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Simple Summary: The tumour microenvironment comprise cellular and non-cellular components
and is a dedicive factor in determining anti-cancer treatment efficiency. The extracellular matrix is
profoundly remodelled in cancer, with direct effects on cancer cell growth and local immunity. In
this review, we outline how the matrix is altered in liver cancer and the importance of including the
matrix and other features of the tumour microenvironment in disease models.

Abstract: Hepatocellular carcinoma (HCC) is one of the most common and lethal cancers worldwide.
Currently, treatments available for advanced HCC provide dismal chances of survival, thus there is
an urgent need to develop more effective therapeutic strategies. While much of the focus of recent
decades has been on targeting malignant cells, promising results have emerged from targeting the
tumour microenvironment (TME). The extracellular matrix (ECM) is the main non-cellular component
of the TME and it profoundly changes during tumorigenesis to promote the growth and survival of
malignant cells. Despite this, many in vitro models for drug testing fail to consider the TME leading
to a high failure rate in clinical trials. Here, we present an overview of the function and properties of
the ECM in the liver and how these change during malignant transformation. We also discuss the
relationship between immune cells and ECM in the TME in HCC. Lastly, we present advanced, 3D
culture techniques of cancer modelling and argue that the incorporation of TME components into
these is essential to better recapitulate the complex interactions within the TME.

Keywords: extracellular matrix; liver cancer; tumour microenvironment; bioengineering; 3D models

1. Introduction

Liver cancer is the sixth most common form of cancer in incidence worldwide across
both sexes and all ages and in 2020 there were 900,000 cases worldwide. It is the third in
cancer-related deaths, claiming more than 800,000 lives globally in 2020 [1]. With incidence
on the rise worldwide, it is estimated that by 2030 over 1 million people will die from liver
cancer [2]. The most common form of primary liver cancer is hepatocellular carcinoma
(HCC) that represents 90% of cases [3]. The survival rate for HCC is poor, with a 5-year
rate standing at 18% [4]. Moreover, 90% of HCC cases develop on the back of persistent
liver inflammation which could result in aberrant chromosomal changes and can lead
to the malignant transformation of hepatocytes [5,6]. The most important risk factor for
HCC is cirrhosis as one in three cirrhotic patients will develop HCC during the course
of their lives [7]. Other prevalent risk factors for HCC are hepatitis B (HBV) or hepatitis
(HCV) infections, excessive alcohol consumption, obesity-related or diabetes non-alcoholic
steatohepatitis (NASH), aflatoxin B1, and these risk factors vary by geographical region [3].

HCC is a molecularly highly heterogeneous malignancy and this aspect is present at
three levels: interpatient heterogeneity, intertumoural heterogeneity (variability within the
tumour nodules of the same patient) and intratumoural heterogeneity (variability between
different regions of the same tumour nodule) [8]. This high heterogeneity coupled with the
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suppressive tumour microenvironment [9] makes creating a universally effective treatment
challenging. Currently, treatment is determined by scoring on the Barcelona Clinic Liver
Cancer algorithm. Stage 0 and A patients are eligible for surgical resection, however,
70% of patients undergoing resection will have a recurrence within 5 years [10]. Patients
with stages B (intermediate) and C (advanced) HCC have systemic therapies available
that mainly consists of various multi-kinase inhibitors (e.g., sorafenib, lenvatinib) [11].
Immune checkpoint inhibitor (ICI) monotherapy of cytotoxic lymphocyte antigen-4 (CTLA-
4) or programmed cell death (PD-1)/programmed cell death ligand-1 (PD-L1) showed
promising results in early clinical trials [12–15] which resulted in the FDA granting ap-
proval to pembrolizumab and nivolumab, now recommended as 3rd line of treatment [11].
However, median overall survival (OS) and objective response rates (ORR) were 1 year
and 15% for PD-1/PD-L1 blockade in patients previously treated with sorafenib [12,13],
whereas for CTLA-4 blockade the median time to progression was 6.48 months and the
ORR was 17.6% [15]. In addition, further randomised trials for anti-PD-1 monotherapy
for HCC did not show statistically increased OS either as a first-line treatment (against
sorafenib) [16] or as a second-line treatment (against placebo) [17]. However, combina-
tion therapy of ICI and other agents have shown promising results. In a global phase
3 clinical trial, atezolizumab (PD-1 inhibitor) was administered alongside bevacizumab
(VEGF inhibitor) to patients with unresectable HCC and the combination therapy had
better OS at 12 months (67.2% vs. 54.6%) and median progression-free survival (6.8 vs.
4.3 months) than patients given sorafenib only [18]. Other combinations include pem-
brolizumab (PD-1 inhibitor) and lenvatinib (multi kinase inhibitor) [19], atezolizumab
and cabozantinib (multi-kinase inhibitor) [20] or the combination of different ICIs such as
durvalumab and tremelimumab [21] and nivolumab and ipilimumab [22].

2. The Extracellular Matrix in the Tumour Microenvironment

The positive effect of immunotherapy, when combined with kinase inhibitors, high-
lights the importance of the microenvironment in HCC. The tumour microenvironment
(TME) in solid tumours is made up of the tumour cells and tumour-associated stroma [23].
The tumour stroma comprises cellular components such as blood and lymphatic vessels,
cancer-associated fibroblasts (CAFs) and immune cells, as well as non-cellular components
such as the extracellular matrix (ECM) [23]. While much valuable information has been
extracted from 2D cell culture models of HCC, they fail to account for various important
environmental factors that can affect HCC progression and therapy. One such factor is the
change in composition and mechanical properties of the ECM.

2.1. The Liver ECM in Health

The ECM is a complex assembly of core proteins such as collagens, fibronectin and
glycoproteins (such as heparan sulphate proteoglycans, chondroitin sulphate proteogly-
cans) and other associated molecules such as growth factors, cell adhesion molecules
and cytokines [24]. The ECM is an important constituent of healthy tissues that provides
structural support and is involved in various physiological processes including tissue
homeostasis [25], cell migration [26] signalling [27] and differentiation [28]. These biochem-
ical cues provided by the ECM are tissue specific, as they vary in degree and characteristics
depending on the specific tissue type and function [29]. In the healthy liver, ECM com-
ponents are synthesised by a variety of cells. Hepatic stellate cells (HSCs), sinusoidal
endothelial cells and hepatocytes produce type IV collagen and several glycoproteins and
proteoglycans. In addition, fibroblasts, vascular endothelial cells, biliary epithelial cells
in the portal tracts and myofibroblast surrounding the central veins also synthesise ECM
constituents [30]. The healthy human liver is comprised over 150 ECM proteins [31] and
both the parenchymal and the stromal cells can secrete factors that can regulate ECM
density and can modulate the immune system. Matrix metalloproteinases (MMPs) are
calcium-dependent zinc-containing endoproteinases that degrade ECM constituents and
are secreted by different hepatic cell types including HSCs, Kupffer cells (KCs), bile duc-
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tular epithelial cells and hepatocytes [32]. There is a low level of MMP expression in
healthy individuals that helps maintain tissue homeostasis and their activity is regulated
by tissue inhibitor of matrix metalloproteinases (TIMPs) [33]. Other metalloproteinases
including disintegrins and metalloproteinases (ADAMs) or disintegrin and metallopro-
teinases with thrombospondin motifs (ADAMTs), are also important in degrading the ECM
and contributing to its homeostasis [34].

2.2. A Remodelled ECM in Liver Cancer

The typical remodelling of the ECM that occurs in cancer development and growth
serves as a supportive environment for tumorigenesis, the maintenance of cancerous tissue
and metastasis. ECM remodelling is driven by various processes in cancer [35], summarized
in Table 1. Commonly, there is an accumulation of ECM components such as collagens
in the tumour stroma [36]. Ma et al. demonstrated that COL1A1 is highly expressed in
HCC and can be used as a putative biomarker for HCC carcinogenesis and metastasis [37].
In addition, it has been shown that HSCs trigger the epithelial to mesenchymal transition
(EMT) of hepatocellular carcinoma cells via the secretion of type I collagen [38]. Overtly
abundant collagen can also increase cancer cell survival. By binding to integrins, it increases
focal adhesions, initiates PI3K signalling and promotes the growth of tumour cells [39].

Table 1. Main ECM remodelling processes in cancer in respect to normal ECM.

Increased ECM
Deposition ECM Degradation Altered Post-Translational

Modifications

↑Fibronectin, collagens I,
III, IV

↑ECM degradation
↑Creation of bioactive
molecules (matrikines)
↑Release of growth factors

↑Angiogenesis
↑Metastasis

↑LOX activity
↑ECM stiffness

↑Mechanosignalling
↑Interstitial fluid pressure

↓ Impeded immune cell activity

↑ - increased; ↓ - decreased.

There is elevated deposition of other stromal components such as hyaluronic acid
(HA) and its receptor CD44 that together increase growth factor signalling [40]. Other
components such as heparan sulphate proteoglycans are also excessively produced [36]
and due to their involvement in cancer signalling, proteoglycans have been proposed as
potential biomarkers and therapeutic candidates in HCC [41]. The excessive secretion of
ECM components increases matrix stiffness that further aids cancer progression. Higher
matrix stiffness upregulates vascular endothelial growth factor (VEGF) in HCC cells, which
increases tumour growth and invasiveness [42]. Furthermore, increased matrix stiffness
in HCC upregulates osteopontin (OPN) expression [43] which is known to worsen HCC
prognosis [44].

Post-translational modifications (PTMs) are also altered in the cancer milieu. ECM pro-
teins undergo PTM after synthesis and the disruption of these processes can aid malignant
transformation of the tissue [45]. Lysyl oxidase (LOX) family members cross-link collagen
with elastin fibres and are thus critical regulators of ECM stiffness. LOX has been shown to
be overexpressed in HCC and that this elevated expression correlates with invasiveness
and poor survival [46,47].

ECM degradation is also perturbed in HCC. In normal, homeostatic tissue, the ECM is
continuously degraded by proteases such as MMPs, ADAMs or ADAMTs [48]. However, in
cancer tissues, there is elevated expression and activity of MMPs [48] and in HCC, various
MMP levels are elevated [49]. MMP-2 and MMP-9 are prominent in HCC; MMP-2 is not
typically found in the healthy liver but is expressed in HCC and is linked to increased
invasiveness while MMP-9 promotes angiogenesis [49]. Importantly, MMPs not only
contribute to tumour progression by opening up passageways for metastasis but also by
creating new bioactive molecules termed matrikines [50]. These matrikines can promote
tumour progression although some have anti-tumorigenic effects. For example, AG-9, an
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elastin fragment upregulates tumour growth in melanoma but A5G27, a laminin fragment
reduced breast cancer cell proliferation [51]. MMP-12 expression has been associated with
reduced tumour vascularisation in HCC [52,53]. This protective effect of MMPs has been
shown in other cancers as well. MMP-8 expression was correlated with better overall
survival in squamous cell carcinoma [54], while MMP-9 was shown to be protective against
Lewis lung carcinoma [55].

Lastly, the increased stiffness of the ECM can affect ECM-integrin interactions in-
ducing mechano-signalling and increasing cancer invasiveness [39]. Increased stiffness
has been shown to induce upregulation of integrin-ß1 expression in HCC and increase
invasiveness [56]. Matrix stiffness was also shown to be sufficient on its own to induce
EMT in HCC and this could be reversed by integrin ß1 or α5 suppression [57]. High
matrix stiffness also increased resistance to sorafenib in breast cancer through integrin ß1
and its downstream effector JNK [58]. Similar results were observed in HCC, where cells
grown on a higher substrate displayed increased resistance to the chemotherapeutic agent
cisplatin [59].

Significant producers of ECM material in cancer are CAFs, which are spindle-shaped
cells that deposit and remodel the ECM [60,61]. CAFs are a poorly defined population
of cells, due to their heterogeneity and the absence of specific markers that can delineate
them [62]. They have a central role in desmoplasia by secreting various ECM components
including collagen types I, III, IV, V, hyaluronan, fibronectins, laminins as well as secreting
proteases such as MMPs and urokinase-type plasminogen activator (uPA) [62]. Their
excessive secretion of ECM components results in the ECM becoming stiffer, shielding the
tumour from the immune system and supporting tumour growth. ECM degradation by
CAF secreted MMPs allows the liberation of various ECM bound factors, such as VEGF-A
which promotes angiogenesis [62]. CAFs are also able to influence the immune response
to tumours by secreting a plethora of growth factors, cytokines and chemokines such as
transforming growth factor-beta (TGF-β), interleukin 6 (IL-6) or CCL2 [62]. By doing so in
HCC they can induce the generation of myeloid-derived suppressor cells (MDSCs) [63]
or suppress NK cell activation [64]. CAFs have several cellular sources in hepatic cancer.
A common one is HSCs that are normally quiescent, vitamin A storing cells that line the
perisinusoidal space [65]. However, they are commonly transformed into alpha-smooth
muscle actin (αSMA) expressing myofibroblasts in the TME which are then localised
around tumour sinusoids, fibrous septae and the tumour capsule [66]. HCC tumour cells
can also undergo EMT and be transformed into CAFs often displaying aSMA or fibroblast
activation protein (FAP) expression, and are also associated with high aggressiveness [67].
Other cell types could also be transformed into CAFs, these include mesenchymal stem
cells (MSCs), liver sinusoidal endothelial cells (LSECs) and peritumoural tissue fibroblasts
(PTFs) [67].

2.3. Cytokines Are Key Regulators of the Tumour Microenvironment

Since HCC development is heavily linked to chronic inflammation [68], it is important
to consider the role of cytokines especially those with pro-inflammatory properties in
hepatic tumorigenesis. Cytokines are small, intercellular signalling molecules that play
a key role in orchestrating and resolving inflammation [69]. The dysregulation of their
production is a central feature of the hepatic TME [68]. An important driver of inflammation
is IL-6 whose levels are elevated in the serum of HCC patients [70]. IL-6 initiates JAK/STAT
signalling, a pathway central to various physiological processes and it is a crucial player
in steatohepatic HCC [70]. Another crucial cytokine in the HCC TME is TGF-β. TGF-β
acts as a suppressor in the early stages of tumour development, however, in later stages,
it becomes tumour promoting also driving EMT [71]. Moreover, TGF-β modulates the
immune landscape within the TME: it skews T cells towards a Treg phenotype, and it also
regulates other immune cells such as tumour associated macrophages (TAMs), MDSCs
or NK [72]. Other cytokines such as VEGF and IL-10 are also important in the HCC
TME. VEGF is a prominent angiogenic factor and its expression is elevated in HCC [73]
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contributing to its hypervascularisation. VEGF levels in the serum of HCC patients have
been correlated with tumour invasiveness [74] and have also been shown to serve as a
predictive factor for the success of therapy [75]. Serum levels of the anti-inflammatory
cytokine IL-10 have also been found to negatively correlate with overall survival [76]. The
role of cytokines in HCC development is extensively reviewed elsewhere [77].

2.4. The Effect of the Remodelled ECM on the Tumour Immune Microenvironment

An important component of the TME is represented by infiltrating lymphocytes,
creating the so-called tumour immune microenvironment (TIME). Research suggests that
there are two main types of TIME present in solid tumours. Infiltrated-excluded (I-E)
TIMEs are generally populated with immune cells but mainly lack cytotoxic lymphocytes
(CTL) in the tumour core [78]. CTLs are typically positioned around the tumour core likely
stuck in the surrounding dense ECM. I-E TIMEs are considered to be immunologically
‘cold’ since CTLs in them have low expression of activation markers granzyme B and
IFNG and they have poor CTL infiltration into the tumour core [78]. This TIME type is
often found in epithelial carcinomas such as melanoma, pancreatic ductal adenocarcinoma
(PDAC), colorectal cancer [78]. Infiltrated-inflamed (I-I) TIMEs are characterized by high
infiltration of CTLs into the tumour core that express PD-1 and the TME expressing PD-L1.
This TIME is considered to be immunologically ‘hot’ and tumours with this phenotype
show better response to ICI [78]. A subtype of this phenotype is the so-called tertiary
lymphoid structures TIME in which there are lymphoid aggregates with similar cellular
composition to lymph nodes that are usually found in the invasive tumour margin and
in the stroma. They contain a variety of lymphocytes comprising Tregs, B cells, DCs and
naïve and activated conventional T cells [79]. This subtype of TIME is usually associated
with a positive prognosis [78]. A meta-analysis of 23 studies on the effect of tumour
infiltrating lymphocyte (TILs) on the prognosis in HCC patients concluded that high
levels of CD8+ and CD3+ TILs improved OS and that high levels of CD8+, CD3+ and
CD4+ TILs were linked to improved disease-free survival/recurrence-free survival. On the
other hand, FoxP3+ TILs levels and FoxP3+/CD4+ and FoxP3+/CD8+ ratios negatively
correlated with OS and disease-free survival/recurrence-free survival [80]. An analysis
of 956 HCC patients found that almost 25% of them showed markers of inflammation
associated with a good response to anti-PD-1 therapy. Within this group, two subclasses
were identified: a so-called ‘active immune response’ class that was characterised by an
enrichment of IFN signatures, an overexpression of adaptive immune response genes
and better survival (i.e., I–I), and a so-called ‘exhausted immune response’ class that was
characterised by tumour promoting signals such as activated stroma, T-cell exhaustion and
immunosuppressive components especially TGF-β (i.e., I–E) [81]. Gao et al. investigated
the tumour immune signature of 766 HCC patients from three publicly available cohorts
and found that the TIME could be clustered into four distinct subclasses that can influence
response to treatment [82]. A third of patients belonged to the “immune deserted” or cold
tumour class that is characterised by general immune ignorance. However, 17% of patients
belonged to the “immunogenic” or hot tumour class that demonstrated enrichment of
both innate and adaptive immune responses and showed the highest response to sorafenib
and pembrolizumab treatments [82]. Similar clustering of TIMEs has been observed in
melanoma, bladder and gastric cancers as well [83]. These findings illustrate just how
important the microenvironment is in directing the immune response against the tumour.

The ECM is known to harbour proteins with immunomodulatory properties [84]. A
prominent ECM-bound molecule is TGF-β1, which is secreted as a homodimer attached
to its latency-associated peptide (LAP) to prevent TGF-β1 from binding to its receptors.
TGF-β1 is then anchored to the ECM by various latent TGF-β1 binding proteins (LTBPs)
that share sequence and domain similarities with fibrillins. Latent TGF-β1 can then be
liberated by proteolytic degradation or by mechanical force [85]. TGF-β is a pleiotropic
cytokine and it plays important roles in liver fibrosis and carcinogenesis by inducing the
transformation of HSCs into myofibroblasts and by inducing EMT in hepatocytes [86].
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Moreover, TGF-β also has various effects on anti-tumour immunity. It directly inhibits the
hallmark of cytotoxic T cell anti-tumour immunity by suppressing perforin, granzyme A,
granzyme B, Fas ligand and interferon-gamma (IFN-γ) production [87]. In addition, TGF-β
is an important growth factor for the differentiation of CD4+ T-cells into regulatory T cells
(Tregs) [88,89] that are important in dampening the fibrotic response.

The ECM includes proteins that have a variety of effects on the immune system
and there is increasing evidence pointing to the role that ECM proteins play in immune
exclusion. As a result of increased density, it plays a crucial role in T cell exclusion. In
fresh, human lung ex vivo tumour slices, T-cells preferentially accumulated in the stroma
with 5 times more T-cells there than in the tumour [90]. T cells were able to migrate
better in looser collagen and fibronectin regions and collagenase treatment reversed the
obstructing effects of the tumour stroma on T-cell migration [90]. Moreover, T-cells are
known to migrate by reorganising their cytoskeleton that results in considerable cellular
deformations allowing them to migrate through narrow spaces. However, when they are
confronted by dense ECM they are unable to migrate through them and as a result, they
migrate away towards looser ECM [91]. Treatments that target the components of the
ECM could help: for example, collagenase treatment has been shown to increase T cells
and tumour cells interactions [90]. Tenascin-c, a glycoprotein whose level increases in the
tumour ECM, also helps trap T-cells in the stroma by binding to Toll-like receptor 4 (TLR-4)
and inducing the upregulation of CXCL12 expression [92]. In a mouse pancreatic ductal
adenocarcinoma (PDAC) model, antifibrotic treatment reduced hyaluronan concentration
allowing a greater infiltration of immune cells into the tumour [93]. In pancreatic cancer,
T cells accumulated in low collagen density areas and their ability to invade the tumour
was inversely proportional to the density of the collagen matrix [94]. Moreover, a dense
collagen network was able to abrogate chemokine-induced T-cell migration as well [94].
In a 3D model, high collagen density reduced T-cell proliferation, promoted CD4+ T cells
over CD8+ T cells and reduced cytotoxic activity [95].

In addition to forming a physical barrier, ECM proteins can also directly modulate
immunity. Collagen has been shown to lead to CD8+ T cell exhaustion through its binding
to leukocyte associated immunoglobulin-like receptor 1 (LAIR-1) and to promote anti-PD-
1/PD-L1 resistance [96]. OPN that is commonly abundant in the TME and peripheral blood
of cancer patients has been shown to suppress CD8+ T cell activity in colon cancer and that
such suppression can be overcome by OPN blockade [97].

In gingival squamous carcinoma (GSCC), high galectin-1 expression in tumour tissue
correlated with decreased infiltration and increased apoptosis of CD8+ T-cells [98]. In head
and neck cancer, high galectin-1 expression upregulated PD-L1 expression on the tumour
epithelium reducing T-cell infiltration into the tumour [99]. In PDAC, galectin-9 binding of
macrophage-expressed Dectin-1 has induced their pro-tumorigenic reprogramming and it
caused the suppression of adaptive cancer immunity [100].

Treatments that target the components of the ECM could help: for example, colla-
genase treatment has been shown to increase T cells and tumour cells interactions [90].
A study has also shown that non-response to the anti-PD-L1 antibody atezolizumab in a
cohort of metastatic urothelial cancer patients was correlated with the exclusion of CD8+ T
cells from the tumour and their accumulation in the tumour stroma [101].

The dense ECM can also cause hypoxia, which can result in the upregulation of
angiogenic factors such as VEGF. Among the plethora of immune-modulatory properties of
this growth factor [102], VEGF is able to downregulate the expression and can also inhibit
the clustering of intercellular adhesion molecule-1 (ICAM-1) and vascular cell adhesion
molecule-1 (VCAM-1) [103,104]. These molecules are important in the extravasation of
T cells as their expression and clustering on endothelial cells determines if T cells can
extravasate into the tumour [105]. This effect of VEGF can be overcome by the use of
VEGF inhibitors [106]. Dense ECM-induced hypoxia is also key to drug resistance and
HCC is one of the most hypoxic tumour types [107]. The hypoxic environment causes the
upregulation of hypoxia-inducible factors such as hypoxia-inducible factor 1 subunit alpha
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(HIF-1a) and HIF-2a that promote the resistance to sorafenib treatment [108]. Sorafenib’s
antivascular effect ironically drives resistance to it by decreasing vascularisation, thus
increasing hypoxia and promoting the selection of resistant cells [108].

3. Models to Study the Cellular and Non-Cellular Components of the TME

The role of the ECM in the TME is pivotal for drug development. Over half of all
drugs in Phase II and Phase III clinical trials are unsuccessful [109] and currently the most
used way of testing drug candidates is 2D cell culturing [110].

Two-dimensional (2D) cell cultures include primary cells and immortalised cell lines
and while primary cells are valuable because they retain donor-specific features, their
use is limited by slow growth and a short lifetime. Immortalised cell lines on the other
hand can multiply indefinitely, but this makes them less representative of the original
tumour. Moreover, the longer these cells are passaged the higher the chances of genetical
and phenotypical changes that can affect results [111]. While 2D culturing techniques serve
as a cost-effective way of testing compounds, they cannot reconstitute the heterogeneity of
the tumour or the complexity of the extracellular environment [111] and this can hinder
successful drug development. Three-dimensional models confer various advantages over
conventional 2D culturing methods and these are key factors to explain why drugs show
a different response in a 3D culture environment. Two-dimensional cultures lack the
same morphological organisation as 3D cultures [112]. The spatial organisation of cell
surface receptors is different to cells cultured in 3D and this could affect drug binding
efficiency [113]. Cancer cells cultured in 3D better recapitulate the in vivo environment
where cells are in various different stages of their life cycle [113]. It has been shown that
tumour cells de-differentiate in 2D culture whereas in 3D they resemble closer in vivo
morphologies [114,115]; cancer cells in spheroid cultures display increased angiogenic
factors compared to cells in 2D cultures [116] and that cells cultured in 2D have lower IC50
values for drug treatment than cells cultured in a 3D environment [117]. Recently, a study
analysed the metabolome of mouse inner medullary collecting duct cell line (mIMCD3)
grown as spheroids and compared it with the metabolome of freshly isolated cells from the
mouse distal ducts [118]. They found that the metabolome of cells grown in spheroids was
analogous to freshly isolated cells and that cells grown in a 2D environment had a vastly
differing metabolome.

Signalling is also different in a 3D environment. Head and neck cancer cells displayed
upregulation of CDH1, Nanog and Sox2 when cultured in spheroids compared to when
cultured in 2D [119]. Colon cancer cells have also shown a downregulation of AKT, mTOR
and S6K signalling in spheroid culture compared to 2D culturing [120].

Since 3D cultures are more representative of the in vivo environment, they represent
better systems to model cell–ECM and cell–cell interactions and their use is becoming more
frequent. Currently, the most developed models of cancer that introduce the presence of a
TME are represented by organoids, spheroids, organ-on-chips, precision-cut tissue slices
and bioengineered tumour models, reported in Table 2.
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Table 2. Comparison of disease models.

Variation 2D Cell Lines Spheroids Organoids Organ on Chip Bioengineered
Models PCTS

Advantages

-Easy to use
-Affordable

-Highly
reproducible
-Long culture

times

-Can be patient
specific
-Can be

multicellular
and be used in

co-cultures
-High

reproducibility

-Patient specific
-Various cell

lineages
-May contain
tissue-specific

ECM
-Ability to
co-culture

-Patient specific
-Vascularisation

-Ability for
co-culture

-Controlled
environment

-Patient specific
-Inclusion of

native microen-
vironment
-Ability for
co-culture

-Preservation of
in vivo

microenviron-
ment

-Fully immuno-
competent

-Preservation of
patient-specific
characteristics

Disadvantages

-Lack of
microenviron-

ment
-No cell

heterogeneity
-No patient
specificity

-Poor structural
organization

-Forms a
necrotic core

-Limited
oxygen and

nutrients
supply

-High inter
patient

variability
-High cost

-Lack of
vascularization

-Difficult to
achieve

maturation

-Low
throughput

-Difficulty with
longevity

-Technically
challenging to

use
-Lack of
technical

robustness

-High inter
patient

variability
-Lack of

standardised
protocols
-Costly

-Difficulty with
obtaining tissue

-Short culture
time

-High inter
patient

variability
-Difficulty with
obtaining tissue

3.1. Organoids

An organoid is a collection of organ-specific cell types that is derived from stem cells
or organ progenitors and is able to self-organise through cell sorting and spatially restricted
lineage commitment [121]. The criteria for organoids are that it is able to display organ-
specific functions and that cells in them are grouped together and organised in a similar
fashion to the organ in vivo [121]. Organoid cultures have successfully been established
for various tissue types including lung, ovarian, uterine, colorectal, bladder, liver, breast
and biliary tract cancers [111]. The first functioning, healthy, human liver organoid was
established in the Clevers lab [122] and the same group subsequently established human
primary liver cancer organoids as well [123]. Huch and colleagues demonstrated that
long-term organoid culture can be set up from primary liver cancer samples and that
these organoids faithfully represent the phenotypical and genetic characteristics of the
in vivo tumour they were derived from [123]. Liver organoids have proven to be a good
predictive platform for drug efficiency. In a screening of 29 anticancer compounds on
primary liver cancer organoids, an ERK 1/2 inhibitor has demonstrated efficacy. This effect
was also recapitulated in vivo when these organoids were engrafted in immunodeficient
mice [123]. A limiting factor of current organoid technology is the difficulty to support
the maintenance of patient-derived stromal and immune cells along with tumour cells in
culture [124]. An organoid culture derived from the mouse small intestinal crypts was
successfully co-cultured with murine intestinal epithelial lymphocytes (IELs). These IELs
could be expanded when IL-2, IL-7 and IL-15 were added and were found both inside and
outside of the organoids [125]. CD45+ cells have successfully been maintained in human
air-liquid interface tumour organoid cultures for up to 8 days, however, CD3+ cells showed
a noticeable decrease during the same culture length [124]. The organoid technology could
be particularly valuable in drug screening. Patient-derived organoids from colorectal liver
metastasis (CRLM) patients have been shown to be predictive of response to chemother-
apy [126,127] and can be utilised for drug response profiling [128]. The co-culture of CAFs
with primary liver cancer organoids protected tumours from various clinically used anti-
cancer agents [129]. Despite the potential presence of various cell types, the 3D organisation
and the patient specificity are certainly an advantage in drug development [111], organoids
have several drawbacks. These include high inter-patient variability, high cost, difficulty in
achieving maturation and the lack of vascularisation [111,121].
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3.2. Spheroids

Spheroids are also a popular 3D culturing method. They are formed by self-assembled,
cell aggregates that have no attachment to a flat surface [130]. Spheroids lack a matrix
constituent [111]. Their greatest advantage is that they can be created from immortalised
cell lines as well as from primary cells thus they can also be patient specific. They are
highly reproducible as well and can be cultured with the use of simple protocols [111].
Numerous experiments utilising spheroid culturing have shed light on the importance of
the microenvironment. It has been demonstrated that HCC spheroids grew larger when
co-cultured with activated HSCs and that they had a smaller necrotic core than when
grown in a spheroid monoculture [131]. The addition of human umbilical vein endothelial
cells (HUVECs) to Huh7-formed spheroids promoted their proliferation and increased the
gene expression of HCC-related genes and cancer stem cell markers. More importantly,
however, it was also demonstrated that this in vitro setup was also able to tolerate a higher
dose of anti-cancer drugs than cells cultured in a monolayer [132]. Similar effects were
observed when the HSC cell line LX2 was added to HCC spheroids formed by both primary
cells and cell lines. Co-culture with HSCs not only increased spheroid compactness and
resistance to chemotherapeutic agents and kinase inhibitors, but activated HSCs promoted
HCC migration by upregulating MMP-9 as well [133]. Moreover, spheroids have been
constructed from cell lines derived from HBV+ patients and co-cultured with a variety
of stromal cells including stellate cells, HUVECs and fibroblasts. Spheroids co-cultured
with stromal cells showed an altered response to anti-cancer drugs compared to spheroids
cultured on their own or cells cultured in a monolayer [134]. However, spheroids have poor
structural organisation, they form a necrotic core as a result of poor oxygen and nutrients
supply, are variable in sizes and have limited viability due to the absence of progenitor
cells [111].

3.3. Organ-on-Chip

Another option for 3D culture is organ-on-chips, which are microfluidic devices with
individual parenchymal and vascular compartments containing live cells that model the
tissue–tissue interfaces, the multicellular architecture, the physical microenvironment of the
organ in vivo while having dynamic vascular perfusion [135]. Organ-on-chip technology
provides a controlled environment and the ability for co-culture. While it has allowed
for the functional recreation of several organs [136–138], it has been difficult to integrate
immune organs largely due to their highly complex nature [139]. This means that studying
certain aspects such as T-cell priming in the lymph nodes is not yet currently possible.
Moreover, this technology has several hurdles including low throughput, technically
challenging use, lack of technical robustness and difficulty of maintaining cell viability
over an extended period of time [140]. Nonetheless, organ-on-chip technology has yielded
valuable insights into how tumours interact with immune cells. Ayuso et al. have shown
that MCF-7 tumours drive NK cells exhaustion and that this could be rescued by ICI
treatment [141]. Aref et al. used both human and mouse-derived spheroids from various
solid cancers in a microfluidic system [142]. They found that the spheroids retained
autologous tumour infiltrating CD8+ T cells and that combination treatment with anti-
PD-1 and anti-CTLA-4 antibodies promoted their expansion and increased tumour killing.
Businaro et al. showed that splenocytes from wild-type mice showed a higher ability to
migrate and to extravasate towards B16 melanoma cells than splenocytes from interferon
regulatory factor-8 (IRF-8) deficient mice [143]. In addition, organ-on-chip technology
is frequently used to model other aspects of cancer biology such as neovascularisation,
modelling response to chemotherapy or tracking cancer cell migration and extravasation
(reviewed in [140]).

3.4. Precision Cut Tissue Slices

Precision cut tissue slices (PCTS), which include liver (PCLS) and tumour slices, repre-
sent a valuable addition to the aforementioned 3D models as they allow the investigation
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of the interplay between the cellular and non-cellular components of the tissue in a nearly
untouched physiological system. PCTS are fragments derived from fresh explants of liver
or cancer. Tumour slices have been successfully obtained from multiple solid tumours,
including pancreatic, renal, colon, breast [144–147] and have shown remarkable similarities
with the clinicopathological parameters observed in patients [148,149]. PCTS can also be
derived from primary and secondary liver cancers, including HCC specimens [150] and
promising results indicate that the structural and metabolic signatures observed in vivo
are retained within the PCTS [151,152].

The original tissue to produce PCTS is usually sourced from rodents or patients as
surgical waste post resection of liver cancers and distal surrounding tumour-free tissue.
The explants are then promptly processed in the laboratory to obtain slices nearly iden-
tical in size, using a specialised tissue microtome [153,154]. Liver or tumour slices can
be maintained in culture for several days without significant loss in cell viability and
functionality [155].

The preservation of cell-type heterogeneity is a key advantage of the PCTS model.
Resident or infiltrating cell populations and parenchymal or stromal components are
maintained in the PCTS, such as hepatocytes, hepatic stellate cells, fibroblasts, or tumour
cells and tumour infiltrating lymphocytes. Furthermore, an intact ECM is retained, and
so are the intra- and inter-cellular interactions allowing the use of this model to study
the TME [156]. Notably, the presence of immune cells in the PCTS makes this model
immunocompetent and therefore suitable for immunological investigations in the context of
liver cancer [157,158] and pre-clinical testing of immunotherapeutics [146] and therapeutic
vaccines, such as oncolytic measles vaccine viruses [150]. Another relevant feature of
this organotypic model is that when PCTS are derived from human tissue, they preserve
the patient-specific characteristics, including the original tumour histoarchitecture and
proliferative capacity [151] as well as the individual responsiveness to therapy [159]. This
similarity of the PCTS model to the tissue source is advantageous for predictive tests and the
development of personalised therapies but also constitutes one of the main limitations. The
reproducibility of the results is affected by the high variability among tumour phenotypes,
subjects and susceptibility to treatment and as a consequence, large patient cohorts, a
thorough experimental plan, and many technical replicates are necessary to build on
consistent results. The essential requirement of multiple slices spatially distributed across
the specimen is needed to overcome sampling error and compensate for the tumour
heterogeneity. The inter-sample variability is relevant not only for human tissue but also
for PCTS derived from mouse cancer models, as loco-regional changes in protein expression
have been reported within a limited radius [160]. Unfortunately, the need to screen multiple
slices and broaden the number of specimens, which depends on unpredictable factors, such
as the availability and suitability of viable tissue, the challenging costs and time-consuming
procedures impact the feasibility of these experiments.

Finally, compared to other models, PCTS survive in culture for a relatively short
period, limiting their applicability, especially for drug screening. However, promising
results have shown that employing innovative culture systems can extend the viability of
liver slices [161], opening the possibility of using bioengineered bioreactors to advance the
PCTS organotypic culture further.

3.5. Bioengineered Cancer Models

An emerging technology to study the effect of the ECM on cancer progression is
bioengineered tissue models which can be made by combining tissue scaffolds and cells.
These models utilise tissue engineering principles by seeding cells in a biocompatible
scaffold along with a mixture of cytokines and growth factors required for the generation
of the tissue [162]. Commonly used scaffolds currently include both animal-derived
(e.g., Matrigel™) as well as synthetic hydrogels (e.g., PAG cryogel matrices) [162]. A
promising way to generate human ECM-enriched bioscaffolds is through decellularization.
Decellularization removes all cellular components from a tissue and allows for the isolation
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of patient-derived ECM [163] preserving the ECM structure along with all the ECM bound
cytokines and growth factors (Figure 1). Decellularized ECM scaffolds can also be made
into hydrogels applicable to 3D models [164]. Although decellularization is commonly
used for bioengineering purposes [165–167], it also allows for the production of ECM-
enriched tissue samples that can be analysed for their matrix composition using proteomics
techniques. Using decellularized human colorectal cancer (CRC), CRLM and healthy
liver and colon samples, Naba et al. were able to characterise the protein composition
of these tissues. They found that the matrisome of CRLM is more similar to that of CRC
than to healthy liver, highlighting the profound changes that the ECM undergoes during
tumorigenesis [31]. Proteomics analysis of decellularized human cirrhotic liver showed
a more abundant expression of several proteins including various collagens, LOXL1 and
TGF-β-related proteins. Moreover, decellularized cirrhotic scaffolds promoted EMT when
recellularized with a hepatoblastoma cell line and they also retained a higher amount of
TGF-β compared to healthy scaffolds [168], emphasising how structural and component
changes in the ECM can promote tumorigenesis.

Figure 1. Most commonly used methods of decellularization and uses of decellularized ECM. Figure was created using
BioRender (https://app.biorender.com, accessed 7 October 2021).

Decellularization also enables the study of the sole effect of ECM components through
the reduction of tissue into powder. Such an approach has been employed by Huleihel
and colleagues who have extensively characterised macrophage phenotype in response
to ECM powder stimuli. They stimulated both bone marrow-derived macrophages and
the leukemic monocytic cell line THP-1 with ECM powder and found that ECM stimu-
lus resulted in a distinct macrophage phenotype that differed from the classically (IFNγ

+ LPS) and alternatively (IL-4) activated phenotypes. Moreover, ECM stimulus drove
macrophages towards an anti-inflammatory phenotype by downregulating inflamma-
tory markers [169]. The use of decellularization to recapitulate features of the TME was
demonstrated in an experiment using human CRC biopsies. The decellularization of these
samples revealed that these matrices retain their biological properties and that following
recellularization of CRC matrices with the colorectal adenocarcinoma cell line HT-29, there
was an overexpression of IL-8, a chemokine essential for CRC growth [170]. A continuation
of this study found that HT-29 cells cultured in CRLM scaffolds were more resistant to
treatment with chemotherapy agents when used at a concentration determined in 2D

https://app.biorender.com
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cultures [171]. In another study, Mazza et al. demonstrated in a decellularized cirrhotic
bioscaffold model, an enrichment of proteins affiliated with TGF-β/ECM related pathways
and that the cirrhotic ECM contained higher endogenous amounts of TGF-β creating an
environment that strongly favoured EMT compared to healthy bioscaffolds [168]. These
studies highlight the importance of incorporating the ECM into cancer disease models and
the difference its presence can make in determining the correct concentration of therapeutic
compounds.

More widespread use of such techniques could guide clinicians in choosing the
treatment with the highest predicted efficacy for each patient. Decellularized liver ECM
has also been incorporated into an organ-on-chip model to study kidney cancer metastasis
to the liver [172]. A biomimetic liver tumour-on-a-chip platform demonstrated better
TME recapitulation by increasing hepatocyte viability and preserving their function when
decellularized liver ECM was used in conjunction with GelMa [173]. This platform also
showed a dose-dependent response to sorafenib and acetaminophen. Although, both
rat liver ECMs used in the studies mentioned above demonstrate the potential these
techniques hold for personalised medicine and for better modelling the liver TME during
drug development.

While there is enormous potential in the use of decellularized scaffolds in bioengi-
neered tumour models, there are several shortcomings affecting this technique. Naturally,
there is patient-to-patient variation along with a lack of standardization for the protocols
used to generate these scaffolds. There is also a difficulty in obtaining primary tissue
and while there are already commercially available scaffolds, they are usually sourced
from healthy individuals. Lastly, using these scaffolds makes it difficult to decipher the
individual ECM components that can contribute to a pro-tumorigenic effect [174].

4. Conclusions

With rising liver cancer incidence worldwide, the need for new, efficacious treatments
that are particularly effective in advanced cases is ever increasing. The success of ap-
proaches that combine immunotherapy with the targeting of the TME has highlighted the
importance of considering the microenvironment during drug development. TME is an
intercellular space that participates in various aspects of tumorigenesis including sustained
proliferative signalling, angiogenesis, metastasis [65]. The TME is formed by both cellular
and non-cellular components. The importance of a number of proteins of the ECM has
been increasingly appreciated in driving tumorigenesis in various human carcinomas. The
interplay between immune cells and ECM in the HCC TME is a key aspect that should be
studied in respect to disease progression and therefore taken more into consideration in
cancer models.

Because of the complex interplay between the tumour cells and the microenvironment,
2D models are not sufficient to reflect this complexity, therefore, the use of advanced
models that incorporate the 3D tumour microenvironment are needed to obtain physi-
ologically more insightful results. While the ECM’s function was for long regarded as
simply providing structural support for tissues, it is becoming evident that its functions
extended beyond that. The ECM sequesters growth factors, is a repository for cytokines,
modulates the immune system [84] and is significantly remodelled during tumorigenesis.
As 3D models mature, the interplay between the tumour and its microenvironment is
becoming more appreciated. While commercially available matrices such as Matrigel are
commonly used models such as organoids and spheroids, their composition can present
with high batch-to-batch variation, and usually have non-human origins, making studies
more difficult to compare to human disease mechanisms. A solution to this is offered by
decellularization as it holds several advantages over currently used matrix substitutes. It
allows for the isolation of patient-derived ECM while retaining core proteins, matrisome-
associated proteins, cytokines, growth factors and its topology. This allows for the study
of the specific environment in which the tumour developed making a more personalised
approach possible. Nonetheless, this technique also suffers from limitations: it requires



Cancers 2021, 13, 5586 13 of 21

access to primary tissue, the heterogeneity is the same as between primary cells, which
should be considered when comparing studies, and 3D models using decellularized ECM
do not usually involve immune cells or they are not tumour specific. Currently, decellu-
larized ECM studies are often carried out to assess changes in the behaviour of cancer
cells in different matrices and to analyse the cancer matrix proteome, but not to assess
the interaction between the ECM and the TIME. Although bioengineered models with
decellularized ECM scaffolds are now more frequently used in cancer research to elucidate
the role of ECM changes in cancer development and progression, their application to the
study of HCC TME is rare. Proteomics analysis of ECM-enriched tumour samples to study
the matrisome in HCC is also a far less used technique in comparison to other more studied
solid cancers, such as CRC and CRLM. A deeper knowledge of specific matrix proteins
present at different stages of the disease may help with the classification of HCC subtypes,
the understanding of TME signalling pathways and the identification of pathways that
could be targeted in new therapeutic strategies.

The use of decellularization for creating patient-specific matrices for bioengineered
models could also open up new avenues in personalised medicine. A study performed in
surgically resected CRC tissue that was decellularized and subsequently recellularized with
CRC cell lines showed reduced sensitivity to 5-FU treatment and this reduce sensitivity
was comparable to values in vivo [152]. Given the importance of the immune system in the
TIME and its interaction with the remodelling ECM, disease-specific immune cells should
be integrated into 3D models for the study of the TME. For example, a bioengineered model
that consists of a patient’s ECM scaffold reseeded with autologous immune cells isolated
from the tumour site or the surrounding tissue (Figure 2), could aid us in further exploring
the mechanisms through which the diseased ECM affects anti-tumour immune responses
and could help bring us a step closer in finding new therapeutic avenues for treating liver
malignancies.

Figure 2. An example of a personalised bioengineered model that could be used to determine the best course of treatment
for patients. In this model, we envisage that a tissue sample from the tumour site can be obtained using biopsy after which
acellular scaffolds can be generated using decellularization. These tissue scaffolds can then have various applications
including co-culture with autologous immune cells, analysis of composition with proteomics, or can be a source material for
ECM hydrogels used in 3D disease models. LILs: liver infiltrating lymphocytes, PBMCs: peripheral blood mononuclear
cells. The figure was created using BioRender (https://app.biorender.com, accessed 4 November 2021).

https://app.biorender.com
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