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Abstract: Cholangiocarcinoma (CC) is an aggressive malignancy with an inferior prognosis due
to limited systemic treatment options. As preclinical models such as CC cell lines are extremely
rare, this manuscript reports a protocol of cholangiocarcinoma patient-derived organoid culture as
well as a protocol for the transition of 3D organoid lines to 2D cell lines. Tissue samples of non-
cancer bile duct and cholangiocarcinoma were obtained during surgical resection. Organoid lines
were generated following a standardized protocol. 2D cell lines were generated from established
organoid lines following a novel protocol. Subcutaneous and orthotopic patient-derived xenografts
were generated from CC organoid lines, histologically examined, and treated using standard CC
protocols. Therapeutic responses of organoids and 2D cell lines were examined using standard CC
agents. Next-generation exome and RNA sequencing was performed on primary tumors and CC
organoid lines. Patient-derived organoids closely recapitulated the original features of the primary
tumors on multiple levels. Treatment experiments demonstrated that patient-derived organoids
of cholangiocarcinoma and organoid-derived xenografts can be used for the evaluation of novel
treatments and may therefore be used in personalized oncology approaches. In summary, this
study establishes cholangiocarcinoma organoids and organoid-derived cell lines, thus expanding
translational research resources of cholangiocarcinoma.

Keywords: cholangiocarcinoma; translational surgical oncology; organoids; patient-derived organoids;
xenograft model; orthotopic xenograft; response prediction; next-generation sequencing; preci-
sion medicine
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1. Introduction

Cholangiocarcinoma (CC) presents a heterogeneous group of malignancies originat-
ing from the biliary epithelium accounting for about 3% of all gastrointestinal cancers.
According to its anatomical location, CC can be classified into distal (dCC), perihilar (pCC)
and intrahepatic (iCC) tumors [1,2]. Although iCC is the second most common primary
liver cancer after hepatocellular carcinoma (HCC), it is the rarest subtype as most CC
arises in the perihilar region (50–67% pCC, 27–42% dCC, 6–8% iCC) [3,4]. Biliary tract
diseases leading to chronic inflammation such as primary sclerosing cholangitis, bile duct
cysts, hepatolithiasis, or opisthorchiasis are known to increase the risk of CC [5,6]. Besides,
chronic biliary inflammation and chronic cholestasis, together or separately, appear to be
critical factors in cholangiocarcinogenesis [7]. The prognosis of CC remains dismal, with
surgery being the only potentially curative treatment. In advanced CC, the availability of
effective systemic treatment options is still limited [8]. As a result, five-year overall survival
is low, ranging from 2% (metastatic CC of any location) to 25 % (resectable iCC) [9].

Numerous somatic alterations were described in CC affecting oncogenes (e.g., KRAS),
tumor suppressor genes (TP53, SMAD4), epigenetic factors (IDH1/2), chromatin-modifying
genes (e.g., ARID1A, BAP1, ERBB2, FGF2, and PBMR1) [10–14]. The abnormal expression
of KRAS and TP53 results in a more aggressive CC phenotype [15]. Furthermore, the
mutational profiles of CCs differ greatly depending on etiology, ethnicity, and anatomical
location [11,12,16]. For example, KRAS mutations are more common in pCCs (pCC 22–53%,
iCC 9–17%), while IDH1/2 mutations are more frequently present in iCCs [10,17]. The
numerous somatic mutations present in CC, including IDH1 mutations, FGFR2 or NTRK
fusions, HER2 amplifications, and others, make it a particularly target-rich tumor that may
be exploited by specific inhibitors [13,18]. Testing these novel strategies and analyzing
response mechanisms in preclinical models of CC to select the best strategies for subsequent
clinical trials represents an important research topic.

Preclinical cancer models, such as classical 2D cell lines (henceforth referred to as
CCLs) and patient-derived xenografts (PDXs), are essential tools for cancer research and
therefore aid in developing potential treatment options [19–21]. However, CC-CCLs are
notoriously hard to establish; as a result, the majority of preclinical research on CC has
been performed in only two cell lines, EGI-1 and TFK-1 (both established from extrahepatic
CC). It is conceivable that these two cell lines may not sufficiently reflect the molecular
biology of CC [22–25].

Organoid culture is an emerging three-dimensional (3D) cell culture technique that
allows for more self-organization of tumor cells than CCLs, thus better mimicking the
complexity of the parental disease [26]. Human cancer organoids largely maintain the
histological features, expression profile, and genomic landscape of their corresponding
primary tissues, making them suitable for translational studies and identifying treatable
molecular alterations in the context of personalized medicine [27,28]. Depending on the
tumor entity, patient-derived organoids (PDOs) can be established from resected tumor
tissues or core needle biopsies with higher success rates than classical CCLs, making PDOs
an attractive in vitro model, especially for CC research [27,29,30]. Only a few PDO protocols
have been published for cholangiocarcinoma with varying success rates, demonstrating
the need for further refinement of this culture method for CC [27,31–33]. Here, we present
a series of newly established human cholangiocarcinoma PDOs, report culture protocols,
the genomic landscape of CC models, their applicability for xenograft experiments, and
their response to drug treatment with current chemotherapeutic agents. In addition, we
describe the successful transfer of established organoids into table 2D cultures, allowing
easier handling and high-throughput experiments using organoid-derived 2D cell lines. In
summary, this research demonstrates the stable culturing of cholangiocarcinoma and its
translational research potentials.
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2. Results
2.1. Establishment of Human Cholangiocarcinoma Organoid Lines from Surgical Specimens

We aimed to establish a standardized protocol for obtaining organoid cultures from
CC surgical resection specimens. After mechanical and enzymatic digestion of the cholan-
giocarcinoma tumor tissue, suspensions were filtered, differential centrifuged, and seeded
with Matrigel (Figure 1A). There was no robust cholangiocarcinoma organoid culture
medium published when this project started (January 2015), so our organoids were initially
cultured in an established human gastric cancer organoid medium [34], in which the first
batch of organoids (n = 9) could not be maintained for more than two passages. Based on
a trial-and-error method following in-depth literature research, the culture medium was
optimized (by adding a Rho-associated protein kinase (ROCK) inhibitor, forskolin, insulin,
transferrin, and selenite), leading to the generation of stable CC organoid cultures that
could be maintained long-term. Two lines (P68 and P83) were selected for more in-depth
characterization in this study (Table 1).
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Table 1. Patient-derived organoid culture records of cholangiocarcinoma.

Patient ID Age (Years) Gender Tumor Type Isolation Method Culture Medium * Culture Period (Weeks)

2 76 M CC Manually picked 1 1.1
5 54 M iCC Manually picked 1 5.0
5 54 M iCC SC 1 5.0
5 54 M iCC CCL 1 7.0
7 65 M iCC CCL 1 11.3
14 71 F iCC CCL 1 7.1
15 56 F CC CCL 1 7.1
19 74 M iCC CCL 1 7.0
20 76 M CC CCL 1 8.7
23 68 M pCC CCL 2 8.0
26 26 F dCC CCL 2 2.1
42 46 M CC CCL + SC 2 6.4
44 56 M pCC CCL + SC 2 2.0
50 73 F CC CCL + SC 2 6.4
51 72 F CC CCL + SC 2 5.9
61 69 F iCC CCL 3 35.3
68 57 F iCC CCL + SC 3 103.3
70 80 F iCC CCL + SC 3 2.0
71 60 M iCC CCL + SC 3 3.0
81 82 M dCC CCL + SC 3 1.0
83 68 F pCC CCL 3 86.4
86 67 F dCC SC 3 1.0
95 72 M iCC SC 3 2.1
99 63 F iCC CCL + SC 3 2.0

108 53 M iCC CCL + SC 3 20.1
109 78 F pCC CCL + SC 3 15.9
115 65 M pCC CCL + SC 3 4.3
118 53 F iCC CCL + SC 3 6.6
125 69 M pCC CCL + SC 3 7.1

* Culture medium 1, Human stomach organoid culture medium; Culture medium 2, medium 1 + Forskolin + Y-27562; Culture medium 3,
medium 2 + Insulin-Transferrin-Selenium; Detailed concentration described in the Supplementary Methods in Supplementary Materials.
Abbreviations: M, male; F, female; CC, cholangiocarcinoma; dCC, distal cholangiocarcinoma; iCC, intrahepatic cholangiocarcinoma; pCC,
perihilar cholangiocarcinoma; CCL, cell clusters; SC, single cells.

The primary tumor of P68 was a metastatic iCC, P83 was derived from a perihilar
tumor, and a stable third CC organoid line was established using TFK-1, a commercially
available human dCC-CCL [35] (Table 2). Using the same protocol, we were also able to
generate organoids from human non-malignant bile duct mucosa (P119), which could be
maintained for a few passages and were thus used as controls.

Table 2. Clinical information.

Patient-ID Sex Age at Diagnosis Tumor Location TNM-Stage Grading

P68 Female 57 Intrahepatic T2a N1 M1 G2
P83 Female 86 Perihilar T3 N0 M0 G3

TFK-1 Male 63 Extrahepatic

Morphologically, P68 organoids exhibited a small hollow cystic growth pattern with
an outer epithelium up to 20 µm of thickness and an average diameter of 150–200 µm
next to organoids with grape-like architecture (Figure 1B). P83 organoids grew as large
hollow cystic structures with an average diameter of 250–300 µm and a thick outer lining
up to 25 µm with some protrusions (Figure 1C). The control organoids of TFK-1 developed
an average diameter of 200–400 µm and an outer epithelial lining of 15–25 µm without
budding (Figure 1D).
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Organoid-Derived 2D Cell Lines

We next tested whether it is possible to transfer established stable PDOs to 2D cell
culture. Initially, PDOs were cultured in an organoid medium without Matrigel. Cells
readily attached to the surface and grew as 2D cell lines. It was possible to maintain stable
CCLs after gradually converting the organoid medium to a CCL medium. A mixture
of 2/3 Dulbecco’s Modified Eagle’s Medium (DMEM)/20% fetal calf serum (FCS) and
1/3 Keratinocyte serum-free medium (K-SFM), and supplemented with 100 U/mL peni-
cillin/streptomycin, was finally used as a culture medium, allowing the permanent 2D
culture of the CC PDOs [36] (Supplementary Materials).

The viability, proliferation, and metabolic activity of PDO-derived CCLs were mea-
sured using PrestoBlue cell viability reagent (Invitrogen) (Figure S1). While TFK-1 exhibited
the fastest proliferation with an estimated doubling time of 38.5 ± 2.0 h in accordance with
the literature [32], P68 and P83 cell lines presented slower growth in 2D with doubling
times of 51.1 ± 5.0 h and 81.7 ± 12.7 h, respectively. All cell lines grew as adherent, ep-
ithelial monolayers in typical cobblestone-like patterns. The P68 cell line showed variably
sized polygonal cells with most cells adherent and a small fraction of floating vital cells
(Figure 1E). P83 grew as small and tightly packed, round or polygonal cells next to large,
polygonal cells (Figure 1F). The control TFK-1 cell line showed uniformly sized polygonal
cells as described before (Figure 1G) [32].

2.2. Patient-Derived Organoid-Based Xenografts of Cholangiocarcinoma

Next, we evaluated the tumorigenicity of the PDOs in a murine xenograft experiment.
Organoids were injected subcutaneously (bilateral thighs) or orthotopically (left liver lobe)
into immunodeficient NSG (NOD SCID gamma, NOD.Cg-Prkdcscid Il2rgtm1Wjl/SzJ) [37]
mice and showed tumor formation with a success rate of 77.8% (P68 2/3, P83 3/3, TFK-1 2/3
mice) and 100% (P68 2/2, P83 2/2 mice), respectively. The subcutaneous xenografts showed
progressive tumor growth until euthanasia. Both P68 and P83 present similar tumor vol-
ume doubling times of 10.3 ± 3.9 days and 9.9 ± 2.7 days, respectively (Figure 2A,B,D). In
contrast to their in vitro behavior, TFK-1 organoid xenografts displayed the slowest tumor
growth with a doubling time of 20.0 ± 7.2 days (Figure 2C,D). Upon orthotopic (intrahep-
atic) injection, 4/4 mice developed intrahepatic CC as demonstrated via ultrasound and
necropsy (Figure 2E,F). It was possible to explant growing subcutaneously induced tumors
and re-implant them into mice after fragmentation resulting in subcutaneous tumors with
highly homogenous size and form (data not shown). These xenografts were used for
further in vivo drug testing (see below).

2.3. Patient-Derived Organoids Retained the Histological Characteristics of the Parental Tumor

The PDOs and corresponding xenograft tumors retained their primary tumors’ his-
tological features, in particular, strong positivity for CK7 and MUC1 as well as nuclear
accumulation of P53 (Figures 3 and S2, Table S1).

Furthermore, we also examined the CCLs for typical CC markers (Figure 4, Table S1).
All cell lines showed strong expression for CK7 and CK19 and nuclear accumulation of
P53 in immunofluorescence studies. Moreover, following their epithelial origin, EpCAM
expression was found in all CCLs.
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Figure 3. Histologic assessment of parental tumors, patient-derived organoids, and xenograft tumors in patient 83.
Hematoxylin and Eosin staining (H&E) (A,D,H,L), immunohistochemistry staining of CK7 (B,E,I,M), MUC1 (C,F,J,N),
TP53 (G,K,O) were performed on the primary tumor, patient-derived organoids, subcutaneous xenografts, and orthotopic
xenografts. Scale bars, 100 µm.
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stainings on P68, P83, and TFK-1 cells. Scale bar, 50 µm.

2.4. Patient-Derived Organoids Recapitulate Parental Tumor Molecular Features

Protein-coding genes from P68-derived organoids and their parental tumor as well as
positive (TFK-1) and negative controls (benign biliary organoids (P119, established from
non-cancer bile duct mucosa), full-wall non-cancer bile duct tissue (P113, P121duct), and
non-cancer bile duct mucosa (P121mucosa)) were subjected to RNA sequencing and tran-
scriptomic analysis. After data normalization (Figure S3A), a heatmap was created to reflect
transcriptomic similarity based on 2770 significantly variable genes (Figures S3B and 5A).
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22.39% variance; (C) The volcano plot reflects the existing significantly different expression features between patient-derived
organoids and benign biliary organoids. There were 13,617 variable features in total; both p-value and fold change significant
genes were depicted as red dots while only fold-change positive genes were painted green, genes only with p < 0.01 are
colored blue, grey represents the remaining non-significant genes. (D) Network of significantly enriched pathways in the
P68-derived cholangiocarcinoma organoids as compared to benign mucosa organoids. Closely correlated pathways are
connected with a line, the size of the dot indicates the number of genes enriched in the respective pathway, the colors
represent the adjusted p-value. (E) Most highly enriched gene ontology terms in P68-derived cholangiocarcinoma organoids.
The size of the circular dot reflects the size of each enriched term, and the color indicates the adjusted p-values. (F,G) Gene
set enrichment analysis (GSEA) of P68 benign organoids (F) and non-cancer tissue (G). Abbreviations: BBO, benign biliary
organoids; FC, fold change; H, non-cancer tissue; NS, not significant; PC, principal component; PDO, patient-derived
organoids; T, tumor; TFK, TFK-1 cell line; TFK_O, TFK-1 organoid culture.

The RNA extracted from three wells of organoids was sequenced independently,
demonstrating a high degree of correlation between individual culture wells, which was
also seen between the samples of other groups (non-cancer tissue, benign biliary organoids,
TFK-1 cell line, TFK-1 organoids) (Figure 5A,B). In contrast, there was a considerable tran-
scriptomic distance between the tumor and corresponding organoids, most likely reflecting
differences in the microenvironment. Similar effects were seen between non-cancer tissue
and benign biliary organoids. The subsequently performed principal component analysis
reflected similar results (Figure 5B). The transcriptomes of both benign and malignant
organoids were transcriptomically closer than the organoids with their respective tissues of
origin. This phenomenon may be a result of the culture conditions and, more importantly,
the lack of non-epithelial cells (stromal cells, immune cells, etc.) in organoids, which are
inevitably contained in the transcriptomes obtained from biopsies (Figure 5A,B).

To account for the above-described factors causing transcriptomic differences upon
the direct comparison of the primary tumor (T) and patient-derived organoids (PDO),
differentially expressed genes between tumor and corresponding non-cancer tissue (biliary
mucosa) (H) were compared to differentially expressed genes between patient-derived
organoids and benign biliary mucosa-derived organoids (BBO). There were 2651 (tumor ver-
sus non-cancer mucosa, 548 upregulated, 2103 downregulated), and 1344 (tumor-derived
organoids versus benign biliary organoids, 505 upregulated, 839 downregulated) sig-
nificantly aberrant expressing genes (Figures 5C and S3C). Upon functional enrichment
analysis, 35 pathways were significantly enriched between malignant and non-malignant
cells both in tissue and organoids, including Ascorbate and aldarate metabolism (hsa00053),
Bile secretion (hsa04976), MAPK signaling pathway (hsa004010), and PI3K-Akt signaling
pathway (hsa04151) (Figure 5D, Tables S2 and S3). Besides, 45.3% (359/793) of the enriched
gene ontology (GO) terms identified upon comparing CC tissue with non-cancer biliary
tissue could be reproduced in the organoid culture (Figure 5E, Tables S4 and S5). The
respective enriched pathway networks are shown in Figures 5D and S3D. Top enriched GO
terms are displayed in Figures 5E and S3E.

While over-representation analysis shows common differences, it disregards slight
but concordant differences between phenotypes. The gene set enrichment analysis (GSEA)
directly addresses this limitation. The GSEA was administered to validate further the
PDO’s ideal reproduction of the tumor’s molecular characteristics. We first defined the
P68 prominent gene set, which consists of 66 genes, and then analyzed it as a background
biological term of the following GSEA (Supplementary Materials, Table S6). Figure 5F,G
shows that the P68 derived organoids could significantly recapitulate the parental tumor
transcriptomic features, both when we compared PDO with BBO or non-cancer tissue.

Except for RNA sequencing, whole-exome sequencing of the PDOs and the corre-
sponding tumor was applied to explore the genomic similarities. The exome sequencing
data revealed a broad overlap between non-synonymous mutations between PDO and
primary tumor. In the aggregate, 92.7 % (51/55) of non-synonymous variants from patient
68 primary tumors could be reproduced in the organoids (Figure S3F, Table S7). Other copy
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number variant plots also show a high degree of similarity between parental tumor and
descendent organoids (Figure S3G, Table S8) with no significant genetic drift.

These next-generation sequencing results substantiate that the patient-derived organoids
retain transcriptomic features and the mutational landscape of the parental tumor.

2.5. Therapeutic Response of the Human Preclinical Cholangiocarcinoma Models

We next investigated the responses of PDOs and corresponding CCLs to anti-cancer
agents regularly used in CC (gemcitabine, sorafenib, cisplatin, and doxorubicin) in a
PrestoBlue based cell viability assay. While the inhibitory effects of gemcitabine and
sorafenib on the CCLs were quite similar, our PDOs presented individual drug responses,
with P68 being more resistant (Figure 6A–D). Not surprisingly, monotherapy of cisplatin
has a limited effect (Figure S4A). Doxorubicin also showed moderate activity. Results are
displayed in Figure S4B–N.
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Figure 6. Treatment of PDOs and CCLs. Top row: Dose-response of 2D cell lines treated with (A) Gem-
citabine; (B) Sorafenib; Middle row: Dose-response of organoids with (C) Gemcitabine; (D) Sorafenib;
Bottom: (E) Subcutaneous PDO-derived xenografts treated with gemcitabine (100 mg/kg body
weight i.p. biw) or glucose solution as control vehicle (n = 5 each). Tumor volume was calculated
using the following formula: V = (width2 × length)/2 and normalized to day 1 of treatment. All ex-
periments were performed in triplicates unless indicated otherwise. Abbreviations: ip, intraperitoneal
injection; biw, twice weekly.

In the following in vivo drug response experiment, gemcitabine was used and com-
pared with the control group. After 14 days, treated xenografts showed halted tumor
growth while the control group kept gaining size until euthanasia (Figure 6E).

3. Discussion

CC represents a rare but highly malignant cancer with subtypes characterized by
unique etiology, risk factors, carcinogenesis, and molecular profile [14]. As preclinical mod-
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els of CC are considerably rare, our biobank and protocol for establishing organoids and cell
lines of different CC subtypes are important tools for a better functional characterization of
the disease and establishing novel treatments. As potentially curative surgery is an option
only for a fraction of patients, novel therapeutic strategies for advanced CC are needed [38].
Furthermore, CC, independent of anatomical subtype, shows a pronounced resistance
against standard pharmacological therapies [39]. The preclinical results of sorafenib in vitro
and xenograft models [40–43] could not be confirmed in phase II studies [44,45]. While not
part of the first-line chemotherapy regime for unresectable CC, sorafenib elicited responses
in small cohorts and cases with tumor progress under gemcitabine treatment, making it
a potential second-line treatment option [46–49]. Doxorubicin is currently used in alter-
native poly-drug regimens and locoregional chemotherapeutic treatments for advanced
CC [50,51]. The pronounced heterogeneity of this disease, combined with a distinct lack
of preclinical models including CC cell lines, has hindered the progress in developing
precision therapies for years [52]. With the broader availability of next-generation sequenc-
ing, many driver mutations and potential drug targets have been characterized in CC [53].
Some of those druggable targets have already led to clinical trials and approved treatments
in the clinic, including IDH1 mutations, FGFR2 or NTRK fusions, HER2 amplification,
and others [18,38,54]. Our biobank and protocol contribute new preclinical models for
functional studies of so-far uncharacterized driver mutations and the analysis of specific
resistance mechanisms towards targeted therapies in CC.

Patient-derived cancer organoids (PDOs) present a relatively novel and highly real-
istic modeling system with various applications in preclinical cancer research, enabling
translational individualized treatment regimens [27,55–58]. Disadvantages of organoid
culture include the high economic impact of organoid culture as compared to 2D cell lines
(Matrigel, recombinant growth factors, etc.). In addition, as organoid lines generally grow
much slower than 2D cell lines (which can, in turn, be interpreted as their more life-like
phenotype), their expansion takes more time than when using 2D cell lines. There is only
minimal literature available about cholangiocarcinoma PDOs [31,59]. This paper presents
two human cholangiocarcinoma organoid lines and their value in preclinical cancer re-
search, one of them (P68) generated from metastatic iCC without common oncogenic driver
mutations in KRAS, TP53, IDH1, or ARID1A. After optimization of the culture medium,
organoid cultures could be maintained for extended periods of time. Moreover, this finding
demonstrates that it is possible to generate stable CCLs from 3D cultures and therefore gain
more options for high throughput experiments. All cell lines showed diverse morphologic
characteristics in 2D and organoid cultures due to the different origins in the bile duct
system, indicating divergent underlying carcinogenesis mechanisms. The PDOs showed
individual drug responses to established anti-cancer agents, whereas the corresponding
CCLs, as less complex in vitro models, responded quite similarly, emphasizing the poten-
tial advantage of PDOs over CCLs in therapeutic experiments. Nonetheless, both PDOs
and CCLs carry the inherent limitations of cell culture experiments as there are no other
cell types such as stromal or immune cells present. The complex interactions between
tumor cells, microenvironment, and the host immune system cannot be reproduced in
either system [60].

Patient-derived xenografts (PDXs) retain the histopathological and genomic features
of primary tumors, especially the tumor heterogeneity, and present valuable models for
studying in vivo drug responses and tumor-stroma/immune interactions [23,61]. On the
contrary, in addition to ethical considerations, PDXs established with primary patient
tissue require substantial resources and time to perform therapeutic experiments compared
to PDOs [23,24]. Patient-derived organoid xenografts (PDOXs) show drug responses
comparable to the corresponding patient tumors, thus highlighting their value as an
alternative in vivo model [62]. We could engraft subcutaneous and orthotopic PDOXs with
high success rates. To further validate the applicability of our PDOXs in preclinical drug
testing, we treated P68 subcutaneous PDOXs with gemcitabine as the standard drug for
advanced CC. Treated mice presented a moderate response to gemcitabine similar to human
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CC. For experiments requiring a hepatic microenvironment, orthotopic implantation of CC
PDOXs may be more suitable than subcutaneous tumors. We demonstrated a high degree
of similarity between the primary human tumor and the orthotopic (i.e., intrahepatic)
PDOX, making this a suitable model for CC.

Currently, there are limited published sequencing data comparing cholangiocarcinoma
PDOs and corresponding tumors [32]. This project conducted RNA sequencing of both
sources. We found considerable transcriptomic differences between primary tumors and
PDOs. Interestingly, similar effects were found when comparing non-cancer biliary mucosa
and biliary mucosa-derived organoids. These differences may have been induced by the
effects of culture conditions on the transcriptome. In addition, the presence of immune
cells and stromal cells are in the primary tumor tissue, but not the PDOs, may also have
influenced the overall transcriptome of primary tumors. Therefore, it is unclear whether
the culture conditions lead to altered expression profiles in organoids or contaminating
non-epithelial cells altered the expression profiles in tissue biopsies while the “real” tumor
transcriptomes are very much seen in the PDO expression datasets. A mixture of both
effects is the most likely answer. On the other hand, the overlapping downstream enriched
GO terms and pathways between PDOs and primary tumor (i.e., MAPK pathway and
PI3K-Akt signaling pathway) in this research demonstrate that the PDOs retained much
of the primary tumor transcriptomic functional characteristics. The following GSEA also
confirmed that the generated organoids retain patient-specific signatures. The exome
sequencing data showed an exceptionally high degree of similarity between PDOs and
primary tumors. This is unsurprising, as PDOs represent pure tumor cell cultures, which
naturally reflect the genomic landscape of the primary tumor. The few discrepancies may
be explained by different tumor regions biopsied for organoid establishment and primary
tumor DNA extraction.

To illustrate the consistency of histologic architecture, we examined the IHC profiles of
our PDOs and corresponding xenografts compared to their primary tumors. At present, no
particular immunohistochemical profile exists for bile duct cancers [63]. Cytokeratins (CK)
7 and 19 can commonly be found in most CCs [64,65]. Some HCCs show focal positivity
for either of these cytokeratins but typically do not display mucin production [66]. MUC1
expression in CC is tightly related to dedifferentiation and tumor aggressiveness [67,68]. In
this finding, the PDOs and corresponding PDOXs retained the histological characteristics
of their parental tumors in H&E stainings with similar positive expression of CK7 and
MUC1 as well as nuclear accumulation of P53 in IHC stainings.

The current research established a robust protocol for PDO generation and a biobank
from CC samples. We present the molecular characteristics of permanent CC-PDO lines
and report a protocol for the transition of PDOs to classical 2D cell lines. A major limitation
is the small sample size and the lack of an organoid line of dCC. dCCs are often small
tumors as occlusion of the bile duct occurs early during tumor development [69]. The lack
of sufficient tissue samples, therefore, prevented the establishment of a dCC organoid line.
However, using this protocol, it can be expected that numerous new CC-derived PDOs and
CCLs will be reported in the future, thus significantly expanding the toolbox for preclinical
research on cholangiocarcinoma.

4. Materials and Methods
4.1. Human Samples

Cholangiocarcinoma tissue of patients who underwent surgery (January 2015 to May
2018) at the Department of Gastrointestinal, Thoracic, and Vascular Surgery of University
Hospital Carl Gustav Carus Dresden, was obtained directly after resection by a board-
certified pathologist, stored on ice, and immediately processed as described below. All
patients gave their written informed consent prior to inclusion into the study. Detailed
information is shown in Table 1. Histopathology work-up of the resected specimens was
done routinely at the Department of Pathology of University Hospital Dresden. Only
samples with confirmed histopathologic diagnosis of CC were included in this manuscript.
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In addition, non-cancer bile duct tissue was collected from three other patients (P113,
P119, and P121) as the sampling of biliary mucosa for research purposes would have
interfered with the pathological assessment of the status of the specimens obtained from
patients P68 and P83. For P121, the complete (full-wall) bile duct (P121duct) and the isolated
mucosa (P121mucosa) were used as two individual samples. We established benign bile
duct organoids with tissue from P119 using the same protocol for the cholangiocarcinoma
samples (more detailed information is given in Supplementary Materials).

4.2. Mice

All animal experiments were carried out in strict compliance with German and Eu-
ropean Animal Protection Acts and approved by institutional and governmental animal
welfare commissions before initiation of the experiments. Mice were housed in a specific
pathogen-free environment with a 12 h light/dark cycle and were given ad libitum access
to standard laboratory diet and water.

NSG mice (NOD SCID gamma, NOD.Cg-Prkdcscid Il2rgtm1Wjl/SzJ) [37] were bred
in-house.

4.3. Organoid Culture

The tumor tissue was minced into small pieces, washed with phosphate-buffered
saline (PBS), and digested using Dispase II (Roche) 1 mg/mL and Collagenase type I
(Worthington) 0.1 mg/mL at 37 ◦C for 2 h. During disaggregation, the samples were
pipetted up and down every hour. Obtained tissue fragments were washed with PBS,
differential centrifugation (200× g, 3 min), and then filtered through 100 µm and then
40 µm cell strainers to remove any huge tissue clusters. Next, resuspended the single
cells/cell clusters fraction (1 × 105/well) in Matrigel (Corning) and seeded 30 µL per well
in a pre-warmed 48-well plate. After solidifying the Matrigel domes (10 min at 37 ◦C),
200 µL of medium (Supplementary Materials) was added.

Trypsinized TFK-1 cells (1 × 105/well) were resuspended in Matrigel and cultured
using identical conditions. To augment the survival time of the organoids, we deviated from
the above protocol and modified the medium as described in Supplementary Materials.
The medium was changed twice a week. Organoids were passaged every 6–10 days in
a 1:2–1:4 split ratio. This study applied the same protocol to generate an organoid line
derived from non-cancer bile duct tissue (P119). All cultures were maintained at 37 ◦C in a
5% CO2 atmosphere.

4.4. Cell Culture

After organoid lines were established stably (after six passages), organoids were trans-
ferred to two-dimensional (2D) culture and maintained as permanent cell lines. 2–4 wells of
organoids were dissociated and mixed with cell recovery solution (Corning). The obtained
cell pellet was resuspended in an organoid medium (Supplementary Materials) and trans-
ferred to a 24-well cell culture plate without Matrigel. After adherence, the medium was
replaced with a 1:1 mixture of organoid and 2D medium. During the following passage,
cells were subcultured to 6-well, T-25, T-75 subsequently, and were cultured in pure 2D
medium (2 parts DMEM + 20% FCS; 1 part K-SFM (all from Life Technologies), supple-
mented with 100 U/mL penicillin/streptomycin (Thermo Fisher Scientific, Waltham, MA,
USA) [36]. TFK-1 was bought from DMSZ (Leibnitz German Collection of Microorganisms
and Cell Cultures) and initially cultured as described in the corresponding datasheet using
Roswell Park Memorial Institute 1640 medium (RPMI 1640)/10% FCS. For better compara-
bility, the medium of TFK-1 cells was subsequently changed to a 1:1 mixture of 2D medium
and RPMI 1640/10% FCS and after the following passage to pure 2D medium. All cell
lines were regularly tested for mycoplasma contamination. Examination of the cellular
morphology was carried out using an Axio Vert.A1 inverted microscope (Carl Zeiss).
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4.5. Treatment

Please see Supplementary Materials.

4.6. Patient-Derived Organoids Xenografts

For xenografting, 15 complete wells of each organoid line were harvested and resus-
pended in a mixture of 20 µL Organoid medium with 20 µL Matrigel. Organoids were
injected either subcutaneously in both hind legs or orthotopically in the left liver lobe
of NSGTM mice. Subcutaneous tumors were measured with calipers, and tumor volume
was calculated using the following formula: V = (Width2 × Length)/2. The presence of
orthotopic tumor growth was confirmed via necropsy and or ultrasound.

4.7. Histology and Immunohistochemistry

Organoids were fixed with 4% paraformaldehyde (PFA), embedded in paraffin, and
cut into 2.5 µm sections. Hematoxylin and eosin (H&E) staining, as well as immunohisto-
chemistry (IHC) stainings for CK7, TP53, and MUC1, were performed. The 2D cell lines
were cultured on chamber slides and fixed with 2% PFA. Immunofluorescence (IF) for
CK7, CK19, EpCAM, and TP53 were carried out. All the histology checking procedures
followed the standard protocols. The detailed information of antibodies mentioned in this
manuscript was listed in Table S1. Paraffin blocks from primary tumors and xenograft
tissue samples were sliced in 2.5 µm sections, and IHC was completed. Imaging was per-
formed with an EVOS FL Auto microscope (Life Technologies) for IHC or TCS SP5 confocal
microscope (Leica) for IF studies. More detailed information about sample preparation and
staining is given in Supplementary Materials.

4.8. Next-Generation Sequencing

This project recruits several groups for transcriptome sequencing, including primary
cholangiocarcinoma (P68), corresponding patient-derived organoids (P68), TFK-1 cell lines,
TFK-1 organoids, non-cancer bile duct (P113, P121duct, P121mucosa), and benign biliary
organoids (P119). Besides the primary tumor, there are three biological repetitions for
each group.

Detailed methodology is described in Supplementary Methods in Supplementary Materials.

4.9. Sequencing Data Analysis

Please see Supplementary Methods in Supplementary Materials.

4.10. Statistics

All experiments have been performed at least two times independently, with summary
data being presented as mean ± standard deviation (SD). Sample size (n) values are given
in the relevant figures and Supplementary Figures. All statistical analyses were done
with GraphPad Prism (Version 9.1.0, GraphPad Software, San Diego, CA, USA) and above
version, using Student’s two-tailed unpaired t-test and compared cancer treated versus
untreated. We assumed normality and equal distribution of variance between these two
groups. Significance was set for p-value < 0.050. Doubling time and IC50 calculation were
determined with non-linear regression.

5. Conclusions

We established human cholangiocarcinoma organoid and corresponding 2D cell lines
using a robust protocol for CC organoid generation and culture. The organoids react to
treatment and grow as subcutaneous and orthotopic tumors in mice. This methodological
study thus reports novel tools to establish organoid lines, 2D cell lines, and mouse models
for preclinical cholangiocarcinoma research.
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Significantly enriched gene ontology (GO) terms of over representative features in P68 cholangio-
carcinoma organoids compared to benign biliary organoids. Table S6: P68 specific signatures. Table
S7: The overlap non-synonymous variants in P68 organoids and the parental tumor. Table S8: The
overlap copy number variations in P68 organoids and the parental tumor.

Author Contributions: Conceptualization, C.F.M., L.Z., L.K.N., N.N.R. and S.S.; methodology, C.F.M.,
L.Z., L.K.N., D.K. and S.S.; software, C.F.M. and L.Z.; validation, C.F.M., L.Z., L.K.N. and D.K.; formal
analysis, C.F.M., L.Z., D.K., D.W. and K.G.; investigation, C.F.M., L.Z. and D.K.; resources, C.F.M.,
L.K.N. and D.K.; data curation, C.F.M. and L.Z.; writing—original draft preparation, C.F.M., L.Z. and
D.K.; writing—review and editing, C.F.M., L.Z., L.K.N., D.K., S.K., M.-L.T., D.W., K.G., B.K., J.B., J.W.,
N.N.R., C.R. and S.S.; visualization, C.F.M., L.Z., L.K.N., D.K., D.W., K.G. and S.S.; supervision, S.S.,
J.W., N.N.R. and C.R.; project administration, L.Z. and S.S.; funding acquisition, L.K.N., L.Z., J.B. and
S.S. All authors have read and agreed to the published version of the manuscript.

Funding: This work was generously funded by the Medical Faculty Carl Gustav Carus Dresden via
the MedDrive Program (grant no. 60.383). Lei Zhu was funded by the China Scholarship Council
(CSC), no. 201908080072. Hector Stiftung II supports Johannes Betge and Sebastian Schölch.

Institutional Review Board Statement: The study was conducted according to the guidelines of the
Declaration of Helsinki and approved by the Ethics Committee of Technische Universität Dresden
(protocol code EK 120032016, 30 March 2016). The animal experiments were approved by the local
animal welfare commission (reference number DD24-5131/338/12, DD24-5131/354/79).

Informed Consent Statement: Informed consent was obtained from all subjects prior to inclusion
into the study.

Data Availability Statement: Sequencing data are available upon request.

Acknowledgments: This work is dedicated to the memory of our mentor and friend Moritz Koch. Lei
Zhu acknowledges Jianming Zeng (University of Macau) and his bioinformatics team for generously
sharing their experience and codes.

Conflicts of Interest: The authors declare no conflict of interest. The funders had no role in the design
of the study, in the collection, analyses, or interpretation of data, in the writing of the manuscript, or
in the decision to publish the results.

References
1. Lendvai, G.; Szekerczés, T.; Illyés, I.; Dóra, R.; Kontsek, E.; Gógl, A.; Kiss, A.; Werling, K.; Kovalszky, I.; Schaff, Z.; et al.

Cholangiocarcinoma: Classification, Histopathology and Molecular Carcinogenesis. Pathol. Oncol. Res. 2020, 26, 3–15. [CrossRef]
[PubMed]

2. Bergquist, A.; von Seth, E. Epidemiology of Cholangiocarcinoma. Best Pract. Res. Clin. Gastroenterol. 2015, 29, 221–232. [CrossRef]
[PubMed]

3. DeOliveira, M.; Cunningham, S.; Cameron, J.; Kamangar, F.; Winter, J.; Lillemoe, K.; Choti, M.; Yeo, C.; Schulick, R. Cholan-
giocarcinoma: Thirty-One-Year Experience with 564 Patients at a Single Institution. Ann. Surg. 2007, 245, 755–762. [CrossRef]
[PubMed]

4. Nakeeb, A.; Pitt, H.; Sohn, T.; Coleman, J.; Abrams, R.; Piantadosi, S.; Hruban, R.; Lillemoe, K.; Yeo, C.; Cameron, J. Cholangiocar-
cinoma. A Spectrum of Intrahepatic, Perihilar, and Distal Tumors. Ann. Surg. 1996, 224, 463–473. [CrossRef] [PubMed]

5. Tyson, G.; El-Serag, H. Risk Factors of Cholangiocarcinoma. Hepatology 2011, 54, 173–184. [CrossRef]
6. Khan, S.; Toledano, M.; Taylor-Robinson, S. Epidemiology, Risk Factors, and Pathogenesis of Cholangiocarcinoma. HPB 2008, 10,

77–82. [CrossRef]
7. Lazaridis, K.; Gores, G. Cholangiocarcinoma. Gastroenterology 2005, 128, 1655–1667. [CrossRef] [PubMed]

https://www.mdpi.com/article/10.3390/ijms22168675/s1
https://www.mdpi.com/article/10.3390/ijms22168675/s1
http://doi.org/10.1007/s12253-018-0491-8
http://www.ncbi.nlm.nih.gov/pubmed/30448973
http://doi.org/10.1016/j.bpg.2015.02.003
http://www.ncbi.nlm.nih.gov/pubmed/25966423
http://doi.org/10.1097/01.sla.0000251366.62632.d3
http://www.ncbi.nlm.nih.gov/pubmed/17457168
http://doi.org/10.1097/00000658-199610000-00005
http://www.ncbi.nlm.nih.gov/pubmed/8857851
http://doi.org/10.1002/hep.24351
http://doi.org/10.1080/13651820801992641
http://doi.org/10.1053/j.gastro.2005.03.040
http://www.ncbi.nlm.nih.gov/pubmed/15887157


Int. J. Mol. Sci. 2021, 22, 8675 16 of 18

8. Razumilava, N.; Gores, G.J. Cholangiocarcinoma. Lancet 2014, 383, 2168–2179. [CrossRef]
9. The American Cancer Society Home Page. Available online: https://www.cancer.org/cancer/bile-duct-cancer/detection-

diagnosis-staging/survival-by-stage.html (accessed on 21 July 2021).
10. Chan-On, W.; Nairismägi, M.L.; Ong, C.; Lim, W.; Dima, S.; Pairojkul, C.; Lim, K.; McPherson, J.; Cutcutache, I.; Heng, H.; et al.

Exome Sequencing Identifies Distinct Mutational Patterns in Liver Fluke-Related and Non-Infection-Related Bile Duct Cancers.
Nat. Genet. 2013, 45, 1474–1478. [CrossRef]

11. Jiao, Y.; Pawlik, T.; Anders, R.; Selaru, F.; Streppel, M.; Lucas, D.; Niknafs, N.; Guthrie, V.; Maitra, A.; Argani, P.; et al. Exome
Sequencing Identifies Frequent Inactivating Mutations in BAP1, ARID1A and PBRM1 in Intrahepatic Cholangiocarcinomas. Nat.
Genet. 2013, 45, 1470–1473. [CrossRef]

12. Ong, C.; Subimerb, C.; Pairojkul, C.; Wongkham, S.; Cutcutache, I.; Yu, W.; McPherson, J.; Allen, G.; Ng, C.; Wong, B.; et al. Exome
Sequencing of Liver Fluke-Associated Cholangiocarcinoma. Nat. Genet. 2012, 44, 690–693. [CrossRef]

13. Borger, D.; Tanabe, K.; Fan, K.; Lopez, H.; Fantin, V.; Straley, K.; Schenkein, D.; Hezel, A.; Ancukiewicz, M.; Liebman, H.; et al.
Frequent Mutation of Isocitrate Dehydrogenase (IDH)1 and IDH2 in Cholangiocarcinoma Identified through Broad-Based Tumor
Genotyping. Oncologist 2012, 17, 72–79. [CrossRef]

14. Banales, J.; Cardinale, V.; Carpino, G.; Marzioni, M.; Andersen, J.; Invernizzi, P.; Lind, G.; Folseraas, T.; Forbes, S.; Fouassier, L.;
et al. Expert Consensus Document: Cholangiocarcinoma: Current Knowledge and Future Perspectives Consensus Statement
from the European Network for the Study of Cholangiocarcinoma (ENS-CCA). Nat. Rev. Gastroenterol. Hepatol. 2016, 13, 261–280.
[CrossRef]

15. Brito, A.; Abrantes, A.; Encarnação, J.; Tralhão, J.; Botelho, M. Cholangiocarcinoma: From Molecular Biology to Treatment. Med.
Oncol. 2015, 32, 245. [CrossRef]

16. Nakamura, H.; Arai, Y.; Totoki, Y.; Shirota, T.; Elzawahry, A.; Kato, M.; Hama, N.; Hosoda, F.; Urushidate, T.; Ohashi, S.; et al.
Genomic Spectra of Biliary Tract Cancer. Nat. Genet. 2015, 47, 1003–1010. [CrossRef]

17. Andersen, J.; Spee, B.; Blechacz, B.; Avital, I.; Komuta, M.; Barbour, A.; Conner, E.; Gillen, M.; Roskams, T.; Roberts, L.; et al.
Genomic and Genetic Characterization of Cholangiocarcinoma Identifies Therapeutic Targets for Tyrosine Kinase Inhibitors.
Gastroenterology 2012, 142, 1021–1031. [CrossRef] [PubMed]

18. Rizzo, A.; Ricci, A.D.; Brandi, G. Futibatinib, an Investigational Agent for the Treatment of Intrahepatic Cholangiocarcinoma:
Evidence to Date and Future Perspectives. Expert Opin. Investig. Drugs 2021, 30, 317–324. [CrossRef] [PubMed]

19. Lau, D.K.; Mouradov, D.; Wasenang, W.; Luk, I.Y.; Scott, C.M.; Williams, D.S.; Yeung, Y.H.; Limpaiboon, T.; Iatropoulos, G.F.;
Jenkins, L.J.; et al. Genomic Profiling of Biliary Tract Cancer Cell Lines Reveals Molecular Subtypes and Actionable Drug Targets.
iScience 2019, 21, 624–637. [CrossRef]

20. Wang, Y.; Ding, X.; Wang, S.; Moser, C.D.; Shaleh, H.M.; Mohamed, E.A.; Chaiteerakij, R.; Allotey, L.K.; Chen, G.; Miyabe, K.; et al.
Antitumor Effect of FGFR Inhibitors on a Novel Cholangiocarcinoma Patient Derived Xenograft Mouse Model Endogenously
Expressing an FGFR2-CCDC6 Fusion Protein. Cancer Lett. 2016, 380, 163–173. [CrossRef]

21. Mancarella, S.; Serino, G.; Dituri, F.; Cigliano, A.; Ribback, S.; Wang, J.; Chen, X.; Calvisi, D.F.; Giannelli, G. Crenigacestat, a
Selective NOTCH1 Inhibitor, Reduces Intrahepatic Cholangiocarcinoma Progression by Blocking VEGFA/DLL4/MMP13 Axis.
Cell Death Differ. 2020, 27, 2330–2343. [CrossRef] [PubMed]

22. Ku, J.; Yoon, K.; Kim, I.; Kim, W.; Jang, J.; Suh, K.; Kim, S.; Park, Y.; Hwang, J.; Yoon, Y.; et al. Establishment and Characterisation
of Six Human Biliary Tract Cancer Cell Lines. Br. J. Cancer 2002, 87, 187–193. [CrossRef] [PubMed]

23. Cavalloni, G.; Peraldo-Neia, C.; Varamo, C.; Casorzo, L.; Dell’Aglio, C.; Bernabei, P.; Chiorino, G.; Aglietta, M.; Leone, F.
Establishment and Characterization of a Human Intrahepatic Cholangiocarcinoma Cell Line Derived from an Italian Patient.
Tumour Biol. 2016, 37, 4041–4052. [CrossRef]

24. Hidalgo, M.; Amant, F.; Biankin, A.; Budinská, E.; Byrne, A.; Caldas, C.; Clarke, R.; de Jong, S.; Jonkers, J.; Mælandsmo, G.; et al.
Patient-Derived Xenograft Models: An Emerging Platform for Translational Cancer Research. Cancer Discov. 2014, 4, 998–1013.
[CrossRef]

25. Zach, S.; Birgin, E.; Rückert, F. Primary Cholangiocellular Carcinoma Cell Lines. J. Stem Cell Res. Transplant. 2015, 2, 1–7.
26. Augustyniak, J.; Bertero, A.; Coccini, T.; Baderna, D.; Buzanska, L.; Caloni, F. Organoids Are Promising Tools for Species—Specific

in Vitro Toxicological Studies. J. Appl. Toxicol. 2019, 39, 1610–1622. [CrossRef]
27. Broutier, L.; Mastrogiovanni, G.; Verstegen, M.; Francies, H.; Gavarró, L.; Bradshaw, C.; Allen, G.; Arnes-Benito, R.; Sidorova, O.;

Gaspersz, M.; et al. Human Primary Liver Cancer-Derived Organoid Cultures for Disease Modeling and Drug Screening. Nat.
Med. 2017, 23, 1424–1435. [CrossRef]

28. Baiocchi, L.; Sato, K.; Ekser, B.; Kennedy, L.; Francis, H.; Ceci, L.; Lenci, I.; Alvaro, D.; Franchitto, A.; Onori, P.; et al. Cholangiocar-
cinoma: Bridging the Translational Gap from Preclinical to Clinical Development and Implications for Future Therapy. Expert
Opin. Investig. Drugs 2021, 30, 365–375. [CrossRef]

29. Nuciforo, S.; Fofana, I.; Matter, M.S.; Blumer, T.; Calabrese, D.; Boldanova, T.; Piscuoglio, S.; Wieland, S.; Ringnalda, F.; Schwank,
G.; et al. Organoid Models of Human Liver Cancers Derived from Tumor Needle Biopsies. Cell Rep. 2018, 24, 1363–1376.
[CrossRef]

30. Waddell, S.H.; Boulter, L. Developing Models of Cholangiocarcinoma to Close the Translational Gap in Cancer Research. Expert
Opin. Investig. Drugs 2021, 30, 439–450. [CrossRef]

http://doi.org/10.1016/S0140-6736(13)61903-0
https://www.cancer.org/cancer/bile-duct-cancer/detection-diagnosis-staging/survival-by-stage.html
https://www.cancer.org/cancer/bile-duct-cancer/detection-diagnosis-staging/survival-by-stage.html
http://doi.org/10.1038/ng.2806
http://doi.org/10.1038/ng.2813
http://doi.org/10.1038/ng.2273
http://doi.org/10.1634/theoncologist.2011-0386
http://doi.org/10.1038/nrgastro.2016.51
http://doi.org/10.1007/s12032-015-0692-x
http://doi.org/10.1038/ng.3375
http://doi.org/10.1053/j.gastro.2011.12.005
http://www.ncbi.nlm.nih.gov/pubmed/22178589
http://doi.org/10.1080/13543784.2021.1837774
http://www.ncbi.nlm.nih.gov/pubmed/33054456
http://doi.org/10.1016/j.isci.2019.10.044
http://doi.org/10.1016/j.canlet.2016.05.017
http://doi.org/10.1038/s41418-020-0505-4
http://www.ncbi.nlm.nih.gov/pubmed/32042099
http://doi.org/10.1038/sj.bjc.6600440
http://www.ncbi.nlm.nih.gov/pubmed/12107841
http://doi.org/10.1007/s13277-015-4215-3
http://doi.org/10.1158/2159-8290.CD-14-0001
http://doi.org/10.1002/jat.3815
http://doi.org/10.1038/nm.4438
http://doi.org/10.1080/13543784.2021.1854725
http://doi.org/10.1016/j.celrep.2018.07.001
http://doi.org/10.1080/13543784.2021.1882993


Int. J. Mol. Sci. 2021, 22, 8675 17 of 18

31. Amato, F.; Rae, C.; Prete, M.G.; Braconi, C. Cholangiocarcinoma Disease Modelling Through Patients Derived Organoids. Cells
2020, 9, 832. [CrossRef]

32. Lampis, A.; Carotenuto, P.; Vlachogiannis, G.; Cascione, L.; Hedayat, S.; Burke, R.; Clarke, P.; Bosma, E.; Simbolo, M.; Scarpa,
A.; et al. MIR21 Drives Resistance to Heat Shock Protein 90 Inhibition in Cholangiocarcinoma. Gastroenterology 2018, 154,
1066–1079.e5. [CrossRef] [PubMed]

33. Massa, A.; Varamo, C.; Vita, F.; Tavolari, S.; Peraldo-Neia, C.; Brandi, G.; Rizzo, A.; Cavalloni, G.; Aglietta, M. Evolution of the
Experimental Models of Cholangiocarcinoma. Cancers 2020, 12, 2308. [CrossRef]

34. Bartfeld, S.; Bayram, T.; van de Wetering, M.; Huch, M.; Begthel, H.; Kujala, P.; Vries, R.; Peters, P.; Clevers, H. In Vitro Expansion
of Human Gastric Epithelial Stem Cells and Their Responses to Bacterial Infection. Gastroenterology 2015, 148, 126–136. [CrossRef]

35. Saijyo, S.; Kudo, T.; Suzuki, M.; Katayose, Y.; Shinoda, M.; Muto, T.; Fukuhara, K.; Suzuki, T.; Matsuno, S. Establishment of a New
Extrahepatic Bile Duct Carcinoma Cell Line, TFK-1. Tohoku J. Exp. Med. 1995, 177, 61–71. [CrossRef] [PubMed]

36. Rückert, F.; Aust, D.; Böhme, I.; Werner, K.; Brandt, A.; Diamandis, E.P.; Krautz, C.; Hering, S.; Saeger, H.-D.; Grützmann, R.; et al.
Five Primary Human Pancreatic Adenocarcinoma Cell Lines Established by the Outgrowth Method. J. Surg. Res. 2012, 172, 29–39.
[CrossRef]

37. Coughlan, A.M.; Harmon, C.; Whelan, S.; O’Brien, E.C.; O’Reilly, V.P.; Crotty, P.; Kelly, P.; Ryan, M.; Hickey, F.B.; O’Farrelly, C.;
et al. Myeloid Engraftment in Humanized Mice: Impact of Granulocyte-Colony Stimulating Factor Treatment and Transgenic
Mouse Strain. Stem Cells Dev. 2016, 25, 530–541. [CrossRef]

38. Rizvi, S.; Khan, S.A.; Hallemeier, C.L.; Kelley, R.K.; Gores, G.J. Cholangiocarcinoma—Evolving Concepts and Therapeutic
Strategies. Nat. Rev. Clin. Oncol. 2018, 15, 95–111. [CrossRef]

39. Cardinale, V.; Renzi, A.; Carpino, G.; Torrice, A.; Bragazzi, M.; Giuliante, F.; DeRose, A.; Fraveto, A.; Onori, P.; Napoletano, C.;
et al. Profiles of Cancer Stem Cell Subpopulations in Cholangiocarcinomas. Am. J. Pathol. 2015, 185, 1724–1739. [CrossRef]

40. Kim, D.; Jeong, Y.; Chung, C.; Kim, C.; Kwak, T.; Lee, H.; Kang, D. Preclinical Evaluation of Sorafenib-Eluting Stent for Suppression
of Human Cholangiocarcinoma Cells. Int. J. Nanomed. 2013, 8, 1697–1711. [CrossRef] [PubMed]

41. Wang, C.; Maass, T.; Krupp, M.; Thieringer, F.; Strand, S.; Wörns, M.; Barreiros, A.; Galle, P.; Teufel, A. A Systems Biology
Perspective on Cholangiocellular Carcinoma Development: Focus on MAPK-Signaling and the Extracellular Environment. J.
Hepatol. 2009, 50, 1122–1131. [CrossRef]

42. Sugiyama, H.; Onuki, K.; Ishige, K.; Baba, N.; Ueda, T.; Matsuda, S.; Takeuchi, K.; Onodera, M.; Nakanuma, Y.; Yamato, M.;
et al. Potent in Vitro and in Vivo Antitumor Activity of Sorafenib against Human Intrahepatic Cholangiocarcinoma Cells. J.
Gastroenterol. 2011, 46, 779–789. [CrossRef]

43. Huether, A.; Höpfner, M.; Baradari, V.; Schuppan, D.; Scherübl, H. Sorafenib Alone or as Combination Therapy for Growth
Control of Cholangiocarcinoma. Biochem. Pharmacol. 2007, 73, 1308–1317. [CrossRef]

44. Bengala, C.; Bertolini, F.; Malavasi, N.; Boni, C.; Aitini, E.; Dealis, C.; Zironi, S.; Depenni, R.; Fontana, A.; Del Giovane, C.; et al.
Sorafenib in Patients with Advanced Biliary Tract Carcinoma: A Phase II Trial. Br. J. Cancer 2010, 102, 68–72. [CrossRef]

45. El-Khoueiry, A.; Rankin, C.; Ben-Josef, E.; Lenz, H.; Gold, P.; Hamilton, R.; Govindarajan, R.; Eng, C.; Blanke, C. SWOG 0514: A
Phase II Study of Sorafenib in Patients with Unresectable or Metastatic Gallbladder Carcinoma and Cholangiocarcinoma. Investig.
New Drugs 2012, 30, 1646–1651. [CrossRef]

46. Pan, T.; Wang, W.; Jia, W.; Xu, G. A Single-Center Experience of Sorafenib Monotherapy in Patients with Advanced Intrahepatic
Cholangiocarcinoma. Oncol. Lett. 2017, 13, 2957–2964. [CrossRef]

47. Pinter, M.; Sieghart, W.; Reisegger, M.; Wrba, F.; Peck-Radosavljevic, M. Sorafenib in Unresectable Intrahepatic Cholangiocellular
Carcinoma: A Case Report. Wien. Klin. Wochenschr. 2011, 123, 61–64. [CrossRef]

48. LaRocca, R.; Hicks, M.; Mull, L.; Foreman, B. Effective Palliation of Advanced Cholangiocarcinoma with Sorafenib: A Two-Patient
Case Report. J. Gastrointest. Cancer 2007, 38, 154–156. [CrossRef]

49. Poddubskaya, E.; Baranova, M.; Allina, D.; Smirnov, P.; Albert, E.; Kirilchev, A.; Aleshin, A.; Sekacheva, M.; Suntsova, M.
Personalized Prescription of Tyrosine Kinase Inhibitors in Unresectable Metastatic Cholangiocarcinoma. Exp. Hematol. Oncol.
2018, 7, 1–7. [CrossRef]

50. Di Sotto, A.; Di Giacomo, S.; Rubini, E.; Macone, A.; Gulli, M.; Mammola, C.; Eufemi, M.; Mancinelli, R.; Mazzanti, G. Modulation
of STAT3 Signaling, Cell Redox Defenses and Cell Cycle Checkpoints by β-Caryophyllene in Cholangiocarcinoma Cells: Possible
Mechanisms Accounting for Doxorubicin Chemosensitization and Chemoprevention. Cells 2020, 9, 858. [CrossRef]

51. Di Giorgio, A.; Sgarbura, O.; Rotolo, S.; Schena, C.; Bagalà, C.; Inzani, F.; Russo, A.; Chiantera, V.; Pacelli, F. Pressurized
Intraperitoneal Aerosol Chemotherapy with Cisplatin and Doxorubicin or Oxaliplatin for Peritoneal Metastasis from Pancreatic
Adenocarcinoma and Cholangiocarcinoma. Ther. Adv. Med. Oncol. 2020, 12, 1758835920940887. [CrossRef]

52. Pellino, A.; Loupakis, F.; Cadamuro, M.; Dadduzio, V.; Fassan, M.; Guido, M.; Cillo, U.; Indraccolo, S.; Fabris, L. Precision
Medicine in Cholangiocarcinoma. Transl. Gastroenterol. Hepatol. 2018, 3, 40. [CrossRef]

53. Jusakul, A.; Cutcutache, I.; Yong, C.H.; Lim, J.Q.; Huang, M.N.; Padmanabhan, N.; Nellore, V.; Kongpetch, S.; Ng, A.W.T.; Ng,
L.M.; et al. Whole-Genome and Epigenomic Landscapes of Etiologically Distinct Subtypes of Cholangiocarcinoma. Cancer Discov.
2017, 7, 1116–1135. [CrossRef]

54. Vogel, A.; Saborowski, A. Current and Future Systemic Therapies in Biliary Tract Cancer. Visc. Med. 2021, 37, 32–38. [CrossRef]
55. Seidlitz, T.; Merker, S.R.; Rothe, A.; Zakrzewski, F.; von Neubeck, C.; Grützmann, K.; Sommer, U.; Schweitzer, C.; Schölch, S.;

Uhlemann, H.; et al. Human Gastric Cancer Modelling Using Organoids. Gut 2019, 68, 207–217. [CrossRef]

http://doi.org/10.3390/cells9040832
http://doi.org/10.1053/j.gastro.2017.10.043
http://www.ncbi.nlm.nih.gov/pubmed/29113809
http://doi.org/10.3390/cancers12082308
http://doi.org/10.1053/j.gastro.2014.09.042
http://doi.org/10.1620/tjem.177.61
http://www.ncbi.nlm.nih.gov/pubmed/8693487
http://doi.org/10.1016/j.jss.2011.04.021
http://doi.org/10.1089/scd.2015.0289
http://doi.org/10.1038/nrclinonc.2017.157
http://doi.org/10.1016/j.ajpath.2015.02.010
http://doi.org/10.2147/IJN.S43508
http://www.ncbi.nlm.nih.gov/pubmed/23658488
http://doi.org/10.1016/j.jhep.2009.01.024
http://doi.org/10.1007/s00535-011-0380-3
http://doi.org/10.1016/j.bcp.2006.12.031
http://doi.org/10.1038/sj.bjc.6605458
http://doi.org/10.1007/s10637-011-9719-0
http://doi.org/10.3892/ol.2017.5847
http://doi.org/10.1007/s00508-010-1522-y
http://doi.org/10.1007/s12029-008-9028-9
http://doi.org/10.1186/s40164-018-0113-x
http://doi.org/10.3390/cells9040858
http://doi.org/10.1177/1758835920940887
http://doi.org/10.21037/tgh.2018.07.02
http://doi.org/10.1158/2159-8290.CD-17-0368
http://doi.org/10.1159/000513969
http://doi.org/10.1136/gutjnl-2017-314549


Int. J. Mol. Sci. 2021, 22, 8675 18 of 18

56. Ponsioen, B.; Post, J.B.; Buissant des Amorie, J.R.; Laskaris, D.; van Ineveld, R.L.; Kersten, S.; Bertotti, A.; Sassi, F.; Sipieter,
F.; Cappe, B.; et al. Quantifying Single-Cell ERK Dynamics in Colorectal Cancer Organoids Reveals EGFR as an Amplifier of
Oncogenic MAPK Pathway Signalling. Nat. Cell Biol. 2021, 23, 377–390. [CrossRef]

57. Karkampouna, S.; La Manna, F.; Benjak, A.; Kiener, M.; De Menna, M.; Zoni, E.; Grosjean, J.; Klima, I.; Garofoli, A.; Bolis, M.; et al.
Patient-Derived Xenografts and Organoids Model Therapy Response in Prostate Cancer. Nat. Commun. 2021, 12, 1117. [CrossRef]
[PubMed]

58. Drost, J.; Clevers, H. Organoids in Cancer Research. Nat. Rev. Cancer 2018, 18, 407–418. [CrossRef]
59. Saito, Y.; Muramatsu, T.; Kanai, Y.; Ojima, H.; Sukeda, A.; Hiraoka, N.; Arai, E.; Sugiyama, Y.; Matsuzaki, J.; Uchida, R.; et al.

Establishment of Patient-Derived Organoids and Drug Screening for Biliary Tract Carcinoma. Cell Rep. 2019, 27, 1265–1276.e4.
[CrossRef] [PubMed]

60. Sachs, N.; Clevers, H. Organoid Cultures for the Analysis of Cancer Phenotypes. Curr. Opin. Genet. Dev. 2014, 24, 68–73.
[CrossRef]

61. Gu, Q.; Zhang, B.; Sun, H.; Xu, Q.; Tan, Y.; Wang, G.; Luo, Q.; Xu, W.; Yang, S.; Li, J.; et al. Genomic Characterization of a Large
Panel of Patient-Derived Hepatocellular Carcinoma Xenograft Tumor Models for Preclinical Development. Oncotarget 2015, 6,
20160–20176. [CrossRef]

62. Vlachogiannis, G.; Hedayat, S.; Vatsiou, A.; Jamin, Y.; Fernández-Mateos, J.; Khan, K.; Lampis, A.; Eason, K.; Huntingford, I.;
Burke, R.; et al. Patient-Derived Organoids Model Treatment Response of Metastatic Gastrointestinal Cancers. Science 2018, 359,
920–926. [CrossRef] [PubMed]

63. Oliveira, I.S.; Kilcoyne, A.; Everett, J.M.; Mino-Kenudson, M.; Harisinghani, M.G.; Ganesan, K. Cholangiocarcinoma: Classifica-
tion, Diagnosis, Staging, Imaging Features, and Management. Abdom. Radiol. 2017, 42, 1637–1649. [CrossRef]

64. Aishima, S.; Asayama, Y.; Taguchi, K.; Sugimachi, K.; Shirabe, K.; Shimada, M.; Sugimachi, K.; Tsuneyoshi, M. The Utility
of Keratin 903 as a New Prognostic Marker in Mass-Forming-Type Intrahepatic Cholangiocarcinoma. Mod. Pathol. 2002, 15,
1181–1190. [CrossRef] [PubMed]

65. Lau, S.; Prakash, S.; Geller, S.; Alsabeh, R. Comparative Immunohistochemical Profile of Hepatocellular Carcinoma, Cholangio-
carcinoma, and Metastatic Adenocarcinoma. Hum. Pathol. 2002, 33, 1175–1181. [CrossRef] [PubMed]

66. Vijgen, S.; Terris, B.; Rubbia-Brandt, L. Pathology of Intrahepatic Cholangiocarcinoma. Hepatobiliary Surg. Nutr. 2017, 6, 22–34.
[CrossRef] [PubMed]

67. Kasprzak, A.; Adamek, A. Mucins: The Old, the New and the Promising Factors in Hepatobiliary Carcinogenesis. Int. J. Mol. Sci.
2019, 20, 1288. [CrossRef]

68. Park, S.; Roh, S.; Kim, Y.; SZ, K.; Park, H.; Jang, K.; Chung, M.; Kang, M.; Lee, D.; Moon, W. Expression of MUC1, MUC2,
MUC5AC and MUC6 in Cholangiocarcinoma: Prognostic Impact. Oncol. Rep. 2009, 22, 649–657. [PubMed]

69. Blechacz, B.; Komuta, M.; Roskams, T.; Gores, G.J. Clinical Diagnosis and Staging of Cholangiocarcinoma. Nat. Rev. Gastroenterol.
Hepatol. 2011, 8, 512–522. [CrossRef] [PubMed]

http://doi.org/10.1038/s41556-021-00654-5
http://doi.org/10.1038/s41467-021-21300-6
http://www.ncbi.nlm.nih.gov/pubmed/33602919
http://doi.org/10.1038/s41568-018-0007-6
http://doi.org/10.1016/j.celrep.2019.03.088
http://www.ncbi.nlm.nih.gov/pubmed/31018139
http://doi.org/10.1016/j.gde.2013.11.012
http://doi.org/10.18632/oncotarget.3969
http://doi.org/10.1126/science.aao2774
http://www.ncbi.nlm.nih.gov/pubmed/29472484
http://doi.org/10.1007/s00261-017-1094-7
http://doi.org/10.1097/01.MP.0000032537.82380.69
http://www.ncbi.nlm.nih.gov/pubmed/12429797
http://doi.org/10.1053/hupa.2002.130104
http://www.ncbi.nlm.nih.gov/pubmed/12514785
http://doi.org/10.21037/hbsn.2016.11.04
http://www.ncbi.nlm.nih.gov/pubmed/28261592
http://doi.org/10.3390/ijms20061288
http://www.ncbi.nlm.nih.gov/pubmed/19639217
http://doi.org/10.1038/nrgastro.2011.131
http://www.ncbi.nlm.nih.gov/pubmed/21808282

	Introduction 
	Results 
	Establishment of Human Cholangiocarcinoma Organoid Lines from Surgical Specimens 
	Patient-Derived Organoid-Based Xenografts of Cholangiocarcinoma 
	Patient-Derived Organoids Retained the Histological Characteristics of the Parental Tumor 
	Patient-Derived Organoids Recapitulate Parental Tumor Molecular Features 
	Therapeutic Response of the Human Preclinical Cholangiocarcinoma Models 

	Discussion 
	Materials and Methods 
	Human Samples 
	Mice 
	Organoid Culture 
	Cell Culture 
	Treatment 
	Patient-Derived Organoids Xenografts 
	Histology and Immunohistochemistry 
	Next-Generation Sequencing 
	Sequencing Data Analysis 
	Statistics 

	Conclusions 
	References

