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Abstract
Introduction
Cissampelos capensis (C. capensis) is a widely used medicinal plant in South Africa, used to
treat a ailments such as backache, gallstones and stomach aches. C. capensis is a rich source of
aporphine, morphinane and bisbenzyltetrahydroisoquinoline, which have multiple effects,
including inhibition of reactive oxygen species (ROS) and reactive nitrogen species (RNS)
production, cytotoxicity towards human lung cancer (A549) and human leukemia (HL-60), and
inhibition of tumour metastasis. Additionally, C. capensis may be implicated in male
reproductive problems, such as poor fertility or prostate problems.

Material and methods
This study investigated the effect of the C. capensis extract (0.001, 0.01, 0.1, 1, 10, 100 1000
µg/ml) on LNCaP prostate cancer, TM3 Leydig and TM4 Sertoli cells for 24 and 96 hours. The
following parameters were investigated: morphology, cell viability (XTT), testosterone
modulation, DNA fragmentation (TUNEL), lactate dehydrogenase activity (LDH), testosterone
production, anti-cancer drug combination. In a separate set of experiments, parameters affecting
the initiation, progression and metastasis of cancer were investigated. These included the ability
of the aqueous C. capensis rhizome extract to inhibit of reactive oxygen species (ROS) and
reactive nitrogen species (RNS) production, and to inhibit collagenase and elastase activity.

Results
Over 24 hours, LNcaP cells showed dose-dependent increases in cell viability at low
concentrations, while decreasing significantly (P=0.0046) at the highest concentration (1000
µg/ml). Over 96 hours, LNCaP viability was significantly (P=0.002 and P<0.0001) decreased at
IX

higher concentrations. However, a biologically significant decrease was only observed at the
highest extract concentrations. Moreover, the extract produces a more desirable cytotoxicity
toward LNCaP cells when combined with doxorubicin, and when combined with testosterone.
Also, the extract produced significant (P<0.0001) dose-dependent increases in LNCaP DNA
fragmentation over 24 hours, and significant (P<0.0001) fragmentation at higher concentrations
over 96 hours. The extract was not found to cause any biologically significant increase, or
decreases, in TM3 testosterone production. TM4 cells showed a significant (P<0.0001) decrease
in viability over 24 and 96 hours. Furthermore, the extract produced a significant (P=0.0273)
increase in LDH release at 1000 µg/ml, over 24 hours. Over 96 hours, a significant (P=0.0002)
increase in LDH release was observed at 100 µg/ml, along with the absence of detectable LDH at
1000 µg/ml. Additionally, the extract significantly (P<0.0001) inhibited RNS production in a
dose dependent manner, while only showing exceptional ROS inhibition at higher extract
concentration. Also, the extract significantly (P=0.0001) inhibited collagenase, while causing no
biologically important change in elastase activity.
Conclusion
In summary, the collected data show the extract produced a non-specific cytotoxic effect at high
concentrations, had no biologically important effect on elastase activity, and only inhibited
collagenase effectively at high extract concentrations. Thus, it can be concluded that the extract
is not well suited to treating, and preventing the metastasis of prostate cancer. However, the
extract effectively inhibited ROS and RNS production, and thus has potential as a natural
antioxidant. However, due to the observed toxicity at high concentrations, isolation of the
phytochemicals attributed with antioxidant capabilities is of the utmost importance.
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Chapter 1
Introduction
1.1 Factors affecting cancer

1.1.1 Reactive oxygen species
Redox reactions in a biological system refer to those reactions that produce oxidants and
antioxidants. The delicate balance between oxidation and reduction, termed redox homeostasis,
must be maintained in order to maintain normal bodily function and optimal health
(Valko et al. 2007; Pham-Huy et al. 2008). At low concentrations, oxidants, such as reactive
oxygen species (ROS) and reactive nitrogen species (RNS), play important roles in maintaining
optimal health (Valko et al. 2007; Pham-Huy et al. 2008).
Functionally, low levels of ROS and RNS are necessary for maturation processes of cellular
structures and act as defence mechanism against pathogens, such as macrophages, neutrophils
and monocytes which release free radicals to destroy invading microbes (Valko et al. 2007;
Pham-Huy et al. 2008). Additionally, ROS and RNS play important roles in a number of cellular
signalling systems (Valko et al. 2007; Pham-Huy et al. 2008), such as in non-phagocytic cells
including fibroblasts, endothelial cells, vascular smooth muscle cells, cardiac myocytes, and
thyroid tissue (Valko et al. 2007; Pham-Huy et al. 2008). Nitric oxide, for example, acts as an
intercellular messenger for modulating blood flow, thrombosis and neural activity
(Pham-Huy et al. 2008). Additionally, Nitric oxide is also important in non-specific host defence,
and killing intracellular pathogens and tumours. Another beneficial effect, of free radical
molecules exhibited one or more free electrons and functioning as oxidants, is the induction of a
mutagenic response (Pham-Huy et al. 2008). It is when levels of oxidants increase beyond
antioxidant capacity, that unfavourable consequences, such as oxidative stress, will ensue
1

(Weiskopf

2011).

Thus,

antioxidants

are

vital

in

maintaining

redox

homeostasis

(Balcerczyk et al. 2014).
Free radicals, characteristically possessing one or more unpaired electron, have a high degree of
oxidant capacity (Weiskopf 2011). They can be derived from oxygen, called ROS, or derived
from nitric oxide, called RNS. The most biologically important ROS are the superoxide anion,
hydroxyl radicals and hydrogen peroxide (Silva et al. 2010). Among RNS are nitric oxide and
peroxynitrite (Weiskopf 2011; Kavazis and Powers 2013).
Superoxide is generated as an intermediate in many reactions, such as incomplete reduction of
water during oxidative phosphorylation (Silva et al. 2010; Weiskopf 2011; Kavazis and Powers
2013). Once formed, superoxide cannot readily cross cell membranes, is short-lived and is local
in its effects. However, superoxide can dismutase, spontaneously or catalysed by superoxide
dismutase, to form hydrogen peroxide (Pham-Huy et al. 2008; Kavazis and Powers 2013).
Hydrogen peroxide is a considered more stable form of reactive oxygen species (ROS) in that it
is a considered weak oxidizing agent (Kavazis and Powers 2013). In contrast to superoxide,
hydrogen peroxide is longer-lasting and is membrane-diffusible (Pham-Huy et al. 2008). At high
concentration, due to its ability to generate hydroxyl radicals, hydrogen peroxide can be
cytotoxic (Pham-Huy et al. 2008; Kavazis and Powers 2013). Hydroxyl radicals possess a strong
oxidizing potential and are highly reactive, thus making them the most dangerous form of ROS
(Silva et al. 2010; Weiskopf 2011).
Nitric oxide is the main reactive nitrogen species (RNS) (Editors et al. 2002) and is synthesized
readily from the amino acid L-arginine, that occurs through nitric oxide synthase, converting
L-arginine into nitric oxide and L-citrulline (Weiskopf 2011; Kavazis and Powers 2013).
By itself, nitric oxide is a weak reducing agent but can react with oxygen to form nitric dioxide
or hydrogen peroxide to form the highly reactive peroxynitrite (Kavazis and Powers 2013),
2

which in turn is a strong reducing agent capable of inducing DNA damage and depletion of thiol
proteins and nitration proteins (Weiskopf 2011; Kavazis and Powers 2013).
Tumour initiation, promotion and progression form the basis of the current theory of
carcinogenesis (Figure 1). Tumour initiation begins in cells when DNA becomes altered, leading
to cells replicating at a rate significantly faster than normal (Kavazis and Powers 2013; He et al.
2007; Weiskopf 2011). The tumour promotion stage is associated with extreme proliferation,
tissue remodelling and inflammation. Subsequently the tumour progression stage is characterized
by the emergence of invasive tumours, as well as further DNA damage, along with gene
expression alterations (Pham-Huy et al. 2008; Weiskopf 2011; Kavazis and Powers 2013).

Figure 1: Schematic depiction of the accepted theory of cancer cell formation and possible
mechanisms of its prevention (Kavazis and Powers 2013).

3

Oxidative damage to DNA can occur due to the interaction of DNA and ROS/RNS, in which free
radicals, such as hydroxyl radical, react with DNA by additions to bases or abstractions of
hydrogen atoms (Devasagayam et al. 2004). In particular, free radicals cause DNA strand breaks,
damage to deoxyribose sugar and DNA protein cross links (Devasagayam et al. 2004).
Additionally, lipid peroxidation is another example of ROS/RNS induced DNA damage, in
which membrane lipids are reacted with free radicals (Devasagayam et al. 2004), which results in
decreases in membrane fluidity, changes in phase properties of the membranes, and also causing
cross-linking of membrane components, thereby restricting membrane protein mobility
(Devasagayam et al. 2004). During the process of lipid peroxidation, free radical attacks result in
hydrogen atom abstraction from a methylene group, which leaves an unpaired electron on the
carbon atom (Devasagayam et al. 2004). Hereafter, this carbon atom is stabilized by a molecular
rearrangement to produce conjugated diene, which in turn can then react with oxygen to produce
a lipid peroxyl radical (Devasagayam et al. 2004; Barrera 2012). These radicals then further
abstract hydrogen atoms from other lipids to form lipid hydroperoxides, while simultaneously
further propagating lipid peroxidation (Devasagayam et al. 2004).
Additionally, by-products produced during lipid peroxidation, such as 4-hydroxynonenal
(Barrera 2012), have been shown to react with low-molecular weight compounds, such as
proteins and DNA (Barrera 2012), eventually causing DNA damage. Nonetheless, since
ROS/RNS can directly, and indirectly, damage DNA, which in turn can lead to mutations
ultimately resulting in cancer formation (Weiskopf 2011; Barrera 2012; Kavazis and Powers
2013), maintaining the balance of ROS/RNS and antioxidants is essential to create optimal health
conditions.
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1.1.2 Metalloproteinases
Metalloproteinases (MMPs) are a group of zinc-dependent endopeptidases that are able to
degrade almost all components of the extracellular matrix (Polette et al. 2004). During different
stages of development, they are expressed in physiological or pathological processes that require
cell migration and tissue remodelling (Saarialho-Kere et al. 1992). Physiologically, these
processes include tissue morphogenesis, uterine cycle and tissue repair (Saarialho-Kere et al.
1992; Polette et al. 2004). Pathologically, they are involved with rheumatoid arthritis, disorders
of the skin, osteoporosis, tumour invasion and metastasis (Saarialho-Kere et al. 1992; Polette et
al. 2004). MMPs can be subdivided into different groups, namely collagenases, stromalysins, and
gelatinases (Nagase and Woessner 1999).

1.1.3 Collagenases and elastase
Many fibrillar collagens, such as type I-III and type IV, are readily degraded by collagenases
(MMP-1, MMP-8, MMP-13) (Polette et al. 2004). Physiologically, MMP-1 is expressed in
situations such as embryonic development and tissue repair (Polette et al. 2004). Pathologically,
it is expressed in conditions such as chronic cutaneous ulcers and tumors (Saarialho-Kere 1998;
Polette et al. 2004).
Polymorphonuclear leukocytes maturing in bone marrow synthesize MMP-8 (Polette et al. 2004;
Quintero et al. 2010), which is stored in intracellular granules and released in response to
extracellular stimuli (Polette et al. 2004). MMP-8 is also found in articular cartilage
chondrocytes and mononuclear fibroblast-like cells in rheumatoid synovia (Quintero et al. 2010).
During fetal bone development, postnatal bone remodelling and gingival wound repair, MMP-13
is expressed (Polette et al. 2004). It is also involved in inflammatory conditions such as
5

osteoarthritis, rheumatoid arthritis, and invasive malignant tumors such as breast and squamous
cell carcinoma (Polette et al. 2004).
Elastase (MMP-12) is constantly expressed by macrophages, and is able to degrade extracellular
matrix components such as elastin. Additionally, elastase has been shown by to be commonly
expressed by macrophages in response to atherosclerotic lesions, abdominal aortic aneurysms
and interstitial ulcerations (Polette et al. 2004). Additionally, MMP-12 activity has been linked to
squamous cell carcinomas, where macrophages found in tissues that were devoid of normal
elastic fibers or with disrupted basement membrane express MMP-12 (Polette et al. 2004).

1.1.5 MMPs and metastasis
When malignant cells detach from the primary tumour, move through stromal tissue, enter the
circulation and invade the target organ, metastasis results (Polette et al. 2004).
MMP expression and metastatic potential of malignant tumours have been positively correlated
in a number of studies. MMP-1 expression was found to be linked to colorectal and oesophageal
cancer (Shima et al. 1992), while MMP-2 and MMP-3 was associated with lymph node
metastasis and vascular invasion of squamous cell carcinomas of the oesophagus (Peng et al.
2012). Similarly, MMP-13 was associated with metastasis capacity of squamous cell carcinomas
of the head, neck and vulva (Culhaci et al. 2004). Local invasion of squamous cell carcinoma of
the head and neck was associated with MMP-11 expression (Li et al. 2012). Thus, preventing
over expression of MMPs is crucial in the prevention of cancer metastasis.
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1.2 Overview of the Male reproductive system
Characteristically, the male reproductive system is comprised of the testes, epididymis, vas
deferens, ejaculatory ducts, and penis, that have been termed the major organs of the male
reproductive system (Basu 2011). Alongside the major organs are accessory glands, namely the
prostate, seminal vesicles, and bulbourethral glands (Basu 2011). These organs and accessory
glands make up the basic structures of the male reproductive system (Figure 2) (Basu 2011).
Together, the major organs and accessory glands work to produce semen, deposit semen in the
female reproductive tract, and to achieve the ultimate goal of fertilization.

Figure 2: Overview of the male reproductive system (http://www.mayoclinic.org/malereproductive-system/img-20008048)
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1.2.2 The Testes
Located in the scrotum, the oval shaped testes, which are the considered primary sex glands, are
suspended by the spermatic cord (Basu 2011). Testes are positioned obliquely in the scrotum
with the upper end directed forwardly, while the lower end is directed posteriorly and medially.
Structurally, the testes consist of the convex anterior border and the flat posterior borders. The
anterior border lateral surfaces, or the upper and lower ends, are invested by the visceral layer of
the tunica vaginalis; the posterior border receives only partial investment.
Different covering are found in the testes, namely the tunica vaginalis, tunica albuginea and the
tunica vasculosa (Basu 2011). Described as a serous covering, the tunica vaginalis is derived
from the sac of the peritoneum that precedes the descent of the testes. Next, the tunica albuginea
provides the dense fibrous covering of the testes, consisting of bundles of white fibrous tissue
(Basu 2011). Finally, the tunica vasculosa consists of a plexus of blood vessels held together by
areolar tissue; it covers the inner surface of the tunica albugenea and the different septa in the
interior of the gland (Basu 2011).

1.2.2.1 Cell types of the testis:
Histologically, the seminiferous tubules and interstitial tissues are the major structures. Germ
cells and Sertoli cells constitute the seminiferous epithelium, while Leydig cells are located in
the interstitial tissue, which occupies approximately one-fourth of the total testicular volume
(Basu 2011).
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1.2.2.2 Sertoli cells
Considered to act in a nurse-like manner, Sertoli cells serve a unique function in the development
of germ cells (Johnson et al. 2008). Sertoli cells are a fixed population of cells that play an
integral role in the regulation of male fertility (Basu 2011); they are providing structural support
and nutrition to developing germs cells (Johnson et al. 2008); phagocytosis of degenerating germ
cells and residual bodies (Johnson et al. 2008); release of spermatids at spermiation and
production of proteins that regulate, or respond to pituitary hormone release, that influence
mitotic activities of spermatogonia (Walker and Cheng 2005; Basu, 2011; Galardo et al., 2014).
Under the influence of follicle stimulating hormone, transport proteins that are secreted by
Sertoli cells include transferrin, lactate, ceruloplasmin and Androgen Binding Protein (APB)
(Johnson et al. 2008); they are charged with the task of transporting Fe3+, Cu2+ and androgens,
such as testosterone and dihydrotestosterone (DHT), to germinal cells (Griswold 1988; Walker
and Cheng 2005). This is a crucial step in fuelling spermatogenesis (Galardo et al. 2014).
Lactate secretion (Figure 3) is essential to maintaining the acidic environment needed inside the
seminiferous tubules and to meet the energy requirements of developing germ cells (Walker and
Cheng 2005; Basu 2011). Production of lactate is achieved by Sertoli cell regulation of glucose
metabolism, via glycolysis, to yield lactate and then pyruvate under the actions of lactate
dehydrogenase (LDH) (Galardo et al. 2014). In part, the need for high concentrations of
exogenous lactate, to serve as an energy source, has been shown to be due to the inability of
germ to efficiently metabolise glucose (Bardin et al. 1993), along with low glucose
concentrations being available for energy in vivo (Bardin et al. 1993). Additionally, it has
previously been shown that accumulation of lactate inside Sertoli cells is an indicator of cell
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toxicity, as this would indicate decreased LDH activity and hence diminished cell function
(Senthil-kumar et al. 2004)

Figure 3: Sertoli cells metabolism. Abbreviations: ALT, alanine aminotransferase; GLUT,
glucose transporter; LDH, lactate dehydrogenase; MCT, monocarboxylate transporter; TCA,
tricarboxylic acid (Rato et al. 2012).

In addition, Sertoli cells have been shown to secrete inhibin, mullerian-inhibiting substance
(MIS), somatomedin C, transforming growth factors alpha and beta, and stem cell growth factor;
these proteins possess hormonal or growth-like activities (Griswold 1988; Bardin et al. 1993).
Proteins with enzymatic activities, such as plasminogen activator, are also secreted by Sertoli
cells. Another class of proteins secreted by Sertoli cells are those contributing to the basement
membrane (Griswold 1988; Bardin et al. 1993), such as type IV collagen and laminin. A key
feature in structural support, provided by the Sertoli cells, is the blood-testis barrier.
Residing between the tight junctions between adjacent Sertoli cells, this barrier separates
spermatogonia and early spermatocytes within the basal compartment, permitting primary
spermatocyte movement into the luminal compartment and spermatocyte and spermatid
movement into the adluminal compartment (Bardin et al. 1993; Basu 2011). Functionally, this
10

barrier restricts the para-cellular movement of substances, such as water, electrolytes, ions,
nutrients, hormones, paracrine factors, and biological molecules, across the Sertoli cell
epithelium into the apical compartment (Chen and Mruk 2012). Additionally, this barrier
regulates the movement of potentially harmful substances, such as drugs, environmental
toxicants and chemicals, into the apical compartment (Chen and Mruk 2012), and in this manner
creating

a

unique

microenvironment

for

post-meiotic

spermatid

development

(Chen and Mruk 2012; Basu 2011).
Specifically, the key feature of this unique environment is the creation of an immunologic barrier
(Bardin et al. 1993), thereby isolating spermatocytes and spermatids from the immune system
(Basu 2011). Without this unique separation, their antigens would be recognized as foreign and
stimulate the production of anti-sperm antibodies, in turn leading to an autoimmune response and
their ultimate destruction (Bardin et al. 1993; Basu 2011).
An autoimmune response of this nature can lead to male infertility (Bardin et al. 1993; Basu
2011). In addition to this barrier, Sertoli cells have been shown to secrete immunosuppressive
molecules to block immune responses, to transiently expressed auto-antigens in developing germ
cells, thereby working to maintain the immune-privileged nature of the testis (Chen and Mruk
2012).
Breaking down of this barrier can be the result of physical trauma, or harmful substances from
the environment, such as heavy metals and chemicals like Bisphenol-A (Chen and Mruk 2012).
Nevertheless, disruption of this barrier has been shown to hinder male fertility and disrupt
protein expression, reduced semen quality, and has been lnked to the occurrence of testicular
cancer (Chen and Mruk 2012). Thus, the maintenance of this unique barrier is essential.
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1.2.2.3 Leydig cells
Leydig cells, are found adjacent to the seminiferous tubules, and are the primary cells of the
interstitium. They are characteristically rich in smooth endoplasmic reticulum and mitochondria
(Weinbauer et al. 2010). Important cytoplasmic components of Leydig cells are lipofuscin
granules, which are the final product of endocytosis and lysosomal degradation, along with lipid
droplets, in which the preliminary stages of testosterone production take place (Weinbauer et al.
2010). Special formations, called Reinke’s crystals, are often found in Leydig cells and are
thought to be subunits of globular proteins (Weinbauer et al. 2010). Proliferation rates of Leydig
cells in the testis are characteristically low and occur under the influence of luteinizing hormone
(LH) (Weinbauer et al. 2010; Basu 2011). Under the influence of LH, Leydig cells are
considered to be the central site of testosterone production (Figure 4), via the hypothalamicpituitary-gonadal axis (HPG) axis (Ge et al. 2008; Weinbauer et al. 2010; Basu 2011). In this
axis, secretions from the hypothalamus, namely gonadotropin-releasing hormone (GnRH),
causes the anterior pituitary to produce LH and follicle stimulating hormone (FSH) (Weinbauer
et al. 2010). LH then stimulates Leydig cells, in the testes, to produce testosterone, which in turn
is creates a negative feedback loop in which testosterone inhibits the frequency and amplitude of
hypothalamic and anterior pituitary secretions (Weinbauer et al. 2010).
Testosterone is crucial to maintaining fertility in men, as it drives spermatogenesis, and to
maintain secondary male characteristics (Ge et al. 2008; Basu 2011). However, testosterone
deficiencies are commonly associated with men over the age of 40 (Feldman et al. 2002; Wu et
al. 2010). Termed late-onset hypogonadism (Wu et al. 2010), the age-associated decrease in
testosterone is considered an indicator of natural male ageing, accounting for a decrease of about
1% each year (Feldman et al. 2002). Late-onset hypogonadism can occur as the result of primary
12

or secondary causes, or as a combination of the two, in men with long-term systemic diseases
such as cirrhosis or chronic kidney disease (Wu et al. 2010). Primary hypogonadism is defined as
the decline of testosterone production due to abnormalities in the testicles, as these may occur
due to infection (Wu et al. 2010).

Figure 4: Diagrammatic representation of the process of testosterone synthesis in Leydig cells.
Luteinizing hormone (LH) binds to receptors on Leydig cells, leading to activation of adenyl
cyclase and thereby products of cAMP. In turn, this activates protein kinase-A, leading to
transcriptional activation and thereby activation of enzymes such as cholesterol desmolase.
Thereafter, cholesterol is converted to Pregnenolone and the resulting downstream products.
(http://www.pathologyusmle.com/male-and-female-reproductive-pathology-andpathophysiology-for-usmle-step-1/).
13

Often, primary hypogonadism presents with elevated levels of LH, due to the reduced negative
feedback effect of testosterone (Wu et al. 2010). However, in the case of secondary
hypogonadism, disorders stemming from the hypothalamic-pituitary axis, such as tumours, are
quite often the root cause; subnormal levels of LH and testosterone is a characteristic of
secondary hypogonadism. Nevertheless, late-onset hypogonadism is associated with deleterious
consequences, including a decrease in lean muscle mass, a sharp increase in total body fat mass,
and a decrease in muscle strength (Taher 2005; Snyder 2009). Another negative effect
experienced by these men is a noticeable decrease in energy levels as well as a decrease in
cognitive ability and memory (Taher 2005; Snyder 2009). Insomnia and depression were also
reported to be the result of the decline in testosterone (Carnahan and Perry 2004). One of the
major impacts of the decrease in testosterone is the collapse of sexual function, characterised by
emergence of erectile dysfunction, defined as the inability to achieve or maintain penile erection,
for satisfactory sexual performance, along with a decrease in libido in men (Taher 2005). For
these reasons, protecting normal Leydig cell function, and combating late-onset hypogonadism,
is of the utmost importance to improve the quality of life in these men.
Fortunately, testosterone therapy has been shown to be effective in treating those suffering from
late-onset hypogonadism (Hohl et al. 2009; Snyder 2009; Morgentaler et al. 2011). Testosterone
replacement therapy is aimed at raising testosterone levels to approximate natural, endogenous
levels, with the ultimate goal of improving quality of life (Bassil et al. 2009; Ullah et al. 2014).
Conventionally, several types of testosterone replacement therapy exist, namely tablets,
injections, transdermal systems, pellets, and buccal preparations of testosterone (Bassil et al.
2009; Ullah et al. 2014). Sadly, side effects of conventional testosterone replacement therapy
have been outlined to include an increased risk of prostate cancer, worsening of symptoms of
benign prostatic hyperplasia, liver toxicity, worsening symptoms of sleep apnoea, congestive
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heart failure, gynecomastia and skin disease (Bassil et al. 2009; Ullah et al. 2014). When these
side effects are compared to the ultimate goal of testosterone replacement therapy, that is to
improve quality of life (Bassil et al. 2009; Ullah et al. 2014), it is clear that safer alternatives are
needed. In addition, many men are unable to accommodate the cost involved in conventional
testosterone replacement therapy (Ullah et al. 2014). Thus, the need for cheaper, more accessible,
and safer methods of testosterone replacement therapy is needed.

1.2.3 The prostate gland
During the third month of gestation, the prostate gland develops from epithelial invaginations
from the posterior urogenital sinus under the influence of the underlying mesenchyme
(Hammerich et al. 2008). Normal formation of the prostate requires the presence of
dihydrotestosterone, synthesized from foetal testosterone by the action of 5α-reductase
(Hammerich et al. 2008). 5α-reductase is an enzyme localised in the urogenital sinus and
external genitalia, without which abnormal development of the prostate and external genitalia
occur (Hammerich et al. 2008). Hereafter, during the pubertal period, the prostate remains
relatively identical but begins to undergo morphological changes into the adult phenotype
(Hammerich et al. 2008).

Described as having a walnut–like appearance, the adult prostate gland is triangular in shape,
weighs around 20 grams in the average healthy adult male between 25-30 years of age
(Hammerich et al. 2008) and is located in the abdominal cavity around the neck of the urinary
bladder (Burden et al. 2006; Hammerich et al. 2008). The base of the prostate is located at the
neck of the bladder, and the apex of the prostate is located at the urogenital diaphragm (Burden
et al. 2006), thus before entering the penis, the urethra passes through the prostate. Along with
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the attached seminal vesicles, the prostate gland is separated from the rectum by thin layer of
connective tissue known as the Denovilliers fascia (Martínez-Piñeiro 2007).
Functionally, the prostate plays a role in controlling urine output from the bladder and seminal
fluid during the process of ejaculation. In addition, the prostate contributes to secretions of the
semen (Burden et al. 2006). Secretions from the prostate are a highly complex, heterogeneous
mixture of organic and inorganic compounds, accounting for approximately 20-30% of the
seminal volume (Grayhack et al. 2002).
Prostatic fluid has been described as clear and slightly acidic (Grayhack et al. 2002), and as the
primary source of seminal fluid zinc, magnesium, calcium, and citrate, along with prostate
specific antigen and prostatic acid phosphatase (Grayhack et al. 2002). Zinc exists in very high
concentrations in the healthy prostate. Secreting concentrations ranging from 150-1000 mg/ml in
prostatic fluid (Grayhack et al. 2002). Functionally, prostatic zinc is important for sperm
motility, acrosome reaction, capacitation, and stabilizing cell membrane and nuclear chromatin
of spermatozoa (Ali et al. 2007). Also,

zinc may function to protect the testis against

degeneration and act as an antimicrobial agent (Ali et al. 2007; Kelleher et al. 2011). Low zinc
levels, which has been correlated with aging (Kelleher et al. 2011), has been associated with
decreased fertility in men, as well as prostate disease such as benign prostatic hyperplasia and
prostate cancer (Huang et al. 2006; Kelleher et al. 2011) Here, zinc was found to be markedly
decreased in malignant prostate tissue, in comparison to normal prostate tissue (Costello and
Franklin 2006; Huang et al. 2006; Kelleher et al. 2011). Additionally, zinc has been found to act
as an aromatase inhibitor, preventing the production of oestrogens from androgens
(Ellem and Risbridger 2006). This inhibition of aromatase by zinc protects the normal
functioning of the androgen-dependent prostate, as increases in aromatase have been linked to
increased malignancy of the prostate (Ellem and Risbridger 2006).
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Citrate is a major component of prostatic fluid present accounting for approximately 376 mg/dl
(Grayhack et al. 2002), and is arguably one of the most important anions present in semen (Owen
and Katz 2005). Citrate has a high affinity for calcium, magnesium, and zinc (Owen and Katz
2005); and it is thought that it is responsible for the high calcium buffering capacity of semen
(Owen and Katz 2005) by being the major regulator of ionized calcium levels in seminal plasma.
Similar to zinc, citrate has also been implicated in prostate cancer and benign prostatic
hyperplasia (Costello and Franklin 2006), where the citrate concentrations are markedly less than
that of normal prostate secretions.
Other compounds found it prostatic fluid include the polyamines, spermine and spermadine
(Grayhack et al. 2002), whose enzymatic degradation produces reactive aldehydes, which give
semen its characteristic odour (Grayhack et al. 2002). In addition, these polyamines have been
found to act as antimicrobials (Grayhack et al. 2002). Phospholipids are also found in prostatic
secretions, accounting for 180 mg/dl, along with cholesterol at a concentration of 80 mg/ml
(Grayhack et al. 2002). Prostatic acid phosphatase and prostate specific antigen are also found in
prostatic fluid (Grayhack et al. 2002; White et al. 2009). They are glycoproteins secreted by
prostate epithelial cells that have been used as markers in the characterization of prostate disease
(Grayhack et al. 2002; White et al. 2009).
The growth, maintenance, and secretory function of the prostate are regulated by androgens
(Burden et al. 2006; Walters et al. 2010; Steers 2011); castration has been shown to reduce
prostatic size, prostatic secretion volume, muscarinic receptor expression, and noradrenergic
innervation of the prostate (Steers 2011). The major androgen hormone responsible for
regulation of the prostate physiology and growth is known as dihydrotestosterone
(Burden et al. 2006; Walters et al. 2010; Steers 2011). Within the prostate, dihydrotestosterone
concentrations is up to 5 times more than that of testosterone, and is synthesized from
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testosterone mainly by the action of type-II 5α-reductase (Steers 2011). Besides
dihydrotestosterone, estrogens and adrenal steroids influence prostate function and growth. Here,
testosterone can be converted to estradiol and estrone by aromatase (Steers 2011). Additionally,
zinc metabolism, citrate and fructose production, and androgen uptake and metabolism, can be
regulated by prolactin (Steers 2011). Oestrogens combined with the effect of prolactin are
thought to play a role in the development of benign prostatic hyperplasia (Steers 2011).

1.2.3.1 Histology of the prostate
The prostate gland has a very high level of organization. Large peripheral ducts can be found in
the glandular portion of the prostate, which have bi-layered epithelial acini and
fibro-muscular

stroma,

separated

from

each

other

by

a

basement

membrane

(Burden et al. 2006). This epithelial bi-layer gives rise to three distinct cell types, namely basal
cells, luminal cells and neuro-endocrine cells (Burden et al. 2006).

Phenotypically, the basal cells are classified as flattened, cuboidal cells found at the periphery of
the gland (Burden et al. 2006; Walters et al. 2010). These cells are contractile, generate many
growth factors needed for regulation of the gland and are regarded to act as stem cells that
replenish the secretory cell layer (Burden et al. 2006; Walters et al. 2010).

Above the basal cell layer exists the neuro-endocrine cells (Burden et al. 2006; Walters et al.
2010). While not a particularly common cell type, they were found to exist among a vast number
of secretory epithelial cells (Walters et al. 2010; Burden et al. 2006). The true function of these
cells remains unclear. However, it is thought that they play a role in the regulation of growth and
development in an endocrine-paracrine fashion, similar to that of neuro-endocrine cells in other
organs (Burden et al. 2006; Walters et al. 2010). Production of prostatic secretions, as well
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expression of androgen receptors, is present with the luminal cells. These cells, however, have no
proliferative potential (Burden et al. 2006; Walters et al. 2010).

1.2.3.2 Anatomy and histology of the prostate
During the twentieth century, several investigators insisted that the prostate gland was composed
of different lobes, despite the inability to observe distinct lobes with the naked eye (Grayhack et
al. 2002; Hammerich et al. 2008). Subsequently, McNeal established the most widely accepted
concept of various zones, rather than lobes of the prostate (McNeal 1981; Grayhack et al. 2002;
Hammerich et al. 2008). In his studies, McNeal observed that the urethra seperates the prostate
into ventral (fibromuscular) and dorsal (glandular) portions (McNeal 1981). Midway, between
the apex and base, the posterior wall of the urethra undergoes a 35-degree ventral angulation that
separates the urethra into the proximal and distal segments (Grayhack et al. 2002; Hammerich et
al. 2008). Hereafter, the verumontanum and ejaculatory duct exist exclusively in the distal
segment (Grayhack et al. 2002; Hammerich et al. 2008). McNeal separated the glandular prostate
into four distinct regions; namely the peripheral zone, central zone, and transitional zone
(McNeal 1981; Grayhack et al. 2002; Hammerich et al. 2008).

The peripheral zone constitutes approximately 75% of the glandular prostate (Grayhack et al.
2002; Burden et al. 2006). Its ductal system enters the urethra along the posterolateral recesses of
the

urethra,

extending

from

verumontanum

distally

to

the

prostate

apex

(Grayhack et al. 2002; Burden et al. 2006). This zone is a common site for the occurrence of
prostate cancer. Wedge-shaped, the central zone, whose base is positioned superiorly at the
bladder neck, occupies approximately 20% of the glandular prostate (Grayhack et al. 2002;
Burden et al. 2006). Its ductal network closely trails the ejaculatory ducts to the urethra and then
empties into the orifices of the ejaculatory ducts on the apex of the verumontanum
19

(Grayhack et al. 2002; Burden et al. 2006). Inflammation and carcinoma are very rarely observed
in this zone (Hammerich et al. 2008).
Accounting for 4-5% of the adult glandular prostate, the transitional zone consists of two modest
lobules of para-urethral tissue found anterior to the peripheral zone (Grayhack et al. 2002;
Burden et al. 2006). Its ducts empty in the posterior lateral recess of the urethra, just proximal to
the peripheral ducts. This zone has been described as another common site for carcinoma and
benign prostatic hyperplasia (Grayhack et al. 2002; Burden et al. 2006).
Additionally, the transitional zone is found lateral to McNeal’s pre-prostatic sphincter; a smooth
muscle cylinder enveloping the proximal urethra from the bladder neck to the base of the
verumontanum (McNeal 1981; Grayhack et al. 2002).
Furthermore, the capsule of the prostate is described as a condensation of stromal elements that
envelopes the underlying parenchyma, much in a uniform manner up until the apex (Grayhack et
al. 2002; Hammerich et al. 2008). Intermittently, distinct septa stem from the capsular sheath and
breach the interior portion of the gland, which separates it into lobules (Grayhack et al. 2002;
Burden et al. 2006). Peripheral aspects of the capsule mainly consist of fibroblasts, collagen, and
elastic fibres (Grayhack et al. 2002). Additionally, the prostatic stroma consists mostly of smooth
muscle cells, and fibroblasts, which surrounds individual glands and is thought to play an
important role in the release of glandular secretions (Grayhack et al. 2002). Furthermore,
contractions of smooth muscle surrounding the bladder neck and pre-prostatic sphincter assists
the excretion of secretions within the prostatic urethra (Grayhack et al. 2002; Burden et al. 2006).
Moreover, the anterior and anterolateral portions of the prostate contain both smooth and skeletal
muscle, which joins the fibres of the external sphincter, which contributes to urinary control in
that area (Grayhack et al. 2002).
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Prostatic excretory ducts are mostly lined by simple or pseudo-stratified columnar epithelium
(Grayhack et al. 2002). Additionally, instead of having a main excretory duct, between 16-32
separate ducts with distinct urethral orifices exist (Grayhack et al. 2002). These ducts have been
described as having an irregular branching pattern with many cystic outgrowths. Moreover, the
ductal networks have been shown to possess both columnar and basal cells, however, without
secretory capabilities (Grayhack et al. 2002; Burden et al. 2006). Acinar epithelium is made up
of two well-organised cell types; namely the tall, columnar glandular secretory cells that are
luminal in orientation, and the non-secretory basal cells that are flattened, cuboidal, and borders
a distinct eosinophilic basement membrane (Grayhack et al. 2002). These cells are contractile
and are thought to act as stem cells, repopulating the secretory cell layer (Grayhack et al. 2002;
Burden et al. 2006). Predominantly, glandular secretory cells possess a number of histological
features, such as rarely showing nucleoli and basal cytoplasm harbouring free ribisomes
(Grayhack et al. 2002; Burden et al. 2006). Additionally, cells known as neuroendocrine cells
are found above the basal layer, residing among the more numerous secretory cells (Rumpold et
al. 2002). Being the least common cell type, they are not well understood. It is thought,
however, that the neuroendocrine cells serve an endocrine-paracrine regulatory role in growth
and development, much like neuroendocrine cells in other organs (Rumpold et al. 2002).

1.2.3.3 Age related changes in the prostate
The prostate gland has been shown to experience two growth spurts (Xia et al. 2002); a rapid
growth phase between the ages of 10-30, and a slow growth phase between ages between
30-90 (Xia et al. 2002). Accompanying this growth of the prostate, is an increased rate at which
testosterone is converted to dihydrotestosterone in the prostate; leading to a greater build of
dihydrotestosterone and thereby an increase in cell growth (Grayhack et al. 2002). As the
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prostate enlarges, men begin to experience a few characteristic symptoms, such as difficulty
emptying the bladder, increased frequency of night time urination, incontinence and impotence
(Grayhack et al. 2002). Additionally, a few diseases are associated with the increased growth of
the prostate that occurs as men age; namely prostatitis, benign prostatic hyperplasia and prostate
cancer (Grayhack et al. 2002).

1.2.3.4 Prostatitis
Prostatitis, classified as an inflammatory prostate disease, is a common urological occurrence in
men under the age of 50. It is a problematic, sometimes serious, challenge that greatly negatively
impacts the quality of life; characterised by the occurrence of voiding frequency, reduced urinary
flow, perineal pain, and often severe pelvic discomfort and pain (Prezioso et al. 2006; Macaluso
2007). It has been suggested that prostatitis may be caused by an agent capable of inciting
inflammation or neurological damage in or around the prostate, leading to pelvic floor and
neuromuscular pain

(Prezioso et al. 2006; Anothaisintawee et al. 2011). It has also been

suggested that prostatitis may be due to a few predisposing factor, such as infection, voiding
abnormalities, hormone imbalances, or immunological triggers (Anothaisintawee et al. 2011).
Currently, treatment options for prostatitis include antibiotics and anti-inflammatory medications
(Anothaisintawee et al. 2011). However, the efficacy of these treatments remains controversial,
as clinical evaluation of these treatment options are limited (Anothaisintawee et al. 2011).
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1.2.3.5 Benign prostatic hyperplasia
Benign prostatic hyperplasia is a condition characterized by the enlargement of the prostate,
along with lower unitary tract symptoms (Schenk et al. 2009). Arising in the peri-urethral and
transitional zones, benign prostatic hyperplasia has been described as an inescapable
phenomenon for aging males that affects 50% of men by the age of 50, and almost 80% of men
by the age of 80 (Schenk et al. 2009). Histologically, benign prostatic hyperplasia is
characterised by hyper-proliferation of stromal and epithelial regions of the prostate, causing an
array of lower unitary tract symptoms that often prompt men to seek medical attention
(Schenk et al. 2009). The pathogenesis of benign prostatic hyperplasia remains poorly
understood. However, it is suggested that inflammation plays a role in its development and
progression, as evidence of acute and chronic inflammation is found in prostate biopsies of
benign prostatic hyperplasia patients (Schenk et al. 2009). Additionally, inflammatory cytokines
that function as potent mitogens, capable of inducing the characteristic hyperplastic changes
associated with benign prostatic hyperplasia, are found to be overexpressed (Schenk et al. 2009).
The underlying cause of inflammation remain unclear, although has been hypothesized to be
caused by tissue damage resulting from infection (Carson and Rittmaster 2003; Schenk et al.
2009).
Benign prostatic hyperplasia has also been shown to be androgen-dependent, particularly on
dihydrotestosterone. Dihydrotestosterone is essential for normal development of the prostate,
from the foetal prostate, to development of the external male genitalia (Carson and Rittmaster
2003). It is hypothesized that dihydrotestosterone and other androgens contribute to maintain
homeostasis in the adult prostate, regulating the balance between cell proliferation and cell death.
It is hypothesised that benign prostatic hyperplasia arises when this homeostasis between cell
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proliferation and death is disturbed (Carson and Rittmaster 2003; Briganti et al. 2009). This arose
from the observations that benign prostatic hyperplasia does not develop in men undergoing
early castration (Carson and Rittmaster 2003; Briganti et al. 2009). Moreover, the size of the
enlarged prostate can be reduced with anti-androgen medications and surgical castration (Carson
and Rittmaster 2003; Briganti et al. 2009).
Further observations led to the idea that dihydrotestosterone, rather than testosterone, is the
causative androgen in benign prostatic hyperplasia (Carson and Rittmaster 2003; Briganti et al.
2009). Observations showed that concentrations of free testosterone decreased as a function of
age that coincides with the onset of benign prostatic hyperplasia. Also, while testosterone
decreases with age, dihydrotestosterone concentrations remain constant during the time of benign
prostatic hyperplasia onset (Carson and Rittmaster 2003). These observations are consistent with
the role of dihydrotestosterone in prostate growth and suggest that testosterone is not critically
involved (Carson and Rittmaster 2003; Briganti et al. 2009).
While the precise pathophysiological mechanism of benign prostatic hyperplasia has not been
established, evidence supports an important role of dihydrotestosterone (Carson and Rittmaster
2003; Briganti et al. 2009). Additionally, animal and human studies suggest that the development
of benign prostatic hyperplasia entails the disruption of dihydrotestosterone-related homeostasis
between cell proliferation and cell death (Carson and Rittmaster 2003; Briganti et al. 2009). For
some men, benign prostatic hyperplasia is a progressive disease presenting with continual
prostate growth and worsening of associated symptoms (Carson and Rittmaster 2003; Briganti et
al. 2009).
Treatment of benign prostatic hyperplasia often involves the use of alpha blockers, which
improve the symptoms of benign prostatic hyperplasia but do not decrease the prostatic size
(Carson and Rittmaster 2003; Briganti et al. 2009). Additionally, 5α-reductase inhibitors are also
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used in the treatment of benign prostatic hyperplasia, which has been shown to stop the
progression of the disease, reduce symptoms and decrease the size of the prostate between 2030% (Carson and Rittmaster 2003; Briganti et al. 2009). However, drug-related side effects were
reported, often including erectile dysfunction, decreased libido, ejaculation disorders and
gynecomastia. Surgically, benign prostatic hyperplasia is often treated with transurethral resectioning, to remove obstructing portions of the prostate (Carson and Rittmaster 2003; Briganti
et al. 2009).

1.2.3.6 Prostate cancer
Prostate cancer, or adenocarcinoma, is the most commonly reported cancer among ageing men
and is the second leading cause of cancer-related deaths in men. In 2008, a prevalence of 14% of
the total new cases and 6% of the total cancer deaths in men was reported
(Jemal et al. 2011). Worldwide incidence rates (Figure 5) vary with the highest rates found in
developed countries such as Australia, New Zealand, Western Europe, Western America and
Northern Europe (Ferlay et al. 2010). The higher incidence in the developed countries is thought
to be due to the higher life expectancy (Taher 2005) and a greater level of prostate specific
antigen (PSA) testing (Jemal et al. 2011) which is used as a diagnostic marker
(Dimakakos et al. 2014). Nevertheless, it remains clear that prostate cancer is a global concern to
aging men over the age of 50 (Ferlay et al. 2010)
Prostate cancer is mainly found in the peripheral zone of the prostate and occurs when the
normal prostate gland cells begin to mutate into cancerous cells (Burden et al. 2006). Once
cancer of the prostate ensues, metastasis often follows in lymph nodes, other distant sites and in
the surrounding bony structures. It is widely accepted that the formation of prostate cancer can
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be linked to any one or a combination of different factors including a poor diet, genetic
susceptibility, inflammation, age or infectious agents (Nelson et al. 2003; Stangelberger et al.
2008). Prostate cancer was one of the first cancers to be shown to be hormone-dependent and
that lead to the concern that a raise in serum testosterone would feed the cancer itself
(Snyder 2009). This was based on the observed regression of prostate cancer in androgen
deprived males, which was reflected by a decline in PSA levels and a consequent increase in
PSA levels with the normalization of testosterone concentration (Huggins et al., 1941; Hohl et
al., 2009; Morgentaler, 2009; Morgentaler et al., 2011).
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Figure 5: Global incidence and mortality of prostate cancer in 2008 (Ferlay et al. 2010)
27

Thus, according to the Endocrine Society (Bhasin et al. 2010), testosterone replacement therapy,
which would be helpful in alleviating ageing male symptoms, is regarded as an absolute
contraindication.
There are many pathways involved in the growth and progression of prostate cancer, such as the
interplay between growth factor, receptor tyrosine kinase and androgen receptor pathways. These
variables promote abnormal cell signalling that causes excessive cell proliferation, cell-cycle
deregulation and increases in cell survival (Rosenberg et al. 2010). Together, these interplaying
pathways advance the progression of prostate cancer. The androgen receptor pathway has been
implicated in early prostate cancer growth, metastasis, development of hormonal resistance, and
increased rate of disease relapse (Rosenberg et al. 2010). In fact, the androgen receptor is
expressed throughout all stages of development, in the majority of prostate cancer cases
(Rosenberg et al. 2010). Early evidence to support the role of androgens included the observed
regression of metastatic prostate cancer in men who underwent surgical castration, population
studies showing the rare occurrence of prostate cancer amongst eunuchs, along with the absence
of observed prostate cancer in

men who present with extremely low levels of

dihydrotestosterone (Rosenberg et al. 2010). Hence, treatment of prostate cancer is based on
dependence on androgens for development, growth and survival (Rosenberg et al. 2010).
The removal of androgen has been shown to trigger prostate cancer cell death or cell-cycle arrest.
However, studies have shown that although medical castration decreased serum testosterone by
94%, intraprostatic testosterone and dihydrotestosterone levels remained high enough (Page et al.
2006), at approximately 20-30% of the control, to prevent any changes to cell proliferation,
apoptosis and androgen-related protein expression (Akin et al. 2006; Rosenberg et al. 2010; Jin
et al. 2011). Androgens, particularly dihydrotestoerone, and the associated 5α-reductase, are
highly associated with prostate cancer (Rosenberg et al. 2010). Expression of the type 1
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5α-reductase is elevated at different stages of prostate cancer: Prostatic intraepithelial neoplasia
(PIN), localized, recurrent and metastatic (Rosenberg et al. 2010).
During the process of malignant transformation, cells gradually evolve from the benign to the
malignant phenotype. Prostatic intraepithelial neoplasia (PIN) is a condition defined as the
neoplastic growth of epithelial cells in pre-existing benign prostatic accini or ducts (Brawer
2005). PIN satisfies all requirements for premalignant conditions, hence high-grade PIN is
accepted as a precursor to prostate cancer (Brawer 2005). Once prostate cancer ensues, spurred
on by the disruption of the homeostasis between cell proliferation and death, the peripheral zone
becomes the major site of development (Brawer 2005). Previously, it was state that between 7585% of cases were occurred in the peripheral zone (Akin et al. 2006).
The transitional zone has also been implicated in prostate cancer, accounting for approximately
25% of cases (Akin et al. 2006). Historically, patients with prostate cancer were categorized
based on the stage of the cancer and whether or not they were candidates for surgery
(Marciscano et al. 2012). Hence, the term “localized prostate cancer” refers to prostate cancer
manageable with local therapy, such as surgery, radiotherapy or active surveillance (Marciscano
et al. 2012). Often, following local therapy, patients have been shown to present with rising
prostate specific antigen levels in a condition known as biochemically recurrence, which usually
precedes metastasis and death (Rosenberg et al. 2010).
The classic model of cancer metastasis, including prostate cancer, is guided by the “seed and
soil” hypothesis first proposed by Stephen Paget in 1889. In this model, the “seeds”
(tumour cells) metastasize only to “soil” (specific organ) well suited to the tumours growth
(Jin et al. 2011).

Metastasis of the prostate specifically involved multiple steps, namely

angiogenesis, local migration, invasion, extravasation, circulation and extravasation of tumour
cells, followed by angiogenesis and colonization in new sites (Jin et al. 2011). Often, the bone is
29

the common site of metastasis in prostate cancer and is the leading cause of death in advanced
prostate cancer (Jin et al. 2011).

1.2.3.7 Diagnosis of Prostate cancer and the Gleason screening
Commonly, the two most used methods for prostate cancer screening are detecting prostate
specific antigen (PSA) levels and digital rectal examination (Hoag et al. 2008). PSA is a
glycoprotein produced by prostate epithelial cells that may be elevated in men due to disruption
of tissue barriers between the prostate gland lumen and capillaries (Hoag et al. 2008).
Studies have estimated that elevated PSA levels can precede the onset of prostate cancer by 5-10
years (Hoag et al. 2008). However, elevation in PSA levels has also been shown to be found in
prostatitis and benign prostatic hyperplasia (Wolf et al. 2010). However, the accuracy of PSA
screening is debatable.
Digital rectal examination (DRE) has long been used in the diagnosis of prostate cancer,
identifying nodules, asymmetry or induration (Johnstone et al. 2001). DRE can detect tumours in
the posterior and lateral aspects of the prostate. However, only 85% of cancers arise in the
periphery, outlying a clear limitation of this technique (Johnstone et al. 2001). In the diagnosis of
prostate cancer, ultrasound imaging and prostate biopsies are often used. The classic grey-scale
ultrasound imaging is a widely used method in the diagnosis of prostate cancer, but is limited by
the fact that approximately half of prostate cancer lesions are invisible on grey scale imaging
(Halpern 2006). Additionally, prostatitis and benign prostatic hyperplasia tend to mimic the grey
scale image of prostate cancer. Nevertheless, once screened and diagnosed, the severity is graded
(Halpern 2006).
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All systems aimed at grading the severity of prostate cancer use the accinar pattern. One such
system is the Gleason classification scheme (Kozlowski and Grayhack 2002), which is the most
widely accepted method of grading prostate cancer, and used low power magnification (40x100x) to assess the glandular pattern of the tumour in relation to the stromal compartment
(Gleason 1966; Kozlowski and Grayhack 2002). In this system, five tumour grades exist
(Gleason 1966; Kozlowski and Grayhack 2002). Grade 1 contains a homogenous array of single,
oval, tightly packed glands, rarely showing stromal invasions. Grade 2 has an accinar pattern that
mimics that of grade 1, without the uniformity in glandular shape and being less tightly packed.
Here, a mild amount of stromal invasion can be observed (Gleason 1966; Kozlowski and
Grayhack 2002) Grade 3 contains three sub-patterns, such as single, yet irregular, glands
separated from each other by more than one gland diameter, along with moderate amounts of
stromal invasion. Next, there is a notable presence of a micro-glandular nest of cells that form
small groups or cords. Lastly, sharply circumscribed, rounded masses of papillary or cribriform
epithelium possessing smooth, sharp edges are observed. Grade 4 contains two sub-patterns
(Gleason 1966; Kozlowski and Grayhack 2002). Furthermore, the first is a fashion of ragged
glandular masses that exhibit branching, along with stromal invasion. Also, the second is the
presence of large cells, with pale, clear cytoplasm similar to that observed in clear-cell carcinoma
of the kidney, termed hyperphroid cells (Gleason 1966; Kozlowski and Grayhack 2002). Grade 5
is characterised by irregular infiltrating masses of malignant cells, usually without gland
formation.
A second rare variant consists of an irregular cribriform arrangement with central necrosis,
similar to that seen in comedocarcinoma of the breast (Gleason 1966; Kozlowski and Grayhack
2002). Recognition that approximately 50% of tumours will present with more than one of
Gleason’s histological observations, led to the use of the sum of the primary and secondary
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patterns as the Gleason pattern score (Kozlowski and Grayhack 2002). Here, a possible score
ranges from 2 -10, with 2 being indicative of well-differentiated tumours, and 10 being indicative
of undifferentiated tumours (Kozlowski and Grayhack 2002).

1.2.3.8 Treatment of prostate cancer
The increased use of prostate specific antigen screening has allowed prostate cancer to be
detected much earlier than previously possible, thus allowing for earlier medical intervention and
a greater chance of survival (Wallace et al. 2014). Interventions can be grouped into three broad
categories, namely intervention with curative intent, intervention with palliative intent, and the
monitoring of the disease and providing treatment when progression is evident (Hegarty et al.
2010; Wallace et al. 2014).
Intervention with curative intent involves the use of radical prostatectomy, radiotherapy,
cryo-therapy, or high-intensity ultrasound therapy (Hegarty et al. 2010; Wallace et al. 2014).
Radical prostatectomy involves the removal of the entire prostate gland and some surrounding
tissue (Hegarty et al. 2010). Although many benefits are associated with this procedure, such as
reduced risk of mortality, progression and metastasis, the possible side effects, namely altered
urinary function and deteriorated sexual function, left patients with a diminished quality of life
(Hegarty et al. 2010).
External-beam radiation therapy makes use of high-speed electrons to split water molecules,
thereby producing hydroxyl radicals that cause damage to the DNA of the tumour cells (TorresRoca 2006). This techniques carries two substantial advantages, such as the absence of pain
during the procedure and a low clinical failure rate (15% when measured after 2.5 years) (TorresRoca 2006). However, the list of negative consequences vastly outweighs the positive aspects,
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including such as haemorrhoids diarrhoea due to inflammation of the rectum, frequency in
urination due to inflammation of the bladder, fatigue and impotency (Mongra et al. 1999; TorresRoca 2006).
The two main modalities of administering radio therapy are external X-ray beams, known as
external-beam radiotherapy, or the implantation of a radioactive sources directly into the tumour,
known as interstitial brachytherapy (Koukourakis et al. 2009). Although shown to be an
excellent treatment option for localized prostate cancer, there are issues that remain to be further
addressed, such as the ideal radiation dose and side effects such as disturbances in urinary
function (Koukourakis et al. 2009).
Cryo-therapy involves the use of gasses and probes to rapidly freeze and thaw tumour tissue
(Wilt et al. 2008). Currently, cryo-therapy is indicated in low-risk patients as an alternative to
radical prostatectomy or radiotherapy. In higher-risk groups, cryo-therapy is used as primary
therapy, and in patients who have not responded well to radiation therapy (Simoneau 2006).
There are major complication associated with cryo-therapy, such as urethral sloughing, rectal
fistula, incontinence, and erectile dysfunction (Simoneau 2006). High intensity ultrasound
therapy is a non-invasive technique capable of inducing instantaneous, but irreversible,
coagulative necrosis in tissue by thermal effects (Mearini and Porena 2010). It is an attractive
approach for the treatment of localized prostate cancer in patients who have a life expectancy of
less than 10 years, but do not accept the dangers of radical prostatectomy (Mearini and Porena
2010). Unfortunately, side effects such as prostate swelling and thereby urinary retention,
dysuria due to sloughing of necrotic tissue, bladder neck or prostatic urethra constriction,
impotence and rectal fistula (Mearini and Porena 2010). Additionally, absolute contraindications
exists, such as any condition obstructing trans-rectal probe introduction and intra-prostatic
calcification (Mearini and Porena 2010).
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Based on the serious side effects associated with the conventional treatments, many patients
began turning to complementary and alternative medicine with the belief that this provides a
viable treatment option with virtually no side effects (Klempner and Bubley 2012).
Thus, many herbs, and their herbal extract derivatives, have been scientifically investigated
(Klempner and Bubley 2012). These include the polyphenols found in green tea, epicatechin,
epigallocatechin, epicatechin-3-gallate, and epigallocatechin-3-gallate (ECGC), the soy
isoflavones, Scutellaria baicalensis, β-carotene and lycopene (Klempner and Bubley 2012; Yin
et al. 2013). EGCG was able to cause cell cycle arrest in LNCaP and DU145 cells, at the G0 and
G1 phase, inhibit metalloproteinase in vitro, and lower PSA levels to >50% in androgen-resistant
prostate cancer (Yin et al. 2013). However, these positive effects were only seen at serum
concentrations of EGCG that were much higher than that seen in humans who consume moderate
amounts of green tea.
Additionally, patients presenting with androgen-resistant prostate cancer suffered side effects
such as nausea, diarrhoea and fatigue (Yin et al. 2013). Soy isoflavones were shown to reduce
5α-reductase activity, the enzyme responsible for the conversion of testosterone to
dihydrotestosterone (Yin et al. 2013). Additionally, soy isoflavones have been investigated for its
use with chemotherapeutics. Scutellaria baicalensis, which contains high levels of the flavone
baicalin, has been shown to impair proliferation of androgen-independent PC-3 and DU145
prostate cancer cells, inducing cell-cycle arrest at the G0 and G1 phase at concentrations
achievable in humans (Yin et al. 2013).
Another plant of interest is Wedelia chinensis, an oriental herb containing indole-3carboxyaldehyde, that was shown to suppress androgen activity (Yin et al. 2013). Moreover, oral
administration of this herb impeded tumour formation, as well as disturbing the androgen-
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receptor signalling pathway (Yin et al. 2013). Thus, herbal medicine has potential in the
treatment of prostate cancer.
Many of the described treatments are aimed at reducing androgens and their actions, thereby
contributing to the symptoms of late-onset hypogonadism in these men. While the use of
testosterone replacement therapy has been described an absolute contraindication in men
suffering from prostate cancer (Bhasin et al. 2010), new evidence suggests otherwise (Atan et al.
2013). A preliminary study showed that in 13 patients with symptomatic hypogonadism and
untreated prostate cancer, testosterone replacement therapy caused to change in mean PSA
levels, over a 2.5 year period, along with no increase in prostate volume, no progression, and no
evidence of metastasis (Morgentaler et al. 2011). Similarly, another study by Morales evaluated
the effects of testosterone replacement therapy in 7 hypogonadal men with untreated prostate
cancer. Here, 3 of the patients received testosterone-replacement therapy over 33, 96 and 51
months respectively (Morales 2011). Surprisingly, none of the patients presented with metastasis,
even if PSA levels became elevated (Morales 2011). Similarly, testosterone replacement therapy
was given to men after receiving treatment for prostate cancer. Here, Mulhall et al treated 22
men with symptomatic hypogonadism after radical prostatectomy (Mulhall et al. 2008). Of the
22 patients, only one showed recurrence of prostate cancer. Similarly, Khera et al showed that in
57 patients receiving testosterone replacement therapy after radical prostatectomy, PSA levels
remained lowered after 13 months of testosterone replacement therapy (Khera et al. 2009).
Similarly, no biochemical recurrence was observed in patients who received testosterone
replacement therapy over a 6 month period. In addition to this, studies have shown the inhibition
of prostate cancer cells with an increased concentration of testosterone (Chuu et al. 2011). Thus,
the use of testosterone replacement therapy in men with prostate cancer may not be an absolute
contraindication (Khera et al. 2009; Chuu et al. 2011).
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1.3 Traditional medicine
According to the World Health Organisation (WHO), traditional medicine has been defined as
“the knowledge, skills and practices based on the theories, beliefs and experiences indigenous to
different cultures, used in the maintenance of health and in the prevention, the diagnosis, the
improvement

or

also

in

the

treatment

of

physical

and

mental

illness”

(http://www.who.int/topics?/traditional_medicine/en/). Many different structures of traditional

medicine exists that follow philosophies and practices based on the environment through which
they originated (WHO 2005). A common thread through the many different structures is the
emphasis on health, rather than disease, in relation to the body, mind and environment. The
health of the individual as a whole is the focal point of traditional medicine, and herbs are an
integral part of this philosophy (Schmidt et al. 2008).
With the industrial revolution and advances in medical science, chemically synthesized drugs,
and the ability to mass produce these drugs, greatly improved the health care system (WHO
2005). Most rural communities, however, have limited access to this type of medicine, and live
in environments that surround them with easily accessible herbs. In fact, many people living in
developing countries often live in extreme poverty, and cannot afford conventional Western
Medicine as their primary health care (Pal and Shukla 2003). This is due to countries being
unable to cope with the rapidly growing urban population, and thereby being unable to provide
the appropriate healthcare. Thus, traditional medicine is the primary method of healthcare in
these counties (Pal and Shukla 2003).
Studies have shown that when patients were asked for their reason for traditional medicine
usage, 15% said that herbs were more effective than conventional medicine, while 6% associated
it with fewer side effects (Pal and Shukla 2003). In Peru, 35% of patients using traditional
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medicine stated that they used it more than pharmaceuticals (Pal and Shukla 2003; Andel and
Carvalheiro 2013). In Nigeria, up to 67% of the population is estimated to use traditional
medicine (Pal and Shukla 2003). This high prevalence of traditional medicine was hypothesized
to be the result of large rural-to-urban migration, cultural influence, social surroundings, and the
belief that natural products pose no risks (Pal and Shukla 2003; Andel and Carvalheiro 2013).
Although very prevalent in developing countries, the use of traditional medicine is also
increasing in popularity in developed countries. Barns et al (2008) suggested that up to 38% of
adults in the United States of America used some form of traditional medicine (Barnes et al.
2008). Similarly, it was reported that up to 40% of the population in Hong Kong used a form of
traditional medicine, rather than mass produced pharmaceutical drugs (Chan et al. 2003).
Approximately half of Southern Australians were estimated to use traditional medicine, reports
from Western Europe suggested up to 20% in the Netherlands, and about 49% in France
(Andel and Carvalheiro 2013).
Despite conventional medicine being readily available in developed, a notable shift towards
traditional medicine is occurring (Andel and Carvalheiro 2013). The proposed reasons for this
were to prevent illness, curiosity, the idea that these medicines are safer, and the idea that
combining it with conventional medicine would be more beneficial than using either in isolation
(Klempner and Bubley 2012; Siegfried and Hughes 2012; Andel and Carvalheiro 2013). Another
explanation for the increased usage of traditional medicine in developed countries is the
continued use of traditional practices by immigrants (Klempner and Bubley 2012).
Nevertheless, the increased usage of traditional medicine is a global trend in both developing and
developed countries, and the underlying reasons are the greater accessibility of these treatments,
better affordability of traditional medicine in comparison to conventional medicine, and the
perception of traditional medicine being safer or less toxic than conventional medicine (Loya et
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al. 2009; Klempner and Bubley 2012; Siegfried and Hughes 2012; Andel and Carvalheiro 2013).
Considering the limited insight into the safety, and overall efficacy of traditional medicine, the
belief that it is safer may not be entirely true, and thus warrants extensive investigation (Pal and
Shukla 2003; Siegfried and Hughes 2012).

1.3.1 Traditional medicine in Africa
The use traditional medicine has become an increasingly popular global trend, due to the belief
that it presents less health risks when compared to conventional Western Medicine (Pal and
Shukla 2003). In addition to the perceived lower health concerns, it is also significantly cheaper
than the pharmaceuticals currently used in Western Medicine (Pal and Shukla 2003). In Africa
specifically, conventional health care and pharmaceuticals have become increasingly expensive
and thereby unavailable to the vast majority of the population. This has led an increasingly
popular usage of traditional medicine, accounting for 80% of the African populations
(Siegfried and Hughes 2012).
In South Africa particularly, 70-80% of the population was found to use traditional medicine as a
primary source of health care or in conjunction with conventional medicine (Chitindingu et al.
2014). This was linked to the close proximity of traditional healers to their communities and thus
their widespread availability, particularly in rural communities (Chitindingu et al. 2014).
Additionally, traditional medicine in South Africa is governed by the Traditional Healers
Council, which has made great strides into integrating traditional medicine into the health
legislative framework (Chitindingu et al. 2014). In fact, the Traditional Practitioners Act of 2007
was passed to regulate traditional medicine, with the main aim being to ensure the efficacy,
safety and control of traditional healthcare services (Chitindingu et al. 2014).
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South Africa has an array of indigenous plants that have recently been investigated scientifically
for their medicinal benefits. These include Typha capensis, Sutherlandia frutescens, and Bulbine
natalensis, to name a few, that have shown abilities ranging from affecting sperm function
(Henkel et al. 2012), acting as an antioxidant (Katerere and Eloff 2005), boosting testosterone
production (Yakubu and Afolayan 2008), on fighting cancer (Chinkwo 2005).
Also, growing interest in the identification of novel pharmaceuticals from plants used in
traditional medicine has led to the identification of an estimated 122 drugs from 94 plant species
(Chitindingu et al. 2014).
Despite the recent investigations, many plants used in South African traditional medicine remain
unevaluated for their reported medicinal benefit. Generally, no information regarding the
potential geno-toxic effects after long-term use exists (Chitindingu et al. 2014). Additionally,
concerns regarding the potential geno-toxicity, and interference of traditional medicine with
conventional medicine, decreasing the effectiveness of conventional medicine, have been raised
(Fennell et al. 2004; Chitindingu et al. 2014).
Potential dangers were clearly outlined by Fenell et al (2004) who showed that of the 51 plants
used in traditional medicine that are considered to be safe and thus evaluated, many of them
showed high levels of toxicity, causing both DNA damage and chromosomal aberration (Fennell
et al. 2004). Plants exhibiting toxicity included Chaetacme aristata, Croton sylvaticus, and
Diospyros whyteana, to name a few. Additionally, several plants exhibited antigenotoxic effects,
such as Rhamnus prinoides, Prunus africana, and Syzygium cordatum (Fennell et al. 2004).
Nevertheless, these authors concluded that several plants commonly used in South African
traditional medicine can cause damage to genetic material, and could potentially cause long-term
damage in patients (Fennell et al. 2004). For that reason, these authors stated that the plant
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species tested should be used under caution, along with rigorous toxicological and clinical
studies before their wide spread prescription (Fennell et al. 2004).
A similar conclusion was drawn by Taylor et al (2003) who conducted a similar study,
evaluating the safety of South African traditional medicine (Taylor et al. 2003). Considering the
results produced by Fenell et al (2004), and that a vast amount of plants used in South African
traditional medicine remains unevaluated, a clear need for scientific investigated is warranted to
ensure the safety of patients.

1.4 Cissameplos capensis
The Menispermaceae family consists of 75 genera, to which 520 species belong. Members of this
family are found scattered throughout the world and have been used in traditional remedies that
are found scattered throughout the world and are well known for their medicinal uses
(De Wet and Van Wyk 2008). In South Africa, four species exists under the genus
Cissampelos L, these include Cissampelos capensis (Figure 6), Cissampelos hirta, Cissampelos
mucronata and Cissameplos torulosa (De Wet et al. 2011).

Figure 6: Cross section through the rhizomes of C. capenses.
40

Cissampelos capensis (C. capensis), commonly known by the Afrikaans name “dawidjie wortel”,
is a shrub with thick, divergent branches and twinning stems that is endemic to South Africa.
This plant has a long and significant history in Khoisan ethnomedicine, being used to treat many
ailments (De Wet et al. 2011). Traditionally, the rhizomes, stems and leaves were used to treat
ailments including pain, fever, menstrual cramps, tuberculosis, glandular swelling, gall stones,
dysentery, difficult labour, preventing miscarriage, expelling placenta, blood purification, colic,
and cancer of the skin or stomach (De Wet and Van Wyk 2008; De Wet et al. 2011). The leaves
were used to treat syphilitic sores, ulcers and snake bite wounds (De Wet and Van Wyk 2008; De
Wet et al. 2011).
Generally, it is assumed that the medicinal benefits of C. capensis are thought to be due to the
alkaloids found within the plant (De Wet et al. 2011). These include 12-O-methylcurine,
dicentrine, glaziovine, lauroscholtzine, pronuceferine, bulbocapnine, salutaridine, cycleanine,
cissacapine, crotsparine, insularine, reticuline and insulanoline (Figure 7) (De Wet et al. 2011).
These alkaloids fall under the classes aporphine alkaloids, morphinane alkaloids and
bisbenzyltetrahydroisoquinoline alkaloids (De Wet et al. 2011).
Aporphine alkalopids are endowed with a range of biological activities and have been
extensively investigated (Makarasen et al. 2011; Omar et al. 2013). For example, naturally
occurring aporphine alkaloids have been investigated as acetylcholine esterase inhibitors, central
nervous system receptor ligands, antimicrobial agents (Makarasen et al. 2011; Omar et al. 2013),
antimalarial agents, and antiviral agents (Makarasen et al. 2011). Additionally, aporphine
alkaloids have been investigated as cytotoxic agents in the treatment of cancer
(Makarasen et al. 2011; Omar et al. 2013) and combating the occurrence of multidrug resistance
(Min et al. 2006).
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Figure 7: Chemical structures of the major alkaloids isolated from C. capensis. Dicentrine (1),
glaziovine (2), lauroscholtzine (3), pronuciferine (4), bulbocapnine (5), salutaridine (6),
cycleanine (7), cissacapine (8), crotsparine (9), insularine (10), 12-O methylcurine (11),
reticuline (12), insulanoline (13) (De Wet et al. 2011).

Also, aporhine alkaloids have been shown to possess antioxidant activity, such as bulbocapnine,
apomorphine, gluacine, and isoboldine, to name a few, by removing active oxygen and free
radicals, features which are thought to be related to the chemical structure of these alkaloids
(Jianxin et al. 2013). Bisbenzyltetrahydroisoquinoline alkaloids, such as cycleanine, have been
shown to possess antimicrobial effects, anti-inflammatory, analgesic effects, and have shown
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cytotoxicity

towards

cancer

cells

(Angerhofer

et

al.

1999).

Also, bisbenzyltetrahydroisoquinoline alkaloids have been shown to possess antioxidant
activities, by scavenging free radicals (Cordell 2005). Additionally, a study conducted by
Babajidel et al (2010) found tannins, phenols, flavonoids and saponins being present in C.
capensis extracts and fractions (Babajidel and Mabusela 2010). These phytochemicals have been
shown

to

scavenge

ROS/RNS

and

induce

cellular

defence

enzymes

(Lee et al. 2013; Nanda 2014). However, members of the family Menispermaceae, namely
Tinospora cordifolia, Tinospora tenera, and Cissampelos mucronata have a traditional use as an
aphrodisiac (De Wet and Van Wyk 2008; Ramandeep et al. 2013). In another study, another
member of the Menispermaceae family, Sphenocentrum jollyanum Pierre, was shown to increase
testosterone production (Woode et al. 2009).
Considering the presence of phytochemicals, the many different types of alkaloids, and the
traditional use in the treatment of skin and stomach cancer, it can be hypothesized that
C. capensis may indeed exert an antioxidant effect, protecting against ROS/RNS induced
damage, and may prove beneficial in the treatment of prostate cancer. Additionally, considering
that other species in the family Menispermaceae are able to affect male sexual health, it is
possible that C. capensis may act in a similar way. However, no scientifically documented
information regarding the effect of C. capensis towards these parameters exists. Thus, the present
study aimed to investigate these possible effects.
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1.5 Aims of the study
C. capensis is a widely used plant in South African traditional medicine, yet very little
scientifically documented information regarding its effects exists.
Therefore this study aims investigate:


The effects of C. capensis towards the prostate cancer cell line LNCaP.



The safety of C. capensis with regard to Sertoli and Leydig cell function



The potential of C. capensis to boost testosterone



The effects of C. capensis toward lactate production



The effects of C. capensis toward ROS and RNS



The ability of C. capensis to inhibit elastase and collagenase activity.
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Chapter 2
Materials and Methods
2.1 Chemical Supply
The chemicals used in the current study were of the highest possible quality, and were purchased
from the following companies:

American Type Cell Culture (ATCC), Manassas, USA:
 Prostate cancer cell line LNCaP


Leydig cell line TM3



Sertoli cell line TM4

Bio-Rad, Hercules CA, USA:
 DC protein assay reagent A and reagent B
Corning incorporated, New York, USA:
 Tissue culture flasks (25 cm2, 75 cm2)


Eppendorf vials



Pipette Tips 1000 μl, 200 μl, 10 μl



Serological pipettes (10ml)

DRG instruments, Marburg, Germany:
 Testosterone assay kit
Eppingdust, Cape Town, South Africa:
 Ethanol absolute (100%)
Gibco Invitrogen, Karlsruhe, Germany:
 Roswell Park Memorial Institute (RPMI 1640) Medium


Dulbecco’s Modified Eagle Medium / Nutrient Mixture F12 Ham (DMEM/F12, 1:1
mixture)



Fetal Bovine Serum (FBS)



Horse Serum



Trypsin/Ethyl Diamine Tetra Acetic acid (EDTA) (0.25%)



Formaldehyde (37%)
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Enzchek elastase assay kit



Enzchek collagenase assay kit

Greiner Bio-One, Frickenhausen, Germany:
 Tissue culture plates (6-, 24- and 96-well plates)


Test tubes (15 ml and 50 ml)

Knittel Gläser, Braunschweig, Germany:
 Cover slips (22 x 22 mm)


Microscope slides (76 x 26 mm)



Superfrost slides

Knight Scientific Limited, Plymouth, UK:
 ABEL Antioxidant Test Kit for superoxide


ABEL Antioxidant Test Kit for peroxynitrite

Lasec, Cape Town, South Africa:
 Syringes (5, 10 and 25 ml)
Merck, Wadeville Gauteng, South Africa:
 Sodium hydroxide (NaOH)
Promega, Madison, USA:
 The DeadEnd™ Colorimetric TUNEL System kit
Oxoid, Basingstoke, Hampshire, RG24 SPW, England:
 Phosphate Buffered Saline (PBS) with Ca2+/Mg2+
Sigma-Aldrich, Steinheim, Germany:
 Dimethylsulphoxide (DMSO) for freezing medium


Penicillin



Streptomycin



Testosterone purum ≥99.0% (HPLC)



2,3-Bis(2-methoxy-4-nitro-5-sulfophenyl)-2H-tetrazolium-5-carboxanilide (XTT)



Trypan Blue (TB)



Triton X-100
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Millex syringe filter units (0.22 μm)



Doxorubicin (DOX)



Lactate dehydrogenase assay kit



Glycerol



Bovine serum albumin (BSA)



Sodium dodecyl sulphate (SDS)

2.2 Equipment and supply
ELISA-reader


GloMax Multi Detection System plate reader (Promega Corporation, Madison, USA)



Labtech System LT 4000 microplate reader (Lasec, Cape Town, South Africa)

Laminar Flow
 LN Series (Nuve, Ankara, Turkey)
Incubator
 Series 2000 (Lasec, Cape Town, South Africa)
Scale
 WAS 160/X (Lasec, Cape Town, South Africa)
Plate shaker
 96-well flat bottomed plate (Greiner Bio-One, Frickenhausen, Germany).
Centrifuge
 Hermle Z200a (Labortechnik, Wehingen, Germany)
Microscope
 Inverted System Microscope (Lasec, Cape Town, South Africa)
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2.3 Study design.
In order to investigate the effect of the plant extract towards parameters affecting prostate cancer,
LNCaP cell viability, DNA fragmentation, anti-cancer drug combination, along with the
combined effect of the extract and testosterone, was determined (Figure 9). With regard to the
effect of the extract on non-cancerous cells TM3 and TM4 cells, the testosterone production and
lactate secretion were investigated as functional parameters, along with viability of TM3 Leydig
cells and TM4 Sertoli (Figure 9).

C. capensis
Incubated at 37ºC for 24
and 96 hour intervals

DNA
Fragmentation

LNCaP Cells
(Prostate cancer
cells)

Testosterone

TM3 Cells
(Leydig cells)

Lactate

C. capensis
combined with
Doxorubicin
combination

C. capensis
combined with
testosterone
combination
XTT assay

TM4 Cells
(Sertoli cells)

Figure 9: Study design for the investigation of the effect of the extract on cancerous and noncancerous cells to evaluate the physiology of an average ageing male. Cells were exposed to C.
capensis at concentrations of 0.001/ 0.01/ 0.1/ 1/ 10/ 100/ 1000 µg/ml and the cell viability (XTT
(2,3-bis[2-methoxy-4-nitro-5-ulfophenyl]-2H-tetrazolium-5-carboxanilide), DNA fragmentation,
testosterone production and lactate production were tested.
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In a separate set of experiments, parameters affecting the initiation, progression and metastasis of
cancer were investigated. These included the ability of the aqueous C. capensis rhizome extract
to inhibit of reactive oxygen species (ROS) and reactive nitrogen species (RNS) production, and
to inhibit collagenase and elastase activity (Figure 10).

C. capensis concentrations:
0.1/ 1/ 10/ 100 / 250/ 500/ 1000
µg/ml

Reactive Oxygen
Species

Reactive
Nitrogen Species

(ROS)

(RNS)

Elastase

Collagenase

Figure 10: Study design to investigate the effects of the aqueous C. capensis rhizome extract
toward the initiation, progression and metastasis of cancer, chemilumenescent tests were used.
Concentrations of 0.1/ 1/ 10/ 100 / 250/ 500/ 1000 µg/ml were used to investigate inhibition of
elastase activity, collagenase activity, reactive oxygen species, and reactive nitrogen species.
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2.4 Plant extract
2.4.1 Rhizome collection
Under the supervision of Mr. Frans Weitz, from the Department of Biodiversity and
Conservation Biology at UWC, the rhizomes of C. capensis were collected and identified during
the summer months in the Cape Nature Reserve, located in the suburb of Belhar in the Western
Cape province of South Africa. Once collected, the rhizomes were washed, chopped into 1-2 cm
pieces and allowed to dry at 25ºC in an oven. Thereafter, the dried rhizomes were milled into a
fine powder for the extraction process.

2.4.2 Extract preparation
To prepare an aqueous rhizome extract of C. capensis, the powdered rhizomes were infused in
distilled water that was heated to approximately 70-75ºC. The resulting mixture was allowed to
stand at room temperature for 1 hour, after which it was filtered. The filtrate was then frozen at
-20ºC and finally freeze-dried under the supervision of Mr. Lilburn Cyster, Department of
Biodiversity and Conservation Biology, using a Vertis-freeze drier to yield the water-soluble
extract.
Commonly, traditional healers will prescribe a handful of the dried rhizome for the treatment of
patients. In order to establish the amount a patient is ingesting per day, three handfuls of the
rhizomes were weighed out and an average of 88.3 g was obtained. Following this, aqueous
extraction yielded an average of 17.72 g of the extract per 100 g. On the assumption that the
average male weighs 80kg, an extract concentration of 221.5 µg/ml, was calculated according to
equation 1.
Equation 1: Extract concentration (g/ml) = 17.71 (g)
80 000 (ml)
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To account for the effects below and beyond 221.5 µg/ml, a scale ranging from 0.001 µg/ml –
1000 µg/ml was used. Based on this, a 10 000 µg/ml stock solution was made in Roswell Park
Memorial Institute (RPMI) 1640 Medium or Dulbecco’s Modified Eagle Medium / Nutrient
Mixture F12 Ham (DMEM/F-12, 1:1 mixture) for cell culture-related assays. These stock
solutions underwent serial dilutions to yield concentrations of 0.001/ 0.01/ 0.1/ 1/ 10/ 100/ 1000
µg/ml for all cell culture based assays. For all chemi-luminescent tests, however, the extract was
diluted to concentrations of 0.1/ 1/ 10/ 100/ 250/ 500/ 1000 µg/ml. All controls contained no
extract and were treated with medium only.

2.5 Cell culture
LNCaP prostate cancer, TM3 Leydig and TM4 Sertoli cell lines were used for the purpose of the
study. They were cultivated at 37ᵒC in 95% air and 5% CO2, following standard aseptic work
procedures. LNCaP cells were cultured in complete RPMI 1640 growth medium, supplemented
with 10% fetal bovine serum (FBS), 1% penicillin (100 IU/ml) and streptomycin (100 µg/ml), in
75 cm2 culture flasks. TM3 and TM4 cells were cultured in complete DMEM/F-12 growth
medium supplemented with 2.5% Fetal Bovine Serum (FBS), 5% Horse serum and 1% penicillin
(100 IU/ml) and streptomycin (100 µg/ml).

2.5.1 LNCaP prostate cancer cell line
LNCaP is a human prostate cancer cell line derived from a needle aspirate biopsy in 1977 from a
50-year old male, diagnosed with stage D prostate cancer (Horoszewicz et al. 1980). These cells
express a mutated form of the androgen receptor, resulting in some differences in androgenic
response (Horoszewicz et al. 1983). Most prostate cancer cell lines express little to no androgen
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receptor, making LNCaP the ideal model for investigating early prostate cancer (Horoszewicz et
al. 1983).

2.5.2 TM3 Leydig and TM4 Sertoli cell line
These two distinct cell lines were isolated from the testis of immature BALB/c mice in 1974.
Both are epithelial cell lines that exhibit unique characteristics (Matfier 1980). TM3 cells
respond to Luteinizing hormone (LH) with an increase in cyclic-AMP production and cholesterol
metabolism (Matfier 1980). These cells do not, however, respond to follicle stimulating hormone
(FSH). TM4 cells respond to FSH with an increase in cyclic-AMP production. These cells do
not, however, respond to LH stimulation (Matfier 1980).

2.5.3 Culture of LNCaP cells
Cells were cultured in 75 cm2 flasks, allowed to grow to 80% confluency and finally passaged
once this was reached. To remove compounds that may interfere with the actions of trypsin, the
growth medium was discarded and the cells rinsed with 5 ml sterile PBS. Subsequently, 1-2 ml
of 0.25% trypsin were added, allowed to cover the surface of the flask, and incubated at 37ºC
until cells began to detach. This took approximately 5 minutes and was performed under
intermittent visual control.
Once cells detached, 2 ml of complete growth medium was added to neutralize the action of the
trypsin. Cells were then carefully re-suspended by repeated aspiration and then finally
transferred to a 15 ml conical tube to be centrifuged at 125 x g for 5-10 minutes. Following this,
the supernatant was removed and the cell pellet re-suspended in 5 ml complete growth medium.
Thereafter, 1 ml of the resulting suspension was transferred into a new 75 cm2 flask, containing
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complete growth medium, and the passage was recorded to track the age and physiology of the
cells. Additionally, cell morphology was observed and compared with cell viability.

2.5.4 Culture of TM3 and TM4 cells
Cells were cultured in 75 cm2 flasks, allowed to reach 80% confluency and finally passaged once
this was reached. To remove compounds that may interfere with the actions of trypsin, the
growth medium was discarded and cells washed with 5 ml sterile PBS. Following this, 1-2 ml of
0.25% trypsin was added, allowed to cover the surface of the flash and incubated at 37ºC until
cells detached. This took approximately 10 minutes and was performed with intermittent visual
control. To neutralize the trypsin, 2 ml of complete growth medium was added, the cells resuspended and finally transferred to a 15 ml conical tube to be centrifuged at 125 x g for 5
minutes. Thereafter, the supernatant was removed, the cell pellet re-suspended in 5 ml complete
growth medium and 1 ml of the resulting suspension was transferred into a new 75 cm 2 flask,
containing complete growth medium. Passage numbers were recorded to track the age and
physiology of the cells. Additionally, cell morphology was observed and compared with cell
viability

2.5.5 Cell counting and seeding
Following the detachment of the cells with trypsin and re-suspension in fresh growth medium,
cell counts were performed using a hemocytometer so that a specific cell concentration could be
reached in 6-well plates or 96-well plates. This was achieved by combining 50 µl of cell
suspension with an equal volume of 2% trypan blue and transferring 10 µl of this mixture to a
hemocytometer counting chamber. The chamber was viewed under a microscope and the total
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cell count for each experiment was calculated according to equation 2. Following this, a dilution
of cells was made according to the final cell number needed for each experiment as needed.

Equation 2: Volume of cells required (µl) = Number of cells needed x100
Total number of cells counted
2.5.6 Cell freezing
2.5.6.1 LNCaP cells
Cells were grown to 80% confluency prior to cell freezing. To remove compounds that may
interfere with the actions of trypsin, the growth medium was discarded and cells rinsed with 5 ml
sterile PBS. Subsequently, 1-2 ml of 0.25% trypsin were added, allowed to cover the surface of
the flask, and incubated at 37ºC until cells began to detach. This took approximately 5 minutes
and was performed under intermittent visual control.

Once cells detached, 2 ml of complete growth medium was added to neutralize the action of the
trypsin. Cells were then carefully re-suspended by repeated aspiration, counted and then finally
transferred to a 15 ml conical tube to be centrifuged at 125 x g for 5-10 minutes. Following this,
the supernatant was removed, the cell pellet re-suspended in 5 ml freezing medium (50% RPMI
1640, 40% FBS and 5% DMSO), dispensed into cryogenic vials and immediately frozen at -80ºC
for 24 hours. Thereafter, the vials were transferred to liquid nitrogen for long-term storage.

2.5.6.2 TM3 and TM4 cells
Cells were grown to 80% confluency prior to cell freezing. To remove compounds that may
interfere with the actions of trypsin, the growth medium was discarded and the cells rinsed with
5 ml sterile PBS. Subsequently, 1-2 ml of 0.25% trypsin were added, allowed to cover the
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surface of the flask, and incubated at 37ºC until cells began to detach. This took approximately 5
minutes and was performed under intermittent visual control.
Once cells detached, 2 ml of complete growth medium was added to neutralize the action of the
trypsin. Cells were then carefully re-suspended by repeated aspiration, counted and then finally
transferred to a 15 ml conical tube to be centrifuged at 125 x g for 5-10 minutes.
Hereafter, the supernatant was removed and the cell pellet was re-suspended in 10 ml freezing
medium (87.5% DMEM/F-12, 5% Horse serum, 2.5% FBS and 5% DMSO), aliquoted into
cryogenic vials and immediately frozen at -80ºC for 24. Thereafter, the vials were transferred to
liquid nitrogen for long-term storage.

2.5.7 Cell thawing
2.5.7.1 LNCaP cells
To propagate the cells, the vial containing the frozen LNCaP cells was placed into a water bath
heated to 37ᵒC to thaw the cells rapidly. Once thawed, the cells were transferred to a 15 ml
conical tube containing 10 ml RPMI 1640 medium supplemented with penicillin, streptomycin,
and FBS. The suspension was then centrifuged at 125 x g for 5 minutes, after which the
supernatant was aseptically removed, the pellet re-suspended in 10 ml fresh RPMI 1640 and
finally transferred to a 75 cm2 culture flask and placed into the incubator.

2.5.7.2 TM3/TM4 cells
To propagate the cells, the vials containing the frozen TM3 and TM4 cells were placed into a
water bath heated to 37ᵒC to thaw the cells rapidly. Once thawed, the cells were transferred to a
15 ml conical tube containing 10 ml DMEM/F-12 medium supplemented with penicillin,
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streptomycin, and FBS. The suspension was then centrifuged at 125 x g for 5 minutes, after
which the supernatant was aseptically removed and the pellet was re-suspended in 10 ml fresh
DMEM/F-12 medium. The cells were then transferred to a 75 cm2 flask and left undisturbed in
the incubator for 48 hours.

2.6 Test parameters
2.6.1 Determination of cell viability
Cell viability was determined using the 2,3-bis [2-methoxy-4-nitro-5-sulfophenyl]-2Htetrazolium-5-carboxanilide (XTT) assay. This is a colorimetric assay which allows for the
detection of viable and dead cells. The detection of viable and dead cells is achieved by
measuring cellular metabolic activities, such as the reduction of the yellow XTT salt to a highly
colored formazan dye (Wang et al. 2011). The reduction of the tetrazolium salt to the formazan
dye occurs due to the action of mitochondrial reductases. These enzymes are only present in
viable cells as they become deactivated shortly after cell death (Roehm et al. 1991). Therefore,
the degree in the color change, and consequently the amount of formazan dye being produced, is
proportional to the number of viable cells in the sample.
In short, cultures were removed from the incubator at the appropriate times and the XTT working
solution was prepared by thawing and combining 100 µl of the XTT electron coupling solution
with 5 ml of the XTT labeling solution. If sediment appeared, the solution was heated to 37ᵒC
and swirled until no longer opaque. Then, 100 µl of this solution were added to each well and
placed into the incubator for 2-4 hours. Finally, the absorbance was read at 450 nm Glomax
Multi Detection System plate-reader (Promega Corperation, Madison, U.S.A) and results were
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expressed as percentage viability. This was calculated according to the absorbance of treated
cells versus the absorbance of the controls, according to equation 3.

Equation 3: Percentage viability = ABSORBANCE sample X 100
ABSORBANCE control

2.6.1.1 LNCaP cell viability
LNCaP cells were grown to 80% confluencey and were then trypsinated with 1-2 ml 0.25%
trypsin. Thereafter, the trypsin was inactivated by adding 2 ml of complete growth medium and a
cell count was performed. Following this, cells were seeded into sterile 96-well plates at 8×103
cells/well in 200 µl of complete growth medium, for a 24 hour exposure, and 3×103 cells/well in
200 µl of complete growth medium for a 96-hours exposure. After exposing cells to various
concentrations of the aqueous C. capensis rhizome extract for 24 hours and 96 hours,
respectively, 100 µl of XTT were added to each well. The plates were incubated at 37ºC for an
additional 2 hours. Subsequently, the absorbance of the samples was measured at 450 nm with an
ELISA reader (GloMax Multi Detection System).

2.6.1.2 TM3 and TM4 cell viability
The TM3 and TM4 cells were grown to 80% confluencey and were the trypsinated with 1-2 ml
0.25% trypsin. Thereafter, the trypsin was inactivated by adding 2 ml of complete growth
medium and a cell count was performed and cells seeded into sterile 96-well plates. For the TM3
cell line, 5x103 cells were used for 24 hours of exposure and 1x103 was used for the 96 hour
exposure. When seeding the TM4 cell line, 6x103 cells were used for the 24 hours of exposure
and 1x103 cells were used for the 96-hour exposure.
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Once cells were seeded into 96-well plates, they were left to attach for 24 hours and then
exposed to various concentrations of the extract for 24 hours and 96 hours, respectively.
Thereafter, 100 µl of the working XTT solution were added to each well and the plates were
incubated at 37ºC for an additional 2 hours. Subsequently, the absorbance of the samples was
measured at 450 nm with an ELISA reader (GloMax Multi Detection System).

2.6.2 The effect of the aqueous C. capensis rhizome extract on testosterone-stimulated
LNCaP cells
LNCaP cells were grown to 80% confluencey and were the trypsinated with 1-2 ml 0.25%
trypsin. Thereafter, the trypsin was inactivated by adding 2 ml of complete growth medium and a
cell count was performed. Following this, cells were seeded into sterile 96-well plates at 8×103
cells/well in 200 µl of complete growth medium, for 24-hour exposure, and 3×103 cells/well in
200 µl of complete growth medium for a 96-hour exposure.
Prior to seeding of cells, testosterone was dissolved in 100% ethanol to produce at a stock
solution. Following this, the stock solution was diluted to obtain concentrations of 1 nM, 10 nM,
100 nM and 1000 nM. The final ethanol concentration was 1% and controls were subsequently
treated with 1% ethanol without testosterone. Each concentration of the extract was tested in the
presence of testosterone for both 24-hour and 96-hour exposures.
Thereafter, the 2,3-bis [2-methoxy-4-nitro-5-ulfophenyl]-2H-tetrazolium-5-carboxanilide (XTT)
assay was performed to measure the reduction of the yellow XTT salt to a highly colored
formazan dye, which is an indication of the cell viability. For both, the 24-hour and the 96-hour
exposure, 100 µl of the XTT working solution were added to each well and allowed to incubate
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for 2 hours at 37ºC. Following this, the absorbance was determined at 450 nm using an ELISA
plate reader. Finally, the percentage of cell viability was calculated for each set of experiments.

2.6.3 Effect of the aqueous C. capensis rhizome extract on LNCaP cells in combination with
doxorubicin
The chemotherapeutic agent doxorubicin (DOX) was dissolved in DMSO to arrive at a 100 µM
solution.

The

stock

solution

was

diluted

to

yield

concentrations

ranging

from

0.001 nM- 100 000 nM.
Following this, LNCaP cells that were grown to 80% confluencey and then trypsinated with 1-2
ml 0.25% trypsin. Thereafter, the trypsin was inactivated by adding 2 ml of complete growth
medium and a cell count was performed. Subsequently, cells were seeded into sterile 96-well
plates at 8×103 cells/well in 200 µl of complete growth medium and treated with the varying
concentrations of DOX. After the treatment with DOX, the cells were washed with PBS and
supplied with fresh growth medium. Next, the 2,3-bis [2-methoxy-4-nitro-5-ulfophenyl]-2Htetrazolium-5-carboxanilide (XTT) assay was performed to measure the reduction of the yellow
XTT salt to a highly coloured formazan dye. The degree in the colour change, and consequently
the amount of formazan dye being produced, is proportional to the number of viable cells in the
sample. To accomplish this 100 µl of the XTT working solution was added to each well and
allowed to incubate for 2 hours. Following this, the absorbance was determined at 450 nm and
the IC50 value for DOX was calculated. Hereafter, the IC50 value was combined with each
concentration of the extract, in an equi-Molar fashion, for 24 and 96 hour incubation periods and
the combined effect on cell viability was determined by performing the aforementioned XTT
assay.
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2.6.4 Determination of DNA fragmentation
To determine DNA fragmentation, which indicates an endpoint of apoptosis, the Dead end
Colorimetric Tunnel System kit was used. This is a non-radioactive assay which allows for
accurate and rapid detection of DNA fragmentation. For the assay, poly-L-lysine was diluted
1:10 in distilled water and slides were coated by spreading 200 µl of the solution in water onto
the surface of a clean glass slide. Once dry, slides were rinsed in distilled water and allowed to
air dry for approximately 30 minutes and then stored at 4ᵒC.
LNCaP Cells were seeded at 6x105cells/well in 1 ml of complete growth medium for a 24-hour
exposure and at 2x105cells/well in 1 ml of complete growth medium for a 96-hours exposure in
sterile 6-well plates. After exposure of cells to various concentrations of the extract, the medium
was discarded and cells were washed with 1 ml PBS and trypsinated with 500 μl of 0.25%
trypsin. After trypsination, cell suspensions were transferred from 6-well plates to Eppendorf
tubes and cell pellets were collected by centrifugation at 125 x g for 8 minutes. Subsequently, the
supernatant was discarded, the cells were re-suspended in 1 ml PBS and 50 μl were placed on
poly-L-lysine-coated slides and allowed to air dry prior to fixation. Fixation was carried out for
25 minutes in 4% formaldehyde solution in PBS. Afterwards, slides were washed for 5 minutes
in fresh PBS at room temperature.
To permeabilize cells, the slides were immersed in 0.2% triton X-100 solution in PBS for 5
minutes at room temperature and then rinsed in fresh PBS for 5 minutes at room temperature.
After removing excess liquid was removed by gently tapping the slides, cells were covered with
100 µl equilibration buffer to equilibrate at room temperature for 10 minutes. During this time,
the biotinylated nucleotide mix was thawed and sufficient amounts of Terminal
Deoxynucleotidyl Transferase, Recombinant (rTdT) reaction mix was prepared as shown in
Table 1.
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Table 1: Preperation of rTdT reaction mix
Buffer component

Component volume per standard 100 µl
reaction

Equilibration buffer

98 µl

Biotinylated Nucleotide mix

1 µl

rTdT enzyme

1 µl

Tissue paper was used to blot around the equilibrated areas, 100 µl of rTdT reaction mix was
added and slides were covered with plastic cover slips to ensure an even spread of the reagent.
Then, slides were incubated at 37ᵒC for 60 minutes inside a humidified chamber. Subsequently,
slide were incubated in 2x SSC in a Coplin jar for 5 minutes to stop the reaction. Thereafter,
slides were washed in fresh PBS for 5 minutes at room temperature and then immersed in 0.3%
hydrogen peroxide in PBS for 5 another minutes at room temperature to block all endogenous
peroxidases.
Following this, slides were washed for 5 minutes in PBS at room temperature, after which 100 µl
horseradish peroxidase-labelled streptavidin (Streptavidin HRP) solution (provided with the kit),
diluted 1:500 in PBS were added to the slides and slides incubated for 30 minutes at room
temperature. Then, slides were washed in PBS for 5 minutes. Following this, 100 µl of the
diaminobenzidine (DAB) solution, prepared by combining 50 µl DAB Substrate 20X buffer,
950 µl distilled water, 50 µl DAB 20X chromogen and 50 µl hydrogen peroxide 20X, were
added to each slide until a light brown background develops. Finally, slides were rinsed
repeatedly in distilled water and mounted in glycerol. Staining was then observed using a light
microscope and up to 200 cells were counted in total on each slide, where brown stained cells
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were considered TUNEL-positive and unstained cells considered TUNEL-negative (Figure 11).
Finally, the percentage of TUNEL-positive cells was calculated.

A

B

Figure 11: Determination of DNA fragmentation in LNCaP cells after exposure to the extract at
different concentrations. Cells considered TUNEL-negative are shown in A (White arrows),
whereas cells considered TUNEL-positive are shown in B (Black arrows).

2.6.5 Determination of protein concentration

To accurately measure the complete biochemical parameters, the protein concentration of the
cells was determined used as a reference. This was done by performing the BIO-RAD Protein
assay in which the dye binds un-specifically to amino groups of any protein within the sample.
After 24 hours and 96 hours of incubation with the various concentrations of the extract, the
protein contents were determined for cell proliferation.
The medium of each well was removed and 200 µl lysis-reagent, consisting of 0.5 M NaOH +
0.1% SDS, were added. Following this, the plates were incubated at room temperature for 30
minutes while being gently rocked on a plate shaker.
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Thereafter, 20 µl of the lysate was transferred in duplicate into non-sterile 96-well plate, along
with 25 µl of reagent A and 200 µl of reagent B. The resulting mixture was incubated for 30
minutes at room temperature. Thereafter, the absorbance was measured at 690 nm using an
ELISA plate reader (GloMax Multi Detection System). This was then compared to a standard
curve which was established by using BSA under the same conditions of the BIO-RAD Protein
assay.

2.6.6 BSA standard curve
A stock solution of 1400 µg/ml of BSA was prepared by dissolving it in 1 ml of lysis-reagent
and further diluted into concentrations of 200, 600 and 1000 μg/ml (Table 2). The blank was
lysis-reagent only. Thereafter, the absorbance was read at 690 nm, a standard curve (Figure 12)
was calculated and the results used to more accurately determine the effects of the extract on
TM3 Leydig cells.
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Absorbance (690 nm)
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Figure 12: Standard curve for BSA determination
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Table 2: BSA preparation for standard curve
BSA stock + Lysis reagent

BSA concentration

100 + 40

1000

100 + 133

600

100 + 600

200

0 + 600

0
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2.6.6 Determination of testosterone production in TM3-Leydig cells
For the purpose of this study, TM3-Leydig cells were stimulated with human chorionic
gonadotropin (hCG) to trigger the production of testosterone. A stock solution was made of hCG
and 5 μl/ml was added to each concentration of the extract. After TM3-Leydig cells were
exposed to the extract for of 24 hours and 96 hours, respectively, testosterone production was
measured by performing the Testosterone ELISA kit assay. All necessary solutions and
antibody-coated micro-plate were provided by the manufactures and a standard curved
(Figure 13) was calculated with each set of experiments.
To prepare the wash solution 30 ml of the 40x concentrated solution were added to 1170 ml of
deionized water to a final volume of 1200 ml. The testing procedure required 25 µl samples to be
transferred into the 96-well plate, provided by the manufacturer, with the addition of 200 µl
Enzyme Conjugate mixed thoroughly for 10 seconds and incubated for 1 hour at room
temperature. During this time, the wash solution was prepared by adding 30 ml of the 40x
concentrated solution to 1170 ml of deionized water to a final volume of 1200 ml. After the
incubation period, the contents of the micro-plate were shaken out briskly, rinsed 3 times with
400 µl of diluted wash solution and then struck sharply on paper towel to remove excess
solution. Following this, 200 µl of the Substrate solution were added to each well and incubated
for 5 minutes at room temperature, after which 100 µl of Stop solution was added to stop the
enzymatic process. Finally, absorbance was determined at 450 nm with an ELISA plate reader
and the concentration of testosterone production was determined.
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Figure 13: Standard curve for testosterone production in TM3 Leydig cells.

2.6.7 Determination of lactate dehydrogenase (LDH) secretion of TM4-Sertoli cells
Following the exposure of TM4 cells to the extract for 24- and 96-hour periods, the lactate
secretion was determined by means of measuring the lactate dehydrogenase activity. This assay
measures the inter-conversion of pyruvate and lactate by the oxido-reductase enzyme lactate
dehydrogenase (LDH). All reagent required were provided by the manufacture and a standard
curve (Figure 14) was calculated with each set of experiments. Prior to performing the
experiment, the LDH assay buffer was allowed to reach room temperature and the LDH substrate
mix was reconstituted by adding 1 ml of distilled water to the vial provided with the kit. The
standard was reconstituted by adding 400 µl of distilled water to generate the 1.25 mM solution.
The testing procedure required 50 µl samples to be added in duplicate to a 96-well plate.
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Thereafter, 50 µl of the master reaction mix (Table 3) was added to each well. Following this,
the plates were incubated for 2-3 minutes at 37ºC before the initial measurement (Tinitial) was
taken at 450 nm using a plate reader. Next, the plates were incubated at 37ºC and read every 5
minutes at 450 nm until the most active sample exceeded the highest standard

Absorbance (450 nm)

(12.4 nmole/well). This reading was considered as Tfinal and the LDH activity was calculated.
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Figure 14: Standard curve for the determination of Lactate dehydrogenase activity in TM4
Sertoli cells.
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Table 3: Preparation of Master Reaction Mix
Reagent

Master reaction mix per 50 µl reaction

LDH assay buffer

48

LDH substrate mix

2

2.6.8 Determination of ROS and RNS inhibiting activity
The capability of the extract to scavenge ROS and RNS was assessed using chemi-luminescent
ABEL Antioxidant Test Kits containing Pholasin specific for oxygen radicals such as
superoxide anion and nitrogen species like peroxynitrite anion. Pholasin  is a photo protein
isolated from the mollusc Pholas dactylus, which emits light in the presence of certain oxidants.
The antioxidant capacity of the sample under test is expressed as the percentage reduction of
peak luminescence of Pholasin® observed during the course of the test in the presence and
absence of the sample.

2.6.8.1 Superoxide
All reagents needed to perform the chemi-luminescent test for superoxide were provided with the
kit, which was carried out following the manufacturer’s instructions. In short, the assay buffer,
samples, antioxidant Pholasin® and solution A were combined in a micro-plate, while solution B
was only injected into each well when the plate was in the light measuring position. To perform
the assay, 15 µl of assay buffer and 10 µl of the various concentrations of the extract were added
to each well. For control groups, 25 µl of assay buffer without the extract were used. Next, 50 µl
of antioxidant Pholasin® was added to each well along with 100 µl of solution A.
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Thereafter, 25 µl of solution B were injected into each well immediately before measurement
while the micro-plate was in the light measuring position. The measurement of luminescence
was carried out using the LUMI star Galaxy plate reader (BMG Labtech), Ortenburg, Germany).
The antioxidant capacity of a sample was expressed as percentage reduction of peak
luminescence according to equation 4:

Equation 4: Inhibition (%) = PEAK control – PEAK sample
PEAK control

2.6.8.2 Peroxynitrite
All reagents needed to perform the chemi-luminescent test for peroxy-nitrite were provided with
the kit, which was carried out following the manufacturer’s instructions. Initially, the assay
buffer, samples and antioxidant Pholasin® were combined in a micro-plate, while the SIN-1
solution was only injected into each well when the plate was in the light measuring position.
For the assay, 100 µl of the peroxy-nitrite reconstitution and assay buffer without extract were
added to each well for control groups or 95 µl of assay buffer and 5 µl of the different
concentrations of the extract. Next, 50 µl of the SIN-1 solution was injected into each well using
an automatic dispenser, after the assay had commenced. The measurement of luminescence was
carried out using the LUMIstar Galaxy plate reader (BMG Labtech) and the antioxidant capacity
of a sample was according to equation 5.

Equation 5: Inhibition (%) = PEAK control – PEAK sample
PEAK control

69

2.6.9 Determination of collagenase inhibiting activity
Collagenase activity was determined using the Collagenase/Gelatinase Assay Kit and all reagents
and samples were prepared according to the manufacturer’s instructions.
In short, the lyophilized protein standards were reconstituted by combining one vial containing
the gelatin substrate with 1 ml of deionized water to yield a 1.0 mg/ml stock solution. A 1x
reaction buffer was prepared by combining 2 ml of the 20x reaction buffer with 18 ml deionized
water. A 1000 U/ml stock solution of collagenase was prepared by adding to 0.5 ml deionized
water to one vial. For experiments, the collagenase stock solution was diluted to 0.1 U/ml in the
reaction buffer, 0.1 M Tris–HCl, pH 8.0, containing 0.2 mM sodium azide and 0.5% bovine
serum albumin, while the extract was diluted in 1x reaction buffer at various concentrations.
The assay was run by adding 80 µl of the diluted C. capensis to each well, followed by adding
20 µl of the gelatin substrate. Next, 100 µl collagenase solution (0.1 U/ml) were added to each
well and the fluorescence was measured continuously for up to 2 hours at room temperature.
This was accomplished using a fluorescence plate reader (FLUOstar Galaxy, BMG Labtech).
The increase in fluorescence measured is proportional to the proteolytic activity. Fluorescence in
the sample wells is decreased compared to the control if the sample is able to inhibit the
collagenase activity. The measurement is stopped when the collagenase control reaches its
maximum. Collagenase activity in the samples was calculated using the fluorescence intensity of
the sample wells in percentage of the control fluorescence intensity at this time point according
to equation 6:

Equation 6: Collagenase activity (%) = 100 x SAMPLE time max
CONTROL time max
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2.6.10 Determination of Elastase inhibitng activity
Elastase was taken from the EnzChek Elastase Assay Kit. The lyophilized protein standards were
reconstituted as recommended in the manufacturers’ instructions. In short, one vial containing
the elastin substrate was added to 1 ml of deionized water to produce a 1 mg/ml stock solution.
To prepare the 1x reaction buffer needed, 6 ml of the 10x reaction buffer was added to 45 ml of
deionized water. The vial containing porcine pancreatic elastase was prepared by dissolving the
contents in 0.5 ml distilled water to yield a 100 U/ml stock solution. For experiments, this stock
solution was diluted to 0.1 U/ml in the reaction buffer, 0.1 M Tris–HCl, pH 8.0, containing 0.2
mM sodium-azide and 0.5% bovine serum albumin, and C. capesnis was diluted in the 1x
reaction buffer. The elastin stock solution was diluted tenfold with the 1x reaction buffer, to
yield a 100 µg/ml working solution
When performing the experiment, 50 µl of the diluted the extract was added to each well, as well
as 50 µL of the DQ elastin substrate. This was followed by the addition of 100 µl elastase
solution (0.1 U/ml) to each well. The fluorescence was measured continuously for up to 2 h, at
room temperature (excitation wavelength: 495 nm, emission wavelength: 515nm), using a
fluorescence plate reader (FLUOstar Galaxy, BMG Labtech). The increase in fluorescence
measured is proportional to the proteolytic activity. Fluorescence in the sample wells is
decreased compared to the control if the sample is able to inhibit the elastase activity. Elastase
activity in the samples was calculated using the fluorescence intensity of the sample wells in
percentage of the control fluorescence intensity at this time point according to equation 7:

Equation 7: Elastase activity (%) = 100 x SAMPLE time max
CONTROL time max
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2.7 Statistical Analysis
Data generated in the present study were recorded and analysed statistically using MedCalc for
Windows, version 12.7.5.0 (MedCalc Software, Mariakerke, Belgium). All experiments were run
in triplicate and sample sized were kept to 10.
After calculating the summary stats, including the Kolmogorov-Smirnov test for normal
distribution, data were analyzed by means of the independent t-test if normally distributed. If the
samples were not normally distributed, the Mann-Whitney test was used. To test for a trend
between parameters, the repeated measures and one-way ANOVA was performed. A P-value of
less than 0.05 was considered significant.
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Chapter 3
Results
3.1 Cell Viability
3.1.1 LNCaP Cell Viability
After being exposed to increasing concentrations of the aqueous C. capensis rhizome extract, the
cell morphology was observed and recorded. It was found that no observable morphological
changes in the flat and polygonal cells had occurred between control groups and
10 µg/ml (A-F). It was only at higher concentrations (G-H) that cells began showing visible
signs of stress (Figure 15).
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Figure 25: LNCaP cell morphology after being exposed to increasing concentrations of the
aqueous C. capensis rhizome extract over 24 hours. Morphology remained unchanged up until
100µg/ml (A-F). At higher concentrations (G-H) stress became evident.
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The XTT assay (Figure 16) revealed statistically significant (P=0.0025, P=0.0002, P=0.0003)
increases in the viability between the control and 0.1 µg/ml, along with a statistically significant
(P=0.0046) decrease in the viability between the control and 1000 µg/ml. Both, the observed
increase between the control and 0.1 µg/ml, along with the decrease between 0.1 µg/ml and
1000 µg/ml, occurred in a dose-dependent manner. When analyzed further, the repeated
measures ANOVA displayed an initial significant (P=0.003) positive trend bellow between
control and 0.1 µg/ml, followed by a significant (P=0.0037) negative trend between
0.1 µg/ml and 1000 µg/ml. One-way ANOVA exhibited a significance (P<0.001) trend between

Cell viability (%)

the control and 1000 µg/ml.
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Figure 16: Cell viability of LNCaP cells as determined by XTT assay for an exposure time of 24
hours. Cells showed a significant (P=0.0025, P=0.0002 and P=0.0003) increase in percentage
viability (≤0.1 µg/ml), followed by a significant (P=0.0046) decrease beyond 0.1 µg/ml.
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After being exposed to the aqueous C. capensis rhizome extract for 96 hours, the cell
morphology was observed and recorded. It was noted that low levels of stress, observed as cell
stacking with a slightly less flat and polygonal morphology, yet survival, was apparent between
the control groups and 10 µg/ml (A-F). It was only at concentrations higher than 10 µg/ml (G-H)
that cell rounding and clumping, and therefore stress (G), along with cell death (H) were evident
(Figure 17).
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Figure 17: Observed LNCaP cell morphology after being exposed to increasing concentrations
of the aqueous C. capensis rhizome extract over 96 hours. Slight changes in morphology, from
flat and polygonal to slightly less flat and stacked, were observed up until 10 µg/ml (A-F). All
higher concentrations (G-H) showed a changed in cell morphology from flat and polygonal to
rounded and clumped (G), along with total cell death (H).
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Similarly, the XTT assay revealed only minor decreases in the viability between the control
groups and 10µg/ml (Figure 18). At higher concentrations, a steady, dose-dependent decline in
the viability was observed. A statistically significant (P=0.0002) decline was observed at
100 µg/ml, along with a further marked, statistically significant (P<0.0001) decline at the highest
concentration used in this study (1000 µg/ml). The repeated measures ANOVA showed a
significant (P<0.0001) negative trend between the control and 1000 µg/ml, along with One-way

Cell viability (%)

ANOVA, revealing significance (P<0.001) between the control and 1000 µg/ml.
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Figure 18: Cell viability of LNCaP cells as determined by the XTT assay for an exposure time
of 96 hours. Cells showed no significant change in percentage viability below 10 µg/ml, while
showing a significant (P=0.0002 and P<0.0001) decrease in percentage viability beyond this
concentrations (10 µg/ml-1000 µg/ml).
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3.1.2 TM3 Cell viability
After being exposed to increasing concentrations of the aqueous C. capensis rhizome extract
over 24 hours, the cell morphology was observed and recorded (Figure 19). It was found that no
observable changes in the typical rounded, and clustered morphology had occurred between the
control groups and 10 µg/ml (A-F). At higher concentrations (G-H), cells became notably less
clustered, more sparely spaced, and rounder than usual (G), along with showing signs of cell
death (H).
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Figure 19: TM3 cell morphology after being exposed to increasing concentrations of the
aqueous C. capensis rhizome extract over 24 hours. Morphology remained unchanged up until
10 µg/ml (A-F). At higher concentrations (G-H) cells became rounder than usual and more
sparsely spaced (G), and showed evidence of cell death (H).
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The XTT assay revealed no change in percentage viability between the control groups and
10 µg/ml (Figure 20). It was only at concentrations as of 100 µg/ml that the viability increased,
with a statistically significant (P=0.0147) increase in viability observed at 1000 µg/ml. When
analyzed further, the repeated measures ANOVA revealed an insignificant (P) positive trend
between the control and 1000 µg/ml, along with one-way ANOVA showing an insignificant

Cell viability (%)

(P=0.054) trend between the control and 1000 µg/ml.
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Figure 20: TM3 cell viability as determined by the XTT assay over a 24capensis
hour exposure. Cells
showed no significant change in percentage viability, up until 1000 µg/ml was reached. It was
only at this concentrations that a significant (P=0.0147) increase in viability was found.
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After being exposed to the extract for 96 hours, the cell morphology was observed and recorded
(Figure 21). It was observed that the cell morphology remained typically rounded and clustered,
and therefore unchanged between the control groups and 10 µg/ml (A-F). At higher
concentrations (G-H), cell rounding typical of cell death was observed (G) along with total cell
death (H).
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Figure 21: TM3 cell morphology after being exposed to increasing concentrations of the
aqueous C. capensis rhizome extract over 96 hours. Cell morphology remained typically rounded
and clustered, and therefore unchanged up until 10 µg/ml (A-F). At higher concentration (G-H)
cells became atypically rounded and showed clear signs of cell death.
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Similarly, the XTT assay displayed only a minor elevation in viability at 0.001 µg/ml and
0.01 µg/ml, with no change in viability between the control group and 0.1 µg/ml and
1 µg/ml (Figure 22). As of 10 µg/ml, viability began to decline in a dose-dependent manner that
was statistically significant (P<0.0001) at 100 µg/ml and 1000 µg/ml, respectively.
The repeated measures ANOVA that revealed a significant (P<0.0001) trend between the control
and 1000 µg/ml, as well as one-way ANOVA, revealing a significant (P<0.001) trend between
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the control and highest concentration used in this study (1000 µg/ml).
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Figure 22: TM3 cell viability as determined by the XTT assay over a 96 hour exposure. Cells
showed no significant change in percentage viability, up until 100 µg/ml and 1000 µg/ml were
reached. It was only at these concentrations that a significant (P<0.0001) decrease in percentage
viability was found.
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3.1.3 TM4 cell viability
After being exposed to increasing concentrations of the aqueous C. capensis rhizome extract
over 24 hours, the cell morphology was observed and recorded (Figure 23). No observable
changes in the typical flat, polygonal and clustered morphology had occurred between the
control groups and 10 µg/ml (A-F). At higher concentrations (G-H), cells became less clustered
and slightly less flat and polygonal (G), as well as becoming atypically rounded and even less
clustered (H).
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Figure 23: TM4 cell morphology after being exposed to increasing concentrations of the extract
over 24 hours. Morphology remained unchanged, flat, polygonal and clustered, up until 10 µg/ml
(A-F). Higher concentrations (G-H) showed signs of less flat, polygonal and clustered cells (G)
along with cell rounding (H).
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The XTT assay revealed a slight, but steady, dose-dependent increase in the cell viability
between control groups and 100 µg/ml (figure 24). At 1000 µg/ml, a sharp, significant
(P<0.0001) drop in the viability was observed. Trend analysis using the repeated measures
ANOVA revealed a significant (P=0.005) positive trend between control and 100 µg/ml, and a
significant (P<0.0001) negative trend between 100 µg/ml and 1000 µg/ml. When analyzed
further, one-way ANOVA also yielded significance (P<0.001) between the control and 1000
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Figure 24: TM4 cell viability as determined by the XTT assay over a 24-exposure period. Cells
showed minor, dose-dependent increases in the viability up until 100 µg/ml was reached. At
1000 µg/ml, a sharp, significant (P<0.0001) decrease in cell viability was observed.
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After being exposed to the aqueous C. capensis rhizome extract for 96 hours, the cell
morphology was observed and recorded (Figure 25). Cell morphology remained flat, polygonal,
clustered, and therefore unchanged between the control groups and 10 µg/ml (A-F). A higher
concentrations (G-H), cell morphology was notably different, showing scattered, slightly
rounded cells (G), as well as evidence of cell death (H).
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Figure 25: TM4 cell morphology after being exposed to increasing concentrations of the extract
over 96 hours. Cell morphology remained flat, polygonal, clustered, and therefore unchanged up
until 10 µg/ml (A-F). At higher concentration (G-H) cells began to show evidence of stress,
characterized by cells being more scattered and slightly rounded (G), along with evidence of cell
death (H).
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Similarly, the XTT assay revealed relatively no change in cell viability between the control and
10 µg/ml (Figure 26). Hereafter, at the higher concentrations, cell viability began declining in a
dose-dependent manner, yielding significance (P<0.0001) at 100 µg/ml and 1000 µg/ml of the
extract, respectively. Trend analysis using the repeated measures ANOVA produced a significant
(P<0.001) positive trend between the control and 1000 µg/ml. Further analyses using the oneway ANOVA also yielded significance (P<0.001) between the control and 1000 µg/ml of the
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Figure 26: TM4 cell viability as determined by the XTT assay over a 96-hour exposure period.
Cells showed no significant change in cell viability, up until 10 µg/ml was reached.
Concentrations of 100 µg/ml and 1000 µg/ml produced a significant (P<0.0001) dose-dependent
decline in cell viability.
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3.1.4 The combined effect of the extract and doxorubicin
LNCaP cell morphology was observed and recorded after being exposed to increasing
concentrations of the aqueous C. capensis rhizome extract (1-1000 µg/ml) combined with
21.3µM of Doxorubicin (DOX), over a 24-hour exposure period (Figure 27). It was observed,
that in the presence of 21.3 µM of DOX, each concentrations of the extract presented with an
altered LNCaP cell morphology, changing from flat and polygonal to rounded and clumped
(A-H). It must be noted that although cells have become rounded and clumped, total cell
death was not observed.
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Figure 27: Effects of the aqueous C. capensis rhizome extract combined with the 21.3 µM of
Doxorubicin (DOX) over a 24-hour exposure period. Each concentration of the extract
showed altered LNCaP cell morphology, changing from flat and polygonal to round and more
clumped. Total cell death, however, was not observed.
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When LNCaP cells were exposed to the extract alone, a slow but steady increase in cell
viability was observed between the control and 10 µg/ml (Figure 28). Hereafter, a steady,
dose-dependent decrease was observed between 10-1000 µg/ml. Subsequently, when the
extract was combined with 21.3 µM of Doxorubicin (DOX), a steady, dose-dependent
decrease in cell viability was observed between concentrations of 0.001-1000 µg/ml of the
extract. However, when the effect of the extract alone was compared with the combined
effect of the extract with DOX, it was clear that a greater decrease in cell viability was
achieved at each concentration of the extract. Significance (P<0.0001, P=0.0018, P=0.0206,
P=0.0176, P=0.0018, P=0.0036, P=0.0071, P=0.0033) between the extract alone and the
extract in combination with DOX was observed at each concentration of the extract.
Trend analysis using the repeated measures ANOVA revealed a negative trend, albeit
insignificant (P=0.0678), between the control group and the highest concentration of the
extract only, 1000 µg/ml. One-way ANOVA revealed significance (P<0.001) between the
control and highest concentration of the extract alone. Trend analysis, using the repeated
measures ANOVA, of the combined effect of the extract and DOX revealed an insignificant,
negative trend between the control group and highest concentration of the combination,
1000 µg/ml of the extract. One-way ANOVA revealed an insignificant (P=0.502) trend
between the control groups and highest concentration of extract combined with DOX.
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Figure 28: Effects of 21.3 µM of Doxorubicin (DOX) combined with the extract on LNCaP
cells over a 24-hour exposure period. DOX alone is shown by (D). When evaluating the
extract alone, a steady increase in cell viability was observed between the control and 10
µg/ml, followed by a steady, decrease in cell viability between 10-1000 µg/ml. Subsequently,
when the extract was combined with 21.3 µM of Doxorubicin (DOX), a dose-dependent
decrease in cell viability was observed between concentrations of 0.001-1000 µg/ml of the
extract. However, when the effect of the extract alone was compared with the combined
effect of the extract with DOX, it was clear that a greater decrease in cell viability was
achieved at each concentration of the extract. Significance (P<0.0001, P=0.0018, P=0.0206,
P=0.0176, P=0.0018, P=0.0036, P=0.0071, P=0.0033) between the extract alone and the
extract in combination with DOX was observed.
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Over a 96-hour exposure period (Figure 29)., the combined effect of the aqueous C. capensis
rhizome extract and 21.3 µM of Doxorubicin (DOX) produced altered cell morphology in
LNCaP cells, changing from flat and polygonal, to more rounded and stressed (A-F).
Additionally, observed cell numbers were much lower between the control and 10 µg/ml
C. capensis (A-F). At the higher concentrations of the extract, 100-1000 µg/ml, total cell
death was observed (H).
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Figure 29: Effects of increasing concentrations of the aqueous C. capensis rhizome extract
combined with the 21.3 µM of Doxorubicin (DOX) on LNCaP cells over a 96-hour exposure
period, largely showing evidence of cell death at each concentration.
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Over a 96-hour exposure period, the extract alone showed a dose-dependent increase in cell
viability between the control and a concentration of 0.01 µg/ml the extract. Hereafter, a
further dose-dependent decrease in cell viability was observed between concentrations of 0.11000 µg/ml the extract. In comparison, the combined effect of the extract and DOX revealed
a steady, dose-dependent decrease in cell viability between concentrations of 0.001-1000
µg/ml of the extract. Additionally, a clear difference in the percentage decrease in cell
viability was observed between the extract alone and the extract combined with DOX, Where
DOX yielded a greater observed percentage decrease in cell viability. A Significant
(P<0.0001 and P=0.002) difference between the extract alone and the extract under the
influence of DOX was found at each concentration of the extract.
Trend analysis using the repeated measures ANOVA, with regard to the extract alone,
revealed a significant (P=00001), negative, trend between the control group and 1000 µg/ml
of the extract. One-way ANOVA also revealed significance (P=0.002). When analyzing the
extract combined with DOX, trend analysis using the repeated measures ANOVA revealed a
significant (P=0.0486), negative, trend between the control group and 1000 µg/ml of the
extract. Similarly, one-way ANOVA revealed significance (P<0.001) between the control and
1000 µg/ml of the extract.
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Figure 30: Effects of DOX and the aqueous C. capensis rhizome extract on LNCaP cells as
determined by the XTT assay over 96 hours. DOX alone is shown by (D). The extract alone
showed a dose-dependent increase in cell viability between the control and a concentration of
0.01 µg/ml of the extract, followed by a dose-dependent decrease in cell viability was
between concentrations of 0.1-1000 µg/ml of the extract. In comparison, the combined effect
of the extract and DOX revealed a steady, dose-dependent decrease in cell viability between
concentrations of 0.001-1000 µg/ml of the extract. Additionally, a clear difference in the
percentage decrease in cell viability was observed between the extract alone and the extract
combined with DOX, where DOX yielded a greater observed percentage decrease in cell
viability. A Significant (P<0.0001 and P=0.002) difference between the extract alone and the
extract under the influence of DOX was found at each concentration of the extract.
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3.1.5 The effect of the extract on testosterone stimulated LNCaP cells
LNCaP cells are androgen sensitive, thereby making it the perfect model for investigating the
effects of testosterone. Thus, increasing concentrations of the aqueous C. capensis rhizome
extract were tested in the presence of different concentrations of testosterone, ranging from
0.001-1000 nM, for 24 and 96 hour periods and cell morphology was recorded
(Figure 32 and Figure 33).
Legend to Figure 32 and Figure 33
LNCaP cell morphological changes under the influence of C. capensis and testosterone over
24 and 96 hours. LNCaP morphology at each concentration of testosterone only is shown by
A-F. The effect of each testosterone concentration in combination with increasing
concentrations of C. capensis is shown by G-V1.
Over 24 hours (Figure 32), it was observed that low concentrations of testosterone (A-D)
showed a proliferative effect, whereas as high concentrations of testosterone (E-F) showed an
inhibitory effect, characterized by cell stress and eventual early signs of death. When the
increasing concentrations of testosterone were combined with increasing concentrations of
the extract, cell stress and eventual cell death became progressively more evident. The
greatest inhibitory effects were observed at 1000 nM of testosterone at each concentration of
the extract.
Over 96 hours (Figure 33), testosterone continued to show proliferative effects at low
concentrations (A-D) and inhibitory effects at higher concentrations (E-F). Again, when the
increasing concentrations of testosterone were combined with increasing concentrations of
the extract, cells became progressively more stacked, less flat and polygonal, rounded and
eventually showed signs of cell death. The greatest inhibitory effect was seen at 1000 nM
testosterone.
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A: Testosterone without C. capensis (0.01 nM)
B: Testosterone without C. capensis (0.1 nM)
C: Testosterone without C. capensis (1 nM)
D: Testosterone without C. capensis (10 nM)
E: Testosterone without C. capensis (100 nM)
F: Testosterone with C. capensis (1000 nM)
G: Testosterone with C. capensis (0.01 nM + 0.001 µg/ml C. capensis)
H: Testosterone with C. capensis (0.1 nM + 0.001 µg/ml C. capensis)
I: Testosterone with C. capensis (1 nM + 0.001 µg/ml C. capensis)
J: Testosterone with C. capensis (10 nM + 0.001 µg/ml C. capensis)
K: Testosterone with C. capensis (100 nM + 0.001 µg/ml C. capensis)
L: Testosterone with C. capensis (1000 nM + 0.001 µg/ml C. capensis)
M: Testosterone with C. capensis (0.01 nM + 0.01 µg/ml C. capensis)
N: Testosterone with C. capensis (0.1 nM + 0.01 µg/ml C. capensis)
O: Testosterone with C. capensis (1 nM + 0.01 µg/ml C. capensis)
P: Testosterone with C. capensis (10 nM + 0.01 µg/ml C. capensis)
Q: Testosterone with C. capensis (100 nM + 0.01 µg/ml C. capensis)
R: Testosterone with C. capensis (1000 nM + 0.01 µg/ml C. capensis)
S: Testosterone with C. capensis (0.01 nM + 0.1 µg/ml C. capensis)
T: Testosterone with C. capensis (0.1 nM + 0.1 µg/ml C. capensis)
U: Testosterone with C. capensis (1 nM + 0.1 µg/ml C. capensis)
V: Testosterone with C. capensis (10 nM + 0.1 µg/ml C. capensis)
W: Testosterone with C. capensis (100 nM + 0.1 µg/ml C. capensis)
X: Testosterone with C. capensis (1000 nM + 0.1 µg/ml C. capensis)
Y: Testosterone with C. capensis (0.01 nM + 1 µg/ml C. capensis)
Z: Testosterone with C. capensis (0.1 nM + 1 µg/ml C. capensis)
A1: Testosterone with C. capensis (1 nM + 1 µg/ml C. capensis)
B1: Testosterone with C. capensis (10 nM + 1 µg/ml C. capensis)
C1: Testosterone with C. capensis (100 nM + 1 µg/ml C. capensis)
D1: Testosterone with C. capensis (1000 nM + 1 µg/ml C. capensis)
E1: Testosterone with C. capensis (0.01 nM + 10 µg/ml C. capensis)
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F1: Testosterone with C. capensis (0.1 nM + 10 µg/ml C. capensis)
G1: Testosterone with C. capensis (1 nM + 10 µg/ml C. capensis)
H1: Testosterone with C. capensis (10 nM + 10 µg/ml C. capensis)
I1: Testosterone with C. capensis (100 nM + 10 µg/ml C. capensis)
J1: Testosterone with C. capensis (1000 nM + 10 µg/ml C. capensis)
K1: Testosterone with C. capensis (0.01 nM + 100 µg/ml C. capensis)
L1: Testosterone with C. capensis (0.1 nM + 100 µg/ml C. capensis)
M1: Testosterone with C. capensis (1 nM + 100 µg/ml C. capensis)
N1: Testosterone with C. capensis (10 nM + 100 µg/ml C. capensis)
O1: Testosterone with C. capensis (100 nM + 100 µg/ml C. capensis)
P1: Testosterone with C. capensis (1000 nM + 100 µg/ml C. capensis)
Q1: Testosterone with C. capensis (0.01 nM + 1000 µg/ml C. capensis)
R1: Testosterone with C. capensis (0.1 nM + 1000 µg/ml C. capensis)
S1: Testosterone with C. capensis (1 nM + 1000 µg/ml C. capensis)
T1: Testosterone with C. capensis (10 nM + 1000 µg/ml C. capensis)
U1: Testosterone with C. capensis (100 nM + 1000 µg/ml C. capensis)
V1: Testosterone with C. capensis (1000 nM + 1000 µg/ml C. capensis)
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Figure 32: LNCaP cell morphology after being exposed to increasing concentrations of
the aqueous C. capensis rhizome extract (0.001 µg/ml-1000 µg/ml) and testosterone (0.01
nM-1000 nM) over 24 hours. At each concentration of the extract, it was observed that 1000
nM testosterone showed an inhibitory effect, whereby signs of cell stress became evident.

94

A

G

M

S

Y

E1

K1

Q1

B

H

N

T

Z

F1

L1

R1

C

I

O

U

A1

G1

M1

S1

D

J

P

V

B1

H1

N1

T1

E

K

Q

W

C1

I1

O1

U1

F

L

R

X

J1

P1

V1

D1

Figure 33: LNCaP cell morphology after being exposed to increasing concentrations of the
aqueous C. capensis rhizome extract (0.001 µg/ml-1000 µg/ml) and testosterone (0.01 nM1000 nM) over 96 hours. At each concentration of the extract it was observed that 100-1000
nM testosterone showed an inhibitory effect, whereby signs of cell stress and death became
evident.
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Over 24 hours (Figure 34), the XTT assay revealed an apparent proliferation of LNCaP cells
at extract concentrations between 0.001 µg/ml-0.1 µg/ml, along with an apparent inhibition
of LNCaP cells at extract concentrations between 1 µg/ml-1000 µg/ml. Concentrations of
0.01-100 nM testosterone produced minor elevations of cell viability at 0.001 µg/ml of the
extract, and no changes in cell viability at 0.01 µg/ml of the extract. Hereafter, 0.01-1000 nM
testosterone produced a dose-dependent increase in cell viability when combined with 0.1
and 1 µg/ml of the extract, while showing and apparent dose-dependent decrease in cell
viability when combined with 10-1000 µg/ml of the extract. While 1000 nM testosterone
produced an increase in cell viability when combined with 0.001 µg/ml of the extract, and a
progressively, dose-dependent decrease in cell viability when combined with 0.01-1000
µg/ml of the extract.
Significance (P=0.0341 and P=0.0352) was exhibited at extract concentrations of 0.01 µg/ml
and 1000 nM testosterone, and at 0.1 µg/ml extract and 100 nM testosterone. Similarly,
significance (P=0.0214, P=0.024, P=0.022, P=0.0121, P=0.0187, P=0.0113, P=0.0271,
P=0.0107, P=0.041, P=0.0065, P=0.0084, P=0.009, P=0.0225, P=0.0009, P=0.0007) was
observed at 1 µg/ml of the extract and 1000 nM testosterone, at 10 µg/ml of the extract and
10-1000 nM testosterone, at 100 µg/ml extract and 0.01-1000 nM testosterone and at 1000
µg/ml extract and 0.1-1000 nM testosterone, respectively. It must be noted that the greatest
decreases in cell viability were observed when extract concentrations between 1-1000 µg/ml
were combined with 1000 nM of testosterone.
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Figure 34: Combined effect of the aqueous C. capensis rhizome extract and testosterone on
LNCaP cells as determined by the XTT assay over 24 hours. An apparent proliferation of
LNCaP cells at extract concentrations between 0.001 µg/ml-0.1 µg/ml, along with an
apparent inhibition of LNCaP cells at extract concentrations between 1 µg/ml-1000 µg/ml
was observed. Concentrations of 0.01-100 nM testosterone produced minor elevations of cell
viability at 0.001 µg/ml of the extract, and no changes in cell viability at 0.01 µg/ml of the
extract. Hereafter, 0.01-1000 nM testosterone produced a dose-dependent increase in cell
viability when combined with 0.1 and 1 µg/ml extract, while showing and apparent dosedependent decrease in cell viability when combined with 10-1000 µg/ml extract. While 1000
nM testosterone produced an increase in cell viability when combined with 0.001 µg/ml
extract, and a progressively, dose-dependent decrease in cell viability when combined with
0.01-1000 µg/ml extract.
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After 96 hours, (Figure 35), 0.001-0.1 µg/ml of the extract combined with 0.01 nM-10 nM
testosterone produced minor declines in cell viability, while 100-1000 nM testosterone
produced increases in cell viability when combined with 0.001-0.01 µg/ml of the extract.
Hereafter, 0.01-10 nM testosterone continued to show minor declines in cell viability when
combined with 1-10 µg/ml of the extract, while showing further, dose-dependent declines in
cell viability between 100-1000 µg/ml of the extract. 100-1000 nM testosterone exhibited a
steady, dose-dependent decrease in cell viability when combined with 1-1000 µg/ml of the
extract. Significance (P=0.047, P=0.0185 and P=0.0013) was observed at 0.001 µg/ml extract
combined with 0.1-1000 nM testosterone, and 0.01 µg/ml extract combined with 1000 nM
testosterone, respectively. Significance (P=0.008, P=0.0071, P=0.0292, P=0.0380, P=0.0255,
P=0.0111, P=0.0402, P=0.0049, P=0.0029, P<0.0001, P=0.0018, P<0.0001, P=0.0001 and
P=0.0008) was also observed at 0.001 µg/ml of the extract combined with 0.01 nM and
10 nM testosterone, at 0.01 µg/ml of the extract combined with 0.01 nM and 1 nM
testosterone, 10 µg/ml of the extract combined with 0.1 nM testosterone, 100 µg/ml of the
extract combined with 0.01 nM, 0.1 nM and 1 nM testosterone, and at 1000 µg/ml of the
extract combined with 0.01-1000 nM testosterone, respectively. The greatest decreases in cell
viability were observed when concentrations of extract between 10-1000 µg/ml were
combined with 1000 nM testosterone.
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Figure 35: Combined effect of the aqueous C. capensis rhizome extract and testosterone on
LNCaP cells as determined by the XTT assay over 96 hours. Low concentrations, 0.001-0.1
µg/m of the extract, combined with 0.01 nM-10 nM testosterone produced minor declines in
cell viability, while 100-1000 nM testosterone produced increases in cell viability when
combined with 0.001-0.01 µg/m of the extract. Hereafter, 0.01-10 nM testosterone continued
to show minor declines in cell viability when combined with 1-10 µg/m of extract, while
showing further, dose-dependent declines in cell viability between 100-1000 µg/m of the
extract. 100-1000 nM testosterone exhibited a steady, dose-dependent decrease in cell
viability when combined with 1-1000 µg/m of the extract.
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The effect of 1000 nM testosterone in combination with the extract was subsequently tested
over 24 and 96 incubation periods.
When exposing the LNCaP cells to increasing concentrations of the extract over 24 hours
(Figure 36), a general trend emerged, whereby cell viability steadily increased in a
dose-deponent manner to a concentration of 0.1 µg/ml extract, after which the cell viability
steadily declines in a dose-dependent manner to the highest concentrations used in this study,
1000 µg/ml extract. Additionally, the highest increase in cell viability produced by the extract
alone accounted for 111%, while the greatest decrease in cell viability accounted for 81%.
When the extract was combined with 1000 nM of testosterone over a 24-hour period
(Figure 36) ,the same general trend was observed with an increase in cell viability between
the control groups and 0.1 µg/ml extract was observed; followed by a progressive, dosedependent decrease in cell viability between 1-1000 µg/ml of the extract.
Additionally, when percentages were considered, it was clear that at each concentration of the
extract, 1000 nM testosterone produced a higher observed percentage increase between the
control and 0.1 µg/ml of the extract, along with a greater percentage decrease between 11000 µg/ml of the extract. Statistically, significance (P=0.0018) was observed between the
difference in viability between the extract alone and the extract in combination with 1000 nM
testosterone.
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Figure 36: The combined effect of the extract and 1000 nM testosterone, as determined by
the XTT assay over 24 hours. (A) shows the effect of the extract on LNCaP cells in absence
of testosterone, while (B) shows the effect of the extract on LNCaP cells in the presence of
1000 nM testosterone. Observably, the same general trend emerged, whereby there is an
increase in cell viability between the control groups and 0.1 µg/ml extract, followed by a
steady decrease in cell viability between 1-1000 µg/ml of the extract. However, when
comparing the actual percentages, it was noted that a greater percentage increase was
observed between control groups and 0.1 µg/ml, as well as a greater percentage decrease
between 1-1000 µg/ml, when the extract was combined with 1000 nM testosterone.
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Similarly, when the LNCaP cells were exposed to the extract alone (Figure 37), an increase in
cell viability was observed between the control groups and 0.01 µg/ml of the extract, while a
steady, dose-dependent decrease in cell viability was observed between 0.1-1000 µg/ml
of the extract. When the extract was combined with 1000 nM of testosterone over a 96-hour
period (Figure 37), it was found that an identical trend was produced, whereby an increase in
observed cell viability was found between the control and 0.01 µg/ml of the extract, while a
steady, dose-dependent decrease in cell viability was observed between 0.1-1000 µg/ml
of the extract.
Moreover, when comparing the actual percentages produced by the combination of
the extract and 1000 nm testosterone to the effect of the extract alone, it was clear that the
combined effect of the extract and testosterone produced a higher cell viability at each
concentration between the control and 0.01 µg/of the extract along with a much sharper,
dose-dependent decline in percentage viability at each concentration between 0.1-1000 µg/ml
of the extract. Significance (P=0.0179 and P=0.0441) was also revealed between the
differences in viabilities produce between the cells exposed to the extract only and those
exposed to the combined effect of the extract and 1000 nM testosterone, observed at
0.01 µg/ml and at 1000 µg/ml extract, respectively.
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Figure 37: Combined effect of the aqueous C. capensis rhizome extract and 1000 nM
testosterone on LNCaP cells, as determined by the XTT assay over 96 hours. The effect of
the extract alone is shown by (A), while the effect of the extract in combination with
1000 nM testosterone is shown by (B). When the effect of the extract alone is compared to
the combined effect of the extract and testosterone, it is clear that the same trend emerges,
whereby there is an increase in cell viability between the control and 0.01 µg/ml, while there
is a decrease in cell viability between 0.1-1000 µg/ml. However, when the actual percentages
are considered, it is clear that the combined effect of the extract and testosterone produces a
higher increase in percentage viability between control and 0.01, along with a sharper
decrease in percentage viability between 0.1-1000 µg/ml.
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3.2 DNA fragmentation in LNCaP cells
After exposing LNCaP cells to different concentrations of the aqueous C. capensis rhizome
extract for 24 hours, DNA fragmentation was determined (Figure 38). A dose-dependent
increase in TUNEL-positive cells was observed between the control groups and 1000 µg/ml
of the extract. Although increasing in a dose-dependent manner, it appeared that TUNELpositive cells were still able to maintain their normal flat and polygonal cell morphology up
until 10 µg/ml was reached (A-F). It was observed that at 100 µg/ml, cell morphology
became less flat and polygonal, and thereby visibly stressed (G), while at 1000 µg/ml cells
presented with an abnormal, rounded morphology, typical of cell death (F).
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Figure 38: Effect of the aqueous C. capensis rhizome extract toward LNCaP cell DNA
fragmentation over 24 hours. Cells showed a dose-dependent increase in observed DNA
fragmentation between the control and 10 µg/ml, with apparent normal morphology (A-F).
Hereafter, cells showed visible signs of stress at 1000 µg/ml, presenting with abnormal, less
flat and polygonal morphology (G). At 1000 µg/ml, cells presented with an altered, rounded
morphology that is indicative of the presence of cell death (F).
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The percentage of observed TUNEL-positive cells was confirmed by the repeated measures
ANOVA that revealed a significant (P<0.001) positive trend between the control and highest
concentration, 1000 µg/ml of the extract (Figure 39). Similarly, one-way ANOVA revealed a
significant (P<0.0001) trend between the control and 1000 µg/ml. It is important to note that
even the lowest concentration used in this study (0.001 µg/ml) resulted in a significant

DNA fragmentation (%)

(P=0.0013) increase in observed TUNEL-positive cells.
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Figure 39: Effect of aqueous C. capensis rhizome extract on DNA fragmentation in LNCaP
cells after 24 hours of exposure. A significant (P=0.0013, P=0.0019, P=0.0001 and
P<0.0001) progressive, dose-dependent increase in observed TUNEL-positive cells was
found between the control and 1000 µg/ml when compared to the control. One-way ANOVA
also yielded significance (P<0.001) between control and 1000 µg/ml.
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After 96-hours of exposure (Figure 40), the dose-dependent increase in observed
TUNEL-positive cells was no longer observed between the control and 1000 µg/ml (A-H).
Instead, an apparent adaptation and proliferation in the presence of the extract was observed,
along with normal flat and polygonal morphology (A-F). It was only at a concentration of
100 µg/ml the extract that TUNEL-positive cells were observed (G). These cells were no
longer flat and polygonal, but rather showed a rounded morphology indicative of cell death
(G). At 1000 µg/ml, total cell death had occurred and only fragments of cells could be found
stained TUNEL-positive (H).
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Figure 40: Effect of aqueous C. capensis rhizome extract toward LNCaP cell DNA
fragmentation over 96-hours of exposure. The dose-dependent increase in observed TUNELpositive cells was no longer exhibited between control and 10 µg/ml., but rather adaptation
and proliferation in the presence of the extract (A-F). It was only at 100 µg/ml that TUNELpositive cells were found, with an altered morphology. At 1000 µg/ml, only fragments of
cells could be found, all of which were stained positive.
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The repeated measures ANOVA yielded an insignificant (P=0.16) positive liner trend
between control and 10 µg/ml, and a significant (P<0.0001) positive trend thereafter (Figure
41). One-way ANOVA revealed significance (P<0.0001) between the control and 1000 µg/ml
of the extract. Between the control and 10 µg/ml, low levels of TUNEL-positive cells are
observed, that slightly increase in a dose-dependent manner.

It is not until

100–1000 µg/ml that a greater dose-dependent increase in TUNEL-positive cells can be
observed. At 100 µg/ml, a significant (P<0.0001) sharp and sudden increase in TUNELpositive cells can be observed, accounting for 80%. Similarly, at 1000 µg/ml, a further,

DNA fragmentation (%)

significant (P<0.0001) increase in TUNEL-positive cells can be observed accounts for 100%.
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Figure 41: Effect of the extract on DNA fragmentation in LNCaP cells after 96-hours of
exposure. Low levels of TUNEL-positive cells, increasing very slightly in a dose-dependent
manner, were observed between the control group and 10 µg/ml of the extract. It was not
until 100-1000 µg/ml of the extract that a greater dose-dependent increase in TUBELpositive cells were observed, where 100 µg/ml showed a sharp, significant (P<0.0001)
increase. At 1000 µg/ml, TUNEL-positive cells significantly (P<0.0001).
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3.3 Testosterone production
A slight, but not significant, elevation in testosterone production between the control group
and the experimental group treated with 10 µg/ml of the extract was observed over a 24-hour
exposure period. This was followed by a steady, dose-dependent decrease thereafter, as from
100-1000 µg/ml (Figure 42). Statistically, significance (P=0.0009 and P=0.0006) was
revealed at 100 and 1000 µg/ml of the extract. Trend analysis using the repeated measures
ANOVA showed no relationship up to a concentration of 10 µg/ml of the extract. From there,
a significant (P=0.0005) negative trend was observed. One-way ANOVA also revealed
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significance (P<0.0001) between the control and 1000 µg/ml extract.

0.5
P = 0.0006
P = 0.0009

0.4
0.31

0.3

0.33

0.31

0.32

0.32

0.3

0.27

0.26

0.2
0.1
0.0
Control 0.001 0.01

0.1

1

10

100

1000

C. capensis (µg/ml)
Figure 42: TM3 testosterone production over a 24-hour incubation period. Cells showed only
slight increases in testosterone production between the control and 10 µg/ml that was not
significant, while showing significant (P=0.0009 and P=0.0006) decrease in testosterone
production at 100 µg/ml and 1000 µg/ml, respectively.
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After 96-hours (Figure 43), testosterone production was found to be slightly, but not
significantly, elevated between the control and a concentration of 0.001 µg/ml of the extract.
Subsequently, a steady, dose-dependent decline was observed between concentration of
1-1000 µg/ml extract, with significance (P=0.0306 and P=0.0023) observed at 100 and 1000
µg/ml extract. Trend analysis using the repeated measures ANOVA revealed a significant
(P<0.0001) negative trend between the control and 1000 µg/ml, while one-way ANOVA

Testosterone (ng/ml)

yielded no significance (P=0.232) between the control and 1000 µg/ml extract.
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Figure 43: TM3 testosterone production over a 96-hour incubation period. Testosterone
production remained only slightly elevated between control and 0.001 µg/ml, while showing
a dose-dependent, decrease in testosterone production between 0.01-1000 µg/ml.
Significance (P=0.0306 and P=0.0023) was observed at 100 µg/ml and 1000 µg/ml,
respectively.
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3.4 Lactate Dehydrogenase (LDH) activity
Slight, but not significant, decreases in lactate dehydrogenase (LDH) activity was observed in
TM4 Sertoli cells over a 24-hour exposure period, between the control and 10 µg/ml of the
aqueous C. capensis rhizome extract (Figure 44). Hereafter, a sudden, dose-dependent
increase in LDH activity was observed between 100-1000 µg/ml of the extract, with
significance (P=0.0273) being revealed at 1000 µg/ml of the extract. Trend analysis using the
repeated measures ANOVA revealed a significant (P=0.012) positive trend produced by the
repeated measures ANOVA between the control and the highest concentration (1000 µg/ml).
One-way ANOVA also revealed significance (P<0.0001) between control and 1000 µg/ml
extract.

After exposure to the extract for 96-hours, TM4 cells (Figure 45), LDH activity was slightly,
but not significantly, lowered at concentrations of 0.001 and 1 µg/ml of the extract, while
being slightly, but not significantly, elevated between concentrations of 0.01 and 0.1 µg/ml
extract. LDH release became increasingly elevated between concentrations of 10 and 100
µg/ml of the extract, with significance (P=0.0002) revealed between the control and 100
µg/ml. Hereafter, a sudden, sharp drop in LDH release was observed at a concentration of
1000 µg/ml extract, that was found to be statistically significant (P<0.0001). Trend analysis
using the repeated measures ANOVA showed a significant (P=0.0121) positive trend
between the control and 100 µg/ml extract, while showing a sharp significant (P<0.0001)
negative trend between 100 µg/ml and 1000 µg/ml of the extract. One-way ANOVA also
revealed significance between control and 1000 µg/ml of the extract.
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Figure 44: Lactate dehydrogenase (LDH) activity in TM4 cells over a 24 hour period. Cells
slight, but not significant, decreases in LDH release between the control and 10 µg/ml of the
extract. Hereafter, LDH release began to increase in a dose-dependent manner, between
concentrations of 100-1000 µg/ml of the extract, with significance (P=0.0273) being
observed at 1000 µg/ml of the extract. One-way ANOVA yielded significance (P<0.0001)
between the control and 1000 µg/ml of the extract.
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Figure 45: LDH activity in TM4 cells over a 96-hour exposure period. LDH release was
observed to be slightly, but not significantly, lowered at concentrations of 0.001 and 1 µg/ml
of the extract, while being slightly, but not significantly, elevated between concentrations of
0.01 and 0.1 µg/ml of the extract. Following this, LDH release became increasingly elevated
between concentrations of 10 and 100 µg/ml of the extract, with significance (P=0.0002)
revealed between the control and 100 µg/ml of the extract, while exhibiting a significant
(P<0.0001) sudden, sharp drop in LDH at an extract concentration of 1000 µg/ml. This sharp
drop in LDH activity coincides with the observed TM4 cell death, which occurred at
1000 µg/ml of the extract. One-way ANOVA yielded significance (P<0.0001) between the
control and 1000 µg/ml extract.
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3.5 RNS and ROS inhibition
Increased inhibition of reactive nitrogen species (RNS) production was observed with
increasing concentrations of the aqueous C. capensis rhizome extract, in a dose-dependent
manner (Figure 46). Although increasing in a dose-dependent manner, it must be noted that
between the control and 1 µg/ml of the extract, only slight inhibition of RNS, that was not
found to be significant, was observed.

It was only at concentrations between 10 and

1000 µg/ml of the extract that RNS was significantly (P=0.0002 and P<0.0001) and
substantially inhibited in a dose-dependent manner. Trend analysis using the repeated
measures ANOVA revealed a significant (P=0.0001), positive trend between the control and
1000 µg/ml of the extract. Similarly, one-way ANOVA revealed significance (P<0.0001)
between the control and 1000 µg/ml of the extract.

Similarly, the extract was able to inhibited reactive oxygen species (ROS) production
(Figure 47). However, it must be noted that an absence of ROS inhibition was observed 0.1
and 10 µg/ml of the extract, along with an apparent decrease in ROS inhibition between 1250 µg/ml extract. It was only between 250-1000 µg/ml of the extract that ROS inhibition
steadily increased in a dose-dependent manner. Nevertheless, significance (P=0.0198,
P=0.0425, P=0.0185, P<0.0001) was observed between the control and 1, 100, 250, 500 and
at 1000 µg/ml of the extract. Subsequently, trend analyses using the repeated measures
ANOVA revealed a significant (P=0.0136), positive, trend between the control and 1000
µg/ml of the extract. Similarly, one-way ANOVA yielded significance (P=0.001) between the
control and 1000 µg/ml extract.
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Figure 46: Reactive Nitrogen Species (RNS) inhibition as determined by the ABEL
antioxidant test kit using peroxynitrite. Although increasing in a dose dependent manner, it
must be noted that between the control and 1 µg/ml of the extract, only slight inhibition of
RNS, that was not found to be significant, was observed. It was only at concentrations
between 10 and 1000 µg/ml of the extract that RNS was significantly (P=0.0002 and
P<0.0001) and substantially inhibited in a dose-dependent manner. One-way ANOVA
yielded significance (P<0.0001) between the control and 1000 µg/ml extract.
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Figure 47: ROS inhibition as determined by the ABEL antioxidant test kit using superoxide.
An absence of ROS inhibition was observed 0.1 and 10 µg/ml of the extract, along with an
apparent decrease in ROS inhibition between 1-250 µg/ml of the extract. It was only between
250-1000 µg/ml of the extract that ROS inhibition steadily increased in a dose dependent
manner. Nevertheless, significance (P=0.0198, P=0.0425, P=0.0185, P<0.0001) was observed
between the control and 1, 100, 250, 500 and at 1000 µg/ml of the extract. One-way ANOVA
yielded significance (P=0.001) between control and 1000 µg/ml.
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3.6 Inhibition of collagenase activity
A significant (P=0.0001) dose-dependent inhibition of collagenase activity was observed at
each concentration between the control and 1000 µg/ml of the extract (Figure 48). Very little
change in collagenase inhibition occurred between 0.1 and 250 µg/ml of the extract. It was
only between 250 and 1000 µg/ml of the extract that collagenase activity was more
substantially. Repeated measures ANOVA revealed a significant (P=0.0002), positive trend
between the control and 1000 µg/ml, while one-way ANOVA also yielded significance
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(P<0.0001) between the control and 1000 µg/ml extract.
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Figure 48: Effect of the extract towards collagenase activity, showing a significant
(P=0.0001) dose-dependent inhibition of collagenase activity at all concentrations. The
greatest inhibition of collagenase activity was observed at 500 µg/ml and 1000 µg/ml,
respectively.
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3.7 Inhibition of Elastase activity
The extract was found to produce very slight decreases in elastase activity at concentrations
between 0.1-10 µg/ml of the extract, while resulting in no change in elastase activity at
concentrations between 100 and 1000 µg/ml of the extract (Figure 49). Statistically, the
decreases in elastase activity observed between 0.1-10 µg/ml of the extract were found to be
statistically significant (P=0.0003 and P<0.0001). Trend analysis using the repeated measures
ANOVA revealed an insignificant (P=0.0829), positive trend, while ANOVA revealed

Elastase activity (%)

significance (P<0.001) between the control and 1000 µg/ml of the extract.
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Figure 49: Effect of the extract towards elastase activity showing a significant (P=0.0003
and P<0.0001) decrease in elastase activity at 1 µg/ml and 10 µg/ml extract, respectively. No
further decrease in elastase was observed between concentrations of 0.1-10 µg/ml extract.
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Chapter 4
Discussion

4.1 Introduction
The use of traditional medicine has become an increasingly popular global trend (Siegfried
and Hughes 2012). This is mostly due to traditional medicine being more readily available,
easily accessible, forming part of cultural practices, and the belief that it presents less health
risks when compared to conventional Western Medicine (Pal and Shukla 2003; Siegfried and
Hughes 2012). In addition to the lower perceived health concerns, it is also significantly
cheaper than the pharmaceuticals currently used in Western Medicine (Pal and Shukla 2003),
making it an attractive alternative.
In Africa, the vast majority of the population is unable to cope with the cost involved in
conventional

health

care

and

pharmaceutical,

making

this

system

unavailable

(Chitindingu et al. 2014). Without the availability of conventional medicine, people began
turning to the cheaper and more easily accessible traditional medicine, often in desperation
(Chitindingu et al. 2014). Subsequently, this has led to an increasingly popular usage of
traditional medicine among the African population, accounting for approximately 80%
(Siegfried and Hughes 2012).
In addition to the cost involved, other reasons for the increased usage of traditional medicine
are strong cultural beliefs, increased curiosity and interest in a more holistic approach to
medicine, and the belief that traditional medicine is natural, and therefore safer than
pharmaceutical drugs (Siegfried and Hughes 2012). While this belief is becoming more
widespread, it is not necessarily true, as shown by Fennel et al (2004) who demonstrated
toxicity

of

plant

extracts

that

are

commonly

used

in

traditional

medicine
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(Fennell et al. 2004). Thus, extensive investigation into the safety, and efficacy, of plants
used in traditional medicine is vital.
Despite recent investigations, many plants that are commonly used in South African
traditional medicine remain unevaluated for their reported medicinal benefit, or possible
dangers. Cissampelos capensis falls within this category.

4.2 Cell Viability
South African Menispermaceae species have been used in traditional medicine to treat a
range of different ailments, as these plant species contain a wide variety of alkaloids
(De Wet et al. 2011). C. capensis specifically is used in traditional medicine to treat cancer.
However, scientifically documented information regarding C. capensis and its medicinal
benefits are extremely limited. Thus, De Wet et al (2009) set out to gain insight into
medicinal benefits of C. capensis, among other South African Menispermaceae species, in
terms of cancer treatment by testing crude rhizome and leaf alkaloidal extracts against breast
cancer (MCF-7), melanoma (UACC62) and renal cancer cells (TK10) (De Wet et al. 2009).
De Wet et al (2009) showed that despite the traditional use of C. capensis in the treatment of
cancer, both the leaf and rhizome extracts of produced surprisingly weak cytotoxic effects
toward all three cancer cell lines used in the study. The weak cytotoxicity observed by De
Wet is in line with the results of the current study, using the prostate cancer cell line LNCaP.
When the LNCaP cells were exposed to the aqueous C. capensis rhizome extract over 24
hours, it was noted that at low concentrations of the extract, a slight increase in cell viability
was evident, followed by a decrease in viability at higher concentrations. Although slight, the
increase in viability observed at low concentrations was significant, and apparently due to
cellular stress, characterized by an increased mitochondrial dehydrogenase activity (Berridge
et al. 1996). At higher concentrations of the extract, a significant decrease in viability,
119

accounting for 14%, was evident, indicating a reduced mitochondrial dehydrogenase activity
(Berridge et al. 1996). In addition to this, there were observably less cells at the highest
concentration, indicating the death of these cells.
When the cells were exposed to the extract over 96 hours, however, there was no longer
observable stress at lower concentrations of the extract. Instead, slightly lowered cell viability
was evident, indicating a subtle reduction in mitochondrial dehydrogenase activity
(Berridge et al. 1996). Additionally, cells were not observably fewer and no characteristic
signs of cell death were evident at these concentrations, indicating adaptation to the extract
and survival of these cells. However, at higher concentrations of the extract, a more
substantial decrease in viability, and thus mitochondrial dehydrogenase activity
(Berridge et al. 1996), was evident; accounting for a 83% reduction in viability at the highest
concentration. Furthermore, there were substantially fewer cells observed at the highest
concentration, indicating the death of these cells. When comparing the percentage reduction
in viability, it is clear that biologically significant cytotoxicity only occurred at the highest
concentration over an extended period of time. Based on this necessity of a high
concentration of the extract over an extended period of time to cause biologically significant
cytotoxicity, the aqueous C. capensis rhizome extract can be said to have exhibited weak
cytotoxicity toward prostate cancer LNCaP cells. This is similar to the previously mentioned
weak cytotoxicity observed by De Wet et al (2009), using crude alkaloidal rhizome extract,
and may be the result of the specific alkaloids present within the rhizomes of C. capensis.
Previously, De Wet et al (2011) characterized the alkaloids present in the leaves, stems and
rhizomes of C. capensis, and

showed that the rhizomes were a source of

bisbenzyltetrahydroisoquinoline, proaporphine and aporphine alkaloids. Specifically, the
identified alkaloids included cycleanine, 12-O-methylcurine, cissacapine, glaziovine,
pronuciferine,

bulbocapnine

and

insularine

(De

Wet

et

al.

2011).

The

bisbenzyltetrahydroisoquinoline alkaloids; cycleanine, 12-O-methylcurine and cissacapnine,
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were identified as the major alkaloids found in the rhizomes of C. capensis
(De Wet et al. 2011). Of the identified C. capensis rhizome alkaloids, cycleanine is the only
alkaloid that has previously been shown in studies to produce cytotoxicity (Schiff 1991; Zi et
al. 2007; De Wet et al. 2011)
Specifically, Schiff (1987) investigated the general effects of cycleanine and reported that
isolated cycleanine produced analgesic, anti-inflammatory and muscle relaxant effects. In
addition, the same author also reported that cycleanine possessed anti-cancer abilities (Schiff
1991). Subsequently, Zi et al (2007) set out to investigate the proposed anticancer abilities of
cycleanine and reported potent cytotoxicity against human lymphoma cells (Ramos RA-1),
along with modest cytotoxicity against human lung cancer (A549), murine leukemia (P388)
and human leukemia (HL-60) cells.
Being one of the major alkaloids present in the rhizomes of C. capensis, and the only one
shown to induce cytotoxicity in previous studies, it can be hypothesized that cycleanine was
responsible for the cytotoxicity observed at high extract concentrations in the current study.
However, due to the necessity of a high extract concentration, in the current study, to produce
biologically significant cytotoxicity, it can also be hypothesized that low levels of cycleanine
existed within the aqueous C. capensis rhizome extract. This notion may be supported by the
study conducted by De Wet et al (2011) that not only characterized the alkaloids present in
C. capensis rhizomes, stems, and leave, but also described their specific percentage yields. In
their study, De Wet et al (2011) showed that there was a substantial amount of plant to plant
alkaloid quantity variation, which in the case of cycleanine ranged anywhere from a low of
14% to a high of 77%. For this reason, it is possible that the aqueous C. capensis rhizome
extract used in the current study may have had a cycleanine content that fell within the lower
end of the scale. Should this be true, it would indicate that a high extract concentration was
needed in order to accumulate enough cycleanine to incite a cytotoxic effect.
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Based on the previously mentioned studies describing the potent cytotoxicity of isolated
cycleanine (Schiff 1991; Zi et al. 2007), it could then be hypothesized that the isolation of
cycleanine from C. capensis would be more beneficial in the treatment of prostate cancer, as
opposed to the aqueous C. capensis rhizome extract used in the current study. However, the
safety of isolated cycleanine is questionable when the effects of the extract toward the
non-cancerous TM3 Leydig and TM4 Sertoli cells observed in the current study are
considered.
When the TM3 cells were exposed to the extract over 24 hours, it was noted that slight
elevations in cell viability were evident at low extract concentrations, followed by a
significant, more substantial increase in viability at the higher concentrations, accounting for
a 20 % increase. This elevation in cell viability indicates the presence of cellular stress,
characterized by an elevation in mitochondrial dehydrogenase activity (Berridge et al. 1996).
When these cells were exposed to the extract over 96 hours, low extract concentrations
exhibited a slight elevation in cell viability was evident, accounting for a 4% increase at best,
followed by a dose-dependent decrease in cell viability that was only significantly lower at
the highest concentrations, accounting for a 57% and 87% decrease, respectively. Cells were
thus minimally stressed at lower concentrations, characterized by a slight increase in
mitochondrial dehydrogenase activity (Berridge et al. 1996), while the highest concentrations
exhibited more substantial decreases in viability, thereby a reduced mitochondrial
dehydrogenase activity (Berridge et al. 1996), along with observably fewer cells and hence
cell death.
Similarly, when the TM4 cells were exposed to the extract over 24 hours, low extract
concentrations exhibited a slight dose-dependent increase in cell viability, accounting for a
7% increase at best. Cell mitochondrial dehydrogenase activity was thus minimally, but
progressively increased, showing a progressive occurrence of cell stress. Following this, there
was a decline in cell viability at the highest concentrations, accounting for 35%. Additionally,
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fewer cells were observed at this concentration, indicating cell death. Over 96 hours, cell
viability fluctuated between a 3% increase and a 4% decrease in viability at low extract
concentrations. Despite the fluctuation, no difference in observable cell numbers or
morphology could be observed, indicating cell adaptation and survival at these
concentrations. Cell viability decreased significantly at higher extract concentrations,
accounting for 28% and 90% reduction, respectively. At these concentrations, cells were
observably fewer and morphologically atypical, indicating cell stress and cell death. Again, it
is clear that the extract was only able to produce biologically significant cytotoxicity at the
highest concentration, over an extended period of time in TM3 Leydig and TM4 Sertoli cells.
Unfortunately, this occurred at the same extract concentration that is necessary to produce
cytotoxicity in prostate cancer LNCaP cells. Therefore, the extract produced cytotoxicity in a
non-specific manner at high concentrations. However, if cycleanine is the alkaloid
responsible for the cytotoxic effect, it stands to reason that isolated cycleanine might also
produce non-specific cytotoxicity. Nevertheless, the need for a high extract concentration to
produce biologically significant cytotoxicity in prostate cancer cells, that is also capable of
producing the same effect in non-cancerous cells, indicates that the aqueous C. capensis
rhizome extract may not be suited to the treatment of prostate cancer.

4.3 DNA fragmentation
Previously, a study conducted by Geske and Nelson (2000) investigated the occurrence of
DNA repair in early stages of apoptosis using cultured murine mammary epithelial cells.
These authors reported that cell repair mechanisms became activated when cells were
confronted with an DNA-damaging apoptotic stimulus (Geske and Nelson 2000).
Additionally, they suggested that if the stimulus did not induce enough DNA damage, to
overwhelm the repair mechanism of the cells, then transcription and translation could
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re-initiate and the cell would not be driven toward apoptosis, and hence survive
(Geske and Nelson 2000). It was only when the DNA damage exceeded the capabilities of
repair mechanisms, or when these mechanisms were deactivated by caspase proteolysis, that
cells were observed to be driven toward apoptosis (Geske and Nelson 2000). Subsequently,
the ability of cells to repair DNA until repair mechanisms are overwhelmed, which then leads
to apoptosis, was also reported in a study conducted by Gordon et al (2002), investigating the
interaction of DNA damage and repair mechanisms in photoreceptor degeneration. More
recently, Martin et al (2008) outlined the effects of DNA repair mechanism in the resistance
of cancer cells to chemotherapeutic agents. They stated that five repair mechanisms existed to
protect cellular DNA from injury; namely nucleotide excision repair, mismatch repair,
double-strand break repair, base-excision repair, and base repair. Nevertheless, it is clear that
the possibility exists for cells to overcome the effects of a DNA damaging agent, and survive.
When the current results are considered, DNA repair can be hypothesized to have occurred in
prostate cancer LNCaP cells.
When LNCaP cells were exposed to the aqueous C. capensis rhizome extract for 24 hours,
low extract concentrations yielded and increase in observed DNA fragmentation,
characterized by stained cell nuclei, in a dose-dependent fashion. It is essential to note,
however, that despite cell nuclei taking up the stain at these concentrations, cell morphology
remained identical to that of control groups, and therefore unchanged. The lack of
morphological change at low concentrations, despite taking up the stain, may indicate the
ability of the extract to incite low levels of DNA damage in LNCaP cells. At higher
concentrations, observed DNA fragmentation climbed dramatically in a dose-dependent
manner, along with obvious changes in LNCaP cell morphology and observably less cells. If
the extract indeed caused DNA damage, then, in accordance with the observations of
Geske and Nelson (2000), it can be hypothesized that high extract concentrations produced
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sufficient DNA damage to drive the cells towards cell death. The observed effect of the
extract toward LNCaP cells over 96 hours may further support this notion.
When LNCaP cells were exposed to the extract for 96 hours, DNA fragmentation,
characterized by stained cell nuclei, were scarcely observed at low extract concentrations. In
fact, the observed fragmentation at low extract concentrations was comparable to that
observed in control groups. Additionally, cell morphology remained flat, polygonal, and
otherwise normal. Should the hypothesized extract-related DNA damage be true, then the
absence of DNA fragmentation, along with the normal cell morphology, may further support
the proposed low levels of DNA damage at low extract concentrations. Assuming this to be
true, it would be in line with the previously mentioned reports of cell survival, rather than cell
death, when the amount of DNA damage was within the capacity cell repair mechanisms. At
the higher extract concentrations, observed DNA fragmentation abruptly increased,
accounting for a 72% and 100% increase, respectively. Furthermore, cells were observably
fewer at these concentrations, with characteristic signs of cell death. It is essential to note that
these are the same extract concentrations that produced substantial fragmentation and
alterations in cell morphology over 24 hours.
Thus, this may indicate that the extract caused enough DNA damage at high concentration to
overcome the capabilities of the cell repair mechanisms and drive the cell toward cell death,
while failing to do so at lower concentrations. With this in mind, it can only be hypothesized
which compound within the extract was responsible for these observed effects. It stands to
reason that the compound most likely responsible for the hypothesized extract-induced DNA
damage would be cycleanine, as this alkaloid has previously been shown to be cytotoxic
towards cancer cells. However, studies reporting the cytotoxic effects of cycleanine did not
investigate the possible mode of action, and thus it cannot be said with certainty to directly
cause DNA damage. However, it would serve to explain the necessity of a high concentration
to drive the LNCaP cells toward cell death, and be in line with the previously hypothesized
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low levels of cycleanine within the extract. In addition, most chemotherapeutic agents cause
DNA damage, resulting in single-stranded or double-stranded breaks. If cycleanine was the
causative alkaloid, then it can be hypothesized to cause single-stranded or double-stranded
breaks in DNA, especially since cells can recover from these specific types of DNA damage.
Alternatively, the findings of Babajidel and Mabusela (2010) may provide a different
explanation for the hypothesized extract-related DNA damage in LNCaP cells.
In addition to alkaloids, Babajide and Mabusela (2010) revealed C. capensis to be a source of
other phytochemicals, such as phenols, tannins, saponins and flavonoids. These types of
phytochemicals are known to act as antioxidants, scavenging free radicals and thus helping to
maintain the previously mention redox homeostasis. However, in a recent study conducted
Lu et al (2013), it was demonstrated, using the flavonoid epigallocatechin (ECGC), that
excessive antioxidant supplementation could cause adverse effects in humans. Specifically,
these authors showed that excessive amounts of ECGC resulted in reductive DNA damage,
precisely double stranded breaks, in human lung cancer cells (A549) and non-cancerous
human skin cells (GM05757).
Furthermore, these observations were in line with those observed in a study conducted by
Wang et al and a study conducted by Nyugen and co-writers, who demonstrated that the
weakly bound electrons found in antioxidants could cause direct DNA damage in cells
(Wang et al. 2009; Nguyen et al. 2011). Moreover, these authors showed that this was due to
the dissociation of the weakly bound electron to the guanine bases, resulting chemical bond
breakages and thus single and double stranded DNA breaks (Wang et al. 2009; Nguyen et al.
2011). For these reasons, it is possible that the LNCaP cells used in the current study were
exposed to excessive amount of antioxidants present within the extract, and hereby exhibited
DNA damage.
Based on the observation by Lu et al (2013), it is possible that antioxidant present in the
aqueous C. capensis rhizome extract also resulted in single or double stranded DNA breaks in
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LNCaP cells. It must be mentioned that the study conducted by Babajidel and Mabusela
(2010) merely screened for antioxidants in C. capensis extracts, but did not quantify them.
Thus, the actual amounts of antioxidants present within the extract used in the current study
may be low, thus dictating a need for a high extract concentration to induce cell death.
Additionally, another possibility is that low levels of antioxidants and cycleanine acted
synergistically to produce the observed DNA damage. However, without further investigation
it is not possible to definitively identify the mechanism by which the damage occurred.

4.4 Combined effect of testosterone and extract
An early study conducted by Huggins and Hodges in 1941 investigated the link between
carcinoma of the prostate and androgen hormones by observing the serum marker acid
phosphatase (Huggins and Hodges 1941). These authors demonstrated that castration in men
with prostate cancer caused a decrease in acid phosphatase and regression of the disease,
whereas administration of testosterone caused progression of the disease. Subsequently,
studies also suggested that administration of testosterone to men with prostate cancer
increased the severity of the disease, and observed mortality (Prout and Brewer 1967; Fowler
and Whitmore 1981). Thus, testosterone administration was believed to be contraindicated in
men suffering from prostate cancer.
Since then, many studies investigating this relationship have reported conflicting results
(Morgentaler 2006; Morgentaler 2009; Chuu et al. 2011). Morgentaler (2006) clearly outlined
contradiction in the available literature, stating that administration of testosterone to men
with, or suspected of having prostate cancer may not be contraindicated, as previously
believed. An example used by Morgentaler was the rare occurrence of prostate cancer during
the peak testosterone years of the early 20’s, despite the common presence of microfocci in
these young men (Morgentaler 2006). Subsequently, a study was conducted by
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Khera et al (2009) investigated the effects of testosterone replacement therapy in men who
underwent radical prostatectomy. Khera et al (2009) demonstrated that testosterone
replacement therapy in these men did not increase prostate-specific antigen (PSA) levels, and
thus did not aggravate prostate cancer. Additionally, a review of available literature by
Rhoden and Averbeck (2009) also clearly outlined that no compelling scientific evidence
supported the belief that higher testosterone levels worsened the occurrence of prostate
cancer. More recently, a study conducted by Song and Khera (2014) investigated the effects
of normal physiological levels testosterone toward androgen-sensitive prostate cancer cells
(LNCaP and MDA PCa 2b), along with androgen insensitive prostate cancer cells (PC-3 and
DU145). They demonstrated that prostate cancer cells would grow optimally at low levels of
testosterone, while their growth was inhibited at higher levels of testosterone (Song and
Khera 2014). These observations are in line with the current study, when LNCaP cells were
exposed to both increasing concentrations of the aqueous C. capensis rhizome extract and
increasing concentration of testosterone. Observably, low concentrations of testosterone
caused overall improved growth, characterized by an observed greater cell number. Also, cell
morphology remained flat and polygonal, and thus normal. At higher concentrations of
testosterone, the LNCaP cells began to show morphological changes from flat and polygonal
to rounded, and thus stressed. These observations continued over a 96-hour period, whereby
low levels of testosterone caused an observed LNCaP cells proliferation and high
concentrations resulted in inhibition.
When the increasing concentrations of the extract were added to the increasing concentrations
of testosterone over 24 hours, it was observed that low concentrations of the extract produced
slight dose-dependent elevations in cell viability when testosterone concentrations increased.
The observed increase in cell viability is indicative of increase mitochondrial dehydrogenase
activity, and hence cell stress (Berridge et al. 1996). It is important to note that at these lower
extract concentrations, low testosterone concentrations observably resulted in overgrowth of
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the cells, characterized by cell stacking. For this reason, the observed elevation in viability,
and thereby stress, was most likely due to cell overgrowth rather than extract toxicity. As the
testosterone concentration increased, cells became progressively less stacked, presented with
slightly rounded morphology, and marginally fewer observed cells, indicating slight cell
death. When extract concentrations of 0.1 and 1 µg/ml were reached, however, it was noted
that lower testosterone concentrations continued to cause slight elevations in cell viability,
along with the observed overgrowth and thereby cell stress, while higher testosterone
concentrations caused a reduction in cell viability. Also, cell morphology became
progressively rounder, and showed further signs of cell death, as testosterone concentrations
increased.
Over 96 hours, low extract concentrations combined with low testosterone concentrations
exhibited slight reductions in LNCaP cell viability, while higher testosterone concentrations
produced substantially elevated cell viability. Cells were observably slightly fewer, indicating
a small amount of cell death, and were rounded. As the extract concentration increased, it was
noted that low testosterone concentrations slowly started showing further slight reductions in
cell viability, while higher testosterone concentrations showed greater reductions in cell
viability. It must be noted that the most biologically significant increases and decreases in
cell viability were produced by the highest concentration of testosterone, indicating its ability
to induce the greatest increase in mitochondrial dehydrogenase activity and thereby cell stress
(Berridge et al. 1996).
It is also important to note that even at the highest concentration of testosterone, substantially
lowered cell viability was only produced when with the highest concentration of the extract.
In fact, when a comparison was drawn between the effect of the extract alone, and in
combination with the highest concentration of testosterone, it was clear that a much greater
inhibitory effect could be achieved when the two were combined. However, even with this
combined effect, biologically significant reductions in viability were only observed at the
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highest extract concentration, over an extended period of time. When previous
characterization of the major C. capensis rhizome alkaloid is considered, it can be
hypothesized to be responsible for the observed combined effect of testosterone and the
extract in LNCaP cells.
In a study conducted by Tian and Pan (1997), combating multidrug resistance in cancer cells
using cycleanine, insularine and insulanoline was investigated. These authors reported that
cycleanine was able to down-regulate P-glycoprotein expression in these resistance-acquired
cancer cells, and thus reduce multi-drug resistance (Tian and Pan 1997). Considering that
cycleanine is one of the major alkaloids present in the rhizomes of C. capensis, it may be
possible that it affected the LNCaP cells used in the current study in a similar way, resulting
in P-glycoprotein inhibition. This notion may be further supported by the observations of
Fedoruk et al (2004). Fedoruk et al (2004) investigated the role of P-glycoprotein in androgen
modulation in prostate cancer cells. In their study, they demonstrated in PC-3 and LNCaP
cells that androgen accumulation was both dependent on function androgen receptors, and
was modulated by the P-glycoprotein (Fedoruk et al. 2004). Furthermore, these authors also
concluded that the consequences of P-glycoprotein overexpression would result in decreased
androgen accumulation, leading to a decreased cell proliferation. If cycleanine indeed caused
inhibition of LNCaP P-glycoprotein in the current study, it can be hypothesized, based on the
findings of Fedoruk et al (2004), that testosterone would have accumulated within these cells
at a greater concentration than normal.
Should this be true, it would result in an even greater proliferative effect at low levels of
testosterone, which would serve to explain the combined effects of the extract and
testosterone in the current study. Furthermore, it may also indicate that as the concentration
of the extract, and thus cycleanine, increased, the inhibition of P-glycoprotein also increased.
Should this be correct, it can be hypothesized that a much greater intracellular androgen
accumulation would occur at low levels of testosterone, eventually resulting in proliferative
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testosterone concentrations becoming inhibitory. If cycleanine could indeed result in
proliferative testosterone concentrations becoming inhibitory, then the stigma attached to
testosterone in prostate cancer would no longer pose a problem. However, without further
investigation this cannot be said with certainty.

4.5 Combined effect of doxorubicin and the extract
Previously, De Wet et al (2011) characterized the alkaloids present in C. capensis, describing
the major alkaloids found within the rhizomes to be 12-O-methylcurine and cycleanine
Cycleanine is a bisbenzyltetrahydroisoquinolone alkaloid that has previously been shown to
produce cytotoxicity toward cancer cells. Additionally, the study conducted by
Tian and Pan (1997), investigating multidrug resistance, demonstrated that cycleanine was
able to down-regulated P-glycoprotein expression in drug-resistant cancer cells, resulting in a
greater accumulation of intracellular doxorubicin (DOX) and thus cell cytotoxicity.
Furthermore, the study conducted by Fedoruk et al (2004) demonstrated that P-glycoprotein
was active in LNCaP cells, playing an integral role in intracellular androgen accumulation.
Considering that cycleanine is a major C. capensis rhizome alkaloids, and thereby most likely
present in the extract used in the current study, it would stand to reason that combining the
extract with DOX would allow for a greater intracellular DOX accumulation and thus more
substantial cell death.
In the current study, the prostate cancer LNCaP cells were exposed to increasing
concentrations of the extract in the presence of 21.3 nM of DOX (the calculated IC50 value),
and compared to the effect of the extract alone. Over 24 hours, the extract in isolation
produced slight increases in cell viability at low concentration, indicating an increased
mitochondrial dehydrogenase activity and hence cell stress (Berridge et al. 1996). At higher
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concentrations, the extract in isolation caused slight decreases in viability in a dosedependent manner, accounting for an 18% decrease at best.
Although causing a decrease at the higher extract concentration, the actual percentage
decrease does not indicate biological significance. However, this is in direct contrast to the
effect of the extract in combination with DOX. When the extract was combined with DOX
over 24 hours, it was noted that cell viability was decreased at each concentration, ranging
from a 16-35% decrease. Additionally, the combined effect of the extract and DOX produced
a more substantial decrease in viability at each concentration than what the extract alone
achieved. This may support the notion that potentially low levels of cycleanine present within
the extract down-regulated the P-glycoprotein, caused intracellular DOX accumulation and
thus caused greater cell death. However, when the percentage decrease in viability of the
combination is compared to the effect of DOX alone, it is clear that DOX in isolation
produced more substantial cytotoxicity. Thus, it is possible that other compounds within the
extract may have interfered with the actions of DOX, overshadowing the potential helpful
effects of cycleanine.
Previously, Babajidel and Mabusela (2010) showed that C. capensis was a rich source of
phytochemicals, namely phenols, tannins, flavonoids and saponins. Lee et al (2013)
previously showed that these types of phytochemicals have the ability to scavenge free
radicals, and act as antioxidants. This may serve to explained the aforementioned
observations in LNCaP cells in the current study, as Lamson and Brignall (1999) suggested
that compounds acting as antioxidants were able to interfere with the actions of DOX. These
authors suggested that antioxidants prevented oxidative stress to cells, the mechanisms by
which DOX induces damage to cancerous cells (Lamson and Brignall 1999). Subsequently,
Conklin (2004) clearly outlined the ability of antioxidants to prevent DOX-induced oxidative
stress to cells, whilst preserving the drugs antineoplastic activity. This was also reported in
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subsequent studies that showed antioxidants were able to prevent DOX-induced
cardiotoxicity.
Considering that the combined effect of the extract and DOX produced substantial cell death,
albeit less than DOX alone, it can be hypothesized that the antioxidant capacity of the extract
may act in a similar manner described by Conklin (2004). This may be further supported by
the combined effect of the extract and DOX over 96 hours. When the LNCaP cells were
exposed to DOX combined with the extract over 96 hours, it was noted that cell viability was
further decreased at each concentration, with the highest decrease in viability observed at the
highest concentration, accounting for an 85% decrease.
Although, DOX alone produced a greater reduction in viability in comparison to the extractDOX combination, each concentration of DOX combined with the extract resulted in a
substantial, biologically significant decrease in viability, in comparison to the extract alone
which only showed substantial, biologically significant decreases in viability at higher
concentrations. Thus, it is indeed possible that the antioxidant capacity of the extract may
also prevent DOX-induced oxidative stress while preserving the antineoplastic effects of the
drug. Should this be true, the extract, or perhaps isolated antioxidants from the extract, may
have place in preventing DOX-induced cardiac side effects. However, further investigations
are necessary to substantiate this assumption.
4.6 Testosterone production
Surampudi et al (2012) clearly outlined the clinical manifestation termed late-onset
hypogonadism. These authors described late-onset hypogonadism as a syndrome
characterized by low circulating serum testosterone levels that resulted in symptoms such as
low libido, muscle weakness, impaired erectile function, depression, and decreased vitality
(Surampudi et al. 2012). Furthermore, they demonstrated through available literature that
late-onset hypogonadism is a common manifestation among ageing males, who very often
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present with testosterone levels far lower than what is considered normal in healthy, young
males (Surampudi et al. 2012). Moreover, these authors described the underlying causes of
late-onset hypogonadism, stating that the observed decline in testosterone levels were subject
to many factors. Specifically, these factors included a declined Leydig cell function, decline
in pituitary-hypothalamic axis function with loss of circadian variation, changes in
testosterone receptor sensitive, and changes in cardiometabolic and inflammatory markers
(Surampudi et al. 2012). More recently, Huhteneimi (2014) also clearly outlined these factors
affecting the occurrence of late-onset hypogonadis, as well as the negative effects late-onset
hypogonadism has toward quality of life.
However, the clinical manifestation known late-onset hypogonadism can be managed by
means of testosterone replacement therapy. According to Surampudi et al (2012), the goal of
testosterone replacement therapy is to raise serum testosterone levels into the mid-normal
serum range, roughly between 400-477 ng/dl, to effectively treat and reduce the associated
symptoms. Thus, the ultimate goal of testosterone replacement therapy is to improve quality
of life in hypogonadal men (Khera and Lipshultz 2007; Surampudi et al. 2012).
Khera and Lipshultz (2007) described testosterone replacement therapy being beneficial in
treating signs and symptoms of late-onset hypogonadism, improving sexual function, muscle
mass, bone density, cognition and mood, and thus substantially improving quality of life.
Similarly, a recent study conducted by Okada et al (2014) investigated testosterone
replacement therapy in late-onset hypogonadism in 50 ageing men also outlined the benefits
associated with it. These authors accomplished this by measuring parameters such as
international index of erectile function, international prostate symptom score, self-rating
depression scale and ageing male symptoms, before and after the administration of
testosterone replacement therapy over a six month period (Okada et al. 2014). Furthermore,
they demonstrated that the administration of testosterone had increased the scores the of
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international index of erectile function, international prostate symptom score, self-rating
depression scale and ageing male symptoms, and resulted in an overall improvement in the
health and quality of life in these men (Okada et al. 2014). Thus, these authors concluded that
testosterone replacement therapy is a safe, effective means of improving the health and
quality of life in late-onset hypogonadism.
A study conducted by Arver et al (2014) stated that long term testosterone replacement
therapy was both affordable and sustainable for men in Sweden. However, this may not hold
true for developing countries. In developing countries, access to conventional health care is
very limited, due to poverty and increased population movement from rural to urban areas
(Pal and Shukla 2003). Thus, it stands to reason that men experiencing late-onset
hypogonadism in developing countries may not have access to testosterone replacement
therapy, let alone be able to cope with the costs involved.
However, many plants, such as Lipidium meyenii (Maca) (Gonzales et al. 2002),
Ptychopetalum olacoides (muira pauma) (Waynberg 1994) and Eurycoma longifolia
(Tongkat Ali) (Tambi et al. 2011; Solomon et al. 2014), have shown the ability to improve
sexual function and libido, as well as boosting testosterone levels. The ability of plants to
improve sexual function and boost testosterone is significant, considering that people living
in developing countries, such as South Africa, rely on traditional medicine as a primary
source of healthcare (Kofi 2004; Chitindingu et al. 2014). However, the results obtained in
the current study suggest that C. capensis may not be suited to this purpose.
In the current study, TM3 Leydig cells were exposed to the aqueous C. capensis rhizome
extract. When the Leydig cells were exposed to the extract for 24 hours, low extract
concentrations produced a very slight increase in testosterone production, accounting for a
0.02 ng/ml increase, at best. At higher extract concentrations, a significant decrease in
testosterone production testosterone production was observed, accounting for a 0.06 ng/ml
decrease, at best. While a decrease in testosterone production of this nature is not biologically
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significant, any decrease in testosterone production, with regard to late-onset hypogonadism,
is not desirable. When Leydig cells were exposed to the extract for 96 hours, testosterone
production remained marginally increased when compared to the control groups, accounting
for a 0.03 ng/ml increase, at best. Additionally, higher extract concentrations did not produce
a further decrease in testosterone production when compared to that observed over 24 hours.
Thus, it is clear that the aqueous C. capensis rhizome extract does not induce testosterone
production in a biologically significant manner. As such, it would thereby not be able to
assist men suffering from late-onset hypogonadism as the result of impaired Leydig cell
function. Additionally, a closer inspection of the alkaloids present in the rhizomes of
C. capensis may further demonstrate that this plant is not well suited in treating low serum
testosterone.
According to De Wet et al (2011), C. capensis was shown to be a source of the aporhine
alkaloids. Previously, a study conducted by Shin et al (1998) demonstrated that bulbocapnine
had the ability to reduce dopamine levels in PC-12 neuronal cells. In fact, bulbocapnine
resulted in a 42.2% dopamine inhibition in these cells (Shin et al. 1998). Moreover, this was
demonstrated at a bulbocapanine concentration of 20 µM (Shin et al. 1998). The ability of
bulbocapnine to inhibit dopamine presents a problem, as dopamine and testosterone have a
direct relationship.
Under normal circumstances, dopamine counteracts the secretion of prolactin releasing
hormone (PRH) by promoting the secretion of prolactin inhibiting factor (PIF) (Zeitlin and
Rajfer 2000). In turn, PIF inhibits the release of prolactin, which under normal circumstances
inhibits the release of Gonadotropin Releasing Hormone GNRH (Zeitlin and Rajfer 2000).
Thereby, inhibition of prolactin by dopamine results in more GNRH secretion, and hence
more testosterone production (Zeitlin and Rajfer 2000). Thus, without dopamine, testosterone
levels would decline.
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De Wet et al (2011) showed that bulbocapnine only accounted for 1-6% of the total alkaloid
yield in their sample, which is not a substantial amount. However, Shin et al (1998) was able
to produce a 42.2% dopamine inhibition at a low bulbocapanine concentration of 20 µM
(Shin et al. 1998). In addition, the amount of bulbocapnine present in the extract used in the
current study is virtually unknown. Thus, it is possible that a C. capensis rhizome extract
would contain enough bulbocapnine to mimic the dopamine inhibition observed by
Shin et al (1998). Should this be true, it would suggest that the C. capensis rhizome extract is
not suited to treating late-onset hypogonadism, and would in fact threaten normal testosterone
production, even in healthy males. However, without further investigation, and quantification
of bulbocapnine within rhizome extracts, this cannot be said with certainty.

4.7 Lactate dehydrogenase (LDH) activity
Yi et al (2011) described lactate dehydrogenase (LDH) as a soluble, catalysing enzyme found
in the cell cytoplasm that participates in cell glycolysis. Moreover, LDH has also been
identified as being responsible for the production of lactate in Sertoli cells by regulating
glucose

transport

and

catalysing

the

conversion

of

pyruvate

to

lactate

(Marion et al. 2002; Walker and Cheng 2005). More recently, Galardo et al (2014) clearly
outlined the role of LDH in regulating glucose metabolism, via glycolysis, to yield lactate and
then pyruvate. Furthermore, lactate is essential to maintain the acidic environment of the
seminiferous tubules and also provides the essential energy required for development of
spermatogonia (Marion et al. 2002; Walker and Cheng 2005). Thus, it is clear that LDH is an
important enzyme needed in male fertility. Additionally, Yi et al (2011) demonstrated that the
during events causing damage to cell membranes, such as in necrosis, LDH has been found to
leak out of cell cytoplasm. Chan et al (2013) described necrosis as a type of cell death that is
characterised by cell swelling, rupturing and breakage of the plasma membrane. Moreover,
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rupturing of cells was described to cause the release of intracellular contents into the
surrounding environment, such as LDH (Chan et al. 2013). Thus, measuring LDH leakage in
TM4 Sertoli cells provides an indication of their normal function, and hence would provide
insight into the effect of the C. capensis rhizome extract toward their normal cell function
(Yi et al. 2011).
In the current study, TM4 Sertoli cells were exposed to the aqueous C. capensis rhizome
extract for 24 and 96 hours. It was noted, over 24 hours, that low concentrations of the extract
resulted in very slight decreases in LDH release, accounting for a 0.55 milli units/ml, at best.
It is essential to note that a decrease of this nature holds no biological significance. At higher
extract concentrations, however, LDH release suddenly increased. It is essential to note that
the observed LDH release coincides with the extract concentrations that yielded TM4 cell
stress and death. Furthermore, when the TM4 cells were exposed to the extract for 96 hours,
LDH remained slightly decreased at low extract concentrations, accounting for a
0.6 milli units/ml decrease, at best. Conversely, higher extract concentrations yielded a
further increase in LDH release. Once again, these higher extract concentration coincided
with those that produced decreased TM4 cell viability.
It is essential to note that LDH was undetectable at the highest extract concentration, the
same concentration at which considerable TM4 cell death was observed. Based on these
observations, it is clear that the effect of the aqueous C. capensis extract toward TM4 LDH
activity coincides with the effect of the extract toward TM4 cell viability. For this reason, it
can be hypothesized that low concentrations of the extract results in little-no cell damage, and
therefore no LDH leakage at low concentrations, while causing cell damage, death and
thereby LDH leakage and absence at high concentrations. Thereby, it can also be reasoned
that C. capensis would not interfere with normal actions of LDH in lactate production.
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However, the present study was limited to a 96 hour incubation period, and therefore it
remains unevaluated what may happen beyond this time frame.

4.8 ROS and RNS inhibitory effect
Wiseman and Halliwell (1996) described reactive oxygen species (ROS) as a collective term
for oxygen radicals, such as superoxide and other non-radicals that may act as oxidizing
agents or that may be readily converted into radicals like peroxynitrite. Similarly, these
authors describes reactive nitrogen species (RNS) as a collective term that included Nitric
oxide radicals, nitrogen dioxide radical, and products arising when nitric oxide reacts with
superoxide. These authors outlined that ROS/RNS have many carcinogenic characteristics,
including included the ability to cause structural alterations to DNA, affecting cytoplasmic
and nuclear signal transduction, and modulating activity of proteins and genes that respond to
stress. Furthermore, these authors went on to demonstrate that ROS/RNS induced damage
contributed to the formation of many human diseased states, such as cancer, poor fertility,
inflammatory disease and the general ageing process (Wiseman and Halliwell 1996). More
recently, Dalle-Donne et al (2006) also outlined the negative effects of ROS/RNS toward
normal health, demonstrating that ROS/RNS contributes to the normal ageing process, as
well as diseases such as atherosclerosis and neurodegenerative disease. Additionally, these
authors further demonstrated that ROS/RNS induced damage, such as DNA structural
alterations, was a contributing factor to cancer formation (Dalle-Donne et al. 2006). Since
then, more recent studies have also demonstrated the ability of ROS/RNS to cause DNA
damage, either directly or indirectly, which in turn can lead to mutations ultimately resulting
in cancer formation, as well as contribute to diseased states in humans (Weiskopf 2011;
Barrera 2012; Kavazis and Powers 2013). However, it is essential to note that many of the
negative effects associated with ROS/RNS only arise when they become unbalanced with the
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body’s defence mechanism. Nevertheless, the negative effects associated with ROS/RNS
have been found to be counteracted by antioxidants (Weiskopf 2011; Barrera 2012; Kavazis
and Powers 2013).
An antioxidant is a compound that disposes, scavenges, and supresses the formation and
actions of ROS/RNS. Maestri et al (2006) stated that a large proportion of antioxidants
typically feature one or more phenolic hydroxyl groups attached to a carbon ring
Moreover, it was outlined that the presence of these hydroxyl groups allows these compounds
to scavenge away free radicals (Maestri et al. 2006; Gülçin et al. 2010), by acting as chain
breakers and receptors (Wiseman and Halliwell 1996; Gülçin et al. 2010). Thus, the use of
antioxidants in preventing the actions of ROS/RNS has become common practice. However,
serious doubts exist regarding the safety of prolonged use of traditional antioxidants, namely
butylated hydroxyanisole, butylated hydroxytoluene, propylgallate and tert-butyl hydroquinone (Gülçin et al. 2010). Not surprisingly, this has led to an increasingly growing interest
in safer, plant derived sources of antioxidants (Gülçin et al. 2010).
A study conducted by Babajidel and Mabusela (2010) screened indigenous South African
medicinal plants for phytochemicals. In their study, they demonstrated that their samples of
C. capensis tested positive for different phytochemicals, namely flavonoids, tannins, phenols
and saponins. Lee et al (2013) very clearly outlined the ability of these types of
phytochemicals to directly scavenge ROS/RNS, and in that manner prevent the formation
associated diseases, such as cancer. Similarly, Nanda (2014) also outlined the potential of
these phytochemicals, often found in medicinal plants and vegetables, to directly scavenge
radical species, such as ROS/RNS. The reported antioxidant abilities of these phytochemicals
(Lee et al. 2013; Nanda 2014) are in line with the observed antioxidant abilities produced by
the aqueous C. capensis rhizome extract used in the current study.
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When the extract was investigated for its ability to inhibit RNS formation, it was observed
that at low extract concentrations exhibited a very weak ability to inhibit RNS formation,
accounting for an 8.37% inhibition, at best. However, as the extract concentration increased,
so did its ability to effectively inhibit RNS formation, in a dose-dependent manner.
Additionally, the degree to which the extract inhibited RNS formation at higher
concentrations can be said to be of biological significance. Based on these observations, it
can be hypothesized that the phytochemicals reported by Babajidel and Mabusela (2010) may
not exists in very high quantities within the extract used in the current study, and thus a
higher extract concentration was needed. Nevertheless, it is clear that the extract was
effectively able to inhibit RNS formation.
When the extract was investigated for its ability to inhibit ROS formation, it was observed
that extract concentrations ranging from 0.1-100 µg/ml produced varying levels of ROS
inhibition, with a great deal of outliers, and sometimes a total absence of ROS inhibition.
However, at the highest concentrations, the extract exhibited the ability to inhibit ROS in a
dose-dependent manner. It is essential to note the that highest observed ROS inhibition only
accounted for a 29% at best, whereas the highest inhibition of RNS accounted for 97% at
best. Additionally, the assays used tested the extracts ability to inhibit either superoxide
(ROS) or peroxynitrite (RNS). Based on this, it can be hypothesized that the phytochemicals
within the extract had a higher affinity toward peroxynitrite inhibition, rather than superoxide
inhibition. However, the study conducted by Babajidel and Mabusela (2010) only screened
for the presence of phytochemicals, and did not quantify them or provide insight into their
chemical structure. Thus, without further investigation into the specific structures and of each
phytochemical within C. capensis, it is not possible to definitively explain why a greater
affinity toward RNS inhibition was observed. In addition to phenols tannins, saponins and
flavonoids, De Wet et al (2011) demonstrated that C. capensis rhizomes contained apoprhine
and bisbenzyltetrahydroisoquinolone alkaloids, bulbocapnine, glaziovine and 12-O141

methylcurine. When the chemical structures of each of these alkaloids were reviewed, it was
clear that each of these alkaloids featured a hydroxyl group. Based on the statement that
many antioxidants possess a hydroxyl group (Maestri et al. 2006), it is possible that these
alkaloids contributed to the observed antioxidant effect of the extract, possibly working
synergistically with the reported phenols, tannins, saponins and flavonoids.
On the other hand, a study conducted by Shalaweh et al (2014) clearly demonstrated that an
aqueous C. capensis rhizome extract was able to induce ROS production in spermatozoa in a
dose-dependent manner. Moreover, they concluded that the alkaloids within the extract
triggered intrinsic superoxide production (Shalaweh et al. 2014).
Previously, a study conducted by Li et al (2003) showed that inhibition of mitochondrial
complexes I and II resulted in elevated ROS production in human leukaemia cells (HL-60).
Similarly, a study conducted by Chen et al (2007) also demonstrated that inhibition of
mitochondrial complexes I and II yielded elevated ROS production in embryonic kidney cells
(HEK-293), cervical cancer cells (Hela), glioblastoma cells (U-87), human leukaemia cells
(HL-60). Additionally, studies have also shown that bisbenzyltetrahydroisoquinoline
alkaloids have the ability to inhibit mitochondrial complexes I and II (Storch et al. 2000;
Granell et al. 2004). De Wet et al (2011) showed that C. capensis rhizomes were a source of
the bisbenzyltetrahydroisoquinoline alkaloids cycleanine, cissacapine and insularine. Thus, it
is possible that cycleanine, cissacapine and insularine is present within the extract and may
work to induce ROS production, while other alkaloids such as bulbocapnine, glaziovine and
12-O-methylcurine may work to prevent ROS induced damage.
Nevertheless, it is clear that the extract used in the current study possessed the ability to act as
an antioxidant. However, Poljsak et al (2013) clearly outlined clinical observation in which
antioxidant supplementation in excess presented no benefits, but instead cause negative
effects such as DNA damage, increased mortality and contributed to cancer formation.
Considering that the study conducted by Babajidel and Mabusela (2010) did not quantify the
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phytochemical present within their C. capensis samples, and that the phytochemical quantity
of the extract that was currently used is unknown, it is unclear if the extract would provide
excessive amounts of antioxidants. Additionally, the highest ROS and RNS inhibition was
observed at the same high concentrations that produced decreases in cell viability in TM3,
TM4 and LNCaP cells, making the safety of the extract as an antioxidant questionable. Thus,
the quantification of phytochemicals within the extract, along with the identification of their
chemical structure is essential. Additionally, when the observations of Shalaweh et al (2014)
are considered, the isolation of these phytochemicals may prove to be more beneficial, and
safer, in comparison to using the extract as a natural antioxidant.

4.9 Collagenase and elastase inhibitory effect
Collagenase and elastase have previously been identified as enzymes that are part of the
family metalloproteinases, and that are responsible for degrading the major the components
of connective tissue; namely collagen and elastin (Chubinskaia 1990; Xiang and Sang 1998;
Ala-aho and Kähäri 2005). Alo-aho and Kähäri (2005) outlined metalloproteinases as a
family of zinc-dependent neutral endopeptidases capable of degrading all components of the
extracellular matrix, thus playing an essential role in physiological situation requiring
extracellular matrix remodelling, such as in embryonic development, wound repair and tissue
regeneration.
The metalloproteinase family has also been shown to be involved in pathological conditions
ranging from rheumatoid arthritis to aortic aneurysms and chronic ulcerations
(Ala-aho and Kähäri 2005; Hong et al. 2014). Furthermore, metalloproteinases are also
involved in tumour growth, invasion and metastasis (Polette et al. 2004; Ala-aho and Kähäri
2005; Iizuka et al. 2014). Degradation of the extracellular matrix and basement membrane by
metalloproteinases have been shown to be the first steps in invasion and metastasis
143

(Polette et al. 2004; Ala-aho and Kähäri 2005; Iizuka et al. 2014). An example of this would
be the observations made by Polette et al (2004) that elastase plays a role in squamous cell
carcinoma, whereby tissues expressing elastase were found devoid of normal elastic fibres
and has disrupted basement membranes. Recently, Ho et al (2014) revealed elastase as a
diagnostic marker and demonstrated that this enzyme contributes to the progression, invasion
and metastasis of cancer. Similarly, type-IV collagenase have been shown to be promoters of
cancer invasion and metastasis in breast, colon and brain tumours (Deryugina and Quigley
2006; Kähäri and Ala-aho 2009).
Reportedly, type-IV collagenases have been expressed in both benign and malignant prostate
tissue (Brehmer et al. 2003; Ozden et al. 2013). A study conducted by Zhang et al (2004)
measured the enzymatic activities of type-IV collagenases in men with and without prostate
cancer, and demonstrated that type-IV collagenases were associated with progression and
metastasis of prostate cancer. Subsequently, Zhang et al (2008) demonstrated the role of typeIV collagenases in prostate cancer, showing that they were elevated in men with prostate
cancer and was involved with perineural invasion (Zhang et al. 2008).
More recently, Lin et al (2014) not only demonstrated that type-IV collagenases were
involved in prostate cancer invasion and metastasis, but also demonstrated that type-IV
collagenases could affectively be inhibited by a plant-base flavonoid known as naringenen.
Similarly, Lee et al (2007) also demonstrated that plant-based antioxidants, or
phytochemicals, isolated from Pinus densiflora were able to inhibit the activity of type-IV
collagenases, and attributed this to the presence of the flavonoids epigallocatechin gallate
(EGCG) and epigallocatechin (EGC).
A study conducted by Thring et al (2009) demonstrated that phytochemicals within green tea
extract, a source of flavonoids and tannins, to inhibit both collagenase and elastase activity.
When the extract used in the current study was investigated for its ability to inhibit
collagenase activity, specifically type-IV collagenase, it was observed that the extract was
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able to produce a dose-dependent decrease in collagenase activity. However, it is essential to
note that at lower concentrations, the extract was only able to slightly decrease collagenase
activity, accounting from a 6-11% decrease, at best. A decrease in collagenase activity of this
nature cannot be said to be biologically significant. At higher extract concentrations, further
decreases in collagenase activity were observed, with the highest decrease accounting for
41 %. While this may be seen as biologically significant, it is essential to note that this
decrease was observed at 1000 µg/ml, the same extract concentration that produced cell death
over time in TM3, TM4 and LNCaP cells. For this reason, the concentration needed to
produce biologically significant collagenase inhibition is overshadowed by the toxic effects
towards cells observed at that concentration. Furthermore, the extract only produced slight
decreases in collagenase activity within the non-toxic dose range of the extract, which may
indicate low levels of flavonoids and tannins within the extract. Thus, the extract used in the
current study can be said to be a weak collagenase inhibitor.
When the extract was investigated for its ability to inhibit elastase activity, it was observed
that a marginal decrease in elastase activity was produced, accounting for a 4.14% decrease,
at best. A decrease in elastase activity of this manner cannot be said to be of biological
significance, and thus the extract cannot be said to be an inhibitor of elastase activity.
However, when the actual percentages are considered, it is clear that the extract was more
suited toward collagenase inhibition rather than elastase. Similar observations were made by
Thring et al (2009) that demonstrated that the green tea extract was able to inhibit collagenase
activity by 47.17%, while only inhibiting elastase activity by 9.99%, which they attributed to
the presence of EGCG.
Flavonoids, such as the EGCG, have previously been found to strongly inhibit collagenase
activity by acting as a metal chelator, while marginally inhibiting elastase activity by acting
as protease inhibitors. For this reason, it is possible that the flavonoid EGCG exists within
C. capensis, and thus within the extract used in the present study. Should this be true, it
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would serve to explain the observed affinity toward collagenase inhibition, rather than
elastase. However due to the low level of collagenase inhibition, it would indicate a low level
of EGCG within the extract. Alternatively, other flavonoids capable of acting as a metal
chelators and protease inhibits may be responsible for the observation, rather than EGCG
specifically.
Tannins have been shown to strongly inhibit collagenase activity (Hong et al. 2014).
Babajidel and Mabusela (2010) demonstrated the presence of tannins within C. capensis, it is
possible that the extract used in the current study also contained tannins. However,
considering the low level to which collagenase was inhibited, it can be hypothesized that low
levels of tannins existed within the extract.

4.10 Conclusion and further outlooks
Based on the results obtained in this study, the extract was only able to produce biologically
significant decreases is LNCaP cell viability at high concentrations, and over an extended
period of time. For this reason, the extract can be said to be weakly cytotoxic toward LNCaP
cells, and may not be suited for the treatment of prostate cancer. Accordingly, patients should
be careful when relying on this traditional anti-cancer remedy. Furthermore, the extract was
not found to be a viable inhibitor of elastase and collagenase and is thus not suited to the
prevention of cancer metastasis. Additionally, the concentrations needed to produce LNCaP
cell death also produced cell death in TM3 Leydig and TM4 Sertoli cells, consequently
producing non-specific cytotoxicity. However, low extract concentrations did not negatively
impact testosterone production or LDH activity, exhibiting no negative effect toward normal
TM3 and TM4 cell function. The extract was able to inhibit both reactive oxygen species
(ROS) and reactive nitrogen species (RNS) production and thus has potential as a natural
antioxidant.
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It is also crucial to note that a substantial amount of plant to plant variation was reported
between plants found in different geographical location, as well as within the same
population. It is for this reason that standardisation of the extract, along with all reported
phytochemicals, may be a crucial next step. Subsequently, further investigations to clarify the
discrepancies to the traditional claims have to be conducted.

147

Chapter 5
References

Akin, O., Sala, E., Moskowitz, C.S., Kuroiwa, K., Ishill, N.M., Pucar, D., Scardino, P.T. and
Hricak, H. 2006. Transition Zone Prostate Cancers: Features, Detection, Localization, and
Staging at Endorectal MR Imaging. Rad 239(3), 784–792.
Ala-aho, R. and Kähäri, V.. 2005. Collagenases in cancer. Biochimie 87(3-4), 273–286.
Ali, H., Ahmed, M., Baig, M. and Ali, M. 2007. Realtionship of zinc concentrations in blood
and seminal plasma with various semen parameters in infertile subjects. Pak J Med Sci 23(1),
111–114.
Andel, T. and Carvalheiro, L.G. 2013. Why urban citizens in developing countries use
traditional medicines: the case of suriname. Evi-based Complement Altern Med 2013(1),
687197.
Angerhofer, C.K., Guinaudeau, H., Wongpanich, V., Pezzuto, J.M. and Cordell, G.A. 1999.
Antiplasmodial and Cytotoxic Activity of Natural Bisbenzylisoquinoline Alkaloids. J Nat
Prod 62(1), 59–66.
Anothaisintawee, T., Attia, J., Nickel, J.C., Thammakraisorn, S., Numthavaj, P., McEvoy, M.
and Thakkinstian, A. 2011. Management of chronic prostatitis/chronic pelvic pain syndrome:
a systematic review and network meta-analysis. JAMA 305(1), 78–86.
Arver, S., Luong, B., Fraschke, A., Ghatnekar, O., Stanisic, S., Gultyev, D. and Müller, E.
2014. Is testosterone replacement therapy in males with hypogonadism cost-effective? An
analysis in Sweden. J Sex Med 11(1), 262–72.
Atan, A., Tuncel, A., Yesil, S. and Balbay, D. 2013. Serum testosterone level, testosterone
replacement treatment, and prostate cancer. Adv Uroly 2013(1), 275945.
Babajidel, O. and Mabusela, W. 2010. Phytochemical screening and biological activity
studies of five South African indigenous medicinal plants. J Med Plant Res 2(18), 1924–
1932.
Balcerczyk, A., Gajewska, A., Macierzyńska-Piotrowska, E., Pawelczyk, T., Bartosz, G. and
Szemraj, J. 2014. Enhanced antioxidant capacity and anti-ageing biomarkers after diet
micronutrient supplementation. Molecules 19(9), 14794–808.
Bardin, C.W., Grunsalus, G.L. and Chen, C.Y. 1993. The cell biology of the Sertoli cell. In:
Desjardins, C. and Ewing, L. L. eds. Cell and Molecular Biology of the Testis. Oxford
University Press, 190–220.
Barnes, P.M., Bloom, B. and Nahin, R. 2008. Complementary and alternative medicine use
among adults and children: United States, 2007. Natl Health Stat Report 10(12), 1–23.
148

Barrera, G. 2012. Oxidative stress and lipid peroxidation products in cancer progression and
therapy. ISRN oncology 2012(1), 137289.
Bassil, N., Alkaade, S. and Morley, J.E. 2009. The benefits and risks of testosterone
replacement therapy: a review. Ther Clin Risk Manag 5(1), 427–448.
Basu, S.C. 2011. Male reproductive anatomy and physiology. In: Basu, S. C. ed. Male
Reproductive Dysfunction. JP Medical Ltd, 15–27.
Berridge, M. V, Tan, A.S., McCoy, K.D. and Wang, R. 1996. The Biochemical and Cellular
Basis of Cell Proliferation Assays That Use Tetrazolium Salts. Biochemica 4(1), 14–19.
Bhasin, S., Cunningham, G.R., Hayes, F.J., Matsumoto, A.M., Snyder, P.J., Swerdloff, R.S.
and Montori, V.M. 2010. Testosterone therapy in men with androgen deficiency syndrome:
An Endocrine Socienty practical guideline. J Clin Endocrinol Metab 95(6), 2536–2559.
Brawer, M.K. 2005. Prostatic intraepithelial neoplasia: an overview. Rev. Urol. 7(3), 11–18.
Brehmer, B., Biesterfeld, S. and Jakse, G. 2003. Expression of matrix metalloproteinases
(MMP-2 and -9) and their inhibitors (TIMP-1 and -2) in prostate cancer tissue. Pros Canc
Pros Dis 6(1), 217–222.
Briganti, A., Capitanio, U., Suardi, N., Gallina, A., Salonia, A., Bianchi, M., Tutolo, M.,
Girolamo, V.D., Guazzoni, G., Rigatti, P. and Montorsi, F. 2009. Benign Prostatic
Hyperplasia and Its Aetiologies. Europ Urol 8(1), 865–871.
Burden, H.P., Holmes, C.H., Persad, R. and Whittington, K. 2006. Prostasomes--their effects
on human male reproduction and fertility. Human Repro Update 12(3), 283–92.
Carnahan, R.M. and Perry, P. 2004. Depression in aging men. The role of testosterone. Drug
Aging. 24(6), 361–376.
Carson, C. and Rittmaster, R. 2003. The Role of dihydrotestosterone in benign prostatic
hyperplasia. Uroly 61(1), 2–7.
Chan, F.M., Moriwaki, K. and De Rosa, M.J. 2013. Detection of Necrosis by Release of
Lactate Dehydrogenase (LDH) Activity. Methods Mol Biol 979(1), 65–70.
Chan, M.F.E., Mok, Y.S., Wong, S.F., Tong, F.C., Day, C.K., Tang, K. and Wong, D.H.H.
2003. Attitudes of Hong Kong Chinese to traditional Chinese medicine and Western
medicine: Survey and cluster analysis. Complement Ther Med 11(2), 103–109.
Chen, C.Y. and Mruk, D.D. 2012. The blood-testis barrier and its implications for male
contraception. Pharm Rev 64(1), 16–64.
Chen, Y., McMillan-Ward, E., Kong, J., Israels, S.J. and Gibson, S.B. 2007. Mitochondrial
electron-transport-chain inhibitors of complexes I and II induce autophagic cell death
mediated by reactive oxygen species. J Cell Scie 120(1), 4155–4166.
Chinkwo, K.A. 2005. Sutherlandia frutescens extracts can induce apoptosis in cultured
carcinoma cells. J Ethnopharm 98(1), 163–170.
149

Chitindingu, E., George, G. and Gow, J. 2014. A review of the integration of traditional,
complementary and alternative medicine into the curriculum of South African medical
schools. BMC Med Edu 14(40), 40.
Chubinskaia, S.. 1990. Elastase activity during growth and metastasis of tumors andthe
pharmacological effects in C57Bl/6 mice.
ei e
i
gii 12(1), 53–56.
Chuu, C.P., Kokontis, J.M., Hiipakka, R.A., Fukuchi, J. and Lin, H.P. 2011. Androgens as
therapy for androgen receptor-positive castration-resistant prostate cancer. J Biomed Sci
18(1), 63–68.
Conklin, K.A. 2004. Cancer Chemotherapy and Antioxidants. Am Soc Nutrit Sci 134(11),
3201–3204.
Cordell, G.A. 2005. The Alkaloids: Chemistry and Biology. Cordell, G. A. ed. Academic
Press, 219-220.
Costello, L.C. and Franklin, R.B. 2006. The clinical relevance of the metabolism of prostate
cancer; zinc and tumor suppression: connecting the dots. Mol Canc 5(17), 17.
Culhaci, N., Metin, K., Copcu, E. and Dikicioglu, E. 2004. Elevated expression of MMP-13
and TIMP-1 in head and neck squamous cell carcinomas may reflect increased tumor
invasiveness. BMC Canc 4(1), 42.
Dalle-Donne, I., Rossi, R., Colombo, R., Giustarini, D. and Milzani, A. 2006. Biomarkers of
Oxidative Damage in Human Disease. Clin Chem 52(4), 601–623.
Deryugina, E. and Quigley, J. 2006. Matrix metalloproteinases and tumor metastasis. Canc
Metas Rev 25(1), 9–34.
Devasagayam, T.P.A., Tilak, J.C., Boloor, K.K., Sane, K.S., Ghaskadbi, S.S. and Lele, R.D.
2004. Free radicals and antioxidants in human health: current status and future prospects. J
Assoc Physicians India 52(1), 794–804.
De Wet, H., Fouche, G. and Van Heerden, F.R. 2009. In vitro cytotoxicity of crude alkaloidal
extracts of South African Menispermaceae against three cancer cell lines. African J Biotech
8(14), 3332–3335.
De Wet, H., Van Heerden, F.R. and Van Wyk, B.-E. 2011. Alkaloidal variation in
cissampelos capensis (Menispermaceae). Mol 16(4), 3001–3009.
De Wet, H. and Van Wyk, B.-E. 2008. An ethnobotanical survey of southern African
Menispermaceae. South African J Bot 74(1), 2–9.
Dimakakos, A., Armakolas, A. and Koutsilieris, M. 2014. Novel tools for prostate cancer
prognosis, diagnosis, and follow-up. BioMed Res Int 2014(2014), 890697.
Editors, G., Richter, C. and Schweizer, M. 2002. Serial Review : Nitric Oxide in
mitochondria Nintric oxide inhibition of mitochondrial respiration. Free Rad Bio Med 33(11),
1440–1450.
150

Ellem, S.J. and Risbridger, G.P. 2006. Aromatase and prostate cancer. Minerva Endocrinol
31(1), 1–12.
Fedoruk, M., Giménez-Bonafé, P., Guns, E.S., Mayer, L.D. and Nelson, C.C. 2004. Pglycoprotein increases the efflux of the androgen dihydrotestosterone and reduces androgen
responsive gene activity in prostate tumor cells. Prostate 59(1), 77–90.
Feldman, H.A., Longcope, C. and Derby, C.A. 2002. Age trends in the new level of serum
testosterone and other hormones in middle-aged men: longitudinal results from the
Massachusetts male aging study. J Clin Endocrinol Metab 87(2), 589–598.
Fennell, C.W., Lindsey, K.L., McGawb, L.J., Sparg, S.G., Stafford, G.I., Elgorashi, E.E.,
Grace, O.M. and Staden, J. 2004. Assessing African medicinal plants for efficacy and safety:
pharmacological screening and toxicology. J Ethnopharm 94(1), 205–217.
Ferlay, J., Shin, H., Bray, F., Forman, D., Mathers, C. and Parkin, D.M. 2010. Estimates of
worldwide burden of cancer in 2008: GLOBOCAN 2008. Int J Canc 127(12), 2893–2917.
Fowler, J.E. and Whitmore, W.F. 1981. The response of metastatic adenocarcinoma of the
prostate to exogenous testosterone. J Urol 126(3), 372–375.
Galardo, M.N., Regueira, M., Riera, M.F., Pellizzari, E.H., Cigorraga, S.B. and Meroni, S.B.
2014. Lactate regulates rat male germ cell function through reactive oxygen species. PloS
One 9(1), 88024.
Ge, R., Chen, G. and Hardy, M.P. 2008. The Role of the Leydig Cell in Spermatogenic
Function. Adv Exp Med Bio 636(1), 255–269.
Geske, F. and Nelson, A. 2000. DNA repair is activated in early stages of p53-induced
apoptosis. Cell Death Diff 7(4), 393–402.
Gleason, D.F. 1966. Classification of prostatic carcinomas. Canc Chemother Rep 50(3), 125–
128.
Gonzales, G.., Córdova, A., Vega, K., Chung, A., Villena, A., Góñez, C. and Castillo, S.
2002. Effect of Lepidium meyenii (MACA) on sexual desire and its absent relationship with
serum testosterone levels in adult healthy men. Androl 34(6), 367–372.
Gordon, W.C., Casey, D.M., Lukiw, W.J. and Bazan, N.G. 2002. DNA damage and repair in
light-induced photoreceptor degeneration. Invest Ophthalmol Vis Sci 43(11), 3511–3521.
Granell, S., Andreu, I., Marti, D., Cave, A., Aragon, R., Estornell, E., Vortes, D. and ZafraPolo, M.C. 2004. Bisbenzyltetrahydroisoquinolines, a new class of inhibitors of the
mitochondrial respiratory chain complex I. Planta Med 70(1), 266–268.
Grayhack, J.T., McVary, K.T. and Kozlowski, J.M. 2002. Carcinoma of the prostate. In:
Gillenwater, J. Y. ed. Adult and pediatric urology. Lippincott Williams and Wilkins, 1411–
1414.
Griswold, M.D. 1988. Protein secretions of Sertoli cells. Int Rev CYtol 110(1), 133–156.
151

Gülçin, I., Elias, R., Gepdiremen, A., Chea, A. and Topal, F. 2010. Antioxidant activity of
bisbenzylisoquinoline alkaloids from Stephania rotunda: cepharanthine and fangchinoline. J
Enz Inhib Med Chem 25(1), 44–53.
Halpern, E.J. 2006. Contrast-Enhanced Ultrasound Imaging of Prostate Cancer. Rev Urol
8(1), 29–37.
Hammerich, K.H., Ayala, G.E. and Wheeler, T.M. 2008. Anatomy of the prostate gland and
surgical pathology of the prostate. In: Hricak, H. and Scardino, P. T. eds. Prostate cancer.
Cambridge University Press, 2–10.
He, M., Rosen, J., Mangiameli, D. and Libutti, S.K. 2007. Cancer development and
progression. Adv Exp Med Bio 593(1), 117–33.
Hegarty, J., Beirne, P. V, Walsh, E., Comber, H., Fitzgerald, T. and Wallace Kazer, M. 2010.
Radical prostatectomy versus watchful waiting for prostate cancer. Coch Data System Rev
10(11), 6590.
Henkel, R., Fransman, W., Hipler, U.C., Wiegand, C., Schreiber, G., Menkveld, R., Weitz, F.
and Fisher, D. 2012. Typha capensis (Rohrb.)N.E.Br. (bulrush) extract scavenges free
radicals, inhibits collagenase activity and affects human sperm motility and mitochondrial
membrane potential in vitro: a pilot study. Andrologia 44(1), 287–294.
Ho, A., Chen, C., Cheng, C.C., Wang, C.C., Lin, H.C., Luo, T., Lien, G. and Chang, J. 2014.
Neutrophil elastase as a diagnostic marker and therapeutic target in colorectal cancers.
Oncotarg 5(2), 473–480.
Hoag, N.A., Davidson, R.A. and Pommerville, P.J. 2008. Prostate cancer screening practices
and attitudes among primary care physicians in Victoria, British Columbia. B C M J 50(8),
456–460.
Hohl, A., Marques, M.O., Coral, M.H. and Walz, R. 2009. Evaluation of late-onset
hypogonadism (andropause) treatment using three different formulations of injectable
testosterone. Arq Bras Endocrinol Metabol 53(8), 989–995.
Hong, Y.-H., Jung, E.Y., Nohc, D.O. and Suh, H.J. 2014. Physiological effects of formulation
containing tannase-converted green tea extract on skin care: physical stability, collagenase,
elastase, and tyrosinase activities. Integrat Med Res 3(1), 25–33.
Horoszewicz, J.S., Leong, S.S., Chu, T.M., Wajman, Z.L., Friedman, M., Papsidero, L., Kim,
U., Chai, L.S., Kakati, S., Arya, S.K. and Sandberg, A.A. 1980. The LNCaP cell line: a new
model for studies on human prostatic carcinoma. Prog Clin Biol Res 37(1), 115–132.
Horoszewicz, J.S., Leong, S.S., Kawinski, E., Karr, J.P., H, R. and Chu, T.M. 1983. LNCaP
model of human prostatic carcinoma. Canc Res 43(1), 809–1818.
Huang, L., Kirschke, C.P. and Zhang, Y. 2006. Decreased intracellular zinc in human
tumorigenic prostate epithelial cells: a possible role in prostate cancer progression. Canc Cell
Int 6(10), 10.

152

Huggins, C. and Hodges, C. V 1941. The effect of castration, of estrogen and of androgen
injection on serum phosphatases in metastatic carcinoma of the prostate. Canc Res 1(1), 293–
297.
Huggins, C., Stevens, R.E. and Hodges, C. V 1941. The effects of castration on advanced
carcinoma of the prostate gland. Arch Surg 43(2), 209–223.
Huhtaniemi, I. 2014. Late-onset hypogonadism: Current concepts and controversies of
pathogenesis, diagnosis and treatment. Asian J Andro 16(2), 192–202.
Iizuka, S., Ishimaru, N. and Kudo, Y. 2014. Matrix Metalloproteinases: The Gene Expression
Signatures of Head and Neck Cancer Progression. Cancers 6(1), 396–415.
Jemal, A., Bray, F., Center, M., Ferlay, J., Ward, E. and Forman, D. 2011. Global cancer
statistics. J. Clin. Cancer 61(1), 69–90.
Jianxin, C., Gao, K., Liu, T., Zhao, H., Wang, J., Wu, H., Liu, B. and Wang, W. 2013.
Aporphine Alkaloids: A Kind of Alkaloids’ Extract Source, Chemical Constitution and
Pharmacological Actions in Different Botany. Asian J Chem 25(18), 10015–10027.
Jin, J.K., Dayyani, F. and Gallick, G.E. 2011. Steps in prostate cancer progression that lead to
bone metastasis. Int J Canc 128(11), 2545–2561.
Johnson, L., Thompson, D.L. and Varner, D.D. 2008. Role of Sertoli cell number and
function on regulation of spermatogenesis. Animal Repro Sci 105(1), 23–51.
Johnstone, P.A., McFarland, J.T., Riffenburgh, R.H. and Amling, C.L. 2001. Efficacy of
digital rectal examination after radiotherapy for prostate cancer. J Urol 166(5), 1684–1687.
Kähäri, V. and Ala-aho, R. 2009. Stromal Collagenase in Melanoma: A Vascular Connection.
J Inv Derma 129(1), 2545–2547.
Katerere, D.R. and Eloff, J.N. 2005. Antibacterial and antioxidant activity of Sutherlandia
frutescens (Fabaceae), a reputed Anti-HIV/AIDS phytomedicine. Phyto Res 19(9), 779–781.
Kavazis, A.N. and Powers, S.K. 2013. Impact of Exercise, Reactive Oxygen and Reactive
Nitrogen Species on Tumour Growth. In: Ulrich, C. M., Steindorf, K., and Berger, N. A. Eds.
Exercise, Energy Balance, and Cancer. Springer New York, 7–15.
Kelleher, S.L., McCormick, N.H., Velasquez, V. and Lopez, V. 2011. Zinc in specialized
secretory tissues: roles in the pacreas, prostate, and mammary gland. Adv Nutr 2(1), 101–111.
Khera, M., Grober, E.D. and Najari, B. 2009. Testosterone replacement therapy following
radical prostatectomy. J Sex Med 6(4), 1165–1170.
Khera, M. and Lipshultz, L.I. 2007. The Role of Testosterone Replacement Therapy
Following Radical Prostatectomy. Urol Clin N Am 34(1), 549–553.
Klempner, S.J. and Bubley, G. 2012. Complementary and Alternative Medicines in Prostate
Cancer: From Bench to Bedside? Oncologist 17(6), 830–837.
153

Kofi, T.M. 2004. Institutionalization of African traditional medicine in health care systems in
Africa. Afr J Health Sci 11(1), 1–2.
Koukourakis, G., Kelekis, N., Armonis, V. and Kouloulias, V. 2009. Brachytherapy for
prostate cancer: a systematic review. Adv Urol 2009(1), 327945.
Kozlowski, J.M. and Grayhack, J.T. 2002. Carcinoma of the prostate. In: Gillenwater, J. Y.
ed. Adult and pediatric Urology. Lippincott Williams and Wilkins, 1473–1623.
Lamson, D.W. and Brignall, M.S. 1999. Antioxidants in Cancer Therapy ; Their Actions and
Interactions With Oncologic Therapies Antioxidants & Cancer. Altern Med Rev 4(5), 304–
329.
Lee, J.H., Khor, T.O., Shu, L., Su, Z.., Fuentes, F. and Kong, A.N. 2013. Dietary
phytochemicals and cancer prevention: Nrf2 signaling, epigenetics, and cell death
mechanisms in blocking cancer initiation and progression. Pharmacol Ther 137(2), 153–171.
Lee, S.J., Lee, K.W., Hur, H.J., Chun, J.Y., Kim, S.Y. and Lee, H.J. 2007. Phenolic
phytochemicals derived from red pine (Pinus densiflora) inhibit the invasion and migration of
SK-Hep-1 human hepatocellular carcinoma cells. Ann N Y Acad Sci 1095(1), 536–544.
Li, N., Ragheb, K., Lawler, G., Sturgis, J., Rajwa, B., Melendez, J.A. and P, R.J. 2003.
Mitochondrial Complex I Inhibitor Rotenone Induces Apoptosis through Enhancing
Mitochondrial Reactive Oxygen Species Production. J. Bio. Chem. 278(1), 8516–8525.
Li, X., Shen, Y., Di, B. and Song, Q. 2012. Squamous Cell Carcinoma. In: Li, X. ed.
Squamous Cell Carcinoma. InTech, 21-25
Lin, E.J., Zhang, X., Wang, D., Hong, S. and Li, L. 2014. Naringenin modulates the
metastasis of human prostate cancer cells by down regulating the matrix metalloproteinases 2/-9 via ROS/ERK1/2 pathways. Bangladesh J Pharmacol 9(1), 419–427.
Loya, A.M., González-Stuart, A. and Rivera, J.O. 2009. Prevalence of polypharmacy,
polyherbacy, nutritional supplement use and potential product interactions among older
adults living on the United States-Mexico border: a descriptive, questionnaire-based study.
Drugs Aging 26(5), 423–436.
Lu, L.Y., Ou, N. and Lu, Q.-B. 2013. Antioxidant induces DNA damage, cell death and
mutagenicity in human lung and skin normal cells. Scientific Rep 3(8169), 3169.
Macaluso, M.P. 2007. Chronic Prostatitis Syndrome: A Common, but Poorly Understood
Condition. Part I. Euro Assoc Urol 5(1), 1–15.
Maestri, D., Nepote, V., Lamarque, A. and Zygadlo, J. 2006. 5 Natural products as
antioxidants. In: Imperato, F. ed. Phytochemistry: Advances in Research. Research Signpost
Publication, 105-135
Makarasen, A., Sirithana, W., Mogkhuntod, S Khunnawutmanotham, N Chimnoi, N. and
Techasakul, S. 2011. Cytotoxic and antimicrobial activities of aporphine alkaloids isolated
from Stephania venosa (Blume) Spreng. Planta Med 77(13), 1519–1524.
154

Marciscano, A.E., Hardee, M.E. and Sanfilippo, N. 2012. Management of high-risk localized
prostate cancer. Adv Urol 2012(1), 641689.
Marion, S., Robert, F., Crepieux, P., Martinat, N., Troispoux, C., Guillou, F. and Reiter, E.
2002. G protein-coupled receptor kinases and beta arrestins are relocalized and attenuate
cyclic 30 ,50 -adenosine monophosphate Response to follicle-stimulating hormone in rat
primary Sertoli cells. Bio Rep 66(1), 70–76.
Martin, L.P., Hamilton, T.C. and Schilder, R.J. 2008. Platinum Resistance: The Role of DNA
Repair Pathways. Clin Canc Res 14(5), 1291–1295.
Martínez-Piñeiro, L. 2007. Prostatic fascial anatomy and positive surgical margins in
laparoscopic radical prostatectomy. Euro Urol 51(3), 598–600.
Matfier, P. 1980. Establishment and Characterization Testicular of Two Cell Distinct Mouse
Epithelial that. Bio Repro 23(1), 243–252.
McNeal, J.E. 1981. The zonal anatomy of the prostate. Prostate 2(1), 35–49.
Mearini, L. and Porena, M. 2010. Transrectal high-intensity focused ultrasound for the
treatment of prostate cancer: Past, present, and future. Indian J Urol 26(1), 4–11.
Min, Y.D., Choi, S.U. and Lee, K.R. 2006. Aporphine alkaloids and their reversal activity of
multidrug resistance (MDR) from the stems and rhizomes of Sinomenium acutum. Arch
Pharm Res 29(8), 627–632.
Mongra, U., Kerrigan, A.J., Thronby, J. and Monga, T.N. 1999. Prospective Study of Fatigue
in Localized Prostate Cancer Patients Undergoing Radiotherapy. Rad Onco Inv 7(1), 178–
185.
Morales, A. 2011. Effect of testosterone administration to men with prostate cancer is
unpredictable: a word of caution and suggestions for a registry. BJU Intl 107(9), 1369–1373.
Morgentaler, A. 2006. Testosterone therapy for men at risk for or with history of prostate
cancer. Curr Treat Options Oncol 7(5), 363–369.
Morgentaler, A. 2009. Testosterone therapy in men with prostate cancer: Scientific and
ethical considerations. J. Urol 181(1), 972–979.
Morgentaler, A., Lipshultz, L.I., Bennett, R., Sweeney, M., Avila, D. and Khera, M. 2011.
Testosterone therapy in men with untreated prostate cancer. J Urol 185(4), 1256–1260.
Mulhall, J., Goldenberg, L., Narus, J., Gotto, G., Tal, R. and Nabulsi, O. 2008. Outcomes of
testosterone supplementation in hypogonadal men following radical prostatectomy. J Urol
179(4), 426–427.
Nagase, H. and Woessner, J.F. 1999. Matrix metalloproteinases. J Biol Chem 274(1), 21491–
21494.
Nanda, B.L. 2014. Research article: Evaluation of phytochemicals and antioxidant activity of
seeds. J Drug Deliv and Theraps 4(5), 152–157.
155

Nelson, W.G., De Marzo, A.M. and Isaacs, W.B. 2003. Prostate Cancer. N Engl J Med
349(1), 366–381.
Nguyen, J., Ma, Y., Luo, T., Bristow, R.G., Jaffray, D.A. and Lu, Q.B. 2011. Direct
observation of ultrafast-electron-transfer reactions unravels high effectiveness of reductive
DNA damage. roc. Natl. Acad. Sci. U.S.A 108(1), 11778–11783.
Okada, K., Yamaguchi, K., Chiba, K., Miyake, H. and Fujisawa, M. 2014. Comprehensive
evaluation of androgen replacement therapy in aging Japanese men with late-onset
hypogonadism. The Aging Male 17(2), pp. 72–75.
Omar, H., Hashim, N.M., Zajmi, A., Nordin, N., Abdelwahab, S.I., Azizan, A.H.S., Hadi,
A.H. and Ali, H.M. 2013. Aporphine Alkaloids from the Leaves of Phoebe grandis (Nees)
Mer. (Lauraceae) and Their Cytotoxic and Antibacterial Activities. Molecules 18(8), 8994–
9009.
Owen, D.H. and Katz, D.F. 2005. A review of the physical and chemical properties of human
semen and the formulation of a semen stimulant. J Androl 26(4), 459–469.
Ozden, F., Saygin, C., Uzunaslan, D., Onal, B., Durak, H. and Aki, H. 2013. Expression of
MMP-1, MMP-9 and TIMP-2 in prostate carcinoma and their influence on prognosis and
survival. J Canc Res Clin Onco 139(8), 1373–1382.
Page, S.T., Lin, D.., Mostaghel, E.A., Hess, D.L., True, L.D., Amory, J.K., Nelson, P.S.,
Matsumoto, A.M. and Bremner, W.J. 2006. Persistent intraprostatic androgen concentrations
after medical castration in healthy men. J Clin Endocrinol Metab 91(10), 3850–3856.
Pal, S.K. and Shukla, Y. 2003. Herbal Medicine : Current Status and the Future. Asian
Pacific J Cancer Prev 4(80), 281–288.
Peng, H., Zhang, X. and Cao, P. 2012. MMP-1/PAR-1 signal transduction axis and its
prognostic impact in esophageal squamous cell carcinoma. Brazilian J Med Biol Res 45(1),
86–92.
Pham-Huy, L.A., He, H. and Pham-Huy, C. 2008. Free Radicals, Antioxidants in Disease and
Health. Int J Biomed Sci 4(2), 89–96.
Polette, M., Nawrocki-Raby, B., Gilles, C., Clavel, C. and Birembaut, P. 2004. Tumour
invasion and matrix metalloproteinases. Critical rev Onco 49(3), 179–86.
Poljsak, B., Šuput, D. and Milisav, I. 2013. Achieving the balance between ROS and
antioxidants: when to use the synthetic antioxidants. Oxidative Med Cell Long 2013(1),
956792.
Prezioso, D., Naber, K.G., Lobel, B., Weidner, W., Algaba, F., Denis, L.J. and Griffiths, K.
2006. Review paper: Changing concepts on prostatitis. Arch Med Sci 2(2), 71–84.
Prout, G.R. and Brewer, W.R. 1967. Response of men with advanced prostatic carcinoma to
exogenous administration of testosterone. Cancer 20(1), 1871–1878.

156

Quintero, P., Knolle, M.D., Cala, L.F., Zhuang, Y. and Owen, C. 2010. Matrix
metalloproteinase-8 inactivates macrophage inflammatory protein-1 alpha to reduce acute
lung inflammation and injury in mice. J Immunol 184(3), 1575–88.
Ramandeep, S., Ali, A., Jeyabalan, G. and Semwal, A. 2013. Current status of Indian
medicinal plants with aphrodisiac potential. J Acute Dis 13(1), 13–21.
Rato, L., Alves, M.G., Socorro, S., Duarte, A.I., Cavaco, J.E. and Oliveira, P.F. 2012.
Metabolic regulation is important for spermatogenesis. Nature Rev Urol 9(6), 330–338.
Rhoden, E.L. and Averbeck, M.A. 2009. Testosterone therapy and prostate carcinoma.
Current Urol Rep 10(6), 453–459.
Roehm, N.W., Rodgers, G.H., Hatfield, S.M. and Glasebrook, A.L. 1991. An improved
colorimetric assay for cell proliferation and viability utilizing the tetrazolium salt XTT. J
Immunol Methods 142(1), 257–65.
Rosenberg, M.T., Albala, F., Miner, M.M. and Froehner, M. 2010. Biology and natural
history of prostate cancer and the role of chemoprevention. Int J Clin Prac 64(13), 1746–
1753.
Rumpold, H., Heinrich, E., Untergrasser, G., Hermann, M. and Pfister, G. 2002.
Neuroendocrine differentiation of human prostatic primary epithelial cells in vitro. Prostate
53(1), pp. 101–108.
Saarialho-Kere, U.K. 1998. Patterns of matrix metalloproteinase and TIMP expression in
chronic ulcers. Arch Dermatol Res 290(1), 47–54.
Saarialho-Kere, U.K., Chang, E.S., Welgus, H.G. and Parks, W.C. 1992. Distinct localization
of collagenase and tissue inhibitor of metalloproteinases expression in wound healing
associated with ulcerative pyogenic granuloma. J Clin Invest 90(5), 1952–1957.
Schenk, J.M., Kristal, A.R., Neuhouser, M.L., Tangen, C.M., White, E., Lin, D.W., Kratz, M.
and Thompson, I.M. 2009. Biomarkers of Systemic Inflammation and Risk of Incident,
Symptomatic Benign Prostatic Hyperplasia: Results From the Prostate Cancer Prevention
Trial. Am. J. Epidemiol. 171(5), 571–582.
Schiff, P. 1991. Bisbenzylisoquinoline alkaloids. J Nat Prod 54(3), 645–749.
Schiff, P. 1987. Bisbenzylisoquinoline alkaloids. J Nat Prod 50(4), 529–599.
Schmidt, B., Ribnicky, D. and Poulev, A. 2008. A natural history of botanical therapeutics. J
Metabol 57(1), 1–12.
Senthil-kumar, J., Banudevi, S., Sharmila, M., Murugesan, P., Srinivasan, N.,
Balasubramanian, K., Aruldhas, M.M. and Arunakaran, J. 2004. Effects of Vitamin C and E
on PCB (Aroclor 1254) induced oxidative stress, androgen binding protein and lactate in rat
Sertoli cells. Repro Tox 19(2), 201–208.

157

Shalaweh, S.M., Erasmus, N., Weitz, F. and Henkel, R.R. 2014. Effect of Cissampelos
capensis rhizome extract on human spermatozoa in vitro. Andrologia 2014(1), 12264.
Shima, I., Sasaguri, Y., Kusukawa, J., Yamana, H., Fujita, H., Kakegawa, T. and Morimatsu,
M. 1992. Production of matrix metalloproteinase-2 and metalloproteinase-3 related to
malignant behavior of esophageal carcinoma. A clinicopathologic study. Cancer 20(12),
2747–2753.
Shin, J., Kim, K. and Lee, M. 1998. Inhibitory effects of bulbocapnine on dopamine
biosynthesis in PC12 cells. Neuro Letters 244(3), 161–164.
Siegfried, N. and Hughes, G. 2012. Herbal medicine, randomised controlled trials and global
core competencies. S Afr Med J 102(12), 912–913.
Silva, F.M. Da, Marques, A. and Chaveiro, A. 2010. Reactive Oxygen Species: A DoubleEdged Sword in Reproduction. The Open Vet Sci J 4(1), 127–133.
Simoneau, A.R. 2006. Treatment- and Disease Related Complications of Prostate Cancer.
Rev Urol 2(1), 56–67.
Snyder, P.J. 2009. Ye & J ffe’ Re duc ive
F. and Barbeiri, R. L. eds. Saunders, 357-363.

d ci

gy ( ix h di i

). In: Strauss, J.

Solomon, M.C., Erasmus, N. and Henkel, R.R. 2014. In vivo effects of Eurycoma longifolia
Jack (Tongkat Ali) extract on reproductive functions in the rat. Andrologia 46(4), 339–348.
Song, W. and Khera, M. 2014. Physiological normal levels of androgen inhibit proliferation
of prostate cancer cells in vitro. Asian J Androl 16(5), 864–8.
Stangelberger, A., Waldert, M. and Djavan, B. 2008. Prostate Cancer in Elderly Men. Rev
Urol 10(2), 111–119.
Steers, W.D. 2011. Physiology and pharmacology of the prostate. In: Steers, W.D. ed.
Practical Urology: essential principles and practice. Scholarly Editions, 239–241.
Storch, A., Kaftan, A., Burkhardt, K. and Schwarz, J. 2000. 1-Methyl-6,7,-dihydroxy-1,2,3,4tetrahydroisoquinoline (salsolinol) is toxic to dopaminergic neuroblastoma SH-SY5Y cells
via impairment of cellular energy metabolism. Brain Res 855(1), pp. 67–75.
Surampudi, P.N., Wang, C. and Swerdloff, R. 2012. Hypogonadism in the aging male
diagnosis, potential benefits, and risks of testosterone replacement therapy. Int J Endocrinol
2012(1), 625434.
Taher, A. 2005. Proportion and acceptance of andropause symptoms among elderly men.
Acta. Med. Indones 37(1), 82–86.
Tambi, M.I.B.M., Imran, M.K. and Henkel, R.R. 2011. Standardised water-soluble extract of
Eurycoma longifolia, Tongkat ali, as testosterone booster for managing men with late-onset
hypogonadism? Andrologia 44(1), 226–230.

158

Taylor, J.L.S., Elgorashi, E.E., Maes, A., Van Gorp, U., De Kimpe, N., Van Staden, J. and
Verschaeve, L. 2003. Investigating the safety of plants used in South African traditional
medicine: Testing for genotoxicity in the micronucleus and alkaline comet assays. Environl
Mol Mutagen 42(3), 144–154.
Thring, T.S., Hili, P. and Naughton, D.P. 2009. Anti-collagenase, anti-elastase and antioxidant activities of extracts from 21 plants. BMC Complem Alterna Med 9(1), 27.
Tian, H. and Pan, O.C. 1997. Modulation of multidrug resistance by three bisbenzylisoquinolines in comparison with verapamil. Zhongguo Yao Li Xue Bao 18(5), 455–458.
Torres-Roca, J.F. 2006. The Role of External-Beam Radiation Therapy in the Treatment of
Clinically Localized Prostate Cancer. Canc Cont 13(3), 188–193.
Ullah, M.I., Riche, D.M. and Koch, C.A. 2014. Transdermal testosterone replacement therapy
in men. Drug Des Devel Ther 8(1), 101–112.
Valko, M., Leibfritz, D., Moncol, J., Cronin, M.T.D., Mazur, M. and Telser, J. 2007. Free
radicals and antioxidants in normal physiological functions and human disease. Int J Biochem
Cell Biol 39(1), 44–84.
Walker, W.H. and Cheng, J. 2005. FSH and testosterone signaling in Sertoli cells. Repro
130(1), 15–28.
Wallace, T.J., Torre, T., Grob, M., Yu, J., Avital, I., Brücher, B.L.D.M., Stojadinovic, A. and
Man, Y.G. 2014. Current Approaches, Challenges and Future Directions for Monitoring
Treatment Response in Prostate Cancer. J Cancer 5(1), 3–24.
Walters, K, Simanainen, U. and Handelsman, D.J. 2010. Molecular insights into androgen
actions in male and female reproductive function from androgen receptor knockout models.
Human Repro Update 16(5), 543–58.
Wang, C.R., Nguyen, J. and Lu, Q.B. 2009. Bond breaks of nucleotides by dissociative
electron transfer of nonequilibrium prehydrated electrons: a new molecular mechanism for
reductive DNA. J. Am. Chem. Soc 131(1), 11320–11322.
Wang, S., Yu, H. and Wickliffe, J.K. 2011. Limitation of the MTT and XTT assays for
measuring cell viability due to superoxide formation induced by nano-scale TiO2. Tox. in
Vitro 25(1), 2147–2151.
Waynberg, J. 1994. Yohimbine vs. muira puama in the treatment of sexual dysfunction. Am J
Nat Med 1(1), 8–9.
Weinbauer, G.F., Luetjens, C, M., Simoni, M. and Nieschlag, E. 2010. Physiology of
testicular function. Andrology 24(5), 765–774.
Weiskopf, R.B. 2011. Chemistry and Biochemistry of Oxygen Therapeutics. Mozzarelli, A.
and Bettati, S. eds. John Wiley & Sons, Ltd, 64-65.
White, k. Y., Rodemich, L., Nyalwidhe, J.O., Comunale, M.A., Clements, M.A., Lance, R.S.,
Schellhammer, P.F., Mehta, A.S., Semmes, O.J. and Drake, R.R. 2009. Glycomic
159

characterization of prostate-specific antigen and prostatic acid phosphatase in prostate cancer
and benign disease seminal plasma fluids. J Proteome Res 8(2), 620–630.
WHO, 2005. National Policy on Traditional Medicine and Regulation of Herbal Medicine.
Geneva.
Wilt, T.J., Shamliyan, T., Taylor, B., MacDonald, R., Tacklind, J., Rutks, I., Koeneman, K.,
Cho, C.-S. and L., K. 2008. Comparative Effectiveness of Therapies for Clinically Localized
Prostate Cancer. Comparative Effectiveness Review No. 13. Rockville.
Wiseman, H. and Halliwell, B. 1996. inflammatory disease and progression to cancer.
Biochem. J. 29(2), 17–29.
Wolf, A.M., Wender, R.C. and Etzioni, R.B. 2010. American cancer society guideline for the
detection of prostate cancer: update 2010. CA Cancer J Clin 60(1), 70.
Woode, E., Amidu, N., Owiredu, W.K.B.A., Boakye-Gyasi, E., Ansah, C. and Duwiejua, M.
2009. Antidepressant-Like Effects of an Ethanolic Extract of Sphenocentrum jollyanum
Pierre Roots in Mice. Int J Pharma 5(1), 22–29.
Wu, F.C.W., Tajar, A. and Beynon, J.M. 2010. Identification of late-onset hypogonadism in
middle-aged and elderly men. N Engl J Med 363(2), 123–135.
Xia, S., XU, X., TENG, J., XU, C. and TANG, X. 2002. Characteristic pattern of human
prostatic growth with age. Asian J Androl 4(1), 269–271.
Xiang, Q. and Sang, A. 1998. Complex role of matrix metalloproteinases in angiogenesis.
Cell Research 8(1), 171–177.
Yakubu, M.T. and Afolayan, A.J. 2008. Effect of aqueous extract of Bulbine natalensis
(Baker) stem on the sexual behaviour of male rats. Int J Androl 32(6), 629–636.
Yi, D., Xiaohui, L., Fengquan, Z., Jun, W., Yang, Z., Dongjie, S., Jinwei, R. and Huizhen, Z.
2011. Oxdative stress on Sertoli cells of rats induced by microcystin-LR. Life Sci J 8(2), 249–
253.
Yin, S.Y., Wei, W.C., Jian, F.Y. and Yang, N, S. 2013. Therapeutic Applications of Herbal
Medicines for Cancer Patients. Evidence-Based Compl Alt Med 2013(1), 302426.
Zeitlin, S.I. and Rajfer, J. 2000. Hyperprolactinemia and erectile dysfunction. Reviews in
urology 2(1), 39–42.
Zhang, L., Shi, J., Feng, J., Klocker, H., Lee, C. and Zhang, J. 2004. Type IV collagenase
(matrixmetalloproteinase-2 and -9) in prostate cancer. Pros Cance Pros Dis 7(1), 327–332.
Zhang, S., Qi, L., Li, M., Zhang, D., Xu, S., Wang, N. and Sun, B. 2008. Chemokine
CXCL12 and its receptor CXCR4 expression are associated with perineural invasion of
prostate cancer. J Exp Clin Canc Res 27(62), 62.
Zi, J.I.N.H., Bing, W.H., Bo, W.Y., Ping, L.I.N.L. and Wei, Q.I.N.G. 2007. Alkaloids from
Stephania epigaea. Chinese J Nat Med 5(2), 5–7.
160

161

