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Abstract:

 Decreasing the risk of lung cancer, or preventing its development in high-risk individuals, would have a huge impact on public health. The most effective means to decrease lung cancer incidence is to eliminate exposure to carcinogens. However, with recent advances in the understanding of pulmonary carcinogenesis and the identification of intermediate biomarkers, the prospects for the field of chemoprevention research have improved dramatically. Here we review the most recent research in lung cancer chemoprevention—focusing on those agents that have been investigated in human clinical trials. These agents fall into three major categories. First, oxidative stress plays an important role in pulmonary carcinogenesis; and therefore, antioxidants (including vitamins, selenium, green tea extracts, and isothiocyanates) may be particularly effective in preventing the development of lung cancer. Second, inflammation is increasingly accepted as a crucial factor in carcinogenesis, and many investigators have focused on anti-inflammatory agents, such as glucocorticoids, NSAIDs, statins, and PPARγ agonists. Finally, the PI3K/AKT/mTOR pathway is recognized to play a central role in tobacco-induced carcinogenesis, and inhibitors of this pathway, including myoinositol and metformin, are promising agents for lung cancer prevention. Successful chemoprevention will likely require targeting of multiple pathways to carcinogenesis—both to minimize toxicity and maximize efficacy.
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1. Introduction

Lung cancer is the most common cause of cancer death world-wide. This remains true, despite advances in the understanding of the molecular carcinogenesis and the development of new targeted therapies. In an attempt to decrease this high mortality rate, much attention has been devoted to developing methods for early detection of the disease, when it is at a more treatable stage. The National Lung Screening Trial (NLST) recently demonstrated that CT screening can decrease lung cancer mortality in high-risk smokers by 20% [1]. Many ongoing studies are looking at non-invasive biomarkers for early detection that could be combined with CT screening to decrease mortality even further. These methods may result in improved lung cancer survival; however, no screening program can succeed at detecting early stage cancer with 100% sensitivity and specificity. In addition, the five-year mortality rate for early stage (I and II) lung cancer is still over 50% [2], and the treatment for early stage lung cancer is surgical resection—resulting in significant morbidity. Decreasing the risk of lung cancer—or preventing its development in high-risk individuals—would be an even loftier goal.



2. Risk Reduction

The most obvious method to prevent lung cancer development is to eliminate the contributing risk factors for lung cancer. Smoking plays a role in over 90% of lung cancers. While exposures to other carcinogens (e.g., asbestos, radon, industrial chemicals, etc.), genetic predisposition, presence of COPD or emphysema, and some pulmonary infections also increase risk, lung cancer was exceedingly rare before the advent of cigarettes.

Archeological evidence indicates that the tobacco plant was first cultivated by the Maya in South America, perhaps as early as 5,000 BCE [3]. Christopher Columbus’ crew learned to smoke tobacco from the Arawak Indians and carried the habit back to Europe. Tobacco use then gradually spread throughout the world. However, until the manufacturing of cigarettes became widespread in the early 20th century, tobacco smoking was uncommon. In fact, smoking was illegal in many US states until the 1920s. The first report of lung cancer in medical literature appeared in the 18th century; and by 1898, only 140 cases had been reported [4]. In 1912, physicians were beginning to notice an increase in incidence, but it was still considered “among the rarest forms” of malignancy, and only 374 cases had been reported [5]. James Alexander Miller, the first Director of the Bellevue Chest Service in New York City, reviewed primary carcinoma of the lung in 1930 [6]. He presented 32 cases from Bellevue Hospital, and was among the first to link the disease to urban dust and bronchial irritation. Through the remainder of the 20th century the incidence of lung cancer skyrocketed—following the trend in smoking habits, with a latency of 25 years.

Smoking cessation is the only intervention that has yet been shown to prevent lung cancer. In the Lung Health Study smokers were randomly assigned to smoking cessation programs or no intervention [7]. The successful quitters had a 55% reduction in lung cancer incidence compared to the control group. However, despite progress in tobacco control, and smoking cessation campaigns, almost 20% of the adult population in the US continues to smoke. In some areas of the world the rates are much higher, and many more people are former smokers, or have had exposure to second-hand smoke [8]. The incidence of lung cancer in never-smokers has also increased, and is now up to 20 per 100,000 person-years [9]. This trend is less easily explained, but likely reflects both second-hand smoke exposure and an increase in other environmental carcinogens.



3. Chemoprevention

Chemoprevention is the use of dietary or pharmaceutical agents to prevent the development or progression of a disease. Only individuals at high risk for a condition should be treated, and treatment should commence before the disease develops, or when it is in its earliest stages. Since the risk-factors for lung cancer are well established, lung carcinogenesis may take 20–30 years, and many of the molecular events in lung carcinogenesis and some precursor lesions have been identified, this is an ideal disease for chemoprevention.

There are several types of chemoprevention for lung cancer. Primary chemoprevention is used to try to prevent the development of the disease in a high-risk population. Secondary chemoprevention aims to prevent the progression of precursor lesions to malignancy. Tertiary chemoprevention is directed at preventing recurrences or second cancers in individuals with prior aero-digestive cancers. Over 11% of smokers eventually develop lung cancer, and this would be the population to target for primary chemoprevention [10]. Identifying a population with pulmonary preneoplasia for secondary chemoprevention is more difficult. CT scans can identify small nodules, particularly sub-solid nodules that may represent preneoplasia. Sputum, buccal scrapings, nasal swabs or bronchoscopy can be used to identify genetic, epigenetic or other changes associated with the presence of preneoplasia or the development of malignancy; though these techniques are not yet validated. Patients with prior aero-digestive malignancies, the target group for tertiary chemoprevention, have a risk of developing a second primary lung cancer after resection of as high as 2–3% per year [11]. Depending on whether an agent is to be used for primary, secondary, or tertiary prevention, the acceptable level of toxicity may differ.

Since invasive cancer takes many years to develop, the identification of surrogate intermediate biomarkers to indicate success or failure of a potential agent are necessary for chemoprevention studies. Currently there is no gold-standard biomarker. The most commonly used markers are histologic changes consistent with preneoplasia based on a multi-step progression from hyperplasia, to metaplasia, to dysplasia, to carcinoma in situ, to squamous-cell lung cancer; and from atypical adenomatous hyperplasia to adenocarcinoma [12]. An accumulation of various genetic abnormalities correlates with the increasing morphologic changes, in both the squamous-cell carcinoma and the adenocarcinoma sequence. These genetic abnormalities associated with preneoplasia progression represent another class of biomarkers that can be used in chemoprevention studies. The sequence of events in the development of small-cell lung cancer is much less clearly defined, and chemoprevention studies for small cell lung cancer are more difficult to design. The development of validated markers of early pulmonary carcinogenesis is essential for successful clinical trials of chemopreventive agents.



4. Agents for Lung Cancer Chemoprevention

No chemopreventive agent has been validated for lung cancer, though there are several promising areas of investigation. Some of the agents that have been studied in human clinical trials, especially those that have been investigated most recently, are reviewed here.


4.1. Antioxidants

Oxidative stress plays an important role in pulmonary carcinogenesis [13]. Oxidants or reactive oxygen species (ROS) are agents that form reactive oxygen metabolites, including hydroxyl radicals, superoxide anions, singlet oxygen and hydrogen peroxide. Antioxidants are substances that act to detoxify these species. Oxidative stress occurs if the balance of oxidants and antioxidants is disrupted. The major endogenous sources of oxidants are aerobic metabolism and inflammation. Exogenous sources include radiation, UVB light, atmospheric oxidants, tobacco smoke, manufactured fibers and various metals. Oxidants can induce carcinogenesis through several mechanisms, including direct DNA damage leading to structural damage or genetic mutation, altered gene expression due to a variety of epigenetic factors, activation or inhibition of signal transduction pathways, and inhibition of the apoptotic pathway. The respiratory tract is unique in the variety and extent of both endogenous and exogenous oxidants to which it is exposed. Therefore oxidative stress may play a particularly significant role in pulmonary carcinogenesis. As a result, it has been thought that antioxidants may be particularly effective in preventing the development of lung cancer.

Some of the antioxidants investigated as chemopreventive agents include vitamins A and E, selenium, N-acetylcysteine, and inducers of glutathione-S-transferase. Vitamin A was one of the first agents to be formally studied as a cancer chemopreventive agent. In 1925, Wolbach reported that rats developed epithelial neoplasia after vitamin A deprivation, and that this was reversed with supplementation [14]. Epidemiological data has suggested that diets high in vitamin A (retinols and carotenoids), vitamin E (tocopherols) and vitamin C reduce the risk of lung cancer [15,16,17]. When analogues of vitamin A (retinoids) that had lower toxicity were developed, studies with high dose supplementation could be pursued.

However, multiple trials in primary and secondary prevention—looking at combinations of β-carotene, retinol, alpha tocopherol, retinyl palmitate, and 13-cis-retinoic acid—did not show any protective effect [18,19,20,21,22,23]. Two studies in particular published in the New England Journal of Medicine in 1996 debunked the idea that β-carotene supplementation could be used to prevent lung cancer. In the Physicians' Health Study, more than 22,000 U.S. male doctors were treated with 50 mg of β-carotene or placebo every other day, for an average of 12 years [24]. There was no difference in the incidence of lung cancer mortality related to beta carotene supplementation. In the Beta-Carotene and Retinol Efficacy Trial (CARET), more than 18,000 persons at elevated risk for lung cancer because of exposure to asbestos or cigarette smoking were treated daily with beta carotene (30 mg) and retinyl palmitate (25,000 IU), or with placebo, for an average of four years [25]. The trial was ended early when the researchers identified an increased risk of death from lung cancer in the group receiving the supplements. A meta-analysis of the large beta carotene trials confirmed an increased risk of cancer in current smokers who received high-dose supplementation [26]. Phase III chemoprevention trials that looked at combinations of isotretinoin, vitamin A, N-acetylcysteine and/or selenium in patients with prior cancer showed no reduction in cancer recurrence [19,27,28]. A Cochrane Review of nine randomized controlled trials of vitamin and mineral supplementation for the prevention of lung cancer found no benefit for any of the combinations of high-dose supplements [29]. Most recently, investigators on the Physicians’ Health Study reported a slight decrease in total cancer diagnoses among physicians randomized to a multivitamin supplement, but there was no significant difference in lung cancer incidence [30]. Studies of several other antioxidants have also been negative. For example: anethole dithiolethione—an organosulfur compound that increases glutathione-S-transferase and additional phase II enzymes—did not reverse bronchial dysplasia in smokers [31].

Studies of other antioxidants, however, have been somewhat more promising. Selenium is a component of the antioxidant enzymes glutathione peroxidase and thioredoxin reductase, and therefore is thought to improve cellular defense against oxidative stress. In vitro studies indicated that selenium may cause regression of malignancy, and epidemiologic studies have suggested that increased selenium intake in populations with low average selenium levels may decrease the risk of lung cancer [32]. Conversely high levels of selenium may actually increase lung cancer risk [33].

When selenium was investigated for the prevention of skin cancer in a randomized, double-blind, placebo-controlled trial that included over 1,300 patients, the investigators found that the subjects who received 200 mcg selenium supplementation for 4.5 years had a 44% decrease in lung cancer incidence [34]. It seemed that the people with the lowest baseline selenium levels had the most significant decreased incidence. However, the SELECT (selenium and vitamin E cancer prevention trial) study, a randomized double-blind placebo-controlled, multi-center study of selenium for prostate cancer prevention in over 35,000 men, that included lung cancer incidence as a secondary endpoint, found that selenomethionine alone, or in combination with vitamin E, had no significant effect on lung cancer development [35,36,37]. Similarly, a chemoprevention trial in Linxian (China) of beta-carotene, alpha-tocopherol and selenium found no benefit to selenium supplementation [38], and a study of tertiary prevention with selenium in patients with previous lung-cancer resection showed no decrease in lung-cancer recurrence [28]. The variable results of these trials suggest that selenium may only be of benefit in those with low baseline levels, and that very high levels of selenium may even increase the risk of malignancy.

Cruciferous vegetables are natural sources antioxidants, and epidemiologic evidence has suggested that diets high in cruciferous vegetables (e.g., broccoli, cabbage, cauliflower, mustard greens, brussel sprouts, kale) may be associated with lower cancer incidence. A 2010 meta-analysis of the 30 studies looking at the association between cruciferous-vegetable consumption and lung-cancer risk found a weak inverse association [39]. In subsequent studies, researchers conducted two case-control analyses of the effects of cruciferous-vegetable intake on lung cancer risk. These later studies confirmed a decreased risk of lung cancer in those with the highest cruciferous vegetable intake, especially in current smokers [40,41].

Cruciferous vegetables are a major source of glucosinolates, which are precursors for isothiocyanates and indole-3-carbinol. These compounds exhibit several anti-carcinogenic properties. Indole-3-carbinol (I3C) modulates the PI3K/AKT/mTOR pathway (see below) and has been found to inhibit the development of carcinogen-induced adenocarcinoma in murine models [42]. Isothiocyanates may inhibit the bio-activation of tobacco carcinogens, such as polycyclic aromatic hydrocarbons and 4-(methylnitrosamino)-1-(3-pyridyl)-1-butanone [43]. They may also enhance excretion of carcinogenic metabolites before these metabolites can damage DNA [44,45]. Sulforaphane, a major isothiocyanate found in broccoli, has been found to induce cell-cycle arrest and apoptosis. Evidence suggests that individuals with variants in the glutathione-S-transferase gene, which plays an important role in xenobiotic metabolism and oxidative metabolism, may be particularly susceptible to the beneficial effects of increased isothiocyanate consumption. Murine studies showed that sulforaphane supplementation decreased benzo-(a)-pyrene induced lung damage and increased antioxidant levels and nuclear factor erythroid 2-related factor 2 (Nrf2) transcription [46,47]. These modulations by sulforaphane result in decreased carcinogen-induced stress. The results suggest an anti-initiating role of sulforaphane in experimentally induced lung cancer.

Dithiolethiones are organosulfur compounds that have antioxidant properties, and may be effective in cancer chemoprevention. In animal models, these compounds have been shown to have chemoprotective activity against the development of lung and other cancers [48,49,50,51]. Two of these compounds have been studied in human trials: Anethole dithiolethione (ADT; 5-[p-methoxyphenyl]-1,2-dithiole-3-thione) and oltipraz (5-[2-pyrazinyl]-4-methyl-1,2-dithiol-3-thione). Oltipraz was found to have too much toxicity for chemoprevention [52]. ADT is well tolerated, and in a randomized, double-blind, placebo-controlled, phase IIb trial was found to decrease both the development and progression of bronchial dysplasia in former smokers with known dysplasia [31]. ADT has multiple possible mechanisms of action, but the most prominent for chemoprevention appears to be its effects on glutathione. ADT stimulates glutathione synthesis via glutamyl cysteine synthetase, and increases glutathione-dependent enzyme activity, thus protecting against oxidative damage. ADT also displays free-radical scavenger properties that may protect cell membranes by inhibiting lipid peroxidation. It also modulates nuclear factor-kappa β, a redox-sensitive cytolytic transcription factor.

Green tea, made from the leaves of Camellia sinensis, or green tea extracts (GTE), are often proposed as cancer chemopreventives, primarily due to potent antioxidant properties. Observational evidence suggests an association between green-tea consumption and reduced lung cancer risk, although the data is conflicting [53]. Human trials have shown that high levels of green-tea consumption reduced oxidative damage in heavy smokers [54]. The active ingredients are thought to be green-tea polyphenols (GTPs) which, in vitro, can protect against DNA damage, promote apoptosis of tumor cells, and inhibit angiogenesis [55]. Recent studies suggest that GTE may also induce annexin-1 and inhibit COX-2 expression, suggesting that green tea may also have anti-inflammatory effects [56].

Mesna (2-mercaptoethane sulfonic acid) is an organosulfur compound used in combination with chemotherapy agents to decrease the toxicity of the agents’ metabolites. Mesna works as an anti-oxidant and detoxifies acrolein and other toxins by reaction of its sulfhydryl group with vinyl groups. It also increases urinary excretion of cysteine. Acrolein is one of the carcinogenic agents in cigarette smoke, suggesting that mesna may be useful as a chemopreventive agent in smokers, by acting as an antioxidant and detoxifying acrolein [57].



4.2. Anti-Inflammatories: Steroids, Cyclo-Oxygenase Inhibitors, Prostacyclin Analogs and PPARγ (Peroxisome Proliferator-Activated Receptor Gamma) Agonists, and HMG-CoA (Hydroxy-3-methyl-glutaryl Coenzyme A) Reductase Inhibitors (Statins)

Inflammation, especially prolonged inflammation, plays an important role in carcinogenesis. As mentioned, the respiratory tract is constantly exposed to a variety of environmental pathogens and toxins and has a potent immune response. This response includes the recruitment and activation of phagocytic and inflammatory immune cells, which produce oxidant mechanisms to fight infections or to promote the injury-repair process. However, the proliferative response to injury can also predispose to malignant transformation or progression. Multiple anti-inflammatory agents have been investigated for the chemoprevention of lung cancer.

Glucocorticoids have potent anti-inflammatory effects. They also alter genes involved in multiple signaling-pathways, particularly those involved in cell-cycle progression and MAP-kinase activation [58]. To investigate whether the use of inhaled steroids might decrease the risk of lung cancer, Parimon et al. looked at the records of over 10,000 veterans with COPD and found that those who had been treated with inhaled corticosteroids had a dose-dependent decreased risk of lung cancer [59]. Studies in murine carcinogenesis models have shown that glucocorticoids inhibit progression from hyperplasia to cancer, and can decrease tumor multiplicity and tumor load [60,61].

Prospective trials of inhaled glucocorticoids in high-risk smokers have been less convincing. In a randomized, placebo-controlled study of inhaled budesonide in smokers with persistent CT scan-detected lung nodules, there was a non-significant trend toward regression of non-solid and partially solid lesions after budesonide treatment [62]. Similarly, a randomized trial of inhaled budesonide in smokers with dysplasia of the bronchial epithelium did not induce regression [63].

Non-steroidal anti-inflammatory drugs (NSAIDs) act as inhibitors of the cyclooxygenase (COX) enzymes which convert arachidonic acid to prostaglandin E2. The COX enzymes play an important role in inflammation, and a large number of COX-2 dependent genes are involved in tumorigenesis [64,65]. COX-2 is often up-regulated in carcinoma-in-situ and non-small cell lung cancer [66]. In animal models, inhibition of cyclooxygenase activity decreases eicosanoid production and prevents the development of lung cancer [67]. As a result, many studies over the years have looked at NSAIDs as potential chemopreventive agents.

Aspirin is a nonselective inhibitor of both COX-1, a constitutive enzyme, and COX-2, an inducible enzyme, and may also cause cell-cycle arrest and apoptosis through alternate pathways. Since aspirin is widely used, several investigators have attempted to determine whether regular aspirin consumption decreases lung-cancer risk. In several different murine models, aspirin has been shown to prevent lung cancer, and this was associated with inhibition of COX-2, and induction of apoptosis [68,69,70,71,72].

The results of individual human studies have been variable [73,74,75]. However, a recent meta-analysis of 19 studies of NSAIDs and lung-cancer risk did suggest an overall benefit of taking aspirin (but not other NSAIDs) regularly for those at high risk of lung cancer [65]. Long-term follow up of trials of aspirin for prevention of cardiovascular disease also suggest a benefit for cancer prevention. Recent pooled analyses of a long-term post-trial follow up of cardiovascular disease and colorectal adenoma prevention studies demonstrated significant reductions in colorectal cancer incidence and mortality [76,77,78]. The 20-year risk of death due to all cancers, including lung, is consistently lower in the aspirin groups than in the control groups, and benefit increases with duration of treatment. The latent period before an effect on deaths was about five years for lung cancer, and was confined to adenocarcinoma. In fact, a recent report suggests that aspirin use may be associated with an increased risk of small-cell lung cancer [79]. In a prospective cohort study, NSAID use was associated with a small reduced risk of lung cancer, strongest for adenocarcinoma in men, and in long-term former smokers [80]. The only randomized, placebo-controlled trial of aspirin, the Women’s Health Study, found that women assigned low-dose aspirin (100 mg), taken every other day, had a borderline statistically-significant reduction in lung cancer risk [81].

Selective inhibitors of COX-2 have also been studied for cancer chemoprevention. Some of the agents investigated include celecoxib, etorcoxib and indomethacin. Recently, celecoxib given to current and former smokers was found to decrease Ki-67, a biomarker of proliferation, in bronchial epithelium and BAL cells after treatment [63,82]. Celecoxib has also been found to inhibit the production of PGE2 and reduce cancer incidence in high-risk patients. A recent study of another selective COX-2 inhibitor, etoricoxib, focused on the anti-angiogenic effect as another mechanism of chemoprevention [83]. However, an exhaustive review of the published literature on NSAIDs and cancer did not find any evidence for benefit or for risk of lung cancer with NSAID use [84].

Other NSAIDs that have recently been studied in relation to lung cancer risk include glucosamine/chondroitin [85] and tetramethylpyrazine, a COX2 inhibitor and component of traditional Chinese medicine [86].

Downstream in the cyclooxygenase pathway, the prostacyclin analogs also have anti-inflammatory effects, and have been investigated as chemopreventive agents. Prostacyclin analogs selectively increase peroxisome proliferator-activated receptor gamma (PPARγ) activity in epithelial cells and in non-small cell lung cancer (NSCLC) [87]. In NSCLC cell lines, activation of PPARγ inhibits cell growth [88]. In murine models, PPARγ over-expression prevents lung cancer. Iloprost, a long-lasting oral prostacyclin analog that inhibits lung tumorigenesis in carcinogen-exposed wild-type mice, was studied in a national trial and was found to decrease endobronchial dysplasia in former smokers [89].

Thiazolidinediones are oral PPARγ agonists used in diabetes management. They also induce 15-hydroxyprostaglandin dehydrogenase (15-PGDH), the enzyme that inactivates the anti-apoptotic and immunosuppressive PGE2 by conversion to 15 keto prostaglandins. Pioglitazone, a synthetic PPARγ ligand used in diabetes, induces tumor-cell apoptosis and has been found to prevent lung cancer in mouse models [90,91]. In one study of over 87,000 veterans treated for diabetes at ten Veterans Affairs medical centers, patients on thiazolidinediones had 33% lower incidence of lung cancer than those on other medications for diabetes management [92]. A meta-analysis completed this past year confirms a small, but significant decreased risk of lung (and other) cancers in diabetics treated with thiazolidinediones [93]. A review of patients with diabetes at the Cleveland Clinic found that those who had not been treated with metformin (see mTOR inhibitors section below) and/or thiazolidinediones were more likely to develop lung cancer [94]. An ongoing trial at the Denver VA is evaluating the effect of pioglitazone on lung cancer incidence in smokers [95].

The HMG-CoA reductase inhibitors are drugs that are widely prescribed for lipid disorders because of their ability to inhibit cholesterol synthesis. However, these drugs also affect multiple other pathways, including those involved in carcinogenesis, angiogenesis and immunomodulation [96,97]. Studies indicate that these drugs inhibit RhoA, suppress AKT activation and up-regulate TIMP-1, and therefore are potent anti-inflammatory agents and may also modulate DNA repair. Because of the possibility that these agents may inhibit carcinogenesis through their effects on multiple pathways, there is much interest in investigating their utility as chemopreventive agents. Epidemiologic studies looking at incidence of lung cancer in relation to statin use have had mixed results, although some studies—particularly in patients with COPD—seem to show a decreased risk of lung cancer [98,99]. Most recently, however, Jacobs et al. found no change in the risk of lung cancer after long-term statin use [100]. Murine studies did find that statins combined with green-tea polyphenols or glucocorticoids inhibited lung tumorigenesis as well as tumor-cell migration and metastasis [96].



4.3. PI3K/AKT/mTOR Pathway Inhibitors

Phosphatidylinositol 3-kinases (PI 3-kinases or PI3Ks) are a family of intracellular signal transducer enzymes that phosphorylate the hydroxyl group at the 3 position of the inositol ring of phosphatidylinositol and are involved in multiple cellular functions, including cell growth, proliferation, differentiation, motility, survival and intracellular trafficking. Many of these functions relate to the ability of class I PI 3-kinases to activate protein kinase B (PKB or AKT) in the PI3K/AKT/mTOR pathway. Tobacco smoke activates this pathway, and the pathway has been demonstrated to be activated in bronchial airways of smokers with airway dysplasia or lung cancer, and may precede the development of lung cancer [101]. The PI3K pathway can also be constitutively activated in tumors as a result of EGFR mutations, suppression of the tumor suppressor PTEN, PI3K gene mutations or increased PI3K gene copy. Mammalian target of rapamycin (mTOR) is a serine/threonine kinase that mediates the AKT signaling pathway.

Agents that affect the PI3K/AKT/mTOR pathway have potential as chemotherapeutic agents. Inhibitors of mTOR (rapamycin, sirolimus and metformin) induce cell-cycle arrest, and phase I studies of these agents for chemoprevention are planned [102,103,104]. However, the harmful side effects of some of these drugs will likely limit their utility as chemopreventive agents. One well-tolerated agent that inhibits mTOR is metformin, widely used for diabetes management. Metformin’s primary action is to inhibit hepatic glucose production and improve peripheral insulin-sensitivity. Evidence shows that metformin also inhibits PI3K/AKT/mTOR signaling. As mentioned above, observational studies have found a decreased incidence of lung cancer in diabetics treated with metformin compared with other agents [105,106], although not all studies confirm this observation [107,108].

Myo-inositol (cis-1,2,3,5-trans-4,6-cyclohexanehexol) is another well-tolerated inhibitor of the PI3K pathway. Inositol is an essential human cell nutrient and a component of cell membranes. The primary natural source of myo-inositol is inositol hexaphosphate, which is hydrolyzed by phytase in the gastrointestinal tract to free myo-inositol. Inositol hexaphospate is present in many foods, particularly whole grains and fruits. Myo-inositol, a glucose isomer, is a precursor in the phosphatidyl-inositol cycle, and the source of second messengers that regulate members of the protein kinase C family, intracellular calcium levels, and signal transduction. Derivatives of myo-inositol act as inhibitors of the PI3K pathway. In vitro studies have confirmed that myo-inositol specifically inhibits this pathway in lung-cancer cell lines. In addition, the activity of AKT [109] and PI3K [110] has been evaluated in the patients who had received myo-inositol, and regression of dysplasia correlates with decreased PI3K activity. In several studies, oral inositol inhibited lung tumorigensis in mice exposed to carcinogens [111]. It has been effective when given before, during and even immediately after exposure. Combining inositol with budesonide, dexamethasone, N-acetylcysteine and/or indole-3 carbinol increased efficacy even further [112]. In a phase I study of inositol in 26 smokers with bronchial dysplasia on autofluorescence bronchoscopy, Lam and colleagues found a significant increase in regression of dysplasia in patients treated with myo-inositol [113]. Ongoing studies continue to evaluate this agent for chemoprevention.




5. Conclusions

Many other strategies and agents have been investigated for lung cancer chemoprevention, though most have not progressed to the human clinical trial stage. Some of these strategies include STAT3 pathway inhibition (e.g., curcumin), cell-cycle arrest (e.g., gambogenic acid), hTERT silencing, miRNA modulation, iNOS suppression, chitin inhibition, angiotensin receptor blockade, TGF-β antagonism, VEGFR-2/EGFR inhibition (e.g., vandetanib), and Nrf2 activation. No agent has yet been proven sufficiently effective in human trials, but despite the disappointments in the field of lung cancer chemoprevention, there is reason to be optimistic. Many agents can inhibit lung carcinogenesis in animal models, and the development of intermediate markers will make the pursuit of human trials more feasible. As we learn more about altered pathways in pre-malignant lesions, more targeted or even personalized chemoprevention regimens may be devised. Improved lung cancer risk profiles will further define who should be selected for chemoprevention. Current models are based on general criteria of age, sex, tobacco smoke and asbestos exposure history [114], pulmonary function, family history, and presence of emphysema on CT [115,116]. Genetic testing will soon add additional criteria to define high-risk groups. It is likely that successful chemoprevention will require a combination of agents to target multiple pathways to carcinogenesis—both to minimize toxicity and maximize efficacy. Although avoidance of the major carcinogens is the surest way to decrease lung cancer incidence, chemoprevention for those at highest risk may eventually be possible.






Acknowledgments

Supported by NIH UO1 CA086137, T32 ES007267, RO1 HL 090316, and Stony-Wold Herbert Fund.



References


	1. 
Aberle, D.R.; Adams, A.M.; Berg, C.D.; Black, W.C.; Clapp, J.D.; Fagerstrom, R.M.; Gareen, I.F.; Gatsonis, C.; Marcus, P.M.; Sicks, J.D. Reduced lung-cancer mortality with low-dose computed tomographic screening. N. Eng. J. Med. 2011, 365, 395–409. [Google Scholar]

	2. 
National Cancer Institute. Surveillance, Epidemiology, and End Results (SEER) Program. Statistical Resources. U.S. population Data. Available online: http://www.seer.cancer.gov/ (accessed on 15 January 2013).

	3. 
Proctor, R.N. Tobacco and the global lung cancer epidemic. Nat. Rev. Cancer 2001, 1, 82–86. [Google Scholar]

	4. 
Kaminsky, M. Ein Primäres Lungencarcinom mit Verhornten Plattenepithelien. Ph.D. Thesis, University of Greifswald, Greifswald, Germany, 1898..

	5. 
Adler, I. Primary Malignant Growths of the Lungs and Bronchi; Longmans, Green and Co.: London, UK, 1912. [Google Scholar]

	6. 
Miller, J.A.; Jones, O.R. Primary carcinoma of the lung. Am. Rev. Tuberc. Pulm. 1930, 21, 1–56. [Google Scholar]

	7. 
Anthonisen, N.R.; Skeans, M.A.; Wise, R.A.; Manfreda, J.; Kanner, R.E.; Connett, J.E. The effects of a smoking cessation intervention on 14.5 year mortality. Ann. Intern. Med. 2005, 142, 233–239. [Google Scholar]

	8. 
King, B.; Dube, S.; Kaufmann, R.; Shaw, L.; Pechacek, T. Vital signs: Current cigarette smoking among adults aged greater than or equal to 18 years—United States, 2005–2010. MMWR Surveill. Summ. 2011, 60, 1207–1212. [Google Scholar]

	9. 
Wakelee, H.A.; Chang, E.T.; Gomez, S.L.; Keegan, T.H.; Feskanich, D.; Clarke, C.A.; Holmberg, L.; Yong, L.C.; Kolonel, L.N.; Gould, M.K.; et al. Lung cancer incidence in never smokers. J. Clin. Oncol. 2007, 25, 472–478. [Google Scholar] [CrossRef]

	10. 
Jemal, A.; Ward, E.; Hao, Y.; Thun, M. Trends in the leading causes of death in the United States, 1970–2002. J. Am. Med. Assoc. 2005, 294, 1255–1259. [Google Scholar]

	11. 
Johnson, B.E. Second lung cancers in patients after treatment for an initial lung cancer. J. Natl. Cancer Inst. 1998, 90, 1335–1345. [Google Scholar]

	12. 
Greenberg, A.K.; Yee, H.; Rom, W.N. Preneoplastic lesions of the lung. Resp. Res. 2002, 3, 20. [Google Scholar]

	13. 
Greenberg, A.K.; Rom, W.N. Molecular mechanisms of oxidant-induced pulmonary carcinogenesis. In Oxygen/Nitrogen Radicals, Lung Injury and Disease, Lung Biology in Health and Disease; Vallyathan, V., Castranova, V., Shi, X., Eds.; Marcel Dekker, Inc.: Morgantown, WV, USA, 2004; Series 187. [Google Scholar]

	14. 
Wolbach, S.B.; Howe, P.R. Tissue changes following deprivation of fat-soluble A vitamin. J. Exp. Med. 1925, 42, 753–777. [Google Scholar] [CrossRef]

	15. 
McLaughlin, J.K.; Hrubec, Z.; Blot, W.J.; Fraumeni, J.F., Jr. Smoking and cancer mortality among US veterans: A 26-year follow-up. Int. J. Cancer 1995, 60, 190–193. [Google Scholar]

	16. 
Mayne, S.T. Beta carotene and cancer prevention: What is the evidence? Conn. Med. 1990, 54, 547–551. [Google Scholar]

	17. 
Fontham, E.T. Protective dietary factors and lung cancer. Int. J. Epidemiol. 1990, 19, S32–S42. [Google Scholar]

	18. 
Omenn, G.S. Chemoprevention of lung cancer is proving difficult and frustrating, requiring new approaches. J. Natl. Cancer Inst. 2000, 92, 959–960. [Google Scholar]

	19. 
Van Zandwijk, N.; Dalesio, O.; Pastorino, U.; de Vries, N.; van Tinteren, H. EUROSCAN, a randomized trial of vitamin A and N-acetylcysteine in patients with head and neck cancer or lung cancer. J. Natl. Cancer Inst. 2000, 92, 977–986. [Google Scholar]

	20. 
The Alpha-Tocopherol Beta Carotene Cancer Prevention Study Group. The effect of vitamin E and beta carotene on the incidence of lung cancer and other cancers in male smokers. N. Eng. J. Med. 1994, 330, 1029–1035. [CrossRef]

	21. 
Albanes, D.; Heinonen, O.P.; Taylor, P.R.; Virtamo, J.; Edwards, B.K.; Rautalahti, M.; Hartman, A.M.; Palmgren, J.; Freedman, L.S.; Haapakoski, J.; et al. Alpha-Tocopherol and beta-carotene cancer prevention study: Effects of base-line characteristics and study compliance. J. Natl. Cancer Inst. 1996, 88, 1560–1570. [Google Scholar] [CrossRef]

	22. 
Omenn, G.S.; Goodman, G.E.; Thornquist, M.D.; Balmes, J.; Cullen, M.R.; Glass, A.; Keogh, J.P.; Meyskens, F.L., Jr.; Valanis, B.; Williams, J.H., Jr.; et al. Risk factors for lung cancer and for intervention effects in CARET, the Beta-Carotene and Retinol Efficacy Trial. J. Natl. Cancer Inst. 1996, 88, 1550–1559. [Google Scholar] [CrossRef]

	23. 
McLarty, J.W.; Holiday, D.B.; Girard, W.M.; Yanagihara, R.H.; Kummet, T.D.; Greenberg, S.D. Beta-Carotene, vitamin A, and lung cancer chemoprevention: Results of an intermediate endpoint study. Am. J. Clin. Nutr. 1995, 62, 1231S–1438S. [Google Scholar]

	24. 
Hennekens, C.H.; Buring, J.E.; Manson, J.E.; Stampfer, M.; Rosner, B.; Cook, N.R.; Belanger, C.; LaMotte, F.; Gaziano, J.M.; Ridker, P.M.; et al. Lack of effect of long-term supplementation with beta carotene on the incidence of malignant neoplasms and cardiovascular disease. N. Eng. J. Med. 1996, 334, 1145–1149. [Google Scholar] [CrossRef]

	25. 
Omenn, G.S.; Goodman, G.E.; Thornquist, M.D.; Balmes, J.; Cullen, M.R.; Glass, A.; Keogh, J.P.; Meyskens, F.L.; Valanis, B.; Williams, J.H.; et al. Effects of a combination of beta carotene and vitamin A on lung cancer and cardiovascular disease. N. Eng. J. Med. 1996, 334, 1150–1155. [Google Scholar] [CrossRef]

	26. 
Tanvetyanon, T.; Bepler, G. Beta-carotene in multivitamins and the possible risk of lung cancer among smokers versus former smokers: A meta-analysis and evaluation of national brands. Cancer 2008, 113, 150–157. [Google Scholar] [CrossRef]

	27. 
Lippman, S.M.; Lee, J.J.; Karp, D.D.; Vokes, E.E.; Benner, S.E.; Goodman, G.E.; Khuri, F.R.; Marks, R.; Winn, R.J.; Fry, W.; et al. Randomized phase III intergroup trial of isotretinoin to prevent second primary tumors in stage I non-small-cell lung cancer. J. Natl. Cancer Inst. 2001, 93, 605–618. [Google Scholar] [CrossRef]

	28. 
Karp, D.D.; Lee, S.J.; Shaw, G.L.; Johnson, D.H.; Johnston, M.R.; Goodman, G.E.; Clamon, G.H.; Okawara, G.S.; Marks, R.J. A phase III, intergroup, randomized, double-blind, chemoprevention trial of selenium (Se) supplementation in resected stage I non-small cell lung cancer (NSCLC). J. Clin. Oncol. 2010, 28, 18s. [Google Scholar]

	29. 
Cortés-Jofré, M.; Rueda, J.R.; Corsini-Muñoz, G.; Fonseca-Cortés, C.; Caraballoso, M.; Bonfill Cosp, X. Drugs for preventing lung cancer in healthy people. Cochrane Library 2012, 10, 1–73. [Google Scholar]

	30. 
Gaziano, J.M.; Sesso, H.D.; Christen, W.G.; Bubes, V.; Smith, J.P.; MacFadyen, J.; Schvartz, M.; Manson, J.E.; Glynn, R.J.; Buring, J.E. Multivitamins in the prevention of cancer in men: The physicians’ health study II randomized controlled trial. J. Am. Med. Assoc. 2012, 308, 1871–1880. [Google Scholar]

	31. 
Lam, S.; MacAulay, C.; Le Riche, J.C.; Dyachkova, Y.; Coldman, A.; Guillaud, M.; Hawk, E.; Christen, M.O.; Gazdar, A.F. A randomized phase IIb trial of anethole dithiolethione in smokers with bronchial dysplasia. J. Natl. Cancer Inst. 2002, 94, 1001–1009. [Google Scholar] [CrossRef]

	32. 
Zhuo, H.; Smith, A.H.; Steinmaus, C. Selenium and lung cancer: A quantitative analysis of heterogeneity in the current epidemiological literature. Cancer Epidemiol. Biomarkers Prev. 2004, 13, 771–778. [Google Scholar]

	33. 
Fritz, H.; Kennedy, D.; Fergusson, D.; Fernandes, R.; Cooley, K.; Seely, A.; Sagar, S.; Wong, R.; Seely, D. Selenium and lung cancer: A systematic review and meta analysis. PLoS One 2011, 6, e26259. [Google Scholar]

	34. 
Clark, L.C.; Combs, G.F., Jr.; Turnbull, B.W.; Slate, E.H.; Chalker, D.K.; Chow, J.; Davis, L.S.; Glover, R.A.; Graham, G.F.; Gross, E.G.; et al. Effects of selenium supplementation for cancer prevention in patients with carcinoma of the skin. J. Am. Med. Assoc. 1996, 276, 1957–1963. [Google Scholar]

	35. 
Lippman, S.M.; Klein, E.A.; Goodman, P.J.; Lucia, M.S.; Thompson, I.M.; Ford, L.G.; Parnes, H.L.; Minasian, L.M.; Gaziano, J.M.; Hartline, J.A.; et al. Effect of selenium and vitamin E on risk of prostate cancer and other cancers: The Selenium and Vitamin E Cancer Prevention Trial (SELECT). J. Am. Med. Assoc. 2009, 301, 39–51. [Google Scholar]

	36. 
Van den Brandt, P.A.; Goldbohm, R.A.; van’t Veer, P.; Bode, P.; Dorant, E.; Hermus, R.J.; Sturmans, F. A prospective cohort study on selenium status and the risk of lung cancer. Cancer Res. 1993, 53, 4860–4865. [Google Scholar]

	37. 
Reid, M.E.; Duffield-Lillico, A.J.; Garland, L.; Turnbull, B.W.; Clark, L.C.; Marshall, J.R. Selenium supplementation and lung cancer incidence: An update of the nutritional prevention of cancer trial. Cancer Epidemiol. Biomarkers Prev. 2002, 11, 1285–1291. [Google Scholar]

	38. 
Kamangar, F.; Qiao, Y.L.; Yu, B.; Sun, X.D.; Abnet, C.C.; Fan, J.H.; Mark, S.D.; Zhao, P.; Dawsey, S.M.; Taylor, P.R. Lung cancer chemoprevention: A randomized, double-blind trial in Linxian, China. Cancer Epidemiol. Biomarkers Prev. 2006, 15, 1562–1564. [Google Scholar] [CrossRef]

	39. 
Lam, T.K.; Gallicchio, L.; Lindsley, K.; Shiels, M.; Hammond, E.; Tao, X.G.; Chen, L.; Robinson, K.A.; Caulfield, L.E.; Herman, J.G.; et al. Cruciferous vegetable consumption and lung cancer risk: A systematic review. Cancer Epidemiol. Biomarkers Prev. 2009, 18, 184–195. [Google Scholar] [CrossRef]

	40. 
Lam, T.K.; Ruczinski, I.; Helzlsouer, K.J.; Shugart, Y.Y.; Caulfield, L.E.; Alberg, A.J. Cruciferous vegetable intake and lung cancer risk: A nested case-control study matched on cigarette smoking. Cancer Epidemiol. Biomarkers Prev. 2010, 19, 2534–2540. [Google Scholar] [CrossRef]

	41. 
Tang, L.; Zirpoli, G.R.; Jayaprakash, V.; Reid, M.E.; McCann, S.E.; Nwogu, C.E.; Zhang, Y.; Ambrosone, C.B.; Moysich, K.B. Cruciferous vegetable intake is inversely associated with lung cancer risk among smokers: A case-control study. BMC Cancer 2010, 10, 162. [Google Scholar] [CrossRef]

	42. 
Qian, X.; Melkamu, T.; Upadhyaya, P.; Kassie, F. Indole-3-carbinol inhibited tobacco smoke carcinogen-induced lung adenocarcinoma in A/J mice when administered during the post-initiation or progression phase of lung tumorigenesis. Cancer Lett. 2011, 311, 57–65. [Google Scholar] [CrossRef]

	43. 
Hecht, S.S. Inhibition of carcinogenesis by isothiocyanates. Drug Metab. Rev. 2000, 32, 395–411. [Google Scholar] [CrossRef]

	44. 
Gasper, A.V.; Al-janobi, A.; Smith, J.A.; Bacon, J.R.; Fortun, P.; Atherton, C.; Taylor, M.A.; Hawkey, C.J.; Barrett, D.A.; Mithen, R.F. Glutathione S-transferase M1 polymorphism and metabolism of sulforaphane from standard and high-glucosinolate broccoli. Am. J. Clin. Nutr. 2005, 82, 1283–1291. [Google Scholar]

	45. 
Seow, A.; Vainio, H.; Yu, M.C. Effect of glutathione-S-transferase polymorphisms on the cancer preventive potential of isothiocyanates: An epidemiological perspective. Mutat. Res. 2005, 592, 58–67. [Google Scholar] [CrossRef]

	46. 
Priya, D.K.; Gayathri, R.; Gunassekaran, G.; Murugan, S.; Sakthisekaran, D. Chemopreventive role of sulforaphane by upholding the GSH redox cycle in pre- and post-initiation phases of experimental lung carcinogenesis. Asian Pac. J. Cancer Prev. 2011, 12, 103–110. [Google Scholar]

	47. 
Priya, D.K.; Gayathri, R.; Sakthisekaran, D. Role of sulforaphane in the anti-initiating mechanism of lung carcinogenesis in vivo by modulating the metabolic activation and detoxification of benzo(a)pyrene. Biomed. Pharmacother. 2011, 65, 9–16. [Google Scholar] [CrossRef]

	48. 
Kensler, T.W.; Groopman, J.D.; Roebuck, B.D. Chemoprotection by oltipraz and other dithiolethiones. In Cancer Chemoprevention; Wattenberg, L., Lipkin, M., Boone, C., Kelloff, G., Eds.; CRC Press: Boca Raton, FL, USA, 1992; pp. 205–225. [Google Scholar]

	49. 
Reddy, B.S.; Rao, C.V.; Rivenson, A.; Kelloff, G. Chemoprevention of colon carcinogenesis by organosulfur compounds. Cancer Res. 1993, 53, 3493–3498. [Google Scholar]

	50. 
Kensler, T.W.; Egner, P.A.; Dolan, P.M.; Groopman, J.D.; Roebuck, B.D. Mechanism of protection against aflatoxin tumorigenicitiy in rats fed 5-(2-pyurazinyl)-4-methyl-1,2-dithiol-3-thione (oltipraz) and related 1,2-dithiol-3-thiones and 1,2-dithiol-3-ones. Cancer Res. 1987, 47, 4271–4277. [Google Scholar]

	51. 
Pepin, P.; Bouchard, L.; Nicole, P.; Castonguay, A. Effects of sulindac and oltipraz on the tumorigenicity of 4-(methylnitrosamino)1-(3-pyridyl)-1-butanone in A/J mouse lung. Carcinogenesis 1992, 13, 341–348. [Google Scholar] [CrossRef]

	52. 
Pendyala, L.; Schwartz, G.; Bolanowska-Higdon, W.; Hitt, S.; Zdanowicz, J.; Murphy, M.; Lawrence, D.; Creaven, P.J. Phase I/pharmacodynamic study of N-acetylcysteine/oltipraz in smokers: Early termination due to excessive toxicity. Cancer Epidemiol. Biomarkers Prev. 2001, 10, 269–272. [Google Scholar]

	53. 
Tang, N.; Wu, Y.; Zhou, B.; Wang, B.; Yu, R. Green tea, black tea consumption and risk of lung cancer: A meta-analysis. Lung Cancer 2009, 65, 274–283. [Google Scholar] [CrossRef]

	54. 
Hakim, I.A.; Harris, R.B.; Brown, S.; Chow, H.H.; Wiseman, S.; Agarwal, S.; Talbot, W. Effect of increased tea consumption on oxidative DNA damage among smokers: A randomized controlled study. J. Nutr. 2003, 133, 3303S–3309S. [Google Scholar]

	55. 
Singh, B.N.; Shankar, S.; Srivastava, R.K. Green tea catechin, epigallocatechin-3-gallate (EGCG): Mechanisms, perspectives and clinical applications. Biochem. Pharmacol. 2011, 82, 1807–1821. [Google Scholar] [CrossRef]

	56. 
Lu, Q.Y.; Jin, Y.; Mao, J.T.; Zhang, Z.F.; Herber, D.; Dubinett, S.M.; Rao, J. Green tea inhibits cycolooxygenase-2 in non-small cell lung cancer cells through the induction of Annexin-1. Biochem. Biophys. Res. Commun. 2012, 427, 725–730. [Google Scholar] [CrossRef]

	57. 
Grdina, D.J.; Murley, J.S.; Kataoka, Y. Radioprotectants: Current status and new directions. Oncology 2002, 63, 2–10. [Google Scholar] [CrossRef]

	58. 
Greenberg, A.K.; Hu, J.; Basu, S.; Hay, J.; Reibman, J.; Yie, T.A.; Tchou-Wong, K.M.; Rom, W.N.; Lee, T.C. Glucocorticoids inhibit lung cancer cell growth through both the extracellular signal-related kinase pathway and cell cycle regulators. Am. J. Respir. Cell Mol. Biol. 2002, 27, 320–328. [Google Scholar]

	59. 
Parimon, T.; Chien, J.W.; Bryson, C.L.; McDonell, M.B.; Udris, E.M.; Au, D.H. Inhaled corticosteroids and risk of lung cancer among patients with chronic obstructive pulmonary disease. Am. J. Resp. Crit. Care 2007, 175, 712–719. [Google Scholar] [CrossRef]

	60. 
Fu, H.; Zhang, J.; Pan, J.; Zhang, Q.; Lu, Y.; Wen, W.; Lubet, R.A.; Szabo, E.; Chen, R.; Wang, Y.; et al. Chemoprevention of lung carcinogenesis by the combination of aerosolized budesonide and oral pioglitazone in A/J mice. Mol. Carcinog. 2011, 50, 913–921. [Google Scholar] [CrossRef]

	61. 
Lazzeroni, M.; Guerrieri-Gonzaga, A.; Serrano, D.; Varricchio, M.C.; Veronesi, G.; Radice, D.; Feroce, I.; Nardi-Pantoli, A.; Lippman, S.M.; Szabo, E.; et al. Budesonide versus placebo in high-risk population with screen-detected lung nodules: Rationale, design and methodology. Contemp. Clin. Trials 2010, 31, 612–619. [Google Scholar] [CrossRef]

	62. 
Veronesi, G.; Szabo, E.; Decensi, A.; Guerrieri-Gonzaga, A.; Bellomi, M.; Radice, D.; Ferretti, S.; Pelosi, G.; Lazzeroni, M.; Serrano, D.; et al. Randomized phase II trial of inhales budesonide versus placebo in high-risk individuals with CT screen-detected lung nodules. Cancer Prev. Res. 2011, 4, 34–42. [Google Scholar] [CrossRef]

	63. 
Lam, S.; leRiche, J.C.; McWilliams, A.; MacAuley, C.; Dyachkova, Y.; Szabo, E.; Mayo, J.; Schellenberg, R.; Coldman, A.; Hawk, E.; Gazdar, A. A randomized phase IIb trial of pulmicort turbuhaler (budesonide) in people with dysplasia of the bronchial epithelium. Clin. Cancer Res. 2004, 10, 6502–6511. [Google Scholar]

	64. 
Kim, E.S.; Hong, W.K.; Lee, J.J.; Mao, L.; Morice, R.C.; Liu, D.D.; Jimenez, C.A.; Eapen, G.A.; Lotan, R.; Tang, X.; et al. Biological activity of celecoxib in the bronchial epithelium of current and former smokers. Cancer Prev. Res. 2010, 3, 148–159. [Google Scholar] [CrossRef]

	65. 
Xu, J.; Yin, Z.; Gao, W.; Liu, L.; Wang, R.; Huang, P.; Yin, Y.; Liu, P.; Yu, R.; Shu, Y. Meta-analysis on the association between nonsteroidal anti-inflammatory drug use and lung cancer risk. Clin. Lung Cancer 2012, 13, 44–51. [Google Scholar] [CrossRef]

	66. 
Krysan, K.; Reckamp, K.L.; Sharma, S.; Dubinett, S.M. The potential and rationale for COX-2 inhibitors in lung cancer. Anticancer Agents Med. Chem. 2006, 6, 209–220. [Google Scholar] [CrossRef]

	67. 
Castonguay, A.; Rioux, N. Inhibition of lung tumourigenesis by sulindac: Comparison of two experimental protocols. Carcinogenesis 1997, 18, 491–496. [Google Scholar] [CrossRef]

	68. 
Yao, R.; Rioux, N.; Castonguay, A.; You, M. Inhibition of COX-2 and induction of apoptosis: Two determinants of non-steroidal anti-inflammatory drugs chemprevetive efficacies in mouse lung tumorigenesis. Exp. Lung Res. 2000, 26, 731–742. [Google Scholar]

	69. 
Castonguay, A.; Rioux, N.; Duperron, C.; Jalbert, G. Inhition of lung tumorigenesis by NSAIDS: A working hypothesis. Exp. Lung Res. 1998, 24, 605–615. [Google Scholar] [CrossRef]

	70. 
Rioux, N.; Castnguay, A. Prevention of NNK-induced lung tumorigenis in A/J mice by acetylsalicylic acid and NS-398. Cancer Res. 1998, 58, 5354–5360. [Google Scholar]

	71. 
Duperron, C.; Castonguay, A. Chemopreventive efficacies of aspirin and sulindac against lung tumorigenesis in A/J mice. Carcinogenesis 1997, 18, 1001–1006. [Google Scholar] [CrossRef]

	72. 
Saini, R.K.; Sanyal, S.N. Chemopreventive effect of nonsteroidal anti-inflammatory drugs on 9,10-dimethylbenz[a]antracene-induced lung carcinogenesis in mice. Oncol. Res. 2009, 17, 505–518. [Google Scholar] [CrossRef]

	73. 
Din, F.V.; Theodoratou, E.; Farrington, S.M.; Tenesa, A.; Barnetson, R.A.; Cetnarskyj, R.; Stark, L.; Porteous, M.E.; Campbell, H.; Dunlop, M.G. Effect of aspirin and NSAIDs on risk and survival from colorectal cancer. Gut 2010, 59, 1670–1679. [Google Scholar] [CrossRef]

	74. 
Wall, R.J.; Shyr, Y.; Smalley, W. Nonsteroidal anti-inflammatory drugs and lung cancer risk: A population-based case control study. J. Thorac. Oncol. 2007, 2, 109–114. [Google Scholar]

	75. 
Yan, K.H.; Yao, C.J.; Chang, H.W.; Lai, G.M.; Cheng, A.L.; Chuang, S.E. The synergistic anticancer effect of troglitazone combined with aspirin causes cell cycle arrest and apoptosis in human lung cancer cells. Mol. Carcinog. 2010, 49, 235–246. [Google Scholar]

	76. 
Rothwell, P.M.; Wilson, M.; Price, J.F.; Belch, J.F.; Meade, T.W.; Mehta, Z. Effect of daily aspirin on risk of cancer metastasis: A study of incident cancers during randomized controlled trials. Lancet 2012, 379, 1591–1601. [Google Scholar] [CrossRef]

	77. 
Rothwell, P.M.; Price, J.F.; Fowkes, F.G.; Zanchetti, A.; Roncaglioni, M.C.; Tognoni, G.; Lee, R.; Belch, J.F.; Wilson, M.; Mehta, Z.; et al. Short term effects of daily aspirin on cancer incidence, mortality and non-vascular death: Analysis of the time course of risks and benefits in 51 randomised controlled trials. Lancet 2012, 379, 1602–1612. [Google Scholar] [CrossRef]

	78. 
Algra, A.M.; Rothwell, P.M. Effets of regular aspirin on long-term cancer incidence and metastasis: A systematic comparison of evidence from observational studies versus randomized trials. Lancet Oncol. 2012, 13, 518–527. [Google Scholar] [CrossRef]

	79. 
Brasky, T.M.; Baik, C.S.; Slatore, C.G.; Potter, J.D.; White, E. Non-steroidal anti-inflammatory drugs and small cell lung cancer risk in the VITAL study. Lung Cancer 2012, 77, 260–264. [Google Scholar] [CrossRef]

	80. 
Silre, C.G.; Au, D.H.; Littman, A.J.; Satia, J.A.; White, E. Association of nonsteroidal anti-inflammatory drugs with lung cancer: Results from a large cohort study. Cancer Epidemiol. Biomarkers Prev. 2009, 18, 1203–1207. [Google Scholar] [CrossRef]

	81. 
Cook, N.R.; Lee, I.M.; Gaziano, J.M.; Gordon, D.; Ridker, P.M.; Manson, J.E.; Hennekens, C.H.; Buring, J.E. Low-dose aspirin in the primary prevention of cancer: The Women’s Health Study: A randomized controlled trial. J. Am. Med. Assoc. 2005, 249, 47–55. [Google Scholar]

	82. 
Mao, J.T.; Roth, M.D.; Fishbein, M.C.; Aberle, D.R.; Zhang, Z.F.; Rao, J.Y.; Tashkin, D.P.; Goodglick, L.; Holmes, E.C.; Cameron, R.B.; et al. Lung cancer chemoprevention with celecoxib in former smokers. Cancer Prev. Res. 2011, 4, 984–993. [Google Scholar] [CrossRef]

	83. 
Nadda, N.; Vaish, V.; Setia, S.; Sanyal, S.N. Angiostatic role of the selective cyclooxygenase-2 inhibitor etoricoxib (MK0663) in experimental lung cancer. Biomed. Pharmacother. 2012, 66, 474–483. [Google Scholar] [CrossRef]

	84. 
Silva, M.T.; Galvao, T.F.; Zimmerman, I.R.; Pereira, M.G.; Lopes, L.C. Non-aspirin non-steroidal anti-inflammatory drugs for the primary chemoprevention of non-gastrointestinal cancer: Summary of evidence. Curr. Pharm. Design 2012, 18, 4047–4070. [Google Scholar] [CrossRef]

	85. 
Brasky, T.M.; Lampe, J.W.; Slatore, C.G.; White, E. Use of glucosamine and chondroitin and lung cancer risk in the VITamins A Lifestyle (VITAL) cohort. Cancer Causes Control 2011, 22, 1333–1342. [Google Scholar]

	86. 
Zheng, C.Y.; Xiao, W.; Zhu, M.X.; Pan, X.J.; Yang, Z.H.; Zhou, S.Y. Inhibition of cyclooxygenase-2 by tetramethylpyrazine and its effects on A549 cell invasion and metastasis. Int. J. Oncol. 2012, 40, 2029–2037. [Google Scholar]

	87. 
Wick, M.; Hurteau, G.; Dessev, C.; Chan, D.; Geraci, M.W.; Winn, R.A.; Heasley, L.E.; Nemenoff, R.A. Peroxisome proliferator-activated receptor-gamma is a target of nonsteroidal anti-inflammatory drugs mediating cyclooxygenase-independent inhibition of lung cancer cell growth. Mol. Pharmacol. 2002, 62, 1207–1214. [Google Scholar] [CrossRef]

	88. 
Bren-Mattison, Y.; van Putten, V.; Chan, D.; Winn, R.; Geraci, M.W.; Nemenoff, R.A. Peroxisome proliferator-activated receptor-gamma (PPAR(gamma) inhibits tumorigenesis by reversing the undifferentiated phenotype of metastatic non-small-cell lung cancer cells (NSCLC). Oncogene 2005, 24, 1412–1422. [Google Scholar] [CrossRef]

	89. 
Keith, R.L.; Blatchford, P.J.; Kittelson, J.; Minna, J.D.; Kelly, K.; Massion, P.P.; Franklin, W.A.; Mao, J.; Wilson, D.O.; Merrick, D.T.; et al. Oral iloprost improves endobronchial dysplasia in former smokers. Cancer Prev. Res. 2011, 4, 793–802. [Google Scholar] [CrossRef]

	90. 
Li, M.Y.; Kong, A.W.; Yuan, H.; Ma, L.T.; Hsin, M.K.; Wan, I.Y.; Underwood, M.J.; Chen, G.G. Pioglitazone prevents smoking carcinogen-induced lung tumor development in mice. Curr. Cancer Drug Targets 2012, 12, 597–606. [Google Scholar] [CrossRef]

	91. 
Wang, Y.; James, M.; Wen, W.; Lu, Y.; Szabo, E.; Lubet, R.A.; You, M. Chemopreventive effects of pioglitazone on chemically induced lung carcinogenesis in mice. Mol. Cancer Ther. 2010, 9, 3074–3082. [Google Scholar]

	92. 
Govindarajan, R.; Ratnasinghe, L.; Simmons, D.L.; Siegel, E.R.; Midathada, M.V.; Kim, L.; Kim, P.J.; Owens, R.J.; Lang, N.P. Thiazolidinediones and the risk of lung, prostate, and colon cancer in patients with diabetes. J. Clin. Oncol. 2007, 25, 1476–1481. [Google Scholar] [CrossRef]

	93. 
Colmers, I.N.; Bowker, S.L.; Johnson, J.A. Thiazolidinedione use and cancer incidence in type 2 diabetes: A systematic review and meta-analysis. Diabetes Metab. 2012, 38, 475–484. [Google Scholar] [CrossRef]

	94. 
Mazzone, P.J.; Rai, H.; Beukemann, M.; Xu, M.; Jain, A.K.; Sasidhar, M. The effect of metformin and thiazolidinedione use on lung cancer in diabetics. BMC Cancer 2012, 12, 410. [Google Scholar] [CrossRef]

	95. 
Hazra, S.; Batra, R.K.; Tai, H.H.; Sharma, S.; Cui, X.; Dubinett, S.M. Pioglitazone and rosiglitazone decrease prostaglandin E2 in non-small-cell lung cancer cells by up-regularting 15-hydroxyprostaglandin de hydrogenase. Mol. Pharmacol. 2007, 71, 1715–1720. [Google Scholar] [CrossRef]

	96. 
Lu, G.; Xiao, H.; You, H.; Lin, Y.; Jin, H.; Snagaski, B.; Yang, C.S. Synergistic inhibition of lung tumorigenesis by a combination of green tea polyphenols and atorvastatin. Clin. Cancer Res. 2008, 14, 4981–4988. [Google Scholar] [CrossRef]

	97. 
Demierre, M.F.; Higgins, P.D.; Gruber, S.B.; Hawk, E.; Lippman, S.M. Statins and cancer prevention. Nat. Rev. Cancer 2005, 5, 930–942. [Google Scholar] [CrossRef]

	98. 
Khurana, V.; Bejjanki, H.R.; Caldito, G.; Owens, M.W. Statins reduce the risk of lung cancer in humans: A large case-control study of US veterans. Chest 2007, 131, 1282–1288. [Google Scholar] [CrossRef]

	99. 
Haukka, J.; Sankila, R.; Klaukka, T.; Lonnqvist, J.; Niskanen, L.; Tanskanen, A.; Wahlbeck, K.; Tiihonen, J. Incidence of cancer and statin usage-record linkage study. Int. J. Cancer 2010, 126, 279–284. [Google Scholar] [CrossRef]

	100. 
Jacobs, E.J.; Newton, C.C.; Thun, M.J.; Gapstur, S.M. Long-term use of cholesterol-lowering drugs and cancer incidence in a large United States cohort. Cancer Res. 2011, 71, 1763–1771. [Google Scholar] [CrossRef]

	101. 
Memmott, R.M.; Dennis, P.A. The role of the Akt/mTOR pathway in tobacco carcinogen-induced lung tumorigenesis. Clin. Cancer Res. 2010, 16, 4–10. [Google Scholar] [CrossRef]

	102. 
Tsao, A.S.; McDonnell, T.; Lam, S.; Putnam, J.B.; Bekele, N.; Hong, W.K.; Kurie, J.M. Increased pospho-AKT (Ser473) expression in bronchial dysplasia: Implications for lung cancer prevention studies. Cancer Epidemiol. Biomarkers Prev. 2003, 12, 660–664. [Google Scholar]

	103. 
West, K.A.; Brognard, J.; Clark, A.S.; Linnoila, I.R.; Yang, X.; Swain, S.M.; Harris, C.; Belinsky, S.; Dennis, P.A. Rapid Akt activation by nicotine and a tobacco carcinogen modulates the phenotype of normal human airway epithelial cells. J. Clin. Invest. 2003, 111, 81–90. [Google Scholar]

	104. 
West, K.A.; Linnoila, I.R.; Belinsky, S.A.; Harris, C.C.; Dennis, P.A. Tobacco carcinogen-induced cellular transformation increases activation of the phosphatidylinositol 3'-kinase/Akt pathway in vitro and in vivo. Cancer Res. 2004, 64, 446–451. [Google Scholar] [CrossRef]

	105. 
Noto, H.; Goto, A.; Tsujimoto, T.; Noda, M. Cancer risk in diabetic patients treated with metformin: A systematic review and meta-analysis. PLoS One 2012, 7, e33411. [Google Scholar]

	106. 
Decensi, A.; Puntoni, M.; Goodwin, P.; Cazzaniga, M.; Gennari, A.; Bonanni, B.; Gandini, S. Metformin and cancer risk in diabetic patients: A systematic review and meta-analysis. Cancer Prev. Res. 2010, 3, 1451–1461. [Google Scholar] [CrossRef]

	107. 
Bodmer, M.; Becker, C.; Jick, S.S.; Meier, C.R. Metformin does not alter the risk of lung cancer: A case-control analysis. Lung Cancer 2012, 78, 133–137. [Google Scholar] [CrossRef]

	108. 
Smiechowski, B.B.; Azoulay, L.; Yin, H.; Pollak, M.N.; Suissa, S. The use of metformin and the incidence of lung cancer in patients with type 2 diabetes. Diabetes Care 2012. [Google Scholar] [CrossRef]

	109. 
Han, W.; Gills, J.J.; Memmott, R.M.; Lam, S.; Dennis, P.A. The chemopreventive agent myoinositol inhibits Akt and extracellular signal-regulated kinase in bronchial lesions from heavy smokers. Cancer Prev. Res. 2009, 2, 370–376. [Google Scholar] [CrossRef]

	110. 
Gustafson, A.M.; Soldi, R.; Anderlind, C.; Scholand, M.B.; Qian, J.; Zhang, X.; Cooper, K.; Walker, D.; McWilliams, A.; Liu, G.; et al. Airway PI3K pathway activation is an early and reversible event in lung cancer development. Sci. Transl. Med. 2010, 2, 26ra25–26ra25. [Google Scholar] [CrossRef]

	111. 
Kassie, F.; Matise, I.; Negia, M.; Lahti, D.; Pan, Y.; Scherber, R.; Upadhyaya, P.; Hecht, S.S. Combinations of N-Acetyl-S-(N-2-Phenethylthiocarbamoyl)-L-Cysteine and myo-inositol inhibit tobacco carcinogen-induced lung adenocarcinoma in mice. Cancer Prev. Res. 2008, 1, 285–297. [Google Scholar] [CrossRef]

	112. 
Kassie, F.; Melkamu, T.; Endalew, A.; Upadhyaya, P.; Luo, X.; Hecht, S.S. Inhibition of lung carcinogenesis and critical cancer-related signaling pathways by N-acetyl-S-(N-2-phenethylthiocarbamoyl)-1-cysteine, indole-3-carbinol and myoinositol, alone and in combination. Carcinogenesis 2010, 31, 1634–1641. [Google Scholar] [CrossRef]

	113. 
Lam, S.; McWilliams, A.; leRiche, J.; MacAuley, C.; Wattenberg, L.; Szabo, E. A phase I study of myo-inositol for lung cancer chemoprevention. Cancer Epidemiol. Biomarkers Prev. 2006, 15, 1526–1531. [Google Scholar] [CrossRef]

	114. 
Bach, P.B.; Niewoehner, D.E.; Black, W.C. Screening for lung cancer: The guidelines. Chest 2003, 123, 83S–88S. [Google Scholar]

	115. 
Wilson, D.O.; Weissfeld, J.L.; Balkan, A.; Schragin, J.G.; Fuhrman, C.R.; Fisher, S.N.; Wilson, J.; Leader, J.K.; Siegfried, J.M.; Shapiro, S.D.; et al. Association of radiographic emphysema and airflow obstruction with lung cancer. Am. J. Resp. Crit. Care 2008, 178, 738–744. [Google Scholar] [CrossRef]

	116. 
Greenberg, A.K.; Lu, F.; Goldberg, J.D.; Eylers, E.; Tsay, J.C.; Yie, T.A.; Naidich, D.; McGuinness, G.; Pass, H.; Tchou-Wong, K.M.; et al. CT scan screening for lung cancer: Risk factors for nodules and malignancy in a high-risk urban cohort. PLoS One 2012, 7, e39403. [Google Scholar]





© 2013 by the authors; licensee MDPI, Basel, Switzerland. This article is an open-access article distributed under the terms and conditions of the Creative Commons Attribution license (http://creativecommons.org/licenses/by/3.0/).







nav.xhtml


  cancers-05-00131


  
    		
      cancers-05-00131
    


  




  





