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Abstract
Background
Pancreatic cancer is susceptible to gemcitabine resistance, and patients receive less benefit from gemcitabine chemotherapy. Previous studies report that gambogic acid possesses antineoplastic properties; however, to our knowledge, there have been no specific studies on its effects in pancreatic cancer. Therefore, the purpose of this study was to explore whether increases the sensitivity of pancreatic cancer to gemcitabine, and determine the synergistic effects of gambogic acid and gemcitabine against pancreatic cancer.

Methods
The effects of gambogic acid on cell viability, the cell cycle, and apoptosis were assessed using 4,5-dimethylthiazol-2-yl)-3,5-diphenylformazan (MTT) and flow cytometry in pancreatic cancer cell lines. Protein expression was detected by western blot analysis and mRNA expression was detected using q-PCR. A xenograft tumor model of pancreatic cancer was used to investigate the synergistic effects of gambogic acid and gemcitabine.

Results
Gambogic acid effectively inhibited the growth of pancreatic cancer cell lines by inducing S-phase cell cycle arrest and apoptosis. Synergistic activity of gambogic acid combined with gemcitabine was observed in PANC-1 and BxPC-3 cells based on the results of MTT, colony formation, and apoptosis assays. Western blot results demonstrated that gambogic acid sensitized gemcitabine-induced apoptosis by enhancing the expression of cleaved caspase-3, cleaved caspase-9, cleaved-PARP, and Bax, and reducing the expression of Bcl-2. In particular, gambogic acid reduced the expression of the ribonucleotide reductase subunit-M2 (RRM2) protein and mRNA, a trend that correlated with resistance to gemcitabine through inhibition of the extracellular signal-regulated kinase (ERK)/E2F1 signaling pathway. Treatment with gambogic acid and gemcitabine significantly repressed tumor growth in the xenograft pancreatic cancer model. Immunohistochemistry results demonstrated a downregulation of p-ERK, E2F1, and RRM2 in mice receiving gambogic acid treatment and combination treatment.

Conclusions
These results demonstrate that gambogic acid sensitizes pancreatic cancer cells to gemcitabine in vitro and in vivo by inhibiting the activation of the ERK/E2F1/RRM2 signaling pathway. The results also indicate that gambogic acid treatment combined with gemcitabine might be a promising chemotherapy strategy for pancreatic cancer.
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Background
Pancreatic cancer is highly malignant and has the fourth highest mortality rate among all tumors. Although chemotherapy improves the prognosis in pancreatic cancer patients, the five-year survival rate remains less than 5% [1–3]. Gemcitabine-based chemotherapy is most commonly used in pancreatic cancer [4, 5]. Albumin-bound paclitaxel combined with gemcitabine improves survival in patients with advanced pancreatic cancer; however, those patients had little survival benefit, companied by serious side effects [6, 7]. Therefore, exploration of a novel drug that can be used in combination with gemcitabine is crucial to improving both the therapeutic effects of gemcitabine in pancreatic cancer patients and the prognosis in such patients.
Ribonucleotide reductase (RNR) is an enzyme that regulates the cell cycle, and is composed of two subunits, the regulatory subunit RRM1 and catalytic subunit RRM2 [8–10]. Previous studies have found that the expression of RRM1 and RRM2 in pancreatic cancer cells increases their sensitivity to gemcitabine [11–13]. In addition, clinical studies have shown that high levels of RRM1 or RRM2 are associated with a poor prognosis in both pancreatic and lung cancers [14–16]. However, RRM1 also acts as a tumor suppressor gene that inhibits tumor cell growth and metastasis by inducing the expression of the tumor suppressor gene PTEN in lung cancer [17].
In recent years, an increasing number of studies have been conducted on herbal and plant-derived drugs. Evidently, many Chinese herbal medicines can effectively treat cancer patients, improve patient outcomes, and reduce the side effects of chemotherapy drugs [18–20]. Gamboge is a dry resin that is secreted by the Garcinia hanburyi tree. Rattan gamboge has anti-tumor effects, and gambogic acid (GA) is one of the main components of gamboge [21]. In vitro and in vivo studies have reported that GA inhibits the growth of various tumors, such as those of prostate, lung, stomach, and liver cancer among others [21–24]. Gambogic acid induces apoptosis of tumor cells and destroys cancer cells by increasing the levels of active oxygen, inhibiting the NF-κB, MAPK/ERK, and PI3K/AKT signaling pathways [21]. However, there are few studies on the effects of GA in pancreatic cancer, and the specific mechanisms underlying those effects remain unclear [25, 26].
Therefore, we studied the effects of GA combined with gemcitabine against pancreatic cancer both in vivo and in vitro. The GA treatment was found to enhance the sensitivity of pancreatic cancer cells to gemcitabine by inhibiting the expression of RRM2. Furthermore, the combination of these two drugs synergistically inhibited tumor growth.

Methods
Regents
Gambogic acid (98% purity, Yuanye Biotech, China) was dissolved in dimethyl sulfoxide (DMSO) to 20 mg/mL and stored for subsequent use. Gemcitabine (Sigma-Aldrich, USA) was dissolved in water to 50 mM and stored. The extracellular signal-regulated kinase (ERK) inhibitor ulixertinib, proteasome inhibitor MG-132, and pan-caspase inhibitor Z-VAD-FMK (Selleck, USA) were dissolved in DMSO to 10 mM and stored for subsequent use. All regents were stored at a temperature below − 80 °C. A solution of 4,5-dimethylthiazol-2-yl)-3,5-diphenylformazan (MTT) was dissolved in phosphate buffered saline (PBS) and stored at 20 °C. The AnnexinV/PI apoptosis kit was purchased from Vazyme (China), and a Cell cycle detection kit was purchased from Beyotime (China). Primary antibodies against cleaved PARP, cleaved caspase-3, cleaved caspase-9, Bcl-2, Bax, ERK1/2, phospho-ERK1/2, AKT, and phospho-AKT were purchased from Cell Signaling Technology (USA). Primary antibodies against RRM1, RRM2, and E2F1 were purchased from Affinity Bioscience (USA). An IHC (immunohistochemistry) detection kit was purchased from CWBio (China).

Cell lines and cell culture
Human pancreatic cancer cell lines BxPC-3, PANC-1, MIA PaCa-2, and SW1990 were obtained from the Type Culture Collection of the Chinese Academy of Sciences (Shanghai). The BxPC-3 and SW1990 cell lines were cultured in Roswell Park Memorial Institute (RPMI) 1640 medium supplemented with 10% FBS (fetal bovine serum). The PANC-1 and MIA PaCa-2 cell lines were cultured in Dulbecco’s modified Eagle medium supplemented with 10% FBS. All cell lines were maintained in an incubator at 37 °C with 5% CO2.

Cell viability assay
The MTT assay was performed to detect cell viability following treatment with GA, gemcitabine alone, or the two combined. Cells (8 × 103) were seeded into 96-well culture plates for overnight incubation at 37 °C and treated with varying concentrations (0.0, 0.5, 1.0, and 2.0 μM) of GA. Following treatment with GA for 12, 24, and 48 h, respectively, the culture medium was discarded. Then, 100 μL of the culture medium was mixed with 20% MTT solution and added into wells of the culture plate and incubated for 4 h at 37 °C. The culture medium was again discarded and 150 μL DMSO solution was added into the wells that were further incubated at 37 °C for 15 min. The culture plates were subjected to shaking for 10 mins, after which the absorbance was measured using a microplate reader at 490 nm. For evaluation of the combined treatment with the two drugs, cells were first exposed to GA for 12 h, and then treated with gemcitabine for another 48 h, followed by washout of GA. The combination index (CI) was calculated using the Chou–Talalay method and the CalcuSyn software (Biosoft, UK). A CI value <0.90 indicates synergism; a CI value between 0.90 and 1.10 indicates an additive effect; and a CI > 1.10 indicates antagonism.

Quantitative PCR analysis
Total RNA of the cells was isolated using TRIzol (Takara, Japan) according to the manufacturer’s instructions. A Reverse Transcription kit (Takara, Japan) and 500 ng RNA were used for cDNA synthesis. A quantitative reverse-transcriptase polymerase chain reaction (qRT-PCR) kit (Takara, Japan) and a 7500 HT Fast Real-Time PCR System (Applied Biosystems, USA) were used for PCR. Data were normalized with glyceraldehyde 3-phosphate dehydrogenase (GAPDH) and presented as an expression fold change using the 2-ΔΔCt method. Primers were synthesized by Sangon Biotech (China). The primer sequences were as follows: RRM1; forward 5′-ATGGCTGCTGTGTTCCTCTC-3′, reverse 5′-CGGCTAATCCAATCCAGTTC-3′; RRM2; forward 5′-CCTCCGATGGTTTGTGTACC-3′, reverse 5′-TGGCTCAAGAAACGAGGACT-3′; and E2F1; forward 5′-GGGGAGAAGTCACGCTATGA-3′, reverse 5′-CTTCTGCACCTTCAGCACCT-3′.

RNA interference
The E2F1 siRNA was purchased from RiboBio (China). A number of BxPC-3 or PANC-1 cells (2 × 105 each) were seeded into six-well plates for overnight incubation at 37 °C. The E2F1 siRNA (50 nM) was transfected into cells using Lipofectamine 2000 (Invitrogen, USA) and optimum culture medium according to routine protocols. The culture medium was refreshed with normal culture medium following incubation for 4 h. After 2 days, the cells were collected and prepared for extraction of total protein and western blot analysis. The si-E2F1 primer sequences were as follows: forward 5′-GCGCAUCUAUGACAUCACCTT-3′ and reverse 5′-GGUGAUGUCAUAGAUGCGCTT-3′.

Transfection of RRM2 overexpression plasmid
The RRM2 cDNA was synthesized by RT-PCR, and then cloned into the pcDNA3.1 vector. Transfection of RRM2 overexpression plasmid into PANC-1 and BxPC-3 cells was carried out using Lipofectamine 2000 (Invitrogen) according to routine protocols. After 2 days incubation, cells were collected and prepared for extraction of total protein and western blot analysis. The PCR primer sequence was as follows: forward 5′-CTCGAGATGCTCTCCCTCCGTGTCCC-3′ and reverse 5′-GGATCCAAGTCAGCATCCAAGGTAAA-3′.

Western blotting
Approximately 1 × 106 cells were cultured in 60 mm dishes, after which they were treated with the respective drugs under investigation for 24 h. Total protein was extracted with RIPA (radioimmunoprecipitation assay) buffer (Beyotime, China), and the protein concentration was detected. Then, total proteins were separated by SDS-PAGE (10%–15%), and electrically transferred into polyvinylidene difluoride (PVDF) membranes. The membranes were then blocked with 5% defatted milk for 1 h at room temperature. They were then incubated with primary antibodies overnight at 4 °C. The membrane was further incubated with an appropriate horseradish peroxidase (HRP)-conjugated secondary antibody for 1 h at room temperature. Protein bands were detected by enhanced chemiluminescence (Thermo Fisher Scientific, USA).

Apoptosis assay
Approximately 4 × 105 cells were seeded into six-well plates for culture overnight, after which they were treated with varying concentrations (0.0, 0.5, 1.0, and 2.0 μM) of GA for 24 h. For the combination treatment, cells were first exposed to GA for 12 h, and subsequently treated with gemcitabine for another 48 h, followed by the washout of GA. Cells were centrifuged and collected. The FITC-Annexin V and PI solutions were used to dye cells, and apoptosis was detected by a Flow cytometer (Beckman, Navios 2 L 8C, USA). Data were analyzed with the FlowJo v10 software (Ashland, OR, USA).

Cell cycle assay
Approximately 4 × 105 cells were seeded into six-well plates for culture overnight, after which they were treated with varying concentrations (0.0, 0.5, 1.0, and 2.0 μM) of GA for 24 h. Cells were collected, and fixed by 75% ethanol overnight at 4 °C. Cells were washed with PBS, and incubated with RNaseA at 37 °C in a water bath for 40 min. They were then dyed with PI solution for 20 min at room temperature in the dark, and detection was performed using a Flow cytometer (Beckman, Navios 2 L 8C, USA). Cell cycle distribution and the different cell cycle phase data were analyzed by the ModFit software (Verity Software House, USA).

Xenograft tumor model
Animal experimental procedures were approved by the Ethical Review Committee of The Sixth Affiliated Hospital of Shanghai Jiao Tong University. Six-week-old Balb/c female nude mice were purchased from Shanghai Si Lai Ke Laboratory Animal Co., Ltd. China. The BxPC-3 cells (5 × 106) were subcutaneously inoculated into the right thigh of each mouse. After the tumor reached a size of about 40 mm3, mice were divided into four groups, each comprising five mice. The experimental groups included the control group (saline only); GA group (8 mg/kg, once every 3 days, intraperitoneally); gemcitabine (GEM) group (100 mg/kg, once every 3 days, intraperitoneally); and the combination group (first day treatment of 8 mg/kg GA, followed by second day treatment of 100 mg/kg gemcitabine, administered once every 3 days, intraperitoneally). The volume of all solutions injection was 200 μL. Tumor size and mice weight were measured using an electronic vernier caliper and scale, respectively. Tumor volume was calculated with the formula: Volume = 0.5 × (length × width2). After 26 days, mice were euthanized, and the tumors were excised, weighed, and prepared for paraffin embedding.

IHC analysis
Xenograft tumor tissues were embedded in paraffin, and sliced into 4 μm sections in preparation for IHC staining, as previously described. Tumor sections were deparaffinized, rehydrated, and subjected to antigen-retrieval with citrate buffer at 95 °C for 10 min. The sections were then blocked by goat serum, and incubated with relevant primary antibodies overnight at 4 °C. An appropriate HRP-conjugated second antibody was used to incubate tissue sections, and the targeted antigen was detected with diaminobenzidine (DAB) solution. The IHC evaluation was based on the staining intensity and stained proportion, and five random fields at a 400 × magnification were evaluated. The quantification of IHC was calculated as outlined in a previous study [10]. The score of staining intensity was based on a scale from 0 to 3 points (0, absent; 1, weak; 2, moderate; and 3, intense). The stained proportion was also on a scale of 1–3 points (1, < 10%; 2, 10%–49%; 3, > 50% of cells positive), and the IHC score was calculated by multiplying the two scores.

Statistical analysis
The SPSS 18.0 software was used for statistical analysis. Data were presented as mean ± SD, and the Student’s t-test was used to calculate P-value. Two-sided P-values <0.05 were considered statistically significant.


Results
Gambogic acid effectively inhibits the growth of pancreatic cancer cells
As shown in Fig. 1, the cytotoxicity of GA against pancreatic cancer cells was dose- and time-dependent. The viability of PANC-1, BxPC-3, MIA PaCa-2, and SW1990 cells decreased, with increasing GA concentration and treatment time. In contrast, GA only caused minimal loss of cell viability in human pancreatic ductal epithelial cells (HPDE) (Additional file 1: Figure S1). The half maximal inhibitory concentrations (IC50) of these four pancreatic cancer cell lines are shown in Fig. 1. To determine whether the cytotoxicity of GA contributed to its ability to induce apoptosis and affect the cell cycle, we performed apoptosis and cell cycle assays. Cell cycle distribution in the S-phase was observed to be augmented as GA concentration increased (Fig. 2), indicating that GA could induce S-phase arrest in pancreatic cancer cells. Figure 3 shows that GA could induce apoptosis in these four cell lines in a dose-dependent manner. The pan-caspase inhibitor Z-VAD-FMK reduced GA-induced apoptosis in pancreatic cancer cells. This suggests that GA induced apoptosis in pancreatic cancer cells by activating the caspase pathway (Additional file 2: Figure S2). These results demonstrate that GA effectively induces cell death of pancreatic cancer cells.[image: A13046_2017_579_Fig1_HTML.gif]
Fig. 1Gambogic acid (GA) inhibited the growth of pancreatic cancer cells. Pancreatic cancer cells were treated with GA at different concentrations for 12, 24, and 48 h, respectively. Cell viability was detected using the 4,5-dimethylthiazol-2-yl)-3,5-diphenylformazan (MTT) assay, and the half maximal inhibitory concentration (IC50) was calculated. a PANC-1 cells; (b) BxPC-3 cells; (c) MIA PaCa-2 cells; (d) SW1990 cells. The IC50 of GA against these cells was calculated. Data are presented as mean ± SD (n = 5)




                           [image: A13046_2017_579_Fig2_HTML.gif]
Fig. 2Gambogic acid (GA) induced pancreatic cancer S-phase cell cycle arrest. Pancreatic cancer cells were treated with 0.0, 0.5, 1.0, and 2.0 μM GA for 24 h, respectively, and the cell cycle was evaluated using flow cytometry. a PANC-1 cells; (b) BxPC-3 cells; (c) MIA PaCa-2 cells; (d) SW1990 cells




                           [image: A13046_2017_579_Fig3_HTML.gif]
Fig. 3Gambogic acid (GA)-induced apoptosis of pancreatic cancer cells. Pancreatic cancer cells were treated with 0.0, 0.5, 1.0, and 2.0 μM GA for 24 h, respectively, and apoptosis was detected using flow cytometry. a PANC-1 cells; (b) BxPC-3 cells; (c) MIA PaCa-2 cells; (d) SW1990 cells. Data are presented as mean ± SD (n = 3); ** indicates P<0.01; *** indicates P<0.001




                        

Gambogic acid reduces the expression of RRM2 by inhibiting the ERK signaling pathway
The ERK signaling pathway is associated with the cell cycle and apoptosis. A previous study has shown that activation of the ERK signaling pathway could increase cell growth by promoting the cell cycle and inhibiting apoptosis [27]. Thus, we performed western blot analysis to investigate whether GA suppresses the ERK signaling pathway in pancreatic cancer cells. The PANC-1 and BxPC-3 cells were treated with various concentrations of GA and different incubation times. We observed that GA inhibited the phosphorylation of ERK both when the concentration of GA reached 1 μM or above, and the treatment time reached 12 or 24 h (Fig. 4a, b). Inhibition of the ERK signaling pathway reportedly activates the AKT signaling pathway that could also promote cancer cell growth and drug resistance [28, 29]. Thus, we investigated whether GA affects the AKT signaling pathway when ERK signaling pathway is inhibited. The results showed that phosphorylation of AKT could be inhibited by GA (Fig. 4a, b).[image: A13046_2017_579_Fig4_HTML.gif]
Fig. 4Gambogic acid (GA) reduced ribonucleotide reductase subunit-M2 (RRM2) expression through inhibition of the ERK signaling pathway. a PANC-1 and BxPC-3 cells were treated with 0.0, 0.5, 1.0, 1.5, and 2.0 μM, respectively, for 24 h. The protein levels of p-ERK, ERK, p-AKT, and AKT were detected using western blot analysis. b PANC-1 and BxPC-3 cells were treated with 2 μM GA for 0, 1, 6, 12, and 24 h, respectively. The protein levels of p-ERK, ERK, p-AKT, and AKT were detected using western blot analysis. c, d PANC-1 and BxPC-3 cells were treated with 0, 0.5, 1, 1.5, and 2 μM, respectively, for 24 h. The mRNA levels of RRM1 and RRM2 were detected by q-PCR. e, f PANC-1 and BxPC-3 cells were treated with 2 μm GA for 0, 1, 6, 12, and 24 h, respectively. The mRNA levels of RRM1 and RRM2 were detected by q-PCR. g PANC-1 and BxPC-3 cells were treated with 0, 1, 1.5, 2, and 4 μM GA for 24 h, respectively. The protein levels of RRM1 and RRM2 were detected using western blot analysis. h PANC-1 and BxPC-3 cells were treated with 1 nM of the ERK inhibitor ulixertinib for 24 h. The protein levels of p-ERK, ERK, and RRM2 were detected using western blot analysis. Data are presented as mean ± SD (n = 3); * indicates P < 0.05; ** indicates P < 0.01; *** indicates P < 0.001




                        
As regulators of the cell cycle, RRM1 and RRM2 are associated with gemcitabine resistance in pancreatic cancer. We explored whether GA affects the expression of RRM1 and RRM2 in pancreatic cancer cells. At the mRNA level, the expression of RRM1 declined slightly as the concentration of GA and treatment time increased (Fig. 4c, d). However, RRM2 was significantly suppressed by 2 μM GA after 12 and 24 h treatment, respectively. As the concentration of GA increased, the mRNA fold change was also increased (Fig. 4e, f). At the protein level, we found that RRM2 expression could be inhibited by GA in PANC-1 and BxPC-3 cells. However, RRM1 expression was only slightly affected by treatment with 4 μM GA (Fig. 4g), indicating that GA could more effectively inhibit the expression of RRM2 compared to that of RRM1. Therefore, our study subsequently focused only on RRM2. We also found that levels of the RRM2 protein could be inhibited by the ERK inhibitor (Fig. 4h). Taken together, these results indicate that GA could reduce the expression of RRM2 by inhibiting ERK pathway signaling.

Gambogic acid and gemcitabine act synergistically against pancreatic cancer cells in vitro by inducing apoptosis
As RRM2 expression was inhibited by GA, and RRM2 was associated with gemcitabine resistance, we investigated whether GA combined with gemcitabine had a synergistic effect against pancreatic cancer cells. The PANC-1 and BxPC-3 cells were pretreated with GA for 12 h, and then treated with gemcitabine for 48 h. The combined inhibitory effects of GA and gemcitabine on cell growth were found to be superior to those of treatment with GA alone. The combination index was 0.583 for PANC-1 cells and 0.325 for BxPC-3 cells (Fig. 5a). Treatment with GA combined with gemcitabine also significantly inhibited colony formation of PANC-1 and BxPC-3 cells, as compared to treatment with GA or gemcitabine alone (Fig. 5b, c). Flow cytometry analysis following double staining with AnnexinV and PI was performed to detect the ability of GA combined with gemcitabine to induce apoptosis in PANC-1 and BxPC-3 cells. In the combination group, cells were pretreated with GA for 12 h, and then treated with gemcitabine for another 24 h. As illustrated in Fig. 5d and e, the apoptotic rates of PANC-1 and BxPC-3 cells treated with GA combined with gemcitabine were the highest, compared to cells treated with GA or gemcitabine alone. This finding suggests that GA could enhance the ability of gemcitabine to induce apoptosis. To confirm the underlying mechanism, the relevant apoptotic markers, cleaved caspase-3, cleaved caspase-9, cleaved PARP, Bax, and Bcl-2 were determined using western blot analysis. The results showed that the proapoptotic markers, cleaved caspase-3, cleaved caspase-9, and cleaved PARP could be induced by either GA or gemcitabine in PANC-1 and BxPC-3 cells, and could be induced when the cells are subjected to simultaneous treatment with both drugs. In contrast, expression of the anti-apoptotic marker Bcl-2 showed the greatest reduction in the combination treatment group. These data demonstrate that the synergism between gemcitabine and GA could effectively treat pancreatic cancer cells.[image: A13046_2017_579_Fig5_HTML.gif]
Fig. 5Gambogic acid (GA) sensitized pancreatic cancer cell lines to gemcitabine. In the GA group, PANC-1 and BxPC-3 cells were treated with 1 μM GA for 12 h, and then placed in culture medium for another 48 h. In the GEM group, after incubation with culture medium for 12 h, cells were treated with 5 μM gemcitabine for another 48 h. In the GA-GEM group, cells were pretreated with GA for 12 h, and then treated with gemcitabine for another 48 h. a Cell viability was measured using the 4,5-dimethylthiazol-2-yl)-3,5-diphenylformazan (MTT) assay, and the combination index (CI) was calculated using the Chou–Talalay method and CalcuSyn software. b, c Quantification of the colony formation assay and results. d, e Apoptosis was detected by flow cytometry. f The protein levels of cleaved caspase-3, cleaved caspase-9, cleaved PARP, Bax, and Bcl-2 were detected using western blot analysis. Data are presented as mean ± SD (n = 3); *** indicates P < 0.001




                        

RRM2 reduced GA-induced apoptosis of pancreatic cancer cells
To investigate whether RRM2 affects GA-induced apoptosis of pancreatic cancer cells, we transfected PANC-1 and BxPC-3 cells with the RRM2 overexpression plasmid, following which they were subjected to treatment with GA for another 24 h. Flow cytometry analysis of double stained (with AnnexinV and PI) PANC-1 and BxPC-3 cells was performed to detect apoptosis. The RRM2 overexpression was observed to partially reduce GA-induced apoptosis (Fig. 6a, b), and this was confirmed by the MTT assay (Fig. 6c). The relevant apoptotic markers cleaved caspase-3, cleaved caspase-9, and cleaved PARP were measured using western blot analysis. The results showed that the levels of cleaved caspase-3, cleaved caspase-9, and cleaved PARP induced by GA could be reduced by RRM2 in PANC-1 and BxPC-3 cells. These results suggest that GA could induce apoptosis of pancreatic cancer through the downregulated expression of RRM2.[image: A13046_2017_579_Fig6_HTML.gif]
Fig. 6Ribonucleotide reductase subunit-M2 (RRM2) reduced gambogic acid (GA)-induced apoptosis in pancreatic cancer cells. PANC-1 and BxPC-3 cells were transfected with the RRM2 overexpression plasmid over 48 h, and then treated with 2 μM GA for another 24 h. a, b Apoptotic cells were detected by flow cytometry. c Cell viability was detected using the 4,5-dimethylthiazol-2-yl)-3,5-diphenylformazan (MTT) assay. d The protein levels of cleaved caspase-3, cleaved caspase-9, cleaved PARP, and RRM2 were detected using western blot analysis. Data are presented as mean ± SD (n = 3); ** indicates P < 0.01; *** indicates P < 0.001




                        

Gambogic acid reduces the expression of RRM2 by inhibiting the ERK/E2F1 signaling pathway
One previous study reported that gemcitabine could induce the expression of E2F1 [30]. The transcription factor E2F1 is a promoter that affects the cell cycle and apoptosis, and is a downstream signaling molecule of the ERK signaling pathway [31, 32]. Thus, western blot analysis was performed to prove our hypothesis that the inhibition of RRM2 by GA was due to reduced levels of E2F1 in PANC-1 and BxPC-3 cells. As shown in Fig. 7a, the levels of both E2F1 and RRM2 proteins were reduced in a dose-dependent manner, following treatment with GA for 24 h. When si-E2F1 was used to knock down the expression of E2F1 in PANC-1 and BxPC-3 cells, the protein and mRNA levels of RRM2 were also reduced (Fig. 7b, c), suggesting that our hypothesis was correct. We also found that the ERK signaling pathway was activated and the expression of E2F1 and RRM2 were both elevated when PANC-1 and BxPC-3 cells were treated with gemcitabine for 24 h. Furthermore, GA was able to counteract these elevations in PANC-1 and BxPC-3 cells (Fig. 7d). The mRNA expression of E2F1 and RRM2 was also detected in PANC-1 and BxPC-3 cells treated with GA and gemcitabine using q-PCR (Fig. 7e). A similar trend was observed in protein expression, confirming our previous findings. These results suggest that GA could inhibit the expression of RRM2 by suppressing activation of the MAPK/ERK/E2F1 pathway. Furthermore, we found that the ability of GA to reduce RRM2 expression in PANC-1 and BxPC-3 cells could be impaired by pretreatment with the proteasome inhibitor MG-132 (Fig. 7f), indicating that RRM2 is susceptible to proteasomal degradation. We also investigated whether the caspase pathway would affect the expression of RRM2. Pretreatment with the pan-caspase inhibitor Z-VAD-FMK had no effect on GA-induced downregulation of RRM2 (Fig. 7g).[image: A13046_2017_579_Fig7_HTML.gif]
Fig. 7Gambogic acid (GA) reduces the expression of ribonucleotide reductase subunit-M2 (RRM2) by inhibiting the ERK/E2F1 signaling pathway. a PANC-1 and BxPC-3 cells were treated with 1, 2, and 4 μM GA for 24 h, respectively. Protein levels of RRM2 and E2F1 were detected using western blot analysis. b, c PANC-1 and BxPC-3 cells were treated with si-E2F1 for 48 h, and protein levels of RRM2 and E2F1 were detected using western blot analysis (b); the mRNA levels of RRM2 and E2F1 were detected by q-PCR (C). (D, E) PANC-1 and BxPC-3 cells were treated with 1 μM GA or 5 μM gemcitabine alone, or in combination (GA with gemcitabine) for 24 h. Expression of the p-ERK, ERK, E2F1 and RRM2 proteins were detected using western blot analysis and q-PCR (d). The mRNA expression of E2F1 and RRM2 was detected by q-PCR(e). f PANC-1 and BxPC-3 cells were pretreated with 2 μM of the proteasome inhibitor, MG-132 for 4 h, and then treated with 2 μM GA for 24 h. Protein expression of RRM2 was detected using western blot analysis. g PANC-1 and BxPC-3 cells were pretreated with 20 μM of the pan-caspase inhibitor, Z-VAD-FMK for 4 h, and then treated with 2 μM GA for 24 h. Protein expression of RRM2 was detected using western blot analysis. Data are presented as mean ± SD (n = 3); *** indicates P < 0.001




                        

Gambogic acid and gemcitabine act synergistically in vivo against pancreatic cancer cells
To validate the synergistic effect of GA and gemcitabine against tumor growth in vivo, a xenograft tumor model of pancreatic cancer was produced. The BxPC-3 cell line was used to construct a tumor model in nude mice. Our data showed that GA combined with gemcitabine or used as a single agent reduced tumor growth. The tumor volumes in the treatment group were all reduced compared to those in the control group; however, the degree of inhibition differed. As shown in Fig. 8a and b, the tumor volume in the combination group was significantly smaller than that in the GA and GEM groups, respectively. At 26 days, the mean tumor volume in the control group was 322.03 ± 33.66 mm3. In comparison to the control group, the tumor inhibition rates were 49.8%, 30.2%, and 72.9% in the GA, GEM, and combined groups, respectively. Measurements of tumor weight were consistent with those of tumor size (Fig. 8c). These results demonstrate that GA and gemcitabine could act synergistically against pancreatic tumors in vivo. In addition, the body weight of mice in the GA group showed no obvious decline in comparison to the control group, whereas the body weight of mice in the GEM group was significantly lower than that in the control group. The body weight in the combination group was lower than that in the control group, but higher than that in the GEM group (Fig. 8d). These results demonstrate that combined treatment with GA and gemcitabine could effectively, safely, and synergistically inhibit tumor growth in pancreatic cancer.[image: A13046_2017_579_Fig8_HTML.gif]
Fig. 8Gambogic acid (GA) and gemcitabine act synergistically against a xenograft tumor model of pancreatic cancer in vivo. Nude mice were used to construct a xenograft tumor model with BxPC-3 cells. a Xenograft tumors of four groups. b Tumor volume; * indicates the combination group or GA group compared to the control group alone, P < 0.05; # indicates the combination group compared to the GA group, P < 0.05. c Tumor weight. d Mice body weight at the end of treatment. e IHC staining of p-ERK, E2F1, and ribonucleotide reductase subunit-M2 (RRM2). f Quantification of IHC staining of p-ERK and RRM2. Data are presented as mean ± SD (n = 5), * indicates P < 0.05; ** indicates P < 0.01; *** indicates P < 0.001




                        
To determine the mechanism by which GA sensitized pancreatic cancer cells to gemcitabine through inhibition of the ERK/E2F1/RRM2 pathway in vivo, IHC analysis was performed in the tumor tissues of the four experimental groups. The expression of p-ERK, RRM2, and E2F1 was significantly reduced in the combination and GA groups (Fig. 8e), in support of the in vitro results. Quantification of RRM2 and p-ERK staining in tumor tissues was conducted (Fig. 8f).


Discussion
Pancreatic cancer is highly malignant, and gemcitabine chemotherapy is known to improve survival such cases. Gemcitabine is the first-line treatment choice for pancreatic cancer that induces cell death by inhibiting DNA replication; however, pancreatic cancer is susceptible to gemcitabine resistance [29, 33, 34]. This resistance might be primary resistance or acquired resistance that thereby limits the ability of gemcitabine to improve the prognosis of pancreatic cancer patients [35, 36]. Abnormal gene expression, gene mutation, persistent activation of the signaling pathway, evasion of apoptosis, and tumor stem cells can all lead to resistance of pancreatic cancer cells to chemotherapeutics [37, 38]. In vitro studies have shown that relatively low expression of hENT1 reduces the intake of gemcitabine by pancreatic cancer cells. Continuous activation of NF-κB and the MAPK/ERK signaling pathway could also cause resistance of pancreatic cancer cells to gemcitabine [29, 39, 40].
The drug resistance genes, RRM1 and RRM2, reduce the pharmacological activity of gemcitabine by affecting its metabolism in pancreatic cancer cells [13, 41]. Previous studies suggest that RRM1 and RRM2 could predict the prognosis of patients treated with gemcitabine, as they report that relatively high expression of these two genes in pancreatic cancer is associated with a poor prognosis, and patients who do not benefit from gemcitabine treatment tend to have elevated RRM1 and RRM2 expression [42, 43]. In addition, downregulation of RRM1 or RRM2 in pancreatic cancer cells could increase their chemosensitivity to gemcitabine [12, 13]. We observed that GA effectively inhibited the expression of RRM2, but did not affect the expression of RRM1. Moreover, GA could induce apoptosis of pancreatic cancer cells by downregulating the expression of RRM2. Furthermore, we found that gemcitabine induced the expression of RRM2 in pancreatic cancer cells (as previous data has shown), and this effect was inhibited by GA. Wang’s study showed that GA could inhibit the expression of MDR in breast cancer [44]. Therefore, we examined the mRNA expression of MDR, MRP, and other drug resistance genes in pancreatic cancer cells treated with GA. The results showed that GA had no effect on the mRNA expression of these genes (data not shown). In addition, we found that GA could downregulate the expression of some stem cell-related genes in pancreatic cancer cells, such as ALDH and CD44 (data not shown). However, these findings need to be further validated by additional in vitro and in vivo experiments.
The KRAS mutation is very common in pancreatic cancer, occurring in approximately 90% of all patients, and it can lead to tumor development and drug resistance [45]. The KRAS mutation induces the continuous downstream activation of the RAF/MEK/ERK signaling pathway [46]. Activation of this pathway causes resistance of pancreatic cancer cells to gemcitabine, promotes tumor cell survival, and inhibits apoptosis [36, 47]. Furthermore, Phase III clinical trials have shown that RAS-targeted drugs do not improve the prognosis of patients with advanced pancreatic cancer [48]. The combination of erlotinib and gemcitabine improves survival in some pancreatic cancer patients, but with few benefits, a finding that could be related to drug resistance during the treatment process [49]. Inactivation of the ERK signaling pathway activates the PI3K/AKT signaling pathway in various tumors, and the PI3K/AKT signaling pathway in turn, could promote cell survival, inhibit apoptosis, and induce drug resistance in pancreatic cancer [11, 28]. We found that GA inhibited both the ERK signaling pathway and the AKT signaling pathway. This dual target inhibitory effect might be more potent in inducing chemotherapy resistance. Furthermore, we found that GA could suppress the expression of RRM2 by inhibiting the ERK signaling pathway. We also found that GA-induced downregulation of RRM2 could be reduced by inhibition of the proteasome pathway. Previous studies report that the NF-κB signaling pathway could also be inhibited by GA [22]; however, the opposite was observed in oral cancer [50]. Nevertheless, as a traditional Chinese medicine extract, GA exerted a multi-target inhibitory effect, and might have the potential for further therapeutic use in pancreatic cancer.
The transcription factor E2F1 regulates cell proliferation. Furthermore, the ERK signaling pathway can activate E2F1, which is highly expressed in various tumors [30]. However, the role of E2F1 in tumors, such as those of gastric and pancreatic cancers is still debatable. High expression of E2F1 is associated with a poor prognosis, and inhibition of its expression promotes apoptosis [51]. In contrast, high expression of E2F1 promotes apoptosis in colorectal cancer, and is associated with a favorable prognosis; its high expression also induces insensitivity to treatment with 5-fluorouracil (5-FU) in colorectal cancer patients [52]. Studies in pancreatic cancer show that inhibition of E2F1 expression could minimize gemcitabine resistance [30]. The expression of RRM2 could also be regulated by E2F1 via transcription [30]. Our data suggest that GA inhibits the expression of E2F1 and RRM2. In addition, administration of ERK signaling pathway inhibitors could achieve similar effects, which is consistent with the findings of previous studies [31]. When E2F1 was downregulated with si-RNA, we found that the expression of RRM2 was also downregulated. These results demonstrate that GA could inhibit the expression of E2F1 by inhibiting the activation of the ERK signaling pathway and subsequently suppressed the expression of RRM2.
One of the mechanisms of resistance in pancreatic cancer cells against gemcitabine is apoptosis evasion [38]. Apoptosis is induced by GA through the caspase pathway. Our study found that GA promotes the sensitivity of pancreatic cancer cells to gemcitabine. When pancreatic cancer cells were pretreated with GA for 12 h, and then treated with gemcitabine, apoptosis was evidently stronger than it was with single-drug treatment. Furthermore, the expression of cleaved caspases-3 and 9, cleaved-PARP, and other pro-apoptotic proteins were all increased. These findings illustrate the synergy between GA and gemcitabine. Most remarkably, our in vivo study showed that combined treatment with gemcitabine and GA could show greater efficacy in the inhibition of tumor growth. At the same time, IHC results also demonstrated that GA inhibits phosphorylated ERK and reduces the expression of E2F1 and RRM2. These data suggest that GA could effectively promote the chemosensitivity of gemcitabine in pancreatic cancer. In addition, the body weight of nude mice that were treated with GA and gemcitabine was higher than that of those treated with gemcitabine alone. This finding indicates that GA is relatively safe and could minimize the side effects caused by gemcitabine alone. The Chinese Food and Health Association has approved GA in the second phase of clinical trials for the treatment of lung cancer [53].
The present study also had limitations. Further clinical research is necessary to explore the optimal use, dosage, and treatment schedules of GA in the treatment of pancreatic cancer patients.

Conclusions
Our study demonstrated that GA increases the efficacy of gemcitabine in pancreatic cancer both in vitro and in vivo, and that the combination of these two drugs could effectively inhibit tumor growth. More notably, our study demonstrated that GA could suppress the expression of RRM2 by inhibiting the ERK / E2F1 signaling pathway. Taken together, these data suggest the potential effectiveness of combination treatment with GA and gemcitabine in patients with pancreatic cancer. However, follow-up clinical studies are necessary to validate the associated effects.

Acknowledgements
The authors thank Linxiao Chen and Wei Zhen from Shanghai Jiao Tong University Affiliated Sixth People’s Hospital for technical assistance.
Funding
This study was supported by Shanghai Committee of Science and Technology, China (Grant No. 12DZ1940808), The National Natural Science Foundation of China (No. 81272401) and The International Foundation of Translational Medicine for Abroad Scholars and Students, U.S. and China (No. UCTMP2015-03C001).

Availability of data and materials
The datasets used and/or analysed during the current study are available from the corresponding author on reasonable request.


Authors’ contributions
GX and HW contributed equally to this work. GX and XH designed the study. GX and ZS performed the study. HW, XH and XH analyzed the data and wrote the paper. All authors read and approved the final manuscript.

Ethics approval and consent to participate
Animal experimental performance had been permitted by the Ethical Review Committee of The Six Affiliated Hospital of Shanghai jiaotong University.

Consent for publication
Not applicable.

Competing interests
The authors declare that they have no competing interests.

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


[image: Creative Commons]
                           Open AccessThis article is distributed under the terms of the Creative Commons Attribution 4.0 International License (http://​creativecommons.​org/​licenses/​by/​4.​0/​), which permits unrestricted use, distribution, and reproduction in any medium, provided you give appropriate credit to the original author(s) and the source, provide a link to the Creative Commons license, and indicate if changes were made. The Creative Commons Public Domain Dedication waiver (http://​creativecommons.​org/​publicdomain/​zero/​1.​0/​) applies to the data made available in this article, unless otherwise stated.

References
1.
Kamisawa T, Wood LD, Itoi T, et al. Pancreatic cancer. Lancet. 2016;388:73–85.CrossrefPubMed

2.
Siegel R, Ma J, Zou Z, et al. Cancer statistics, 2014. CA Cancer J Clin. 2014;64:9–29.CrossrefPubMed

3.
Gillen S, Schuster T, Meyer Zum Buschenfelde C, et al. Preoperative/neoadjuvant therapy in pancreatic cancer: a systematic review and meta-analysis of response and resection percentages. PLoS Med. 2010;7:e1000267.CrossrefPubMedPubMedCentral

4.
Oettle H, Neuhaus P, Hochhaus A, et al. Adjuvant chemotherapy with gemcitabine and long-term outcomes among patients with resected pancreatic cancer: the CONKO-001 randomized trial. JAMA. 2013;310:1473–81.CrossrefPubMed

5.
Neoptolemos JP, Stocken DD, Friess H, et al. A randomized trial of chemoradiotherapy and chemotherapy after resection of pancreatic cancer. N Engl J Med. 2004;350:1200–10.CrossrefPubMed

6.
Von Hoff DD, Ervin T, Arena FP, et al. Increased survival in pancreatic cancer with nab-paclitaxel plus gemcitabine. N Engl J Med. 2013;369:1691–703.Crossref

7.
Conroy T, Desseigne F, Ychou M, et al. FOLFIRINOX versus gemcitabine for metastatic pancreatic cancer. N Engl J Med. 2011;364:1817–25.CrossrefPubMed

8.
Elledge SJ, Zhou Z, Allen JB. Ribonucleotide reductase: regulation, regulation, regulation. Trends Biochem Sci. 1992;17:119–23.CrossrefPubMed

9.
Torrents E, Aloy P, Gibert I, et al. Ribonucleotide reductases: divergent evolution of an ancient enzyme. J Mol Evol. 2002;55:138–52.CrossrefPubMed

10.
Chabes A, Thelander L. Controlled protein degradation regulates ribonucleotide reductase activity in proliferating mammalian cells during the normal cell cycle and in response to DNA damage and replication blocks. J Biol Chem. 2000;275:17747–53.CrossrefPubMed

11.
Vena F, Li Causi E, Rodriguez-Justo M, et al. The MEK1/2 inhibitor Pimasertib enhances Gemcitabine efficacy in pancreatic cancer models by altering Ribonucleotide Reductase subunit-1 (RRM1). Clin Cancer Res. 2015;21:5563–77.CrossrefPubMed

12.
Bhutia YD, Hung SW, Krentz M, et al. Differential processing of let-7a precursors influences RRM2 expression and chemosensitivity in pancreatic cancer: role of LIN-28 and SET oncoprotein. PLoS One. 2013;8:e53436.CrossrefPubMedPubMedCentral

13.
Fan P, Liu L, Yin Y, et al. MicroRNA-101-3p reverses gemcitabine resistance by inhibition of ribonucleotide reductase M1 in pancreatic cancer. Cancer Lett. 2016;373:130–7.CrossrefPubMed

14.
Farrell JJ, Moughan J, Wong JL, et al. Precision medicine and pancreatic cancer: a Gemcitabine pathway approach. Pancreas. 2016;45:1485–93.CrossrefPubMed

15.
Wang L, Meng L, Wang XW, et al. Expression of RRM1 and RRM2 as a novel prognostic marker in advanced non-small cell lung cancer receiving chemotherapy. Tumour Biol. 2014;35:1899–906.CrossrefPubMed

16.
Ashida R, Nakata B, Shigekawa M, et al. Gemcitabine sensitivity-related mRNA expression in endoscopic ultrasound-guided fine-needle aspiration biopsy of unresectable pancreatic cancer. J Exp Clin Cancer Res. 2009;28:83.CrossrefPubMedPubMedCentral

17.
Gautam A, Li ZR, Bepler G. RRM1-induced metastasis suppression through PTEN-regulated pathways. Oncogene. 2003;22:2135–42.CrossrefPubMed

18.
Yue Q, Gao G, Zou G, et al. Natural products as adjunctive treatment for pancreatic cancer: recent trends and advancements. Biomed Res Int. 2017;2017:8412508.CrossrefPubMedPubMedCentral

19.
Wu P, Dugoua JJ, Eyawo O, et al. Traditional Chinese medicines in the treatment of hepatocellular cancers: a systematic review and meta-analysis. J Exp Clin Cancer Res. 2009;28:112.CrossrefPubMedPubMedCentral

20.
Wang Z, Liu X, Ho RL, et al. Precision or personalized medicine for cancer chemotherapy: is there a role for herbal medicine. Molecules. 2016;21:889.

21.
Kashyap D, Mondal R, Tuli HS, et al. Molecular targets of gambogic acid in cancer: recent trends and advancements. Tumour Biol. 2016;37:12915–25.CrossrefPubMed

22.
Wang LH, Li Y, Yang SN, et al. Gambogic acid synergistically potentiates cisplatin-induced apoptosis in non-small-cell lung cancer through suppressing NF-kappaB and MAPK/HO-1 signalling. Br J Cancer. 2014;110:341–52.CrossrefPubMed

23.
Wen C, Huang L, Chen J, et al. Gambogic acid inhibits growth, induces apoptosis, and overcomes drug resistance in human colorectal cancer cells. Int J Oncol. 2015;47:1663–71.PubMedPubMedCentral

24.
Lu L, Tang D, Wang L, et al. Gambogic acid inhibits TNF-alpha-induced invasion of human prostate cancer PC3 cells in vitro through PI3K/Akt and NF-kappaB signaling pathways. Acta Pharmacol Sin. 2012;33:531–41.CrossrefPubMedPubMedCentral

25.
Saeed LM, Mahmood M, Pyrek SJ, et al. Single-walled carbon nanotube and graphene nanodelivery of gambogic acid increases its cytotoxicity in breast and pancreatic cancer cells. J Appl Toxicol. 2014;34:1188–99.CrossrefPubMedPubMedCentral

26.
Wang C, Zhang H, Chen Y, et al. Gambogic acid-loaded magnetic Fe(3)O(4) nanoparticles inhibit Panc-1 pancreatic cancer cell proliferation and migration by inactivating transcription factor ETS1. Int J Nanomedicine. 2012;7:781–7.PubMedPubMedCentral

27.
Burotto M, Chiou VL, Lee JM, et al. The MAPK pathway across different malignancies: a new perspective. Cancer. 2014;120:3446–56.CrossrefPubMedPubMedCentral

28.
Turke AB, Song Y, Costa C, et al. MEK inhibition leads to PI3K/AKT activation by relieving a negative feedback on ERBB receptors. Cancer Res. 2012;72:3228–37.CrossrefPubMedPubMedCentral

29.
de Sousa CL, Monteiro G. Gemcitabine: metabolism and molecular mechanisms of action, sensitivity and chemoresistance in pancreatic cancer. Eur J Pharmacol. 2014;741:8–16.Crossref

30.
Lai IL, Chou CC, Lai PT, et al. Targeting the Warburg effect with a novel glucose transporter inhibitor to overcome gemcitabine resistance in pancreatic cancer cells. Carcinogenesis. 2014;35:2203–13.CrossrefPubMedPubMedCentral

31.
Zhang YW, Jones TL, Martin SE, et al. Implication of checkpoint kinase-dependent up-regulation of ribonucleotide reductase R2 in DNA damage response. J Biol Chem. 2009;284:18085–95.CrossrefPubMedPubMedCentral

32.
Laine A, Westermarck J. Molecular pathways: harnessing E2F1 regulation for prosenescence therapy in p53-defective cancer cells. Clin Cancer Res. 2014;20:3644–50.CrossrefPubMed

33.
Burris HA 3rd, Moore MJ, Andersen J, et al. Improvements in survival and clinical benefit with gemcitabine as first-line therapy for patients with advanced pancreas cancer: a randomized trial. J Clin Oncol. 1997;15:2403–13.CrossrefPubMed

34.
Mini E, Nobili S, Caciagli B, et al. Cellular pharmacology of gemcitabine. Ann Oncol. 2006;17(Suppl 5):v7–12.CrossrefPubMed

35.
Philip PA, Goldman B, Ramanathan RK, et al. Dual blockade of epidermal growth factor receptor and insulin-like growth factor receptor-1 signaling in metastatic pancreatic cancer: phase Ib and randomized phase II trial of gemcitabine, erlotinib, and cixutumumab versus gemcitabine plus erlotinib (SWOG S0727). Cancer. 2014;120:2980–5.CrossrefPubMedPubMedCentral

36.
Binenbaum Y, Na'ara S, Gil Z. Gemcitabine resistance in pancreatic ductal adenocarcinoma. Drug Resist Updat. 2015;23:55–68.CrossrefPubMed

37.
Rajabpour A, Rajaei F, Teimoori-Toolabi L. Molecular alterations contributing to pancreatic cancer chemoresistance. Pancreatology. 2017;17:310–20.Crossref

38.
McCubrey JA, Abrams SL, Fitzgerald TL, et al. Roles of signaling pathways in drug resistance, cancer initiating cells and cancer progression and metastasis. Adv Biol Regul. 2015;57:75–101.CrossrefPubMed

39.
Arlt A, Gehrz A, Muerkoster S, et al. Role of NF-kappaB and Akt/PI3K in the resistance of pancreatic carcinoma cell lines against gemcitabine-induced cell death. Oncogene. 2003;22:3243–51.CrossrefPubMed

40.
Garcia-Manteiga J, Molina-Arcas M, Casado FJ, et al. Nucleoside transporter profiles in human pancreatic cancer cells: role of hCNT1 in 2′,2′-difluorodeoxycytidine- induced cytotoxicity. Clin Cancer Res. 2003;9:5000–8.PubMed

41.
Duxbury MS, Ito H, Benoit E, et al. Retrovirally mediated RNA interference targeting the M2 subunit of ribonucleotide reductase: a novel therapeutic strategy in pancreatic cancer. Surgery. 2004;136:261–9.CrossrefPubMed

42.
Nakahira S, Nakamori S, Tsujie M, et al. Involvement of ribonucleotide reductase M1 subunit overexpression in gemcitabine resistance of human pancreatic cancer. Int J Cancer. 2007;120:1355–63.CrossrefPubMed

43.
Fujita H, Ohuchida K, Mizumoto K, et al. Gene expression levels as predictive markers of outcome in pancreatic cancer after gemcitabine-based adjuvant chemotherapy. Neoplasia. 2010;12:807–17.CrossrefPubMedPubMedCentral

44.
Wang S, Yang Y, Wang Y, et al. Gambogic acid-loaded pH-sensitive mixed micelles for overcoming breast cancer resistance. Int J Pharm. 2015;495:840–8.CrossrefPubMed

45.
Hidalgo M. Pancreatic cancer. N Engl J Med. 2010;362:1605–17.CrossrefPubMed

46.
Liu J, Ji S, Liang C, et al. Critical role of oncogenic KRAS in pancreatic cancer (review). Mol Med Rep. 2016;13:4943–9.PubMed

47.
Shimizu K, Nishiyama T, Hori Y. Gemcitabine enhances Kras-MEK-induced matrix metalloproteinase-10 expression via Histone Acetylation in Gemcitabine-resistant pancreatic tumor-initiating cells. Pancreas. 2017;46:268–75.CrossrefPubMed

48.
O'Neil BH, Scott AJ, Ma WW, et al. A phase II/III randomized study to compare the efficacy and safety of rigosertib plus gemcitabine versus gemcitabine alone in patients with previously untreated metastatic pancreatic cancer. Ann Oncol. 2015;26:1923–9.CrossrefPubMedPubMedCentral

49.
Moore MJ, Goldstein D, Hamm J, et al. Erlotinib plus gemcitabine compared with gemcitabine alone in patients with advanced pancreatic cancer: a phase III trial of the National Cancer Institute of Canada clinical trials group. J Clin Oncol. 2007;25:1960–6.CrossrefPubMed

50.
He D, Xu Q, Yan M, et al. The NF-kappa B inhibitor, celastrol, could enhance the anti-cancer effect of gambogic acid on oral squamous cell carcinoma. BMC Cancer. 2009;9:343.CrossrefPubMedPubMedCentral

51.
Suzuki T, Yasui W, Yokozaki H, et al. Expression of the E2F family in human gastrointestinal carcinomas. Int J Cancer. 1999;81:535–8.CrossrefPubMed

52.
Kasahara M, Takahashi Y, Nagata T, et al. Thymidylate synthase expression correlates closely with E2F1 expression in colon cancer. Clin Cancer Res. 2000;6:2707–11.PubMed

53.
Wang X, Deng R, Lu Y, et al. Gambogic acid as a non-competitive inhibitor of ATP-binding cassette transporter B1 reverses the multidrug resistance of human epithelial cancers by promoting ATP-binding cassette transporter B1 protein degradation. Basic Clin Pharmacol Toxicol. 2013;112:25–33.CrossrefPubMed




OEBPS/sidebar.gif





OEBPS/cc-by.png
() _®





OEBPS/A13046_2017_579_Fig7_HTML.gif
a b
L
an

eanct Bipcs
ool L6351 _Convol_svEaF

o [——

—
00— OroH | —— -
c . d
i
i
H
HH ot wocs
i L oot oM Gotoah R Cor oM GO G
| | ——
sEo wecs wocs o ————— —— — -
E;u E2F1 [ —— ———

P P — p————

e . N ce——————
e
Y . e
g5 H ‘
&l | i 1
HE H
i H
TS my






OEBPS/contact.gif





OEBPS/A13046_2017_579_Fig6_HTML.gif
GAsRRM2
3 Cotntol mm GA
CIRRMZ R GARRMZ

P

AmnexinV-FITC

0 Control mm GA o
41D RRM2 BB GAWRRMZ R

Az

Cleaved
PR

st

deoved
Gipaes

PANC-1 BXPC3 GAPDH

Cell viability(%)






OEBPS/A13046_2017_579_Fig3_HTML.gif
Pl

o PANC-1

BxPC-3

MiApaca2 o

a

SW1990

AnnexinV-FITC

PaNC

s

Apoptosis colis(%)
s

Contol 05ult 1o 200

Bxpca

]

Apoptosiscals()

Contror 05uM  fu 200

MiApaca:2

¥y s

Apoptosis colls)

Comrol O5uMfuM 2uM

swiss0

Contro Q.M oM 20l





OEBPS/A13046_2017_579_Fig5_HTML.gif
b

BxPC3
CI=0.325

Control GA GEM GA-GEM

c
O Control
@ GEM
‘ ‘ ﬁ . " paNc  BxPe3

PANC-1

CI=0.583

o0,
Control GA GEM GA-GEM

Rlative fold change

d e
GA
O Control I GA
O Gem & GAGEM
&
=z z
3=
i
3
2
PANCA  BxPC-3
AnnexinV-FITC
f
PANC-1 BXPC-3
Control GEM GA+GEM  GA Control  GEM GA+GEM GA
Cleaved [0 ¥ ¥
caspae-3| 4
Cleaved [ Y = =
caspae-9 - |
Cleaved
PARP
kla'--‘- — —
cvpH | DD GG | | —— e ——






OEBPS/A13046_2017_579_Fig2_HTML.gif
PANCT  ®
erErn

o

BxPC-3
=

Control

oIpG1:s275%
OIpGz2587%
opsinew

0.5uM

DIpG1:5362%
DIpGz2131%
Dips:2507% |

Tum

DipG1273%
DipG22909%
Dps:z81e% |

DIpG1:3753%
oIpGz1488%
owsrs%

2uM

DipGi:035%
DipG22902%
Dips:3064%

Dips:5s.40%

c

DIpG1:5035%

opG1:3773%,
DIpG217.79%
oips:dadase |

DIpG:3604%
DipG2:1525%
Oips:4871% |

Q

SwW1990

DipGI:6309%
DipG23.48%
Dips:3344%

DipGr:6060%
DIpG169% *
oips:37.70%

DipG:3072%
DIpG2:1039%
Dips:5889%

DIpG1:4622%
DIpG2245%
ops:s132%






OEBPS/A13046_2017_579_Fig8_HTML.gif
T 400, ~ Control
T E 40 o Gem
Control ® e Sa0| T4
< cEmvon
:
GEM e o g
GAl® o ®/® ¢ g
GEMiGA (8] @ "o} o o T i T ianhn
Days begin treatment
c d

IHC Score
IHC Score





OEBPS/A13046_2017_579_Fig1_HTML.gif
PANC-1 b BxPC3
1y 3 120 G507 15068697572 1oy 53 120 (B0 22467257
= 2 (-8 780144k e
B i osooarrasam | an corarmoamas
-
]
fa
3

-3

SW1990
3 12 1050=8.204(7:276.9251)
. 24n 1C50=3.0552817-3313)
B 48 1C50=0.795(06800527)

50-

ity(%)

-






OEBPS/A13046_2017_579_Fig4_HTML.gif
a b

PANC (] PANC1 B3

GA(uM) 115 2 95 1 15 2 GAW TOh Th eh 12h 28 Oh Th 6h 12h %

prERK [ e [82 2= 22 22 ] ok - ——— | ———
ERK o ——— | ———— (R | e -
P-AKT [ S—— |- | peAKT R

AKT S —— | S S S S AT S — - ——— —

GAPDH | s e e . | e s s e | GAPDH | S — — || - - - - -

€ d
paNet ) : BXPC3
53
£ L
H H
HE HE
i “hd
. RN s ,
g e s weeca g g
H H £ . HN
i it i [
] L §E” SN
Se e PR
9 h
e woc3 _PANCT B3

GA(uM) , T Ulixertinib -

RRM1 .‘- PR [—— -
RRM2 —— -—_-_ ERK —— ——
GAPDH ---.} ——— — — (——






