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Crossroad between Obesity and
Cancer: A Defective Signaling
Function of Heavily Lipid-Laden
Adipocytes
Zsuzsanna Suba

Abstract
Obesity and its comorbidities exhibit a gender-related dimorphism. Obese males
tend to accrue more visceral fat leading to abdominal adiposity, which shows a strong
correlation with serious obesity-associated comorbidities, cardiovascular diseases
and cancers. In contrast, obese females accumulate excessive fatty tissue predominantly subcutaneously enjoying strong protection from the obesity-related diseases.
The health advantage of obese women as compared with obese men may be attributed to their higher estrogen production and an increased transactivation of estrogen
receptors (ERs). The recently clarified intracrine, paracrine, and endocrine functions
of adipose tissue illuminate that concentrations of estrogens and the suitable expression and activity of ERs strongly define all regulatory functions in both men and
women. All well-known cancer risk factors are in correlation with defects of estrogen
signaling in partnership with glucose intolerance as estrogen regulates all steps of
glucose uptake. In central obesity, increased secretions of cytokines and growth
factors are not causal factors of developing insulin resistance, and unrestrained cell
proliferation, but rather, they are compensatory processes so as to increase estrogen
synthesis and ER transactivation. In conclusion, a causal therapy against obesity and
obesity-related diseases aims to improve estrogen signaling in both men and women.
Keywords: obesity, insulin resistance, estrogen signaling, cancer risk, cardiovascular
disease, estrogen receptor, IGF-1, low-grade inflammation, inflammatory cytokines

1. Introduction
Gender-related differences in the risk for obesity-associated serious diseases, such
as type 2 diabetes, cardiovascular lesions, and cancers, are well established [1, 2].
Fat deposition exhibits a strong sexual dimorphism defined by genetic factors
[3]. Among healthy lean people, women have a higher body fat content than men. In
obesity, males tend to accrue excessive visceral fat leading to abdominal adiposity,
which shows a strong correlation with serious obesity-associated comorbidities. In
contrast, obese females accumulate excessive fat deposition predominantly subcutaneously in the gluteofemoral region, gaining protection from the obesity-related
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diseases. However, after menopause, excessive fat depositions in obese women show
a shift to favor the visceral depot in a male-like manner, resulting in an increased
risk for obesity and associated comorbidities [4]. Considering the gender and agerelated differences in the epidemiology of obesity and obesity-associated diseases,
an imbalance of sexual hormone signaling emerges as a crucial player in the dysregulation of adipose tissue in obese patients [5].
Both clinical and experimental results suggest that obesity, particularly a
visceral accumulation of fatty tissue, leads to insulin resistance, which is a defect of
insulin-assisted cellular glucose uptake [6]. Dysregulation of glucose uptake may
induce serious disorders in the gene regulation of cellular metabolism, growth, differentiation, and mitotic activity as glucose is the most important fuel of genomic
machinery in mammalian cells [7].
Insulin resistance was the first one among revealed cancer risk factors detrimentally affecting cellular signaling functions [8]. Later on, defective estrogen signaling
emerged as a second cancer risk factor, which directly deteriorates the functions of
genomic machinery [9]. In the meantime, a central role of sexual steroid synthesis
and estrogen signaling emerged as the chief regulator of all extragonadal tissues
including adipose tissue [10]. Finally, a fundamental role of estrogen signaling in
the regulation of both somatic and reproductive functions of mammalian cells was
exposed [11].
The recently clarified intracrine, paracrine, and endocrine functions of adipose
tissue illuminate that concentrations of estrogens, and the appropriate expression
and activity of their receptors, strongly define the regulatory functions of central
adipose tissue in both men and women [12]. Decreased estrogen signaling induces
central obesity through an increased lipogenesis and insulin resistance of abdominal adipocytes. The excessive lipid storage strongly inhibits the signaling crosstalk
between adipose cells and visceral organs, including intestine, liver, pancreas,
kidneys and cardiovascular system. The disturbed inter-tissue crosstalk may cause
defects in both metabolic and mitotic activities of parenchymal and stromal cells of
different organs and induces serious, life-threatening diseases.
Understanding the pivotal regulatory roles of healthy abdominal fatty tissue
in signal transduction may appropriately answer the question: how can abundant
visceral fat deposition lead to serious, life-threatening diseases, such as cardiovascular lesions and malignancies in different organs?

2. Weak estrogen signaling in men and postmenopausal women
provokes an increased prevalence of abdominal obesity and
glucose intolerance
In obese patients, an excessive fat deposition in the intra-abdominal adipose
depot is strongly associated with an increased risk for type 2 diabetes, cardiovascular diseases, and cancers developing at different sites [13]. Gender-related
dimorphism of adipocyte behavior and fatty tissue accumulation suggests that
health advantages of obese women as compared with obese men may be attributed
to stronger estrogen signaling and an increased activation of estrogen-regulated
genes [14].
In obese men, an excessive abdominal fatty tissue deposition is characteristic.
Male-like abdominal obesity is strongly associated with different stages of insulin
resistance and an increased risk for obesity-associated comorbidities including
cancer [3].
Among obese premenopausal women with regular ovulatory cycles, a femaletype gluteofemoral deposition of adipose tissue may be associated with the
2
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maintenance of healthy insulin sensitivity, whereas they have no increased risk for
either cardiovascular or neoplastic diseases [15]. Abdominal adipocytes of healthy
women exhibit higher insulin sensitivity as compared with those of men [16]. In
contrast, in premenopausal obese women with anovulatory infertility or disorders
of menstrual cycles, a male-like abdominal obesity and deepening insulin resistance
may develop in correlation with the defect of estrogen signaling [17].
In women, menopause is a physiological model revealing how decreased estrogen
level may induce adiposity and its comorbidities. In obese, postmenopausal women,
an increased inclination to a male-like central obesity and associated insulin resistance may be experienced [4, 5]. Increased prevalence of abdominal obesity and
obesity-related diseases in postmenopausal women strongly suggests that decreased
estrogen signaling may have pivotal roles in the dysregulation of lipid metabolism,
glucose tolerance, and cell proliferation [18, 19]. In contrast, hormone replacement
therapy after menopause reduces the accumulation of visceral adipose tissue and
improves insulin sensitivity via an activation of estrogen-regulated genes [20].
Inherited serious mutations on estrogen receptor alpha gene (ESR1) or aromatase coding CYP19 gene may result in extreme defects of estrogen signaling and
lead to insulin-resistant states and premature cardiovascular diseases in both male
and female cases [21–23].
In rodents, estrogen withdrawal via ovariectomy consistently increases adiposity-associated body weight and glucose intolerance, while estrogen treatment results
in weight loss and a restoration of insulin sensitivity [24, 25]. Aromatase knock-out
(ArKO) transgenic mice with inactivated aromatase enzyme are unable to synthesize estrogen and exhibit increasing obesity and insulin resistance with associated
compensatory hyperinsulinemia in males and females [26]. ER-alpha knock-out
(ERαKO) male and female mice similarly exhibit metabolic syndrome-like phenotypes, including obesity, glucose intolerance, hyper-insulinemia, and decreased
energy expenditure [27].
In ovariectomized obese mice, inoculated T47D tumor cells exhibited an intense
proliferation, while estrogen supplementation suppressed the survival of inoculated
tumor cells [28]. Ovariectomized female mice were fed diets to induce obesity and
were inoculated with mouse mammary cancer cells. Estrogen substitution triggered
a loss of body fat, improved insulin sensitivity, and suppressed the proliferation of
inoculated tumors [29].
In conclusion, either estrogen deficiency or estrogen receptor (ER) resistance
may have a crucial role in the dysregulation of both lipid storage and glucose uptake
in adipocytes resulting in obesity and type 2 diabetes as clinical manifestations.
Estrogen substitution seems to be a good strategy against obesity and associated
chronic diseases including cancer.

3. Obesity-associated failure of estrogen signaling is a stronger cancer
risk for males having low baseline estrogen levels
Systematic review and meta-analysis of literary data help to assess the associations between obesity and cancer risk in males and females [30]. Among men, obesity disproportionately increases the prevalence of cancers developing at different
sites. These observations strongly suggest that the health advantage in obese women
may be attributed to their estrogen predominance supplying defense against failures
in DNA replication [31].
In epidemiologic studies, a male predominance was experienced in esophageal
adenocarcinoma incidence [32]. In a clinical study, oral cancer showed a conspicuous
male predominance, while from 50 to 52 years of age, oral cancer incidence among
3
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postmenopausal women showed a slow and, later, a steep increase in correlation with
the loss of estrogen exposure [33]. Results of meta-analyses do indicate that the association between obesity and an increased risk for gastric cancer is stronger in men than
in women and the correlation significantly increases with increasing BMI among men
[34]. Colorectal cancer shows a high prevalence among men, while women are relatively protected against this tumor [35]. Furthermore, hormone replacement therapy
provides an additive protective effect against colon tumors in postmenopausal
women. Obesity increases the risk for colorectal cancer in both men and women;
while in males, associations between excessive adiposity and colon cancer risk seem
to be much stronger [30]. Obesity and related metabolic disorders are high risk factors for primary liver cancer [36]. The associations are stronger in men, especially in
patients with underlying liver disease, such as HCV infection or cirrhosis.
Unexpectedly, the risk for kidney cancer is higher in obese women than in men
with increasing BMI [37]. Overweight and obese patients were found to have
elevated risks of renal cell cancer in a dose-response manner, with an estimated 24%
increase for men and a 34% increase for women by every 5 kg/m2 increase in body
mass index (BMI) [30]. Conversely, data from the National Cancer Database during
a 10-year period were analyzed and a ratio of 1.65 of renal cell carcinoma risk for
males compared to females was established disregarding the impacts of differences in
BMI. Nevertheless, the mean age of kidney cancer cases was greater in females (64.3)
than in males (60.9) (p < 0.001) [38]. In obese women, a long-lasting postmenopausal
decrease in estrogen synthesis may be an additional risk for kidney cancer, provoking
an inverse gender-related disparity for kidney cancer in an aged population.
Breast cancer in women is the most frequently diagnosed malignant tumor, while
in men, it is an extremely rare disease, accounting for less than 1% of all breast
cancer cases [39]. Since high estrogen levels are mistakenly regarded as fuels for
breast cancer growth, the strong protection of males against breast cancer may
be deceivingly attributed to their physiologically lower estrogen levels. The causal
factors of male breast cancer are quite similar to those of female breast malignancies—obesity, type 2 diabetes and male infertility [39], which are strongly associated with insulin resistance and deficient estrogen signaling. Healthy female breasts
exhibit high estrogen demand attributed to their physiologic cycling activity, and
they are highly vulnerable even to slightly defective estrogen signaling. In contrast,
in resting male breasts, very serious defects of estrogen signaling may be regarded
as dangerous regulatory disorders leading to an increased risk for cancer [31].
Obesity equivocally increases the incidence of breast cancer among males, presumably through similar mechanisms as in case of females [40]. However, among
women, an apparently ambiguous interaction can be observed between obesity and
breast cancer risk depending on the menopausal status of patients [41]. In young
women before menopause, obesity is erroneously regarded to exhibit a protective
effect against breast cancer. Conversely, in postmenopausal older cases, there is a
strong direct correlation between adiposity and mammary cancer risk. Obesity is
associated with dysmetabolism and endangers the healthy equilibrium of sexual
hormone production. In reality, among premenopausal women, obesity-associated
insulin resistance is moderate, being counteracted by their maintained or increased
circulating estrogen levels [15, 42]. In conclusion, it is not obesity but rather the still
suitable estrogen level that may be protective against breast cancer in young women.
Obese postmenopausal women, who had never used hormone replacement therapy
(HRT), exhibit fairly high breast cancer risk in association with their continuously
decreasing estrogen levels [43]. In contrast, obese postmenopausal women using
hormone replacement therapy (HRT) show a significantly reduced breast cancer
risk attributed to the protective effect of estrogen substitution [44, 45].
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The higher risk for obesity-associated cancer among men and postmenopausal
women as compared with premenopausal cases suggests that the weaker the
estrogen signaling in abdominal adipocytes, the stronger is the defect of DNA repair
leading to an increased risk for cancer [15, 42].

4. Central adipose tissue is a hub in the signaling network that controls
and regulates visceral organs via an inter-tissue crosstalk
Adipose tissue stores excess calories in the form of lipid. In addition, adipose
tissue is an endocrine organ regulating the functional activity of both adjacent and
remote organs [46].
Adipose tissue is principally deposited in two locations. Centrally positioned fatty
tissue within the trunk and abdomen closely surrounds the visceral organs, while
the subcutaneously positioned adipose tissue covers the skeletal muscles [2]. The close
vicinity between central fatty tissue and internal organs suggests that adipocyte signaling in this region may regulate vital functions affecting the health of whole body,
while subcutaneous adipocytes primarily confer their messages to skeletal muscles
and skin. Differences in fatty tissue locations strongly suggest that in pathological
situations included obesity, the dysregulation of central adipocytes is a much higher
health risk as compared with that of their peripheral counterparts.
In healthy nonobese people, abdominal adipose tissue provides a strong mechanical support for all internal organs [2]. Visceral fat is largely located in the omental
and mesenteric adipose tissue in the vicinity of stomach, intestines, liver, and
pancreas. Adipose tissue deposition is also characteristic within the visceral pericardium surrounding the myocardium and coronary arteries. Kidneys and the attached
adrenal glands are embedded into an abundant fatty tissue capsule. Central adipose
tissue is a crucial fat store providing standby energy for physiologic functions and
even for the functional activation of visceral organs among various circumstances.
On the other hand, central adipose tissue is a complex and highly active endocrine organ exerting essential regulatory functions through autocrine, paracrine,
and endocrine mechanisms [47]. In addition to the mass of adipocytes, adipose
tissue contains a connective tissue matrix comprising fibrocytes, nerves, vessels,
and immune cells functioning as an integrated unit.
The receptor systems of adipocytes, fibrocytes, and immune cells collect numerous afferent signals arriving from adjacent or remote organs and the central nervous
system, while they respond through the secretion of signaling molecules, such as
steroid hormones, adipokines, growth factors, and cytokines.

5. Circulating and locally synthesized estrogen hormones regulate the
functional activity of adipose tissue
Sex steroids, particularly estrogens, play a pivotal role in the regulation of
all tissues in the body [10]. Estrogen-activated ERs are central regulators of the
metabolic status, growth, differentiation, and proliferation of cells in mammalians.
Estrogen-regulated genes control signaling functions of the whole body via a balanced activation of ERs through liganded and unliganded pathways [48]. Estrogens
are the regulators of crosstalks between adipose tissue and adjacent visceral organs
via an appropriate expression of signaling molecules in both males and females.
Physiological cellular mechanisms require not only suitable estrogen concentrations but also appropriate expression and activity of ERs in the targeted tissues.
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The presence of both isomers, ER-alpha and ER-beta, was confirmed in adipocytes
deriving from both subcutaneous and intra-abdominal adipose tissue, suggesting
that adipose tissue function is strongly defined by suitable estrogen signaling [49].
Lower prevalence of visceral adiposity in women than in men arises from the high
expression and activity of ERs in female abdominal adipocytes being capable of
downregulating both adipogenesis and lipid storage [50].
The gonads, ovary, and testis are the primary sites of estrogen synthesis in mammals. Extragonadal estrogen synthesis in adipose tissue was first published in 1974,
based on the unexpected observation that androgens were converted to estrogens
by aromatase enzyme in adipose tissue [51]. From that time onward, estrogen
synthesis and the expression of estrogen receptors have been revealed in several
organs [52]. All tissues expressing estrogen receptors are considered to be targets of
estrogenic regulation.
Adipose tissue is considered to be a major source of estrogen synthesis among
extragonadal sites in both women and men, and it increasingly contributes to the
circulating estrogen concentration with aging [12]. In adipose tissue, C19 steroids
are essential precursors of estrogen synthesis and the locally synthesized CYP19
aromatase enzyme is able to convert C19 steroids to estrogens [53]. The prerequisite
of estrogen synthesis is the local expression of aromatase enzyme, which strongly
defines the local estrogen production. In extra-gonadal tissues, the expression
level of aromatase enzyme shows strong parallelism with the intensity of estrogen
synthesis. Extragonadal sites included adipose tissue are unable to synthesize C19
steroids; hence, their estrogen synthesis is limited by the precursor supply from
external sources [53].
Estrogens synthesized in adipose tissue are thought to act locally, in an autocrine
manner, while they may have sufficient concentration in the adjacent organs too so
as to induce ER activation in a paracrine manner. The systemic, endocrine effects of
locally synthesized estrogens are limited [54]. Appropriate local estrogen concentration may exert its biological activity via activation of ERs, which are members of
the nuclear receptor superfamily.
Increased estrogen concentrations upregulate estrogen signaling through a DNA
stabilizer circuit and lead to a higher expression of ERs, genome stabilizer proteins,
and aromatase enzyme [11, 55]. In contrast, estrogen deficiency or a defect of ER
activation causes dysregulation in adipocytes and leads to a derangement of their
signaling functions.
The noteworthy volume of central adipose tissue and the remarkable estrogen
synthesis of adipocytes may support the fact that estrogen signaling has a crucial
role in controlling and orchestrating the signaling network of both adjacent organs
and the whole body.

6. Estrogen-regulated genes orchestrate the physiological functions of
adipose tissue and visceral organs
Estrogen-activated ERs are the chief regulators of somatic and reproductive cellular functions suggesting that a defect in estrogen signaling may produce dysregulation and leads to serious diseases [48]. Current literary data support that activated
ERs in adipocytes protect against fat deposition, insulin resistance, inflammation,
and fibrosis of adipose tissue [Davis]. Moreover, body fat mass deposition is defined
by the level of estrogen signaling in both men and women [56]. Healthy, insulinsensitive adipose tissue regulates the glucose homeostasis and balanced lipolysis/
lipogenesis of adjacent tissues, included liver, skeletal muscles, and further organs
via a tissue crosstalk [57].
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6.1 Adipose tissue
Estradiol-induced activation of ER-alpha upregulates all steps of cellular glucose
uptake increasing the insulin sensitivity of adipocytes [58]. In mature adipocytes,
estradiol treatment enhances insulin-assisted glucose uptake through liganded and
unliganded activations of ER-alpha. Estradiol is capable of stimulating an increased
tyrosine phosphorylation of insulin receptor substrate-1 [59]. In vitro, estradiol
activates adenosine monophosphate-activated protein kinase (AMPK) and protein
kinase B (AKT) inducing unliganded ER signaling even in the absence of insulin
[60]. In human adipocytes, GLUT-4 abundance shows high correlation with insulin
responsiveness. In 3T3-L1 adipocytes, estradiol treatment facilitated glucose uptake
via an increased expression and intracellular translocation of glucose transporters
(GLUTs) [61].
In obesity, GLUT-4 content showed a 40% decrease in adipocyte membranes,
while in estrogen-deficient adipocytes deriving from either lean or obese PCOS
cases, a 36% decrease of GLUT-4 content was experienced [62]. In animal experiments, female, ovariectomized high-fat-fed mice exhibited obesity, and decreased
levels of glucose transporter 4 (GLUT4) and ER-alpha protein were found in their
abundant visceral fatty tissue coupled with increasing insulin resistance [63].
In women, a higher ER expression in abdominal adipocytes may be associated
with higher insulin sensitivity of fatty tissue and a lower susceptibility to inflammation and fibrosis compared to men [56]. Estrogen receptor α gene expression
levels are reduced in the adipose tissue of obese women compared to those found in
normal weight females [64].
The identification of a mesenteric estrogen-dependent adipose gene (MEDA-4)
revealed that estrogen signaling may selectively regulate mesenteric adipocytes in a
depot-specific manner [65]. In ovariectomized female mice, an increased MEDA-4
expression in mesenteric adipose tissue was capable of increasing adipose tissue
expansion, while estradiol substitution reduced MEDA-4 expression and normalized the balance of lipolysis and lipogenesis in central adipocytes.
In conclusion, estrogen-regulated genes play crucial roles in both lipogenic control and glucose uptake of adipocytes. In contrast, estrogen deficiency-associated
insulin resistance and lipogenesis further deteriorate estrogen signaling and strongly
decrease the expression of estrogen-regulated genes via a vicious circle [66].
6.2 Liver
In the liver, estrogen-regulated genes control the synthesis of various proteins.
Estrogen signaling regulates lipoprotein synthesis, lipogenesis, and lipolysis in hepatocytes. Estradiol controls the synthesis of blood clotting factors, including factors
II, VII, IX, X, and plasminogen [67]. Estrogen regulates glucose uptake and glucose
homeostasis in hepatocytes, improving insulin sensitivity [68]. In the pathologic
conditions of the liver, estradiol treatment exerts anti-inflammatory and antineoplastic impacts through ER-alpha and, predominantly, ER-beta activation [69].
In contrast, a longer duration of estrogen deficiency increases the risk of hepatic
fibrosis among postmenopausal women with nonalcoholic fatty liver disease [70].
In female mice, estrogen treatment prevents the development of insulin resistance
and low-grade inflammation in adipose tissue [71, 72]. Recent literary data strongly
confirm that estrogen hormone protects against the development and progression of
hepatocellular carcinoma (HCC) [73]. Estrogen treatment also mediates antitumor
effects in intrahepatic cholangiocarcinoma cases via a balance of ER-alpha and
ER-beta-regulated pathways [74]. Bilateral oophorectomy in premenopausal women
increases the risk of hepatocellular carcinoma via estrogen withdrawal [75].
7
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6.3 Pancreas
In pancreatic islands, the estradiol activation of ER-alpha regulates β cell
proliferation during pancreatic development [76]. Estradiol activates the expression of insulin gene and increases insulin synthesis in the β cells [77, 78]. Estradiol
activation of ERs inhibits apoptotic death of β cells in case of inflammatory
insult [77]. Estradiol promotes β cell recovery after pancreatic injury [80]. In
rodent models of type 2 diabetes, estrogen treatment reduced lipid synthesis and
prevented β cell failure in pancreatic islets [79]. Correlations between parity and
pancreatic cancer risk were studied in a meta-analysis of epidemiologic studies
and the findings suggest that higher parity is associated with a decreased risk of
pancreatic cancer [80].
6.4 Gut
Local estrogen synthesis and ER expression in the gut are important players in
intestinal homeostasis. Estrogen signaling regulates the integrity and function of
intestinal epithelium controls intestinal epithelial barriers and reduces intestinal
permeability [81]. Estrogen signal provides protection against duodenal ulcer,
inflammatory bowel disease, and colon cancer in both animal experiments and
clinical studies [82]. Overexpression of ER-beta in healthy human colon coupled
with its reduced expression in colon cancer suggests that the activation of ERs,
particularly ER-beta, might be particularly involved in the estrogen-mediated
protection against colon tumors [35].
The microbes that colonize the human gut (microbiome) may play contributory
roles in health and disease. Intestinal microbiome participates in polysaccharide
breakdown, nutrient absorption, inflammatory responses, and bile acid metabolism
[83]. Gut microbiome is one of the principal regulators of circulating estrogen
levels [84]. Microbes in the gut regulate estrogen levels through secretion of
β-glucuronidase, an enzyme that converts conjugated estrogens into their biologically active forms. Lower microbial density or a dysbiosis of gut microbiome leads
to a decrease in estrogen deconjugation and results in a reduction of both luminal
and circulating free estrogen levels.
The low level of luminal estrogens induces gut diseases included inflammation
and cancer, while an associated decrease in circulating estrogens may contribute to
the development of systemic diseases including obesity and type 2 diabetes.
In medical practice, a fecal microbiome transplant (FMT) from healthy
individuals to ill obese patients seems to be a promising way to improve the gut
microbiome and for the treatment of obesity and associated metabolic syndrome
[85]. Presumably, FMT may provide estrogen hormones and estrogen receptors for
recipient patients, which beneficially restore intestinal estrogen signaling besides
the re-colonization of microbes capable of increasing free estrogen levels.
In conclusion, alterations in the density and composition of gut microbiome
deteriorate the metabolic profile of omental and mesenteric adipose tissues via
deficient estrogen signaling and lead to the development of abdominal obesity and
metabolic syndrome.
6.5 Kidney
Estrogens have nephroprotective effects. The most important actions of estrogen
hormones are represented by the protective effects attenuating glomerulosclerosis
and tubulointerstitial fibrosis. Estrogens exert favorable effects on renal osteodystrophy via an improvement of phosphorus-calcium transport equilibrium in renal
8
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tubules [86]. Recently, a meta-analytic study supported that oral contraceptive use
may reduce the risk of kidney cancer in women, especially for long-term users [87].
6.6 Cardiovascular system
Premenopausal women have a much lower incidence and prevalence of cardiovascular diseases (CVDs) compared to men of the same age [88]. This sex difference
in favor of women suddenly disappears after menopause, suggesting that reduced
levels of ovarian hormones constitute a major risk factor for the development of
CVD in postmenopausal women.
In central obesity, the associated insulin resistance results in a compensatory
high insulin and IGF-1 synthesis stimulating ovarian androgen production at the
expense of reduced estrogen synthesis [89]. Hyperinsulinemia promotes adrenal
androgen synthesis as well by means of an increased adrenal sensitivity to adrenocorticotropin [90, 91]. Excessive androgen synthesis would provide precursors for
an increased estrogen production; however, in insulin-resistant patients, gonads
exhibit a decreased capacity to convert androgen to estrogen attributed to a reduction of aromatase enzyme activity [92].
Estrogens are cardioprotective hormones having crucial role in the maintenance
of physiologic serum lipid levels. Postmenopausal hormone replacement therapy
may reduce the risk of cardiovascular diseases via lowering total cholesterol, LDL
cholesterol, and triglyceride levels [93]. Estrogens show antihypertensive activity
as well. It is capable of downregulating the components of the renin-angiotensin
system (RAS) [94]. Estradiol inhibits the excessive synthesis of vasoconstrictor
endothelin and improves endothelial dysfunction [95]. In animal experiments,
estrogen receptor-alpha mediated the protective effects of estrogen in response to
vascular injury [96].
The risk of mortality for ischemic heart disease is highly increased in patients
with left-sided breast cancer as they receive a higher dose of radiation therapy
affecting the heart than patients with right-sided tumors [97]. This correlation may
be explained by the destructive effect of radiation on the estrogen-synthesizing
epicardial fatpad.

7. Secretory functions of abdominal adipose tissue in healthy lean and
obese patients
Abdominal adipose tissue has crucial physiological secretory functions [47].
Sex steroids, adipokines, cytokines, and growth factors are important signaling
molecules in adipose tissue and their well-regulated activation ensures the health of
the whole body.
In central obesity, extreme fat accumulation and a concomitant insulin resistance of abdominal adipose tissue deteriorate all regulatory functions of adipocytes.
Dysregulation of adipocyte signaling induces an alarm reaction in all adjacent
visceral organs and they inform adipocyte ERs about their functional difficulties via
signaling molecules. ERs in adipocytes recognize the emergency situation and may
initiate the restoration of ER signaling through increased estrogen synthesis and
enhanced liganded and unliganded activations of ERs [98].
7.1 Sexual steroids
In adipose tissue, suitable estrogen signaling regulates the expression of numerous genes and the harmonized synthesis of signaling molecules [67]. In adipocytes,
9
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androgen hormones are precursors for the local estrogen synthesis of aromatase
enzyme.
7.2 Adipokines
Leptin regulates the energy balance in the hypothalamus exerting anorexinogenic and lipolytic effects. Estrogen treatment increases the expression of leptin
receptors amplifying the leptin-sensitivity of various cells [99]. In aromatase
knock-out (ARKO) mice, visceral adiposity develops and three times higher
levels of circulating leptin were found as compared with control animals [100].
Adiponectin is involved in various inflammatory reactions, modulations of
endothelial functions, and is protective against insulin resistance. Oophorectomy
increases adiponectin levels in adult mice, while it may be reversed by estradiol
substitution [101]. Resistin level increases in parallel with obesity, which may be a
compensatory reaction instead of being a causal factor. In subcutaneous adipocytes,
an estradiol benzoate injection decreases resistin levels [102].
7.3 Pro-inflammatory cytokines and low-grade inflammation
Pro-inflammatory cytokines are regulatory proteins having great role in the
maintenance of genomic stability. In obese patients, strong inflammatory reactions
and abundantly expressed signaling molecules occurring in voluminous fatty tissue
are mistakenly considered as being causal factors of genomic dysregulation, insulin
resistance and its comorbidities [6, 103].
Low-grade inflammation in abundant adipose tissue may be characterized by
increased levels of inflammatory cytokines and macrophage and T-cell infiltration
[104]. Inflammatory cytokines, including tumor necrosis factor alpha (TNF-α) and
interleukin-6 (IL-6), may have not only local effects on adipose tissue but also exert
systemic effects on several organs [105]. In adipose tissue, inflammatory cytokines
have an important role in the upregulation of estrogen synthesis. Increased proinflammatory cytokine level generates an increased expression and activation of
aromatase enzyme resulting in higher estrogen concentrations [106].
In ovariectomized mice on high-fat diet, estradiol treatment improved insulin
sensitivity and glucose uptake in both adipose tissue and liver and at the same time,
decreased the expression of inflammatory cytokines, included TNFα [71]. It was
recently found that elevated levels of pro-inflammatory cytokines augment energy
expenditure and counteract obesity from animal to human, justifying that proinflammatory cytokines have beneficial effects against obesity and obesity-related
metabolic disorders [107].
In conclusion, in obesity, deficient estrogen signaling leads to dysregulation of
abdominal adipocytes and induces a low-grade inflammatory reaction, while estrogen
treatment improves adipocyte signaling function and exerts anti-inflammatory effect.
7.4 Insulin-IGF system
The insulin-like growth factor (IGF) system is involved in regulation and
control of physiologic growth and differentiation. Insulin and insulin-like growth
factor receptors act as ligand-specific amplitude modulators regulating genes on a
common pathway [108]. In obesity, there was a nonlinear relationship of insulinlike growth factor (IGF)-I and IGF-I/IGF-binding protein-3 ratio with indices of
adiposity and plasma insulin concentrations [109].
Crosstalks between signaling pathways of ERs and growth factor receptors
(IGF-1R, EGFR, VGFR) are well known in both health and disease [110, 111].
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Among physiological circumstances, estrogen-activated ERs are capable of either
stimulating or silencing cell growth and proliferation, while in tumor cells, an
upregulation of ERs is not a proliferative stimulus, but rather, it is an initiator of
self-directed death [11].
The IGF system comprises insulin, insulin receptor (IR), IGF-1, IGF-2,
each with its receptor (IGF-1R, IGF-2R) as well as the IGF-binding proteins
(IGFBPs). Proteins of the IGF system are ubiquitously expressed at different sites
included adipose tissue [13]. In the early phases of insulin resistance, an increased
IGF-1 level mediates increased insulin synthesis resulting in a compensatory
hyperinsulinemia.
Estrogens regulate both insulin-like growth factor 1 (IGF-1) synthesis and the
expression of its receptor (IGF-1R) in adipocytes. In turn, an increased synthesis of
IGF-1 and its receptor upregulates the AKT and MAPK pathways of growth factor
signaling, providing a possibility for an increased unliganded activation of ERs [112].
In an estrogen-deficient milieu, unliganded activation of ERs via IGF-1 receptor signaling pathway exhibits a fundamental role in genome-wide expressions of estrogenregulated genes [48]. In conclusion, in obesity and insulin resistance, an increased
expression and activity of IGF-1 receptors may be a compensatory action against the
dysregulation of adipocytes providing a possibility for the restoration of ER signaling.
7.5 Interaction between adipocytes and immune cells
Adipocytes are in signaling crosstalk with immune cells in both healthy and
obese adipose tissue. In lean adipose tissue, IL-4 secreted by eosinophil granulocytes
and regulatory T (Treg) cells activate M2 type macrophages, which express arginase
and anti-inflammatory cytokines such as IL-10. In contrast, in obese adipose tissue,
the number of pro-inflammatory immune cells is increased coupled with a decrease
in that of anti-inflammatory immune cells [104]. In abundant adipose tissue, neutrophil granulocytes are early responders to inflammatory injuries stimulating both
M1 type macrophage infiltration and pro-inflammatory cytokine secretion.
In animal experiments, estrogens are capable of improving metabolic disorders
and, at the same time, they exert anti-inflammatory effects [72]. In female mice,
estrogen protects from adipocyte hypertrophy and prevents adipose tissue oxidative
stress and inflammation. Furthermore, estrogen treatment protected female mice
against developing liver steatosis and from becoming insulin resistant.
In conclusion, in obesity, the experienced low-grade inflammation and the increased
synthesis of cytokines and growth factors are not causal factors of insulin resistance
and cancer development, but rather, they are compensatory efforts so as to restore ER
signaling. Estrogen administration seems to be a causal therapy for obesity-related
pathologic changes, as the upregulation of ER signaling protects from insulin resistance
and decreases inflammatory reactions. Estrogen treatment would provide quite new
ways for the prevention and cure of obesity and obesity-related inflammation.

8. Estrogen is protective against cancer
The apparently paradoxical effects of estrogens on both the prevention and
promotion of cancers have been debated for over 120 years. However, the pharmaceutical development of endocrine disruptor antiestrogens could not provide
appropriate advances in the field of anticancer fight [113].
The blockade of either estrogen-induced (liganded) or unliganded activation of
ERs provoked a strong compensatory upregulation on the unaffected domain, while
the unbalanced ER activation resulted in modest or even adverse tumor responses
11
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and severe toxic symptoms [114]. In contrast, natural estrogens are capable of
restoring DNA surveillance even in tumor cells leading to a self-directed death
through a balanced liganded and unliganded transactivation of ERs, whereas they
may not provoke genomic instability even in sky-high concentrations [115].

9. Conclusion
Changing concepts concerning the etiology of obesity and obesity-related
diseases provide certain new strategies against these diseases.
Since estrogen-activated ERs are the chief regulators of the genomic machinery,
a weakening or failure of ER signaling attributed to either genetic or environmental
factors induces abundant compensatory actions for the restoration of appropriate
estrogen signaling. When the restorative processes may compensate the regulatory
failures, patients seem to be healthy. In contrast, when the compensatory reactions
are insufficient, a deepening regulatory disorder develops and serious diseases may
appear as clinical manifestations.
The causal factor of obesity is deficient estrogen signaling in both men and
women; however, there is no direct correlation between obesity and cancer risk.
All environmental and genetic cancer risk factors, included smoking, sedentary
lifestyle, fat-rich diet, light deficiency, anovulatory infertility, and BRCA mutation
strongly deteriorate estrogen signaling; however, they may or may not be associated
with the development of obesity.
In certain cases, the weakness of estrogen regulation may induce abdominal fat
deposition, and at the same time, the deepening insulin resistance of adipose tissue
leads to further irreversible defects in expressions of estrogen-regulated genes. In
obese patients, metabolic syndrome and type 2 diabetes are well-known risk factors
for the two life-threatening disease groups of humans: cardiovascular lesions and
malignancies, while the defect of estrogen signaling frequently remains unknown in
the background.
In another group of patients, estrogen deficiency or ER resistance develops without obesity. Defective estrogen signaling exhibits a strong direct correlation with
insulin resistance as estrogen regulates all steps of cellular glucose uptake in the
whole body. Moreover, the deeper the defect of estrogen surveillance, the stronger is
the risk for serious chronic diseases included type 2 diabetes, cardiovascular lesions,
and cancers. The strong correlation is well known between anovulatory infertility
and an increased cancer risk for female organs, while these associations are quite
independent of obesity.
In patients showing central obesity, the increased cytokine secretion and the
associated low-grade inflammation in their adipose tissue are not causal factors of
the development of insulin resistance, but rather, they are compensatory actions
for the activation of aromatase synthesis. Similarly, in abundant adipose tissue, the
increased synthesis of growth factors included IGF-1 and the abundant expression
of growth factor receptors are not efforts for initiating an unrestrained cell proliferation, but rather they provide unliganded pathways for increased ER activation so
as to strengthen estrogen signaling.
In nonobese patients, deficient estrogen signaling is associated with high risk for
premature arteriosclerotic complications and cancer development. In these cases,
inflammatory reactions at several sites represent compensatory actions against
estrogen deficiency via an activation of aromatase enzyme. Moreover, in patients
with clinically diagnosed infertility, PCOS, or BRCA mutation, the increased serum
estrogen levels are compensatory efforts against ER resistance instead of a harmful
induction of pathologic cell proliferation. Patients with ER resistance may exhibit
12
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an increased cancer risk in spite of hyperestrogenism, when the compensatory
increased estrogen level is not sufficient for the breakthrough of ER blockade.
In conclusion, in obese patients, the causal therapy is the improvement of
estrogen signaling in both men and women via estrogen substitution, changes in
lifestyle, or use of natural products upregulating the genomic machinery. These
therapies are equally protective against weight gain, metabolic disorders, inflammatory reactions, and obesity-related diseases including cancer. In obesity, medicaments working against the reparative, compensatory processes in the adipose
tissue may induce strong counteractions via feedback mechanisms; however, the
therapeutic results are transitory, ambiguous, and even dangerous.

Author details
Zsuzsanna Suba
Department of Molecular Pathology, National Institute of Oncology, Budapest,
Hungary
*Address all correspondence to: subazdr@gmail.com

© 2019 The Author(s). Licensee IntechOpen. This chapter is distributed under the terms
of the Creative Commons Attribution License (http://creativecommons.org/licenses/
by/3.0), which permits unrestricted use, distribution, and reproduction in any medium,
provided the original work is properly cited.
13

Crosstalk in Biological Processes

References
[1] Nedungadi TP, Clegg DJ. Sexual

[10] Wierman ME. Sex steroid effects

dimorphism in body fat distribution
and risk for cardiovascular diseases.
Journal of Cardiovascular Translational
Research. 2009;2(3):321-327

at target tissues: Mechanisms of action.
Advances in Physiology Education.
2007;31:26-33
[11] Suba Z. DNA stabilization by the

[2] Donohoe CL, Doyle SL, Reynolds JV.

Visceral adiposity, insulin resistance and
cancer risk. Diabetology and Metabolic
Syndrome. 2011;3:12

upregulation of estrogen signaling in
BRCA gene mutation carriers. Drug
Design, Development and Therapy.
2015;9:2663-2675

[3] Palmer BF, Clegg DJ. The sexual

[12] Barakat R, Oakley O, Kim H, Jin J,

dimorphism of obesity. Molecular
and Cellular Endocrinology.
2015;0:113-119

Ko CJ. Extra-gonadal sites of estrogen
biosynthesis and function. BMB
Reports. 2016;49(9):488-496

[4] Davis SR, Castelo-Branco C,

[13] Arcidiacono B, Iiritano S, Nocera A,

Chedraui P, Lumsden MA, Nappi RE,
Shah D, et al. Understanding weight
gain at menopause. Climacteric.
2012;15(5):419-429

Possidente K, Nevolo MT, Ventura V.
Insulin resistance and cancer risk:
An overview of the pathogenetic
mechanisms. Experimental Diabetes
Research. 2012;789174:12

[5] Lizcano F, Guzmán G. Estrogen

deficiency and the origin of obesity
during menopause. BioMed Research
International. 2014;2014:757461

[14] Newell-Fugate AE. The role of

sex steroids in white adipose tissue
adipocyte function. Reproduction.
2017;153(4):R133-R149

[6] Armani A, Berry A, Cirulli F,

Caprio M. Molecular mechanisms
underlying metabolic syndrome:
The expanding role of the
adipocyte. The FASEB Journal.
2017;31(10):4240-4255

[15] Suba Z. Circulatory estrogen level

protects against breast cancer in obese
women. Recent Patents on Anti-Cancer
Drug Discovery. 2013;8(2):154-167
[16] Macotela Y, Boucher J, Tran TT,

[7] Bloomgarden ZT. Definitions of

the insulin resistance syndrome: The
1st World Congress on the Insulin
Resistance Syndrome. Diabetes Care.
2004;27(3):824-830
[8] Bloomgarden ZT. Second World

Congress on the Insulin Resistance
Syndrome: Mediators, pediatric
insulin resistance, the polycystic ovary
syndrome, and malignancy. Diabetes
Care. 2005;28(8):1821-1830
[9] Suba Z. Common soil of smoking-

associated and hormone-related
cancers: Estrogen deficiency. Oncology
Reviews. 2010;4(2):73-87
14

Kahn CR. Sex and depot differences in
adipocyte insulin sensitivity and glucose
metabolism. Diabetes. 2009;58:803-812
[17] Nestler JE. Obesity, insulin, sex

steroids and ovulation. International
Journal of Obesity and Related
Metabolic Disorders. 2000;24
(Suppl 2):S71-S73
[18] Suba Z. Diverse pathomechanisms

leading to the breakdown of
cellular estrogen surveillance
and breast cancer development:
New therapeutic strategies. Drug
Design, Development and Therapy.
2014;8:1381-1390

Crossroad between Obesity and Cancer: A Defective Signaling Function of Heavily Lipid-Laden…
DOI: http://dx.doi.org/10.5772/intechopen.85995
[19] Steinbaum SR. The metabolic

[27] Heine PA, Taylor JA, Iwamoto GA,

syndrome: An emerging health epidemic
in women. Progress in Cardiovascular
Diseases. 2004;46(4):321-336

Lubahn DB, Cooke PS. Increased
adipose tissue in male and female
estrogen receptor-α knockout mice.
Proceedings of the National Academy
of Sciences of the United States of
America. 2000;97:12729-12734

[20] Ryan AS, Nicklas BJ, Berman DM.

Hormone replacement therapy, insulin
sensitivity, and abdominal obesity in
postmenopausal women. Diabetes Care.
2002;25:127-133
[21] Smith EP, Boyd J, Frank GR,

Takahashi H, Cohen RM, Specker B,
et al. Estrogen resistance caused by a
mutation in the estrogen-receptor gene
in a man. The New England Journal of
Medicine. 1994;331:1056-1061
[22] Quaynor SD, Stradtman EW, Kim

HG, Shen Y, Chorich LP, Schreihofer
DA, et al. Delayed puberty and
estrogen resistance in a woman with
estrogen receptor α variant. The
New England Journal of Medicine.
2013;369(2):164-171
[23] Morishima A, Grumbach MM,

Simpson ER, Fisher C, Qin K.
Aromatase deficiency in male and
female siblings caused by a novel
mutation and the physiological role
of estrogens. The Journal of Clinical
Endocrinology and Metabolism.
1995;80(12):3689-3698

[28] Nkhata KJ, Ray A, Dogan S, Grande

JP, Cleary MP. Mammary tumor
development from T47-D human breast
cancer cells in obese ovariectomized
mice with and without estradiol
supplements. Breast Cancer Research
and Treatment. 2009;114(1):71-83
[29] Hong J, Holcomb VB, Kushiro K,

Núñez NP. Estrogen inhibits the
effects of obesity and alcohol on
mammary tumors and fatty liver.
International Journal of Oncology.
2011;39(6):1443-1453
[30] Renehan AG, Tyson M, Egger M,

et al. Body-mass index and incidence of
cancer: A systematic review and metaanalysis of prospective observational
studies. Lancet. 2008;371(9612):569-578
[31] Suba Z. Hormonal and metabolic

disorders as links between obesity
and cancer risk in men and
women. International Journal of
Cancer Research and Prevention.
2016;9(4):335-352

[24] Choi SB, Jang JS, Park S. Estrogen

and exercise may enhance beta-cell
function and mass via insulin receptor
substrate-2 induction in ovariectomized
diabetic rats. Endocrinology.
2005;146(11):4786-4794
[25] Wade GN, Gray JM. Gonadal

effects on food intake and adiposity:
A metabolic hypothesis. Physiology &
Behavior. 1979;22:583-593
[26] Jones ME, Thorburn AW, Britt KL,

et al. Aromatase-deficient (ArKO) mice
have a phenotype of increased adiposity.
Proceedings of the National Academy
of Sciences of the United States of
America. 2000;97:12735-12740
15

[32] Mathieu LN, Kanarek NF, Tsai

HL, Rudin CM, Brock MV. Age and
sex differences in the incidence of
esophageal adenocarcinoma: Results
from the Surveillance, Epidemiology,
and End Results (SEER) Registry
(1973-2008). Diseases of the Esophagus.
2014;27(8):757-763
[33] Suba Z. Gender-related hormonal

risk factors for oral cancer. Pathology
Oncology Research. 2007;13:195-202
[34] Yang P, Zhou Y, Chen B, Wan HW,

Jia GQ , Bai HL, et al. Overweight,
obesity and gastric cancer risk:
Results from a meta-analysis of cohort

Crosstalk in Biological Processes

studies. European Journal of Cancer.
2009;45(16):2867-2873
[35] Kennelly R, Kavanagh DO, Hogan

AM, Winter DC. Oestrogen and the
colon: Potential mechanisms for cancer
prevention. The Lancet Oncology.
2008;9(4):385-391

[43] Lahmann PH, Hoffmann K, Allen

N, van Gils CH, Khaw KT, Tehard B,
et al. Body size and breast cancer risk:
Findings from the European Prospective
Investigation into Cancer and Nutrition
(EPIC). International Journal of Cancer.
2004;111(5):762-771
[44] Huang Z, Willett WC, Colditz GA,

[36] Aleksandrova K, Stelmach-Mardas

M, Schlesinger S. Obesity and Liver
Cancer. Recent Results in Cancer
Research. 2016;208:177-198
[37] Chow WH, McLaughlin JK, Mandel

JS, et al. Obesity and risk of renal
cell cancer. Cancer Epidemiology,
Biomarkers & Prevention.
1996;5(1):17-21
[38] Woldrich JM, Mallin K, Ritchey J,

Carroll PR, Kane CJ. Sex differences
in renal cell cancer presentation
and survival: An analysis of the
National Cancer Database, 19932004. The Journal of Urology.
2008;179(5):1709-1713
[39] Weiss JR, Moysich KB, Swede H.

Hunter DJ, Manson JE, Rosner B, et al.
Waist circumference, waist:hip ratio,
and risk of breast cancer in the Nurses’
Health Study. American Journal of
Epidemiology. 1999;150(12):1316-1324
[45] Morimoto LM, White E, Chen

Z, Chlebowski RT, Hays J, Kuller L,
et al. Obesity, body size and risk of
postmenopausal breast cancer: The
Women’s Health Initiative (United
States). Cancer Causes & Control.
2002;13(8):41-51
[46] Kershaw EE, Flier JS. Adipose tissue

as an endocrine organ. The Journal of
Clinical Endocrinology and Metabolism.
2004;89(6):2548-2556
[47] Wang P, Mariman E, Renes J, Keijer

Epidemiology of male breast cancer.
Cancer Epidemiology, Biomarkers &
Prevention. 2005;14(1):20-26

J. The secretory function of adipocytes
in the physiology of white adipose
tissue. Journal of Cellular Physiology.
2008;216:3-13

[40] Hsing AW, McLaughlin JK, Cocco

[48] Maggi A. Liganded and unliganded

P, Co Chien HT, Fraumeni JF Jr. Risk
factors for male breast cancer (United
States). Cancer Causes & Control.
1998;9(3):269-275
[41] Rose DP, Vona-Davis L. Interaction

between menopausal status and
obesity in affecting breast cancer risk.
Maturitas. 2010;66(1):33-38
[42] Suba Z. Triple-negative breast

cancer risk in women is defined by
the defect of estrogen signaling:
Preventive and therapeutic
implications. OncoTargets and Therapy.
2014;7:147-164

16

activation of estrogen receptor and
hormone replacement therapies.
Biochimica et Biophysica Acta.
2011;1812(8):1054-1060
[49] Dieudonné MN, Leneveu MC,

Giudicelli Y, Pecquery R. Evidence for
functional estrogen receptors α and
β in human adipose cells: Regional
specificities and regulation by estrogens.
American Journal of Physiology-Cell
Physiology. 2004;286(3):C655-C661
[50] Tao Z, Zheng LD, Smith C, Luo J,

Robinson A, Almeida FA, et al. Estradiol
signaling mediates gender difference in

Crossroad between Obesity and Cancer: A Defective Signaling Function of Heavily Lipid-Laden…
DOI: http://dx.doi.org/10.5772/intechopen.85995

visceral adiposity via autophagy. Cell
Death & Disease. 2018;9(3):309
[51] Hemsell DL, Grodin JM, Brenner

PF, Siiteri PK, MacDonald PC. Plasma
precursors of estrogen. II. Correlation
of the extent of conversion of plasma
androstenedione to estrone with age.
The Journal of Clinical Endocrinology
and Metabolism. 1974;38:476-479
[52] Björnström L, Sjöberg M.

Mechanisms of estrogen receptor
signaling: Convergence of genomic
and nongenomic actions on target
genes. Molecular Endocrinology.
2005;19(4):833-842

[59] Muraki K, Okuya S, Tanizawa Y.

Estrogen receptor α regulates insulin
sensitivity through IRS-1 tyrosine
phosphorylation in mature 3T3-L1
adipocytes. Endocrine Journal.
2006;53(6):841-851
[60] Kim J, Jo K, Kim B, Baik H, Lee S.

17 beta-estradiol induces an interaction
between adenosine monophosphateactivated protein kinase and the insulin
signaling pathway in 3T3-L1 adipocytes.
International Journal of Molecular
Medicine. 2012;30:979-985
[61] Campello RS, Fátima LA, Barreto-

production and action. Journal of the
American Academy of Dermatology.
2001;45:S116-S124

Andrade JN, Lucas TF, Mori RC, Porto
CS, et al. Estradiol-induced regulation
of GLUT4 in 3T3-L1 cells: Involvement
of ESR1 and AKT activation.
Journal of Molecular Endocrinology.
2017;59(3):257-268

[54] Labrie F, Bélanger A, Luu-The V,

[62] Rosenbaum D, Haber RS, Dunaif

et al. DHEA and the intracrine
formation of androgens and estrogens in
peripheral target tissues: Its role during
aging. Steroids. 1998;63:322-328

A. Insulin resistance in polycystic
ovary syndrome: Decreased expression
of GLUT-4 glucose transporters in
adipocytes. American Journal of
Physiology. 1993;264(2 Pt 1):E197-E202

[53] Nelson LR, Bulun SE. Estrogen

[55] Suba Z. Activating mutations of

ESR1, BRCA1 and CYP19 aromatase
genes confer tumor response in breast
cancers treated with antiestrogens.
Recent Patents on Anti-Cancer Drug
Discovery. 2017;12(2):136-147

[63] Gorres BK, Bomhoff GL, Gupte AA,

Geiger PC. Altered estrogen receptor
expression in skeletal muscle and
adipose tissue of female rats fed a highfat diet. Journal of Applied Physiology.
2011;110:1046-1053

[56] Blüher M. Importance of estrogen

receptors in adipose tissue function.
Molecular Metabolism. 2013;2:130-132
[57] Saltiel AR, Kahn CR. Insulin

signaling and the regulation of
glucose and lipid metabolism. Nature.
2001;414:799-806

[64] Nilsson M, Dahlman I, Rydén M,

et al. Oestrogen receptor α gene
expression levels are reduced in obese
compared to normal weight females.
International Journal of Obesity.
2007;31:900-907
[65] Zhang H, Chen X, Sairam MR.

[58] Suba Z. Low estrogen exposure

and/or defective estrogen signaling
induces disturbances in glucose
uptake and energy expenditure.
Journal of Diabetes and Metabolism.
2013;4:272-281

17

Novel genes of visceral adiposity:
Identification of mouse and human
mesenteric estrogen-dependent
adipose (MEDA)-4 gene and its
adipogenic function. Endocrinology.
2012;153:2665-2676

Crosstalk in Biological Processes

[66] Suba Z. Interplay between insulin

resistance and estrogen deficiency
as co-activators in carcinogenesis.
Pathology Oncology Research.
2012;18(2):123-133
[67] Barros RP, Gustafsson JÅ. Estrogen

receptors and the metabolic network.
Cell Metabolism. 2011;14:289-299
[68] Parthasarathy C, Renuka VN,

Balasubramanian K. Sex steroids
enhance insulin receptors and glucose
oxidation in Chang liver cells. Clinica
Chimica Acta. 2009;399:49-53
[69] Iavarone M, Lampertico P, Seletti C,

et al. The clinical and pathogenetic
significance of estrogen receptorbeta expression in chronic liver
diseases and liver carcinoma. Cancer.
2003;98:529-534
[70] Klair JS, Yang JD, Abdelmalek MF,

et al. A longer duration of estrogen
deficiency increases fibrosis risk
among postmenopausal women
with nonalcoholic fatty liver disease.
Hepatology. 2016;64:85-91
[71] Yonezawa R, Wada T, Matsumoto N,

et al. Central versus peripheral impact
of estradiol on the impaired glucose
metabolism in ovariectomized mice
on a high-fat diet. American Journal of
Physiology. 2012;303:E445-E456
[72] Stubbins RE, Najjar K, Holcomb

VB, Hong J, Núñez NP. Oestrogen alters
adipocyte biology and protects female
mice from adipocyte inflammation and
insulin resistance. Diabetes, Obesity and
Metabolism. 2012;14(1):58-66
[73] Sukocheva OA. Estrogen, estrogen

receptors, and hepatocellular carcinoma:
Are we there yet? World Journal of
Gastroenterology. 2018;24(1):1-4
[74] Marzioni M, Torrice A,

Saccomanno S, et al. An oestrogen
receptor beta-selective agonist exerts
antineoplastic effects in experimental
18

intrahepatic cholangiocarcinoma.
Digestive and Liver Disease.
2012;44:134-142
[75] McGlynn KA, Sahasrabuddhe VV,

Zeleniuch-Jacquotte A. Reproductive
factors, exogenous hormone use and
risk of hepatocellular carcinoma among
US women: Results from the Liver
Cancer Pooling Project. British Journal
of Cancer. 2015;112:1266-1272
[76] Yuchi Y, Cai Y, Legein B, et al.

Estrogen receptor alpha regulates
beta-cell formation during pancreas
development and following injury.
Diabetes. 2015;64:3218-3228
[77] Le May C, Chu K, Hu M, et al.

Estrogens protect pancreatic beta-cells
from apoptosis and prevent insulindeficient diabetes mellitus in mice.
Proceedings of the National Academy
of Sciences of the United States of
America. 2006;103:9232-9237
[78] Alonso-Magdalena P, Ropero AB,

Carrera MP, et al. Pancreatic insulin
content regulation by the estrogen
receptor ER alpha. PLoS One.
2008;3:e2069
[79] Tiano JP, Delghingaro-Augusto

V, Le May C, Liu S, Kaw MK, Khuder
SS, et al. Estrogen receptor activation
reduces lipid synthesis in pancreatic
islets and prevents β cell failure in
rodent models of type 2 diabetes.
The Journal of Clinical Investigation.
2011;121(8):3331-3342
[80] Guan HB, Wu L, Wu QJ, Zhu J,

Gong T. Parity and pancreatic cancer
risk: A dose-response meta-analysis
of epidemiologic studies. PLoS One.
2014;9(3):e92738
[81] Wada-Hiraike O, Imamov O, Hiraike

H, et al. Role of estrogen receptor beta
in colonic epithelium. Proceedings
of the National Academy of Sciences
of the United States of America.
2006;103:2959-2964

Crossroad between Obesity and Cancer: A Defective Signaling Function of Heavily Lipid-Laden…
DOI: http://dx.doi.org/10.5772/intechopen.85995
[82] Choijookhuu N, Hino S-I, Oo PS,

Batmunkh B, Hishikawa Y. The role
of estrogen receptors in intestinal
homeostasis and disease. Receptors &
Clinical Investigation. 2016;3:e1109
[83] Barlow GM, Yu A, Mathur R. Role

of the gut microbiome in obesity and
diabetes mellitus. Nutrition in Clinical
Practice. 2015;30(6):787-797
[84] Baker JM, Al-Nakkash L,

Herbst-Kralovetz MM. Estrogen-gut
microbiome axis: Physiological and
clinical implications. Maturitas.
2017;103:45-53
[85] Marotz CA, Zarrinpar A. Treating

obesity and metabolic syndrome with
fecal microbiota transplantation. The
Yale Journal of Biology and Medicine.
2016;89(3):383-388
[86] Gluhovschi G, Gluhovschi A,

Anastasiu D, Petrica L, Gluhovschi C,
Velciov S. Chronic kidney disease and
the involvement of estrogen hormones
in its pathogenesis and progression.
Romanian Journal of Internal Medicine.
2012;50(2):135-144
[87] Liu H, Wang XC, Hu GH, Huang

TB, Xu YF. Oral contraceptive use
and kidney cancer risk among
women: Evidence from a metaanalysis. International Journal of
Clinical and Experimental Medicine.
2014;7(11):3954-3963
[88] Reckelhoff JF. Sex steroids,

cardiovascular disease, and
hypertension: Unanswered questions
and some speculations. Hypertension.
2005;45(2):170-174
[89] Nestler JE, Jakubowicz DJ, deVargas

AF, Brik C, Quintero N, Medina
F. Insulin stimulates testosterone
biosynthesis by human thecal cells from
women polycystic ovary syndrome by
activating its own receptor and using
inositolglycan mediators as the signal
transduction system. The Journal of
19

Clinical Endocrinology and Metabolism.
1998;83(6):2001-2005
[90] Moghetti P, Castello R, Negri C,

Tosi F, Spiazzi GG, Brun E, et al.
Insulin infusion amplifies 17 alphahydroxycorticosteroid intermediates
response to adrenocorticotropin in
hyperandrogenic women: Apparent
relative impairment of 17,20-lyase
activity. The Journal of Clinical
Endocrinology and Metabolism.
1996;81(3):881-886
[91] Cara JF, Fan J, Azzarello J,

Rosenfield RL. Insulin-like growth
factor-I enhances luteinizing
hormone binding to rat ovarian thecainterstitial cells. The Journal of Clinical
Investigation. 1990;86(2):560-565
[92] Stamataki KE, Spina J, Rangou DB,

Chlouverakis CS, Piaditis GP. Ovarian
function in women with non-insulin
dependent diabetes mellitus. Clinical
Endocrinology. 1996;45(5):615-621
[93] Walsh BW, Schiff I, Rosner B,

Greenberg L, Ravnikar V, Sacks FM.
Effects of postmenopausal estrogen
replacement on the concentrations and
metabolism of plasma lipoproteins.
The New England Journal of Medicine.
1991;325(17):1196-1204
[94] Harrison-Bernard LM, Schulman

IH, Raij L. Postovariectomy
hypertension is linked to increased
renal AT1 receptor and salt sensitivity.
Hypertension. 2003;42(6):1157-1163
[95] Widder J, Pelzer T, von Poser-Klein

C, Hu K, Jazbutyte V, Fritzemeier KH,
et al. Improvement of endothelial
dysfunction by selective estrogen
receptor-alpha stimulation in
ovariectomized SHR. Hypertension.
2003;42(5):991-996
[96] Pare G, Krust A, Karas RH, Dupont

S, Aronovitz M, Chambon P, et al.
Estrogen receptor-alpha mediates the
protective effects of estrogen against

Crosstalk in Biological Processes

vascular injury. Circulation Research.
2002;90(10):1087-1092

white adipose tissue. The British Journal
of Nutrition. 2004;92(3):347-355

[97] Giordano SH, Kuo Y-F, Freeman JL,

[106] Purohit A, Newman SP, Reed MJ.

Buchholz TA, Hortobagyi GN, Goodwin
JS. Risk of cardiac death after adjuvant
radiotherapy for breast cancer. Journal
of the National Cancer Institute.
2005;97(6):419-424

The role of cytokines in regulating
estrogen synthesis: Implications for the
etiology of breast cancer. Breast Cancer
Research. 2002;4:65

[98] Suba Z. Causal therapy of breast

cancer irrelevant of age, tumor
stage and er-status: Stimulation of
estrogen signaling coupled with breast
conserving surgery. Recent Patents
on Anti-Cancer Drug Discovery.
2016;11(3):254-266
[99] Clegg DJ, Brown LM, Woods

SC, Benoit SC. Gonadal hormones
determine sensitivity to central leptin
and insulin. Diabetes. 2006;55:978-987
[100] Simpson ER, Misso M, Hewitt KN,

et al. Estrogen—The good, the bad, and
the unexpected. Endocrine Reviews.
2005;26(3):322-330
[101] Combs TP, Pajvani UB, Berg

AH, et al. A transgenic mouse with
a deletion in the collagenous domain
of adiponectin displays elevated
circulating adiponectin and improved
insulin sensitivity. Endocrinology.
2004;145(1):367-383
[102] Steppan CM, Bailey ST, Bhat

S, et al. The hormone resistin
links obesity to diabetes. Nature.
2001;409(6818):307-312
[103] De Pergola G, Silvestris F. Obesity

as a major risk factor for cancer. Journal
of Obesity. 2013;2013:291546
[104] Huh JY, Park YJ, Ham M, Kim JB.

Crosstalk between adipocytes and
immune cells in adipose tissue
inflammation and metabolic
dysregulation in obesity. Molecules and
Cells. 2014;37(5):365-371
[105] Trayhurn P, Wood IS. Adipokines:

Inflammation and the pleiotropic role of
20

[107] Ye J, McGuinness OP. Inflammation

during obesity is not all bad: Evidence
from animal and human studies.
American Journal of PhysiologyEndocrinology and Metabolism.
2013;304(5):E466-E477
[108] Boucher J, Tseng J-H, Kahn CR.

Insulin and insulin-like growth
factor receptors act as ligandspecific amplitude modulators of a
common pathway regulating gene.
The Journal of Biological Chemistry.
2010;285(22):17235-17245
[109] Lukanova A, Söderberg S, Stattin

P, Palmqvist R, Lundin E, Biessy C,
et al. Nonlinear relationship of insulinlike growth factor (IGF)-I and IGF-I/
IGF-binding protein-3 ratio with
indices of adiposity and plasma insulin
concentrations (Sweden). Cancer
Causes & Control. 2002;13(6):509-516
[110] Smith CL. Cross-talk between

peptide growth factor and estrogen
receptor signaling pathways. Biology of
Reproduction. 1998;58(3):627-632
[111] Xu J, Xiang Q , Lin G, Fu X, Zhou

K, Jiang P, et al. Estrogen improved
metabolic syndrome through downregulation of VEGF and HIF-1α to
inhibit hypoxia of periaortic and
intra-abdominal fat in ovariectomized
female rats. Molecular Biology Reports.
2012;39(8):8177-8185
[112] Caizzi L, Ferrero G, Cutrupi

S, Cordero F, Ballaré C, Miano
V, et al. Genome-wide activity of
unliganded estrogen receptor-α in
breast cancer cells. Proceedings of
the National Academy of Sciences

Crossroad between Obesity and Cancer: A Defective Signaling Function of Heavily Lipid-Laden…
DOI: http://dx.doi.org/10.5772/intechopen.85995

of the United States of America.
2014;111(13):4892-4897
[113] Jordan VC. The new biology

of estrogen-induced apoptosis
applied to treat and prevent breast
cancer. Endocrine-Related Cancer.
2015;22(1):R1-R31
[114] Suba Z. The pitfall of the transient,

inconsistent anticancer capacity of
antiestrogens and the mechanism of
apparent antiestrogen resistance. Drug
Design, Development and Therapy.
2015;9:4341-4353
[115] Suba Z. Amplified crosstalk

between estrogen binding and GFR
signaling mediated pathways of ER
activation drives responses in tumors
treated with endocrine disruptors.
Recent Patents on Anti-Cancer Drug
Discovery. 2018;13(4):428-444

21

