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Abstract: Despite the leaps and bounds in achieving success in the management and treatment
of breast cancers through surgery, chemotherapy, and radiotherapy, breast cancer remains the
most frequently occurring cancer in women and the most common cause of cancer-related deaths
among women. Systemic therapeutic approaches, such as chemotherapy, although beneficial in
treating and curing breast cancer subjects with localized breast tumors, tend to fail in metastatic
cases of the disease due to (a) an acquired resistance to the chemotherapeutic drug and (b) the
development of intrinsic resistance to therapy. The existence of cancer stem cells (CSCs) plays a
crucial role in both acquired and intrinsic chemoresistance. CSCs are less abundant than terminally
differentiated cancer cells and confer chemoresistance through a unique altered metabolism and
capability to evade the immune response system. Furthermore, CSCs possess active DNA repair
systems, transporters that support multidrug resistance (MDR), advanced detoxification processes,
and the ability to self-renew and differentiate into tumor progenitor cells, thereby supporting cancer
invasion, metastasis, and recurrence/relapse. Hence, current research is focusing on targeting CSCs
to overcome resistance and improve the efficacy of the treatment and management of breast cancer.
Studies revealed that metformin (1, 1-dimethylbiguanide), a widely used anti-hyperglycemic agent,
sensitizes tumor response to various chemotherapeutic drugs. Metformin selectively targets CSCs and
improves the hypoxic microenvironment, suppresses the tumor metastasis and inflammation, as well
as regulates the metabolic programming, induces apoptosis, and reverses epithelial–mesenchymal
transition and MDR. Here, we discuss cancer (breast cancer) and chemoresistance, the molecular
mechanisms of chemoresistance in breast cancers, and metformin as a chemo-sensitizing/re-sensitizing
agent, with a particular focus on breast CSCs as a critical contributing factor to acquired and intrinsic
chemoresistance. The review outlines the prospects and directions for a better understanding and
re-purposing of metformin as an anti-cancer/chemo-sensitizing drug in the treatment of breast cancer.
It intends to provide a rationale for the use of metformin as a combinatory therapy in a clinical setting.
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1. Cancer, Chemotherapy, and Chemoresistance

Cancer remains the second leading cause of death worldwide, accounting for nearly 10 million
deaths (one in six deaths is cancer-related) in 2018 alone and continues to impose an ever-growing
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physical, emotional, and financial burden on individuals, families, communities, and healthcare
systems [1]. Nevertheless, the survival rates of several types of cancers have significantly improved
due to early detection, better treatment options, and high-quality post-treatment care [1].

The foundation for ‘scientific oncology’ was laid by Dr. Giovanni Morgagni of Padua, as early as
the 18th century, when the post-mortem pathologic findings from autopsies that he performed were
used to relate the cause of death to the clinical course of the patient’s illness [2]. During the same
period (the 1760s), almost a century before the development of anesthesia (1846), Dr. John Hunter’s
(a Scottish surgeon) observation, “If the tumor had not invaded nearby tissue and was moveable, there is
no impropriety in removing it,” paved the way for the surgical removal of solid tumors [2,3]. Over the
decades and centuries, cancer treatment has drastically improved to include advanced strategies such
as immunotherapy, hormone therapy, gene therapy, and stem-cell therapy in addition to precision
medicine that is tailored by oncologists for patients on a case-by-case basis. However, surgical removal of
the solid tumor, chemotherapy, and radiation therapy (either one, but most of the time in combinations)
remains the mainstay standard in the treatment of cancer.

The depletion of the lymph nodes, bone marrow aplasia, and neutropenia observed in the autopsies
performed on individuals exposed to sulfur mustard gas during first world war spurred years of
research with sulfur mustard agents as a possible cure for lymphoma [4]. However, it was in the 1940s
when pharmacologists Dr. Louis S. Goodman and Dr. Alfred Gilman (Yale School of Medicine, CT,
USA) with the help of Dr. Gustaf Lindskog, a thoracic surgeon, injected cytotoxic ‘nitrogen mustard’
(a modified, less toxic/potent version of the mustard sulfur gas in which the sulfur was replaced by
nitrogen) into a patient suffering from non-Hodgkin’s lymphoma. Later, they realized that the patient’s
tumor mass significantly reduced for a few weeks after the treatment, thus thrusting into the limelight
the possibility and the realization that cancer could be treated using certain chemicals/pharmacological
agents [4,5]. Later in 1948, Dr. Sidney Farber (a pediatric pathologist from Harvard Medical School,
MA, USA, regarded as the father of modern chemotherapy) identified that folate analogs (aminopterin
and amethopterin) antagonistic to folic acid, inhibited folate requiring enzymes and caused a remission
of acute lymphoblastic leukemia (ALL) in children [4,5]. Since then, either by a clear biological insight
or by a pure stroke of luck, several synthetic and naturally occurring agents were identified, studied,
and used in clinics for their cytotoxic and chemotherapeutic effects in the treatment of several cancers.

However, the patient responses to the chemotherapeutic drugs are often hugely variable in
the clinical scenario. While some cancer subjects respond positively to drug treatment and are
effectively cured of the disease, other patients show a ‘resistance’ to the drug treatment, leading to
a decreased drug response and recurrence/relapse of the disease, thus contributing to over 90% of
the mortality among patients with malignant tumors [6]. In some instances, cancer cells possess
an inherent capacity (intrinsic/innate resistance) to survive clinically relevant dosages of the drug,
resulting in inadequate initial patient response to the administered treatment [7]. Cases of ‘acquired’
resistance in which the patient shows an initial positive response to the therapeutic intervention
(chemotherapy, molecular-targeted anti-cancer drugs, and cancer immunotherapy) and then gradually
becomes unresponsive to the treatment as a result of acquired genetic, epigenetic, and protein
alterations, leading to cancer relapse is a significant hurdle in a clinical setting [7,8]. In neoplasms,
one or more complex mechanisms of tumor evolution and heterogeneity, metabolic adaptations,
acquired secondary genetic and epigenetic alterations, signaling pathway feedback loops and bypass
mechanisms, tumor-induced modifications of the microenvironment, and the presence of cancer stem
cells (CSCs), contribute to drug resistance depending on the class of drugs and treatment strategies being
employed [8–10]. Although our knowledge of many of the individual drug-resistance mechanisms
has expanded significantly, a comprehensive understanding and means of addressing multifactorial
drug-resistance mechanisms have yet to be achieved.

Among women, breast cancer remains the most prevalent type of cancer and the second leading
cause of death due to cancers worldwide [11]. Breast cancers are highly heterogenous (inter-tumor
and intra-tumor) in nature, and the identification of their molecular subtypes holds the key for
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clinicians toward the decision making with regard to the choice of the treatment strategy and
prediction of the treatment outcome and prognosis [12–14]. In terms of the absence or presence of
one or more of the estrogen receptor (ER), progesterone receptor (PR), and human epidermal growth
factor receptor 2 (HER2) and the Ki-67 status, breast cancers are classified into triple-negative breast
cancers (ER−, PR−, HER2−), luminal A (ER+, PR+, HER2−, Ki-67low), luminal B (ER+, PRlow, HER2−,
Ki-67high) and HER2+ (ER−, PR−, HER2high/overexpressed) subtypes [13]. While the breast cancer subtypes
positive for one or more of the receptors (ER, PR, or HER2) are treated by hormonal intervention,
the triple-negative breast cancers (TNBC) will not benefit from the hormone-based therapy and
treatment. Using chemotherapeutic agents remains the mainstay standard for the treatment for TNBCs
with very few other targeted options to control and irradicate the growth of the TNBC tumors [12,13].
The complexity among TNBCS further deepens since based on gene expression analysis and gene
ontologies, TNBCs are further classified into basal-like 1 (BL1), basal-like 2 (BL2), mesenchymal
(M), mesenchymal stem-like (MSL), immunomodulatory (IM), and luminal androgen receptor (LAR)
subtypes [12,13,15]. In a majority of cases of breast cancer (stages I, II, and III) where the primary
solid tumor is localized, the therapeutic intervention requires surgical elimination of the tumor and
radiation therapy, while advanced metastatic (stage IV) breast cancers are treated using systemic drug
interventions [16,17]. Furthermore, neoadjuvant/adjuvant therapy using drugs is usually administered
before or after surgical removal of the tumor, respectively [16,17].

While modern-day diagnostics and awareness programs have increased the chances for the early
detection of the disease, it is still more likely that the disease comes to light only during its later
stages, since the early stages remain asymptomatic, and often, in addition to the cultural stigma that
limits potential patients from seeking medical care and advice, most of them have limited access to
medical care or screening programs and pose a financial burden in the absence of health insurance
coverage [18–20]. In some instances, the efficacy of the therapeutic intervention is compromised when
the patients undergoing therapy are unable to absorb the drug adequately or at times rapidly metabolize
and excrete the drug, leading to less than adequate levels of the drug in the body that are required
for its anti-tumor effect [21]. Additionally, especially in the elderly, the occurrence of debilitating side
effects and reduced tolerance to the drug may require a reduction in the dosage to sub-optimal levels,
further reducing the effect of the drug on the tumor [21]. In turn, this would require that multiple
low-dose therapeutic interventions be performed to achieve maximum efficacy in the treatment,
which is when the tumor cells develop resistance to the treatment. However, the most gripping concern
is the fear of relapse/recurrence of the disease in patients (most of them leading ultimately to death) that
adversely impact the mental health, quality of life, and adherence to post-treatment surveillance among
cancer survivors who had otherwise positively responded to the various therapeutic interventions and
had shown significant recovery from the disease [22,23].

A study that analyzed the 10-year breast cancer recurrence rates among 8062 women from the
Netherlands reported that women with the HER2+ type of tumor had the highest rates of local
recurrences (7.5%) and distant metastases (25.6%), while the luminal A subtype showed the least
chance of local recurrence (3.7%) and distant metastases (9.5%) [24]. TNBC tumors, on the other hand,
were characterized by high rates of regional recurrences (5.2%), while the luminal A tumors showed
the lowest rates (1.7%) of regional recurrences [24]. TNBC tumors had the worst 10-year overall
survival (OS) rates, while HER2+ tumors had the lowest 10-year recurrence-free survival (RFS) [24].
Several other studies have shown similar patterns of OS and RFS, among other populations [25,26].
More than 50% of the disease relapse/recurrence in hormone receptor-positive breast cancers occurs
nearly 6+ years (recurrence rate is twice as high when compared to hormone receptor-negative tumors)
after initial diagnosis and following 5 years of adjuvant endocrine therapy, posing a significant clinical
challenge [27]. ER+ tumors have shown late recurrences, while ER-negative tumors tend to recur
during the first 5 years [28]. TNBCs, on the other hand, show a high risk for distant recurrences
when compared to hormone receptor-positive tumors [28]. The cancer treatment administered after
initial diagnosis also significantly influences the risk of recurrence among breast cancer patients [28].
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In tamoxifen-treated breast cancer patients (5-year treatment), more than 50% of all recurrence occurred
between 6 and 15 years after initial diagnosis [27]. The relapse/recurrence of the disease could be
mainly attributed to dormant cancer cells (undetected sub-clinical residual disease), which gain the
capacity of active re-growth locally or at distant metastatic sites and the existence of ‘innate/intrinsic’
or ‘acquired’ resistance to therapeutic interventions in these cancers, where the neoplastic cells survive
the primary treatment(s), resulting in the enrichment and growth of drug-resistant variant population,
leading to cancer progression and relapse of the disease [21,27].

Studies have revealed that metformin (1, 1-dimethylbiguanide), a widely used anti-hyperglycemic
agent, sensitizes breast tumor response to various chemo- and radiotherapeutic interventions.
Metformin also selectively targets CSCs and improves the hypoxic microenvironment, suppresses the
tumor metastasis and inflammation, as well as regulates the metabolic programming, induces apoptosis,
and reverses epithelial–mesenchymal transition and MDR. In the current article, with particular focus
on CSCs, we briefly discuss the concepts of acquired and intrinsic chemoresistance in breast cancers,
lay out the possible mechanisms that contribute to breast cancer chemoresistance and the role of
anti-hyperglycemic metformin as a chemo-sensitizing/re-sensitizing agent by targeting breast cancer
stem cells.

2. Mechanisms of Chemoresistance in Breast Cancers

Cancer, once considered as a pathological condition stemming from the dysregulation of
proliferation and apoptosis caused by gene mutations, has gained importance as a metabolic,
inflammatory, and lifestyle disease, which can also be caused by infectious agents (bacteria and
viruses) [29–33]. The boom in knowledge regarding the multifaceted aspects of the etiology of
cancer has also revealed potential targets that can be therapeutically modified using new/re-purposed
anti-cancer agents and/or radiation therapy to treat the disease efficiently. However, one of the
most significant challenges faced by oncologists worldwide is the emergence of resistance to therapy,
metastasis, and relapse of the disease [21]. The ‘intrinsic/innate’ resistance and, more importantly,
the ‘acquired’ resistance to chemo- and radiotherapeutic interventions is a major contributor to tumor
relapse/recurrence and an increase in the mortality among cancer patients [34].

As mentioned earlier, at times, the positive effect of the therapeutic intervention is largely
compromised when the adequate therapeutic concentration is not achieved by the patient due to
reduced absorption of the drug or when the drug is metabolized and eliminated from the body [21].
Intolerance and severe side effects to therapeutic drugs also may require the administration of a reduced
dosage of the drug, thus decreasing the response to the drug and overall efficacy of the treatment [21].
However, in a majority of the cases, the tumor/cancer cells themselves are genetically/epigenetically
equipped to fight off/resist the cytotoxic effects of the therapeutic interventions through various
resistance mechanisms that are unique, owing to the ‘intra-tumor’ and ‘inter-tumor’ heterogeneity
and variability [21,35,36]. Furthermore, random variations in the expression of oncogenes and
tumor suppressor genes in response to exposure to anti-cancer therapeutic interventions result in the
enrichment of therapy-resistant variant cells in the tumor and the development of ‘acquired’ resistance
to therapeutic intervention [21,34]. In cancers, including breast cancers, the factors that influence
therapeutic resistance mainly include (Figure 1): (1) the presence of breast cancer stem cells (BCSCs),
(2) epithelial–mesenchymal transition, (3) tumor heterogeneity and microenvironment, (4) active DNA
damage repair mechanisms, (5) altered/adaptive/aberrant metabolism, (6) variations in drug uptake
and active drug efflux systems, (7) activation of oncogenic, pro-survival, and anti-apoptotic signaling
pathways, and (8) active drug detoxification and target alteration systems [21,34]. Various authoritative
reviews explained these aspects in detail. As these reviews are widely available online and the
topic is beyond the scope of this article, this review will not focus on these aspects [11,21,37–46].
However, similar mechanisms, in the perspective of BCSCs, which confer resistance to breast cancer
against therapeutic intervention, are explained in Section 4 (role of BCSCs in chemoresistance in breast
cancers) below.
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Figure 1. Mechanisms of chemoresistance in breast cancers: In breast cancers, the factors that influence
therapeutic resistance mainly include (illustrated clockwise); (1) the presence and influence of breast
cancer stem cells (BCSCs) that can initiate and re-populate tumors, (2) epithelial–mesenchymal
transition (EMT), (3) tumor heterogeneity and microenvironment (characterized by hypoxia,
inflammation, autophagy, and presence of cancer-associated fibroblasts, immune cells such as
tumor-associated macrophages, and tumor endothelial cells), (4) active DNA damage repair mechanisms,
(5) altered/adaptive/aberrant metabolism (characterized by the Warburg effect, altered amino
acid/protein/lipid and nucleotide metabolism, utilization of glutamine, and isoforms of metabolic
enzymes that support cancer initiation, progression, and resistance to therapy), (6) variations in drug
uptake and active drug efflux systems (ATP binding cassette; ABC/multidrug transporters), (7) activation
of oncogenic, pro-survival and anti-apoptotic signaling pathways (the phosphatidylinositol-3-kinase;
PI3K/protein kinase B; Akt/ mammalian target of rapamycin; mTOR, mitogen activated protein
kinase; MAPK, nuclear factor-kappa B; NF-κB, Wnt/β-catenin, janus kinase; JAK/signal transducer and
activator of transcription 3; STAT3 and hypoxia inducible factor 1; HIF1 pathways), and (8) active drug
detoxification and target alteration systems.

3. Counteracting Chemoresistance in Breast Cancers: Why Metformin?

3.1. Indirect and ‘Direct’ Anti-Cancer/Anti-Tumor Effects of Metformin in Breast Cancers

It is a globally accepted fact that the risk of cardiovascular, hepatic, renal, and nerve diseases
significantly increases in a diabetic subject [47–51]. In addition, the occurrence of diabetes was linked to
an increase in the risk of incidence, progression, and aggressiveness of several cancers such as pancreas,
liver, breast, colorectum, and skin cancers [51–54]. Furthermore, diabetes and its associated metabolic
and inflammatory alterations were linked to the increasing invasiveness, metastasis, relapse/recurrence,
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and mortality among diabetic–cancer subjects [51–53,55–57]. The possible molecular link between
diabetes and cancer (with particular reference to breast cancer) was explained in detail in our previously
published article [52]. Briefly, in our previous article, we have identified the metabolic disturbances
that occur in diabetes (dyslipidemia, hyperinsulinemia, and hyperglycemia) and have linked them
to the downstream aberrant molecular mechanisms that play out in a cell not only leading to the
incidence of breast cancer but also supporting its progression and aggressiveness and affecting the
response to therapeutic interventions [52].

In light of this causal link between diabetes and breast cancer, several different classes of
antidiabetic drugs were tested for their potential anti-cancer efficacy either directly or indirectly
(by regulating/normalizing the blood glucose levels). Insulin and insulin analogs used in the treatment
of diabetes supported the growth of the breast tumor through the activation of mitogenic and angiogenic
signaling mechanisms [51,52]. However, Evans et al. in 2005, associated metformin (the most widely
prescribed, well-tolerated anti-hyperglycemic drug with minimal side effects, known to be off-patent
since 2002 and thus affordable) with a reduced risk/incidence of different cancers, thus leading to a
spike in interest among the scientific community to study the potential anti-cancer/anti-tumor effects
of metformin [51,52,58,59].

Owing to the hydrophilic and cationic nature of metformin at physiological pH, its cellular
absorption, distribution, and elimination requires membrane-bound transporter molecules. While the
organic cation transporters 1, 2, and 3 (OCT1, OCT2, and OCT3) support metformin transport into the
cell, the plasma membrane monoamine transporter (PMAT) and multidrug and toxin extrusion protein
1 and 2 (MATE1 and MATE2) are involved in the cellular extrusion of metformin [60–67]. Reports also
suggest that the intestinal absorption and renal reabsorption of metformin are dependent on the presence
of the thiamine transporter 2 (THTR2), while the hepatic uptake of metformin depends on OCT1 [68,69].
Consequently, the levels of expression of the various transporters (OCTs, PMAT, and MATEs) on cancer
cells would determine their sensitivity to metformin and the extent to which metformin can exert
its inhibitory effect on cancer cell proliferation, invasion, and metastasis while inducing apoptotic
cell death [60–67,69,70]. The overexpression of OCT3 in MCF7, BT20, and MDA-MB-468 breast
cancer cells support the accumulation, and hence, the anti-proliferative effects of metformin in these
cells [71]. The increased expression of OCT2 elevated the intracellular accumulation of metformin in
an in vivo rat model of the mammary tumor and subsequent 5′ adenosine monophosphate-activated
protein kinase (AMPK)-dependent decrease in cell proliferation, tumor volume, and suppression of
tumor progression [72,73]. On the other hand, MATE2 (responsible for the extrusion of metformin
from the cell) overexpression corresponded to the intrinsic resistance of several cancer cells to the
anti-proliferative effect of metformin [74].

In a diabetic subject on a metformin treatment regimen, metformin controls/decreases the
circulating blood glucose by decreasing (a) liver gluconeogenesis and glycogenolysis, (b) intestinal
glucose absorption, and (c) the release of free fatty acids from the adipose tissue [51,75–79]. Additionally,
metformin treatment increases cellular insulin sensitivity, leading to an increase in the rate of glucose
utilization by the muscles and ultimately reduced blood glucose levels [51,75–79]. In turn, the decrease
in the blood glucose concentration reduces the synthesis and secretion of insulin by the pancreatic
β-cells and reduction in the levels of circulating insulin [51,52]. As recently published, insulin and
insulin-like growth factor-1 (IGF1) activates several pro-mitogenic and pro-angiogenic signaling
mechanisms and thus support pathogenesis and the progression of several cancers, including breast
cancers [51,52]. Therefore, metformin treatment-related decrease in circulating insulin levels correlates
to the ‘indirect’ anti-cancer/anti-tumor effects of metformin via the inhibition of the mitogenic and
pro-angiogenic signaling mechanisms which are otherwise activated by insulin and IGF1 [51,52,80].

It is well-established that cancer cells (including breast cancer cells) showcase significantly altered
metabolic characteristics and display a higher rate of glycolysis (Warburg effect). In cancer cells,
glucose is metabolized, leading to lactate accumulation and inadequate functioning of the mitochondrial
oxidative phosphorylation mechanism to rapidly derive its energy currency, adenosine triphosphate
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(ATP), to meet its highly demanding cellular activities to maintain cell proliferation and survival under
hypoxic conditions [81]. The ability of metformin to decrease blood glucose levels and therefore reduce
the availability of glucose to cancer cells accounts for the ‘direct’ anti-cancer/anti-tumor effects of
metformin [51,52]. However, in the absence of glucose or when glycolysis is inhibited, cancer cells
engage alternative sources and mechanisms to meet the energy requirements of the rapidly proliferating
cell [82–85].

The ‘direct’ anti-cancer/anti-tumor effects of metformin via AMPK reportedly involve an
associated downstream suppression of the mammalian target of rapamycin-C1 (mTORC1) and/or
acetyl–CoA carboxylase (ACC) and/or cellular-Myc (c-Myc) and/or nuclear factor kappa-B (NF-κB)
pathways or activation of the double-stranded RNA specific endoribonuclease (DICER) and/or the p53
pathways which in turn through several intracellular mediators, activation of anti-oncogenic genes,
and downregulation of pro-oncogenic genes eventually accounts for the metformin treatment-related
anti-proliferative, anti-migratory, pro-apoptotic and tumor-suppressive effects of metformin in cancers
(Figure 2) [51,80,85–101]. On the other hand, metformin treatment-associated AMPK independent
anti-cancer/anti-tumor/anti-proliferative and pro-apoptotic effects reportedly involve the inhibition
the complex 1 of the mitochondrial electron transport chain (ETC) and/or Rag GTPases and/or signal
transducer and activator of transcription-3 (STAT3) and activation of regulated DNA damage-1 (REDD1;
also known as DNA damage-inducible transcript-4-DDIT4) (Figure 2) [51].

Figure 2. The molecular mediators and ‘direct’ anti-cancer/anti-tumor effects of metformin in breast
cancers: (A) Metformin treatment-mediated adenosine monophosphate-activated protein kinase
(AMPK) activation subsequently involves ‘AMPK-dependent’ inhibition of mTORC1, cellular-Myc
(c-Myc), acetyl–CoA carboxylase (ACC), and NF-κB and pathways and/or activation of p53
pathway and double-stranded RNA specific endoribonuclease (DICER)-dependent pathways.
The ‘AMPK-independent’ anti-cancer or anti-tumor effects of metformin reportedly require the
activation of regulated DNA damage-1 (REDD1) and/or the inhibition of Rag GTPases and
signal transducer and activator of transcription 3 (STAT3)-dependent mechanisms. (B) Both
AMPK-dependent and independent mechanisms ultimately account for the reported in vitro, in vivo,
and clinical anti-cancer effects of metformin that involve translational inactivation, cell-cycle arrest,
inhibition of cellular proliferation and migration, activation of apoptotic cell death, inhibition of
epithelial–mesenchymal transition (EMT), suppression of cancer invasiveness and metastasis, and
counteracting multidrug/therapy resistance in breast cancers.
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Previously, we discussed the potential of metformin as an anti-cancer drug in the treatment of
breast neoplasms and described the biology and the molecular mechanism of action of metformin,
in the light of the data available from various studies (in vitro, in vivo, preclinical and clinical) that
have tested the potential of metformin as an anti-cancer/anti-tumor drug either as a monotherapy
or in combination with other anti-cancer agents in breast cancer therapy [51]. Besides, we have
identified areas that need further clarity, with regard to the anti-tumor potential of metformin, such as
a therapeutic dosing of metformin specific to breast cancers, the response of breast cancer cells to
metformin at high concentrations, and possible acquired resistance against metformin in all breast
cancers or specific types of breast cancer. Furthermore, more studies are warranted regarding the
additive or synergistic effect and efficacy of metformin when used in combination with classical
anti-cancer drug treatment regimens and the possibility that metformin administration could be
beneficial in breast cancer prevention in non-diabetic individuals [51].

3.2. Chemo-Sensitizing/Re-Sensitizing Effects of Metformin in Breast Cancer

3.2.1. Endocrine Therapy Resistance and Metformin

Nearly 70% of all known breast cancers are endocrine-dependent and ER+ [102]. Additionally,
it is known that diabetes, a key risk factor for the incidence of breast cancer, is capable of modulating
estrogen availability and receptor function, thereby enhancing the risk and progression of breast
cancer [52]. Although surgical removal of the tumor is involved in a majority of the breast cancer cases,
adjuvant endocrine therapy has increased the overall survival while decreasing and delaying the risk
of relapse of the disease [102]. Currently available adjuvant endocrine therapy includes (1) agents
that block ovarian function such as goserelin (trade name: Zoladex®) and leuprolide (trade name:
Lupron®), (2) drugs that block estrogen production such as the aromatase inhibitors anastrolzole
(trade name: Arimidex®), letrozole (trade name: Femara®), and exemestane (trade name: Aromasin®),
(3) selective estrogen receptor modulators (SERMs) such as tamoxifen (trade name: Nolvadex®) and
toremifene (trade name: Fareston®), and (4) antiestrogenic agents such as fulvestrant (trade name:
Faslodex®) [102].

In ER+ luminal A cell lines (MCF7 and ZR-75-1), while both tamoxifen and metformin treatment
caused a significant dose-dependent drop in cell proliferation, a combination of tamoxifen (5 or
10 µM) and metformin (5 mM) had an additive effect on the inhibition of proliferation of the
MCF7 and ZR-75-1 cells when compared to tamoxifen treatment alone [103]. The combination of
metformin and tamoxifen was more effective in inhibiting the DNA replication, colony formation,
and promoting apoptotic cell death of the luminal A cells when compared to cells treated with tamoxifen
alone [103]. Molecular analysis revealed that combination treatment significantly mediated activation
of AMPK, inhibition of the mTOR pathway, upregulation of pro-apoptotic Bax, and downregulation
of anti-apoptotic Bcl2 [103]. Consistent with the in vitro data, in an in vivo nude mice model in
which tumor xenografts were developed by injecting MCF7 cells into the mice, the combination
treatment using metformin (2 mg/mL in drinking water) and tamoxifen (60 mg/kg by oral gavage)
caused tumor growth arrest, reduction in tumor weight, and decrease in the expression/levels of Ki-67,
phospho-AMPK, phospho-mTOR, and phospho-p70S6K [103].

Metformin (15–25 mM, the authors themselves have noted that these are high concentrations
of metformin) treatment reportedly increased the levels of phospho-AMPK (T172) and significantly
inhibited cell proliferation and the levels of the ERα protein and suppressed ERα targeted gene
expression (c-Myc, cyclin D1, PR, and trefoil factor 1/TFF1/protein pS2) in both luminal A MCF7
cells and tamoxifen-resistant MCF7 cells [104]. Similar results were also obtained upon metformin
treatment in estrogen-stimulated MCF7 cells and tamoxifen-resistant MCF7 cells [104]. Similar results
were obtained in response to metformin treatment in luminal B MDA-MB-361 (ER+/HER2+) cells [104].
In a 1-methyl-1-nitrosourea (MNU) induced in vivo rat model of ER+ post-menopausal breast cancer,
treatment with metformin significantly reduced tumor size while inhibiting the formation of new
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MNU-induced tumors [105]. The tumor microenvironment of the metformin-treated animals showed
a decrease in aromatase-positive and CD68-positive macrophages and decreased lipid deposition
in the liver of these animals, indicating that metformin should be capable of targeting the immune
microenvironment to improve whole-body metabolism [105]. However, a phase II randomized clinical
study using a combination of aromatase inhibitor (exemestane; 25 mg/day or letrozole; 2.5 mg/day)
and metformin (0.5 g, twice daily, oral administration) in 60 post-menopausal women with hormone
receptor-positive metastatic breast cancer failed to show an improvement in the efficacy of the endocrine
therapy with the addition of metformin in the treatment regimen [106].

3.2.2. Doxorubicin (DOX) and Metformin

Metformin administration-associated downregulation of platelet-derived growth factor B (PDGF-B)
and subsequent inhibition of angiogenesis and the formation of immature vasculature was reported in
an in vivo model of breast cancer, leading to metastatic inhibition and sensitization of the breast cancer
to chemotherapeutic intervention [107]. In doxorubicin (trade name: Adriamycin®, DOX)-resistant
breast cancer (MCF7/DOX) cells, the exposure to metformin re-sensitized the cells to DOX, which was
evidenced by the significantly higher DOX-induced cytotoxicity and apoptosis in these cells after
exposure to metformin [108]. This effect of metformin was correlated to the ability of metformin
to the decrease in intracellular ATP content and inhibition of the activity of multidrug resistance
(MDR) mediating P-glycoprotein (P-gp) [108]. The same research group further demonstrated that
co-treatment of DOX and metformin, encapsulated within nanoparticles, was effective in inhibiting the
activity of P-gp, leading to increased DOX uptake and an accumulation of MCF-7/DOX cells, thereby
re-sensitizing the cells to DOX-induced cytotoxicity and increasing the susceptibility to apoptosis [109].
Metformin increased the tumor response to radiation in diabetic breast cancer patients and played a
role in a positive response to survival [110].

Metformin (0.1 mM to 5 mM) treatment caused an AMPK activation-related suppression of cellular
proliferation of parental MCF7 cells and DOX-resistant MCF7 cells in a concentration-dependent
manner; however, this was to lesser extend in DOX-resistant MCF7 cells [111]. Both the DOX-sensitive
and DOX-resistant MCF7 cells were sensitive to the additive anti-proliferative effect of a combinatory
treatment of DOX (1µM) and metformin (1 mM) than when either drug was used as a monotherapy [111].
Additionally, metformin treatment decreased the overexpression of multidrug-resistant (MDR) proteins
in in vitro and in vivo models of DOX resistance, thereby re-sensitizing the DOX-resistant breast cancer
cells and tumors to DOX treatment [111]. However, the metformin-related reduction of MDR proteins
in DOX-resistant cells was independent of AMPK activity [111]. Although metformin suppressed
the proliferation in both ER-positive (T47D and MCF7) and triple-negative (BT20 and MDA-MB-231)
breast cancer cells, the anti-proliferative effect was higher in the ER-positive cells [111]. Davies et al.
(2017), in their study, also pointed to the possibility that pre-treatment with metformin may effectively
attenuate the development of drug-resistant cancers [111].

3.2.3. Everolimus and Metformin

Co-treatment with metformin had an additive effect on the everolimus (an orally administered
mTOR inhibitor) treatment-associated inhibition on colony formation and cell proliferation in MCF7,
MDA-MB-231, and T47D breast cancer cells [112,113]. The combinatory treatment of metformin and
everolimus markedly suppressed the activity of the mTOR signaling pathway and the mitochondrial
respiration in these cells, although no significant changes in autophagy or apoptotic cell death were
reported [112,113]. Interestingly, in the three different cells used for the study, the efficacy of metformin
varied with the concentration of glucose at which the cells were maintained during the experiments.
In MCF7 and MDA-MB-231 cells, metformin (5 mM) effectively reduced cell proliferation at low
glucose (2.75 mM) conditions rather than at high glucose (11 mM) concentrations, while the sensitivity
of T47D cells to metformin was independent of glucose concentrations [112,113].
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3.2.4. Trastuzumab and Metformin

Trastuzumab (brand name: Herceptin®) administration was effective in increasing the survival
and improving outcomes in HER2-positive breast cancer patients who are otherwise associated
with mostly negative outcomes and increased mortality [113,114]. Trastuzumab, a high-affinity
monoclonal antibody, works by binding to the extracellular binding domain of the HER2 receptor,
thereby preventing HER2 cleavage and subsequently inhibiting the cell proliferation process [113,114].
Apart from its adverse cardiotoxic effect, prolonged treatment with trastuzumab generates an acquired
resistance toward the drug, giving rise to a trastuzumab-resistant highly aggressive, metastatic,
and invasive subline of HER2-positive breast cancer cells [113–115]. The HER2/IGF-1R modulated
pathway supported the increased rate of cell proliferation in the trastuzumab-resistant sublines of
the cells [113,114]. Metformin treatment decreased HER2/IGF-1R activity (while HER2 expression
remains unaffected) specifically in the trastuzumab-resistant forms of the HER2-overexpressing (BT474
and SKBR3) breast cancer cells. It reportedly inhibited the cellular proliferation and colony-forming
capacity of the cells, while the mTOR inhibitor rapamycin failed to arrest cell growth in the resistant
cell lines [114]. Furthermore, the cardioprotective effects of metformin attenuated the cardiotoxic
effects of trastuzumab administration [116].

Lapatinib (trade name: Tykerb®), an HER2 tyrosine kinase inhibitor, is currently being used
in patients with HER2 overexpressing breast carcinomas, which have shown progressive response
to trastuzumab administration [113,117]. However, both intrinsic and acquired resistance was
reported to compromise the efficacy of lapatinib treatment [113,117]. The hyperactivation of the
phosphatidylinositol-3-kinase (PI3K)/mTOR/p70S6K1 axis was correlated to the resistance to lapatinib
in lapatinib refractory models [113,117]. Metformin reportedly inhibits mTOR and subsequent p70S6K1
activity and therefore has the potential to re-sensitize lapatinib-resistant HER2 overexpressing cells
to lapatinib [113,117]. Lapatinib-resistant MCF7/HER2-LapR cells were susceptible to metformin
treatment, which suppressed the pathways that were linked to the acquired resistance to lapatinib in
the cells [117].

The high affinity of trastuzumab for the extracellular domain of HER2 was exploited as a targeted
drug delivery mechanism by linking it to emtansine, which is a drug that inhibits the microtubule
assembly of the cells [118]. When the trastuzumab-emtansine (trastuzumab-DM1; T-DM1) antibody
drug conjugate is administered, the trastuzumab binds to the HER2 receptors, and the internalization
of T-DM1 is followed by the release of emtansine into the cells; this results in a disruption of the
microtubule assembly, leading to cytotoxicity [118]. In a study of trastuzumab emtansine versus
capecitabine plus lapatinib in participants with HER2+ locally advanced or metastatic breast cancer
(EMILIA), T-DM1 treatment significantly increased progression-free survival (PFS) and overall survival
(OS) in metastatic breast cancer patients [113,118]. However, the association of caveolin-1 (Cav1,
a 21 kDa protein of the ‘caveolae’-cave-like structures of the membrane) and trastuzumab, facilitate the
internalization of T-DM1. Thus, the efficacy of T-DM1 was dependent on the endocytotic process linked
to the expression levels of Cav1 of the cells. The Cav1 expression levels (independent of the levels of
HER2) widely varied between patients, and hence, T-DM1 did not work well with treatment subjects
with low levels of Cav1 expression [118]. In such a scenario, a metformin treatment-induced increase
in Cav1 expression enhanced T-DM1 internalization. It improved the efficacy of T-DM1 administration,
causing a Cav1-linked downregulation of the Akt and MAPK pathways and promoting cell death via
the reduction of pro-survival protein Bcl2 in BT474 and SKBR3 cells [118].

3.2.5. Cisplatin and Metformin

Cisplatin, which is widely used in the treatment of solid tumors such as those of the breast and
ovaries, reportedly binds to the reactive N7 of the purine residues in DNA, causing breaks in the DNA
double-strand in rapidly dividing cancer cells and hence blocks cell division and induces cell death by
apoptosis [119]. Although solid tumors consistently respond well to cisplatin intervention during the
early phases of the treatment, the anti-tumor effect of cisplatin wears off over time due to the activation
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of the homologous recombination DNA repair mechanism, which is a form of acquired resistance
to the drug [120]. RecA homolog DNA repair recombinase (RAD51) protein, the strand transferase,
polymerizes into a nucleoprotein filament on single-stranded DNA. It promotes DNA strand exchange
with the undamaged homologous chromatid, making it an essential component of the cellular DNA
repair mechanism, the suppression of which should sensitize cancers to genotoxic DNA-damaging
drugs such as cisplatin [120–122].

Metformin treatment (5 mM) reportedly suppressed the cisplatin-induced extracellular
signal-regulated kinase (ERK)-dependent upregulation of RAD51 by decreasing the levels of
phosphorylated ERK1/2, decreasing the stability of the RAD51 protein, and inducing the 26S
proteasome-dependent degradation of RAD51 in Hs578T and MDA-MB-231 triple-negative breast
cancer (TNBC) cells [120]. In turn, metformin enhanced the cisplatin-induced DNA damage and
associated inhibitory effects on cellular proliferation, migration, and invasion and metastasis of the
cells [120]. In an in vivo BALB/c mice model of breast cancer, the combination of cisplatin and
metformin inhibited the increase in the volume of 4T1 cell injection-derived tumor xenografts with a
correlated decrease in RAD51 levels [120].

3.2.6. Multidrug Resistance and Metformin

A stepwise selection using increasing concentrations of 5-fluorouracil (5-FU) yielded MCF7
derived MCF7/5-FU population of the cells, which were resistant to multiple chemotherapeutic drugs,
5-FU, DOX (adriamycin), and paclitaxel (PTX) [123]. The MCF7/5-FU cells exhibited an altered
phenotype and an inclination toward EMT [123–126]. Metformin (10 µM) treatment caused the
AMPK-dependent reversal of the multidrug resistance of MCF7/5-FU cells, re-sensitized them to 5-FU,
DOX, and PTX, and subsequently suppressed the EMT phenotype and inhibited the invasiveness
of these cells [123]. Moreover, treatment with metformin yielded that similar results were obtained
in multidrug-resistant MDA-MB-231 cells [123]. Interestingly, these effects on the breast cancer
cells were shown at physiologically achievable concentrations of metformin (10 µM). A synergistic
AMPK-dependent sensitization, enhancement of anti-proliferative effect, and activation of apoptosis
was observed in parental MDA-MB-468, MDA-MB-231, and SKBR3 breast cancer cells when metformin
(2.5 mM to 20 mM) was used in combination with 5-FU, epirubicin, and cyclophosphamide (FEC) [127].

4. Role of BCSCs in Chemoresistance in Breast Cancers

Pierce and Wallace, in 1971, were the first to show that in an in vivo model of squamous
cell carcinoma, aggressive forms of undifferentiated cells can generate benign well-differentiated
cells [128,129]. More than 20 years later (1994), a sub-population of cells distinct from the bulk tumor
cells was identified in patients who had acute myeloid leukemia [130]. Then, CSCs were subsequently
identified in tumors of the breast, brain, prostate, colon, and pancreas [131–136]. A mere few hundred
of the cells from a small sub-population of CD44+/CD24neg/low/ESA+ derived from human breast
cancer cells (grown in immuno-compromised non-obese diabetic/severe combined immunodeficiency;
NOD/SCID mice) were capable of forming new tumors when injected into immuno-compromised
NOD/SCID mice, leading to the identification of tumor-initiating/tumorigenic breast cancer cells [131].
Interestingly, the tumors generated from the tumorigenic CD44+/CD24neg/low/ESA+ cells also contained
a diverse and mixed population of cells (tumorigenic and non-tumorigenic) that were present in
the primary tumor, which is a characteristic that was indicative of the plasticity of the tumor [131].
This study laid the foundation for the concept of BCSCs in breast cancers [137]. Since the basal cells
and the identified BCSCs shared similar surface markers, the study also strengthened the notion that
BCSCs are derived from the normal basal mammary stem/progenitor cells as a result of mutations,
transformations, and the aberrant self-renewal and differentiation pathways that occur in the basal
stem/progenitor cells [131,138]. Reports have also suggested that BCSCs originate from the tumor
epithelial cells that undergo EMT, since they are susceptible to transformation and share several
features common to healthy and tumorigenic stem cells [139–142].
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Chemotherapy and radiation therapy are most efficient in inhibiting cell proliferation and activating
cell death and regressing the tumor in a majority of the breast neoplasms. However, reports suggest that
the less abundant sub-population of tumorigenic self-renewing CSCs is enriched post-chemotherapy
and radiation therapy in many different cancers, including breast cancers [143–155]. Thus, the BCSCs
escape chemo- and radiotherapy, hampering the effectiveness of the therapeutic intervention and later
supporting the invasion, metastasis, and regeneration/relapse of cancer, ultimately being responsible
for the poor clinical outcomes and higher death rates among breast cancer subjects. The BCSCs,
similar to all other CSCs, are endowed with specific capabilities to self-renew and differentiate,
remain dormant/quiescent, and evade the immune system (Figure 3). Besides, BCSCs possess activated
detoxification and advanced DNA repair mechanisms, highly expressed drug transport systems,
and altered metabolism, all of which contribute to the ability of the BCSCs to intrinsically resist
and escape conventional therapeutic interventions (Figure 3). Several genes regulate the stemness,
self-renewal, and tumorigenic potential of BCSCs. Lower expressions of SLUG, SNAIL1, VIMENTIN
and hZEB1 were observed in BCSCs, while genes such as SOX2, OCT4, NANOG, WNT, BMI1, ABCG2,
ALDH1, E-CADHERIN and TWIST1 were markedly increased in the BCSCs [156].

Figure 3. Specialized capabilities of breast cancer stem cells (BCSCs) include the power to resist
therapeutic strategies: The less abundant (when compared to the terminally differentiated breast cancer
cells) BCSCs with an altered metabolism are highly capable of evading therapeutic intervention and
causing a relapse of the disease by employing one or more of their capabilities such as the ability to
self-renew and differentiate into tumor progenitor cells, to evade the immune system, to activate unique
DNA repair systems, to utilize ABC transporters for multidrug resistance (MDR) and activate advanced
detoxification processes and support epithelial–mesenchymal transition (EMT). The well-studied
CD44+/CD24neg/low marker and other markers used in the identification of BCSCs are provided in the
figure [157].

4.1. BCSCs and Dormancy/Quiescence

In the bulk of the breast tumor, BCSCs make up a small sub-population of the cells with a
unique ability to shift back and forth between a state of quiescence/dormancy and self-renewal and
proliferation [39,138]. This enhances the survival capacity of the BCSCs when faced with adverse
environmental stressors, also enabling them to evade anti-neoplastic therapeutic intervention and
mask themselves from the immune system of the body [39,158,159]. The sub-population of BCSCs in
the tumor are enriched after chemo- and radiation therapy, can circulate through the blood (circulating
tumor cells; CTCs) and are found in pre-metastatic sites for extended periods (disseminated tumor
cells; DTCs) [39,150,155,158,160]. In breast cancer subjects, slow-cycling/non-proliferating BCSCs were
found (in hypoxic, necrotic, and acidic regions of the tumor) throughout the disease and played a
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crucial role in determining how the patient responds to therapy and ultimately the outcome of the
disease [39,158]. BCSCs remain in a finely regulated quiescent state (reversible G0/G1 phase of the
cell cycle), and in the event of a suitable stimulus (such as cytokine release, presence of heat-shock
proteins), the BCSCs can re-enter the cell cycle. They can, self-renew and proliferate to re-populate the
tumor and survive standard chemotherapeutic anti-cancer drugs, thus emphasizing their crucial role
in breast cancer chemoresistance [38,39,158,160–162]. The persistence and survival of the quiescent
/dormant BCSCs in breast tumors are linked to the hypoxic and the acidic tumor microenvironment,
which in turn is linked to the resistance to therapy and less favorable patient outcomes [160,163].

4.2. Tumor Microenvironment

The tumor microenvironment (TME) is a decisive and emerging component that supports the
plasticity and promotes the self-renewal and therapeutic resistance in BCSCs [39,43]. Cellular entities
(such as endothelial cells, stromal mesenchymal cells, cancer-associated fibroblasts, immunoregulatory
tumor-associated macrophages, and adipocytes), soluble and secreted factors (such as hormones,
growth factors, and cytokines), the nature of the extracellular matrix, and physical parameters such as
the local oxygen concentration, pH, and availability of nutrients in totality contribute to the complex
nature in which the TME controls the dormancy or activation of the stem-cell-like characteristics of the
BCSCs [160–164].

The bone marrow-derived multipotent mesenchymal stromal cells, under the influence of
interleukin-6 (IL6) and chemokine (C-X-C motif) ligand-7 (CXCL7; also known as the pro-platelet
basic protein), reportedly are capable of enriching the population of BCSCs in the tumor [157].
In breast cancers, activated cancer-associated fibroblasts (CAFs) regulate the BCSCs and support
stem-cell-like characteristics through factors such as monocyte chemotactic protein-1 (CCL2), IL6,
IL8, and high-mobility group box 1 (HMGB1) [43,157]. BCSCs control the function of CAFs, which
enables the CAFs to reciprocate this by promoting the self-renewal and growth of BCSCs [37,43,157].
The macrophage colony-stimulating factors produced by the tumor cells lead to the infiltration
and growth of the immunomodulatory tumor-associated macrophages (TAMs) [37,43,157]. In turn,
the TAMs produce factors such as tumor necrosis factor-alpha (TNFα) and transforming growth
factor-beta (TGFβ) and via the epidermal growth factor receptor (EGFR)/STAT3/sex determining
region Y box transcription factor 2 (SOX2) pathway can regulate the growth and stemness of BCSCs.
In addition, TAM-mediated upregulation of hyaluronan synthase 2 (HAS2) in CD44+/CD24neg/low/ESA+

BCSCs increases the interaction between TAMs and BCSCs [37,43,157].
The continuous supply of oxygen and nutrients in a growing tumor is achieved by vascularization

of the tumor with the help of the tumor endothelial cells (TECs), which are crucial for tumor
angiogenesis [43]. Apart from their crucial role in tumor angiogenesis, the TECs are capable of
enriching the CD44+/CD24neg/low BCSCs [165]. The TECs also are known to produce TNFα in response
to chemotherapeutic intervention and contribute to resistance in breast cancers [43]. Targeting tumor
angiogenesis and TECs, although effective as an anti-cancer treatment strategy during the initial phases
of the treatment, the resultant hypoxia, due to the inhibited vascularization and restricted oxygen
supply, subsequently results in persistence of BCSCs in the hypoxic environment and ultimately the
rendering of the tumor resistant to chemotherapy [40,43].

The hypoxic regions within the growing breast tumors harbor the BCSCs in their quiescent/dormant
states and protect them from the cytotoxic effects of the drug interventions [160]. One of the primary
responses of the hypoxic tumor is the production and activation of the oxygen/hypoxia sensing
hypoxia-inducible factor-1 alpha (HIF-1α) component of the HIF-1 heterodimer (made up of HIF-1α
and HIF-1β) [43]. The HIF-1 transcription factor activates the expression of several drug efflux
transporters such as the P-gp/ATP binding cassette subfamily B member 1 (ABCB1) by binding to the
hypoxia response element on the multidrug response 1 (MDR1) gene and thereby facilitates the BCSC
associated drug resistance in tumors [166]. The notch signaling mechanism and the IL-6 mediated
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signaling generated CD133high/ERlow/IL-6high BCSCs, which were capable of self-renewal and resistant
to hormone-based therapy approaches [167].

4.3. Altered Metabolism

Under hypoxic conditions and when nutrients are scarce, the BCSCs are highly capable of
adapting to such stressful circumstances by altering their metabolism [168]. The energy requirements
of quiescent BCSCs are met through higher rates of glycolysis (Warburg effect), while the tumorigenic
self-renewing, proliferating, and differentiating BCSCs derive their required energy from oxidative
phosphorylation [168,169]. This kind of metabolic plasticity/flexibility and the ability to metabolically
adapt depending on the stress in the TME help the BCSCs escape chemotherapeutic intervention and
render them resistant to treatment [41]. The energy derived from the metabolic processes may be used
to drive the energy-dependent efflux of the drugs using the multidrug-resistant transporters [41].

Furthermore, the lactic acid accumulation due to hyperactivated glycolysis will provide an
acidic TME that is suitable to preserve the BCSCs in a quiescent state [163,170]. Various glycolytic
intermediates can also be used for the synthesis of amino acids, lipids, and nucleotides, which are crucial
for CSC proliferation and stemness [41]. In addition to an increased glucose uptake and increased
rate of glycolysis, the available data are suggestive that glycolytic enzymes such as hexokinase,
enolase, pyruvate kinase, and lactate dehydrogenase also play a central role in chemoresistance
in cancers [13,41]. The metabolic plasticity and adaptations support the survival of drug-resistant
phenotypes of BCSCs [13].

4.4. Epithelial–Mesenchymal Transition (EMT)

In breast cancers, EMT plays a crucial role in the origin of BCSCs from the tumor epithelial cells
that forfeit their epithelial lineage and instead gain mesenchymal stem cell-like capacity to migrate and
invade other tissues [139–142]. During EMT, the epithelial/epithelial-like cells essentially downregulate
cell adhesion molecule markers such as the tight junction-associated E-cadherin (loss of E-cadherin is
fundamental to the process of EMT) and cytokeratins (CK18 and CK19) while gaining the expression
of mesenchymal marker N-cadherin, fibronectin, and vimentin (a cytoskeletal protein required for
migration) [171–175]. Furthermore, the induction of EMT in breast tumors allows the newly formed
BCSCs to detach from the primary tumor, resist anti-cancer treatment, and through blood circulation
metastasize to distant sites [176]. Evidence also suggests that chemotherapy and radiation therapy
can induce EMT in breast cancers [177–179]. However, the process of EMT is reversible, and upon
reaching the metastatic site of localization, the cells are capable of mesenchymal–epithelial transition
(MET), thus recovering their epithelial-like cell characteristics, proliferating, and populating the
growing tumor [176]. The therapy-induced EMT supports the detachment of cells with stem-cell-like
characteristics from primary tumors and their metastasis to other sites in the body, while MET enhances
the re-population of the tumor at the secondary sites [180,181].

The quiescent CD44+/CD24neg/low BCSCs reportedly show lower levels of E-cadherin and
a higher expression of vimentin (EMT-BCSC) while proliferative; in contrast, the aldehyde
dehydrogenase/ALDEFLUOR positive (ALDH+) BCSCs showed significantly higher levels of
E-cadherin and lower expression of vimentin (MET-BCSC) [182]. Both these, the ALDH+ and
CD44+/CD24neg/low BCSCs, are endowed with the ability to migrate to and invade other tissues and
ramp up their defense mechanisms for efficient DNA repair, detoxification, detoxification and extrusion
of drugs out of the cell. As mentioned earlier, the various players involved in the TME are crucial for
the plasticity of the BCSCs. Their ability to switch between epithelial–mesenchymal–epithelial states
by EMT/MET renders the tumors resistant to therapeutic interventions [182]. Transcription factors such
as Snail, Twist, Slug1, Zeb1, Zeb2, and FoxC2 reportedly activate EMT, which in turn is regulated by
the TGFβ, Notch, Wnt, Hedgehog, NF-κB, and HIF-1 signaling pathways, all of which were implicated
in a BCSC-driven therapy resistance and tumor progression [141,171,172,183].



Cancers 2020, 12, 2482 15 of 50

4.5. Drug Efflux Transporters, Detoxification Mechanisms, and Drug Uptake-Related Chemoresistance,
in BCSCs

In some instances, the effective intracellular concentration of the cytotoxic drug is not
achieved in resistant cancer cells, leading to drug resistance, rather than the presence of the efflux
transporters, which pump the drug out of the cell. While specific drugs enter the cell by diffusion,
plasma membrane transporters are required for others. Abraxane (albumin-bound form or PTX) and
DOX nanoparticle-based drugs (Doxil and Myocet) are internalized by micropinocytosis or endocytotic
mechanisms (clathrin-mediated, caveolae-mediated, clathrin, and caveolin independent) [11].
While each of these mechanisms can be modified by cancer cells to limit the uptake of the drug,
the clathrin and caveolin-independent endocytocic process and its modifications were implicated in
providing drug uptake-based resistance to BCSCs [11,184]. The mechanisms by which differences
in drug uptake by cancer cells confer resistance is a less studied area compared to studies on drug
efflux/extrusion mechanisms and their role in drug resistance [11].

BCSCs are equipped with highly efficient drug efflux transporters and cellular detoxification
systems that play a vital role in conferring resistance to chemotherapeutic approaches. The energy
(ATP) derived from the altered metabolic processes is used to resource the ATP-dependent drug
efflux transporters that maintain low levels of intracellular cytotoxic chemotherapeutic drugs by the
active extrusion of these drugs from the cell. BCSCs reportedly overexpress the ATP binding cassette
(ABC) transporters such as the ABCB1/multi-drug resistance protein-1 (MDR1)/P-gp, ABC sub-family
G-2 (ABCG2)/breast cancer resistance protein (BCRP), ABC sub-family C-1 (ABCC1)/multidrug
resistance-associated protein 1 (MRP1), ABC sub-family C-3 (ABCC3), and ATP-binding cassette
sub-family B-5 (ABCB5), all of which were implicated in the ability of BCSCs to resist drug interventions
and trigger cancer relapse [185]. ABCG2/BCRP and ABCB1/MDR1/P-gp that efflux Hoechst 33342 dye
are also used as a function of cell surface markers for chemoresistance in BCSCs [186,187].

The overexpression of ABCG2/BCRP in a side population of MCF7-derived cells with stem
cell-like features was associated with resistance to mitoxantrone (anthracycline anti-tumor agent
used to treat metastatic breast cancer; substrate for ABCG2) [188]. Similar results were obtained
in MDA-MB-231 TNBC cells [188]. The fine needle aspirations from recurrent metastatic breast
tumors followed by dual-wavelength fluorescence activated cell sorter (FACS) analysis combined
with Hoechst 33342 dye efflux revealed a sub-population of ABCG2 overexpressing adult BCSCs
resistant to drug-intervention [188]. Besides, the downregulation of ABCG2 in TNBCs sensitizes the
TNBCs to chemotherapeutic intervention [189]. Moreover, ABCC3 overexpression in breast cancer
samples and breast cancer cell lines was associated with the increased ability of drug resistance in
breast cancers [190]. While chemotherapy increased the gene expression of ABCC3, knocking down
ABCC3 increased DOX retention in breast cancer cells and the sensitivity and susceptibility to the DOX
and several other cytotoxic anti-neoplastic agents (mitoxantrone and methotrexate) [190].

Interestingly, knocking down ABCC3 reduced the expression of stemness-associated genes such
as Nanog and a decrease in the side-population of stem-cell-like CD44+/CD24neg/low population of the
cells [190]. In an in vivo NOD/SCID mice tumor model, the inhibition/downregulation of ABCC3 was
associated with increased sensitivity to DOX [190]. Similarly, ABCC1 overexpression was correlated
to increased drug resistance and stemness, while the knockdown of ABCC1 reversed these effects in
breast cancer cells [190].

The expression of the drug efflux transporters is regulated and modulated at multiple levels.
EMT activation-associated transcription factors are major regulators of the expression of the
multidrug efflux transporter expression [191,192]. Twist upregulates the expression of the drug
efflux, ABC transporters, thereby contributing to chemoresistance in cancers [193]. The overexpression
of SOX2 (stemness associated gene), Twist, and ABCG2 were found to be inter-related in resistance
to PTX in TNBC BCSCs [156]. Disruption of the SOX2–ABCG2–Twist1 axis sensitized the TNBCs
to PTX and reduced the mammosphere-forming efficiency (MSFE) and invasiveness of the cells,
while the epithelial-like cell features were maintained due to the inhibition of EMT [156]. Under a
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hypoxic TME, the drug resistance capacity of the CSCs is enhanced by HIF1α-driven upregulation
of ABCB1/MDR1 [191,192]. The NF-κB, Wnt, Notch, and Hedgehog signaling mechanisms were
also implicated in the regulation of expression of the multidrug efflux transporter via EMT [191,192].
Several miRNAs additionally regulate the expression of ABC transporters and hence affect the drug
resistance capabilities of the cancer cells. Tumor suppressor miR-128 sensitized breast cancers to DOX
by targeting ABCC5, while the overexpression of miR-145 suppressed ABCC1/MRP1 to overcome DOX
resistance in breast cancers [45,194,195]. Micro-RNAs, miR-7, and miR-326 were also implicated in the
reversal of multidrug resistance in breast cancers [45,196].

Furthermore, BCSCs are characterized by an increased expression and activity of ALDH1, which
is an enzyme responsible for the oxidation of intracellular aldehydes and its detoxification of carboxylic
acids [139]. Both normal and cancerous breast epithelial cells gain stem-cell-like properties with
an increased expression and activity of ALDH [139]. An increased expression of ALDH identifies
the self-renewing tumorigenic sub-population of cells in breast carcinomas, which are capable
of invasion, metastasis, and re-populating tumors at metastatic sites [139]. The high levels and
activity of ALDH were directly related to the poor post-therapeutic clinical outcome on breast cancer
patients [139]. The enrichment of ALDH + BCSCs was observed in breast cancer patients who
underwent chemotherapy when compared to non-treated breast cancer patients [192]. Other drug
detoxification systems implicated in drug resistance include dihydrofolate reductase, glutathione,
and glutathione S-transferases (GST) [40]. GST reportedly is capable of inactivating cyclophosphamide,
cisplatin, and DOX, which are commonly used anti-neoplastic drugs in the treatment of breast
cancer [40]. The decrease in efficacy of the anti-cancer drugs was also influenced by GSTπ, which
supports the detoxification and metabolism of these drugs and thereby reduces their accumulation at
an effective cytotoxic concentration within the cells [40].

4.6. Resistance to DNA Damage: The Role of Advanced DNA Repair Systems

Despite the intricately tuned resistance mechanisms in CSCs, some cytotoxic drugs can push
through these hurdles to cause DNA damage in the cells. In this worst-case scenario, the BCSCs are
well equipped with advanced DNA repair mechanisms to counteract the effects of the chemotherapy
and radiotherapy [197]. RAD51 mediated DNA strand exchange with the undamaged homologous
chromatid, and activation of the homologous recombination DNA repair mechanism confers resistance
to the TNBC against cisplatin [120]. In a mouse model of BRCA1/p53-mutated mammary tumor,
clonal evolution, resistance to platinum-based chemotherapeutic agents, and enhanced tumor
progression was observed in BCSC populations [198]. The interaction between the endoplasmic
reticulum stress-related protein kinase RNA-like endoplasmic reticulum kinase (PERK) and nuclear
erythroid-related factor 2 (NRF2) was responsible for the reduced oxidative stress, increased
drug extrusion, and resistance to chemotherapy in BCSCs [199]. Moreover, the tumorigenic
CD44+/CD24neg/low side population of BCSCs derived from MCF7 and MDA-MB-231 breast cancer
cells showed greater MSFE and were resistant to radiation when compared to the parental MCF7 and
MDA-MB-231 breast cancer cells [200]. The radiation-induced oxidative stress, as evidenced by the
levels of ROS, was significantly lesser in the stem-cell-like CD44+/CD24neg/low cells [200]. Intermittent
exposure to radiation (fractionated doses of radiation) cause a Notch-1 mediated enrichment of the
tumor-initiating CD44+/CD24neg/low side population in the MCF7 cell line [200]. Interestingly, low levels
of ROS were reported in BCSCs, and they sustain less damage to the DNA when compared to the
normal cells and owing to the active anti-oxidant/free radical scavenging systems that make the cells
resistant to radiation therapy [201]. Pharmacological targeting of the free radical scavenging systems
re-sensitized the cells to radiation [201]. Besides, increased poly (ADP-ribose) polymerase 1 (PARP1)
activity and increased base excision repair, non-homologous end-joining, and BRCA1 and 2 gene
mutations leading to the constitutive inactivation of homologous recombination were all implicated in
DNA repair and drug resistance in BCSCs [42].
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4.7. Signaling Pathways and BCSC-Driven Resistance

The abilities of the BCSCs to (1) self-renew, (2) switch between epithelial and mesenchymal
forms, (3) adapt to the heterogenous TME, (4) maintain energy needs through altered metabolism,
(5) facilitate vascular invasiveness, (6) enter into circulation and metastasize, and (7) then initiate
and re-populate tumors play a crucial role in the relapse of breast tumors and increased mortality
in breast cancer patients [192,202]. The BCSCs are ‘experts’ in the art of masking their identity and
escaping the cytotoxic/genotoxic effects of chemo- and radiotherapeutic interventions. Similar to
other healthy stem cells, all the various functions of BCSCs are tightly regulated by several signaling
pathways that chiefly include (but are not limited to) the Wnt/β-catenin, the Notch, the Hedgehog
(Hh), the PI3K/Akt/mTOR, the NF-κB, and the TGFβ [192,202]. ‘In-depth’ explanations on how these
aberrant signaling pathways influence BCSCs to drive therapy resistance in breast cancer are beyond
the scope of the current manuscript, and only the key points will be briefly discussed below while
referring to and citing articles/reviews that have explained these signaling pathways in detail. Table 1
shows the role of specific pathways or factors involved in resistance against routinely used standard
chemotherapeutic drugs in breast cancer.

Table 1. Commonly used chemotherapeutic drugs in breast cancer and pathways or factors involved in
drug resistance.

Cell Lines Drug Intervention
BCSC Marker Status Pathways/Factors Involved

in Drug Resistance Reference
CD44+/CD24neg/low ALDH+

MCF7

PTX, DOX, Epi, 5-FU,
FAC, Mito ↑ — Notch, NRF2, NF-κB/IL6 [192,203–207]

PTX, DOX — ↑ ALDH, PHGDH [192,208,209]

T47D DOX, Cis, 5-FU, FAC ↑ — Hh, MCL1, XIAP, NF-κB/IL6 [192,206,210–212]

BT474 FAC, Trastuzumab ↑ — NF-κB/IL6, IL6R [192,206,213]

SUM190 PTX, DOX, 5-FU ↑ — NF-κB/STAT3 [192,205]

SKBR3 DTX, 5-FU ↑ — Hh, XIAP [192,210,211]

MDA-MB-231
DOX, Epi, Noco, FAC ↑ — GRP78, NF-κB/IL6 [192,203,206,214]

PTX, DTX, DOX — ↑
FAK, autophagy, DNMT,
PHGDH, HIF1α, HIF2 α

[156,192,215–219]

SUM159 — ↑
ALDH, PI3K/Akt/mTOR,

NF-κB, Hh, CXCR1, HIF1α [192,219–222]

5-FU = 5-fluorouracil, ALDH = aldehyde dehydrogenase, Cis = cisplatin, CXCR1 = (C–X–C motif)
receptor 1, DNMT = DNA-methyl transferase, DOX = doxorubicin, DTX = docetaxel, Epi = epirubicin,
FAC = 5-FU+DOX+cyclophosphamide, FAK = focal adhesion kinase, GRP78 = glucose regulated protein 78,
Hh = Hedgehog, HIF1α/2α = hypoxia-inducible factor 1/2 alpha, IL6 = interleukin 6, IL6R = IL6 receptor,
MCL1 = myeloid cell leukemia 1, Mito = mitomycin, mTOR = mammalian target of rapamycin, NF-κB = nuclear
factor kappa-B, Noco = nocodazole, NRF2 = nuclear erythroid-related factor 2, PHGDH = phosphoglycerate
dehydrogenase, PTX = paclitaxel, PI3K = phosphatidylinositol-3-kinase, STAT3 = signal transducer and activator of
transcription 3, XIAP = X-linked inhibitor of apoptosis. This table was adapted from Dittmer, J. (2018) [192].

The Wnt/β-catenin signaling in cancers is associated with the initiation of the tumor, cancer cell
proliferation, migration, differentiation, survival, stemness, invasiveness, metastasis, and therapeutic
resistance [12,46,192]. EMT-promoting genes such as vimentin, twist, Slug, and Snail and those that
induce the expression of drug efflux transporter ABCG2/BCRP are modulated by the Wnt//β-catenin
signaling mechanism [192,203,223,224]. In TNBCs, the knockdown of the β-catenin signaling was
associated with a reduced stem-cell-like population, in addition to the retarded growth of the tumor
and increased sensitivity to chemotherapy [225].

The activation of Notch signaling was related to stem-cell maintenance, self-renewal, differentiation,
and resistance to chemotherapeutic drugs in BCSCs [12,192,226]. While Notch1-dependent upregulation
of ABCC1/MRP1 and resistance to DOX was observed in T47D breast cancer cells, its inhibition was
directly correlated to the sensitization of the cells to the drug [227]. Preventing the formation of the
active Notch fragment, Notch intracellular domain (NICD) inhibited the proliferation and decreased
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the number of CD44+/CD24neg/low and ALDH+ BCSC populations via the inhibition of γ-secretase and
suppressed growth in in vivo tumor xenografts [192,228]. The inhibition of γ-secretase also improved
the sensitivity of the cells to chemotherapeutic drugs [192,228,229]. Furthermore, the knockdown of
Notch1 in DOX-resistant MCF7 cells decreased the MSFE and the number of the CD44+/CD24neg/low

BCSC population among the cells [192,230]. An increase in PTX sensitivity was observed upon
Notch1 knockdown in the CD44+/CD24neg/low population of MCF7 cells, which correlated to the
downregulation of efflux transporter ABCG2/BCRP [204].

The Hedgehog (Hh) signaling pathway was associated with self-renewal capacity and
tumorigenesis in cancers [12,192]. The expression of the EMT-associated gene, Snail, was upregulated
by Hh signaling and glioma-associated oncogene homolog (Gli) related transcriptional
activity [12,192,231–233]. Hh signaling mediates the expression of multidrug resistance proteins
such as ABCB1/P-gp and ABCG2/BCRP [234]. Exposure to docetaxel caused a Hh signaling-associated
increase in the CD44+/CD24neg/low BCSC population and increased the MSFE [235].

The PI3K/Akt/mTOR and PTEN pathway, and its deregulation, was directly linked to cancer cell
proliferation and cancer progression in many different cancers [12]. The expressions of the drug efflux
transporters BCRP/ABCG2 and MDR1/ABCB1/P-gp were significantly higher in the stem-cell-like
side-population of MCF7 cells that were resistant to mitoxantrone and carboplatin when compared
to the parental MCF7 cells [236]. While tamoxifen effectively inhibited the cell proliferation of
adherent breast cancer cells, the CSC population derived from these cells was resistant to tamoxifen
treatment [237]. Exposure to tamoxifen activated the mTOR signaling mechanisms in the BCSCs,
resulting in resistance to the drug, while the pharmacological inhibition of mTOR decreased the MSFE
of the BCSCs and sensitized the cells to tamoxifen treatment [237]. Moreover, a markedly increased
expression of HER2 and resistance to trastuzumab was observed in breast cancer cells co-cultured with
mesenchymal stem cells (MSCs) [238]. Upon examination, reduced expression to a complete loss of
PTEN was observed with the subsequent activation of the PI3K/Akt mechanism in the breast cancer
cells co-cultured with MSCs [238].

The activation of NF-κB signaling in mammary epithelial cells plays a crucial role in mammary
tumorigenesis [239]. BCSCs were associated with high NF-κB-inducing kinase (NIK) expression,
while its inhibition led to the reduction of CSC markers in breast cancer cell lines [240]. The inhibition
of NF-κB caused the suppression of CD44 levels in TNBCs cells and was correlated to the reduced
invasiveness of these cells [241]. Besides, the hypoxia-mediated upregulation of NF-κB signaling was
reported to cause resistance to chemotherapeutic drugs in cancers [12,46].

TGFβ was implicated in BCSC self-renewal/proliferation, EMT, tumor angiogenesis, invasion,
metastasis, and drug resistance [46]. The upregulation/overexpression of TGFβ in breast cancer cells
promoted EMT, increased stemness, and conferred drug resistance [242]. The increased expression of
TGFβ and corresponding signaling correlated to the upregulation of CSC markers in epirubicin (Epi)
resistance breast cancer cell lines [11].

5. Effect of Metformin on BCSCs in Counteracting Drug Resistance

5.1. Possible Mechanisms of Action of Metformin on BCSCs

TNBCs have the highest number of CD44+/CD24neg/low BCSCs when compared to the other
molecular breast cancer subtypes [131,243]. Reports indicate that metformin is capable of selectively
and preferentially targeting the BCSC side population of cells derived from breast cancer cells [243].
It impedes the BCSC cell proliferation and self-renewal, and it induces rapid cell death at
physiological/much lower metformin concentrations than shown in most studies, which address
the anti-neoplastic effect of metformin in the parental population of breast cancer cells [244–246].
Metformin exerts its anti-CSC effect by directly targeting genes related to BCSC growth and survival
(such as Notch1, Oct4, Lin28, KLF4, Sox2, NF-κB, and MMP-2/9) and through various mechanisms
that involve targeting (but are not limited to) (1) crucial genes and associated signaling pathways that
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contribute to BCSC, stemness, self-renewal, and metastasis, (2) inflammatory pathways, (3) metabolic
pathways, and (4) miRNA-mediated pathways [192,202,243,247] (Figure 4).

Upregulation and increased levels of disheveled segment polarity protein 3 (DVL3) and β-catenin
were found in the MCF7, MDA-MB-231, and T47D breast cancer cells when compared to healthy
MCF10A breast cells [248]. The higher levels of DLV3 and β-catenin, key molecular players in the
Wnt/β-catenin signaling pathway, enhanced breast cancer cell proliferation [248]. A dose-dependent
depletion of DLV3, a subsequent decrease in β-catenin, and the inhibition of cell proliferation was
observed in metformin (10 mM, 20 mM, and 40 mM)-treated MCF7 and MDA-MB-231 cells [248].
Compound C/dorsomorphin treatment suppressed the effect of metformin on disheveled 3 (DVL3)
and β-catenin, indicating that the effect of metformin follows an AMPK-dependent mechanism [248].
However, this study used very high concentrations of metformin while still being unable to explain
if these concentrations are achievable in a clinical setting. Furthermore, compound C was shown to
inhibit several kinases other than AMPK non-specifically [84,249,250].

Figure 4. Cont.
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Figure 4. Known cellular anti-neoplastic and therapeutic resistance counteracting effects of metformin:
(A) in breast cancer cells (figure adapted and modified from our published article Samuel, SM. et al.
2019 in Biomolecules [51] and (B) in breast cancer stem cells (BCSCs) (figure adapted and modified from
Saini, N. et al. 2018 [202]. The hydrophilic and cationic metformin requires membrane-bound organic
cation transporters (OCT) for intracellular transport and accumulation. In BCSCs, metformin treatment
directly activates AMPK, and the ‘AMPK-dependent’ effects include NF-κB and DICER-mediated
modulation of oncogenic and tumor-suppressor miRNA synthesis and expression. AMPK-independent
metformin treatment-associated anti-cancer effects are mediated by the regulation of metabolism
(inhibition of glycolysis) and transforming growth factor-beta (TGFβ), Wnt/β−catenin, and Sonic
Hedgehog signaling mechanisms. Overall, metformin treatment in BCSCs causes BCSC growth
inhibition, EMT marker suppression, and EMT inhibition, inhibits glycolysis, modulates miRNA
expression and function, promotes BCSC senescence and apoptosis, and increases susceptibility to
chemotherapeutic and radiotherapeutic intervention.

Fan et al. showed a metformin-related AMPK-dependent inhibition of Sonic Hh (SHh) signaling
and the suppression of stemness and MSFE in CD44+/CD24neg/low BCSCs derived from MDA-MB-231
cells [202,251]. In MDA-MB-231 breast cancer cells, metformin (1 mM, 3 mM, and 9 mM) treatment
significantly decreased the mRNA expression and protein levels of SHh, Smo, Ptch, and Gli (components
of the Hh signaling mechanism) and inhibited SHh-mediated Hh signaling-induced cell proliferation in



Cancers 2020, 12, 2482 21 of 50

a dose and time-dependent manner [251]. Similar results were obtained in MCF7 and BT549 cells [251].
Activation of the SHh signaling using a recombinant human SHh (rhSHh) subsequently increased
the rate of cell proliferation and colony formation in the MCF7 and MDA-MB-231 cells. At the same
time, metformin treatment attenuated the rhSHh cell proliferation and colony formation in these
cells in a dose and time-dependent manner [251]. Similarly, the presence of metformin suppressed
the rhSHh-accelerated growth of MDA-MB-231-inoculated tumor xenografts in Balb/c-nu mice [251].
Immunohistochemical analysis of the excised tumors revealed a significant decrease in Gli expression
in the metformin-treated mice tumors compared to the higher expression of Gli in rhSHh-induced
tumors [251]. Cell migration and invasions assays revealed a marked decrease in the migration
and invasiveness of metformin-treated MDA-MB-231cells when compared to the increased rates of
migration and invasiveness in rhSHh-activated cells [251]. Treatment with the SHh activator rhSHh
increased the CD44+/CD24neg/low sub-population of stem-cell-like cells and increased the stemness
and MSFE of these cells derived from MDA-MB-231 cells [251]. On the other hand, metformin
treatment caused a significant reduction in the CD44+/CD24neg/low BCSCs in both non-activated and
rhSHh-activated cells [251].

The induction of EMT, as well as its transdifferentiation and increased tumorigenic, migratory,
and invasive capacity, was observed in TGFβ-treated transplantable mouse mammary epithelial
CDβGeo cells when compared to non-treated cells [252]. Several studies reported a TGFβ-mediated
EMT, self-renewal capacity, stemness, and resistance to therapy in breast cancers [141,253–255].
TGFβ was highly expressed in mesenchymal stem-like/claudin (MSL/CL) low breast cancer cells and
was associated with a poor prognosis in patients with MSL/CL-like cancers [256]. The higher expression
of TGFβ correlated to the activation of Sma-and mothers against decapentaplegic (SMAD) homolog
protein and cell proliferation in mesenchymal (M; BT549) and MSL/CL (SUM159PT, MDA-MB-231,
and Hs578T) cells [256]. Exposure to metformin (1.5 to 2.5 mM) alone and in combination TGFβ
receptor I-kinase inhibitor (TβRI-KI) blocked the activation TGFβ signaling molecules Smad2, Smad3,
Snail1 and inhibitor of differentiation 1 (ID1) in mesenchymal (BT549) and MSL/CL (MDA-MB-231
and MDA-MB-436) cells. At the same time, no effect was seen in TGFβRI-deficient MCF7 cells,
which subsequently suppressed the TGFβ-induced motility and invasiveness of the cells [256].
A combination of metformin and shRNA-mediated TGFβ knockdown suppressed EMT and metastasis
in CF41 cells (canine mammary metastatic cell line) tumor xenografts in athymic nude mice [257].
The presence of metformin decreased the levels of N-cadherin and vimentin while increasing the
levels of E-cadherin and claudin-7 in both parental CF41 and TGFβ knockdown CF41 cells in vitro
and in vivo [257]. In CD44+/CD24neg/low and CD44+/CD24+ tumorigenic cell populations derived
from basal-like breast cancer cells, non-cytotoxic concentrations of metformin (1 mM) suppressed the
occurrence of stem-cell-like characteristics by the suppression of EMT [258]. Metformin treatment
significantly downregulated the expression of EMT transcription factors ZEB1, TWIST1, and SNAI2
(Slug) and cytokines such as TGFβ that drive the process of EMT [258]. In turn, this effect reduced
the MSFE and the ability of these metformin-treated CD44+/CD24neg/low cells to form tumors [258].
However, a combination of aspirin and metformin reportedly increased the levels of TGFβ1 and
tumor-suppressor properties of TGFβ1 in 4T1 mouse breast cancer cells and reduced cell viability and
induced cell death in these cells [259]. Both tumor-promoting and tumor-suppressing effects of TGFβ
with regard to cellular proliferation, invasion, and metastasis were reported [202].

The NF-κB pathway and its target genes that include cytokines (TNFα, IL1, IL6, and IL8) were
crucial for cell survival and proliferation, anti-apoptosis, EMT, and metastasis in cancers [202]. In healthy
MCF10A breast epithelial cells, the transient activation of Src triggered the transformation of these
cells to gain stem cell-like features and increased the ability of the cells to form mammospheres [260].
Treatment with tamoxifen supported this phenotypic transformation and increased the cell motility and
invasiveness and tumorigenic capacity of the cells in vivo in nude mice [260]. Further analysis revealed
that NF-κB played an integral role in the transformation of these cells, the upregulation of CD44
expression, and the Lin28B-mediated downregulation of miRNA lethal-7a (let-7a) [260]. The treatment
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of cancer stem cell-like transformed MCF10A cells with metformin (100 µM) significantly inhibited
the nuclear translocation of NF-κB and phosphorylation of STAT3 in the cancer stem cells, reduced
the MSFE of these cells in vitro, and inhibited the tumorigenic capacity of these cells in vivo [245,261].
Besides, a combination of metformin and DOX suppressed tumor growth and prolonged the possible
relapse of the tumor in vivo [261].

Metformin modulates various proteins involved in the miRNA biosynthesis pathway and miRNAs
that regulate CSC genes related to stemness, self-renewal, and EMT [202]. In MCF7 cells treated with
metformin (20 mM), the levels of miR-27a were significantly suppressed, while the levels of AMPKα2
increased and activated caspase-3-dependent apoptosis [262]. On the contrary, the overexpression
of miR-27a (use of an miR-27a mimic) inhibited apoptosis, promoted cell survival and proliferation,
and decreased the levels of AMPKα2, while an increase in the levels of AMPKα2 was seen in
miR-27a-inhibited cells [262]. The upregulation of miR-34a and inhibition of the Sirt1/Pgc1α/Nrf2
pathway was implicated in the anti-proliferative effect of metformin in breast cancer cells [263].

EMT was enhanced in TGFβ−exposed MCF7 cells with a significant increase in miR-181a and
enhanced the MSFE of these cells, in addition to the decrease in tumor suppressor miR-96 [264].
However, in the presence of metformin (1 mM, 10 mM), TGFβ failed to upregulate miR-181a and
downregulate miR-96, which in turn also reduced the MSFE of the metformin-treated cells [264].
Metformin treatment also reportedly increased the expression of the miRNA let-7a in MCF7 cells [264].

In metformin (10 mM)-treated MDA-MB-468 TNBC cells, the expression of fatty acid synthase
(FASN) was significantly decreased when compared to non-treated cells [265]. A similar decrease in
FASN happened in metformin-treated BT549 and MDA-MB-231 cells [265]. Interestingly, while the
decrease in FASN occurred when the cells were maintained at 5 mM glucose during metformin
exposure, the effect of metformin treatment-associated decrease in FASN was absent in the presence of
high glucose (17 mM) [265]. Micro-RNA expression profiling revealed the upregulation of miR-193a-3p
and miR-193b in the metformin-treated TNBCs [265]. The metformin-induced miR-193b specifically
targets FASN in breast cancer cells while having little effect on healthy cells [265]. The ability of
metformin to decrease FASN, reduce MSFE in CD44+/CD24neg/low and ALDH+ cells, and initiate
apoptosis was markedly compromised upon the inhibition of miR-193b [265].

Metformin treatment (1 mM and 5 mM) reduced the levels of Rab27A, a member of the RAS
oncogene family, in a dose-dependent manner [266]. In addition, the combination of downregulation
of Rab27A and metformin treatment was more effective in significantly decreasing the MDA-MB-231
TNBC-derived CD44+/CD24neg/low cell population and inhibition of MSFE when compared to either
Rab27A downregulation or metformin treatment alone [266].

In an ER–Src-inducible model of transformed (tamoxifen-induced) MCF10A cells, the cellular
transformation was associated with metabolic alterations commonly associated with cancer cells, such as
higher rates of glucose and glutamine uptake and subsequent lactate and ammonium production [267].
While treatment with metformin (300 µM) was associated with an increase in glucose uptake
and lactate production, interestingly, however, metformin prevented the transformation-associated
increase in glycolytic intermediates (fructose 1, 6, bisphosphate, dihydroxyacetone phosphate,
and glyceraldeyde-3-phosphate) [267]. Furthermore, metformin treatment increased the levels of
glycerol-3-phosphate in the transformed cells [267]. A metformin treatment-associated decrease in
the levels of Kreb’s cycle intermediates was also observed in the transformed and CAMA-1 cells
(a stably transformed breast cancer cell line) [267]. Interestingly, metformin treatment selectively and
preferentially depleted the nucleotide triphosphates in the BCSCs of the mammospheres derived from
the CAMA-1 cells, while this effect was not seen in parental CAMA-1 cells [267]. Similar effects were
observed with the more potent biguanide, phenformin [267]. In MCF7-derived CD44+/CD24neg/low

BCSCs (which showed a significantly lower ROS level when compared to the parental population of the
cells), treatment with metformin (5 mM) markedly increase the ROS levels in these cells. The increased
ROS levels and the resultant oxidative stress are correlated to increased DNA damage-induced
apoptosis and a reduction in cell survival in cancers [202,268,269].
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5.2. Metformin and Counteracting Therapeutic Resistance in BCSCs

Tamoxifen treatment of human mammary epithelial cells (MCF-10A) that express ER-Src (a fusion
of the v-Src oncoprotein with the ligand-binding domain for ER) induced the transformation of at least
10% of these cells to CD44-expressing CSCs with an ability to form mammospheres in culture [245].
Metformin treatment rigorously inhibited the transformation of the MCF-10A cells during tamoxifen
exposure, reduced invasive growth during wound-healing experiments, and suppressed colony
formation and the generation of mammospheres [245]. Additionally, metformin pre-treated MCF-10A
cells failed to generate tumors in vivo, while non-treated transformed MCF-10A cells formed tumors
when injected into nude mice [245]. Furthermore, MCF7, SKBR3, and MDA-MB-468 cells that contain
a minority population of CSCs showed a reduction in the number of mammospheres following
metformin treatment [245]. Interestingly, metformin (0.1 mM to 0.3 mM) had a preference for targeting
the sub-population of CD44+/CD24neg/low cancer stem cells within a population of the transformed
MCF-10A and MCF7 cells [245]. In fact, this landmark study demonstrated for the first time the ability
of metformin to target CSCs that are resistant to standard chemotherapeutic approaches [245]. In type
2 diabetic subjects on an oral metformin treatment regimen, the peak metformin concentrations in the
plasma and/or hepatic circulation ranges between 20 and 100 µM [3,51,52,250,270,271]. Interestingly,
in the study by Hirsch et al. (2009), metformin at concentrations of 0.1 mM to 0.3 mM (although
still higher by nearly 10-fold when compared to the hepatic/plasma concentrations achieved by a
type 2 diabetic subject on oral metformin treatment regimen) was effective against the self-renewing
tumorigenic CSCs, while it did not have any significant effect on the non-stem cell population [245].
In the in vivo tumor model generated by injecting transformed MCF-10A cells into nude mice,
the administration of metformin and DOX synergistically eliminated the tumor, while DOX alone was
found to be less effective, and metformin alone failed to show any response [245].

In HER2 overexpressing (tumor-initiating breast cancer stem cell-like), SKBR3 cells with an
‘acquired resistance’ to trastuzumab and JIMT-1 cells (HER2 overexpressing cells derived from the
pleural metastasis of a patient who was clinically resistant to trastuzumab ab initio) with an ‘intrinsic’
refractoriness to trastuzumab, treatment with metformin (0.05 mM, 0.1 mM, 0.5 mM, and 1 mM)
inhibited the MSFE and hence reduced the number and size of mammospheres in a dose-dependent
manner [113,246]. The synergistic action of metformin and trastuzumab downregulated the percentage
of trastuzumab-resistant CD44+/CD24neg/low JIMT-1 cells with stem-cell-like capabilities, such as
self-renewal, which act as progenitor cells for the formation of new breast neoplasms [113,246].
In another study, while an extended 7-week treatment with trastuzumab failed to inhibit the growth
and reduce the size in JIMT-1 tumor xenografts, the systemic administration of metformin (as a
monotherapy) correlated with a significant 2-fold reduction in tumor volume [113,244]. However,
a combination of metformin and trastuzumab was effective in further reducing the tumor volume
(by 4-fold) when compared to using metformin as a single treatment agent [113,244]. Additionally,
it was observed that metformin administration specifically and preferentially caused cell death in
CD44+/CD24neg/low (>10-fold, IC50 of metformin = 1 ± 0.2 mM) breast CSCs when compared to the
effect of metformin (IC50 of metformin = 11 ± 2 mM on non-CD44+/CD24neg/low immunophenotypes
of the cells [113,244,246]. The preferential cytotoxicity of metformin (0.5 mM, 1 mM and 5 mM)
toward CD44+/CD24neg/low MCF7-derived BCSCs was also reported by Lee et al. in 2014 [272]. Here,
they showed that a combination of metformin (5 mM) treatment and hyperthermia (incubation at
42 ◦C for 1 h) was more efficient in causing BCSC death when compared to hyperthermia or metformin
treatment alone [272].

Mammosphere-associated CD44+/CD24neg/low MDA-MB-468-derived breast CSCs possessed a
10-fold higher resistance to DOX, PTX, and FEC when compared to parental MDA-MB-468 cells [127].
On the other hand, the CD44+/CD24neg/low MDA-MB-468-derived breast CSCs showed significant
sensitivity and susceptibility to metformin while they remained resistant to other known AMPK
activators such as AICAR and A-769662 [127]. The synergistic sensitization to FEC, enhancement of
anti-proliferative effect, and induction of apoptosis was observed in metformin-treated (2.5 mM
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to 20 mM) CD44+/CD24neg/low MDA-MB-468, MCF-7, and SKBR3-derived breast CSCs [127].
The depletion of endogenous AMPK using siRNA did not have any significant effect on the effect of
metformin on the breast CSCs, indicating the involvement of an AMPK-dependent mechanism [127].
The combination of metformin and FEC exhibited a significant synergistic effect in both parental and
CD44+/CD24neg/low breast CSCs, while the combination of metformin and DOX was effective only in
CD44+/CD24neg/low breast CSCs. Furthermore, in the CD44+/CD24neg/low breast CSCs, the presence of
metformin increased the cellular uptake of glucose and subsequent production and accumulation of
lactate in the cells; however, the depletion of cellular ATP levels in the metformin-treated breast CSCs
severely impairs the DNA repair mechanisms that are required by the CSCs to repair the FEC-induced
DNA damage [127].

Metformin treatment markedly decreased the percentage of the tumor-forming TNBC stem
cell population in HCC1806 and HCC1937 cells and reduced the MSFE of the treated cells when
compared to the non-treated cells [273]. Furthermore, in an in vivo mice model, it was observed that the
tumor-forming efficiency of the HCC1806 cells significantly decreased upon metformin pre-treatment,
while it also extended the tumor-free survival of the mice and decreased the weight and volume of the
induced tumor when compared to mice in which the non-treated cells were seeded [273]. The metformin
treatment-associated protein kinase-A (PKA) and glycogen synthase kinase-3β (GSK-3β)-dependent
downregulation of the expression of the stem-cell transcription factor Krüppel-like factor 5 (KLF5)
and its downstream targets (Nanog and FGF-BP1) were in part responsible for the effect of metformin
on the TNBC cells [273]. However, the major drawback of the study lies in the fact that very high
concentrations of metformin (20 mM and 50 mM) were used to arrive at the conclusions mentioned in
the study [273].

Bone metastases, in patients with advanced breast cancer, are often treated with denosumab
(trade name: Prolia® and Xgeva®), which is a human monoclonal antibody against receptor
activator of nuclear factor-kappa B ligand (RANK-L) [274]. However, in BRCA1 mutation carriers,
BRCA1 haploinsufficiency-driven overexpression of RANK-L was observed, which correlated to the
RANKL-addicted cancer stem cell-like behavior within cell populations with the BRCA1 mutation [274].
BRCA1-mutated basal-like breast cancer cells exhibited primary resistance to denosumab in
mammosphere assays, thereby leading to an increased propensity in developing aggressive breast
neoplasms and increasing the bone metastasis-initiation capacity of these cells [274]. However,
metformin (5 mM) treatment suppressed the BRCA1 haploinsufficiency-driven overexpression of
RANK-L and synergistically reduced the self-renewal capacity in BRCA1-mutated basal-like breast
cancer cells, resulting in a decrease in the breast cancer-initiating cell population [274].

Low levels of miR-708 were observed in breast cancer specimens when compared to the healthy
tissue, and decreased levels of miR-708 reportedly corresponded to increased chemoresistance in
patients who do not respond favorably to neoadjuvant chemotherapeutic intervention [275]. MCF7 and
MDA-MB-231-derived BCSCs were highly capable of self-renewal and tumorigenesis, as evidenced
by the increased MSFE in vitro and the tumor initiation potential in vivo (in BALB/c mice) [275].
The miR-708 significantly decreased in these mammospheres and tumors [275]. Furthermore,
miR-708 was significantly downregulated in the stem-cell-like CD44+/CD24neg population of the
MCF7 and MDA-MB-231 cells that were capable of self-renewal and tumorigenesis when compared
to non-stem cell population. At the same time, the overexpression of miR-708 markedly reduced the
stem-cell-like CD44+/CD24neg population and the stemness and tumorigenic capacity of these cells
in vivo [275]. Knocking down miR-708 in adherent parental MCF7 and MDA-MB-231 cells drastically
enhanced the MSFE of these cells [275]. The miR-708 was significantly downregulated in MCF7 cells
with acquired resistance to adriamycin (MCF7/ADR) when compared to parental MCF7 cells [275].
In fact, MiR-708 inhibited the stemness of derived BSCSs via its inhibitory effect on the expression of
CD47, which was further confirmed by the fact that knocking down CD47 by using shCD47 decreased
the stem-cell-like CD44+/CD24neg population of the cells [275]. Either the overexpression of miR-708
or knocking down CD47 expression sensitized MDA-MB-231 cells to docetaxel [275]. The treatment
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of BCSCs derived from MCF7 and MDA-MB-231 with metformin (10 mM) significantly increased
the expression of miR-708, which in turn inhibited the CD47 mRNA expression [275]. Consequently,
a dose-dependent decrease in the protein levels of CD47 was observed in cells treated with metformin
(0.3 mM, 1.0 mM, and 3.0 mM) [275].

A combinatory therapeutic approach using metformin (1 mM or 5 mM) and radiation (4 Gy)
significantly increased the levels of phospho-AMPK and phospho-ACC and decreased phospho-mTOR
(and its downstream targets phospho-S6K1 and phospho-4EBP1) compared with metformin or
radiation alone [276]. Suppression of the AMPK levels by siRNA attenuated the ability of metformin
to sensitize the cancer cells to radiation therapy and cause cell death, which is indicative of an
AMPK-dependent mechanism for the effect of metformin [276]. The percentage of the cancer
stem-cell-like CD44+/CD24neg/low sub-population of MCF7 cells increased upon irradiation and
subsequent incubation and were reportedly resistant to radiation (3–5 Gy) than the non-CSC parental
population of MCF7 cells [276]. Interestingly, the post-irradiation (3–7 Gy) incubation of the cells
in metformin (1 mM) for 48 h suppressed the irradiation-dependent increase in the tumorigenic
stem-cell-like CD44+/CD24neg/low fraction of MCF7 cells [276]. Similar results were obtained when
these experiments were conducted in FSaII mouse fibrosarcoma cells, since the post-irradiation
incubation of the cells in metformin (1 mM) for 48 h suppressed the irradiation (3–5 Gy)-dependent
increase in the ALDH1-positive fraction of FSaII cells [276].

5.3. Advantages of Combinatory Metformin and BCSC Targeted Therapy over Conventional Cancer
Cell-Targeted Therapy

Metformin can significantly reduce cancer risk and the progression and aggressiveness of cancer
through various proven molecular mechanisms [51]. The multifaceted anti-neoplastic potential of
metformin has rigorously thrust this widely prescribed anti-hyperglycemic drug into the limelight as
a candidate drug with significant potential to be ‘re-purposed’ for the treatment of several different
cancers. Furthermore, metformin (1) use is not regulated by any patent regulations, (2) is safe and
well-tolerated, with minimal/rare side effects, and (3) can be easily synthesized, is economical, and is
marketed globally [51].

In 2009, Hirsch et al. first reported that metformin preferentially inhibited BCSCs in preclinical
models of breast cancer [245,277]. Similar results were also later observed later in prostate and lung
cancer cell lines [277,278]. Since then, metformin was shown to be effective in selectively and effectively
targeting CSCs in many different cancers by (1) targeting the altered metabolism, (2) inhibiting
EMT, (3) sensitizing the CSCs to anti-cancer agents, (4) targeting specific miRNAs, (5) modulating
multi-drug transporter proteins, (6) suppressing several pro-oncogenic/anti-apoptotic genes and
signaling pathways, and (7) activating various anti-oncogenic/pro-apoptotic genes and signaling
pathways [202,279,280]. The available data point toward the following advantages of targeting BCSCs
using metformin over conventional cancer cell-targeted therapy (Figure 5):

(1) The BCSCs, while resistant to several routinely used anti-cancer agents, are sensitive to metformin.
The less abundant CSCs that survive the administration of the routinely used anti-cancer agents are
ultimately responsible for differentiation into tumor progenitor cells that cause a relapse/recurrence
of cancer. Besides, CSCs can self-renew and may also undergo mutation to give rise to advanced
and aggressive forms of the tumor [127,244–246,275,276,281].

(2) Metformin selectively and preferentially targets BCSCs at lower concentrations, while a high
concentration of metformin is required to effectively target terminally differentiated cancer
cells [88,93].

(3) Metformin treatment re-sensitizes the CSCs to multiple drugs and radiation, thus making the
CSCs more susceptible to the routinely used standard anti-cancer agents and therefore improving
the efficacy of the therapeutic intervention [127].

(4) Combinatory metformin therapy to target CSCs increases the efficacy of the treatment and improves
the overall outcome and prognosis. The inhibition of invasiveness and metastasis dramatically
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reduces the chances of cancer relapse/recurrence. Furthermore, the development of acquired
resistance to drugs can be minimized when used in combinations [127,244–246,275,276,282].

Figure 5. Efficacy of a combinatory metformin and breast cancer stem cell (BCSC) targeted therapy
over conventional cancer cell-targeted therapy: A conventional anti-cancer therapy targeting terminally
differentiated cancer cells (A) should efficiently inhibit cell proliferation and induce the apoptotic cell
death of the cancer cells. However, the less abundant CSCs effectively evade therapeutic intervention.
Then, the CSC through a process of self-renewal and generation of tumor progenitor cells and mutations
mainly causes a relapse/recurrence of more aggressive, invasive, and metastatic forms of the neoplasm.
Using metformin in combination with a cancer stem cell-targeted therapy (B) will effectively target and
kill the CSCs, which then can be followed up with a combinatory treatment using metformin and the
conventional anti-cancer therapy to cause tumor regression, effectively cure cancer, and avoid cancer
relapse/recurrence.

6. Challenges and Future Directions

6.1. Intrinsic and Acquired Resistance to Metformin

Several studies have shown the metformin treatment-related (1) sensitization of cancer cells
and CSCs and (2) re-sensitization of resistant cancer cells and CSCs to anti-cancer/cytotoxic drugs
and radiation therapy. The possibility that certain cancers and CSCs possess ‘intrinsic’ resistance
mechanisms and also develop ‘acquired’ resistance against metformin cannot be written off. There are
only a handful of studies that have reported the resistance to metformin in breast cancers [283–285].

The acquired resistance to metformin was found to reprogram the transcriptomic signature in
MCF7 cells toward the emergence of individual cellular states of the breast neoplasm supported by the
activation and expression of genes that support stemness and metastasis [284]. The reprogrammed
transcriptomic signature included the activation and expression of genes related to cancer cell migration
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and invasion, stem cell markers, and lipases that support metastasis [284]. However, the study used
supra-physiological concentrations of metformin (5–50 mM). Scherbakov et al. (2016) reported that in
sensitive MCF7 cells, treatment with metformin (10 mM) was accompanied by AMPK activation, and the
inhibition of the NF-κB pathway, cyclin D1, and ERα, thereby suppressing cell proliferation [285]. On the
other hand, the MCF7 breast cancer cells developed an Akt/Snail1/E-cadherin signaling axis-mediated
dual resistance to tamoxifen and metformin when subjected to long-term exposure to metformin
alone [285]. In another study, although the reported IC50 for adherent monolayers of MDA-MB-231
and MDA-MB-436 claudin-low subtypes of TNBCs were 33.0–51.8 mM and 25.1–30.7 mM, respectively,
metformin at 2 mM concentration was sufficient to suppress the MSFE by 30.2% in MDA-MB-231 and
28.4% in MDA-MB-436 cells, indicating that sub-populations of CSCs derived from the MDA-MB-231
and MDA-MB-436 cells were susceptible to metformin at lower concentrations [283]. However, it must
be noted that long-term exposure (>8 weeks) of metformin (2 mM) initiated a metabolic adaptation
that increased the rate of glucose uptake and glycolysis in the TNBCs, which in turn compensated
for the inhibition of the mitochondrial oxidative phosphorylation and electron transport chain [283].
These metabolic adaptations conferred resistance to metformin and promoted the accumulation of
TNBC-derived BCSCs, which could ultimately lead to cancer cell invasion, metastasis, and a relapse
of cancer [283]. However, the dependency of these cells on glycolysis increased the susceptibility of
the sub-population of tumorigenic cells to therapeutic strategies that target glycolysis and/or glucose
metabolism [283].

It must be taken into account that a majority of studies involving cancer cells, including breast
cancers, are performed under high-glucose (25 mM) culture conditions, hence requiring very high
concentrations of metformin to exert its cytotoxic and anti-neoplastic effect [286]. TNBCs maintained
under high glucose conditions were typically resistant to metformin treatment owing to the altered
glucose metabolism and hyperactivated glycolytic pathway that provided the necessary energy to drive
the cellular processes that lead to cell proliferation and survival [287]. The high-glucose (25 mM) culture
conditions mimic a diabetic condition. Although useful in explaining the possible anti-cancer/anti-tumor
potential of metformin in diabetic subjects, studies conducted under glucose conditions ranging from
zero glucose to hypoglycemia, normoglycemia, and hyperglycemia will be necessary to explain the
anti-neoplastic effect and the variations thereof of metformin on different populations/sub-populations
of cancer cells and CSCs. Furthermore, co-morbidities that pose a plausible risk factor for cancer
incidence and progression must be considered while investigating potential drugs, such as metformin,
in the view of the metabolic, epigenetic, and genetic alterations that present along with co-morbidities
and can alter the course of cancer and the response to therapeutic intervention.

6.2. Targeted Drug (Metformin) Delivery Systems for Improved Therapeutic Efficacy

The in vivo and clinical data on the anti-neoplastic ability of metformin are still lacking and a
little less convincing than the positive data available from several different in vitro studies conducted
in various cancers. The results obtained from the in vitro experiments do not translate as effectively in
the in vivo and/or clinical setting owing to the short half-life (5 h) of metformin and its compromised
bioavailability, thus hindering its effective and full-fledged application as an anti-cancer drug [288–290].
In such a scenario, higher/repeated doses for longer durations may be required to initiate and sustain
a positive remedial response in cancers [290–292]. As mentioned earlier in this article, owing to the
hydrophilic and cationic nature of metformin at physiological pH, the efficiency of metformin depends
on the membrane-bound transporter molecules for its cellular absorption (OCT1, OCT2, OCT3),
distribution within the cells, and elimination (MATE1 and PMAT) from cells [60–67]. Metformin will
be useful in suppressing cell proliferation and inducing apoptosis in cancer cells and CSCs that express
OCTs, which support the intracellular accumulation of metformin, while, cancer cells, and CSCs that
overexpress metformin extrusion transporters (MATE1 and PMAT) will confer resistance to metformin
treatment [71–74].
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Issues related to reduced drug absorption, rapid detoxification, and excretion of the drug—thus
affecting the overall drug availability and the requirement of sub-optimal doses in patients who
present with lower tolerance to the drug—calls for precise and targeted drug delivery systems [21].
Nanoparticle-based drug delivery are currently being tested in clinical trials and represents a way
of focalized drug delivery to tumors, thereby reducing toxicity and side effects while increasing
the bioavailability and anti-tumor efficacy of the drugs [293–295]. In this regard, novel metformin
formulations that enhance its bioavailability and decrease its dosing frequency and duration are being
studied [291]. A better option should be to attain a localized delivery of metformin to the affected
tissue/cells. Several studies have successfully reported the efficacy of metformin administration using
micro/nanoparticle drug delivery systems. MiaPaCa-2 pancreatic cancer cells were more susceptible to
the cytotoxic effects of metformin-encapsulated O-carboxymethyl chitosan (O-CMC) nanoparticles
(240 ± 50 nm) when compared to healthy cells [288]. Although both the MiaPaCa-2 cancer cells
and healthy cells non-specifically internalized the metformin-loaded nanoparticles, the metformin
released from the nanoparticles was preferentially cytotoxic toward the MiaPaCa-2 cancer cells [288].
Moreover, poly (lactic acid-co-glycolic acid)-polyethylene glycol (PLGA–PEG) nanoparticles loaded
with metformin displayed significantly higher cytotoxicity in MDA-MB-231 and T47D cells than free
metformin [291]. The triple-negative MDA-MB-231 cells were more susceptible (lower IC50) to the
PLGA–PEG–metformin nanoparticle than the ER+/PR+ T47D cells [291]. In T47D cells, treatment
with PLGA–PEG co-encapsulated metformin and curcumin in combination showed a dose-dependent
cytotoxic effect with higher efficiency than free forms of metformin or curcumin alone and a combination
of free forms or metformin and curcumin [296]. The PLGA–PEG–metformin nanoparticle and the
PLGA–PEG co-encapsulated metformin and curcumin inhibited the expression of human telomerase
reverse transcriptase (hTERT), which is a component of the telomerase enzyme complex, with a
higher efficiency than free metformin in the breast cancer cells [291,296]. The increased activity
of telomerase was implicated in almost all cases of breast cancers (approximately 90%) and breast
cancer cells, which help the cells bypass normal cellular senescence and bestow them with rapid
proliferation potential [291]. The metformin-induced therapeutic re-activation of telomere shortening
by the inhibition of telomerase activity in cancer cells is an exciting approach to curb the proliferation
of cancer cells and suppress the growth of the tumor [51,291]. In addition, metformin delivery using a
liposome-based nanoparticle delivery system was superior in its efficacy (lower IC50) in MDA-MB-231
and MCF7 cells when compared to free metformin. The positively charged metformin-loaded liposomes
inhibited the cell migration and colony formation potential of the breast cancer cells while activating
apoptotic cell death following the treatment [297]. The anti-tumor activity of the metformin-loaded
liposomes was confirmed in a clinically relevant tumor simulation model in vitro [297].

Baldassari et al. (2018) demonstrated the anti-tumor efficacy of the focalized delivery of metformin
to the proximity of the tumor using an injectable slow/delayed-release formulation of metformin [292].
The metformin formulation (stable at 5 ◦C for one month), a solution at room temperature, once injected
into the body, is converted to the gel in response to the higher body temperatures [292]. Multiple
administrations (100 mg) of the injectable formulation of metformin to the proximity of the tumor
site in MDA-MB-231/luc+ breast cancer cell xenografts in NOD/SCID mice caused an accumulation of
metformin in the tumor tissue at significantly higher concentrations than the plasma concentration
achieved during oral metformin administration [292]. This accumulation of metformin correlated to
the inhibition of cellular proliferation, reduction in tumor growth, increase in caspase-3 dependent
apoptosis, and decrease in the levels of phospho-ERK1/2 [292]. More studies are warranted to study
the efficacy of metformin delivery by advanced drug delivery systems to delineate its anti-neoplastic
effect, and the variations thereof, in different populations/sub-populations of cancer cells and CSCs.

6.3. Lack of Data from Clinical Trials

Data from ClincalTrials.gov enlisted 353 clinical trials at various stages (search keywords:
cancer + metformin, search performed on 29 June 2020; Table 2) that involve the testing of metformin

ClincalTrials.gov


Cancers 2020, 12, 2482 29 of 50

(a majority of the studies involve metformin in combination with other anti-cancer drugs/agents) in
cancers. Among the total enlisted 353 clinical trials, only 41 trials have reported their results.

At least 48 out of the 353 clinical trials are breast cancer-specific and involve the testing of metformin
specifically in different breast cancers (search keywords: breast cancer + metformin, search performed
on 29 June 2020; Table 2). In a majority of the breast cancer clinical trials, metformin is used in
combination with one/more anti-cancer agents or radiation (Table 3). Twenty of the breast cancer and
metformin-related clinical trials are active, while 17 were completed, and 11 were either terminated,
withdrawn, or the status remains unknown (Table 2). Interestingly, excluding the 20 currently active
clinical trials (at various stages of recruitment of test subjects), out of the 23 (17 completed and
6 terminated) metformin and breast cancer-specific clinical trials, the data have been reported by only
6 of those clinical trials (Table 2).

As noted in our previous article, there seems to be an under-reporting of data obtained from a
majority of the clinical trials in which metformin was tested as the sole or one of the interventions
during the trial [51]. While clearly understanding the impact and importance of the several cell-based
and in vivo studies that substantiate the anti-tumor potential of metformin, it is equally, if not more
crucial, to publish/reveal the outcomes of ongoing clinical trials that aim at ‘re-purposing’ metformin
as an anti-cancer drug.

6.4. Future Directions

Metformin has emerged as a prime candidate drug that is cost-effective and has minimal side
effects, which can be essentially ‘re-purposed’ as an effective anti-neoplastic agent. In this regard,
the global attention that metformin has gained over the years is based on the abundantly available
epidemiologic, meta-analysis, and preclinical data.

Among the several ongoing clinical trials, there are very few that intend to study the effect of
metformin as a monotherapy or in combination with other anti-cancer drugs specifically on CSCs
(Table 4). The data currently available on metformin’s ability to selectively/preferentially target CSCs
is overshadowed by the abundance of data available on the anti-neoplastic potential of metformin
on parental/terminally differentiated cancer cells. However, more recently, metformin has emerged
as crucial anti-CSC targeting drug that can efficiently combat the prime problems of drug resistance
and cancer relapse, which always has troubled cancer biologists and researchers. Several different
signaling pathways, such as the AMPK/mTOR/PI3K, insulin/IGF1, Ras/Raf/Erk, SHh, Wnt, TGFβ, Notch,
and NF-κB signaling pathways have been implicated in the ability of metformin to selectively inhibit
CSCs and thereby suppress cell proliferation, self-renewal, differentiation, metastasis, and metabolism.
There is no doubt that the preclinical data available are promising; however, the challenge remains as
to how these preclinical data translate in a clinical scenario. Previously, we have noted that in a vast
majority of the cancer-related clinical trials, metformin is most frequently studied as a co-treatment
with other routinely used chemotherapeutic drugs and rarely as a monotherapeutic agent, and hence,
it is unlikely that metformin will gain importance as a monotherapy in cancer treatment [51,298].
Hence, more clinical trials are warranted to identify and verify the immediate targets, crucial mediators,
and regulatory components that can explain the demonstrated (in several in vitro and in vivo studies)
selective anti-CSC effects of metformin when used as a sole agent or in combination with other
anti-cancer drugs. It remains imperative to assess whether patients with metastatic, aggressive,
and drug-resistant/refractory forms of cancers respond to metformin. A better understanding of the
effect of anti-cancer metformin in the clinical realms of the disease will help oncologists optimize
therapeutic interventions in their treatment subjects. At some point along the way, this will also
help researchers answer the lingering question as to whether metformin, an antidiabetic drug with
anti-cancer potential, is safe in non-diabetic cancer patients and whether diabetic and non-diabetic
individuals who are at high risk (for various reasons) of developing cancers would benefit from taking
metformin as a cancer-preventive drug.
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Table 2. Status of metformin administration-related clinical trials in various cancers (https://clinicaltrials.gov/).

Serial No: Type of Cancer Total Number of
Registered Trials Completed Active,

Not Recruiting
Active, Recruiting/Not

Yet Recruiting Terminated Withdrawn/Suspended Unknown
Status# Has Results *

1 All Cancers 353 142 29 79/14 34 12 / 7 38 41

2 Lung Cancer 20 5 1 6/1 6 – 1 5

3 Breast Cancers 48 17 4 14/2 5 1 5 6

4 Colorectal Cancer 18 5 – 7 6 – – 3

5 Prostate Cancer 27 7 3 8/1 2 4 2 4

6 Liver Cancer 9 2 – 2/1 3 – 1 –

7 Bladder Cancer 6 1 – 4 – – 1 –

8 Pancreatic Cancer 21 9 1 4/3 1 1 2 –

9 Ovarian Cancer 8 2 1 3/1 – 1 – 1

10 Endometrial Cancer 15 6 5 2 – 1 1 –

11 Head and Neck Cancers 10 2 2 3/1 2 – – 2

12 Oral Cancers 8 – 2 4 1 – 1 2

Search keywords: Condition or disease: (Cancer/lung cancer/breast cancer/colorectal cancer/ prostate cancer/liver cancer/bladder cancer/pancreatic cancer/ovarian cancer/endometrial
cancer/head and neck cancers/ oral cancers) + Other terms: (Metformin). Note: (1) The trials that use metformin may be studying one or more cancers, and hence, there will be an overlap
in the numbers provided. (2) * Has results: Indicative of the trials that have results provided in https://clinicaltrials.gov/. For these studies and other studies where ‘no results’ have
been posted on https://clinicaltrials.gov/, there may be publications/data that have not been reported in this website. (3) #Unknown Status: The study has crossed its proposed date of
completion, but the status remains unverified for over 2 years. (4) These data were compiled on 29 June 2020.

https://clinicaltrials.gov/
https://clinicaltrials.gov/
https://clinicaltrials.gov/
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Table 3. Status of metformin and drug/radiation-related clinical trials in breast cancers (https://clinicaltrials.gov/).

Serial No: Metformin + Drug
*/Radiation

Total Number of
Registered Trials Completed Active,

Not Recruiting
Active,

Recruiting Terminated Withdrawn/Suspended Unknown
Status #

1 5-fluorouracil (5-FU) 1 – – 1 – – –

2 Carboplatin 1 – 0 1 – – –

3 Cyclophosphamide 5 1 1 3 – – –

4 Docetaxel 3 – 1 2 – – –

5 Doxorubicin/adriamycin 6 1 2 2 1 – –

6 Epirubicin 1 – – 1 – – –

7 Everolimus/Temsirolimus 2 1 – – 1 – –

8 Letrozole 2 1 – 1 – – –

9 Paclitaxel 5 – 2 1 1 – 1

10 Radiation/Radiotherapy 4 1 – 1 1 – 1

Search keywords: Condition or disease: Breast cancer + Other terms: Metformin, (5-fluorouracil; 5FU/Carboplatin/Cyclophosphamide/Docetaxel/Doxorubicin/Epirubicin/Everolimus/
Temsirolimus/Letrozole/Paclitaxel/Radiation/Radiotherapy). Unknown Status: The study has crossed its proposed date of completion, but status remains unverified for over 2 years.
* The drugs listed are the commonly administered chemotherapeutic agents in breast cancer. Note: (1) In the clinical trials, metformin is being used in combination with another drug/a
combination of drugs, and hence, there will be an overlap in the numbers provided. (2) # Unknown Status: The study has crossed its proposed date of completion, but status remains
unverified for over 2 years. (3) These data were compiled on 29 June 2020.

https://clinicaltrials.gov/
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Table 4. Cancer stem cell (CSC)-related clinical trials involving metformin intervention (https://clinicaltrials.gov/).

Serial No: Official Title Trial Phase Intervention
Using Metformin Objectives Type of Cancer

Clinicaltrials.Gov ID (NCT
Number)/Status, Actual Month
and Year Related to the Status

Publications/References

1

Impact of Pretreatment with
Metformin on Colorectal Cancer
Stem Cells (CCSC) and Related
Pharmacodynamic Parameters

Phase I Metformin

Primary outcome measures:
Expression of CD133 in tumors from
patients treated with metformin in
comparison to patients not treated

with metformin

Colon Cancer NCT01440127/Terminated
October 2012 [299] (Abstract only)

2

A Phase II Evaluation of
Metformin, Targeting Cancer
Stem Cells for Prevention of

Relapse in Patients with Stage
IIC/III/IV Ovarian, Fallopian

Tube, and Primary
Peritoneal Cancer

Phase II Metformin

Primary outcome measures:
Recurrence-Free Survival

Secondary outcome measures:
Overall Survival

Ovarian, Fallopian
Tube, and Primary
Peritoneal Cancer

NCT01579812/Completed
July 2017 [300]

3
A Pharmacodynamic Study of

Metformin in Patients with
Resectable Pancreatic Cancer

Phase I Metformin
hydrochloride

Primary outcome measures:
Pancreatic tumor cell proliferation and

apoptosis as measured by the percentage
of Ki67 positive, percentage of TUNEL

positive and mitotic counts in
tissue samples.

Secondary outcome measures:

(1) Occurrence of grade 3 and 4 toxicities.
(2) Expression of phospho-ACC and

phospho-mTOR in tissue samples.
(3) Percentage of pancreatic cancer stem

cells in tissue samples.

Stage IA, IB, IIA, and
IIB Pancreatic Cancer

NCT01954732/Completed
March 2015 No results posted

Search keywords: Condition or disease: cancer + Other terms: metformin, cancer stem cells. Note: (1) The search yielded a list of 5 studies. Only three of the studies (mentioned in the
table) have outcome measures that study the effect of metformin on CSCs, while the other two studies mention stem cells in their brief summary/work plan but do not have outcome
measures that directly study the effect of metformin on CSCs. (2) These data were compiled on 29 June 2020.

https://clinicaltrials.gov/
Clinicaltrials.Gov
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7. Conclusions

The occurrence of intrinsic and acquired therapeutic resistance remains a major hurdle faced
by the clinician during the course of the treatment of cancer. From a cancer patient’s point of view,
apart from the debilitating side-effects that one suffers during the course of the treatment, there is
nothing more depressing than the fear of relapse/recurrence of the disease due to the ineffectiveness of
the treatment. Therefore, counteracting therapeutic resistance remains a key challenge that determines
the efficacy of cancer treatment and the overall outcome and impact of the disease in the lives of
affected individuals.

In this review, we have detailed how breast cancer stem cells (BCSCs) contribute to drug/therapeutic
resistance in breast cancers and discussed how targeting the various aspects of BCSC conferred
drug/therapeutic resistance could in turn sensitize breast cancers to therapeutic intervention and
prevent relapse/recurrence of the disease. Furthermore, the current data available on the anti-neoplastic
effects of metformin (the most widely prescribed anti-diabetic drug) makes it an interesting candidate
for drug re-purposing for the treatment of cancers. In this regard, we have examined and discussed
the available data (in vitro, in vivo and clinical data) on how targeting BCSCs using metformin can
counteract BCSC-related therapeutic resistance, which when followed by conventional anti-cancer
therapy could prove to be more efficient in the treatment of breast cancers. However, the possibility of
the development of an ‘acquired’ resistance to metformin cannot be ignored and must be subjected
to detailed studies. While majority of the available data on the efficacy of metformin in targeting
BCSCs is linked to in vitro and in vivo experiments the major setback is the lack of translational
clinical trials and data that addresses the challenges faced in an actual clinical setting. More clinical
studies are warranted to address the efficacy metformin in targeting BCSCs and to test the efficacy of
targeted drug delivery systems for an improved therapeutic outcome. Additionally, the inter-tumor
and intra-tumor heterogeneity and plasticity in cancers, including breast cancers, calls for specific
focus on the various aspects of predictive, preventive and personalized medicine (PPPM/3PM) for a
better treatment outcome on a case-by-case basis.
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Abbreviations

5-FU 5-fluorouracil
ABC ATP binding cassette
ABCB1 ABC sub-family B1; MDR1; P-gp
ABCB5 ABC sub-family B5
ABCC1 ABC sub-family C1
ABCC3 ABC sub-family C3
ABCG2 ABC sub-family G2; BCRP
ACC Acetyl–CoA carboxylase
Akt Protein kinase B
ALDH Aldehyde dehydrogenase
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AMPK 5′ adenosine monophosphate-activated protein kinase
BCRP Breast cancer resistance protein; ABCG2
BCSCs Breast cancer stem cells
BL1 Basal-like 1; TNBC subtype
BL2 Basal-like 2; TNBC subtype
CAFs Cancer-associated fibroblasts
CCL2 Chemotactic protein 1
CSCs Cancer stem cells
CTCs Circulating tumor cells
CXCL7 Chemokine (C-X-C motif) ligand 7
CXCR1 Chemokine (C-X-C motif) receptor 1
DDIT4 DNA damage-inducible transcript 4
DICER Double-stranded RNA specific endoribonuclease
DNMT DNA-methyl transferase
DOX Doxorubicin
DTCs Disseminated tumor cells
DTX Docetaxel
DVL3 Dishevelled 3
EGFR Epidermal growth factor receptor
EMT Epithelial-mesenchymal transition
Epi Epirubicin
ER Estrogen receptor
ERK Extracellular signal-regulated kinase
FAC 5-FU, DOX and cyclophosphamide
FACS Fluorescence activated cell sorter
FAK Focal adhesion kinase
FEC 5-FU, epirubicin and cyclophosphamide
Gli Glioma-associated oncogene homolog
GRP78 Glucose regulated protein 78
GSK-3β Glycogen synthase kinase 3 beta
GST Glutathione S-transferase
HER2 Human epidermal growth factor receptor 2
Hh Hedgehog
HIF-1α/β Hypoxia-inducible factor 1 alpha/beta
HMGB1 High-mobility group box 1
IC50 Half maximal inhibitory concentration
IGF-1 Insulin-like growth factor 1
IGF-1R IGF-1 receptor
IL6/8 Interleukin 6/8
IM Immunomodulatory; TNBC subtype
JAK Janus kinase
KLF5 Krüppel-like factor 5
LAR Luminal androgen receptor; TNBC subtype
M Mesenchymal; TNBC subtype
MAPK Mitogen activated protein kinase
MATE1/2 Multidrug and toxin extrusion protein 1 and 2
MCL1 Myeloid cell leukemia 1
MDR Multi-drug resistance
MDR1 Multi-drug resistance protein 1; ABCB1; P-gp
MET Mesenchymal-epithelial transition
miRNA Micro-RNA
Mito Mitomycin
MRP1 Multidrug resistance-associated protein 1; ABCC1
MSFE Mammosphere forming efficiency
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MSL Mesenchymal stem-like; TNBC subtype
mTOR Mammalian target of rapamycin
NF-κB Nuclear factor-kappa B
NOD Non-obese diabetic
NRF2 Nuclear erythroid-related factor 2
O-CMC O-carboxymethyl chitosan
OCT1/2/3 Organic cation transporters 1, 2 and 3
OS Overall survival
P-gp P-glycoprotein; ABCB1; MDR1
PARP1 Poly (ADP-ribose) polymerase 1
PDGF-B Platelet-derived growth factor B
PERK Protein kinase RNA-like endoplasmic reticulum kinase
PFS Progression free survival
PHGDH Phosphoglycerate dehydrogenase
PI3K Phosphatidylinositol-3-kinase
PKA Protein kinase A
PLGA-PEG Poly (lactic acid-co-glycolic acid)-polyethylene glycol
PMAT Plasma membrane monoamine transporter
PR Progesterone receptor
Ptch Patched; Hh ligand receptor
PTX Paclitaxel
RAD51 RecA homolog DNA repair recombinase
RANK-L Receptor activator of nuclear factor-kappa B ligand
REDD1 Regulated DNA damage 1
RFS Recurrence-free survival
SCID Severe combined immunodeficiency
SHh Sonic Hh
SMAD Sma-and mothers against decapentaplegic homolog
Smo Smoothened; Hh ligand co-receptor
SOX2 Sex determining region Y box transcription factor 2
STAT3 Signal transducer and activator of transcription 3
TAMs Tumor associated macrophages
TFF1 Trefoil factor 1/protein pS2
TGFβ Transforming growth factor beta
TNBCs Triple negative breast cancers
TNFα Tumor necrosis factor alpha
XIAP X-linked inhibitor of apoptosis
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