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Abstract

Background: In a previously reported study, patients with regionally advanced melanoma were treated with neo-
adjuvant ipilimumab (ipi) (Tarhini in PLoS ONE 9(2): e87705, 3). Significant changes in circulating myeloid derived sup-
pressor cells (MDSC), requlatory T cells (Treg) and peptide specific type | CD41 and CD8™ T cells were noted at week 6
that correlated with clinical outcome. Characterization of antigen-specific effector T cell secreted cytokines may shed
insights into ipi associated T cell activation and function.

Methods: Patients were treated with neoadjuvant ipi (10 mg/kg every 3 weeks x 2) administered intravenously
before and after surgery. Peripheral blood mononuclear cells (PBMC) that were collected at baseline and week 6 (after
ipi) were tested here. Each sample was divided into 5 groups and stimulated with controls or shared melanoma anti-
gen overlapping peptide pools (NY-ESO 1, gp-100, MART-1). Secreted cytokines, chemokines and growth factors were
assessed using Luminex. Cytokine expression levels between the 3 antigen groups were compared using the Wilcox
rank-sum test.

Results: Seventeen cytokines were differentially expressed with stimulation by each antigen at baseline (p value
<0.05): IL1B, MIP1@3, ILTRA, VEGF, IL13, IL17, MIP1a, GM-CSF, MCP1, IL5, IL2R, IL4, IL10, IFNy, TNFaq, IL8 and IL2. At week

6, 15 cytokines were differentially expressed (p < 0.05): IL1{3, VEGF, G-CSF, HGF, IL13, 1L17, GM-CSF, MCP1, IL5, IL7, IL4,
IL10, IFNy, IL8 and IL2. Patients were later clustered based on cytokine expression levels at baseline and at week 6, and
recurrence free survival (RFS) was compared. Clear differences in RFS were noted based on cytokine level clustering
both at baseline and at week 6: Patients whose PBMCs secreted more cytokines in response to NY-ESO-1 showed a
trend towards better RFS.

Conclusions: PBMCs of patients treated with ipi secreted significantly more cytokines, chemokines and growth
factors in response to NY-ESO-1 than to gp-100 or MART-1. These cytokines belonged to different functional groups,
including inflammatory, type 1, type 2 and regulatory, that warrant further study. Patients whose PBMCs secreted
more cytokines (particularly in response to NY-ESO-1) tended to have better RFS, supporting further exploration in
terms of therapeutic predictive value.
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Background

Melanoma continues to be a major public health prob-
lem in the United States (U.S.), with an estimated 76,380
new cases diagnosed in 2016 and 10,130 deaths [1].
The treatment paradigm for patients with unresect-
able or metastatic disease has been revolutionized by
the approval of novel targeted and immunotherapeu-
tic agents in recent years, but patients with resectable
loco-regionally advanced melanoma continue to have
poor outcomes. Indeed, the majority of patients with
locoregional disease, including lymph node metastases,
in transit metastases or satellite lesions will have recur-
rence after initial resection and develop metastatic dis-
ease [2, 3]. The prognosis for patients with stage I disease
is excellent, with 5 year survival rates of 97% [4], though
with increasing thickness, 5 year survival rates decrease.
For example, patients with stage IIC disease have a
5 year survival rate of 53% [4]. Outcomes for patients
with stage III melanoma are overall worse, with 5 year
survival of 78, 59, and 40% for stage IIIA, IIIB, and IIIC,
respectively [4]. Recurrence risk for stage III melanoma
also varies: 5-year overall recurrence free survival (RES)
for patients with stage IIIA, IIIB, and IIIC melanoma is
63, 32, and 11%, respectively [5], and the key prognos-
tic factors are nodal involvement and primary features of
the tumor [4]. The current standard of care for patients
with locoregionally advanced disease is surgery followed
by adjuvant high-dose interferon, pegylated interferon
or ipilimumab [4, 6]. Because over half of patients with
treated clinically detectable locoregional disease even-
tually develop metastases and die of their disease, there
is an urgent need to develop novel approaches to the
treatment of stage III melanoma, including neoadjuvant
therapy.

In patients with locally advanced disease, neoadjuvant
therapy has several potential advantages over adjuvant
[3], and has been shown to improve survival outcomes
in several malignancies, including esophageal, breast and
bladder cancer [7-9]. Moreover, neoadjuvant treatment
may facilitate surgery by shrinking tumors prior to sur-
gery, and may decrease the risk of metastasis by eradicat-
ing micrometastatic disease sooner rather than later [3].

We have previously reported a single-arm neoadjuvant
phase II study in patients with stage IIIB-C melanoma.
Patients received high dose ipilimumab (10 mg/kg IV
q3 weeks x4 doses total) bracketing definitive surgery
[9]. Ipilimumab is a monoclonal antibody that binds to
CTLA-4, which is up-regulated on T cells after activa-
tion and functions as a negative regulator of T cell acti-
vation. Median PFS was 15.5 months among 29 evaluable
patients. In our previous analysis significant changes in
circulating regulatory T cells (Treg), myeloid derived sup-
pressor cells (MDSC) and peptide specific type I CD4*
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and CD8' T cells were observed at 6 weeks that corre-
lated with clinical outcome [9]. A significant increase in
circulating Treg was noted at week 6 compared to base-
line (p = 0.02), and increased Treg were associated with
improved PFS (p = 0.034). A significant decrease in
peripheral MDSC was also noted, especially in the mono-
cytic gate (HLA-DR'/low, CD14™; p < 0.0001), a key
MDSC subset, and this was associated with improved PFS
(p = 0.03) [9]. Interestingly, and notably in the absence
of any antigen specific stimulation, circulating CD4" and
CD8" T cells specific for commonly expressed shared
melanoma tumor antigens (gp-100, MART-1, NY-ESO-1)
were increased in frequency after treatment. Taken
together, these data suggest that ipilimumab favorably
alters and positively modulates the circulating immune
environment, and increases melanoma antigen-specific
T cell responses. The characterization of T cell secreted
cytokines may shed insights into ipilimumab associated
T cell activation and function. Here, we report on differ-
ential T cell cytokine secretion at baseline and at week 6
(following systemic therapy with ipilimumab) in response
to melanoma lineage (gp-100, MART-1) and cancer tes-
tis (NY-ESO 1) antigen stimulation in 13 patients treated
with ipilimumab in the neoadjuvant setting.

Methods

Patients and ethics

The characteristics of the total patient population were
reported in the previously published study [15]. Char-
acteristics of the 13 tested here are shown in Table 1.
The study was approved by the University of Pittsburgh
Institutional Review Board (IRB; IRB# PRO09010033).
All patients had a University of Pittsburgh IRB approved
written informed consent obtained. The study was con-
ducted in accordance with the principles expressed in the
Declaration of Helsinki. Eligible patients were 18 years
or older and had clinically detectable locally and/or
regionally advanced melanoma (cutaneous, mucosal or
unknown primary).

Study design

Thirty patients were treated with neoadjuvant ipili-
mumab administered at 10 mg/kg intravenously (I.V.)
on day 0 and day 21 followed by surgery at least 6 weeks
later. Additional maintenance ipilimumab was offered
following surgery, as we have previously reported [10].
Peripheral blood mononuclear cells (PBMC) samples col-
lected and cryopreserved at baseline and 6 weeks were
used for this analysis from 13 patients who had either
relapsed [3] or not [6] within the first year. PBMCs from
each time point were thawed, aliquoted to a concentra-
tion of 1 x 10° cells/ml in complete media, and each
sample was then separated into 5 samples.
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Table 1 Patient demographics and baseline disease char-
acteristics (N = 13 patients)

Variable No. of patients (%)
Age, years; median 50 (range 40-81)
Cutaneous primary 11(84)
Mucosal primary 1(8)
Unknown primary 1(8)
Gender
Female 3(23)
Male 10 (77)
Performance status (ECOG)
0 10 (77)
1 3(23)
Stage
1B 1(8)
lnc 12(92)
Tumor mutational status
BRAFY600 6 (46)
NRASC®! 2(15)
NRASF”3 1(8)
BRAF/NRASWT 3(23)
Unknown 1(8)

ECOG Eastern Cooperative Oncology Group

Libraries of 15-mer peptides overlapping by 4 amino
acids were constructed (Mimetopes, Minneapolis, MN)
to measure CD4% and CD8" T cells specific to tumor
antigens (Gp-100, MART-1, NY-ESO-1) in an HLA-
unrestricted fashion. PBMC were either [1] unstimulated
(negative control), or stimulated with either [2] PMA/
inomycin (positive control), [3] a peptide pool consisting
of 27 peptides from MART-1, [4] a peptide pool consist-
ing of 163 peptides from gp100, [5] a peptide pool con-
sisting of 43 peptides from NY-ESO-1. Samples were then
incubated at 37 °C for 24 h. Samples were centrifuged and
the supernatants saved in aliquots at —80 °C in a tempera-
ture controlled and monitored freezer. Samples did not
thaw before testing. Supernatants were analyzed using
the Multiplex Bead-based Luminex human 30-plex Assay
cytokine plate, as per standard protocol, and run on a Bio-
Plex system (BioRad). The Cytokine Human 30-Plex Panel
for the Luminex platform quantifies GM-CSF, IL-1, IL-5,
IL-4, IL-2, TNF-a, IL-6, RANTES, MIG, VEGF, HGF, EGE,
IL-8, IL-17, MIP-1«, IL-10, G-CSEF, MCP-1, IL-7, IL-15,
IFN-a, IL-2R, IP-10, MIP-1fB, Eotaxin, IL-1RA, IL-12
(p40p70) IL-13, FGF-Basic and IFN-y (Additional file 1:
Table S1). Assay controls included the kit standards for
standard curves and Multiplex controls (R&D Systems).
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Statistical methods

Expression level of cytokines in response to antigen
stimulations were obtained by subtracting the corre-
sponding negative control value from measured values.
If the measured value was under the detection limit or
lower than the negative control value, it was assigned
zero.

At baseline and week 6, Wilcox rank-sum test was used
to identify cytokines that had different expression levels
(unadjusted p value <0.05) when PBMCs were stimulated
with NY-ESO-1 compared to the other two antigens.
Expression levels of these cytokines under antigen stimu-
lation at each time point were plotted in a heatmap. For
better visualization, non-zero values were truncated and
logged.

Hierarchical clustering of patients was then performed
using these differentially expressed cytokines as features
at each time point. Due to sparsity of data, expression
level of cytokines was dichotomized. Both Jaccard dis-
tance and 1-Phi coefficient were used as dissimilarity
measure with eight different types of linkage to perform
the clustering, and the patterns that consistently emerg-
ing were presented here.

Based on clustering results, patients were grouped into
two clusters. Fisher’s exact test was applied to examine
the association between cluster assignment and dichot-
omized RFS at 1 year. RES of the two clusters were also
compared using Kaplan—Meier plot and log-rank test.
Because this is an exploratory study, p values were not
adjusted for multiple testing.

Results

Patient information

Thirteen patients with available biospecimens were
included in this analysis (Table 1). The median age was
50 (range 40-81), with 10 males (77%) and 3 females
(23%). The majority of patients (11; 84%) had a cutane-
ous primary, and 1 (8%) each had mucosal melanoma or
melanoma of unknown primary. 10 patients (77%) were
entirely asymptomatic, with an ECOG performance sta-
tus of 0, and 3 patients (23%) had an ECOG of 1. These
patients were at high risk of recurrence, with 12 patients
(92%) diagnosed as stage IIIC, and 1 patient (8%) had
stage IIIB disease. 6 patients (46%) had a BRAF'®®
mutation. 2 patients (15%) were found to have NRAS?®!
mutation, and one had an NRASY”® mutation. 3 patients
(23%) were BRAF/NRAS wild type, and one patient’s
mutational status was unknown. All patients included in
this analysis were treated with neoadjuvant ipilimumab
bracketing definitive surgery, as previously reported.
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Cytokine profiles are differentially expressed at baseline

in response to antigen stimulation

To determine the broad secreted protein expression pat-
tern of the shared melanoma antigen specific T cells in
the circulation of these patients, and how they might be
impacted by ipi, 30 cytokines, chemokines and growth
factors in the supernatant of stimulated T cells were
tested at baseline and at week 6 using the Human 30-Plex
panel for Luminex. At baseline, prior to any treatment
with ipilimumab, 17 cytokines were found to have higher
expression levels when stimulated with NY-ESO-1 ver-
sus gp-100 or MART-1. On stimulation with NY-ESO1,
expression of IL-1f3, MIP1-f, IL1-RA, VEGE, IL-13, IL-17,
MIP1-a, GM-CSE, MCP-1, IL-5, IL2-R, IL-4, IL-10, IEN-
Y, TNF-a, IL-8 and IL-2 was significantly higher (p value
<0.05 for each) (Fig. 1).

Cytokine profiles are differentially expressed at week 6

in response to antigen stimulation

At week 6 (after 2 cycles of ipilimumab), 15 cytokines
were found to have higher expression when stimulated
with NY-ESO-1 versus gp-100 or MART-1. On stimula-
tion with NY-ESO-1, expression of IL-13, VEGF, G-CSF,
HGE, IL-13, IL-17, GM-CSE, MCP-1, IL-5, IL-7, IL-4,
IL-10, IFN-y, IL-8 and IL-2 was significantly higher (p
value <0.05 for each) (Fig. 2).

Cytokine expression levels at baseline and at week 6
correlate with recurrence free survival (RFS)

Patients were clustered into two groups based on
cytokine expression profile in response to NY-ESO-1 vs
gpl00 and MART-1. At baseline, patients 1, 5, 6, 7, 8, 9
and 10 were in cluster 1, and patients 11, 17, 18, 20, 22
and 28 were in cluster 2. The cluster result was correlated
with RFS at 12 months. Poor RFS was defined as patients
having died or relapsed within 1 year, and good RFS
meant patients had not died or relapsed within 1 year.
Though there was no statistically significant associa-
tion between cluster assignment and dichotomized RFS
(p = 0.10), there was a trend towards improved RFS in
cluster 1, where 5 out of 7 patients had good REFS. In clus-
ter 2, 5 out of 6 patients had poor RFS.

At week 6, patients 1, 5, 6, 7, 8, and 9 were in cluster 1,
and patients 10, 11, 17, 18, 20, 22, and 28 were in cluster
2. 4 out of 6 patients in cluster 1 had good RFS and 5 out
of 7 patients in cluster 2 had bad RFS, however, there was
no statistically significant association between cluster
assignment and dichotomized RFS (p = 0.29).

We also observed differences in RFS based on cytokine
level clustering both at baseline (p = 0.075) and at week 6
(p = 0.082) (Fig. 3).
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Discussion
Induction of potent antitumor T cell immunity is consid-
ered to be crucial for the therapeutic efficacy of immuno-
therapy. Here, we report on cytokine expression profiles
from the PBMCs of 13 patients treated with neoadjuvant
ipilimumab at baseline and at week six. We examined
responses to two melanoma lineage (gp100, MART-1)
and a cancer testis (NY-ESO-1) antigen, all commonly
expressed by the majority of melanoma tumors [11-
13] and all known to be spontaneously immunogenic.
We chose to assess expression levels of cytokines and
chemokines with widely varied functions, and we show
that at baseline (prior to treatment with ipilimumab),
cytokine profiles are differentially expressed in response
to antigen stimulation. We find that PBMC supernatants
express 17 cytokines at higher levels when stimulated
with NY-ESO-1 versus gpl00 or MART-1, in line with
the known spontaneous immunogenicity of NY-ESO-1 in
eliciting CD4 and CD8 T cell responses [14] in addition
to antibody responses. On stimulation with NY-ESO-1,
expression of IL-1, MIP1-, IL1-RA, VEGEF, IL-13, IL-17,
MIP1-a, GM-CSE, MCP-1, IL-5, IL2-R, IL-4, IL-10, IFN-y,
TNF-q, IL-8 and IL-2 was significantly increased. Interest-
ingly, these cytokines fall into varying functional groups,
including pro-inflammatory (IL-1p, MIP-1f, IL-17, IFN-
Y, TNF-a and IL-8) and anti-inflammatory (IL-1RA,
IL-10). We also find TH1 (IFN-y, IL-2,) and TH2 (IL-4,
IL-13) cytokines. These findings suggest that PBMCs of
patients with advanced melanoma are polyfunctional,
with expression of cytokines across varied pathways.
NY-ESO-1 is a member of the cancer testis antigen
(CTA) family, a group of tumor-associated antigens that
are expressed on multiple different tumor types, with
expression in normal tissues restricted to placenta and
testis [15]. NY-ESO-1 mRNA is expressed in 17-42%
of melanomas [15-17], and it is thought to be the most
immunogenic CTA [15]. Up to 50% of patients with
advanced melanoma whose tumors express NY-ESO-1
are seropositive for anti-NY-ESO-1 antibodies [18], and
even in the absence of detectable antigen expression,
NY-ESO-1 may induce NY-ESO-1 antibodies in 10% of
patients [19]. NY-ESO-1 has also been shown to stimu-
late spontaneous and synchronized humoral and cell-
mediated immune responses. In one study, more than
90% of patients with circulating anti-NY-ESO-1 antibod-
ies also had an NY-ESO-1-specific CD8" T-cell response,
whereas this effector T cell response was absent in
patients without detectable anti-NY-ESO-1 antibody
[20]. Therefore, many clinical trials of vaccines employ-
ing NY-ESO-1 are ongoing, with several already reported
[21-24]. Thus, detection of multiple cytokines at elevated
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Fig. 1 Heatmap of 17 analytes selected at Baseline: Expression pattern of 17 cytokines that respond differently to stimulation with NY-ESO-1 vs.
gp-100 and MART-1 at baseline (p value <0.05): IL1{3, MIP1{, ILTRA, VEGF, IL13, IL17, MIP1a, GM-CSF, MCP1, IL5, IL2R, IL4, IL10, IFN-y, TNFgq, IL8 and IL2.
Patients were clustered into 2 groups: seven patients in cluster 1: 1, 5,6, 7, 8,9, and 10 tend to have better RFS and they also have higher cytokine

expression when stimulated with NY-ESO-1

expression levels in response to NY-ESO-1 antigen stim-
ulation suggests that patients with advanced disease (in
our cohort, 92% had stage IIIC melanoma) have an NY-
ESO-1 specific immune response, though this is likely
functionally dampened in the tumor microenvironment
by immune checkpoints such as PD-1/PD-L1 [25] and
CTLA-4 [26].

When PBMC cytokine expression levels were tested
at week 6, after 2 cycles of ipilimumab, we find that 15
cytokines have increased expression when stimulated
with NY-ESO-1 versus gp-100 or MART-1. Specifically,
expression of IL-1B, VEGF, G-CSE, HGEF, IL-13, IL-17,
GM-CSF, MCP-1, IL-5, IL-7, IL-4, IL-10, IFN-y, IL-8 and
IL-2 was significantly increased. Increased expression
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Fig. 2 Heatmap of 15 analytes selected Week 6: Expression pattern of 15 cytokines that respond differently to stimulation with NY-ESO-1 versus
gp-100 and MART-1 at week 6 (p value <0.05): IL-13, VEGF, G-CSF, HGF, IL-13, IL-17, GM-CSF, MCP-1, IL-5, IL-7, IL-4, IL-10, IFN-y, IL-8 and IL-2 Patients
were clustered into 2 groups: six patients in cluster 1: 1,5, 6, 7,8, and 9 tend to have better RFS and they also have higher cytokine expression when

stimulated with NY-ESO-1

in response to NY-ESO-1 versus gp-100 or MART-1 at
week 6, as we saw at baseline, again suggests increased
activated cell specificity for the NY-ESO-1 antigen. In
addition, we again note cytokine and chemokine expres-
sion across multiple effector functions. Five proteins were
elevated at baseline in response to NY-ESO-1 antigen,

but not at week 6: IL-2R, IL-1RA, MIP-1a, MIP-1f3, and
TNF-a. At week 6, we noted an increase in G-CSF, IL-7
and HGF, which had not been noted at baseline. Though
difficult to draw conclusions from this small cohort,
an increase in growth factors may indicate increased
CD4 and CD8 T cell activation, though G-CSF is a key
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modulator of MDSC [27, 28], and G-CSF expression has
correlated with increased MDSC and worse overall sur-
vival in murine models [29].

We had previously reported that in 24 patients treated
with neoadjuvant ipilimumab, for whom tumor tissue
was available, CD8 + tumor infiltrating lymphocytes
were increased after treatment [10]. Furthermore, a sig-
nificant increase in circulating CD4", CD8% and T reg-
ulatory cells (Treg; CD4" CD25" Foxp3™") was noted at
week 6, compared to baseline, and this correlated with
improved PFS [10]. Numerous subsets of Treg have
diverse functions in relation to the anti-tumor responses
[30], and our findings of higher pro- and anti-inflamma-
tory cytokines in response to antigen stimulation with
NY-ESO-1 after 6 weeks of treatment suggests that ipili-
mumab does not only function by a pro-inflammatory
mechanism. Moreover, the pro-inflammatory response
appears to be the most dominant, based on increases in
several pro-inflammatory cytokines, including IL-1p,
IL-6, MIP-1a, IL-17, IL-8, IL-2, TNF-a and IFN-y, and
this may be the mechanism leading to the clinical benefit
seen in a subset of patients. In an exploratory analysis, we
assessed the association between Treg and MDSC with
our cytokine data, and no significant associations were
found after adjusting for multiple testing, likely due to
the small sample size that we are reporting on. We clus-
tered patients at baseline and at week 6 into two groups
based on their cytokine expression profile. At baseline,
seven patients were in cluster 1 and had higher cytokine
expression when stimulated with NY-ESO-1, while
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Fig. 3 RFS by clustering; clustered by baseline cytokine levels: Panel
a RFSin cluster 1 versus cluster 2, where patients are clustered by
cytokine expression profile at baseline. Panel b RFS in cluster 1 versus
cluster 2, where patients are clustered by cytokine expression profile
at week 6
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six patients were in cluster 2. Poor RFS was defined as
patients who had died or relapsed within 1 year, whereas
patients with good RFS had not died or relapsed within
1 year. Notably, the cluster into which patients were
placed based on their cytokine expression profile was
found to correlate with RFS at 12 months. While this did
not reach statistical significance, there was a sharp trend
towards improved RFS in cluster 1, where 5 of 7 patients
had good REFS, whereas in cluster 2, 5 of 6 patients had
poor RES. These differences in RFS based on cytokine
level clustering were noted both at baseline and at week
6. This suggests that having higher cytokine expression in
respond to NY-ESO-1 compared to gp-100 and MART-1
may have some association with better RES.

Our study has several limitations. The small cohort
size limits the conclusions that can be drawn, and may
be why we do not see a statistically significant differ-
ence when we compare RFS in cluster 1 versus cluster
2. Furthermore, the cytokine expression levels were
determined in supernatants of PBMC, clearly limit-
ing our ability to differentiate between expression pro-
files of specific cell subsets. Our earlier study testing
intracellular cytokine expression confirmed that both
CD4% and CD8" T cells produced IFN-y, but many of
these circulating proteins have other sources. To our
knowledge, this is the first study to report on cytokine
expression profiles from PBMCs of patients treated
with ipilimumab. Furthermore, we compare levels at
baseline and after 6 weeks of treatment. We show that
at baseline, 17 cytokines are expressed at higher levels
in response to NY-ESO-1 than in response to gp-100 or
MART-1. We show that this difference is maintained
after 6 weeks of treatment of ipilimumab. Importantly,
we find that when patients are clustered into groups
based on their cytokine expression profile, patients in
cluster 1 had superior RES compared to patients in clus-
ter 2. These findings warrant validation across a larger
sample size, and it would also be important to deter-
mine if these differences are also seen in patients with
metastatic melanoma who are treated with ipilimumab.
If our findings persist in larger cohorts, this may help
determine which patients are likely to derive RES ben-
efit from ipilimumab.

Conclusion

Here, we report on cytokine expression profiles of 13
patients treated with ipilimumab in the neoadjuvant setting.
The supernatants collected from the PBMCs of patients
treated with ipilimumab had increased cytokine expres-
sion when stimulated with NY-ESO-1 in comparison to
gp-100 or MART-1. Interestingly, these cytokines belong
to a broad functional range, including inflammatory, type
1, type 2 and regulatory functions, and warrant further
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study. Furthermore, patients whose PBMCs secreted more
cytokines, most notably in response to NY-ESO-1, tended
to have better RFS. This suggests that cytokine expression
profiles may have predictive value in the context of CTLA-4
blockade that warrant further exploration.
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{ Additional file 1. Summary of Luminex cytokine measurements. }

Abbreviations

CTA: cancer testis antigen; CTLA-4: cytotoxic lymphocyte antigen 4; ECOG:
Eastern Cooperative Oncology group; IL: interleukin; IFN: interferon; Ipi:
ipilimumab; MDSC: myeloid derived suppressor cells; PBMC: peripheral blood
mononuclear cells; RFS: relapse free survival; Treg: regulatory T cells.

Authors’ contributions

Study Design: AT, LHB, RV. Study Conduct: AT, LHB, RV. Data Collection: AT, LHB.
Data Analysis: FD, YL, YGN, AT, LHB. Manuscript Write Up: YGN, AT, RV, LHB, FD,
YL. Final Approval of Manuscript: YGN, AT, RV, LHB, FD, YL. All authors read and
approved the final manuscript.

Author details

! University of Pittsburgh Medical Center, Pittsburgh, PA, USA. % Biostatistics
Facility, University of Pittsburgh Cancer Institute, Pittsburgh, PA, USA. 3 Univer-
sity of Pittsburgh Medical Center, Pittsburgh, PA, USA. 4 University of Pitts-
burgh, University of Pittsburgh Cancer Institute, Pittsburgh, PA, USA. > Division
of Hematology-Oncology, Department of Medicine, University of Pittsburgh,
University of Pittsburgh Cancer Institute, 5150 Centre Avenue (555), Pittsburgh,
PA 15232, USA.

Acknowledgements
Not Applicable.

Competing interests

AT: Research grant support consultant role (advisory board participation) from
BMS. FD: None to declare; YL: None to declare; RV: None to declare; YGN: None
to declare; LHB: None to declare.

Ethics approval and consent to participate

The study was approved by the University of Pittsburgh Institutional Review
Board (IRB; IRB# PRO09010033). All patients had a University of Pittsburgh IRB
approved written informed consent obtained. The study was conducted in
accordance with the principles expressed in the Declaration of Helsinki.

Consent for publication

The study was approved by the University of Pittsburgh Institutional Review
Board (IRB; IRB# PRO09010033). All patients had a University of Pittsburgh IRB
approved written informed consent obtained. The study was conducted in
accordance with the principles expressed in the Declaration of Helsinki.

Availability of data and materials
All data generated or analyzed during this study are included in this published
article [and its supplementary files].

Funding

This investigator-initiated study was supported by a grant from Bristol-Myers
Squibb and in part by National Institutes of Health (NIH) award PSOCA121973.
This project used UPCl shared resources (including the Immunologic Monitor-
ing Lab [L.H. Butterfield, Director]) that are supported in part by award P30
CA047904. The funders had no role in study design, data collection and
analysis, decision to publish, or preparation of the manuscript.

Received: 23 November 2016 Accepted: 4 February 2017
Published online: 21 February 2017

Page 8 of 9

References

1. Siegel RL, Miller KD, Jemal A. Cancer statistics. CA Cancer J Clin.
2016;66(1):7-30.

2. Buzaid AC, Ross MI, Balch CM, Soong S, McCarthy WH, Tinoco L, et al. Criti-
cal analysis of the current American Joint Committee on Cancer staging
system for cutaneous melanoma and proposal of a new staging system. J
Clin Oncol. 1997;15(3):1039-51.

3. Tarhini AA. Neoadjuvant therapy for melanoma: a promising therapeutic
approach and an ideal platform in drug development. Am Soc Clin Oncol
Educ Book. 2015:535-42. doi:10.14694/EDBOOK_AM.2015.35.E535.

4. Balch CM, Gershenwald JE, Soong SJ, Thompson JF, Atkins MB, Byrd DR,
et al. Final version of 2009 AJCC melanoma staging and classification. J
Clin Oncol. 2009;27(36):6199-206.

5. Romano E, Scordo M, Dusza SW, Coit DG, Chapman PB. Site and timing
of first relapse in stage Ill melanoma patients: implications for follow-up
guidelines. J Clin Oncol. 2010;28(18):3042-7.

6. Kirkwood JM, Manola J, Ibrahim J, Sondak V, Ernstoff MS, Rao U, et al. A
pooled analysis of eastern cooperative oncology group and intergroup
trials of adjuvant high-dose interferon for melanoma. Clin Cancer Res.
2004;10(5):1670-7.

7. Fisher B, Brown A, Mamounas E, Wieand S, Robidoux A, Margolese RG,
et al. Effect of preoperative chemotherapy on local-regional disease in
women with operable breast cancer: findings from National Surgical
Adjuvant Breast and Bowel Project B-18.J Clin Oncol. 1997;15(7):2483-93.

8. Grossman HB, Natale RB, Tangen CM, Speights VO, Vogelzang NJ, Trump
DL, et al. Neoadjuvant chemotherapy plus cystectomy compared with
cystectomy alone for locally advanced bladder cancer. N Engl J Med.
2003;349(9):859-66.

9. Medical Research Council Oesophageal Cancer Working G. Surgical
resection with or without preoperative chemotherapy in oesophageal
cancer: a randomised controlled trial. Lancet. 2002;359(9319):1727-33.

10. Tarhini AA, Edington H, Butterfield LH, Lin Y, Shuai Y, Tawbi H, et al.
Immune monitoring of the circulation and the tumor microenvironment
in patients with regionally advanced melanoma receiving neoadjuvant
ipilimumab. PLoS ONE. 2014;9(2):e87705.

11. Coulie PG, Brichard V, Van Pel A, Wolfel T, Schneider J, Traversari C,
et al. A new gene coding for a differentiation antigen recognized by
autologous cytolytic T lymphocytes on HLA-A2 melanomas. J Exp Med.
1994;180(1):35-42.

12. Kawakami, Eliyahu S, Delgado CH, Robbins PF, Rivoltini L, Topalian SL, et al.
Cloning of the gene coding for a shared human melanoma antigen recog-
nized by autologous T cells infiltrating into tumor. Proc Natl Acad Sci USA.
1994,91(9):3515-9.

13. Romero P, Valmori D, Pittet MJ, Zippelius A, Rimoldi D, Levy F, et al.
Antigenicity and immunogenicity of Melan-A/MART-1 derived peptides
as targets for tumor reactive CTL in human melanoma. Immunol Rev.
2002;188:81-96.

14. Gnjatic S, Atanackovic D, Jager E, Matsuo M, Selvakumar A, Altorki NK,
et al. Survey of naturally occurring CD4+ T cell responses against NY-
ESO-1 in cancer patients: correlation with antibody responses. Proc Nat!
Acad Sci USA. 2003;100(15):8862-7.

15. FrattaE, Coral S, Covre A, Parisi G, Colizzi F, Danielli R, et al. The biology
of cancer testis antigens: putative function, regulation and therapeutic
potential. Mol Oncol. 2011;5(2):164-82.

16. Chen YT, Scanlan MJ, Sahin U, Tureci O, Gure AO, Tsang S, et al. A testicular
antigen aberrantly expressed in human cancers detected by autologous
antibody screening. Proc Natl Acad Sci USA. 1997,94(5):1914-8.

17. Van Der Bruggen P, Zhang Y, Chaux P, Stroobant V, Panichelli C, Schultz ES,
et al. Tumor-specific shared antigenic peptides recognized by human T
cells. Immunol Rev. 2002;188:51-64.

18. Jager E, Gnjatic S, Nagata Y, Stockert E, Jager D, Karbach J, et al. Induc-
tion of primary NY-ESO-1 immunity: CD8* T lymphocyte and antibody
responses in peptide-vaccinated patients with NY-ESO-17 cancers. Proc
Natl Acad Sci USA. 2000;97(22):12198-203.

19. Stockert E, Jager E, Chen YT, Scanlan MJ, Gout |, Karbach J, et al. A survey
of the humoral immune response of cancer patients to a panel of human
tumor antigens. J Exp Med. 1998;187(8):1349-54.

20. Jager E, Nagata Y, Gnjatic S, Wada H, Stockert E, Karbach J, et al. Monitor-
ing CD8T cell responses to NY-ESO-1: correlation of humoral and cellular
immune responses. Proc Natl Acad Sci USA. 2000;97(9):4760-5.


http://dx.doi.org/10.1186/s12967-017-1140-9
http://dx.doi.org/10.14694/EDBOOK_AM.2015.35.E535

Najjar et al. J Trans| Med (2017) 15:39

21

22.

23.

24,

25.

Slingluff CL Jr, Petroni GR, Chianese-Bullock KA, Smolkin ME, Hibbitts S,
Murphy C, et al. Immunologic and clinical outcomes of a randomized
phase Il trial of two multipeptide vaccines for melanoma in the adjuvant
setting. Clin Cancer Res. 2007;13(21):6386-95.

Odunsi K, Qian F, Matsuzaki J, Mhawech-Fauceglia P, Andrews C, Hoffman
EW, et al. Vaccination with an NY-ESO-1 peptide of HLA class I/l specifici-
ties induces integrated humoral and T cell responses in ovarian cancer.
Proc Natl Acad Sci USA. 2007;104(31):12837-42.

Valmori D, Souleimanian NE, Tosello V, Bhardwaj N, Adams S, O'Neill D,

et al. Vaccination with NY-ESO-1 protein and CpG in Montanide induces
integrated antibody/Th1 responses and CD8 T cells through cross-prim-
ing. Proc Natl Acad Sci USA. 2007;104(21):8947-52.

Jager E, Karbach J, Gnjatic S, Neumann A, Bender A, Valmori D, et al.
Recombinant vaccinia/fowlpox NY-ESO-1 vaccines induce both humoral
and cellular NY-ESO-1-specific immune responses in cancer patients. Proc
Natl Acad Sci USA. 2006;103(39):14453-8.

Okazaki T, Honjo T. The PD-1-PD-L pathway in immunological tolerance.
Trends Immunol. 2006;27(4):195-201.

26.

27.

28.

29.

30.

Page 9 of 9

Walunas TL, Lenschow DJ, Bakker CY, Linsley PS, Freeman GJ, Green JM,
et al. CTLA-4 can function as a negative regulator of T cell activation.
Immunity. 1994;1(5):405-13.

LiW, Zhang X, ChenY, XieY, Liu J, Feng Q, et al. G-CSF is a key modulator
of MDSC and could be a potential therapeutic target in colitis-associated
colorectal cancers. Protein Cell. 2016;7(2):130-40.

Najjar YG, Finke JH. Clinical perspectives on targeting of myeloid derived
suppressor cells in the treatment of cancer. Front Oncol. 2013;3:49.
Kawano M, Mabuchi S, Matsumoto Y, Sasano T, Takahashi R, Kuroda H,

et al. The significance of G-CSF expression and myeloid-derived sup-
pressor cells in the chemoresistance of uterine cervical cancer. Sci Rep.
2015;5:18217.

Delgoffe GM, Woo SR, Turnis ME, Gravano DM, Guy C, Overacre AE, et al.
Stability and function of regulatory T cells is maintained by a neuropilin-
1-semaphorin-4a axis. Nature. 2013;501(7466):252—6.

Submit your next manuscript to BioMed Central
and we will help you at every step:

* We accept pre-submission inquiries

e Our selector tool helps you to find the most relevant journal
* We provide round the clock customer support

e Convenient online submission

e Thorough peer review

e Inclusion in PubMed and all major indexing services

e Maximum visibility for your research

Submit your manuscript at

www.biomedcentral.com/submit () BiolMed Central




	Melanoma antigen-specific effector T cell cytokine secretion patterns in patients treated with ipilimumab
	Abstract 
	Background: 
	Methods: 
	Results: 
	Conclusions: 

	Background
	Methods
	Patients and ethics
	Study design

	Statistical methods
	Results
	Patient information
	Cytokine profiles are differentially expressed at baseline in response to antigen stimulation
	Cytokine profiles are differentially expressed at week 6 in response to antigen stimulation
	Cytokine expression levels at baseline and at week 6 correlate with recurrence free survival (RFS)

	Discussion
	Conclusion
	Authors’ contributions
	References




