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ABSTRACT
Manipulating the complex interaction between the immune system and tumour cells has been the focus
of cancer research for many years, but it is only in the past decade that significant progress has been
made in the field of cancer immunotherapy resulting in clinically effective treatments. The blockade of coinhibitory immune checkpoints, essential for maintaining lymphocyte homeostasis and self-tolerance, by
immunomodulatory monoclonal antibodies has resulted in the augmentation of anti-tumour responses.
The greatest successes so far have been seen with the blockade of cytotoxic T lymphocyte associated
antigen-4, which has resulted in the first Phase III clinical trial showing an overall survival benefit in metastatic
melanoma, and in the blockade of the programmed cell death protein-1 axis. This concise review will focus
on the clinical advances made by the blockade of these two pathways and their role in current cancer
treatment strategies.
Keywords: Cancer immunotherapy, cytotoxic T lymphocyte associated antigen-4 (CTLA-4), programmed
cell death protein-1 (PD-1), programmed death ligand-1 (PD-L1).

INTRODUCTION
There were an estimated 14.1 million new cases of
cancer diagnosed in 2012 worldwide1 and, coupled
with an increasingly ageing population, the
significant global health burden of cancer has led
to the search for additional anti-tumour therapeutic
strategies to be undertaken. The ability to harness
and amplify the immune system’s response towards
tumour cells has appeared an attractive option in
the development of cancer therapies. The principle
of the immune surveillance hypothesis, first
suggested by Burnet and Thomas2-4 in the 1950s,
proposes that the host’s immune system can
identify nascent tumour cells and act to eradicate
them. The ability of the immune system to recognise
cells as tumour cells is essential to preventing the
eradication of healthy cells, and is dependent on the
cell expressing an identification marker or ‘tumourspecific antigen’ which elicits an immune response
(IR). Lymphocytes were proposed to be the
principle cell mediating the immune surveillance
mechanism. Without this protective mechanism,
the rates of carcinogenesis would be expected
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to be much higher than experienced. Although an
attractive hypothesis, experimental evidence to
support the theory was lacking until the late 1990s
when, amongst other advances, research showed
that lymphocytes and interferon-gamma work
together to prevent the development of tumours in
immunodeficient mice.5
The concept of cancer immunoediting developed
from these initial theories and was proposed to
describe the interaction between the immune
system and cancer, whereby malignant cells become
less immunogenic leading to immune escape by
the tumour.6 The cancer immunoediting theory has
three phases: elimination, equilibrium, and escape.
The stage of tumour elimination reflects the
traditional immune surveillance concept whereby
the immune system recognises and eliminates
tumour cells. The second stage of equilibrium
describes the process by which tumour cells can
adapt and become progressively less immunogenic
and resistant to the actions of effector cells whilst
some tumour cells continue to be eliminated.
Therefore, the tumour is not completely eradicated

EMJ EUROPEAN MEDICAL JOURNAL

and is kept in check by the immune system. The
final escape phase occurs when tumour cells can
adapt to develop strategies for evading or subverting
a host’s IR, for example by expressing ligands
that can inhibit T cell activation and proliferation,
thereby escaping from the immune system’s
effector mechanisms and enhancing their ability
to proliferate in an unrestricted manner. The aim of
immunotherapy is to alter the balance from tumour
escape to tumour elimination.
Following the formation of these hypotheses,
cancer immunotherapy was a theoretical possibility
but over the subsequent decades it failed to
translate into effective clinical therapies and
therefore appeared to be an impossible feat. The
failure of therapies was principally due to a lack of
understanding of the immunosuppressive features
of the local tumour microenvironment and the
need for T cells to infiltrate the tumour to exert
their anti-tumour effect. However, in recent years,
major breakthroughs in both the understanding of
the IR and in the generation of specific monoclonal
antibodies (mAbs) aimed at immune checkpoints
have led to effective cancer immunotherapies and
the achievement of a metaphorical ‘squaring of
the circle’.
The field of cancer immunotherapy has expanded
in recent years, including adoptive cellular therapy,
vaccine approaches, and T cell gene therapy.
In this concise review, the focus will be on one
major branch of cancer immunotherapy, namely
the generation of immunomodulatory antibodies
designed to manipulate the immune system’s coinhibitory receptors to augment T cell effector
function and the anti-tumour response. In contrast
to traditional cancer therapies, which have direct
cytotoxic effects on the malignant cells, this branch
of cancer immunotherapy relies on indirect methods
of tumour attack by manipulating the IR in the
tumour microenvironment. This indirect method has
been postulated to reset the immune memory with
potentially more durable responses.

CO-INHIBITORY RECEPTORS
Cytotoxic T Lymphocyte-Associated Antigen-4
(CTLA-4)
The major breakthrough in translational cancer
immunotherapy, resulting in successful Phase III
clinical trials, followed the development of mAbs
against CTLA-4. CTLA-4 is a co-inhibitory receptor
that is expressed on activated T lymphocytes
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and is constitutively expressed on regulatory T
lymphocytes. It acts as an inhibitory checkpoint
to restrict the magnitude and duration of the IR
generated after antigen engagement with the T
cell receptor. The immune system has inherent
inhibitory checkpoints to limit the degree of
immune system activation, thereby preventing
collateral damage of surrounding normal tissue
and the sequela of autoimmunity. Both CTLA-4 and
CD28, a co-stimulatory receptor, are members of
the immunoglobulin (Ig) superfamily of receptors.
Following the presentation of antigen by major
histocompatibility complex molecules on antigenpresenting cells (APCs), the second signal for T cell
activation is provided by CD28, which resides on
the T cell surface, as it interacts with its respective
ligands. CTLA-4’s function appears to counteract
that of CD28, as they share the same ligands, CD80
(B7-1), and CD86 (B7-2), which are expressed on
APCs. CTLA-4 has a higher affinity for these ligands,
leading to the theory that CTLA-4 may out-compete
CD28 for ligand engagement, resulting in the
restriction of the co-stimulatory function of CD28.7
The essential role played by CTLA-4 in limiting the IR
and maintaining lymphocyte homeostasis was aptly
demonstrated by the observations that CTLA-4
knockout mice develop fatal lymphoproliferative
disorders within 3-4 weeks of birth.8,9 The blockade
of CTLA-4 with an antagonistic antibody was
postulated to increase immune stimulation by
releasing the inhibitory brakes on the effector IR in
the presence of tumour. Initial preclinical models
confirmed this theory by showing that anti-CTLA-4
antibodies could reject tumours and also that this
rejection resulted in persistent immunity when
challenged for a second time with tumour cells.10
Whilst the mechanism of action of anti-CTLA-4
antibodies is still being investigated, evidence
derived from murine models has shown the
blockade of CTLA-4 on both effector and regulatory
T cells contributes to its anti-tumour effect. AntiCTLA-4 antibodies act to deplete the number
of regulatory T cells within tumours and the
composition of the tumour microenvironment, in
particular the presence of Fcγ receptor–expressing
macrophages, is essential in enabling this depletion
to occur.11,12 The initial success in anti-CTLA-4
antibody therapy was shown in the treatment of
advanced melanoma. The increasing incidence of
melanoma and the poor prognosis of patients with
metastatic melanoma (MM), with median overall
survival (OS) rates of less than 1 year, had indicated
that new effective therapies were greatly needed.13
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There have been two mAbs to CTLA-4 which
have been examined in Phase III clinical trials in
patients with advanced melanoma, ipilimumab
and tremelimumab. Ipilimumab is a fully human
immunoglobin G1 (IgG1) mAb to CTLA-4. The
landmark Phase III randomised controlled trial
(RCT) by Hodi et al.14 was the first to show
an OS benefit for any therapy in the treatment of
MM. The study compared ipilimumab with and
without glycoprotein 100 (gp100) vaccine with
a gp100-alone group in patients with previously
treated advanced melanoma. Gp100 is a peptide
vaccine originating from a melanosomal protein,
and has shown enhanced anti-tumour activity in
combination therapy, for example with interleukin
2.15 There was a significant difference in OS between
the ipilimumab/vaccine group when compared
with the vaccine-alone group (10 months versus
6.4 months). There was no significant difference
noted between either of the ipilimumab groups.
The second Phase III trial, which demonstrated
a survival advantage for ipilimumab therapy
in patients with melanoma, was performed by
Robert et al.16 They compared patients, who had
no previous treatment for melanoma, receiving
ipilimumab plus dacarbazine with a group receiving
dacarbazine plus placebo. Dacarbazine is an
alkylating agent and is the most commonly used
chemotherapy in the treatment of melanoma. There
was a significant increase in median OS for those
receiving ipilimumab with dacarbazine rather than
dacarbazine and placebo (11.2 months versus 9.1
months). In contrast to ipilimumab, tremelimumab
is a humanised IgG2 mAb to CTLA-4 and was
studied in treatment-naïve patients with melanoma
in a Phase III trial by Ribas et al.17 Unlike the
aforementioned ipilimumab trials, no significant
difference in median OS was shown between
tremelimumab-treated patients and those receiving
standard chemotherapy despite the induction of
initially durable responses in a subset of patients.
The objective responses reported with ipilimumab
were durable, with 60% of patients, in a study by
Hodi et al.,14 maintaining their response for more
than 2 years. Furthermore, in the ipilimumab/
dacarbazine study, the median duration of response
was 19.3 months (for those achieving a complete or
partial response).16 However, despite these durable
responses, the clinical trials have shown that only
a relatively small subset of patients derive benefit
from ipilimumab therapy, with a reported overall
response rate (RR) of 10.9–15.2%, irrespective
of whether they were treatment naïve prior to
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receiving ipilimumab.14,16 The ability to identify
the group of patients who would benefit from
ipilimumab therapy would limit the number of
patients exposed to potentially harmful adverse
events (AEs) and also would enable treatment
to be tailored to those with the highest chance of
success. The search for a predictive biomarker of
ipilimumab response is currently ongoing but
provisional studies have suggested that an initial
high expression of FoxP3 may be a predictor
of success.18
In this new era of immunotherapy agents,
it has become apparent that the traditional
disease response criteria, either using Response
Evaluation Criteria in Solid Tumors or World Health
Organization standards, may not be sufficient to
assess disease responsiveness. Durable responses
have been reported in patients who have initially
developed new lesions shortly after commencing
ipilimumab,16 suggesting that the response may
take longer to manifest itself when compared to
directly cytotoxic traditional anti-tumour agents.19
Immune-related response criteria have been
proposed whereby total tumour burden is assessed,
but further evaluations of these criteria are ongoing.
In view of CTLA-4’s function as a ‘brake’ on the
duration and amplitude of T cell effector functions,
it could be predicted that side-effects from
therapies aimed at blocking CTLA-4 would manifest
as autoimmune phenomena. The initial Phase I/
II studies20-22 identified that the majority of drugrelated AEs were mostly inflammatory in nature
(Table 1). Predominantly, these immune-mediated
AEs affect the gastrointestinal tract, skin, liver, and
endocrine systems, and the frequency of Grade
3-4 treatment-related AEs with ipilimumab were
recorded as 10-15%14 but much higher, at a rate
of 56.3%, when ipilimumab was combined with
dacarbazine,16 potentially due to dacarbazine’s
known hepatotoxicity.
The majority of immune-mediated AEs can be
treated with systemic glucocorticoid therapy and,
in some rare steroid-resistant cases, with antitumour necrosis factor antibodies. The emphasis
for successful management of these AEs is on
active medical surveillance and prompt initiation
of treatment which may result in the cessation of
ipilimumab therapy and lead to prevention of lifethreatening complications. The use of prophylactic
systemic steroid therapy in combination with
ipilimumab therapy has not been shown to be of
benefit in reducing the incidence of severe cases
of treatment-related colitis.20 Furthermore, the
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use of systemic steroids to treat immune-related
AEs has not been shown to affect the efficacy of
ipilimumab’s anti-tumour response.14,16 The success
of ipilimumab in the treatment of melanoma has
resulted in an examination of its function in other
tumour types. A large Phase III trial23 randomised
799 patients to receive either ipilimumab or placebo
after receiving radiotherapy for castration-resistant
prostate cancer (CRPC) that had progressed after
docetaxel chemotherapy. No significant difference
was found in median OS between the ipilimumab
and placebo groups (11.2 months versus 10 months).
As expected, Grade 3-4 treatment-related AEs were
higher in the ipilimumab group (26% versus 3%).
Further Phase III trials are ongoing to examine the
role of ipilimumab in chemotherapy-naïve patients
with prostate cancer. Anti-tumour responses have
been reported in patients with metastatic renal cell
carcinoma (RCC), with Phase II studies reporting
a tumour RR of 12.5% in patients receiving 3 mg/
kg of ipilimumab24 and also in patients with Stage
3B/4 non-small cell lung cancer (NSCLC).25

Programmed Cell Death Protein-1/
Programmed Death Ligand-1 (PD-1/PD-L1)
PD-1 is also a co-inhibitory member of the Ig super
family of receptors. Its prime function is to restrict T
cell activation and effector function in the peripheral
tissues at sites of inflammation and/or infection.

Table
1:
The
common
immune-related
adverse events associated with therapeutic
immunomodulatory antibodies.
Immune-related adverse event
Dermatological
•
Rash
•
Pruritus
•
Vitiligo
•
Alopecia
Gastrointestinal
•
Diarrhoea
•
Colitis
Pulmonary
•
Pneumonitis
Endocrine
•
Hypothyroidism
•
Hyperthyroidism
•
Hypophysitis
•
Hypopituitarism
Hepatic
•
Hepatitis
•
Abnormal liver function tests
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Its expression is induced upon activation of T
cells, although it can also be expressed on B
cells, natural killer cells, and monocytes. PD-1
exerts its function by interacting with its two
known ligands, PD-L1 (PD-L1, also known as B7-H1
or CD274) and PD-L2 (also known as B7-DC or
CD273). PD-L1 is expressed on activated T cells,
B cells, and APCs, including tissue-associated
macrophages. Furthermore, PD-L1 is expressed
on some tumour cells allowing the tumour to
circumvent T cell effector function by providing
inhibitory signals to evade immune attack. PD-L1, as
well as serving as PD-1’s ligand, also interacts with
CD80 and therefore any blocking of PD-1 does not
make PD-L1 completely redundant. PD-1’s second
ligand, PD-L2, has a more restricted expression
profile and is expressed on dendritic cells, mast
cells, and macrophages.
The function of PD-1 in the maintenance of
peripheral self-tolerance and the prevention of
uncontrolled immune activation was established
in preclinical models where it was firstly observed
that PD-1 knockout mice developed autoimmune
phenomenon including arthritis, glomerulonephritis,
and autoimmune dilated cardiomyopathy.26,27
Further preclinical models demonstrated apoptosis
of activated T cells when exposed to tumourassociated PD-L128 and also that in vivo injection
of anti-PD-L1 antibodies inhibited growth of
tumours expressing PD-L1.29 A number of mAbs
targeting PD-1 have been examined in clinical trials.
Nivolumab (also known as BMS-936558), a fully
human IgG4 mAb to PD-1, was initially studied in
a Phase I trial of 296 patients examining its safety
profile and anti-tumour activity in melanoma,
NSCLC, RCC, and prostate and colorectal cancer.30
Objective responses were reported in NSCLC,
melanoma, and RCC only and the disease responses
observed were durable with 65% of evaluable
patients maintaining their response for >1 year.
Grade 3-4 treatment-related AEs were reported
in 14% of patients and, in particular, drug-related
pneumonitis was reported in 3% of treated patients
with three drug-related deaths attributed to
pneumonitis. Interestingly, when available tumour
biopsies were examined for PD-L1 expression, 36%
(9/25) of patients with positive biopsies had an
objective response, compared to 0% of patients
with PD-L1 negative tumours, suggesting that the
expression of PD-L1 could be a possible biomarker
for disease response to nivolumab. Further
immunohistological examination of tumour biopsies
taken prior to commencing nivolumab therapy
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showed a significant association between PD-1
expression on tumour-infiltrating lymphocytes and
PD-L1 expression by the tumour cells.31 Maintenance
of disease response after stopping nivolumab
therapy has also been shown in the treatment of
melanoma, suggesting that an immune memory is
established resulting in durable responses.32
Pembrolizumab (previously known as lambrolizumab
or MK-3475) is a humanised IgG4 kappa mAb
against PD-1. Two different dosing regimens
have been examined in patients with advanced
melanoma, with the highest confirmed RR seen in
10 mg/kg (52%) when compared with 2 mg/kg
and a reported combined confirmed RR across all
doses of 38%.33 It should be noted that there was a
higher RR reported in this trial than in the Phase III
RCTs of ipilimumab. The inclusion of patients who
had previously received other immunotherapies,
namely ipilimumab, allowed the study to show
no significant difference in RR between those
who were ipilimumab-naïve and those who had
received prior ipilimumab therapy. An overall RR
of 26% has been reported with pembrolizumab
in patients with advanced melanoma who were
ipilimumab refractory, indicating that the failure of
one immunotherapy should not preclude treatment
with another.34 Interestingly, as with the reports from
the ipilimumab clinical trials, delayed responses
were noted, including some as late as 36 weeks
after treatment initiation.
The third mAb to PD-1, pidilizumab, is a humanised
IgG1-kappa mAb to PD-1 which has been studied in
combination with rituximab (an anti-CD20 mAb)
in patients with relapsed follicular lymphoma in a
non-randomised Phase II trial.35 An objective RR of
66% (16/29) was achieved with no reported Grade
3-4 treatment-related AEs, but further randomised
trials are required to test its efficacy. Many tumours
have been found to express PD-L1 and, in patients
with RCC, high intratumoural levels of PD-L1
expression have been associated with more
aggressive tumours.36 Moreover, in ovarian cancer,
a significantly poorer prognosis was reported in
patients with a high intratumoural level of PDL1 expression.37 In view of the observation that
many tumour types express PD-L1 as an escape
mechanism to avoid immune effector functions,
mAbs to PD-L1 have also been developed in
an attempt to manipulate the PD-1/PD-L1 axis.
Brahmer et al.38 performed a Phase I trial of 207
patients with a variety of solid-organ malignancies
who received BMS-936559, a fully human IgG4
mAb to PD-L1. This antibody inhibits the binding
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of PD-L1 to both PD-1 and CD80. There were no
objective responses reported in colorectal or
pancreatic cancers but objective responses were
seen in melanoma, RCC, NSCLC, and ovarian cancer.
For those patients with at least 1 year of follow-up,
50% had a durable response lasting for a minimum
of 1 year. The percentage of objective responses
to this anti-PD-L1 antibody (only 17% for those
patients with melanoma) appeared to be lower than
for anti-PD-1 therapies. However, the frequency of
treatment-related AEs of Grade 3-4 severity was
reported as only 9% in those patients treated with
anti-PD-L1 with no reported cases of Grade 3-4
colitis.38 In the clinical trials examining anti-PD-1
mAbs, Grade 3-4 AEs were reported in 12-22% of
patients.30,32-34 Treatment-related pneumonitis has
been identified as a severe AE in anti-PD-1 trials,
with reported frequencies of 3-4%30,32-33 and a small
number of deaths reported as a consequence of
pneumonitis. High clinical suspicion for pneumonitis
and prompt initiation of steroid therapy has been
recommended in those patients receiving anti-PD1
or anti-PD-L1 therapy.39

COMBINATION THERAPY
Combination therapy has appeared attractive in
the study of immunomodulatory antibodies as
it may potentially allow for a lower dose of each
antibody to be used, thus harnessing both of their
immunomodulatory functions. Preclinical studies
have shown that the blockade of both CTLA-4 and
PD-1 pathways resulted in a more marked antitumour effect than blocking either pathway alone,
suggesting that combination therapy may be a
more effective therapeutic approach.40 A Phase I
study examining the role of combination therapy
with nivolumab and ipilimumab in patients with
melanoma has reported objective responses in
53% of patients with substantial tumour reductions
in excess of 80%.41 Predictably, the frequency
of treatment-related AEs of Grade 3-4 in patients
receiving concurrent therapy was high at 53%
but these events were generally reversible in
nature. The combination of radiotherapy with
immunomodulatory antibodies has also been
examined, with a Phase III trial investigating
patients with CRPC receiving radiotherapy followed
by either ipilimumab or placebo reporting no
significant difference in OS between either group.23
Further collaborative Phase III RCTs are required
but the high objective RRs initially reported with
immunomodulatory antibody combination therapy
are encouraging.
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CONCLUSION
In conclusion, immunomodulatory mAbs, aimed at
blocking immune checkpoints, have given rise to
a new era of cancer immunotherapy. Their impact
on the treatment of MM has resulted in durable
responses and improvements in OS, and they have
also demonstrated anti-tumour activity in a variety
of other solid organ malignancies. The discovery of
biomarkers to predict those patients who are more
likely to respond to immunomodulatory therapy will
allow for a more tailored approach to treatment,
with a reduction in the number of patients exposed
to potentially severe immune-mediated AEs. The
need to redefine criteria for disease response has

also been identified, as the pattern of objective
responses differs when compared to conventional,
directly cytotoxic cancer therapies. Future
clinical studies examining the combination of
immunomodulatory antibodies with conventional
anti-cancer therapies (e.g. radiotherapy), their
role in treatment naïve patients, and the efficacy
of manipulating the PD-1/PD-L1 pathway in those
patients who are ipilimumab refractory will further
define the role of these agents in cancer therapy.
Combinations of different immunotherapies may
hold the key to maximising RRs, although this
will only be determined by further collaborative
clinical trials.

REFERENCES
1. Ferlay J et al. Cancer incidence and
mortality worldwide: sources, methods
and major patterns in GLOBOCAN 2012.
Int J Cancer. 2014;doi:10.1002/ijc.29210.
[Epub ahead of print].
2. Burnet M. Cancer; a biological
approach. I. The processes of control. Br
Med J. 1957;1(5022):779-86.
3. Burnet FM. Immunological aspects
of
malignant
disease.
Lancet.
1967;1(7501):1171-4.
4. Thomas L. On immunosurveillance in
human cancer. Yale J Biol Med. 1982;55(34):329-33.
5. Shankaran V et al. IFN gamma
and lymphocytes prevent primary
tumour
development
and
shape
tumour
immunogenicity.
Nature.
2001;410(6832):1107-11.
6. Dunn GP. Cancer immunoediting: from
immunosurveillance to tumor escape. Nat
Immunol. 2002;3(11):991-8.
7. Peggs KS et al. Cancer immunotherapy:
co-stimulatory
agonists
and
coinhibitory antagonists. Clin Exp Immunol.
2009;157(1):9-19.
8. Waterhouse P et al. Lymphoproliferative
disorders with early lethality in
mice deficient in Ctla-4. Science.
1995;270(5238):985-8.
9. Tivol EA et al. Loss of CTLA-4 leads
to massive lymphoproliferation and fatal
multiorgan tissue destruction, revealing a
critical negative regulatory role of CTLA4. Immunity. 1995;3(5):541-7.
10. Leach DR et al. Enhancement of
antitumor immunity by CTLA-4 blockade.
Science. 1996;271(5256):1734-6.
11. Peggs KS et al. Blockade of CTLA4 on both effector and regulatory
T cell compartments contributes to
the antitumor activity of anti-CTLA-4

ONCOLOGY • March 2015

antibodies. J Exp Med. 2009;206(8):
1717-25.
12. Simpson TR et al. Fc-dependent
depletion of tumor-infiltrating regulatory
T cells co-defines the efficacy of antiCTLA-4 therapy against melanoma. J
Exp Med. 2013;210(9):1695-710.
13. Tsao H et al. Management of
cutaneous melanoma. N Engl J Med.
2004;351(10):998-1012.
14. Hodi FS et al. Improved survival with
ipilimumab in patients with metastatic
melanoma. N Engl J Med. 2010;363(8):
711-23.
15. Schwartzentruber DJ et al. Gp100
peptide vaccine and interleukin-2 in
patients with advanced melanoma. N
Engl J Med. 2011;364(22):2119-27.
16. Robert C et al. Ipilimumab plus
dacarbazine for previously untreated
metastatic melanoma. N Engl J Med.
2011;364(26):2517-26.
17. Ribas A et al. Phase III randomized
clinical trial comparing tremelimumab
with standard-of-care chemotherapy in
patients with advanced melanoma. J Clin
Oncol. 2013;31(5):616-22.
18. Hamid O et al. A prospective phase II
trial exploring the association between
tumor microenvironment biomarkers and
clinical activity of ipilimumab in advanced
melanoma. J Transl Med. 2011;9:204.

Clin Cancer Res. 2009;15(17):5591-8.
21. Wolchok JD et al. Ipilimumab
monotherapy in patients with pretreated
advanced melanoma: a randomised,
double-blind, multicentre, phase 2,
dose-ranging study. Lancet Oncol.
2010;11(2):155-64.
22. O’Day SJ et al. Efficacy and safety
of ipilimumab monotherapy in patients
with pretreated advanced melanoma: a
multicenter single-arm phase II study.
Ann Oncol. 2010;21(8):1712-7.
23. Kwon ED et al. Ipilimumab versus
placebo after radiotherapy in patients
with
metastatic
castration-resistant
prostate cancer that had progressed
after docetaxel chemotherapy (CA184043): a multicentre, randomised, doubleblind, phase 3 trial. Lancet Oncol.
2014;15(7):700-12.
24. Yang JC et al. Ipilimumab (anti-CTLA4
antibody) causes regression of metastatic
renal cell cancer associated with enteritis
and
hypophysitis.
J
Immunother.
2007;30(8):825-30.
25. Lynch TJ et al. Ipilimumab in
combination
with
paclitaxel
and
carboplatin as first-line treatment in
stage IIIB/IV non-small-cell lung cancer:
results from a randomized, double-blind,
multicenter phase II study. J Clin Oncol.
2012;30(17):2046-54.

19. Wolchok JD et al. Guidelines for the
evaluation of immune therapy activity in
solid tumors: immune-related response
criteria. Clin Cancer Res. 2009;15(23):
7412-20.

26. Nishimura H et al. Development
of lupus-like autoimmune diseases by
disruption of the PD-1 gene encoding
an ITIM motif-carrying immunoreceptor.
Immunity. 1999;11(2):141-51.

20. Weber J et al. A randomized, doubleblind, placebo-controlled, phase II study
comparing the tolerability and efficacy of
ipilimumab administered with or without
prophylactic budesonide in patients with
unresectable stage III or IV melanoma.

28. Dong H et al. Tumor-associated B7H1 promotes T-cell apoptosis: a potential
mechanism of immune evasion. Nat Med.

27. Nishimura H et al. Autoimmune dilated
cardiomyopathy in PD-1 receptor-deficient
mice. Science. 2001;291(5502):319-22.

EMJ EUROPEAN MEDICAL JOURNAL

75

2002;8(8):793-800.
29. Iwai Y et al. Involvement of PDL1 on tumor cells in the escape from
host immune system and tumor
immunotherapy by PD-L1 blockade. Proc
Natl Acad Sci U S A. 2002;99(19):12293-7.
30. Topalian SL et al. Safety, activity, and
immune correlates of anti-PD-1 antibody
in cancer. N Engl J Med. 2012;366(26):
2443-54.
31. Taube JM et al. Association of PD1, PD-1 ligands, and other features of
the tumor immune microenvironment
with response to anti-PD-1 therapy. Clin
Cancer Res. 2014;20(19):5064-74.
32. Topalian SL et al. Survival, durable
tumor remission, and long-term safety
in patients with advanced melanoma
receiving nivolumab. J Clin Oncol.
2014;32(10):1020-30.
33. Hamid O et al. Safety and tumor
responses with lambrolizumab (anti-

76

ONCOLOGY • March 2015

PD-1) in melanoma. N Engl J Med.
2013;369(2):134-44.

factors of human ovarian cancer. Proc
Natl Acad Sci U S A. 2007;104(9):3360-5.

34. Robert C et al. Anti-programmeddeath-receptor-1
treatment
with
pembrolizumab in ipilimumab-refractory
advanced melanoma: a randomised
dose-comparison cohort of a phase 1
trial. Lancet. 2014;384(9948):1109-17.

38. Brahmer JR et al. Safety and activity
of anti-PD-L1 antibody in patients
with advanced cancer. N Engl J Med.
2012;366(26):2455-65.

35. Westin JR et al. Safety and activity
of PD1 blockade by pidilizumab in
combination with rituximab in patients
with relapsed follicular lymphoma: a
single group, open-label, phase 2 trial.
Lancet Oncol. 2014;15(1):69-77.

39. Chow LQ. Exploring novel immunerelated toxicities and endpoints with
immune-checkpoint inhibitors in nonsmall cell lung cancer. Am Soc Clin Oncol
Educ Book. 2013;doi:10.1200/EdBook_
AM.2013.33.e280.

36. Thompson RH et al. Costimulatory
B7-H1 in renal cell carcinoma patients:
indicator of tumor aggressiveness and
potential therapeutic target. Proc Natl
Acad Sci U S A. 2004;101(49):17174-9.

40. Curran MA et al. PD-1 and CTLA4 combination blockade expands
infiltrating T cells and reduces regulatory
T and myeloid cells within B16 melanoma
tumors. Proc Natl Acad Sci U S A.
2010;107(9):4275-80.

37. Hamanishi J et al. Programmed cell
death 1 ligand 1 and tumor-infiltrating
CD8+ T lymphocytes are prognostic

41. Wolchok JD et al. Nivolumab plus
ipilimumab in advanced melanoma. N
Engl J Med. 2013;369(2):122-33.

EMJ EUROPEAN MEDICAL JOURNAL

