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ABSTRACT
Background Immune checkpoint inhibitors (ICI) can 
lead to long- term responses in patients with metastatic 
melanoma. Still many patients with melanoma are 
intrinsically resistant or acquire secondary resistance. 
Previous studies have used primary or metastatic tumor 
tissue for biomarker assessment. Especially in melanoma, 
metastatic lesions are often present at different anatomical 
sites such as skin, lymph nodes, and visceral organs. 
The anatomical site may directly affect the tumor 
microenvironment (TME). To evaluate the impact of tumor 
evolution on the TME and on ICI treatment outcome, 
we directly compared paired primary and metastatic 
melanoma lesions for tumor mutational burden (TMB), 
HLA- ABC status, and tumor infiltrating lymphocytes (TILs) 
of patients that received ipilimumab.
Methods TMB was analyzed by sequencing primary and 
metastatic melanoma lesions using the TruSight Oncology 
500 assay. Tumor tissues were subjected to multiplex 
immunohistochemistry to assess HLA- ABC status and 
for the detection of TIL subsets (B cells, cytotoxic T cells, 
helper T cells, and regulatory T cells), by using a machine- 
learning algorithm.
Results While we observed a very good agreement between 
TMB of matched primary and metastatic melanoma lesions 
(intraclass coefficient=0.921), such association was absent 
for HLA- ABC status, TIL density, and subsets thereof. 
Interestingly, analyses of different metastatic melanoma 
lesions within a single patient revealed that TIL density and 
composition agreed remarkably well, rejecting the hypothesis 
that the TME of different anatomical sites affects TIL 
infiltration. Similarly, the HLA- ABC status between different 
metastatic lesions within patients was also comparable. 
Furthermore, high TMB, of either primary or metastatic 
melanoma tissue, directly correlated with response to 
ipilimumab, whereas lymphocyte density or composition did 
not. Loss of HLA- ABC in the metastatic lesion correlated to a 
shorter progression- free survival on ipilimumab.

Conclusions We confirm the link between TMB and 
HLA- ABC status and the response to ipilimumab- based 
immunotherapy in melanoma, but no correlation was 
found for TIL density, neither in primary nor metastatic 
lesions. Our finding that TMB between paired primary 
and metastatic melanoma lesions is highly stable, 
demonstrates its independency of the time point and 
location of acquisition. TIL and HLA- ABC status in 

Key messages

 ⇒ Thus far, no single biomarker can fully predict re-
sponse to immunotherapy and consequently no 
biomarkers are currently used to include or ex-
clude patients with melanoma from receiving 
immunotherapy.

 ⇒ Tumor mutational burden (TMB) of paired primary 
and metastatic melanoma lesions is highly stable 
and correlates with clinical outcome of ipilimumab 
in patients with melanoma hence supporting the use 
of TMB of either primary or metastatic lesions as 
contributing factor in prediction models.

 ⇒ Tumor infiltrating lymphocytes (TILs) and HLA- ABC 
status showed a high variation between primary and 
metastatic melanoma lesions, but are highly similar 
between metastatic lesions of different anatomical 
sites within an individual patient.

 ⇒ HLA- ABC status in the metastatic lesion could to 
some extent contribute to a prediction model, but 
needs to be validated in independent cohorts.

 ⇒ TILs differ substantially between the primary tumor 
and metastatic lesions, hampering its suitability for 
biomarker development, especially for patients with 
early- stage disease of whom no metastatic material 
is readily available.
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metastatic lesions of different anatomical sites are highly similar within an 
individual patient.

BACKGROUND
The first Food and Drug Administration (FDA)- approved 
immune checkpoint inhibitor (ICI) for metastatic mela-
noma was ipilimumab, a monoclonal antibody that blocks 
the negative signaling receptor cytotoxic T- lymphocyte 
associated protein 4 (CTLA- 4) on T cells.1 2 Approxi-
mately 20% of patients with metastatic melanoma respond 
to treatment, leading to long- term survival.3 4 Even higher 
response rates are seen with immunotherapeutic drugs 
blocking the programmed cell death protein 1 (PD- 1) 
pathway that were developed subsequently,5–7 or combi-
nation thereof.8 Still, many patients with melanoma do 
not respond or acquire secondary resistance, leading 
to disease progression. Patients with intrinsically resis-
tant disease are exposed to non- effective treatment with 
potential severe side effects. Studying the tumor micro-
environment (TME) can help to understand the mech-
anisms of response and resistance and may lead to the 
development of strategies to improve response rates of 
immunotherapy.

Biomarkers are an important tool for clinical decision- 
making in starting targeted therapies for melanoma 
treatment, such as the BRAF mutation status.9 10 For ICI 
however, accurate prediction of response remains diffi-
cult. High tumor mutational burden (TMB)11–14 and 
programmed cell death 1 ligand 1 (PD- L1) expression15 
are associated with response to PD- 1 blocking therapy in 
patients with melanoma. However, objective responses 
are also observed in patients with melanoma with low 
TMB16 or without detectable PD- L1 expression.15 17 18 
Thus far, no single biomarker can fully predict response to 
therapy19 20 and consequently no biomarkers are currently 
used to include or exclude patients with melanoma from 
receiving immunotherapy. Nevertheless, high TMB and 
microsatellite instability are FDA- approved biomarkers in 
other solid tumors for the treatment with PD- 1 blocking 
therapy.21 22 Other factors that have been associated with 
response to immunotherapy in patients with melanoma 
are gene expression profiling,23–26 major histocompat-
ibility complex (MHC) molecule expression,27 28 T cell 
receptor diversity,29 30 lymphocyte infiltration and other 
immune cell markers.31–38 A solution for better prediction 
may come from a combination of multiple biomarkers. 
Therefore, it is important to explore the various compo-
nents that may contribute to such a composite biomarker 
profile.

Research focusing on biomarker discovery in the TME 
is highly diverse and many unanswered questions remain. 
When studying the TME in melanoma, mostly tumor 
samples from metastatic sites are studied. However, these 
samples originate from different anatomical sites such as 
skin, lymph node, and visceral organs. This organ- specific 
tissue in which a metastasis is located may influence the 
TME composition. So far, only few studies have focused 

on primary tumors for biomarker discovery.39 40 This is 
particularly important for patients from whom there is no 
metastatic tumor tissue available, as well as for the devel-
opment of biomarkers for (neo)adjuvant treatment of 
early stage disease.41–43

Currently, it is unclear how comparable the TME of 
primary tumors and their respective metastases at distinct 
anatomical sites are. To predict treatment response, it is 
likely necessary to identify biological features that remain 
relatively stable over time and are also shared by both 
primary and metastatic lesions. In this retrospective study, 
we compared the TME of paired primary and metastatic 
lesions of patients with melanoma that were treated with 
ipilimumab. We studied the TMB, infiltrating lymphocyte 
subsets, and HLA- ABC status to determine (dis)similari-
ties between primary and metastatic lesions derived from 
different anatomical sites and during the course of the 
disease. Tumor infiltrating lymphocytes (TILs) were inves-
tigated by multiplex immunohistochemistry (mIHC) to 
interrogate multiple lymphocyte subsets simultaneously 
and their spatial relationship to the tumor, measured by 
TILs within the tumor and within the invasive margin.

MATERIAL AND METHODS
Patient material
Formalin- fixed paraffin- embedded (FFPE) melanoma 
tissue blocks (primary and metastatic melanoma lesions) 
of 33 patients who received first- line or second- line ipili-
mumab monotherapy between 2012 and 2015 at the 
Radboud university medical center (Radboudumc), 
Nijmegen or Isala hospital, Zwolle, the Netherlands were 
retrospectively requested at the hospital of resection/
biopsy across the Netherlands. Material of one patient was 
not analyzed because of uncertainty about the subtype of 
melanoma. The other 32 patients all belong to the low 
cumulative solar damage group.44 Good quality material 
was obtained from paired primary and metastatic mela-
noma lesions in 29 patients and paired metastatic lesions 
in 18 patients. All metastatic lesions were obtained prior 
to start of ipilimumab. For studying response to ipilim-
umab, material of one patient was not considered, because 
only one dose of ipilimumab was given to continue with 
pembrolizumab, hence response to ipilimumab could 
not be determined.

Nucleic acid extraction
Tumor surface area and percentage was estimated from 
H&E stained sections, disregarding surrounding stroma 
by a pathologist, requiring a minimum of 20% tumor 
cells for analysis. Based on surface area estimates, 1–10 
sections of 10–20 µm thickness were cut from FFPE blocks 
to yield a tumor volume of ~2 mm3. Tumors were macro-
dissected, placed into Eppendorf tubes and deparaffin-
ized using xylene. Nucleic acids, DNA and RNA, were 
extracted using the AllPrep DNA/RNA FFPE Kit (80234, 
QIAgen) following manufacturer’s instructions. Elutions 
were performed by washing the column two times with 
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20 µl and 15 µl RNAse free water for RNA and 50 µl and 
30 µl buffer ATE for DNA. RNA was stored at −80°C and 
DNA at −20°C. DNA concentrations were measured with 
Qubit dsDNA HS Assay Kit (Q32854, Thermo Fisher) 
on the Qubit Fluorometer (Thermo Fisher). DNA integ-
rity number (DIN) was assessed in samples containing 
detectable DNA concentrations on the 2200 TapeStation 
System (Agilent) using the genomic DNA ScreenTape 
(5067–5365, Agilent). A selection of samples with ranging 
DIN values were subjected to quality control using TruSeq 
FFPE DNA Library PrepQC Kit (FC- 121–9999, Illumina) 
and KAPA SYBR FAST (KK4600, Sigma- Aldrich) on 
QuantStudio 3 (Thermo Fisher). Samples with a delta Cq 
score of preferably <6 or DIN value of ≥2.3 passed quality 
assessment and were proceeded with.

TSO500 library preparation for sequencing
A selection of tumor samples was subjected to sequencing. 
Library preparation was performed using the hybrid 
capture- based TruSight Oncology 500 Library Prepara-
tion Kit (TSO500; Illumina) following the manufactur-
er’s protocol. DNA preparation and sequencing were 
performed as described before.45 40–100 ng DNA was 
used as input for the library preparation, depending on 
the age and quality of the DNA sample.

Sequencing and data analysis
Libraries were sequenced on a NextSeq 500 (Illu-
mina), with 8–10 libraries sequenced per run (NextSeq 
high- output). The sequence data were processed and 
analyzed by the TruSight Oncology 500 Local App V.2.0 
(Illumina).45 For TMB estimation using TSO500 soft-
ware, variants are classified as somatic or germline by 
using bioinformatical approaches which make use of 
various databases (including COSMIC, gnomAD and 
1000 genomes project) and also takes into account 
the variant allele frequencies (VAFs) of surrounding 
germline variants. For TMB calculation, somatic single- 
nucleotide variants with a VAF >5% are included. 
Hotspot mutations are excluded to avoid overestima-
tion of TMB, since the gene panel is biased towards 
frequently mutated genomic regions (cancer- related 
genes). TMB values are expressed in non- synonymous 
mutations per mega base of DNA (nsmut/Mb). 
Clonal relationship between primary and metastasis 
was studied by analyzing a set of melanoma- associated 
genes using TSO500 data: BAP1 (NM_004656), BRAF 
(NM_004333), CTNNB1 (NM_001904), EIF1AX 
(NM_001412), GNA11 (NM_002067), GNAQ 
(NM_002072), HRAS (NM_005343), KIT (NM_000222), 
NF1 (NM_001042492), NRAS (NM_002524), RAC1 
(NM_018890), SF3B1 (NM_012433), TERT promoter 
(NM_198253) and TP53 (NM_000546). Subsequently, 
additional genes were analyzed for clonality anal-
ysis and to study its influence on HLA- ABC expres-
sion and lymphocyte infiltration: B2M (NM_004048), 
APC (NM_000038), AXIN1 (NM_003502) and PTEN 
(NM_000314).

mIHC
Sections of 4 µm thickness were cut from FFPE tissue 
blocks and mounted on SuperFrost Plus glass slides 
(900226, VWR). Slides were subjected to sequential 
staining cycles46 using an automated platform with Opal 
7- color Automation IHC Kit (NEL801001KT; Perkin-
Elmer) on the BOND RX IHC & ISH Research Platform 
(Leica Biosystems).47 48 All heat induced epitope retrievals 
on the BOND RX were performed with Bond Epitope 
Retrieval 2 (AR9640, Leica Biosystems) for 20 min at 
95°C. Blocking was performed with antibody diluent. All 
primary antibodies were incubated for 1 hour at RT. All 
secondary antibodies were incubated for 30 min at RT. 
For the detection of lymphocytes, the following sequence 
of mIHC was performed; anti- CD45RO (Thermo Scien-
tific, MS- 112, clone UCHL- 1, 1:3000) with Opal620, anti- 
CD8 (Dako, M7103, clone C8/144B, 1:200) with Opal690, 
anti- CD20 (Thermo Fisher, MS- 340, clone L26, 1:600) 
with Opal570, anti- CD3 (Thermo Fisher, RM- 9107, clone 
RM- 9107, 1:200) with Opal520, FOXP3 (eBioscience Affy-
metrix, 14–4777, clone 236A/E7, 1:100) with Opal540. 
A 4- color mIHC panel for the detection of MHC class I 
(MHC- I) and indoleamine 2,3- dioxygenase 1 (IDO- 1) 
was performed manually. Heat induced epitope retrievals 
were performed with EnVision FLEX target retrieval solu-
tion (pH 9, K8004, Dako). The following sequence of 
mIHC was performed; anti- HLA- ABC (Abcam, ab70328, 
clone EMR8- 5, 1:1000) with Opal520 and anti- IDO- 1 
(Merck, MAB10009, Clone 1F8.2, 1:100) with Opal570. 
Manual washing steps were performed with EnVision 
FLEX Wash Buffer (DM831, Dako). The last staining 
cycle for both panels was performed with a melanoma 
specific antibody cocktail (melmix) consisting of anti- 
HMB- 45 (Cell Marque, 282M- 9, clone HMB- 45, 1:600), 
anti- Mart- 1 (Cell Marque, 281M- 8, clone A103, 1:300), 
anti- Tyrosinase (Cell Marque, 344M- 9, clone T311, 1:200) 
and anti- SOX- 10 (Cell Marque, 383R- 1, clone EP268, 
1:500) and Opal650 to visualize tumor tissue. Slides were 
counterstained with DAPI and mounted with Fluoro-
mount- G (SouthernBiotech, 0100–01).

Imaging and analysis
Stained tissue sections were pre- scanned at 4 times magni-
fication using the Automated Quantitative Pathology 
Imaging System (Vectra V.3.0.4, PerkinElmer) for the 
seven- color panel or at 10 times for the four- color 
panel. Prescans at 4 times magnification were used to 
select a region to completely cover the tumor and the 
invasive margin for multispectral imaging using Pheno-
chart (V.1.0.9, PerkinElmer) at 20 times magnification 
(figure 1A). Spectral unmixing of Opal fluorophores, 
DAPI and autofluorescence was performed with inForm 
software (V.2.2.1, PerkinElmer) (figure 1B). Distinct 
tissue regions and populations of lymphocyte subsets 
could be visually detected based on CD20, CD3, CD8, 
and FOXP3. Tissue regions of interest (ROI) were manu-
ally selected by dividing the tissue into a tumor region 
and, wherever possible, an invasive margin surrounding 
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the tumor of ~0.5 mm thickness using an in- house devel-
oped program (figure 1C). Necrotic tumor areas were 
excluded. An invasive margin was not selected in meta-
static lesions within lymph nodes (figure 1C, bottom 
image), because no distinction could be made between 
lymphocytes belonging to the normal lymph node tissue 
and tumor attracted lymphocytes. In other metastatic 
lesions that did not contain stromal tissue surrounding 
the tumor, no invasive margin was selected either. When 
necessary, ROI drawing was guided by H&E slides (online 
supplemental figure 1). Immune cells were identified 

using a machine learning (ML) algorithm that was devel-
oped for the recognition of immune cells in a range 
of different tumor types (figure 1D).49 ML- recognized 
immune cells were converted into Flow Cytometry Stan-
dard files and were further phenotyped using FlowJo soft-
ware (V.10; Tree Star) into total T cells (CD3+) and B cells 
(CD20+), total T cells were further divided into cytotoxic 
T cells (CD3+CD8+), T regulatory cells (CD3+FOXP3+), T 
helper cells (CD3+CD8−FOXP3−) (figure 1E). The addi-
tion of CD45RO in the phenotyping allowed for dividing 
cytotoxic T cells, T regulatory cells and T helper cells into 
CD45RO+ and CD45RO− categories. Phenotyped immune 
cell data were expressed in density by dividing the abso-
lute numbers with the surface area of the tissue region 
(tumor, invasive margin, or tumor + invasive margin) or 
in percentages of total T lymphocytes for CD45RO status. 
HLA- ABC and IDO- 1 expression were assessed from 
the 10 times magnified pre- scan in Phenochart by two 
blinded researchers that reached an agreement. Repre-
sentative multispectral images were taken at 20 times 
magnification. HLA- ABC was scored on the tumor using 
four different categories: no loss of HLA- ABC, (partly) 
dim expression of HLA- ABC, <50% loss of HLA- ABC 
and >50% loss of HLA- ABC. No loss of HLA- ABC and 
(partly) dim expression of HLA- ABC was regarded as ‘no 
loss of HLA- ABC’ in the final analysis. In some analyses, 
<50% loss of HLA- ABC and >50% loss of HLA- ABC was 
also taken together as ‘loss of HLA- ABC’. IDO- 1 was not 
further analyzed for this study as only few tumor samples 
showed clear expression of this marker on tumor cells. 
Stromal expression of IDO- 1 was observed but not further 
scored or analyzed due to technical difficulties.

Statistics
Progression- free survival (PFS) was calculated from the 
start of ipilimumab to the date of progressive disease 
according to the Response Evaluation Criteria in Solid 

Figure 2 TMB value in paired primary and metastatic 
melanoma samples. (A) Correlation plot of primary tumor 
TMB versus metastatic tumor TMB. Values are displayed in 
nsmut/Mb. Concordance is shown and quantified using the 
ICC. (B) Correlation plot of the difference in TMB between 
paired metastatic and primary melanoma sample versus the 
time between these samples. Closed dots represent paired 
primary cutaneous tumors with metastatic tumors at (sub)
cutaneous locations. Open dots represent paired primary 
cutaneous tumors with metastatic tumors at nodal or visceral 
locations. n=17. ICC, intraclass correlation coefficient; nsmut/
Mb, non- synonymous mutations/mega base; TMB, tumor 
mutational burden.

Figure 1 Multiplex imaging and data processing of the 
melanoma tumor microenvironment. (A) Multiplex stained 
slides were prescanned at 4× and tiles of 20× multispectral 
imaging were selected using Phenochart. Tissues were 
scanned completely with surrounding tiles for the invasive 
margin. (B) Images were unmixed using inForm to visualize 
the markers: CD3 (red), FOXP3 (green), CD8 (cyan), 
CD45RO (yellow), CD20 (magenta), melmix (white), DAPI 
(blue) and autofluorescence (not shown). (C) ROI for tumor 
and, if possible, invasive margin of ~0.5 mm thickness, 
were manually selected on scanned tissues. Upper image 
represents the primary tumor and the lower image a lymph 
node metastasis. (D) Lymphocytes were identified based 
on marker expression using a machine- learning algorithm. 
Colors show inferred intensity of surface marker expression 
for cells detected by the algorithm. (E) Lymphocytes that 
are recognized by the machine- learning algorithm were 
exported as FCS file and were phenotyped based on inferred 
marker expression. (D) using a gating strategy that first 
separated T- cells (CD3+CD20−) from B- cells (CD3−CD20+). 
Next, T cells were further separated into cytotoxic T cells 
(CD3+CD8+FOXP3−), regulatory T cells (CD3+CD8+FOXP3-) 
and helper T cells (CD3+CD8−FOXP3−). Cytotoxic T cells, 
regulatory T cells, and helper T cells can be further divided 
by CD45RO expression (CD45RO signal on helper T cells are 
shown in this example). FCS, flow cytometry standard; ROI, 
region of interest.
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Tumors V.1.1. Clinical benefit was defined as a complete 
response, partial response, or stable disease for at least 
6 months. The data cut- off point was January 2021. 
Correlations were measured using linear regression on 
log- transformed data displaying R2 (GraphPad Prism V.8) 
or intraclass coefficient (ICC) using an absolute agree-
ment definition and single measures calculated with SPSS 
(V.25, IBM). ICC is a measure of inter- rater agreement 
that ranges from 0 (no agreement) to 1 (perfect agree-
ment). Agreement of TMB and TIL (subset) density 
between different tumor lesions were interpreted as 
followed:<0.4—poor, 0.4–0.59—modest, 0.6–0.75—good, 
and ≥0.75—very good. Data graphs were generated using 
GraphPad Prism V.8. CD45RO status on total CD3+ T cell 
among primary and metastatic lesions was analyzed using 
a mixed- effects analysis and post- hoc Tukey’s multiple 
comparisons test. Graphs with error bars are presented 
as mean with SEM. Lymphocyte densities were log- 
transformed and significance between loss and no loss of 
HLA- ABC, benefit, and no benefit groups was calculated 
using unpaired t- test. The significance of PFS between 
loss and no loss of HLA- ABC groups was calculated using 
Mann- Whitney test. TMB data were log- transformed and 
significance between benefit and no benefit groups was 
calculated using unpaired t- test with Welch’s correction. 
P values ≤0.05 were considered significant.

RESULTS
TMB between primary and metastatic melanoma lesions is 
highly similar
The mutational burden of a tumor is a promising biomarker 
for the response to ICI.22 To determine whether melanomas 
change in overall TMB between the primary tumor and 
metastases, DNA was isolated from primary and metastatic 
lesions and TMB values in these lesions were compared 
(online supplemental table 1). We were able to isolate DNA 
of sufficient quality of 80% of tumors, even from tumor 
FFPE blocks of more than >10 years old. Mutation analysis 
in a selection of genes confirmed the likelihood of a clonal 
relationship between primary and metastatic lesions (online 
supplemental table 2).

A strong agreement was observed between the TMB 
of the primary and metastatic lesion of the same patient 
(ICC=0.921, 95% CI: 0.800 to 0.970, p=3.22E- 8; figure 2A). 
This agreement was independent of the anatomical location 
of the metastasis. Surprisingly, even small differences in TMB 
were independent of time between primary and metastatic 
tumor tissue (R2=1.025E- 4, p=0.969; figure 2B) indicating 
that in general TMB does not accumulate significantly over 
time.

Dissimilar lymphocyte infiltration between primary and 
metastatic melanoma lesions
Efficacy of ICI might also be dependent on the presence of 
TILs possibly recognizing mutation- derived neoantigens. 
Since the number of mutations (TMB) was similar between 
primary tumor and metastases, we hypothesized that, as a 

result of immunosurveillance, the number of TILs might also 
be similar. With mIHC, lymphocyte subsets were studied in 
ROI: tumor, invasive margin, and tumor +invasive margin. In 
contrast to the TMB, poor agreement was observed for the 
total lymphocyte density (cells/mm2) within the tumor of 
primary lesions compared with the first available metastatic 
lesions of individual patients (ICC=0.158; figure 3A–B). The 
same held for total lymphocyte density between invasive 
margin, or tumor + invasive margin (online supplemental 
figure 2A- C). Similarly, lymphocyte subset densities varied 
between the tumor of primary and metastatic lesions (ICChelper 

T cells = 0.248, ICCcytotoxic T cells = 0.142, ICCregulatory T cells = 0.115, 
ICCB cells = 0.311; figure 3B–C). Only a modest agreement 
between cytotoxic T cell densities in the invasive margin of 
the primary lesion versus the metastatic lesion was observed 
(ICCcytotoxic T cells = 0.525; online supplemental figure 2C,D), 
however this was lost when taking tumor + invasive margin 
into account (ICCcytotoxic T cells = 0.323; online supplemental 
figure 2C,E). Dichotomizing T lymphocyte subsets into 
CD45RO positive and negative subsets did not improve ICC 
values in the tumor (figure 3B and C) except for CD45RO+ 
cytotoxic T cells in the invasive margin (ICCcytotoxic T cells (CD45RO+) 

Figure 3 Analysis of lymphocyte subsets in paired primary 
and metastatic melanoma lesions. (A) Correlation plot of the 
total lymphocyte density (cells/mm2) in the tumor region of 
the primary tumor versus the first metastatic lesion. Closed 
dots represent paired primary cutaneous tumors with 
metastatic tumors at (sub)cutaneous locations. Open dots 
represent paired primary cutaneous tumors with metastatic 
tumors at nodal or visceral locations. (B) ICC value, 95% CI 
and p value per phenotype in the tumor region of the primary 
tumor versus the first metastatic lesion. (C) Correlation plot 
of the lymphocyte subset densities (cells/mm2) in the tumor 
region of the primary tumor versus the first metastatic lesion. 
(D) Correlation plot of the lymphocyte CD45RO+/- subset 
densities (cells/mm2) in the tumor region of the primary tumor 
versus the first metastatic lesion. (A–D) Concordance is 
shown and quantified using the ICC. n=29. ICC, intraclass 
correlation coefficient.

https://dx.doi.org/10.1136/jitc-2021-004329
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https://dx.doi.org/10.1136/jitc-2021-004329
https://dx.doi.org/10.1136/jitc-2021-004329
https://dx.doi.org/10.1136/jitc-2021-004329
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= 0.568; online supplemental figure 2C,F) and tumor + inva-
sive margin (ICCcytotoxic T cells (CD45RO+) = 0.450; online supple-
mental figure 2C,G).

Lymphocyte densities are similar between distinct metastatic 
melanoma lesions of individual patients
The similarity between multiple metastatic tumors of 
individual patients was investigated by determining 
the lymphocytic infiltration and composition of two 
metastatic lesions, taken at different time points before 
receiving ICI (first and last metastatic lesion we had 
available). Different metastatic lesions were very compa-
rable in overall lymphocyte density within the tumor 
region (ICC=0.783; figure 4A–B), the invasive margin, 
and the tumor +invasive margin (online supplemental 
figure 3A–C). Cytotoxic T cell density was the most stable 
subset across metastatic sites, followed by helper T cell, 
and regulatory T cell subsets (ICCcytotoxic T cells = 0.827, 
ICChelper T cells = 0.655, ICCregulatory T cells = 0.603; figure 4B–C 
and online supplemental figure 3C–E). B cell densi-
ties showed a poor agreement between the multiple 
metastatic lesions (ICCB cells = –0.133), and only agreed 

modestly when evaluating invasive margin (ICCB cells = 
0.400) and tumor +invasive margin (ICCB cells = 0.487) 
(online supplemental figure 3C–E). Dichotomizing T 
lymphocyte subsets into CD45RO positive and negative 
subsets slightly weakened observed agreements on overall 
T cells but still showed modest to very good agreements 
for cytotoxic T cells and helper T cells (figure 4B and C 
and online supplemental figure 3C,F–G). An increase in 
CD45RO+ T lymphocytes was observed over time between 
the primary tumor and multiple metastatic lesions 
(online supplemental figure 4). Total TILs nor any of 
the lymphocytic subsets correlated to TMB value in the 
different tissue regions (online supplemental figure 5). 
Four metastases harbored a mutation in PTEN or genes 
of the β-catenin pathway (online supplemental table 2), 
which is described to influence T cell infiltration nega-
tively.50 51 However, metastatic lesions with mutations in 
these genes did not contain less lymphocytes compared 
with metastatic lesions that did not harbor mutations in 
PTEN or genes of the β-catenin pathway (data not shown). 
In conclusion, we observed a clear correlation between 
TIL phenotypes and their density within different meta-
static lesions of the same patient. However, it does not 
seem that overall TMB value directly has any influence on 
the number of TILs. These findings suggest that the TME 
of different anatomical sites metastatic lesions does not 
have any effect on the lymphocyte infiltration indicating 
that, not the supporting tissue, but the tumor itself is the 
dominant factor.

HLA-ABC status of metastatic lesions is correlated with 
cytotoxic T cell infiltration, and TMB
MHC- I expression is important for the presentation of 
tumor- specific (neo)antigens to the cytotoxic T cells. HLA- 
ABC expression was therefore scored and analyzed in three 
different categories: no loss of HLA- ABC, less than 50% loss 
of HLA- ABC (<50%), and more than 50% loss of HLA- ABC 
(>50%) (figure 5A–B and online supplemental figure 6A,B). 
Primary tumors more often showed a degree of HLA- ABC 
loss than their metastatic counterparts (figure 5C). When 
only taking two categories into account, no loss of HLA- 
ABC and loss of HLA- ABC (either <50% or >50% loss of 
HLA- ABC), the HLA- ABC status of primary tumor versus 
the metastatic lesion showed a low agreement (corrected 
Cramér’s V=24.7%). The agreement of HLA- ABC status 
between the first and last metastatic lesions was substantially 
higher (corrected Cramér’s V=63.2%). No notable differ-
ences in HLA- ABC status between lymph node metastases 
and visceral metastases were observed (data not shown). In 
primary tumors, HLA- ABC status did not appear to correlate 
with TIL densities (figure 5D and online supplemental 
figure 6C,E). In metastatic lesions however, HLA- ABC loss 
correlated with lower TILs (no loss vs loss of HLA- ABC 
mean=426.580 vs 139.959 cells/mm2, p=0.0188; figure 5E 
and online supplemental figure 6D,F). Especially, the cyto-
toxic T cell population was decreased (no loss vs loss of HLA- 
ABC mean=233.884 vs 50.119 cells/mm2, p=0.0083; figure 5F 
and online supplemental figure 6G,K) while the other T 

Figure 4 Lymphocyte subsets in paired in early and late 
metastatic melanoma samples. (A) Correlation plot of the total 
lymphocyte density (cells/mm2) in the tumor region of the first 
metastatic lesion versus the last metastatic lesion. Closed 
dots represent paired metastatic lesions similar anatomically 
locations. Open dots represent paired metastatic lesions at 
different anatomical locations. (B) ICC value, 95% CI and p 
value per phenotype in the tumor region of the first metastatic 
lesion versus the last metastatic lesion. (C) Correlation 
plot of the lymphocyte subset densities (cells/mm2) in the 
tumor region of the first metastatic lesion versus the last 
metastatic lesion. (D) Correlation plot of the lymphocyte 
CD45RO+/- subset densities (cells/mm2) in the tumor region 
of the first metastatic lesion versus the last metastatic lesion. 
(A–D) Concordance is shown and quantified using the ICC. 
n=18. All metastatic lesions are acquired before receiving 
ipilimumab. ICC, intraclass correlation coefficient.

https://dx.doi.org/10.1136/jitc-2021-004329
https://dx.doi.org/10.1136/jitc-2021-004329
https://dx.doi.org/10.1136/jitc-2021-004329
https://dx.doi.org/10.1136/jitc-2021-004329
https://dx.doi.org/10.1136/jitc-2021-004329
https://dx.doi.org/10.1136/jitc-2021-004329
https://dx.doi.org/10.1136/jitc-2021-004329
https://dx.doi.org/10.1136/jitc-2021-004329
https://dx.doi.org/10.1136/jitc-2021-004329
https://dx.doi.org/10.1136/jitc-2021-004329
https://dx.doi.org/10.1136/jitc-2021-004329
https://dx.doi.org/10.1136/jitc-2021-004329
https://dx.doi.org/10.1136/jitc-2021-004329
https://dx.doi.org/10.1136/jitc-2021-004329
https://dx.doi.org/10.1136/jitc-2021-004329
https://dx.doi.org/10.1136/jitc-2021-004329


7Gorris MAJ, et al. J Immunother Cancer 2022;10:e004329. doi:10.1136/jitc-2021-004329

Open access

lymphocyte subsets were not correlating to HLA- ABC status 
(figure 5G–I). B cells were significantly lower in the invasive 
margin when loss of HLA- ABC was observed (online supple-
mental figure 6J). We further analyzed whether TMB also 
correlated to HLA- ABC status (figure 5J–K). A more than 
twofold lower TMB was observed in metastatic lesions with a 
loss of HLA- ABC (no loss vs loss of HLA- ABC mean=14.22 vs 
6.55 nsmut/Mb, p=0.0264; figure 5K). HLA- ABC status in the 
primary tumor did not correlate to TMB value (figure 5J), 
however we only had TMB data from two primary tumors 

that did not show a loss in HLA- ABC expression. In conclu-
sion, metastatic lesions expressing HLA- ABC had higher TIL 
numbers, specifically high cytotoxic T cell numbers, and a 
higher TMB value.

TMB and HLA-ABC status, but not TIL, are associated with 
clinical benefit or PFS on ipilimumab
To assess whether TMB, and/or TIL are associated with 
response to ipilimumab, patients were grouped according 
to the presence or absence of treatment benefit (defined 
as a complete response, partial response, or stable disease 
for at least 6 months). Clinical benefit of ipilimumab was 
associated with high TMB in primary tumors (benefit 
vs no benefit mean=11.12 vs 6.63 nsmut/Mb, p=0.0471; 
figure 6A) and in metastatic lesions (benefit vs no benefit 
mean=10.69 vs 6.54 nsmut/Mb, p=0.0666; figure 6B). 
The total number of TIL in the tumor or the invasive 
margin did not correlate with clinical benefit of ipilim-
umab (figure 6C–D). Similarly, the numbers of T helper 
cells, cytotoxic T cells, regulatory T cells, and B cells in 
the tumor or the invasive margin did not correlate with 
treatment outcome (online supplemental figure 7A,B). 
Next, we also investigated whether the HLA- ABC status 
of the primary or the metastatic lesion was associated 
with PFS on ipilimumab treatment (figure 6E–F). Loss of 
HLA- ABC in the metastatic lesions, but not loss in primary 
tumors, showed a significant correlation to a shorter PFS 
on ipilimumab (no loss vs loss of HLA- ABC mean=821.25 
vs 415.87 days, p=0.0192; figure 6E–F). From a subset 
of patients, we had data available from TMB, TIL, and 
HLA- ABC status, which was visualized together with other 
prognostic values such as lactate dehydrogenase (LDH) 
and M stage before start of treatment (figure 6G). High 
TMB clearly related to longer PFS (figure 6E and online 
supplemental figure 7B,C). When evaluating individual 
patients, it is striking to see that TIL density can vary 
tremendously independent of TMB. We observed patients 
with a long PFS and considerable high TMB but very low 
TIL density and vice versa, patients with a short PFS and 
low TMB but high lymphocyte infiltration (figure 6G–H). 
This suggests that TMB and TIL are unrelated and of 
different relevance for the outcome of immunotherapy.

DISCUSSION
In this study, a high degree of similarity in TMB between 
paired primary melanomas and metastatic lesions was 
observed. In contrast, the degree of lymphocyte infil-
tration and HLA- ABC status is highly variable between 
primary tumors and metastases. Strikingly, similar 
numbers of lymphocytes were observed in paired meta-
static lesions irrespective of the organs/sites of origin. 
This similarity across metastases of individual patients is 
strongest for cytotoxic T cells, followed by helper T cells, 
and regulatory T cells. B cell density, however, agreed 
poorly between paired metastatic lesions. Furthermore, 
HLA- ABC was also more similar in different metastatic 
lesions of the same patient compared with the primary 

Figure 5 HLA- ABC status in relation to TIL and TMB. 
(A) Example of HLA- ABC expression (green) in the primary 
tumor of Pt #17 shown together with melmix (magenta) and 
DAPI (blue) (left) or only HLA- ABC (green) shown (right). Scale 
bars represent 0.5 mm. (B) Example of HLA- ABC expression 
(green) in a metastatic lesion of Pt #17 shown together with 
melmix (magenta) and DAPI (blue) (left) or only HLA- ABC 
(green) shown (right). Scale bars represent 0.5 mm. (C) HLA- 
ABC status of the primary tumor, first and last metastatic 
lesion. (D) HLA- ABC status in relation to overall lymphocyte 
infiltration in the primary tumor region. (E) HLA- ABC status 
in relation to overall lymphocyte infiltration in the metastatic 
tumor region. (F–I) HLA- ABC status in relation to infiltration of 
(F) cytotoxic T cells, (G) helper T cells, (H) regulatory T cells 
and (I) B cells in the metastatic tumor region, respectively. 
(J) HLA- ABC status in relation to TMB of the primary tumor. 
(K) HLA- ABC status in relation to TMB of the metastatic 
lesion. (D–K) Closed dots represent tumors without loss 
of HLA- ABC, open dots represent tumor with >50% loss 
of HLA- ABC and half- closed dots represent tumors 
with <50% loss of HLA- ABC. nsmut/Mb, non- synonymous 
mutations/mega base; Pt #, patient number; TIL, tumor 
infiltrating lymphocyte; TMB, tumor mutational burden.

https://dx.doi.org/10.1136/jitc-2021-004329
https://dx.doi.org/10.1136/jitc-2021-004329
https://dx.doi.org/10.1136/jitc-2021-004329
https://dx.doi.org/10.1136/jitc-2021-004329
https://dx.doi.org/10.1136/jitc-2021-004329


8 Gorris MAJ, et al. J Immunother Cancer 2022;10:e004329. doi:10.1136/jitc-2021-004329

Open access 

tumor. Loss of HLA- ABC correlated with lower overall 
TILs, cytotoxic T cells, and lower TMB value in metastatic 
lesions. High TMB, in either the primary tumor or metas-
tases, directly correlated with clinical benefit of ipilim-
umab treatment. Loss of HLA- ABC in metastatic lesions 
correlated to a shorter PFS. Surprisingly, no such correla-
tions were observed for lymphocyte infiltration.

It is important to assess the consistency of biological 
features during disease progression in view of expanding 
immunotherapy treatment options to the (neo)adjuvant 
setting, as well as for patients with early- stage disease. 
TMB was highly similar in primary tumors and metastatic 
lesions, independent of the time interval. This similarity 
is conflicting with the idea of mutation accumulation 
over time, especially considering the time interval of, 
on average 6 years (range=0.2–17.7 years) between the 
primary tumor and the metastatic tumor in this cohort of 
patients. A previous study, investigating TMB in unpaired 
primary and metastatic samples of non- small cell lung 
cancer did find a higher TMB in the metastatic setting.52 
Another study, exploring TMB data of 121 matched 
tumor samples of different origin (only four paired mela-
noma samples), identified similar TMB in metastatic and 
primary tumors, with slightly higher TMB in metastatic 
lesions.53 In line with our results, a recent meta- analysis 
of five other studies also reported no difference in TMB 
between primary tumors and metastatic lesions, but this 
meta- analysis did not include any melanoma samples.54 
For the treatment of patients with melanoma in the adju-
vant setting, the TMB can therefore be determined on 
archived primary samples.

TMB analysis, for selecting immunotherapy eligibility 
or outcome prediction, has been done on metastatic 
tissue or primary tumor tissue. In most clinical trials, 
only one tumor is assessed for TMB, the primary tumor, 
a metastatic lesion, or an unspecified lesion.11–13 55 56 In 
this cohort of patients with melanoma treated with ipilim-
umab, a higher TMB was associated with clinical benefit, 
regardless of being derived from the primary tumor or a 
metastatic tumor. Although for metastatic tumors there 
was a clear trend, the correlation was not significant 
which could be due to the small sample size. These results 
are in line with previous studies that correlated TMB with 
response to ipilimumab based on either primary tumors 
or unspecified melanoma samples.11 12 However, because 
patient with low TMB could still respond to ICI therapy 
as also exemplified in this study (figure 6G and online 
supplemental figure 7C,D), TMB by itself is still insuf-
ficient to include or exclude individual patients from 
receiving ICI.16

In theory, a high TMB increases the amount of (neo)
antigens, leading to a highly immunogenic tumor. As 
a result, a higher number of TIL might be expected.57 
Here we do not find such correlation between the TMB 
and lymphocyte infiltration, nor any lymphocyte subset 
in particular, in primary or metastatic melanoma lesions. 
Most studies investigated the link between TMB or neoan-
tigen load and the presence of cytotoxic T cell- related 

Figure 6 TMB, lymphocyte infiltration, HLA- ABC status, 
LDH status, and M stage in relation to progression- free 
survival on ipilimumab treatment. (A) TMB (nsmut/Mb) of 
the primary tumor for clinical benefit categories. (B) TMB 
of the metastasis for clinical benefit categories. (C) Overall 
lymphocyte infiltration in tumor region of the primary tumor in 
relation to clinical benefit. (D) Overall lymphocyte infiltration 
in tumor region of the last metastasis before ipilimumab 
in relation to clinical benefit. (E) HLA- ABC status of the 
primary tumor in relation to PFS on ipilimumab treatment. 
(F) HLA- ABC status of the metastatic lesion in relation to 
PFS on ipilimumab treatment. (E–F) Closed dots represent 
tumors without loss of HLA- ABC, open dots represent tumor 
with >50% loss of HLA- ABC and half- closed dots represent 
tumors with <50% loss of HLA- ABC. (G) Butterfly plot of 
17 patients with melanoma with PFS on the left. Horizontal 
arrows indicate ongoing PFS. Lymphocyte infiltration of each 
patient in tumor region of a metastatic lesion is plotted on 
the right. Patients are ranked based on TMB (nsmut/Mb) of 
the metastatic lesion with high TMB (green) on top and low 
TMB (red) on the bottom. Pt # are on the left of TMB values 
in white boxes. On the right side of TMB value, LDH status, 
HLA- ABC status, and M stage at the start of ipilimumab 
treatment are shown in the middle. LDH green=LDH normal 
at start of treatment and LDH red=LDH elevated at start of 
treatment. M stage in green is M1a, yellow is M1b, orange 
is M1c, and red is M1d. HLA- status green=no loss of HLA- 
ABC, yellow=<50% loss of HLA- ABC and red=>50% loss 
of HLA- ABC. (H) example of a patient with a long PFS and 
low lymphocyte infiltration (left image) and an example of a 
patient with a short PFS but a high lymphocyte infiltration 
(right image). LDH, lactate dehydrogenase; M stage, 
metastatic stage; nsmut/Mb, non- synonymous mutations/
mega base; PFS, progression- free survival; Pt #, patient 
number; ROI, regions of interest; TMB, tumor mutational 
burden.
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transcripts. A correlation between TMB and cytolytic 
transcriptional activity was found for stomach cancer and 
lung adenocarcinoma, however, this was not significant 
for melanoma.58 Our findings are supported by another 
study that specifically focused on melanoma. These inves-
tigators also did not find a correlation between TMB and 
a T cell–inflamed gene signature.59 Yet, a recent study 
analyzing multiple cancer types did find a weak but signif-
icant positive correlation of r=0.3 between neoantigen 
load and presence of cytotoxic T cell- related transcripts 
in patients with melanoma.16 However, in most other 
tumor types analyzed this correlation was not found.16 
Important differences with the aforementioned studies 
is that TIL density in the current study is measured in 
spatial relation to the tumor, enabling us to give a more 
precise estimate of the number of TILs present and their 
location. We believe these results underline the multifac-
torial nature of requirements necessary for an effective 
antitumor response, and that TIL density is not a direct 
result of TMB alone.

Lymphocyte infiltration is likely a very dynamic process, 
changing over time. In this cohort of patients, there was, 
on average, almost 6 years between the primary tumor 
and the first metastatic lesion, whereas for paired meta-
static lesions this was a little over 1 year. This shorter time 
interval could explain why multiple metastasis of individual 
patients had comparable lymphocyte infiltrations whereas 
these differed between primary and metastatic lesions. To 
the best of our knowledge this is the first time that this type 
of detailed immune cell analysis is performed, directly 
comparing primary and different metastatic lesions to 
each other. Specific tissue regions could be analyzed, which 
was especially important for lymph node metastasis, only 
including the tumor and exclude surrounding normal 
lymph node tissue. This would have not been possible with 
traditional gene expression profiling techniques. A limita-
tion of our current study is the lack of information on the 
myeloid compartment and other factors such as fibro-
blasts, vessels, and hypoxia, which could also be important 
factors in the response to ipilimumab treatment. There-
fore, a similar analysis between primary and metastasis 
would be interesting, especially since most previous 
studies focus on TILs only. A recent meta- analysis of Zou 
et al included 12 studies that investigated TIL density by 
scoring H&E slides (none melanoma). TIL numbers were 
discordant between primary and metastatic lesions in 39% 
of the cases, more often an increase in TIL in metastasis 
was observed.54 Two other studies investigated immune 
cell phenotypes by mIHC and showed heterogeneous 
TIL infiltration patterns between primary and multiple 
metastatic lesions, but only included 1–2 patient cases.60 61 
Another study did not directly compare the immune cell 
infiltration between the different lesions.62 Here, we 
recommend that for setting up prediction models it is of 
importance to note that lymphocyte density is not inter-
changeable between primary and metastatic lesions, while 
it is similar in different metastatic lesions when specific 
tumor regions are considered.

Antitumor cytotoxic T cell responses can be hampered 
by the downregulation of MHC- I, a molecule essential 
for presentation of tumor specific (neo)antigens.63 This 
downregulation of MHC- I, a well- known tumor escape 
mechanism, might occur during tumor progression. 
Many studies have investigated the expression of MHC- I, 
or different components of the MHC- I antigen presenta-
tion machinery in primary and metastatic melanoma.63 
However, not much is known about MHC- I expression 
in patient- paired primary and metastatic lesions derived 
from different anatomical sites. An overall lower MHC- I 
expression in metastases than in primary melanomas was 
reported, although in 6 out of the 21 patients that were 
analyzed it was reversed.64 This heterogeneity in MHC- I 
expression was confirmed in a case report.65 Our results 
emphasize that HLA- ABC expression can be different 
between the primary tumor and different metastatic 
lesions. HLA- ABC expression positively correlating with 
TILs has been reported for several tumor types including 
melanoma.66 67 Although it has been observed in primary 
melanomas,68 69 our data only confirms this for metastatic 
lesions. Furthermore, the retention of HLA- ABC expres-
sion coinciding with favorable PFS observed here was 
previously found for ipilimumab specifically but not for 
nivolumab (an anti- PD- 1 monoclonal antibody).28 A diffi-
culty in comparing results from different studies results 
from different types of scoring systems used to determine 
HLA- ABC expression. Standardized analysis software to 
determine exact expression of HLA- ABC, could solve this 
problem in future studies.

No significant associations between lymphocyte 
(subset) infiltration and outcome of ipilimumab treat-
ment were observed in any of the tissue regions studied. 
This contrasts with the association between TMB and 
clinical benefit but is in line with the lack of correla-
tion between TMB and lymphocyte infiltration. High 
pretreatment TIL has previously been reported as bene-
ficial to ipilimumab response.70 Contradicting results 
are reported regarding lymphocyte subsets as important 
predictors for response. In some studies CD8+ T cells 
and not FOXP3+ T cells correlated with clinical benefit 
from ipilimumab,71 72 while another study found the 
exact opposite.35 Yet another study reported a low density 
of CD8+ T cells in combination with high PD- L1+CD163+ 
macrophages in the invasive margin to be important.73 
These apparently conflicting findings may partially be 
attributed to the various methods used to determine 
immune cell infiltration. Some studies use H&E slides 
to score TILs,35 70 while others perform multiple IHC 
on consecutive slides or mIHC for the identification of 
particular immune cell subsets.35 70–73 Besides the type of 
tumor samples used, like primary or metastatic lesions, 
the regions of the tumor examined to score TILs has a 
major impact on the results; the invasive margin can have 
a very different immune cell density compared with the 
core of a tumor.74 75 This should be taken into account, 
especially when tumor samples from various locations 
are analyzed, such as visceral, nodal tumor resections, 
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and also very small biopsies (possibly without an analyz-
able invasive margin). In melanoma, only few studies 
distinguish between the tumor core and the invasive 
margin.39 72 73 B cells have also gained a lot of interested in 
cancer research as they have been associated with favor-
able prognosis.76 Recently, particular B cell formations 
designated as tertiary lymphoid structures have been asso-
ciated with response on anti- PD- 1 and to a lesser extent 
anti- CTLA- 4 immunotherapy.77 However, in this study, 
the density of B cells did neither in the invasive margin 
nor in the tumor correlate with response to ipilimumab. 
In conclusion, these conflicting results demonstrate that 
lymphocyte infiltration itself is not a reliable parameter 
to be applied for clinical decision- making. Correlating 
immune cell infiltration and response to ICI treatment 
has so far mostly focused only on the mere presence of 
immune cells within the TME. However, the functional 
state of immune cells could be a more discriminating 
predictor of response to therapy. We believe that incorpo-
rating functional markers into multiplex assays, such as 
immune checkpoints, cytokine/chemokine (receptors), 
and other markers related to the (dys)functionality of 
immune cells, may provide more insight in the aptness of 
immune cells and could be a more accurate predictor of 
response to therapy.

In summary, we here demonstrate that TMB is stable 
across primary and metastatic lesions in patients with 
melanoma. This supports the use of TMB derived 
from either primary or metastatic lesions as a valuable 
candidate contributing factor in prediction models for 
outcome of immunotherapy in patients with melanoma. 
HLA- ABC status in the metastatic lesion could to some 
extent contribute to a prediction model, but needs to be 
validated in independent cohorts. By contrast, lympho-
cyte infiltration differs substantially between the primary 
tumor and metastatic lesions, hampering its suitability 
for biomarker development, especially for patients with 
early- stage disease of whom no metastatic material is 
readily available. The stability of the TMB, in contrast 
to the variability of lymphocyte infiltration over time, 
between primary tumors and metastases, underlines 
the complexity of the TME. To develop clinical mean-
ingful biomarkers, it is crucial future research takes this 
complexity into account. Finally, our finding that both 
lymphocyte infiltration and HLA expression are highly 
similar in different metastases, even at different anatom-
ical locations, strongly indicates that the tumor itself is 
the driving factor and not the supporting tissue in the 
TME or the organ specific cells. We believe that this is an 
important finding and this also validates that biopsies can 
be taken from any anatomical site to get reliable data on 
TMB, HLA- ABC expression, and lymphocyte infiltration.

Author affiliations
1Tumor Immunology, Radboudumc, Nijmegen, The Netherlands
2Oncode Institute, Nijmegen, The Netherlands
3Pathology, Radboudumc, Nijmegen, The Netherlands
4Medical Oncology, Radboudumc, Nijmegen, The Netherlands
5Department of Tumor Immunology, Radboudumc, Nijmegen, The Netherlands

6Data Science Group, Institute for Computing and Information Sciences, Radboud 
Universiteit, Nijmegen, The Netherlands

Acknowledgements The authors thank Dominiek Rutten, Eline Smits, Dr Rutger 
Koornstra (Radboudumc), Dr Marye Boers (Radboudumc), and Dr Jan Willem de 
Groot (Isala) for the selection of patients, and the collection of samples and clinical 
data.

Contributors MAJG, LLvdW, IJMdV, and CGF conceptualized the study. MAJG, 
LLvdW and KV performed experiments. LIK performed tumor mutational burden 
analysis. ALA and LLvdW scored HLA- ABC status. MAJG, LLvdW, KV, JM, and JT 
performed image analysis. LLvdW requested ethical permission and collected tumor 
material from different hospitals. LLvdW and KB collected clinical data. MAJG, 
LLvdW, and KB performed downstream data analysis. MAJG, LLvdW, KB, IJMdV, and 
CGF wrote the initial draft of the study. All authors reviewed the final manuscript 
and gave consent for publication. IJMdV is guarantor of this study. MAJG and 
LLvdW contributed equally.

Funding This work was supported by Dutch Cancer Society grants 10620 (YIG to 
JT) and 10673. ERC Adv grant ARTimmune (834618) was awarded to CGF. NWO Vidi 
grant VI.Vidi.192.084 was awarded to JT.

Competing interests None declared.

Patient consent for publication Not applicable.

Ethics approval The study was officially deemed exempt from medical ethical 
approval by the local Radboudumc Medical Ethical Committee concurrent with 
Dutch legislation (file number 2017–3164).

Provenance and peer review Not commissioned; externally peer reviewed.

Data availability statement Data are available upon reasonable request.

Supplemental material This content has been supplied by the author(s). It has 
not been vetted by BMJ Publishing Group Limited (BMJ) and may not have been 
peer- reviewed. Any opinions or recommendations discussed are solely those 
of the author(s) and are not endorsed by BMJ. BMJ disclaims all liability and 
responsibility arising from any reliance placed on the content. Where the content 
includes any translated material, BMJ does not warrant the accuracy and reliability 
of the translations (including but not limited to local regulations, clinical guidelines, 
terminology, drug names and drug dosages), and is not responsible for any error 
and/or omissions arising from translation and adaptation or otherwise.

Open access This is an open access article distributed in accordance with the 
Creative Commons Attribution 4.0 Unported (CC BY 4.0) license, which permits 
others to copy, redistribute, remix, transform and build upon this work for any 
purpose, provided the original work is properly cited, a link to the licence is given, 
and indication of whether changes were made. See https://creativecommons.org/ 
licenses/by/4.0/.

ORCID iDs
Mark A J Gorris http://orcid.org/0000-0003-3621-226X
Lieke L van der Woude http://orcid.org/0000-0002-4761-0768
Leonie I Kroeze http://orcid.org/0000-0002-2666-1742
Kalijn Bol http://orcid.org/0000-0003-4165-2040
Kiek Verrijp http://orcid.org/0000-0001-5223-8406
Jelena Meek http://orcid.org/0000-0001-8439-282X
Johannes Textor http://orcid.org/0000-0002-0459-9458
Carl G Figdor http://orcid.org/0000-0002-2366-9212
I Jolanda M de Vries http://orcid.org/0000-0002-8653-4040

REFERENCES
 1 Hodi FS, O'Day SJ, McDermott DF, et al. Improved survival with 

ipilimumab in patients with metastatic melanoma. N Engl J Med 
2010;363:711–23.

 2 Robert C, Thomas L, Bondarenko I, et al. Ipilimumab plus 
dacarbazine for previously untreated metastatic melanoma. N Engl J 
Med 2011;364:2517–26.

 3 Lebbé C, Weber JS, Maio M, et al. Survival follow- up and ipilimumab 
retreatment of patients with advanced melanoma who received 
ipilimumab in prior phase II studies. Ann Oncol 2014;25:2277–84.

 4 Maio M, Grob J- J, Aamdal S, et al. Five- Year survival rates for 
treatment- naive patients with advanced melanoma who received 
ipilimumab plus dacarbazine in a phase III trial. J Clin Oncol 
2015;33:1191–6.

https://creativecommons.org/licenses/by/4.0/
https://creativecommons.org/licenses/by/4.0/
http://orcid.org/0000-0003-3621-226X
http://orcid.org/0000-0002-4761-0768
http://orcid.org/0000-0002-2666-1742
http://orcid.org/0000-0003-4165-2040
http://orcid.org/0000-0001-5223-8406
http://orcid.org/0000-0001-8439-282X
http://orcid.org/0000-0002-0459-9458
http://orcid.org/0000-0002-2366-9212
http://orcid.org/0000-0002-8653-4040
http://dx.doi.org/10.1056/NEJMoa1003466
http://dx.doi.org/10.1056/NEJMoa1104621
http://dx.doi.org/10.1056/NEJMoa1104621
http://dx.doi.org/10.1093/annonc/mdu441
http://dx.doi.org/10.1200/JCO.2014.56.6018


11Gorris MAJ, et al. J Immunother Cancer 2022;10:e004329. doi:10.1136/jitc-2021-004329

Open access

 5 Topalian SL, Sznol M, McDermott DF, et al. Survival, durable tumor 
remission, and long- term safety in patients with advanced melanoma 
receiving nivolumab. J Clin Oncol 2014;32:1020–30.

 6 Weber JS, D'Angelo SP, Minor D, et al. Nivolumab versus 
chemotherapy in patients with advanced melanoma who 
progressed after anti- CTLA- 4 treatment (CheckMate 037): a 
randomised, controlled, open- label, phase 3 trial. Lancet Oncol 
2015;16:375–84.

 7 Robert C, Schachter J, Long GV, et al. Pembrolizumab versus 
ipilimumab in advanced melanoma. N Engl J Med 2015;372:2521–32.

 8 Hodi FS, Chiarion- Sileni V, Gonzalez R, et al. Nivolumab plus 
ipilimumab or nivolumab alone versus ipilimumab alone in advanced 
melanoma (CheckMate 067): 4- year outcomes of a multicentre, 
randomised, phase 3 trial. Lancet Oncol 2018;19:1480–92.

 9 Flaherty K, Puzanov I, Sosman J, et al. Phase I study of PLX4032: 
proof of concept for V600E BRAF mutation as a therapeutic target in 
human cancer. Journal of Clinical Oncology 2009;27:9000.

 10 Chapman PB, Hauschild A, Robert C, et al. Improved survival with 
vemurafenib in melanoma with BRAF V600E mutation. N Engl J Med 
2011;364:2507–16.

 11 Snyder A, Makarov V, Merghoub T, et al. Genetic basis for clinical 
response to CTLA- 4 blockade in melanoma. N Engl J Med 
2014;371:2189–99.

 12 Van Allen EM, Miao D, Schilling B, et al. Genomic correlates of 
response to CTLA- 4 blockade in metastatic melanoma. Science 
2015;350:207–11.

 13 Hugo W, Zaretsky JM, Sun L, et al. Genomic and transcriptomic 
features of response to anti- PD- 1 therapy in metastatic melanoma. 
Cell 2016;165:35–44.

 14 Yarchoan M, Hopkins A, Jaffee EM. Tumor mutational burden and 
response rate to PD- 1 inhibition. N Engl J Med 2017;377:2500–1.

 15 Wolchok JD, Chiarion- Sileni V, Gonzalez R, et al. Overall survival with 
combined nivolumab and ipilimumab in advanced melanoma. N Engl 
J Med 2017;377:1345–56.

 16 McGrail DJ, Pilié PG, Rashid NU, et al. High tumor mutation burden 
fails to predict immune checkpoint blockade response across all 
cancer types. Annals of Oncology 2021;32:661–72.

 17 Robert C, Long GV, Brady B, et al. Nivolumab in previously untreated 
melanoma without BRAF mutation. N Engl J Med Overseas Ed 
2015;372:320–30.

 18 Larkin J, Chiarion- Sileni V, Gonzalez R, et al. Combined nivolumab 
and ipilimumab or monotherapy in untreated melanoma. N Engl J 
Med 2015;373:23–34.

 19 Blank CU, Haanen JB, Ribas A. The "cancer immunogram". Science 
2016;352:658–60.

 20 Creemers JHA, Lesterhuis WJ, Mehra N, et al. A tipping point 
in cancer- immune dynamics leads to divergent immunotherapy 
responses and hampers biomarker discovery. J Immunother Cancer 
2021;9:e002032.

 21 Lemery S, Keegan P, Pazdur R. First FDA approval agnostic of 
cancer site — when a biomarker defines the indication. N Engl J Med 
Overseas Ed 2017;377:1409–12.

 22 Bai R, Lv Z, Xu D, et al. Predictive biomarkers for cancer 
immunotherapy with immune checkpoint inhibitors. Biomark Res 
2020;8:34.

 23 Herbst RS, Soria J- C, Kowanetz M, et al. Predictive correlates of 
response to the anti- PD- L1 antibody MPDL3280A in cancer patients. 
Nature 2014;515:563–7.

 24 Ayers M, Lunceford J, Nebozhyn M, et al. IFN-γ-related mRNA 
profile predicts clinical response to PD- 1 blockade. J Clin Invest 
2017;127:2930–40.

 25 Ji R- R, Chasalow SD, Wang L, et al. An immune- active tumor 
microenvironment favors clinical response to ipilimumab. Cancer 
Immunol Immunother 2012;61:1019–31.

 26 Sznol M. Molecular markers of response to treatment for melanoma. 
Cancer J 2011;17:127–33.

 27 Johnson DB, Estrada MV, Salgado R, et al. Melanoma- Specific 
MHC- II expression represents a tumour- autonomous phenotype 
and predicts response to anti- PD- 1/PD- L1 therapy. Nat Commun 
2016;7:10582.

 28 Rodig SJ, Gusenleitner D, Jackson DG, et al. Mhc proteins confer 
differential sensitivity to CTLA- 4 and PD- 1 blockade in untreated 
metastatic melanoma. Sci Transl Med 2018;10. doi:10.1126/
scitranslmed.aar3342. [Epub ahead of print: 18 07 2018].

 29 Cha E, Klinger M, Hou Y, et al. Improved survival with T cell 
clonotype stability after anti- CTLA- 4 treatment in cancer patients. Sci 
Transl Med 2014;6:238ra70.

 30 Postow MA, Manuel M, Wong P, et al. Peripheral T cell receptor 
diversity is associated with clinical outcomes following ipilimumab 
treatment in metastatic melanoma. J Immunother Cancer 2015;3:23.

 31 Yang A, Kendle RF, Ginsberg BA, et al. Ctla- 4 blockade with 
ipilimumab increases peripheral CD8+ T cells: correlation with clinical 
outcomes. Journal of Clinical Oncology 2010;28:2555.

 32 Ménard C, Ghiringhelli F, Roux S, et al. Ctla- 4 blockade confers 
lymphocyte resistance to regulatory T- cells in advanced melanoma: 
surrogate marker of efficacy of tremelimumab? Clinical Cancer 
Research 2008;14:5242–9.

 33 Callahan MK, Wolchok JD, Allison JP. Anti- Ctla- 4 antibody 
therapy: immune monitoring during clinical development of a novel 
immunotherapy. Semin Oncol 2010;37:473–84.

 34 Berman DM, Wolchok J, Weber J, et al. Association of peripheral 
blood absolute lymphocyte count (alc) and clinical activity in patients 
(PTS) with advanced melanoma treated with ipilimumab. Journal of 
Clinical Oncology 2009;27:3020.

 35 Hamid O, Schmidt H, Nissan A, 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.

 36 Tumeh PC, Harview CL, Yearley JH, et al. Pd- 1 blockade induces 
responses by inhibiting adaptive immune resistance. Nature 
2014;515:568–71.

 37 Gebhardt C, Sevko A, Jiang H, et al. Myeloid cells and related 
chronic inflammatory factors as novel predictive markers 
in melanoma treatment with ipilimumab. Clin Cancer Res 
2015;21:5453–9.

 38 Weber J, Gibney G, Kudchadkar R, et al. Phase I/II study of 
metastatic melanoma patients treated with nivolumab who had 
progressed after ipilimumab. Cancer Immunol Res 2016;4:345–53.

 39 Vasaturo A, Halilovic A, Bol KF, et al. T- Cell landscape in a primary 
melanoma predicts the survival of patients with metastatic disease 
after their treatment with dendritic cell vaccines. Cancer Res 
2016;76:3496–506.

 40 Kumpers C, Jokic M, Haase O. Immune cell infiltration of the primary 
tumor, not PD- L1 status, is associated with positive response under 
immune checkpoint blockade in metastatic melanoma. J Dtsch 
Dermatol Ges 2019;17:83.

 41 Weber J, Mandala M, Del Vecchio M, et al. Adjuvant nivolumab 
versus ipilimumab in resected stage III or IV melanoma. N Engl J 
Med Overseas Ed 2017;377:1824–35.

 42 Eggermont AMM, Blank CU, Mandala M, et al. Adjuvant 
pembrolizumab versus placebo in resected stage III melanoma. N 
Engl J Med 2018;378:1789–801.

 43 Poklepovic AS, Luke JJ. Considering adjuvant therapy for stage II 
melanoma. Cancer 2020;126:1166–74.

 44 Elder DE, Lazar AJ, Barnhil RL. Who classification of skin tumours.
 45 Kroeze LI, de Voer RM, Kamping EJ, et al. Evaluation of a hybrid 

capture- based pan- cancer panel for analysis of treatment 
Stratifying oncogenic aberrations and processes. J Mol Diagn 
2020;22:757–69.

 46 Gorris MAJ, Halilovic A, Rabold K, et al. Eight- Color multiplex 
immunohistochemistry for simultaneous detection of multiple 
immune checkpoint molecules within the tumor microenvironment. J 
Immunol 2018;200:347–54.

 47 Boudewijns S, Bloemendal M, de Haas N, et al. Autologous 
monocyte- derived DC vaccination combined with cisplatin in stage III 
and IV melanoma patients: a prospective, randomized phase 2 trial. 
Cancer Immunol Immunother 2020;69:477–88.

 48 Hoeijmakers YM, Gorris MAJ, Sweep FCGJ, et al. Immune cell 
composition in the endometrium of patients with a complete molar 
pregnancy: effects on outcome. Gynecol Oncol 2021;160:450–6.

 49 Sultan S, Gorris MAJ, van der Woude LL. A Segmentation- Free 
machine learning architecture for immune landscape phenotyping in 
solid tumors by multichannel imaging. bioRxiv 2021.

 50 Peng W, Chen JQ, Liu C, et al. Loss of PTEN promotes resistance to 
T cell- mediated immunotherapy. Cancer Discov 2016;6:202–16.

 51 Spranger S, Bao R, Gajewski TF. Melanoma- intrinsic β-catenin 
signalling prevents anti- tumour immunity. Nature 2015;523:231–5.

 52 Stein MK, Pandey M, Xiu J. Tumor mutational burden is site specific 
in non- small- cell lung cancer and is highest in lung adenocarcinoma 
brain metastases. Jco Precis Oncol 2019;3.

 53 Schnidrig D, Turajlic S, Litchfield K. Tumour mutational burden: 
primary versus metastatic tissue creates systematic bias. Immuno- 
Oncology Technology 2019;4:8–14.

 54 Zou Y, Hu X, Zheng S, et al. Discordance of immunotherapy 
response predictive biomarkers between primary lesions and paired 
metastases in tumours: a systematic review and meta- analysis. 
EBioMedicine 2021;63:103137.

 55 Riaz N, Havel JJ, Makarov V, et al. Tumor and microenvironment 
evolution during immunotherapy with nivolumab. Cell 
2017;171:934–49.

http://dx.doi.org/10.1200/JCO.2013.53.0105
http://dx.doi.org/10.1016/S1470-2045(15)70076-8
http://dx.doi.org/10.1056/NEJMoa1503093
http://dx.doi.org/10.1016/S1470-2045(18)30700-9
http://dx.doi.org/10.1200/jco.2009.27.15_suppl.9000
http://dx.doi.org/10.1056/NEJMoa1103782
http://dx.doi.org/10.1056/NEJMoa1406498
http://dx.doi.org/10.1126/science.aad0095
http://dx.doi.org/10.1016/j.cell.2016.02.065
http://dx.doi.org/10.1056/NEJMc1713444
http://dx.doi.org/10.1056/NEJMoa1709684
http://dx.doi.org/10.1056/NEJMoa1709684
http://dx.doi.org/10.1016/j.annonc.2021.02.006
http://dx.doi.org/10.1056/NEJMoa1412082
http://dx.doi.org/10.1056/NEJMoa1504030
http://dx.doi.org/10.1056/NEJMoa1504030
http://dx.doi.org/10.1136/jitc-2020-002032
http://dx.doi.org/10.1056/NEJMp1709968
http://dx.doi.org/10.1056/NEJMp1709968
http://dx.doi.org/10.1186/s40364-020-00209-0
http://dx.doi.org/10.1038/nature14011
http://dx.doi.org/10.1172/JCI91190
http://dx.doi.org/10.1007/s00262-011-1172-6
http://dx.doi.org/10.1007/s00262-011-1172-6
http://dx.doi.org/10.1097/PPO.0b013e318212dd5a
http://dx.doi.org/10.1038/ncomms10582
http://dx.doi.org/10.1126/scitranslmed.aar3342
http://dx.doi.org/10.1126/scitranslmed.3008211
http://dx.doi.org/10.1126/scitranslmed.3008211
http://dx.doi.org/10.1186/s40425-015-0070-4
http://dx.doi.org/10.1200/jco.2010.28.15_suppl.2555
http://dx.doi.org/10.1158/1078-0432.CCR-07-4797
http://dx.doi.org/10.1158/1078-0432.CCR-07-4797
http://dx.doi.org/10.1053/j.seminoncol.2010.09.001
http://dx.doi.org/10.1200/jco.2009.27.15_suppl.3020
http://dx.doi.org/10.1200/jco.2009.27.15_suppl.3020
http://dx.doi.org/10.1186/1479-5876-9-204
http://dx.doi.org/10.1038/nature13954
http://dx.doi.org/10.1158/1078-0432.CCR-15-0676
http://dx.doi.org/10.1158/2326-6066.CIR-15-0193
http://dx.doi.org/10.1158/0008-5472.CAN-15-3211
http://dx.doi.org/10.1056/NEJMoa1709030
http://dx.doi.org/10.1056/NEJMoa1709030
http://dx.doi.org/10.1056/NEJMoa1802357
http://dx.doi.org/10.1056/NEJMoa1802357
http://dx.doi.org/10.1002/cncr.32585
http://dx.doi.org/10.1016/j.jmoldx.2020.02.009
http://dx.doi.org/10.4049/jimmunol.1701262
http://dx.doi.org/10.4049/jimmunol.1701262
http://dx.doi.org/10.1007/s00262-019-02466-x
http://dx.doi.org/10.1016/j.ygyno.2020.11.005
http://dx.doi.org/10.1158/2159-8290.CD-15-0283
http://dx.doi.org/10.1038/nature14404
http://dx.doi.org/10.1016/j.iotech.2019.11.003
http://dx.doi.org/10.1016/j.iotech.2019.11.003
http://dx.doi.org/10.1016/j.ebiom.2020.103137
http://dx.doi.org/10.1016/j.cell.2017.09.028


12 Gorris MAJ, et al. J Immunother Cancer 2022;10:e004329. doi:10.1136/jitc-2021-004329

Open access 

 56 Goodman AM, Kato S, Bazhenova L, et al. Tumor mutational burden 
as an independent predictor of response to immunotherapy in 
diverse cancers. Mol Cancer Ther 2017;16:2598–608.

 57 Brown SD, Warren RL, Gibb EA, et al. Neo- Antigens predicted 
by tumor genome meta- analysis correlate with increased patient 
survival. Genome Res 2014;24:743–50.

 58 Rooney MS, Shukla SA, Wu CJ, et al. Molecular and genetic 
properties of tumors associated with local immune cytolytic activity. 
Cell 2015;160:48–61.

 59 Spranger S, Luke JJ, Bao R, et al. Density of immunogenic antigens 
does not explain the presence or absence of the T- cell- inflamed 
tumor microenvironment in melanoma. Proc Natl Acad Sci U S A 
2016;113:E7759–68.

 60 Jiménez- Sánchez A, Memon D, Pourpe S, et al. Heterogeneous 
Tumor- Immune microenvironments among differentially growing 
metastases in an ovarian cancer patient. Cell 2017;170:927–38.

 61 Angelova M, Mlecnik B, Vasaturo A, et al. Evolution of metastases in 
space and time under immune selection. Cell 2018;175:751–65.

 62 Zhang AW, McPherson A, Milne K, et al. Interfaces of malignant 
and immunologic clonal dynamics in ovarian cancer. Cell 
2018;173:1755–69.

 63 Dhatchinamoorthy K, Colbert JD, Rock KL. Cancer immune evasion 
through loss of MHC class I antigen presentation. Front Immunol 
2021;12:636568.

 64 Kageshita T, Hirai S, Ono T, et al. Down- regulation of HLA class I 
antigen- processing molecules in malignant melanoma: association 
with disease progression. Am J Pathol 1999;154:745–54.

 65 del Campo AB, Kyte JA, Carretero J, et al. Immune escape 
of cancer cells with beta2- microglobulin loss over the course 
of metastatic melanoma. International Journal of Cancer 
2014;134:102–13.

 66 Ryschich E, Nötzel T, Hinz U, et al. Control of T- cell- mediated 
immune response by HLA class I in human pancreatic carcinoma. 
Clin Cancer Res 2005;11:498–504.

 67 Rusakiewicz S, Semeraro M, Sarabi M, et al. Immune infiltrates 
are prognostic factors in localized gastrointestinal stromal tumors. 
Cancer Res 2013;73:3499–510.

 68 Tao J, Li Y, Liu Y- Q, et al. Expression of transporters associated with 
antigen processing and human leucocyte antigen class I in malignant 

melanoma and its association with prognostic factors. Br J Dermatol 
2008;158:88–94.

 69 van Houdt IS, Sluijter BJR, Moesbergen LM, et al. Favorable 
outcome in clinically stage II melanoma patients is associated 
with the presence of activated tumor infiltrating T- lymphocytes 
and preserved MHC class I antigen expression. Int J Cancer 
2008;123:609–15.

 70 Kümpers C, Jokic M, Haase O, et al. Immune cell infiltration of 
the primary tumor, not PD- L1 status, is associated with improved 
response to checkpoint inhibition in metastatic melanoma. Front 
Med 2019;6:27.

 71 Balatoni T, Mohos A, Papp E, et al. Tumor- Infiltrating immune cells as 
potential biomarkers predicting response to treatment and survival 
in patients with metastatic melanoma receiving ipilimumab therapy. 
Cancer Immunol Immunother 2018;67:141–51.

 72 Harder N, Schönmeyer R, Nekolla K, et al. Automatic discovery 
of image- based signatures for ipilimumab response prediction in 
malignant melanoma. Sci Rep 2019;9.

 73 Madonna G, Ballesteros- Merino C, Feng Z, et al. Pd- L1 expression 
with immune- infiltrate evaluation and outcome prediction in 
melanoma patients treated with ipilimumab. Oncoimmunology 
2018;7:e1405206.

 74 Mlecnik B, Bindea G, Kirilovsky A, et al. The tumor microenvironment 
and immunoscore are critical determinants of dissemination to 
distant metastasis. Sci Transl Med 2016;8:327ra26.

 75 Hendry S, Salgado R, Gevaert T, et al. Assessing tumor- infiltrating 
lymphocytes in solid tumors: a practical review for pathologists and 
proposal for a standardized method from the International Immuno- 
Oncology biomarkers Working group: Part 2: TILs in melanoma, 
gastrointestinal tract carcinomas, Non–Small cell lung carcinoma 
and mesothelioma, endometrial and ovarian carcinomas, squamous 
cell carcinoma of the head and neck, genitourinary carcinomas, and 
primary brain tumors. Adv Anat Pathol 2017;24:311–35.

 76 Sautès- Fridman C, Verneau J, Sun C- M, et al. Tertiary lymphoid 
structures and B cells: clinical impact and therapeutic modulation in 
cancer. Semin Immunol 2020;48:101406.

 77 Cabrita R, Lauss M, Sanna A, et al. Tertiary lymphoid structures 
improve immunotherapy and survival in melanoma. Nature 
2020;577:561–5.

http://dx.doi.org/10.1158/1535-7163.MCT-17-0386
http://dx.doi.org/10.1101/gr.165985.113
http://dx.doi.org/10.1016/j.cell.2014.12.033
http://dx.doi.org/10.1073/pnas.1609376113
http://dx.doi.org/10.1016/j.cell.2017.07.025
http://dx.doi.org/10.1016/j.cell.2018.09.018
http://dx.doi.org/10.1016/j.cell.2018.03.073
http://dx.doi.org/10.3389/fimmu.2021.636568
http://dx.doi.org/10.1016/S0002-9440(10)65321-7
http://dx.doi.org/10.1002/ijc.28338
http://www.ncbi.nlm.nih.gov/pubmed/15701833
http://dx.doi.org/10.1158/0008-5472.CAN-13-0371
http://dx.doi.org/10.1111/j.1365-2133.2007.08294.x
http://dx.doi.org/10.1002/ijc.23543
http://dx.doi.org/10.3389/fmed.2019.00027
http://dx.doi.org/10.3389/fmed.2019.00027
http://dx.doi.org/10.1007/s00262-017-2072-1
http://dx.doi.org/10.1038/s41598-019-43525-8
http://dx.doi.org/10.1080/2162402X.2017.1405206
http://dx.doi.org/10.1126/scitranslmed.aad6352
http://dx.doi.org/10.1097/PAP.0000000000000161
http://dx.doi.org/10.1016/j.smim.2020.101406
http://dx.doi.org/10.1038/s41586-019-1914-8

	Paired primary and metastatic lesions of patients with ipilimumab-treated melanoma: high variation in lymphocyte infiltration and HLA-ABC expression whereas tumor mutational load is similar and correlates with clinical outcome
	Abstract
	Background
	Material and methods
	Patient material
	Nucleic acid extraction
	TSO500 library preparation for sequencing
	Sequencing and data analysis
	mIHC
	Imaging and analysis
	Statistics

	Results
	TMB between primary and metastatic melanoma lesions is highly similar
	Dissimilar lymphocyte infiltration between primary and metastatic melanoma lesions
	Lymphocyte densities are similar between distinct metastatic melanoma lesions of individual patients
	HLA-ABC status of metastatic lesions is correlated with cytotoxic T cell infiltration, and TMB
	TMB and HLA-ABC status, but not TIL, are associated with clinical benefit or PFS on ipilimumab

	Discussion
	References


