drug resistance (CAM-DR), which is
mediated by the adhesion of tumour cell
integrins to stromal fibroblasts or to components of the extracellular matrix (ECM),
such as fibronectin, laminin and collagen
(FIG. 1). As a continuation of this theme,
Cordes et al. have coined the analogous
term CAM-RR to refer to cell adhesionmediated resistance to radiotherapy 3.

Whereas SFM-DR is primarily mediated
by the induction of gene transcription,
CAM-DR is mediated largely, but not
entirely, by non-transcriptional mechanisms. Non-transcriptional mechanisms
include the degradation of activators of
apoptosis4 or subcellular redistribution5
and increased stability of suppressors of
apoptosis and cell cycle regulators6.
The main obstacle to effective treatment
is the failure of initial cancer therapy to
eradicate a sufficient number of tumour
cells to prevent disease recurrence, which
significantly affects long-term survival.
This population of surviving cells following therapy is called minimal residual
disease (MRD), and these cells can go on
to find refuge in protective microenvironments. For example, the presence of bone
marrow micrometastasis in around 30% of
patients with breast cancer at the time of
diagnosis is a strong predictor of relapse,
despite aggressive treatment 7,8, and 15–20%
of patients still have disseminated tumour
cells in the bone marrow following treatment 9,10. The selective pressure of therapy
eventually leads to the development of
acquired resistance in these surviving
cells and the outgrowth of MRD, causing disease relapse. EMDR contributes
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substantially to MRD11 and to the
development of acquired resistance by
protecting tumour cells from therapy until
they evolve acquired-resistance phenotypes
(FIG. 2).
To understand the mechanistic differences between CAM-DR, which is a
component of EMDR, and acquired resistance, Hazlehurst et al. used an in vitro cell
culture model of myeloma drug resistance
to compare their respective gene expression profiles. In this study, a myeloma
cell line selected in the absence of ECM
for acquired resistance to melphalan12
was compared with a drug-sensitive
parental cell line that was adhered to the
ECM component fibronectin to induce
CAM-DR13. Although the two types of
resistance protected tumour cells from
melphalan-induced apoptosis at equivalent levels, at the transcriptional level
acquired resistance was more complex
than CAM-DR when these two groups
were compared with sensitive parental
cells. Oligonucleotide microarray analysis
showed that the acquired-resistance
phenotype was associated with 1,479
gene expression changes, compared with
only 69 for CAM-DR13. This example is
consistent with the non-transcriptional
mechanisms that have been described for
CAM-DR and suggests that treatment
strategies could more efficiently target the
less complex CAM-DR phenotype at earlier
stages of disease, before the development
of acquired resistance.
In recognition of the important role
of EMDR in treatment failure, research is
increasingly focusing on therapeutic strategies that target its pathways in the tumour
microenvironment 2. Importantly, the
EMDR phenotype is transient, appearing
only while the tumour cells are in contact
with the microenvironment, and they rapidly revert to drug sensitivity when removed
from the microenvironment. Therefore, in
an effort to limit MRD, compounds that
block key EMDR pathways that are mediated by integrins and soluble factors are
now entering clinical trials. Nevertheless,
limited clinical studies have used these
compounds as secondary treatments, with
the goal of overcoming resistance after
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primary therapy. because EMDR precedes
MRD and the development of acquired
resistance, these new strategies would probably be more effective if used as an initial,
preventive treatment in conjunction with
traditional therapy. In this perspective, we
outline the preclinical evidence of EMDR
and describe its molecular mechanisms,
with emphasis on treatment strategies. In
doing so, we highlight recent evidence that
advocates focusing research and interventions on common pathways that mediate
stroma–tumour communication and are the
basis of EMDR.
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Figure 1 | Tumour–stroma communication is the basis of eMDr. DynamicNature
signalling
interactions
between tumour cells and mesenchymal stroma in the microenvironment induce a transient, resistant
state that protects tumour cells from therapy by inducing the environment-mediated drug resistance
(EMDR) phenotype. integrins on tumour cells bind to fixed extracellular matrix components secreted
by both tumour cells and stroma, and to receptors expressed on stroma, such as vascular cell adhesion
protein 1 (vcAM1). this adhesion of haematopoietic and epithelial tumour cells induces quiescence
and modulates the regulation of pro- and anti-apoptotic molecules, conferring cell adhesionmediated drug resistance (cAM-DR) in microenvironments.Although cAM-DR is mediated largely by
proteasome-dependent mechanisms4,6,48,49,96, the mechanisms by which adhesion modulates proteasome activity are not understood. A paracrine amplification loop of soluble factors secreted by both
tumours and stroma induce cell proliferation65, the upregulation of anti-apoptotic molecules55 and
increased adhesion50, 63, 92. As a result of interactions between tumour cells and stroma, the expression
patterns of soluble factors, integrins and extracellular matrix proteins change with tumour progression
to increase EMDR32,62,79. therapeutic strategies designed to disrupt EMDR and limit minimal residual
disease include integrin and soluble factor antagonists that function extracellularly, as well as inhibitors of downstream intracellular resistance pathways in both tumour cells and their associated stroma
(indicated in red). BcL-XL, BcL2-like protein 1; BiM, BcL2-interacting mediator of cell death; FGF,
fibroblast growth factor; FGFR, fibroblast growth factor receptor; icAM1, intercellular adhesion molecule 1; iL-6, interleukin 6; NF-κB, nuclear factor-κb; SDF1, stromal cell-derived factor 1; StAt3, signal
transducer and activator of transcription 3; vEGF, vascular endothelial growth factor; vEGFR, vascular
endothelial growth factor receptor.
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survival advantage (as first shown by the
luria–Delbrück experiment)15. because of
the complexity of acquired resistance,
further mutations may be needed in addition to these intrinsic factors to produce
highly resistant phenotypes. by contrast,
extrinsic factors such as the mediators of
EMDR could protect tumour cells that
contain intrinsic mutations while other
mutations develop (FIG. 2). Therefore, a
combination of both types of de novo
resistance may be required to generate
acquired and more complex resistant
phenotypes (BOX 1).
In the past decade, sensitive techniques
have allowed researchers to detect single
disseminated tumour cells in the early
phases of disease, enabling MRD levels
in patients to be monitored with a high
degree of sensitivity and reproducibility.
The most sophisticated of these techniques,
quantitative pCR amplification of specific
genetic tumour markers and the detection of abnormal marker patterns by flow
cytometry, have been developed to monitor
the haematological malignancies known
as acute lymphoblastic lymphoma (All)
and acute myeloid leukaemia (AMl)16,17.
For this reason, MRD has been studied
primarily in these malignancies. The presence of MRD above a certain threshold
after primary therapy predicts relapse.
For example, in All the presence of MRD
above a threshold of one leukaemic cell
per 1,000 bone marrow cells after primary
therapy correlates with a high probability
of relapse, and among patients who relapse
the level of MRD is inversely proportional
to the length of remission18. Similarly,
MRD levels in the bone marrow also correlate with markedly decreased relapsefree survival in patients with AMl after
each of three rounds of chemotherapy 16.
Disseminated epithelial tumour cells can
also be isolated from the bone marrow of
patients with breast or gastric cancer after
therapy and before the onset of clinical
metastatic disease7,9,19, and their presence
correlates with poor survival. because of
the strong correlation between MRD level
and relapse, treatment of patients with
All and AMl who have higher MRD levels is currently intensified to decrease the
probability of relapse20,21. However, to date
most strategies do not consider the microenvironmental factors that cause MRD,
such as EMDR. A better understanding of
how these factors contribute to therapeutic
resistance and MRD would lead to more
effective therapeutic interventions to avoid
treatment failure.
www.nature.com/reviews/cancer
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Preclinical studies. preclinical experiments
in mouse models have been used to study
the mechanisms of MRD. Results from
these studies indicate that specific EMDR
mechanisms contribute to MRD and can
be directly targeted. The concept of EMDR
is exemplified by the work of Teicher et al.,
who used a mouse model of chemotherapy
resistance to show that tumours develop
complex resistance mechanisms in vivo that
are crucially dependent on their interaction
with host factors14. In this system, mouse
mammary tumour cells that developed
resistance by passage through drug-treated
mice lost their resistant phenotype when
cultured in vitro.
One specific mechanism of EMDR is
CAM-DR, which relies on the integrinmediated adhesion of tumour cells with
microenvironmental factors such as the
ECM and ligands expressed on stromal
cells. In studies that compared integrin
expression in sensitive and drug-resistant
myeloma cell lines, Damiano1 showed that
α4β1 expression was increased in myeloma
cells with acquired resistance. Similarly,
α4β1 integrin was shown to be important
for the development of MRD by correlating
results from a mouse model of AMl MRD
with the clinical outcome of 25 patients with
AMl11. blocking this interaction in vivo led
to a 100% survival rate in mice treated with
cytosine arabinoside, whereas treatment
with the drug alone only modestly increased
survival. In patients with AMl undergoing chemotherapy, high expression of α4β1
integrin correlated with disease relapse
and decreased survival, whereas α4β1negative patients had relapse rates of 0%
and survival rates of 100%11. later work by
this group showed that ex vivo abrogation
of α4β1-mediated adhesion in specimens
from patients with AMl could overcome
CAM-DR22. These results were consistent
with a much larger study of 175 specimens
from patients with AMl who underwent
induction chemotherapy with cytarabine
and anthracyline. That study not only demonstrated α4β1 integrin-mediated drug
resistance in patient specimens ex vivo23
but also found significantly increased α4
integrin expression in secondary compared
with newly diagnosed AMl. This intriguing
result suggests that expression of α4 integrin
may have been selected during disease
treatment, highlighting the importance of
integrin-mediated adhesion in MRD.
Work linking CAM-DR to MRD in AMl
is consistent with extensive ex vivo patient
data from a wide range of malignancies.
Adhesion of patient specimens from both
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Figure 2 | eMDr contributes to MrD and acquired drug resistance. Factors that are present in
tumour microenvironments induce environment-mediated drug resistance (EMDR) by two primary
Nature Reviews | Cancer
mechanisms: soluble factor-mediated drug resistance (SFM-DR) and cell adhesion-mediated drug
resistance (cAM-DR). Most tumour cells succumb to therapy, but the interaction of a subset of tumour
cells with microenvironmental factors allows them to survive the insult of therapy in a quiescent, protected state, resulting in minimal residual disease (MRD). Over time, genetic instability inherent in
cancer cells combined with the strong selective pressure of therapy leads to successive, random
genetic changes that cause the gradual development of more complex, diverse and permanent
acquired-resistance phenotypes. these persistent tumour cells eventually cause disease recurrence
and are much less likely to respond to subsequent therapy after acquired resistance develops.
therapeutic strategies that disrupt EMDR pathways would reduce the level of MRD and therefore
reduce the emergence of acquired resistance. EcM, extracellular matrix.

haematopoietic11,13,22–24 and epithelial25
tumour cells to immobilized ECM components induces CAM-DR. It is not surprising, then, that increased specific integrin
expression by tumour cells is associated
with poor prognosis in both solid and
haematopoietic tumours25–30. Furthermore,
ECM protein expression in the microenvironment of epithelial tumours in vivo
also correlates with poor outcome31,32, as
does tumour cell expression of the integrin
signalling intermediate focal adhesion
kinase33. Collectively, these results link
CAM-DR with MRD and intuitively link
EMDR with the development of acquired
drug resistance.
Molecular profiling of patient specimens.
Molecular profiling of MRD in patients
would help to guide preclinical work and
validate targets for further drug development by highlighting both intrinsic and
extrinsic pathways of de novo drug resistance. For example, several groups have demonstrated that low expression of promoters of
apoptosis and proliferation in All and AMl
tumour cells isolated from bone marrow
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is associated with higher levels of MRD in
patients and, therefore, treatment resistance34–36. because tumour cells were collected from patients at diagnosis and before
treatment in these studies, gene expression
patterns that are predictive of treatment
failure can be used to target pathways in an
effort to circumvent, rather than treat, resistance. Ideally, molecular profiles of MRD
should also be determined after therapy
and before relapse, when profiles unique
to MRD are probably enriched. However,
this approach is challenging because of the
difficulty in examining sufficient numbers
of surviving tumour cells after primary treatment. Nevertheless, the work by Flotho et al.
showed that decreased expression of genes
involved in proliferation in surviving All
tumour cells 19 days after the initiation
of induction therapy also correlated with
MRD37, consistent with expression profiles
of naive tumour cells before therapy.
Information obtained from pCR-based
approaches that are typically used to measure gene expression is limited, because these
approaches identify only the transcriptional
changes that occur in tumour cells, but
vOluME 9 | SEpTEMbER 2009 | 667
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many pathways that mediate EMDR rely
on post-translational mechanisms, such as
protein degradation or subcellular localization, that are rapidly induced by integrinmediated adhesion to microenvironmental
factors. Therefore, preclinical experiments
using in vitro cell culture and in vivo mouse
models of EMDR have been used both
to explore resistance signalling pathways
identified by molecular profiling and to
identify key factors contributing to EMDR
that cannot be studied easily using patient
specimens (TABLE 1). Importantly, findings
from molecular profiling in patient MRD
specimens are consistent with mechanistic
studies in in vitro cell culture models of
EMDR. These studies have determined that
interactions with microenvironmental factors modulate the expression of regulators
of apoptosis and proliferation in tumour
cells to induce the EMDR phenotype.
Tumour–stroma coalition
The influence of stromal cells on tumour
survival is often seen as the result of a
passive relationship, but recent data have

demonstrated that this relationship is
more complex than previously thought 38.
Tumour cells and their stroma are exposed
to the same physical and biological factors
in the microenvironment. Therefore,
tumour-associated stroma cells must also
adapt to the stresses imposed by this harsh
environment, including hypoxic and acidic
conditions, as well as the insult of therapy.
These physical factors can also contribute
to resistance by restricting drug bioavailability or generating selective pressure that
leads to the gradual development of genetic
mutations or epigenetic changes, resulting
in acquired drug resistance. We focus on
the mechanisms by which biological factors produced by stroma, such as ECM
and soluble factors, mediate EMDR. These
physical and biological factors cause both
malignant cells and their surrounding
stroma to become increasingly abnormal during tumour progression and to
develop a cooperative relationship that not
only increases proliferation and survival
of the two cell populations39–42, but also
leads to EMDR. In fact, recent work has

Box 1 | eMDr influences the development of acquired resistance
The use of tumour cell lines that have been selected for acquired resistance to various
chemotherapeutic agents has proven to be a useful tool for delineating drug resistance
pathways. To date, these resistant cell lines have mostly been developed by drug selection in
the absence of environmental factors and therefore may not reflect drug resistance
phenotypes generated in vivo. For example, Hazlehurst et al. discovered that myeloma cells
that showed cell adhesion-mediated drug resistance (CAM-DR) undergo DNA damage
similarly to cells in suspension, whereas acquired-resistance phenotypes undergo less
damage13. Hodkinson et al. confirmed these results in a small-cell lung cancer model of
CAM-DR by showing that adhesion to extracellular matrix components does not affect
chemotherapy- or radiotherapy-induced DNA damage or repair51. Therefore, DNA
damage-inducing agents that are commonly used in chemotherapy may actually increase the
DNA mutation rate in protected cancer cells, possibly leading to genetic changes that
ultimately result in drug resistance.
Early work by Goldie et al. attempted to mathematically predict the probability that drug
resistance phenotypes would develop during the course of tumorigenesis by analysing
spontaneous mutation rates. They found that the probability and heterogeneity of
populations with drug-resistant phenotypes increased drastically in the presence of a stem
cell niche15,102. One could predict that environment-mediated drug resistance (EMDR), by
maintaining a pool of protected cells, would have a similar effect on the generation of
acquired-resistance phenotypes. Understanding this phenomenon is of crucial importance
because it is one of the main obstacles to effective cancer treatment.
To determine whether EMDR could influence the development of acquired drug resistance,
Hazlehurst et al. used a simple cell culture model to compare acquired drug resistance
phenotypes that were allowed to develop either in the absence or presence of
integrin-mediated adhesion. Intriguingly, they found that the presence of a single
microenvironmental factor, the extracellular matrix component fibronectin, during the
development of acquired drug resistance in a histiocytic lymphoma cell line results in levels of
acquired resistance more than twofold higher than those developed in the absence of any
microenvironmental factors103. These results demonstrate that EMDR not only protects tumour
cells from therapy while they develop more complex acquired resistance phenotypes, but also
directs the development of more highly resistant phenotypes. Future experiments of this nature
should use more complex cell culture and in vivo tissue recombination models that more
accurately reflect the complexity of in vivo microenvironments to study the mechanisms by
which EMDR influences the development of acquired resistance.
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demonstrated that stromal gene expression
signatures can be a stronger predictor of
clinical outcome in both haematological
and epithelial malignancy than other factors39,43. Although various cell types, such
as fibroblasts, endothelial cells and immune
cells, associate with tumours and probably
contribute to therapy resistance, the bulk of
tumour stroma is composed of fibroblastlike cells. For this reason, this cell type has
been the focus of therapy resistance studies
to date and is the focus of this discussion.
All microenvironments, from both solid
and haematopoietic tumours, have common
components that contribute to MRD and
resistance to diverse therapies in a wide
range of malignancies.
Cell adhesion-mediated drug resistance.
Early work by Fridman et al. demonstrated
the importance of microenvironmental
factors in tumour biology, using a mouse
model of small-cell lung cancer (SClC).
They showed that disruption of tumour
adhesion to ECM and stromal cells by coinjection of tumour cells with a peptide
that corresponded to the integrin-binding
domain of the ECM component laminin
led to a dramatic decrease in tumour load44.
later work by Mori et al. found that preventive use of a blocking antibody to α4
integrin alone could reduce tumour burden
and bone destruction and increase overall
survival in a mouse model of the haematopoietic malignancy multiple myeloma45. As
impressive as their initial findings were, the
potential of this anti-adhesion approach
was not realized until therapeutic blockage
of integrin binding was combined with the
conventional cytotoxic melphalan. This
combinatorial approach reduced tumour
burden substantially more than either
treatment alone45. Similarly, park et al.
showed that blockage of β1 integrin binding reduced tumour volume and increased
radiotherapy in a xenograft model of
SClC46,47. These results demonstrate that
integrin-mediated interactions of both epithelial and haematopoietic tumours with
microenvironmental components lead to
therapy resistance in vivo and indicate that
targeting this major EMDR pathway can
increase the effectiveness of traditional
therapies.
Investigations using simple in vitro models
of EMDR have been useful for delineating the
specific molecular mechanisms of CAM-DR.
For example, Damiano et al. and Sethi et al.
showed that adhesion of myeloma1 or SClC
cells31 to the ECM components fibronectin,
collagen and laminin confers a transient
www.nature.com/reviews/cancer
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table 1 | experimental models of eMDr
Model

Observed phenotype

Description of model

refs

isolated
tumour cells

Susceptibility to cytotoxics, radiation and
receptor-mediated cell death

Monoculture of tumour cells

1,3–6,13,
22–25,31,32,
44–48,51,52,96

cAM-DR

transient protection from cytotoxics, radiation and
receptor-mediated cell death; increased levels of
acquired resistance develop with chronic drug
exposure

tissue culture plates coated with immobilized EcM
components (fibronectin, collagen and laminin)

1,3–5,13,22–25,
31,32,44–48,
51,52,96,103

Supports in vitro expansion of primary haematopoietic
tumour cells and their stroma by mimicking the
architecture of the bone marrow microenvironment,
providing a system for ex vivo drug efficacy studies

3D matrix of fibronectin and collagen supported in
Matrigel and supplemented with patient serum

46–47,108

SFM-DR

Dynamic paracrine interaction between tumour cells
and stroma is required to produce soluble factors that
induce resistant phenotypes

conditioned medium harvested from stroma grown in
monoculture or co-culture with tumour cells is applied to
tumour cells; alternatively, membrane (transwell) allows
soluble factors to diffuse between cell populations while
preventing direct contact of tumour cells with stroma

SFM-DR
and
cAM-DR

Resistance and cell cycle arrest in tumour cells.
Response to therapy more closely reflects the in vivo
experience when tumour cells and their stroma are
grown in a 3D matrix of EcM constituents that is
more representative of conditions present in in vivo
microenvironments

tumour cells grown in co-culture on a monolayer of
stromal cells or in co-culture with a 3D matrix of EcM
components; includes resistance induced by both direct
cell contact (cAM-DR) and soluble factors secreted in
response to tumour–stroma interaction (SFM-DR)

Xenograft
and in vivo

integrin and soluble factor antagonists increase
survival and inhibit tumour progression as
monotherapy; EMDR antagonists enhance traditional
therapy

tumour cells and stromal fibroblasts are manipulated in
tissue culture and engrafted into mice

clinical
trials

EMDR-specific compounds demonstrate modest
anti-tumour activity as monotherapy, but extensive
preclinical data suggest that they would increase the
effectiveness of chemotoxics

Efficacy of integrin antagonists and statins, as studied
in patient trials, focus on blocking angiogenesis
and tumour adhesion to stromal cells and EcM in
the microenvironment; also, studies are exploring
antagonists of soluble factors, such as small-molecule
inhibitors of chemokine receptors

53,58,79,80

6,50,53,
78,90,92,
98–101,104,108

11,22,
44–47,101

82–86,93,97

3D, three-dimensional; cAM-DR, cell adhesion-mediated drug resistance; EcM, extracellular matrix; EMDR, environment-mediated drug resistance; SFM-DR,
soluble factor-mediated drug resistance.

de novo drug-resistant phenotype (TABLE 1).
Interestingly, the mechanisms of EMDR
discovered in these models are consistent
with expression patterns that are predictive of treatment failure in patients with
All or AMl — they also involve the
modulation of regulators of apoptosis and
proliferation. For example, Shain et al.
showed that β1 integrin-mediated adhesion induces resistance to the physiological mediator of programmed cell death
FAS (also known as CD95) in leukaemia
and myeloma cell lines. This resistance
correlated with the cellular redistribution
of the anti-apoptotic protein CASp8 and
FADD-like apoptosis regulator (FlIp; also
known as CFlAR) from the cytoplasm
to cell membranes5. Similarly, Hazlehurst
et al. demonstrated that proteasomal
degradation of the pro-apoptotic protein
bCl2-interacting mediator of cell death
(bIM) is induced by β1 integrin adhesion and contributes to drug resistance
in leukaemia cells48. Finally, G1 cell cycle
arrest induced by β1 integrin adhesion
of myeloma cells is associated with drug

resistance and rapid (less than 2 hours)
post-translational upregulation of p27
(encoded by CDKN1B) and downstream
inactivation of cyclin-associated kinase
activity 48. Disruption of adhesion caused
an equally rapid decrease in p27 expression and the reversion of adhesion-mediated
resistance, which was mimicked by the
artificial reduction of its expression
with small interfering RNA (siRNA) in
adhered cells, causally linking p27 levels to
resistance. later work by lwin et al. and
Fu et al. showed that adhesion-mediated
increases in p27 expression in non-Hodgkin
b cell lymphoma and hepatocellular carcinoma cell lines is mediated by proteasomal
degradation of S phase kinase-associated
protein 2 (SKp2), a subunit of the ubiquitin ligase SKp1–Cul1–F-box (SCF),
which, in turn, regulates p27 expression
by targeting it for proteasomal degradation6,49. All these mechanisms ultimately
require the post-translational regulation
of protein expression. This is consistent
with the work of Hazelhurst et al. who
showed that, compared with acquired drug
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resistance, CAM-DR by itself does not
induce gene transcription significantly 13, a
fact that might explain the rapid induction
that is characteristic of this phenotype. To
date, specific mechanisms mediating the
CAM-DR phenotype have been identified
largely in cell culture models of haematological malignancies4–6,48, but this phenotype has also been described in cell culture
models of a wide variety of epithelial and
endothelial malignancies31,50–52. More
work is necessary to identify the specific
mechanisms of integrin-mediated drug
resistance that are common to diverse
malignancies.
Soluble factor-mediated drug resistance.
Nefedova et al. reported that conditioned
medium from stromal cells provided protection only if it was collected from cells
grown in co-culture with myeloma cells53.
This indicates that a dynamic interaction
between tumour cells and their stroma is
required to produce the soluble factors
that mediate drug resistance. Consistent
with this observation, interleukin 6 (Il-6)
vOluME 9 | SEpTEMbER 2009 | 669
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and stromal cell-derived factor 1 (SDF1),
the most widely studied mediators of
SFM-DR, are known to mediate resistance
to various chemotoxics in in vitro EMDR
models of haematological and epithelial
cancer 50,54–59 and are produced at higher
levels in tumour-associated stroma than in
normal bone marrow stroma60–62. Recently,
perez et al. extended these findings by
using immortalized stromal fibroblasts and
conditioned medium from patient bone
marrow stroma to show that paracrine interaction between myeloma cells and stroma
is also required to protect myeloma cell
lines from the ligation of the death receptor for TNF-related apoptosis-inducing
ligand (TRAIl)58. Il-6 was found to
contribute to this effect by increasing the
expression of the anti-apoptotic protein
FlIp. Earlier work by Catlett-Falcone et al.
demonstrated that Il-6-induced signal
transducer and activator of transcription 3
(STAT3) signalling protects myeloma cells
from FAS-mediated apoptosis by upregulating transcription of the anti-apoptotic
molecule bCl2-like protein 1 (b2Cl1; also
known as bCl-Xl)55. Therefore, mechanisms of SFM-DR and CAM-DR protect
myeloma cells from immunological mediators of cell death (TRAIl and FAS) and
chemotoxics by similar mechanisms that
depend on the modulation of molecules
that control apoptosis.
Cooperative signalling and matrix
remodelling. CAM-DR and SFM-DR are
phenotypes observed in in vitro models of
EMDR, but in vivo they probably cooperate in the overall EMDR phenotype. This
is because tumour-stimulated production
of soluble factors by the stroma increases
EMDR not only by directly upregulating
anti-apoptotic molecules, but also by
inducing increased integrin expression
and/or affinity for their ligands on tumour
cells. For example, SDF1 increases β1
integrin-mediated adhesion of myeloma63
and SClC50 cells, leading to drug resistance in ECM-adhered tumour cells50. SDF1
is known to increase integrin affinity for
ECM components and membrane-bound
ligands by a process called ‘inside-out’
integrin signalling, which induces a
conformational change in the extracellular domain of β-integrins. Not only do
soluble factors increase integrin affinity
by inside-out signalling, but the converse
is also true: integrin-mediated adhesion
increases the activation of cytokine signalling pathways. Shain et al. recently
demonstrated that adhesion of myeloma

cell lines to immobilized fibronectin
through β1 integrin amplifies Il-6-induced
STAT3 signalling, and previous work by
Kettritz et al. showed a similar phenotype
associated with cytokine-induced nuclear
factor-κb (NF-κb) signalling in primary
neutrophils64,65.
The tumour–stroma cooperativity
also increases CAM-DR by modulating
the composition of the ECM in their
microenvironment in both epithelial and
haematopoietic tumours. For example,
Sherman-baust et al. showed that overexpression of collagen vI in ovarian cancer
correlates with tumour grade and that
adhesion of these tumour cells to collagen vI in vitro mediates CAM-DR32.
Similarly, the expression of collagen Iv
was higher in bone marrow from patients
with multiple myeloma than in normal
controls66. The modulation of integrin
and ECM expression by cancer cells and
their stroma is important because adhesion is a major mechanism of EMDR.
An emerging picture in which tumour
cells and their stroma communicate by
upregulating ECM, integrins and soluble
factors is becoming even more complex
when we consider that cytokine and
integrin signalling pathways modulate the
activity of each other. Further research
is needed to better understand how
cooperative integrin–cytokine signalling
influences EMDR.
Protective quiescence. Adhesion of
metastatic epithelial tumour cells67,68 and
haematopoietic tumour cells to microenvironmental components, such as the
ECM or stromal cells, through receptors
including vascular cell adhesion protein 1 (vCAM1)48,53 leads to a state of
tumour dormancy that is associated with
CAM-DR and MRD. For example, β1
integrin ligation on haematopoietic tumour
cells leads to cell cycle arrest 6,48,53,69. Also,
although breast cancer cells require β1
integrin adhesion for proliferation at
the primary tumour site70,71, the work
of Goodison et al. and Naumov et al.
has demonstrated, using mouse models
of breast cancer micrometastasis, that
metastatic microenvironments can induce
a quiescent state in epithelial breast
tumours67,72,73. Collectively, these results
indicate that haematopoietic and epithelial tumours may actually show similar
behaviour in protective microenvironments. Importantly, the results in mouse
models are consistent with those obtained
by pantel et al. in breast, gastric and
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colorectal cancer bone marrow specimens,
in which micrometastases were found in
34% of 532 patients and these micrometastases overwhelmingly showed markers of
dormancy 74.
Differences in the way adhesion of
epithelial tumour cells influences the cell
cycle at primary and metastatic sites suggest that it is the context of other factors
in the microenvironment, such as soluble
factors or specific ECM components, during adhesion that determines whether a
cancer cell is proliferative or dormant.
Nevertheless, work in in vitro cell culture
models indicates that, in epithelial tumour
cell lines derived from various tissues, β1
integrin-mediated adhesion to ECM components leads to cell cycle arrest through
p21 and p27 upregulation75–77. Therefore,
metastatic epithelial cells and haematological tumour cells can respond similarly to
microenvironments by becoming dormant.
Dormancy has important implications for
EMDR, because upregulation of p21 or p27
by adhesion has been shown to mediate
cell cycle arrest and contribute to CAM-DR
in both haematopoietic48,78 and epithelial68
tumour cell lines.
The quiescent state induced by
adhesion can be counteracted by stromaderived factors such as Il-6, which
prompts cell cycle progression of adhered
cells65. This implies that models of tumour
dormancy may not be as simple as they
seem. For example, Shain et al. found
that, when myeloma cells were adhered to
immobilized fibronectin, they could still
proliferate in response to Il-6 stimulation although they retained the CAM-DR
phenotype65. Moreover, bisping et al. and
Dankbar et al. used patient specimens to
show that fibroblast growth factor (FGF)
and vascular endothelial growth factor
(vEGF), respectively, produced by
myeloma cells induced Il-6 secretion
by stromal cells, and vice versa79,80. Taken
together, these findings suggest that a
paracrine amplification loop is elicited
by the dynamic interaction between
myeloma and their stroma that allows
tumour cells to maintain a low level of
proliferation while they are adhered. Il-6
mediates both proliferation and EMDR in
myeloma cells55,58,59, indicating a dual role
for this cytokine in the microenvironment.
Therefore, it is theoretically possible that a
few dormant haematological or metastatic
epithelial tumour cells could survive treatment in protective microenvironments
and later proliferate after acquiring more
permanent resistance mechanisms and
www.nature.com/reviews/cancer
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altering their microenvironment, leading
to MRD outgrowth and disease recurrence. This idea is supported by in vivo
studies using single-cell murine models of
metastasis that demonstrated that single
epithelial tumour cells can remain dormant
in metastatic locations but retain their ability to proliferate when transplanted to their
tissue of origin67,72,73.
Therapeutic strategies
There are three categories of possible
anti-EMDR therapeutic targets: extracellular ligand–receptor interactions, downstream pathways in tumour cells and
downstream pathways in tumour stroma.
The first category includes integrin antagonists that were previously developed to
combat various inflammatory and autoimmune diseases81, but increased recognition of the important role of integrins in
mediating EMDR has led to their recent
inclusion in clinical trials as anti-tumour
agents. Results from recent clinical trials
reflect data from earlier in vivo mouse
models — integrin antagonists show limited efficacy as monotherapy for solid and
haematopoietic tumours82–86. However,
preclinical data in mouse models suggest that these compounds would prevent
EMDR in combination therapy with chemotoxics45–47,69. Furthermore, clinical trials
in inflammatory diseases81 and preclinical

experiments designed to overcome EMDR
in in vivo mouse models46 have indicated
that integrin antagonists have low toxicity
at high doses. To date, clinical trials have
not included anti-integrin therapy with
traditional chemotherapy, and integrin
antagonists have primarily been used as
single agents in recurrent, drug-resistant
diseases. Therefore, future work should
continue to capitalize on previous clinical
experience by combining currently available small-molecule integrin antagonists
with traditional therapy in clinical trials to
prevent CAM-DR and CAM-RR in newly
diagnosed patients and to limit MRD,
thereby preventing the emergence of
acquired drug resistance.
Targeting downstream pathways in
tumour cells. The second type of target is
exemplified by an even older class of drugs
that has also been repurposed to combat
EMDR. This strategy was justified by the
work of Hazlehurst et al., who found that
genes in the cholesterol biosynthesis pathway are overexpressed in myeloma cells
expressing both CAM-DR and acquired
drug resistance phenotypes13. Follow-up
on this work by Schmidmaier et al. has
demonstrated that statins, inhibitors of
cholesterol biosynthesis, can be repurposed to combat CAM-DR in malignancies. These compounds and their

Box 2 | Targeting tumour-associated stroma as a treatment strategy
Stroma-induced signalling pathways associated with the tumour microenvironment are
increasingly being targeted by therapeutic approaches intent on combating environmentmediated drug resistance2, but little is known about how tumour therapy affects its stroma. To
date, most studies have not sought to understand how stroma responds to therapy and how this
response influences the development of resistance in tumours.
The demonstrated importance of the tumour–stroma coalition in tumour survival and in the
development of resistance to therapy raises an obvious question: why not treat tumour stroma
directly to combat disease? Moshaver et al. demonstrated that chemotherapy of bone marrow
stromal cells decreased their ability to protect primary acute myeloid leukaemia (AML) cells
from chemotherapy104. Using stromal fibroblasts that were pretreated with chemotoxics, they
showed that treatment of stroma reduced the ability of primary AML and AML cell lines to
proliferate and survive subsequent exposure to chemotherapy, suggesting that these cells must
also need to develop resistance to therapy to ensure tumour survival. Work by Spiotto et al.
suggests that targeting tumour stroma with immunotherapy in vivo could be an effective
strategy by showing that bystander elimination of subpopulations of antigen loss variant
tumour cells by cytotoxic T cells was possible only when parental tumour cells express sufficient
amounts of antigen to be cross-presented by tumour stroma, allowing stromal cells themselves
to be targeted for killing by T cells105. Later work by Zhang et al. from the same group showed
that irradiation or chemotherapy could also increase cytotoxic T cell killing of established
tumours by causing enough antigen to be released from tumour cells to target
antigen-presenting stroma for destruction106. They later verified the important role of stroma in
this effect by showing that cytotoxic T cell killing of only major histocompatibility complex
(MHC)-restricted tumour stroma causes long-term inhibition of tumour growth107. Collectively,
these data illustrate the important role of stroma in tumour survival and resistance to therapy
and suggest that directly targeting stroma and stroma-mediated pathways might be an
effective means of tumour therapy.
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derivatives can overcome drug resistance
by direct extracellular integrin antagonism87,88 and by inhibition of small
GTpases such as Ras, Rho and RAp1 that
are dependent on the intermediates of
cholesterol biosynthesis89,90. GTpases are
known to be crucial mediators of adhesion
strengthening by regulating focal adhesion formation and modulating integrin
affinity for its ligands91,92. The precise role
of these proteins in mediating CAM-DR
has not been defined, but they are probably required to maintain cell adhesion
contacts.
The first phase II clinical trial showed
that simvastatin could overcome drug
resistance in refractory myeloma by blocking HMG-CoA reductase, a key intermediate of cholesterol biosynthesis90,93. A more
recent report by Sondergaard et al. did
not find that treatment with simvastatin
improved bone turnover in a small cohort
of patients with advanced myeloma who
had previously undergone heavy treatment 86. Importantly, this finding contradicts
extensive preclinical work in both in vitro
and in vivo models of bone metabolism that
concluded that statins inhibit bone resorption, a hallmark of cancers that localize to
bone and an indication of a co-opted bone
marrow microenvironment 94,95. Crucially,
the study by Sondergaard et al. was carried
out in the absence of other chemotherapy 86,
whereas Schmidmaier et al. combined statin
treatment with chemotoxics93.
Work in in vitro models of EMDR
has also led to the inclusion of a newer
compound in clinical trials that targets
downstream EMDR pathways in myeloma
cells. These models have demonstrated
that several tumour cell CAM-DR pathways (p27, bIM and NF-κb) are directly
regulated by the proteasome4,6,48,49,96, which
is inhibited by bortezomib. Although trials with this compound have previously
focused on the treatment of refractory
myeloma, one recent trial included the
compound with standard melphalan and
prednisone chemotherapy for initial treatment of patients who are ineligible for
high-dose melphalan therapy 97. This large
trial showed that the addition of bortezomib to the treatment regimen increased
time to progression by 45%, with a complete response rate of 30% compared with
4% without bortezomib97. We contend that
anti-EMDR strategies would be more effective if administered at the time of diagnosis,
in conjunction with traditional therapies, as
opposed to when tumours have developed
acquired resistance following treatment.
vOluME 9 | SEpTEMbER 2009 | 671
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Targeting stroma-derived paracrine factors.
preclinical work with tumour cell lines
and patient specimens in in vitro EMDR
cell culture models has demonstrated that
targeting stroma-mediated paracrineresistance pathways with specific receptor
tyrosine kinase inhibitors can overcome
EMDR. lin et al. showed that blockage
of paracrine Il-6 production by stroma
through specific inhibition of vEGF receptor tyrosine kinase activity can overcome
the protective effect of stromal cells on
dexamethasone-induced apoptosis in myeloma cells98. bisping et al. reported similar
results using an indoline-derivative inhibitor of the receptor tyrosine kinase for FGF

that also blocks the production of Il-6 by
bone marrow stromal cells79,99. This inhibition not only led to the apoptosis of patient
myeloma cells ex vivo, but also attenuated
myeloma cell adhesion and proliferation
and increased the efficacy of chemotherapeutic agents. This approach is promising
because it blocks the stroma-derived Il-6
that is produced in response to tumour
cells and therefore disrupts the paracrine
amplification loop.
Receptor antagonists are also being developed to block stroma-derived soluble factors
extracellularly. For example, burger et al.
demonstrated that a peptide antagonist of
the chemokine SDF1 resensitizes primary

Box 3 | Building a mathematical model of eMDr
Cancers are complex, multiscalar, dynamical systems that show extensive spatial heterogeneity,
phenotypic diversity and temporal evolution. In addition to tumour subpopulations, cancers
contain tumour-associated mesenchymal cells that strongly influence tumour growth and
physiology. Although such systems are difficult to model mathematically, they are impossible to
understand intuitively.
Building mathematical models of cancer requires an understanding of both the underlying
biology and the biological question. For example, general population or molecular dynamics are
typically modelled with ordinary differential equations. When there are spatial components in the
dynamics, partial differential equations are used. The life history of individual cells can be obtained
using cellular automata models, which are often modified using ordinary differential equations or
partial differential equations to account for environmental factors that affect or are influenced by
cellular activity.
As an example, we briefly present a model of tumour–mesenchymal interactions in treated and
untreated cancers. The general strategy in initial model building is simplicity. That is, rather than
including every possible factor in the complex dynamics, the model begins with just a few
components (lumped phenomenological terms) that broadly summarize the observed system
behaviours. Once a simple model is established, components of interest can be added by
expanding the lumped terms into component parts.
Assume there are n subpopulations of tumour cells (i) and a single mesenchymal (M)
population. The change in the size of each population at each time step can be expressed as
follows:
Pi(t + 1) = Pi(t) × (1 + [γi × Gii × GiM]) i =,....n j = 1,... n i ≠ j

(1)

Pi is the probability that any cell sampled in the tissue of interest will be a member of the ith
tumour subpopulation. Similarly, PM is a measure of the population size of tumour-associated
mesenchymal cells. The term γ represents the replication rate, and G is a function that represents
the positive and negative interactions among different tumour populations (Gij), the effects of the
mesenchymal cells on each tumour population (GiM) or between the effects of tumour cells
on mesenchymal cells (GMi).
To examine the effects of therapy, we add a ‘death function’, d(t), so that, following
administration of chemotherapy, the tumour populations will proliferate linearly in γi and G,
but decline linearly owing to therapy-induced cytotoxicity. The effects of chemotherapy can
be mitigated by phenotypic resistance. In addition, a phenotypically sensitive cell can be
rendered transiently resistant owing to environmental effects. This can be expressed
mathematically as follows:
Pi(t + 1) = Pi(t) × (1 + [γi × G]) × (1 – d(t)), d(t) = a(t)β(PM, Pi)σi

(2)

a(t) is the therapy dose (or intratumoral concentration), σi is the phenotypic sensitivity of the
population i to the therapy and β is the environmental sensitivity, that is environment-mediated
drug resistance (EMDR). β, in turn, is dependent on the relative density of both the tumour cells (Pi)
and the mesenchymal cells (PM). The combination of both phenotypic resistance and EMDR will
allow, for example, modelling of both the EMDR process itself and the conceptually more difficult
transition from minimal residual disease to clinical recurrence with resistant phenotypes.
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chronic lymphocytic leukaemia cells to
cytotoxics when co-cultured with bone marrow stroma100. Recent work by Zeng et al.
showed that AMD3465, a second-generation
small-molecule inhibitor of the SDF1 receptor (CXCR4), could overcome resistance
to kinase inhibitors and chemotherapy in
a mouse model of AMl. Moreover, they
found that blockage of stroma-derived SDF1
prolonged survival101. The success of smallmolecule inhibitors of the SDF1 pathway in
preclinical models has led to ongoing clinical trials. Importantly, both Il-6 and SDF1
also mediate drug resistance in epithelial
malignancies50,56. The emergence of therapeutic approaches that disrupt communication between tumours and their stroma
provides evidence of the increasing recognition of the importance of this relationship
in the development of drug resistance in
malignancy (BOX 2).
conclusions
preclinical studies using in vivo tumour
models have shown that the disruption of
EMDR pathways can increase the efficacy
of primary therapies in combinatorial
treatment strategies. Traditionally, clinical trials seeking to determine the efficacy
of new therapies are generally performed
after patients relapse from primary therapy.
We contend that this approach is inherently flawed for testing agents that might
be able to prevent EMDR, because EMDR
is a primary contributor to MRD following
primary therapy. In recurrent disease following primary therapy, cancer cells have
already developed complex acquired resistance mechanisms and no longer require
EMDR pathways for survival. As a form of
de novo resistance, EMDR shields cancer
cells from the effects of the initial therapy,
allowing the development of more permanent mechanisms of resistance in the context
of the powerful selective pressure of therapy.
Therefore, therapeutic strategies should seek
to circumvent EMDR during the initial treatment to prevent the emergence of acquired
resistance. Furthermore, the development
of molecular imaging techniques designed
to monitor signalling pathways involved in
EMDR would provide crucial information
about the influence of the tumour microenvironment in the clinical drug response and
the emergence of drug resistance.
Cancer cells and their associated stroma
coexist in an evolving ECM and soluble
factor milieu that is moulded by their
interaction. Reciprocal integrin- and soluble factor-mediated signalling interactions
between these two groups of cells induce
www.nature.com/reviews/cancer
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a transient EMDR phenotype in tumour
cells, protecting them from therapy until
more complex acquired drug resistance
phenotypes can develop. previously,
research in this area has relied on tissue
culture and in vivo models that have been
extremely valuable tools for unravelling
the basic mechanisms of EMDR. However,
in recent years an increasingly dynamic
picture of the tumour microenvironment
has developed that suggests that cancer
cells co-evolve with other cells present in
their microenvironment. These models
are informative in revealing the details of
specific signalling pathways, but their use
should be directed by a systems biology
approach that can integrate the data they
generate into a comprehensive theoretical model that reflects the complexities
and long time frames operative in in vivo
tumour microenvironments. We propose
that a mathematical approach would help
us to better understand how this highly
complex and constantly evolving microenvironment induces EMDR by providing a
conceptual framework from which hypotheses can be generated. Outcomes measured
using experimental models can then be used
to validate the ‘fluid’ theoretical model. In
this way, mathematical models can be used
to develop hypotheses and guide research
much more rationally than static, reductionist approaches allow (BOX 3). A better
understanding of the intricacies of this phenomenon is of crucial importance, because
it is one of the major obstacles to effective
cancer treatment.
Mark B. Meads and William S. Dalton are at
the Department of Experimental Therapeutics and
Oncologic Sciences, H. Lee Moffitt Cancer Center,
Florida 33612, USA.
Robert A. Gatenby is at the Department of Radiology
and Integrated Mathematical Oncology,
H. Lee Moffitt Cancer Center, Florida 33612, USA.

5.

6.

7.

8.
9.

10.

11.

12.

13.

14.
15.

16.

17.

18.

19.

Correspondence to W.S.D.
e-mail: william.dalton@moffitt.org
doi:10.1038/nrc2714
Published online 20 August 2009
1.

2.

3.

4.

Damiano, J. S., Cress, A. E., Hazlehurst, L. A.,
Shtil, A. A. & Dalton, W. S. Cell adhesion mediated
drug resistance (CAM-DR): role of integrins and
resistance to apoptosis in human myeloma cell lines.
Blood 93, 1658–1667 (1999).
Meads, M. B., Hazlehurst, L. A. & Dalton, W. S. The
bone marrow microenvironment as a tumor sanctuary
and contributor to drug resistance. Clin. Cancer Res.
14, 2519–2526 (2008).
Cordes, N., Seidler, J., Durzok, R., Geinitz, H. &
Brakebusch, C. β1-integrin-mediated signaling
essentially contributes to cell survival after radiationinduced genotoxic injury. Oncogene 25, 1378–1390
(2006).
Hazlehurst, L. A., Argilagos, R. F. & Dalton, W. S.
β1 integrin mediated adhesion increases Bim protein
degradation and contributes to drug resistance in
leukaemia cells. Br. J. Haematol. 136, 269–275
(2007).

20.
21.
22.

23.

24.

25.

Shain, K. H., Landowski, T. H. & Dalton, W. S.
Adhesion-mediated intracellular redistribution of
c-Fas-associated death domain-like IL-1-converting
enzyme-like inhibitory protein-long confers resistance
to CD95-induced apoptosis in hematopoietic cancer
cell lines. J. Immunol. 168, 2544–2553 (2002).
Lwin, T. et al. Cell adhesion induces p27Kip1associated cell-cycle arrest through down-regulation of
the SCFSkp2 ubiquitin ligase pathway in mantle-cell and
other non-Hodgkin B-cell lymphomas. Blood 110,
1631–1638 (2007).
Bidard, F. C. et al. Disseminated tumor cells of breast
cancer patients: a strong prognostic factor for distant
and local relapse. Clin. Cancer Res. 14, 3306–3311
(2008).
Braun, S. et al. A pooled analysis of bone marrow
micrometastasis in breast cancer. N. Engl. J. Med.
353, 793–802 (2005).
Braun, S. et al. Lack of effect of adjuvant
chemotherapy on the elimination of single dormant
tumor cells in bone marrow of high-risk breast
cancer patients. J. Clin. Oncol. 18, 80–86
(2000).
Wiedswang, G. et al. Isolated tumor cells in bone
marrow three years after diagnosis in disease-free
breast cancer patients predict unfavorable clinical
outcome. Clin. Cancer Res. 10, 5342–5348
(2004).
Matsunaga, T. et al. Interaction between leukemiccell VLA-4 and stromal fibronectin is a decisive
factor for minimal residual disease of acute
myelogenous leukemia. Nature Med. 9, 1158–1165
(2003).
Bellamy, W. T., Dalton, W. S., Gleason, M. C.,
Grogan, T. M. & Trent, J. M. Development and
characterization of a melphalan-resistant human
multiple myeloma cell line. Cancer Res. 51,
995–1002 (1991).
Hazlehurst, L. A. et al. Genotypic and phenotypic
comparisons of de novo and acquired melphalan
resistance in an isogenic multiple myeloma cell
line model. Cancer Res. 63, 7900–7906
(2003).
Teicher, B. A. et al. Tumor resistance to alkylating
agents conferred by mechanisms operative only
in vivo. Science 247, 1457–1461 (1990).
Goldie, J. H. & Coldman, A. J. A mathematic model for
relating the drug sensitivity of tumors to their
spontaneous mutation rate. Cancer Treat Rep. 63,
1727–1733 (1979).
Feller, N. et al. MRD parameters using
immunophenotypic detection methods are highly
reliable in predicting survival in acute myeloid
leukaemia. Leukemia 18, 1380–1390 (2004).
Hess, C. J. et al. Gene expression profiling of minimal
residual disease in acute myeloid leukaemia by novel
multiplex-PCR-based method. Leukemia 18,
1981–1988 (2004).
Brisco, J. et al. Relationship between minimal
residual disease and outcome in adult acute
lymphoblastic leukemia. Blood 87, 5251–5256
(1996).
Heiss, M. M. et al. Minimal residual disease in
gastric cancer: evidence of an independent
prognostic relevance of urokinase receptor
expression by disseminated tumor cells in the
bone marrow. J. Clin. Oncol. 20, 2005–2016
(2002).
Campana, D. Status of minimal residual disease
testing in childhood haematological malignancies.
Br. J. Haematol. 143, 481–489 (2008).
Pui, C. H. & Evans, W. E. Treatment of acute
lymphoblastic leukemia. N. Engl. J. Med. 354,
166–178 (2006).
Matsunaga, T. et al. Combination therapy of an
anticancer drug with the FNIII14 peptide of fibronectin
effectively overcomes cell adhesion-mediated drug
resistance of acute myelogenous leukemia. Leukemia
22, 353–360 (2008).
Becker, P. S. et al. Very late antigen-4 function of
myeloblasts correlates with improved overall survival
for patients with acute myeloid leukemia. Blood 113,
866–874 (2009).
de la Fuente, M. T. et al. Involvement of p53 in α4β1
integrin-mediated resistance of B-CLL cells to
fludarabine. Biochem. Biophys. Res. Commun. 311,
708–712 (2003).
Folgiero, V. et al. Induction of ErbB-3 expression by
α6β4 integrin contributes to tamoxifen resistance in
ERβ1-negative breast carcinomas. PLoS ONE 3,
e1592 (2008).

NATuRE REvIEWS | CanCer

26. Yao, E. S. et al. Increased β1 integrin is associated
with decreased survival in invasive breast cancer.
Cancer Res. 67, 659–664 (2007).
27. Oshita, F. et al. Increased expression of integrin β1
is a poor prognostic factor in small-cell lung cancer.
Anticancer Res. 22, 1065–1070 (2002).
28. Graf, M. et al. Expression of MAC-1 (CD11b) in acute
myeloid leukemia (AML) is associated with an
unfavorable prognosis. Am. J. Hematol. 81, 227–235
(2006).
29. Vuoristo, M. et al. Increased gene expression levels
of collagen receptor integrins are associated with
decreased survival parameters in patients
with advanced melanoma. Melanoma Res. 17,
215–223 (2007).
30. Nikkola, J. et al. Integrin chains β1 and αv as
prognostic factors in human metastatic melanoma.
Melanoma Res. 14, 29–37 (2004).
31. Sethi, T. et al. Extracellular matrix proteins protect
small cell lung cancer cells against apoptosis: a
mechanism for small cell lung cancer growth and drug
resistance in vivo. Nature Med. 5, 662–668 (1999).
32. Sherman-Baust, C. A. et al. Remodeling of the
extracellular matrix through overexpression of
collagen VI contributes to cisplatin resistance in
ovarian cancer cells. Cancer Cell 3, 377–386
(2003).
33. Recher, C. et al. Expression of focal adhesion kinase
in acute myeloid leukemia is associated with
enhanced blast migration, increased cellularity, and
poor prognosis. Cancer Res. 64, 3191–3197
(2004).
34. Cario, G. et al. Distinct gene expression profiles
determine molecular treatment response in
childhood acute lymphoblastic leukemia. Blood 105,
821–826 (2005).
35. Flotho, C. et al. Genes contributing to minimal
residual disease in childhood acute lymphoblastic
leukemia: prognostic significance of CASP8AP2.
Blood 108, 1050–1057 (2006).
36. van Stijn, A. et al. Minimal residual disease in acute
myeloid leukemia is predicted by an apoptosisresistant protein profile at diagnosis. Clin. Cancer Res.
11, 2540–2546 (2005).
37. Flotho, C. et al. A set of genes that regulate cell
proliferation predicts treatment outcome in childhood
acute lymphoblastic leukemia. Blood 110,
1271–1277 (2007).
38. Tlsty, T. D. & Coussens, L. M. Tumor stroma and
regulation of cancer development. Annu. Rev. Pathol.
1, 119–150 (2006).
39. Finak, G. et al. Stromal gene expression predicts
clinical outcome in breast cancer. Nature Med. 14,
518–527 (2008).
40. Hawsawi, N. M. et al. Breast carcinoma-associated
fibroblasts and their counterparts display neoplasticspecific changes. Cancer Res. 68, 2717–2725 (2008).
41. Ohuchida, K. et al. Radiation to stromal fibroblasts
increases invasiveness of pancreatic cancer cells
through tumor-stromal interactions. Cancer Res. 64,
3215–3222 (2004).
42. Polyak, K., Haviv, I. & Campbell, I. G. Co-evolution of
tumor cells and their microenvironment. Trends Genet.
25, 30–38 (2009).
43. Lenz, G. et al. Stromal gene signatures in large-B-cell
lymphomas. N. Engl. J. Med. 359, 2313–2323
(2008).
44. Fridman, R. et al. Reconstituted basement membrane
(matrigel) and laminin can enhance the tumorigenicity
and the drug resistance of small cell lung cancer cell
lines. Proc. Natl Acad. Sci. USA 87, 6698–6702
(1990).
45. Mori, Y. et al. Anti-α4 integrin antibody suppresses the
development of multiple myeloma and associated
osteoclastic osteolysis. Blood 104, 2149–2154
(2004).
46. Park, C. C. et al. β1 integrin inhibitory antibody
induces apoptosis of breast cancer cells, inhibits
growth, and distinguishes malignant from normal
phenotype in three dimensional cultures and in vivo.
Cancer Res. 66, 1526–1535 (2006).
47. Park, C. C., Zhang, H. J., Yao, E. S., Park, C. J. &
Bissell, M. J. β1 integrin inhibition dramatically
enhances radiotherapy efficacy in human breast cancer
xenografts. Cancer Res. 68, 4398–4405 (2008).
48. Hazlehurst, L. A., Damiano, J. S., Buyuksal, I.,
Pledger, W. J. & Dalton, W. S. Adhesion to
fibronectin via β1 integrins regulates p27kip1 levels
and contributes to cell adhesion mediated drug
resistance (CAM-DR). Oncogene 19, 4319–4327
(2000).

vOluME 9 | SEpTEMbER 2009 | 673
© 2009 Macmillan Publishers Limited. All rights reserved

PersPectives
49. Fu, Y. et al. Overexpression of integrin β1
inhibits proliferation of hepatocellular carcinoma
cell SMMC-7721 through preventing Skp2dependent degradation of p27 via PI3K pathway.
J. Cell Biochem. 102, 704–718 (2007).
50. Hartmann, T. N., Burger, J. A., Glodek, A., Fujii, N. &
Burger, M. CXCR4 chemokine receptor and integrin
signaling co-operate in mediating adhesion and
chemoresistance in small cell lung cancer (SCLC) cells.
Oncogene 24, 4462–4471 (2005).
51. Hodkinson, P. S. et al. ECM overrides DNA damageinduced cell cycle arrest and apoptosis in small-cell
lung cancer cells through β1 integrin-dependent
activation of PI3-kinase. Cell Death Differ. 13,
1776–1788 (2006).
52. Hoyt, D. G. et al. Integrin activation suppresses
etoposide-induced DNA strand breakage in cultured
murine tumor-derived endothelial cells. Cancer Res.
56, 4146–4149 (1996).
53. Nefedova, Y., Landowski, T. H. & Dalton, W. S. Bone
marrow stromal-derived soluble factors and direct cell
contact contribute to de novo drug resistance of
myeloma cells by distinct mechanisms. Leukemia 17,
1175–1182 (2003).
54. Borsellino, N. et al. Blocking signaling through the
Gp130 receptor chain by interleukin-6 and oncostatin
M inhibits PC-3 cell growth and sensitizes the tumor
cells to etoposide and cisplatin-mediated cytotoxicity.
Cancer 85, 134–144 (1999).
55. Catlett-Falcone, R. et al. Constitutive activation of
Stat3 signaling confers resistance to apoptosis in
human U266 myeloma cells. Immunity 10, 105–115
(1999).
56. Duan, Z. et al. Signal transducers and activators of
transcription 3 pathway activation in drug-resistant
ovarian cancer. Clin. Cancer Res. 12, 5055–5063
(2006).
57. Frassanito, M. A., Cusmai, A., Iodice, G. &
Dammacco, F. Autocrine interleukin-6 production and
highly malignant multiple myeloma: relation with
resistance to drug-induced apoptosis. Blood 97,
483–489 (2001).
58. Perez, L. E. et al. Bone marrow stroma confers
resistance to Apo2 ligand/TRAIL in multiple myeloma
in part by regulating c-FLIP. J. Immunol. 180,
1545–1555 (2008).
59. Voorhees, P. M. et al. Inhibition of interleukin-6
signaling with CNTO 328 enhances the activity of
bortezomib in preclinical models of multiple myeloma.
Clin. Cancer Res. 13, 6469–6478 (2007).
60. Allinen, M. et al. Molecular characterization of the
tumor microenvironment in breast cancer. Cancer Cell
6, 17–32 (2004).
61. Arnulf, B. et al. Phenotypic and functional
characterization of bone marrow mesenchymal stem
cells derived from patients with multiple myeloma.
Leukemia 21, 158–163 (2007).
62. Orimo, A. et al. Stromal fibroblasts present in invasive
human breast carcinomas promote tumor growth and
angiogenesis through elevated SDF-1/CXCL12
secretion. Cell 121, 335–348 (2005).
63. Sanz-Rodriguez, F., Hidalgo, A. & Teixido, J.
Chemokine stromal cell-derived factor-1α modulates
VLA-4 integrin-mediated multiple myeloma cell
adhesion to CS-1/fibronectin and VCAM-1. Blood 97,
346–351 (2001).
64. Kettritz, R., Choi, M., Rolle, S., Wellner, M. & Luft, F. C.
Integrins and cytokines activate nuclear transcription
factor-κB in human neutrophils. J. Biol. Chem. 279,
2657–2665 (2004).
65. Shain, K. H. et al. β1 integrin adhesion enhances
IL-6-mediated STAT3 signaling in myeloma cells:
implications for microenvironment influence on tumor
survival and proliferation. Cancer Res. 69,
1009–1015 (2009).
66. Tancred, T. M., Belch, A. R., Reiman, T., Pilarski, L. M.
& Kirshner, J. Altered expression of fibronectin and
collagens I and IV in multiple myeloma and monoclonal
gammopathy of undetermined significance.
J. Histochem. Cytochem. 57, 239–247 (2008).
67. White, D. E. et al. Addressing the role of cell adhesion
in tumor cell dormancy. Cell Cycle 5, 1756–1759
(2006).
68. St. Croix, B. et al. Impact of the cyclin-dependent
kinase inhibitor p27Kip1 on resistance of tumor cells
to anticancer agents. Nature Med. 2, 1204–1210
(1996).
69. St. Croix, B. et al. Reversal by hyaluronidase of
adhesion-dependent multicellular drug resistance in
mammary carcinoma cells. J. Natl Cancer Inst. 88,
1285–1296 (1996).

70. White, D. E. et al. Targeted disruption of β1-integrin in
a transgenic mouse model of human breast cancer
reveals an essential role in mammary tumor induction.
Cancer Cell 6, 159–170 (2004).
71. Weaver, V. M. et al. Reversion of the malignant
phenotype of human breast cells in three-dimensional
culture and in vivo by integrin blocking antibodies.
J. Cell Biol. 137, 231–245 (1997).
72. Goodison, S. et al. Prolonged dormancy and sitespecific growth potential of cancer cells spontaneously
disseminated from nonmetastatic breast tumors as
revealed by labeling with green fluorescent protein.
Clin. Cancer Res. 9, 3808–3814 (2003).
73. Naumov, G. N. et al. Persistence of solitary mammary
carcinoma cells in a secondary site: a possible
contributor to dormancy. Cancer Res. 62,
2162–2168 (2002).
74. Pantel, K. et al. Differential expression of proliferationassociated molecules in individual micrometastatic
carcinoma cells. J. Natl Cancer Inst. 85, 1419–1424
(1993).
75. Gong, J., Ko, T. C. & Brattain, M. G. Disruption of
fibronectin binding to the α5β1 integrin stimulates the
expression of cyclin-dependent kinases and DNA
synthesis through activation of extracellular signalregulated kinase. J. Biol. Chem. 273, 1662–1669
(1998).
76. Fischer, C. et al. Galectin-1 interacts with the α5β1
fibronectin receptor to restrict carcinoma cell growth
via induction of p21 and p27. J. Biol. Chem. 280,
37266–37277 (2005).
77. Henriet, P., Zhong, Z. D., Brooks, P. C., Weinberg, K. I.
& DeClerck, Y. A. Contact with fibrillar collagen
inhibits melanoma cell proliferation by up-regulating
p27KIP1. Proc. Natl Acad. Sci. USA 97,
10026–10031 (2000).
78. Nefedova, Y., Cheng, P., Alsina, M., Dalton, W. S. &
Gabrilovich, D. I. Involvement of Notch-1 signaling
in bone marrow stroma-mediated de novo drug
resistance of myeloma and other malignant
lymphoid cell lines. Blood 103, 3503–3510
(2004).
79. Bisping, G. et al. Paracrine interactions of basic
fibroblast growth factor and interleukin-6 in
multiple myeloma. Blood 101, 2775–2783
(2003).
80. Dankbar, B. et al. Vascular endothelial growth factor
and interleukin-6 in paracrine tumor–stromal cell
interactions in multiple myeloma. Blood 95,
2630–2636 (2000).
81. Stupp, R. & Ruegg, C. Integrin inhibitors reaching the
clinic. J. Clin. Oncol. 25, 1637–1638 (2007).
82. Cianfrocca, M. E. et al. Phase 1 trial of the
antiangiogenic peptide ATN-161 (Ac-PHSCN-NH2),
a beta integrin antagonist, in patients with
solid tumours. Br. J. Cancer 94, 1621–1626
(2006).
83. McNeel, D. G. et al. Phase I trial of a monoclonal
antibody specific for αvβ3 integrin (MEDI-522) in
patients with advanced malignancies, including an
assessment of effect on tumor perfusion. Clin. Cancer
Res. 11, 7851–7860 (2005).
84. Mullamitha, S. A. et al. Phase I evaluation of a fully
human anti-αv integrin monoclonal antibody (CNTO
95) in patients with advanced solid tumors. Clin.
Cancer Res. 13, 2128–2135 (2007).
85. Reardon, D. A. et al. Randomized phase II study of
cilengitide, an integrin-targeting
arginine-glycine-aspartic acid peptide, in recurrent
glioblastoma multiforme. J. Clin. Oncol. 26,
5610–5617 (2008).
86. Sondergaard, T. E. et al. A phase II clinical trial
does not show that high dose simvastatin has
beneficial effect on markers of bone turnover in
multiple myeloma. Hematol. Oncol. 27, 17–22
(2009).
87. Weitz-Schmidt, G. et al. Statins selectively inhibit
leukocyte function antigen-1 by binding to a novel
regulatory integrin site. Nature Med. 7, 687–692
(2001).
88. Weitz-Schmidt, G., Welzenbach, K., Dawson, J. &
Kallen, J. Improved lymphocyte function-associated
antigen-1 (LFA-1) inhibition by statin derivatives:
molecular basis determined by x-ray analysis and
monitoring of LFA-1 conformational changes in vitro
and ex vivo. J. Biol. Chem. 279, 46764–46771
(2004).
89. Denoyelle, C. et al. Molecular mechanism of the anticancer activity of cerivastatin, an inhibitor of HMGCoA reductase, on agressive human breast cancer
cells. Cell Signal 15, 327–338 (2003)

674 | SEpTEMbER 2009 | vOluME 9

90. Schmidmaier, R. et al. The HMG-CoA reductase
inhibitor simvastatin overcomes cell adhesionmediated drug resistance in multiple myeloma
by geranylgeranylation of Rho protein and
activation of Rho kinase. Blood 104, 1825–1832
(2004).
91. Kinbara, K., Goldfinger, L. E., Hansen, M., Chou, F. L.
& Ginsberg, M. H. Ras GTPases: integrins’ friends or
foes? Nature Rev. Mol. Cell Biol. 4, 767–776
(2003).
92. Azab, A. K. et al. Rho-A and Rac-1 GTPases play major
and differential roles in SDF1-induced cell adhesion
and chemotaxis in multiple myeloma. Blood 114,
619–629 (2009).
93. Schmidmaier, R. et al. First clinical experience with
simvastatin to overcome drug resistance in refractory
multiple myeloma. Eur. J. Haematol. 79, 240–243
(2007).
94. Maeda, T., Kawane, T. & Horiuchi, N. Statins augment
vascular endothelial growth factor expression in
osteoblastic cells via inhibition of protein prenylation.
Endocrinology 144, 681–692 (2003).
95. Mundy, G. et al. Stimulation of bone formation in vitro
and in rodents by statins. Science 286, 1946–1949
(1999).
96. Landowski, T. H., Olashaw, N. E., Agrawal, D. &
Dalton, W. S. Cell adhesion-mediated drug resistance
(CAM-DR) is associated with activation of NF-κB (RelB/
p50) in myeloma cells. Oncogene 22, 2417–2421
(2003).
97. San Miguel, J. F. et al. Bortezomib plus melphalan
and prednisone for initial treatment of multiple
myeloma. N. Engl. J. Med. 359, 906–917
(2008).
98. Lin, B. et al. The vascular endothelial growth factor
receptor tyrosine kinase inhibitor PTK787/
ZK222584 inhibits growth and migration of multiple
myeloma cells in the bone marrow microenvironment.
Cancer Res. 62, 5019–5026 (2002).
99. Bisping, G. et al. Bortezomib, dexamethasone, and
fibroblast growth factor receptor 3-specific tyrosine
kinase inhibitor in t(4;14) myeloma. Clin. Cancer Res.
15, 520–531 (2009).
100. Burger, M. et al. Small peptide inhibitors of the
CXCR4 chemokine receptor (CD184) antagonize the
activation, migration, and antiapoptotic responses of
CXCL12 in chronic lymphocytic leukemia B cells.
Blood 106, 1824–1830 (2005).
101. Zeng, Z. et al. Targeting the leukemia
microenvironment by CXCR4 inhibition overcomes
resistance to kinase inhibitors and chemotherapy in
AML. Blood 113, 6215–6224 (2008).
102. Goldie, J. H. & Coldman, A. J. Quantitative model for
multiple levels of drug resistance in clinical tumors.
Cancer Treat. Rep. 67, 923–931 (1983).
103. Hazlehurst, L. A. et al. Cell adhesion to fibronectin
(CAM-DR) influences acquired mitoxantrone resistance
in U937 cells. Cancer Res 66, 2338-2345 (2006).
104. Moshaver, B. et al. Chemotherapeutic treatment of
bone marrow stromal cells strongly affects their
protective effect on acute myeloid leukemia cell
survival. Leuk. Lymphoma 49, 134–148 (2008).
105. Spiotto, M. T., Rowley, D. A. & Schreiber, H. Bystander
elimination of antigen loss variants in established
tumors. Nature Med. 10, 294–298 (2004).
106. Zhang, B. et al. Induced sensitization of tumor stroma
leads to eradication of established cancer by T cells.
J. Exp. Med. 204, 49–55 (2007).
107. Zhang, B. et al. Equilibrium between host and cancer
caused by effector T cells killing tumor stroma. Cancer
Res. 68, 1563–1571 (2008).
108. Kirshner, J. et al. A unique three-dimensional model
for evaluating the impact of therapy on multiple
myeloma. Blood 112, 2935–2945 (2008).

DaTaBases
National cancer institute Drug Dictionary:
http://www.cancer.gov/drugdictionary/
bortezomib | cytarabine | cytosine arabinoside |
dexamethasone | melphalan | prednisone | simvastatin
UniProtKB: http://www.uniprot.org
B2cL1 | BiM | cXcR4 | FAS | FLiP | iL-6 | p27kip1 | SDF1 | SKP2 |
StAt3 | tRAiL | vcAM1

furTher infOrMaTiOn
William s. Dalton’s homepage: http://www.moffitt.org/Site.
aspx?spid=0F04FE7484014c88B2BB1F23A8D93FEA&Search
type=Researcher
all links are aCTive in The Online pDf

www.nature.com/reviews/cancer
© 2009 Macmillan Publishers Limited. All rights reserved

o N l i N e o N ly
Author biographies
Mark b. Meads received his b.Sc. in molecular biology from the
university of Florida, uSA, and his ph.D. in medical microbiology
and immunology from the university of South Florida, uSA. He
currently works in the laboratory of William S. Dalton at the H. lee
Moffitt Cancer Center, uSA, where his research focuses on cytokine
and integrin signalling pathways that contribute to therapy resistance and tumorigenesis.
Robert A. Gatenby received his b.Sc. in engineering from princeton
university, uSA, and his M.D. from the university of pennsylvania,
uSA. He completed his residency in radiology at the Hospital of
the university of pennsylvania. He is currently Chair of Radiology
and Director of Integrated Mathematical Oncology at the H. lee
Moffitt Cancer Center. He divides his time between clinical radiology and research, which is largely focused on the application of
mathematical models and empirical techniques to tumour invasion
and carcinogenesis.
William S. Dalton received his M.D. and ph.D. from Indiana
university, uSA, and completed internal medicine residency and
fellowship programmes in medical oncology and clinical pharmacology at the university of Arizona, uSA. He is currently the Chief
Executive Officer and Center Director of the H. lee Moffitt Cancer
Center. His research focus is in the area of molecular pharmacology
of cancer drug resistance, with an emphasis on understanding the
contribution of the tumour microenvironment to drug response
and drug resistance.
ToC

000

environment-mediated drug resistance: a
major contributor to minimal residual
disease
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How does therapeutic resistance affect disease
relapse? Here the authors argue that the tumour
microenvironment mediates a complex form of de
novo drug resistance and that adjuvant inhibition of
key stromal factors could prevent the emergence of
therapeutic resistance and relapse.
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