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Simple Summary: Combination of radiotherapy and immunotherapy to antagonize tumors is one of
hotspot issues currently. Immunotherapy can effectively alleviate the non-lasting effect of radiotherapy
and tumor recurrence. Local radiotherapy can mobilize immune cells into tumor microenvironment
and make tumors unable to escape from immune supervision. Therefore, the radio-immunotherapy
achieves better curative effects on cancer patients. We have reviewed the regulation of multiple
immune cells with different functions by radiotherapy, as well as the mechanism research and clinical
outcomes combined with immune checkpoint inhibitors for cancer treatment, which provides new
insights in the treatment strategies for certain types of cancer patients in clinic.

Abstract: Radiotherapy (RT) is a conventional method for clinical treatment of local tumors, which
can induce tumor-specific immune response and cause the shrinkage of primary tumor and distal
metastases via mediating tumor infiltration of CD8+ T cells. Ionizing radiation (IR) induced tumor
regression outside the radiation field is termed as abscopal effect. However, due to the mobilization
of immunosuppressive signals by IR, the activated CD8+T cells are not sufficient to maintain a
long-term positive feedback to make the tumors regress completely. Eventually, the “hot” tumors
gradually turn to “cold”. With the advent of emerging immunotherapy, the combination of immune
checkpoint blockade (ICB) and local RT has produced welcome changes in stubborn metastases,
especially anti-PD-1/PD-L1 and anti-CTLA-4 which have been approved in clinical cancer treatment.
However, the detailed mechanism of the abscopal effect induced by combined therapy is still unclear.
Therefore, how to formulate a therapeutic schedule to maximize the efficacy should be took into
consideration according to specific circumstance. This paper reviewed the recent research progresses
in immunomodulatory effects of local radiotherapy on the tumor microenvironment, as well as the
unique advantage for abscopal effect when combined with ICB, with a view to exploring the potential
application value of radioimmunotherapy in clinic.

Keywords: radiotherapy; anti-tumor abscopal effect; immunomodulation; immune checkpoint;
immunotherapy

1. Introduction

The impact of radiotherapy (RT) on the non-radiation field tumor caused by the immune response
triggered by the local irradiated tumor and the combination of RT and immunotherapy to eliminate the
tumor have become the focus of current research. As we all know, systemic RT can ablate the body′s
immune system to lower the risk of xenotransplantation rejection in patients [1]. Conversely, a volume
of studies have proved that local tumor irradiation can enhance the immune response, thereby allowing
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metastases away from the treatment site to be controlled [2]. The previous research indicated that the
local RT of a tumor increased the expression level of major histocompatibility complex (MHC) class
I molecules and improved the ability of presenting antigens of antigen presenting cells (APCs), the
maturation of dendritic cells (DCs) was motivated, and the toxicity of nature killer (NK) cells and the
tumor infiltration of CD8+ cytotoxic T lymphocytes (CTLs) were enhanced [3–5]. However, at the
same time, ionizing radiation (IR) also mobilized some immunosuppressive cells, such as regulatory T
(Treg) cells and M2 macrophage and myeloid-derived suppressor cells (MDSCs). The presence of these
cells helped the tumor cells escape the supervision of the immune system, which greatly reduced the
efficiency of IR treatment.

Targeting therapies against programmed cell death protein 1 (PD-1) and its ligand PD-L1,
T-lymphocyte-associated antigen 4 (CTLA-4) has impelled the clinical treatment of cancer to move
forward and has also been found to extend the response of RT on the antineoplastic function to the
whole body through activating T cells. Building on this foundation, the combination of RT with immune
checkpoints blockade (ICB) is increasingly used in the study of local RT and the RT-induced abscopal
effect [6–8]. Monoclonal antibodies targeting CTLA-4 (ipilimumab), PD-1 (e.g., pembro-lizumab and
nivolumab), and PD-L1 (e.g., avelumab, atezolizumab, and durvalumab) have been approved by the
Food and Drug Administration of USA (FDA) in the treatment of various malignant tumors, such as
melanoma, non-small cell lung cancer, renal cell carcinoma, urothelial carcinoma, and lymphoma [9].
Despite the great success of anti-CTLA-4 and anti-PD-1/PD-L1 therapy, due to the complex adjustment
of anti-tumor immunity in the tumor microenvironment, only a small percentage of patients benefit
from ICB. Therefore, a more in-depth exploration of ICB therapy is required.

Here, we aim to discuss how local irradiation of a tumor modulates the immune/inflammatory
system and mobilizes the immune cells via initiating the relevant signal transduction, how to regulate
immune cell populations in the tumor microenvironment, as well as the influence and functional
mechanism of ICB on local radiation fields and distant metastatic tumors. This is integrated with the
published studies to evaluate the preponderance of RT combined with immunotherapy in the anti-tumor
effect and to achieve the goal of maximizing the therapeutic advantages of radio-immunotherapy on
the clinical treatment of cancer and metastases.

2. Modulation of Radiotherapy on Immune Cell Population in Tumor Microenvironment

2.1. T Lymphocytes

Radiotherapy affecting tumors by mediating the immune system is a new perspective proposed in
cancer treatment in recent years. According to previous studies on tumor-bearing mouse models, CD8+

cytotoxic T lymphocytes (CTL) carry a major function in the local radiotherapy of tumors. The findings
indicated that under a dose of irradiation, with the shrinking of the tumor volume, the number of
infiltrating T cells in the tumor microenvironment increased, nevertheless, the tumor developed to be
radioresistant after CD8+ T cells deleted, which reversed the growth inhibition of the tumor [10–12].
There is evidence that after infection of mice with PR8-H1N1 influenza virus antigens intranasally,
activated T cells were detected not only distributed in the lungs, but also docked in other epithelial
organs at the distant sites [13]. DCs were administered intratumorally after irradiating the femur of the
mice inoculated with squamous cell carcinoma, and the tumor growth of the femur and unirradiated
chest was obviously inhibited [14]. When the immune system is activated, activated T cells are evenly
distributed at each metastatic site to achieve a response to distant metastases.

How are T cells activated to affect the tumor microenvironment and achieve an abscopal response?
In summary, local RT of the tumor increases the expression level of major histocompatibility complex
(MHC) class I molecules and improves the ability of presenting antigens of antigen presenting cells
(APCs), promotes the maturation of DCs, and initiates T cell activation, which in turn raises the level
of CD8+ T cells (Figure 1) [3,15].
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Figure 1. Radiotherapy-mediated immunomodulation of tumor microenvironment. In the immune
activation effect, RT triggers the tumor to release DAMPs, which can bind to TLR4 on the surface of DCs
to enhance the ability of DCs to present the major histocompatibility complex class I (MHC-I) molecules
and promote the maturation of DCs and the activation of T cells. Irradiation also activates CD4+ T
cells by increasing the presentation of MHC-II by APCs (e.g., DCs) and expedites the differentiation
of M1 macrophages by secreting pro-inflammatory factors such as IFN-γ and TNF-α to promote
tumor phagocytosis. On the other hand, the immunosuppressive effect also exists after radiation.
Both IL-2 secreted by CD4+ T cells and MHC-II binding to Treg surface receptors contribute to the
activation of immunosuppressive Treg cells. The combination of CTLA-4 and CD80/86 also promotes
the activation of Treg when they have opposite effects on the activation of T cells. Subsequently, Treg
exhibits an immunosuppressive role by releasing signaling factors such as TGF-β to inhibit T cell
activation. Ionizing radiation (IR) can also cause the accumulation of immunosuppressive MDSCs in
the tumor microenvironment by receiving CSF-1 and other factors released by the tumor and exerts its
immunosuppressive function by restraining the activation of T cells. After irradiation, the expression
of immune checkpoint molecules such as PD-L1 on the tumor surface will increase. Activity of T cells
can be inhibited when PD-L1 binds to T cell surface receptor PD-1. However, this inhibitory effect
can be relieved by the corresponding antibody anti-PD-1/PD-L1. NK cells are extremely important
tumor-killing immune cells, which can directly target the tumor cells without being restricted by
MHC molecules. When undergoing RT, the existence of activated receptors (e.g., KIR) and inhibitory
receptors (e.g., NKG2D, CD16) causes the activation of NK cells, which depends on the balance between
the activated signals and the inhibitory signals. Abbreviations: DAMPs, damage-associated molecular
patterns; TLR4, toll-like receptor 4; DCs, dendritic cells; MHC, major histocompatibility complex; APCs,
antigen presenting cells; PD-1, programmed cell death protein 1; PD-L1, programmed death ligand 1;
CTLA-4, cytotoxic T lymphocyte antigen 4; IFN-γ, interferon-γ; Treg, regulatory T; TGF-β, transforming
growth factor-β; MDSCs, myeloid-derived suppressor cells; CSF-1, colony stimulating factor-1; NK
cells, nature killer cells.

In addition, local RT also triggers the process termed “immunogenic cell death” (ICD) to induce
the cell death, a process that stimulates the release of endogenous damage-associated molecular
patterns (DAMPs) including calreticulin, high-mobility group box 1 protein (HMGB1), and adenosine
triphosphate (ATP), which primes the immune system and promotes the presentation of antigens to T
cells (Figure 1). Specially, HMGB1 plays a pro-inflammatory mediator role in producing inflammatory
factors TNF, IL-1, IL-6, and IL-8 by stimulating monocytes, as well as binding to toll-like receptor 4
(TLR4) on DCs and decreasing the degradation of intracellular antigens to facilitate the presentation
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of tumor antigens [5,16,17]. Subsequently, the mature DCs move to the lymph nodes to perform the
function of activating T lymphocytes [5]. The administration of Fms-like tyrosine kinase receptor 3
ligand (Flt3-L), which activates DCs, can retard the growth of spontaneous metastasis (67NR)-mediating
T cells activity under RT treatment in the murine model of lung cancer [18]. Tumor cells release multiple
chemokines after receiving radiation, including CXCL9, CXCL10, and CXCL16, and these chemokines
can recruit activated T cells to tumors [1,19]. Costimulatory molecules (CD80), intercellular adhesion
molecule 1 (ICAM-1), stress ligands (NKG2DL), and death receptor Fas on the tumor surface are also
upregulated after radiation, which makes the tumor cells more sensitive to the recognition and killing
of cytotoxic T lymphocyte (Figure 1) [16,20–22]. Activated T cells flow through the body with blood
and lymph.

For another T cell, named the T helper (Th) cell, also known as CD4+ T cell, it has been proved to
induce differentiation in the presence of IR [23]. According to the type of cytokines secreted from Th
cells, the Th function is zoned as Th1, Th2, Th17, and regulatory T (Treg) cells. Briefly, Th1 cells secrete
IL-2 and IFN-γ mostly, which can enhance the killing ability of NK cells, promotes the differentiation
of macrophages, and aggravates the activation of cytotoxic T cells, thereby effectively mediating the
cellular immune process. IL-4, IL-6, and IL-10 are mainly secreted by Th2 cells whose key function is to
mediate humoral immunity and stimulate antibody production. Th17 cells produce IL-17, IL-21, IL-22,
and the master transcription factor RORγτ, responsible for the eradication of intracellular pathogens
and fungi. In contrast, Treg cells play an immunosuppressive role by mediating TGF-β secretion
(Figure 1). The salient marker of Treg cells is CD4+CD25+ as well as the surface marker of fork-head
box protein 3 (Foxp3) [24–26]. Compared with other T cells, Treg cells exhibit obvious radiation
resistance, which can be verified in several studies whereby radiotherapy increases the proportion of
Treg cells in the immune microenvironment but not in the draining lymph nodes, and the increase of
the ratio of Treg/effector-T cell attenuates the effect of radiotherapy to a certain extent [27–30]. In view
of this, Treg cell ablation combined with radiotherapy has been extensively investigated for improving
the clinical outcome of tumor therapy [27,31,32]. It is also reported that in the early stage of pneumonia,
local irradiation of the chest cavity amplified the proportion of CD4+ CD25+ FoxP3+Treg, which may
prevent T cells from over-activating the immune response to cause lung damage and re-establish the
homeostasis of the body [33]. On the other hand, radiotherapy can stimulate the complex of tumor
antigen and MHC-II to be presented to CD4+ T helper cells through DC (Figure 1), enhancing the
response of CD8+ CTL to tumor cells [34,35].

2.2. Nature Killer Cells

In tumor immunity, in addition to CD8+ T cells with remarkable efficacy in tumor killing, other
immune cells also play an important role likewise, and NK cells are one of them. NK cells are large
granular lymphocytes involved in the elimination of pathogens and tumor cells in innate immunity.
Several inhibitory receptors (e.g., KIR) and activated receptors (e.g., NKG2D, CD16) were expressed on
the surface of NK cells (Figure 1). The activation of NK cells depends on the balance between activation
and suppression signals [36,37].

In vitro experiments testified that IR synergized with a histone deacetylase inhibitor increased
the expression of NKG2D in human colorectal cancer K12 cells, cervical carcinoma HeLa cells, and
melanoma A375 cells [38]. IR can also induce the upregulation of NKG2D ligands (NKG2DLs) to
activate the NK pathway. However, there are reports of adverse reactions whereby IR could elevate the
expression of matrix metalloproteinases (MMPs) proteins related to tumor metastasis so that NKG2DL
fell off the tumor surface, which leads the tumor to escape from the surveillance of NK cells. When IR
was combined with MMP inhibitors, the expression of NKG2DL obviously increased and facilitated
cancer cells sensitive to the killing effect of NK cells [39]. Furthermore, NK cells can also be inactivated
by the exposure of RT-driven MHC-I molecules on the surface of tumor cells, but the final response of
NK cells depends on who gains the upper hand in the activation and inhibition functions.
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2.3. Macrophage

Tumor-associated macrophages (TAMs) are regarded as important immune cell components in the
tumor microenvironment, and they are myeloid cells abundant in the stromal cavity of diverse solid
tumors [40,41]. Notable for the functional plasticity and heterogeneity of cells, TAMs can differentiate
into different phenotypes in the presence of various stimuli, such as the regulation of cytokines, growth
factors, nucleotides, microbial products, and many other factors [42]. Macrophages differentiate into
a cytotoxic activation status with M1 phenotypes when stimulated by interferon-γ (IFN-γ), tumor
necrosis factor-α (TNF-α), or microbial products such as lipopolysaccharide (LPS) (Figure 1) [42,43].
Among them, IFN-γ is a major cytokine and a critical product of Th1 cells that is extremely related
to M1 macrophage activation, and the receptor of IFN-γ on the cell surface is composed of IFNGR-1
and IFNGR-2 chains [44]. The combination expression of IL-12highIL-23highIL-10low is identified as the
phenotype of M1 macrophage with increased expression of several pro-inflammatory cytokines, such
as IL-1β, IL-6, and TNF-α [45]. In these macrophages, the downstream signals of IFNs and toll-like
receptors (TLRs) are transduced by activating the signal transducer and activator of transcription 1
(STAT1) and nuclear factor-kB (NF-kB), driving the transcription and expression of some genes including
chemokines C-C motif ligand 15 (CCL15), C-X-C motif ligand 10 (CXCL10), chemokine receptors such
as C-C chemokine receptor type 7 (CCR7), and reactive oxygen species (particularly inducible nitric
oxide synthase, iNOS) [43,45]. Another type of macrophage is classified as M2, which characterized
by tissue repair, secretion of immunosuppressive cytokines, angiogenesis, and promotion of tumor
progression according to its source of stimulation, the difference in receptors and signal transduction
pathways. Through the primary stimulus, Th2 related cytokines (such as IL-4 or IL-13), IL-10, immune
complexes, glucocorticoid activation and companied with an IL-12lowIL-23lowIL-10highTGF-βhigh

phenotype. The recognition of the M2 macrophage is the expression of immunosuppressive cytokines,
chemokines, and surface markers (such as IL-10, CCL17 and CD206.9) with elevated expression of
arginase 1 (Arg-1), growing secretion of some other factors related to wound healing such as colony
stimulating factor 1 (CSF1), vascular endothelial growth factor (VEGF), and IL-8 [43,46,47].

In a group of experiments, peritoneal macrophages of unirradiated mice expressed M2-related
transcription factors with a small amount of iNOS. In stark contrast to the unirradiated group, HIF-1,
Ym-1, Fizz-1, and arginase expression decreased and iNOS expression increased after receiving 2 Gy of
systemic irradiation, indicating the acquisition of a radiation-induced M1 phenotype [48]. However,
some other results concluded that in the oral cancer model of mice, IR boosts the infiltration of
macrophage in the tumor, causing the anti-inflammatory phenotype M2 to exert and cumulate in the
hypoxic site of the tumor after radiation [49,50]. Overall, RT can activate the differentiation of M1
macrophages and promotes M1 macrophage flow into tumor cells and prevents the conversion to M2
type to ensure the therapeutic effect [51–53]. RT-reprogrammed macrophages have a profound effect
on oncotherapy, and the conversion of M2 to M1 phenotype promotes tumor treatment and serves as
an implicit mediator of distal effects.

2.4. Myeloid-Derived Suppressor Cells

Apart from the already referred to Treg and M2 macrophages, MDSCs are also a type of cell that
plays an immunosuppressive role in the tumor microenvironment. MDSCs are the aggregation
of heterogeneous cells of myeloid origin, and the maturation period of MDSCs in the tumor
microenvironment is relative longer, hence IR may cause a different impact on the immunomodulation
of MDSCs [54]. In the late 1990s, CD11b+Gr1+ was identified as the phenotype of MDSCs in a mouse
model [55].

Depending on the different cancer models, fractionated irradiation performs a dual influence of
MDSCs in tumor progression by recruiting, removing, repolarizing, and reorganizing MDSCs and
inducing antigen presentation [56]. For the effect of tumor-promotion, IR stimulated the secretion of
the granulocyte–macrophage colony-stimulating factor (GMC-SF) and prompted the movement of
MDSCs to the circulatory system and inflammatory tissues [56]. In a prostate tumor-bearing mouse
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model, when the primary tumor site was irradiated with a fraction dose of 3 Gy×5, a certain increase in
MDSCs in the spleen, lung, lymph nodes, and peripheral blood was detected. This induction may be
induced by DNA damage, which triggers the translocation of the kinase ABL1 to the nucleus and binds
to the CSF1 promoter to enhance its transcription, then further mediates the infiltration of MDSCs into
the tumor (Figure 1) [57]. In contrast, an array assay has demonstrated the superiority of RT combined
with immunotherapy to thwart MDSCs and optimize CD8+ anti-tumor. In patients with limited
oligometastatic diseases (OMDs) treated with stereotactic body radiotherapy (SBRT) and sunitinib
(a multitargeted receptor tyrosine kinase inhibitor), the therapeutic effect is positively correlated
with a decrease in the number of mononuclear MDSCs and Treg and B cells and the increase of Tbet
expression in primary CD4 and CD8 T cells [58]. Analogously, the combined use of anti-PD-L1 and
irradiation (12 Gy) in the mice model inoculated subcutaneously with TUBO (mammary tumor cells)
and MC38 (colon adenocarcinoma cell line) induced apoptosis of MDSCs to limit their accumulation in
the tumor microenvironment and restored the anti-tumor function of CD8, which in return eliminated
MDSCs [59].

3. Impact of Radiotherapy Combined with Immune Checkpoint Blockade on Abscopal Effect

3.1. PD-1/PD-L1 Blockade

Since the first PD-1 drug was approved by the Food and Drug Administration (FDA) in 2014,
the application of PD-1/PD-L1 inhibitor has produced a revolutionary breakthrough in clinical cancer
treatment [60,61]. Based on this, a volume of studies have demonstrated the emerging use of
radiotherapy combined with ICB in investigating primary tumor progression and anti-tumor abscopal
effect. What is the significance of targeting the PD-1/PD-L1 axis? Simply put, PD-1 is expressed on the
activated T cells, NK cells and B lymphocytes, its ligand PD-L1 (B7-H1, CD274) is extensively expressed
on T cells and endothelial cells and is highly expressed in different types of tumors, the interaction
between PD-1 and PD-L1 results in the exhaustion of T cells, restrains the release of cytokines and
the killing ability of T cells, and further triggers the immune escape of tumors [62,63]. Therefore,
PD-1/PD-L1 blockade can enhance the immune surveillance of tumors and reverse the anti-tumor
efficacy (Figure 1).

A number of cases have confirmed that RT combined with anti-PD-1/PD-L1 can effectively control
the occurrence of tumors outside the radiation field. In the mouse model, renal carcinoma cells were
inoculated as primary and secondary tumors and breast cancer cells were injected as third tumors.
The primary tumors were treated with local RT at a single dose of 15 Gy and anti-PD-1 administration,
and the growth of a secondary tumor was obviously controlled, but the lateral breast tumor did not
respond to the treatment, implying that the abscopal effect was tumor specific [64]. In the experiment
of modeling brain metastasis, a melanoma was inoculated into the intracranial area and contralateral
flank of mice, and a 2 Gy × 4 fractionation irradiation dose was delivered to the head combined with
anti-PD-1. The results revealed that the ratio of tumor infiltrated CD8+ T cells was increased and the
proportion of CD4+ Treg was reduced in the flank tumor. CD8+ T cells obtained using flow cytometry
were then re-stimulated with anti-CD3/CD28 in vitro, and CD8+ cells in the combination treatment
group expressed higher INF-γ and Tbet [65]. Of note, similar results have been elaborated in mouse
models of lung cancer, glioblastoma, breast cancer, prostate cancer, and osteosarcoma [66–70]. Clinical
trials have also clarified abscopal effects. Of 126 cancer patients receiving PD-1 inhibitors and RT, 53%
(67/126) of patients were treated simultaneously, and 36% (24/67) patients met the inclusion criteria,
that is, RT started within one month of the first or last application of PD-1 inhibitors (pembrolizumab
or nivolumab) and at least one metastasis lesion outside the 10% iso-dose range of the prescribed
radiation dose. The ultimate examination results showed that 29% (7/24) of patients had the abscopal
effect, 43% had melanoma, 43% had non-small cell lung cancer (NSCLC), and 14% had renal cell
carcinoma (RCC), respectively [71].
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What are the advantages of PD-1/PD-L1 blockade combined with RT over monotherapy?
Pre-clinical studies showed that after fractionation radiation, IFN-γ produced by CD8+ T cells mediated
the upregulation of PD-L1 on tumor cells and induced a local anti-tumor response. Radiotherapy alone
was unable to maintain long-term anti-tumor immunity, however, it could relieve the limitation of
RT on immunity by blocking the PD-1/PD-L1 axis [72]. However, anti-PD-1 is largely unsuccessful at
overwhelming the secondary tumors without the assistance of RT [64]. The complete regression both of
irradiated and out-of-field tumors is rare in the case of fractionated RT singly. In the irradiated tumor
area, the elevated expression of PD-L1 on the surface of tumor cells and CD11b+ Gr1+ cells induced
by RT seemed to be the hallmark of local CD8+ T cells activation, which indicated that the immune
response was confined to the irradiated tumor site. When targeting the PD-1/PD-L1 axis on the basis of
local RT, it broke the limitation, activated the systemic immunity to exert a distal anti-tumor ability,
and extended the expression of PD-L1 on the tumor cells and MDSCs in non-radiation lesions [73].

3.2. CTLA-4 Blockade

Referring to cytotoxic T lymphocyte antigen 4 (CTLA-4), bearing a likeness to PD-1/PD-L1, it has
also been a high-profile target of immune checkpoint therapy in recent years. Ipilimumab, the CTLA-4
inhibitor, has been approved by the FDA for the treatment of patients with advanced melanoma [74].
A growing number of experiments have illustrated that the synergy of RT and CTLA-4 inhibitors
effectively improves the survival of cancer patients [16]. CTLA-4 and CD28 are homologous receptors
co-expressed on the surface of CD4+ and CD8+ T cells which can bind to the same ligands, CD80
and CD86, on the surface of APCs cells but present opposite feedback on T cell activation (Figure 1).
Among them, CTLA-4 interacting with ligands is responsible for the inactivation of T cells [75,76].
Studies have confirmed that CTLA-4 has a higher affinity to ligands than CD28, which may cause the
antagonism of CTLA-4 on CD28-activated T cells [75,77]. Under this premise, targeting CTLA-4 in
combination with RT is of great significance for the clearance of primary tumors and distant metastases.

Employing the spontaneous metastasis mouse model bearing 4T1 mammary carcinoma cells
with poor immunogenicity, in contrast to other monotherapy groups, the union of anti-CTLA-4 and
local RT has statistical significance in the reduction of in situ tumor volume and lung metastases.
The suppression of lung metastases positively related to the increase of survival through CD8+ T
cells [78]. In a similar mammary carcinoma mouse model, IR (12 Gy × 2 fractionation dose) together
with CTLA-4 blockade induced the secretion of CXCL16, which could bind to CXCR6 on the surface
of Th1 cells and co-stimulate the CD8+ T cells to be recruited to the tumor sites, resulting in the
regression of the primary tumor and metastases [79]. A patient suffering from NSCLC with multiple
metastases was given 5 times of fractionated RT at the site of a liver metastasis with a total dose of
30 Gy and administered with ipilimumab. After the treatment, the CT scanning manifested that the
liver, lung, bone, lymph nodes, and other non-radiated metastatic lesions had subsided. Meanwhile,
two biomarkers of absolute lymphocyte counts (ALCs) and absolute eosinophil counts (AECs) turned
out to be closely linked to the survival of melanoma patients treated with ipilimumab after combined
therapy [80]. Intriguingly, in the 4T1 spontaneous metastasis mouse model, some researchers found
that receiving anti-CTLA-4 alone caused rapid motility of tumor infiltrating lymphocytes (TILs) in
the tumor; local IR could also slightly enhance this motility. However, when these two methods were
superimposed, TILs were arrested. In this circumstance, it was believed that IR contributed to the
upregulation of retinoic acid early inducible–1 (RAE-1) on the tumor surface, a ligand of NKG2D.
Binding of RAE-1 and NKG2D impaired the movement of TILs. Once NKG2D was inhibited, the arrest
of TILs was offset. In addition, the significant reduction of primary tumors using combined therapy
may improve the inhibitory effect of TGF-β on REA-1 expression [81,82].

As the research moves along, the combination of RT with anti-CTLA-4 and anti-PD-1/PD-L1 is
being used to achieve the optimal therapeutic effect. Researchers have constructed three metastatic
tumor mouse models of melanoma, breast cancer, and pancreatic cancer. It was indicated that
anti-CTLA-4 primed the suppression of Treg cells to broaden the ratio of CD8/ Treg, and anti-PD-1/PD-
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L1 mainly increased the proportion of CD8+ TILs, but only achieved a higher response with the
participation of RT, which diversified the T cell receptor (TCR) of TILs from unirradiated tumors [83].
The research implies that triple therapy (RT + anti-CTLA-4 + anti-PD-1/PD-L1) in various cancer
types is not redundant for cancer treatment. On the contrary, each therapy is responsible for different
responsibilities of immune mobilization and mutual promotion, unfolding the superiority of triple
therapy. The above cases of the effects of radiotherapy combined with immune checkpoint inhibition
on abscopal tumors are summarized in Table 1.
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Table 1. Systemic effects observed in preclinical and clinical studies after RT combined with immune checkpoint inhibitor.

Inhibited
Checkpoint Tumor Type RT Location Treatment Systemic Effects + Key Mediator

Preclinical Mouse Models

PD-1

Renal carcinoma,
metastatic mammary

carcinoma (4T1)
right hindlimb SABR (15 Gy) of primary tumor + anti-PD-1 mAb, i.p.

Size reduction of primary renal tumor and
distal renal tumor, but not distal breast

tumor, ↑CD8 + CTLs [64]

Melanoma (D4M) head RT (2 Gy × 4) of primary tumor + anti-PD-1 mAb, i.p.
Growth-inhibition of irradiated and

non-irradiated tumor, ↑CD8+ CTLs, ↓CD4
+ Treg [65]

CTLA-4 Metastatic mammary
carcinoma (4T1) right flank RT (12 Gy × 2) of primary tumor + anti-CTLA-4 mAb,

i.p (3×)
Inhibition of lung metastases, increased

survival, ↑CD8+ CTLs [78]

right flank RT (12 Gy × 2) of primary tumor + anti-CTLA-4 mAb,
i.p. (3×)

Regression of primary tumor and
metastases, ↑CD8 + CTLs [79]

PD-L1 and
CTLA-4

Melanoma (B16) right flank RT (20 Gy) of primary tumor + anti-CTLA-4 mAb +
anti-PD-L1 mAb, i.p. (3×)

Regression of primary tumor and
metastases and diversification of the T cell
receptor (TCR) of TILs from unirradiated
tumors, ↑CD8+ CTLs, ↓CD4+ Treg [83]

Breast cancer (TSA
breast cancer cell) right flank RT (8 Gy × 3) of primary tumor + anti-CTLA-4 mAb +

anti-PD-L1 mAb, i.p. (3×)
Pancreatic cancer

(PDA.4662) right flank RT (20 Gy) of primary tumor + anti-CTLA-4 mAb +
anti-PD-L1 mAb, i.p. (3×)

Clinical Studies

PD-1
Melanoma, NSCLC,
RCC, head and neck

cancer (n = 24)
primary tumor RT + pembrolizumab or pembrolizumab

29% (n = 7) patients showing the abscopal
effect, 43% in melanoma, 43% in NSCLC,

14% in renal cell carcinoma [71]

CTLA-4 NSCLC (n = 1) hepatic
metastases

RT (30 Gy in 5 fractions) + 3 cycles of ipilimumab
(once in 3 weeks)

Liver, lung, bone, lymph nodes, and other
non-radiated metastatic lesions subsided,

improved survival [80]

Abbreviations: i.p., intraperitoneal injection; SABR, stereotactic ablative radiotherapy; CTLs, cytotoxic T lymphocytes; NSCLC, non-small cell lung cancer; RCC, renal cell carcinoma;
↑ increase; ↓ decrease.
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4. Potential Mechanism of Radiation-Induced Abscopal Effects

4.1. Radiation Increases the Antigen Presentation

Radiation fortifies the exposure of tumor antigens to make them more visible to the immune
system. Various mechanisms are involved in this process. The direct effect of radiation-induced DNA
damage releases neo-antigens on tumors. The accumulation of mutant nucleic acid and proteins
increases the odds of ICB treatment triggering tumor immunogenicity [84,85]. Besides modulating the
release of antigens, the MHC molecules on tumor cells are also upregulated upon radiation, which
activates the killing of T cells against tumors by binding to T cell receptors (TCRs) in the form of
MHC-peptide transmitted by antigens presentation [86,87]. Furthermore, the irradiated tumor cells
can also release DAMP and cytokines, which can enhance the translocation capacity of immune cells.
When combined with ICB, the above effect seems to be more intense [88].

4.2. Radiation-Induced Activation of the cGAS-STING Signaling

In addition to the mode of antigen presentation, the production of IFN is crucial for RT-induced
immune activation and abscopal response, while the immanent IFN secretion of irradiated tumor cells
relies on the opening of cytosolic DNA sensor cyclic GMP-AMP (cGAMP) synthase (cGAS)-stimulator
of the interferon genes (STING) pathway and tumor microenvironment [5,89]. Radiation damage
triggers the release of nuclear DNA into the cytosol, and cGAS can identify the mutant DNA in
the cytoplasm and catalyzes the production of cGAMP, which serves as a second messenger to
activate the ER membrane adaptor protein STING, which further stimulates TBK1 to activate the
downstream transcription factors IRF3 and NF-κB. Subsequently, the expression of downstream type I
interferon (IFN-I) is upregulated by the activated cGAS-STING axis through IRF3/NF-κB-dependent
transcriptional activation (Figure 2) [87,90,91].

Figure 2. A potential mechanism of radiation-induced abscopal effect. Radiation triggers the release
of nuclear DNA into the cytoplasm, and cGAS can recognize the damaged DNA and activate the
cGAS-STING pathway to induce the secretion of IFN-I that can bind to the cell surface receptor INFR to
activate the axis of Janus kinase/signal transducer and activator of transcription/interferon regulatory
factor (JAK/STAT/IRF). Meanwhile, the DNA damage also stimulates the ATM/ATR/Chk1 signaling
followed by the STAT-IRF pathway. The phosphorylated STAT/IRF complex can be translocated to
the nucleus and targets the promoter of PD-L1 to boost the expression of PD-L1. Alternatively, the
expression of PD-L1 is upregulated by EGFR receptor activation through JAK/STAT signaling upon
radiation. The combination of anti-PD-L1 and PD-L1 breaks the connection between PD-L1 and PD-1,
making tumor cells unable to escape from the immune supervision of T cells. Abbreviations: cGAS,
cyclic GMP-AMP synthase; STING, stimulator of interferon genes; IFN-I, type I interferon; PD-L1,
programmed death ligand 1; EGFR, epidermal growth factor receptor.
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Moreover, BATF3-DCs perceive the IFN secreted from irradiated tumor cells and then recruit
on the tumor cells, which is indispensable for the cross-priming of T cells to exert an anti-tumor
function [92,93]. DCs then transfer to the lymph nodes, motivating CD8+ T cells and inducing
cytotoxic reactions. The activated CTL, NK cells, and Th cells move to the distant tumor site via
the blood circulation, where they can control the growth of the unirradiated tumor by virtue of a
pro-inflammatory response [94].

4.3. Modulation of Immune Checkpoints by Radiation-Induced Signaling

The cGAS/STING signaling occupies an important status in the radiation and ICB response.
Anti-PD-L1 exhibits a tumor inhibition effect in wild-type mice but not in mice deficient in cGAS
or STING. Intramuscular injection of cGMP markedly improves the antineoplastic effect of PD-L1
blockade, implying that the cGAS pathway is required for the T cell initiation by anti-PD-L1 [95]. It has
been mentioned that DNA exonuclease Trex1 can be induced by radiation above 12–18 Gy in diverse
types of cancers. Trex1 could degrade DNA aggregated in the cytoplasm during radiation to impair
the immunogenicity of cancer cells, as well as weaken the activation of DNA sensor cGAS/STING. In a
mouse model inoculated with tumor cells on the bilateral flank, the experimental data showed the local
irradiation group knocked down the expression of Trex1 and the administration of anti-CTLA-4 restored
the ability of abscopal effect induction, in contrast to the Trex1 upregulated group [96]. The above
conclusions indicate that the abscopal effect of radiation induced by ICB depends on cGAS/STING.
In addition, the IFN-dependent manner is a classic pathway to induce the expression of PD-L1. Hence,
the cGAS/STING pathway is also a pivotal upstream signal. Beyond that, the expression of PD-L1 can
also be regulated by the pathway of Janus kinase- signal transducer and activator of transcription-
interferon regulatory factor (JAK-STAT-IRF). After binding to the IFN receptor, IFN phosphorylates
JAK to initiate the JAK-STAT-IRF pathway and then binds to the promotor of PD-L1 to upregulate
its expression. In consequence, IFN adjusts the PD-L1 expression via the JAK-STAT-IRF axis [97].
Recent reports clarify that PD-L1 can be upregulated in response to a DNA double strand break (DSB)
dependent on the activation of ATM/ATR/Chk1 kinase [98,99]. Additionally, it was found that the
activation of the epidermal growth factor receptor (EGFR) after radiation can elevate the expression of
PD-L1 through the IL-6/JAK/STAT3 pathway in NSCLC [100]. Accordingly, it can be concluded that RT
combined with ICB can relieve the immunosuppression, enhance the immunogenicity of tumor cells to
promote the attack of T cells on the tumor, and induce systemic immunity to enhance the abscopal
effect induced by RT (Figure 2).

5. Clinical Outcome on Combined Therapy

In many clinical cases, RT combined with ICB treatment has demonstrated considerable superiority
in cancer patients (summarized in Table 2). A 65-year-old woman was diagnosed with a metastatic
mucosal melanoma which was found in early 2015, and her right buccal mucosa was discolored
and diagnosed as a malignant melanoma, but the neck, chest, and abdomen were negative on
CT. She underwent surgical resection in August 2015 and received adjuvant intensity modulated
radiotherapy (IMRT) of 50 Gy in 20 fractions at the primary site between October and November 2015.
Then, metastatic melanomas in her neck and lungs were found in June and July 2016 respectively.
Starting from August 2016, she received four cycles of 200 mg pembrolizumab (anti-PD-1) (3 mg/kg)
intravenously every three weeks, and then her neck was irradiated with 24 Gy in 3 fractions on days
0, 7, and 21, starting from 19 October 2016. The tumors in her neck had shrunk by 20% one week
after the first radiotherapy, and then it was surprisingly found that the volume and number of lung
lesions had subsided. During the period, the treatment performed well until July 2017, where two lung
lesions were found to be growing, and then, with continued SBRT and 20 cycles of pembrolizumab
administration, the overall disease remained stable [101].
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Table 2. Clinical cases and systemic effect for combined RT with checkpoint inhibitor.

Case Sex/Age Primary
Tumor First Treatment Systemic

Effects Second Treatment Systemic Effects

1 Female, 65 Metastatic
melanoma

IMRT (50 Gy in 20
fractions) in right buccal

mucosa

Metastatic
melanoma

found in neck
and lungs after

7 moths

IMRT (24 Gy in
3 fractions) in neck

+ 4 cycles of
pembrolizumab
(once in 3 weeks)

(3 mg/kg)

The neck tumor shrank
and the number of lung

metastases
decreased [101]

2 Female, 33 Metastatic
melanoma

4 cycles of ipilimumab
(once in 3 weeks)

(10 mg/kg)

Pleural-based
paraspinal mass
and new splenic

lesions
gradually
increased

RT (28.5 Gy in
3 fractions) in

paraspinal + regular
ipilimumab

administration for
2 months

The lesions in the target
irradiation field and

outside of the
irradiation site (right

hilar lymphadenopathy
and splenic lesions)

regressed [102]

3 Male, 46

Advanced
non-keratotic

nasopharyngeal
carcinoma

IMRT (70 Gy in 2
fractions) in cavernous

sinus and 54 Gy in
metastatic lymph nodes

of the neck +
chemotherapy (cisplatin

and fluorouracil)

Bone metastasis
occurred

RT (45 Gy in
25 fractions) to bony

metastasis +
continuing

pembrolizumab

All tumorous lesions
regressed significantly,

inflammation
symptoms resolved,
and there was local

control without
metastasis [103]

Abbreviations: IMRT, intensity modulated radiotherapy.

In April 2004, a 33-year-old woman was diagnosed with cutaneous melanoma, and then the
primary lesion was surgically removed. During this period, she was in good health. In 2008, a new
lung nodule was discovered, and then standard chemotherapy was given. In February 2009, new lung
nodules were surgically removed, and the pathological examination demonstrated that they were
metastatic melanomas. In August 2009, a CT scan revealed a recurrent disease accompanied by a
new pleural-based spinal mass and right hilar lymphadenopathy, which was followed by a total of
4 cycles of ipilimumab (anti-CTLA-4) (10 mg/kg) injection every three weeks. After that, ipilimumab
treatment was continued, once every 12 weeks. By November 2010, her pleural-based paraspinal mass
and new splenic lesions had increased, so a total of 28.5 Gy doses in 3 fractions of 6-MV photons were
administrated to the paraspinal mass over 7 days. In February 2011, she received ipilimumab again.
After 2 months, the lesions in the target irradiation field obviously regressed. What was even more
surprising was that the lesions outside the irradiation sites (right hilar lymphadenopathy and splenic
lesions) also regressed [102].

In another case, a 46-year-old man was diagnosed with advanced non-keratotic nasopharyngeal
carcinoma in November 2010 and then underwent a combination of radiotherapy and chemotherapy
(cisplatin and fluorouracil). However, in October 2011, he first developed distant and local recurrent
disease and was subsequently diagnosed with bone metastasis. Immunotherapy with pembrolizumab
began in January 2016, but after 6 months, the tumor continued to spread. Thus, the recurrent lesions
were re-irradiated at a total dose of 45 Gy in 25 fractions over 6 weeks, pembrolizumab was suspended
during radiotherapy. 7 weeks after completion of radiotherapy; pembrolizumab treatment was started
again. In December 2016, re-staging of PET-CT and MRI was performed and revealed that all the
tumor lesions had regressed significantly, companied by marked swelling of the lacrimal and salivary
glands, which indicated an enhanced immune response. Subsequently, pembrolizumab was used for
treatment once more, and the tumor further regressed, inflammation symptoms resolved, and local
control was achieved without metastasis [103].

6. Conclusions and Perspectives

RT plus immunotherapy has become a trend to fight against tumors, which breaks through the
confined cognition in traditional radiobiology that radiation causing the cytotoxicity on tumor cells
mainly originates from the production of DNA DSBs. The mobilization and tumor infiltration of
CD8+ T cells are important guarantees for radiation to keep functioning [12]. After irradiation, the
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damaged tumor cells release neo-antigens, DAMPs, and some chemokines, which further induce CD8+

T cells priming. Among those, the antigens presentation of APCs is particularly important to activate
CD8+ T cells. The activated CD8+ T cells can migrate and infiltrate the metastases outside of the
irradiated field when a certain amount is reached, resulting in the subsequent sustained effects of
anti-tumor [104]. Nonetheless, CD8+ T cells are not to fight a lone battle, multiple immune cells are also
involved. Noticeably, some of these immunosuppressive cells can baffle the anti-tumor immunity and
abscopal effects stimulated by local RT to promote the survival of tumors, including M2 macrophages,
MDSCs, immature DCs, and Treg [105–107]. There is a balance between immunosuppression and
immunostimulation. Without intervention, the function of CD8+ T cells is insufficient to completely
eradicate residual tumor cells in this equilibrium, causing tumor recurrence and confining the
therapeutic efficacy of local RT [11,108].

However, the accession of immune checkpoint inhibitors (ICIs) upsets the balance via enhancing
CD8+ T cells’ response. Immune checkpoints act as the “brake” of immune cells, which can invalidate
the effector T cell response when specifically binding to its ligand, so that the cancerous cells can be
free from immune surveillance and survive [7]. Therefore, local RT plus ICB induces a cascade reaction
that magnifies and spreads the positive immune response continuously, and hence, it has become
a promising treatment modality for both primary tumors and distant metastases in patients [109].
It has been clinically acknowledged that the anti-PD-1/PD-L1 axis and anti-CTLA-4 are remarkable
for malignant tumors. In addition, although many new ICIs including anti-LAG-3, anti-TIGIT, and
anti-TIM-3 are still in clinical trials, they also show unique advantages and huge potential and have
been reported to reverse the exhaustion of T cells or NK cells to restore the lethality to tumors [110–112].

So, how does radiation affect the abscopal effects by modulating the immune cells? As we
mentioned above, radiation increases antigen presentation by mediating the release of new antigens,
increases surface antigens, and promotes the release of signaling molecules and inflammatory factors.
Radiation-induced DNA damage also activates the cGAS-STING signaling pathway to release IFN.
Both of these patterns are very critical for the activation and migration of T cells to distant sites to
induce the abscopal effect. However, the radiation can also boost the expression of immune checkpoint
ligands such as PD-L1, which makes the tumor escape the attack of the immune system. Thus, ICB
application is of great significance for RT-induced abscopal effects and improves the cure of cancer.
Although there have been extensive studies, the specific mechanism of radiation induced abscopal
effect (RIAE) still needs to be further demonstrated.

Although the effect of ICIs is remarkable, its effect on certain tumors (such as gastrointestinal
cancers, breast cancer, sarcomas, and part of genitourinary cancers) is still limited. How to improve the
efficacy of immune checkpoint inhibitors is a critical issue. Two strategies are currently being taken into
consideration. The first strategy is to improve the response rate of ICIs in patients via specific predictive
factors (PD-L1 expression, tumor mutation burden (TMB), and clinical characteristics). The other
strategy is the combination of therapeutics with ICIs. Among them, the abscopal effect induced by RT
combined with ICIs is frequently used to evaluate the efficacy of cancer immunotherapy. However,
recent studies have also focused on the potential functions of some molecules, which can modify the
immune microenvironment to up-regulate the proportion of immune-activated cells and down-regulate
the immune-suppressive cells to improve the efficacy of cancer immunotherapy. The drugs include
microbiota modifiers, drugs targeting co-inhibitory receptors, anti-angiogenic therapeutics, small
molecules, and oncolytic viruses [113].

As the superiority of RT combined immunotherapy is gradually emerging, some of the challenges
faced cannot be neglected. The optimal dose and fractionation of RT, optimum administration point
provided for the two therapeutic methods, and relevant biomarkers for tumor prediction are all variable
factors for the efficacy of tumor treatment [36]. At the same time, the exploration of novel ICB and
immune mechanisms and the collocation of different ICIs for RT to promote abscopal effects on more
types of cancers are also issues that need to be considered in the future.
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Abbreviations

RT radiotherapy
IR ionizing radiation
ICB immune checkpoint blockade
MHC major histocompatibility complex
APC antigens of antigen presenting cell
DCs dendritic cells
CTLs cytotoxic T lymphocytes
Treg regulatory cells
MDSCs myeloid-derived suppressor cells
PD-1 programmed cell death protein 1
CTLA-4 cytotoxic T-lymphocyte-associated antigen 4
ICD immunogenic cell death
DAMPs damage-associated molecular patterns
HMGB1 high-mobility group box 1 protein
ATP adenosine triphosphate
TLR4 toll-like receptor 4
ICAM-1 intercellular adhesion molecule 1
Foxp3 fork-head box protein 3
NK cells nature killer cells
MMPs matrix metalloproteinases
TAMs tumor-associated macrophages
IFN-γ interferon-γ
TNF-α tumor necrosis factor-α
LPS lipopolysaccharide
NF-kB nuclear factor-kB
CCL15 chemokines C-C motif ligand 15
CXCL10 C-X-C motif ligand 10
CCR7 C-C motif chemokine receptor type 7
CSF1 colony stimulating factor 1
VEGF vascular endothelial growth factor
LDI low-dose irradiation
SBRT stereotactic body radiotherapy
TILs tumor infiltrating lymphocytes
NKG2D natural killer cell group 2D
NSCLC non-small cell lung cancer
RCC renal cell carcinoma
TCR T cell receptor
cGAS cyclic GMP-AMP synthase
STING stimulator of interferon genes
IFN-I type I interferon
ICIs immune checkpoint inhibitors
GMC-SF granulocyte-macrophage colony-stimulating factor
RAE-1 retinoic acid early inducible protein–1
Flt3-L Fms-like tyrosine kinase receptor 3 ligand
Arg-1 arginase-1
JAK/STAT/IRF Janus kinase/signal transducer and activator of transcription/interferon regulatory factor
DSB double strand break
RIAE radiation induced abscopal effect
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5. Jarosz-Biej, M.; Smolarczyk, R.; Cichoń, T.; Kułach, N. Tumor microenvironment as a "game changer" in
cancer radiotherapy. Int. J. Mol. Sci. 2019, 20, 3212. [CrossRef] [PubMed]

6. Buchwald, Z.S.; Wynne, J.; Nasti, T.H.; Zhu, S.; Mourad, W.F.; Yan, W.; Gupta, S.; Khleif, S.N.; Khan, M.K.
Radiation, immune checkpoint blockade and the abscopal effect: A critical review on timing, dose and
fractionation. Front. Oncol. 2018, 8, 612. [CrossRef]

7. Thangamathesvaran, L.; Shah, R.; Verma, R.; Mahmoud, O. Immune checkpoint inhibitors and
radiotherapy-concept and review of current literature. Ann. Transl. Med. 2018, 6, 155. [CrossRef]

8. Liu, Y.; Dong, Y.; Kong, L.; Shi, F.; Zhu, H.; Yu, J. Abscopal effect of radiotherapy combined with immune
checkpoint inhibitors. J. Hematol. Oncol. 2018, 11, 104. [CrossRef]

9. Gadducci, A.; Guerrieri, M.E. Immune checkpoint inhibitors in gynecological cancers: Update of literature
and perspectives of clinical research. Anticancer Res. 2017, 37, 5955–5965. [CrossRef]

10. Takeshima, T.; Chamoto, K.; Wakita, D.; Ohkuri, T.; Togashi, Y.; Shirato, H.; Kitamura, H.; Nishimura, T.
Local radiation therapy inhibits tumor growth through the generation of tumor-specific ctl: Its potentiation
by combination with th1 cell therapy. Cancer Res. 2010, 70, 2697–2706. [CrossRef]

11. Lee, Y.; Auh, S.L.; Wang, Y.; Burnette, B.; Wang, Y.; Meng, Y.; Beckett, M.; Sharma, R.; Chin, R.; Tu, T.; et al.
Therapeutic effects of ablative radiation on local tumor require cd8+ t cells: Changing strategies for cancer
treatment. Blood 2009, 114, 589–595. [CrossRef]

12. Lippitz, B.E.; Harris, R.A. A translational concept of immuno-radiobiology. Radiother. Oncol. J. Eur. Soc. Ther.
Radiol. Oncol. 2019, 140, 116–124. [CrossRef] [PubMed]

13. Mikhak, Z.; Strassner, J.P.; Luster, A.D. Lung dendritic cells imprint T cell lung homing and promote lung
immunity through the chemokine receptor ccr4. J. Exp. Med. 2013, 210, 1855–1869. [CrossRef] [PubMed]

14. Akutsu, Y.; Matsubara, H.; Urashima, T.; Komatsu, A.; Sakata, H.; Nishimori, T.; Yoneyama, Y.; Hoshino, I.;
Murakami, K.; Usui, A.; et al. Combination of direct intratumoral administration of dendritic cells and
irradiation induces strong systemic antitumor effect mediated by grp94/gp96 against squamous cell carcinoma
in mice. Int. J. Oncol. 2007, 31, 509–515. [CrossRef] [PubMed]

15. Levy, A.; Chargari, C.; Marabelle, A.; Perfettini, J.L.; Magne, N.; Deutsch, E. Can immunostimulatory agents
enhance the abscopal effect of radiotherapy? Eur. J. Cancer 2016, 62, 36–45. [CrossRef]

16. Ozpiskin, O.M.; Zhang, L.; Li, J.J. Immune targets in the tumor microenvironment treated by radiotherapy.
Theranostics 2019, 9, 1215–1231. [CrossRef]

17. Hu, Z.I.; McArthur, H.L.; Ho, A.Y. The abscopal effect of radiation therapy: What is it and how can we use it
in breast cancer? Curr. Breast Cancer Rep. 2017, 9, 45–51. [CrossRef]

18. Demaria, S.; Ng, B.; Devitt, M.L.; Babb, J.S.; Kawashima, N.; Liebes, L.; Formenti, S.C. Ionizing radiation
inhibition of distant untreated tumors (abscopal effect) is immune mediated. Int. J. Radiat. Oncol. Biol. Phys.
2004, 58, 862–870. [CrossRef]

19. Matsumura, S.; Demaria, S. Up-regulation of the pro-inflammatory chemokine cxcl16 is a common response
of tumor cells to ionizing radiation. Radiat. Res. 2010, 173, 418–425. [CrossRef]

20. Chakraborty, M.; Abrams, S.I.; Camphausen, K.; Liu, K.; Scott, T.; Coleman, C.N.; Hodge, J.W. Irradiation of
tumor cells up-regulates fas and enhances ctl lytic activity and ctl adoptive immunotherapy. J. Immunol.
(Baltim. Md. 1950) 2003, 170, 6338–6347. [CrossRef]

21. Garnett, C.T.; Palena, C.; Chakraborty, M.; Tsang, K.Y.; Schlom, J.; Hodge, J.W. Sublethal irradiation of human
tumor cells modulates phenotype resulting in enhanced killing by cytotoxic t lymphocytes. Cancer Res. 2004,
64, 7985–7994. [CrossRef] [PubMed]

http://dx.doi.org/10.1093/jnci/djs629
http://dx.doi.org/10.3322/caac.21358
http://dx.doi.org/10.1016/j.ijrobp.2012.12.025
http://www.ncbi.nlm.nih.gov/pubmed/23462419
http://dx.doi.org/10.1016/j.ctrv.2005.03.004
http://dx.doi.org/10.3390/ijms20133212
http://www.ncbi.nlm.nih.gov/pubmed/31261963
http://dx.doi.org/10.3389/fonc.2018.00612
http://dx.doi.org/10.21037/atm.2018.03.09
http://dx.doi.org/10.1186/s13045-018-0647-8
http://dx.doi.org/10.21873/anticanres.12042
http://dx.doi.org/10.1158/0008-5472.CAN-09-2982
http://dx.doi.org/10.1182/blood-2009-02-206870
http://dx.doi.org/10.1016/j.radonc.2019.06.001
http://www.ncbi.nlm.nih.gov/pubmed/31271996
http://dx.doi.org/10.1084/jem.20130091
http://www.ncbi.nlm.nih.gov/pubmed/23960189
http://dx.doi.org/10.3892/ijo.31.3.509
http://www.ncbi.nlm.nih.gov/pubmed/17671676
http://dx.doi.org/10.1016/j.ejca.2016.03.067
http://dx.doi.org/10.7150/thno.32648
http://dx.doi.org/10.1007/s12609-017-0234-y
http://dx.doi.org/10.1016/j.ijrobp.2003.09.012
http://dx.doi.org/10.1667/RR1860.1
http://dx.doi.org/10.4049/jimmunol.170.12.6338
http://dx.doi.org/10.1158/0008-5472.CAN-04-1525
http://www.ncbi.nlm.nih.gov/pubmed/15520206


Cancers 2020, 12, 2762 16 of 20

22. Hallahan, D.; Kuchibhotla, J.; Wyble, C. Cell adhesion molecules mediate radiation-induced leukocyte
adhesion to the vascular endothelium. Cancer Res. 1996, 56, 5150–5155. [PubMed]

23. Gao, H.; Dong, Z.; Gong, X.; Dong, J.; Zhang, Y.; Wei, W.; Wang, R.; Jin, S. Effects of various radiation doses
on induced t-helper cell differentiation and related cytokine secretion. J. Radiat. Res. 2018, 59, 395–403.
[CrossRef] [PubMed]

24. Adair, P.; Kim, Y.C.; Pratt, K.P.; Scott, D.W. Avidity of human t cell receptor engineered cd4(+) t cells drives
t-helper differentiation fate. Cell. Immunol. 2016, 299, 30–41. [CrossRef] [PubMed]

25. Agnello, D.; Lankford, C.S.; Bream, J.; Morinobu, A.; Gadina, M.; O’Shea, J.J.; Frucht, D.M. Cytokines and
transcription factors that regulate t helper cell differentiation: New players and new insights. J. Clin. Immunol.
2003, 23, 147–161. [CrossRef] [PubMed]

26. Lissoni, P.; Brivio, F.; Fumagalli, L.; Messina, G.; Meregalli, S.; Porro, G.; Rovelli, F.; Vigorè, L.; Tisi, E.;
D’Amico, G. Effects of the conventional antitumor therapies surgery, chemotherapy, radiotherapy and
immunotherapy on regulatory t lymphocytes in cancer patients. Anticancer Res. 2009, 29, 1847–1852.

27. Bos, P.D.; Plitas, G.; Rudra, D.; Lee, S.Y.; Rudensky, A.Y. Transient regulatory t cell ablation deters
oncogene-driven breast cancer and enhances radiotherapy. J. Exp. Med. 2013, 210, 2435–2466. [CrossRef]

28. Komatsu, N.; Hori, S. Full restoration of peripheral foxp3+ regulatory t cell pool by radioresistant host cells
in scurfy bone marrow chimeras. Proc. Natl. Acad. Sci. USA 2007, 104, 8959–8964. [CrossRef]

29. Muroyama, Y.; Nirschl, T.R.; Kochel, C.M.; Lopez-Bujanda, Z.; Theodros, D.; Mao, W.; Carrera-Haro, M.A.;
Ghasemzadeh, A.; Marciscano, A.E.; Velarde, E.; et al. Stereotactic radiotherapy increases functionally
suppressive regulatory t cells in the tumor microenvironment. Cancer Immunol. Res. 2017, 5, 992–1004.
[CrossRef]

30. Sharabi, A.B.; Nirschl, C.J.; Kochel, C.M.; Nirschl, T.R.; Francica, B.J.; Velarde, E.; Deweese, T.L.; Drake, C.G.
Stereotactic radiation therapy augments antigen-specific pd-1-mediated antitumor immune responses via
cross-presentation of tumor antigen. Cancer Immunol. Res. 2015, 3, 345–355. [CrossRef]

31. Jones, E.; Dahm-Vicker, M.; Simon, A.K.; Green, A.; Powrie, F.; Cerundolo, V.; Gallimore, A. Depletion of
cd25+ regulatory cells results in suppression of melanoma growth and induction of autoreactivity in mice.
Cancer Immun. 2002, 2, 1. [PubMed]

32. Li, J.; Hu, P.; Khawli, L.A.; Epstein, A.L. Complete regression of experimental solid tumors by combination
lec/chtnt-3 immunotherapy and cd25(+) t-cell depletion. Cancer Res. 2003, 63, 8384–8392. [PubMed]

33. Wirsdörfer, F.; Cappuccini, F.; Niazman, M.; de Leve, S.; Westendorf, A.M.; Lüdemann, L.; Stuschke, M.;
Jendrossek, V. Thorax irradiation triggers a local and systemic accumulation of immunosuppressive cd4+

foxp3+ regulatory t cells. Radiat. Oncol. 2014, 9, 98. [CrossRef] [PubMed]
34. Makidono, R. A mechanism involved in augmentation of anti-tumor immunity by irradiation to the tumor:

Tumor irradiation promoted generation of cd4+helper t cells against a murine immunogenic tumor. Nihon
Igaku Hoshasen Gakkai Zasshi. Nippon Acta Radiol. 1996, 56, 575–578.

35. Liu, C.; Hu, Q.; Xu, B.; Hu, X.; Su, H.; Li, Q.; Zhang, X.; Yue, J.; Yu, J. Peripheral memory and naïve t cells
in non-small cell lung cancer patients with lung metastases undergoing stereotactic body radiotherapy:
Predictors of early tumor response. Cancer Cell Int. 2019, 19, 121. [CrossRef]

36. Wani, S.Q.; Dar, I.A.; Khan, T.; Lone, M.M.; Afroz, F. Radiation therapy and its effects beyond the primary
target: An abscopal effect. Cureus 2019, 11, e4100. [CrossRef]

37. Hodgins, J.J.; Khan, S.T.; Park, M.M.; Auer, R.C.; Ardolino, M. Killers 2.0: Nk cell therapies at the forefront of
cancer control. J. Clin. Investig. 2019, 129, 3499–3510. [CrossRef]

38. Wennerberg, E.; Vanpouille-Box, C.; Bornstein, S.; Yamazaki, T.; Demaria, S.; Galluzzi, L. Immune recognition
of irradiated cancer cells. Immunol. Rev. 2017, 280, 220–230. [CrossRef]

39. Heo, W.; Lee, Y.S.; Son, C.H.; Yang, K.; Park, Y.S.; Bae, J. Radiation-induced matrix metalloproteinases limit
natural killer cell-mediated anticancer immunity in nci-h23 lung cancer cells. Mol. Med. Rep. 2015, 11,
1800–1806. [CrossRef]

40. Walton, E.L. Radiotherapy and the tumor microenvironment: The "macro" picture. Biomed. J. 2017, 40,
185–188. [CrossRef]

41. Jones, K.I.; Tiersma, J.; Yuzhalin, A.E.; Gordon-Weeks, A.N.; Buzzelli, J.; Im, J.H.; Muschel, R.J. Radiation
combined with macrophage depletion promotes adaptive immunity and potentiates checkpoint blockade.
EMBO Mol. Med. 2018, 10. [CrossRef] [PubMed]

http://www.ncbi.nlm.nih.gov/pubmed/8912850
http://dx.doi.org/10.1093/jrr/rry011
http://www.ncbi.nlm.nih.gov/pubmed/29554285
http://dx.doi.org/10.1016/j.cellimm.2015.10.003
http://www.ncbi.nlm.nih.gov/pubmed/26653006
http://dx.doi.org/10.1023/A:1023381027062
http://www.ncbi.nlm.nih.gov/pubmed/12797537
http://dx.doi.org/10.1084/jem.20130762
http://dx.doi.org/10.1073/pnas.0702004104
http://dx.doi.org/10.1158/2326-6066.CIR-17-0040
http://dx.doi.org/10.1158/2326-6066.CIR-14-0196
http://www.ncbi.nlm.nih.gov/pubmed/12747746
http://www.ncbi.nlm.nih.gov/pubmed/14679000
http://dx.doi.org/10.1186/1748-717X-9-98
http://www.ncbi.nlm.nih.gov/pubmed/24766907
http://dx.doi.org/10.1186/s12935-019-0839-5
http://dx.doi.org/10.7759/cureus.4100
http://dx.doi.org/10.1172/JCI129338
http://dx.doi.org/10.1111/imr.12568
http://dx.doi.org/10.3892/mmr.2014.2918
http://dx.doi.org/10.1016/j.bj.2017.07.001
http://dx.doi.org/10.15252/emmm.201809342
http://www.ncbi.nlm.nih.gov/pubmed/30442705


Cancers 2020, 12, 2762 17 of 20

42. Wu, Q.; Allouch, A.; Martins, I.; Modjtahedi, N.; Deutsch, E.; Perfettini, J.L. Macrophage biology plays a
central role during ionizing radiation-elicited tumor response. Biomed. J. 2017, 40, 200–211. [CrossRef]
[PubMed]

43. Shi, X.; Shiao, S.L. The role of macrophage phenotype in regulating the response to radiation therapy.
Transl. Res. J. Lab. Clin. Med. 2018, 191, 64–80. [CrossRef] [PubMed]

44. Martinez, F.O.; Gordon, S. The m1 and m2 paradigm of macrophage activation: Time for reassessment.
F1000prime Rep. 2014, 6, 13. [CrossRef]

45. Fleetwood, A.J.; Dinh, H.; Cook, A.D.; Hertzog, P.J.; Hamilton, J.A. Gm-csf- and m-csf-dependent macrophage
phenotypes display differential dependence on type i interferon signaling. J. Leukoc. Biol. 2009, 86, 411–421.
[CrossRef]

46. Lewis, C.E.; Pollard, J.W. Distinct role of macrophages in different tumor microenvironments. Cancer Res.
2006, 66, 605–612. [CrossRef]

47. Pollard, J.W. Tumour-educated macrophages promote tumour progression and metastasis. Nat. Rev. Cancer
2004, 4, 71–78. [CrossRef]

48. Klug, F.; Prakash, H.; Huber, P.E.; Seibel, T.; Bender, N.; Halama, N.; Pfirschke, C.; Voss, R.H.; Timke, C.;
Umansky, L.; et al. Low-dose irradiation programs macrophage differentiation to an inos+/m1 phenotype
that orchestrates effective t cell immunotherapy. Cancer Cell 2013, 24, 589–602. [CrossRef]

49. Okubo, M.; Kioi, M.; Nakashima, H.; Sugiura, K.; Mitsudo, K.; Aoki, I.; Taniguchi, H.; Tohnai, I. M2-polarized
macrophages contribute to neovasculogenesis, leading to relapse of oral cancer following radiation. Sci. Rep.
2016, 6, 27548. [CrossRef]

50. Chiang, C.S.; Fu, S.Y.; Wang, S.C.; Yu, C.F.; Chen, F.H.; Lin, C.M.; Hong, J.H. Irradiation promotes an m2
macrophage phenotype in tumor hypoxia. Front. Oncol. 2012, 2, 89. [CrossRef]

51. Gough, M.J.; Young, K.; Crittenden, M. The impact of the myeloid response to radiation therapy. Clin. Dev.
Immunol. 2013, 2013, 281958. [CrossRef] [PubMed]

52. Crittenden, M.R.; Cottam, B.; Savage, T.; Nguyen, C.; Newell, P.; Gough, M.J. Expression of nf-κb p50 in
tumor stroma limits the control of tumors by radiation therapy. PLoS ONE 2012, 7, e39295. [CrossRef]
[PubMed]

53. Ahn, G.O.; Tseng, D.; Liao, C.H.; Dorie, M.J.; Czechowicz, A.; Brown, J.M. Inhibition of mac-1 (cd11b/cd18)
enhances tumor response to radiation by reducing myeloid cell recruitment. Proc. Natl. Acad. Sci. USA 2010,
107, 8363–8368. [CrossRef] [PubMed]

54. Yin, Z.; Li, C. Myeloid-derived suppressor cells: Roles in the tumor microenvironment and tumor radiotherapy.
Int. J. Cancer 2019, 144, 933–946. [CrossRef]

55. Brooks-Kaiser, J.C.; Bourque, L.A.; Hoskin, D.W. Heterogeneity of splenic natural suppressor cells induced
in mice by treatment with cyclophosphamide. Immunopharmacology 1993, 25, 117–129. [CrossRef]

56. Vatner, R.E.; Formenti, S.C. Myeloid-derived cells in tumors: Effects of radiation. Semin. Radiat. Oncol. 2015,
25, 18–27. [CrossRef]

57. Xu, J.; Escamilla, J.; Mok, S.; David, J.; Priceman, S.; West, B.; Bollag, G.; McBride, W.; Wu, L. Csf1r signaling
blockade stanches tumor-infiltrating myeloid cells and improves the efficacy of radiotherapy in prostate
cancer. Cancer Res. 2013, 73, 2782–2794. [CrossRef]

58. Chen, H.M.; Ma, G.; Gildener-Leapman, N.; Eisenstein, S.; Coakley, B.A.; Ozao, J.; Mandeli, J.; Divino, C.;
Schwartz, M.; Sung, M.; et al. Myeloid-derived suppressor cells as an immune parameter in patients with
concurrent sunitinib and stereotactic body radiotherapy. Clin. Cancer Res. Off. J. Am. Assoc. Cancer Res. 2015,
21, 4073–4085. [CrossRef]

59. Deng, L.; Liang, H.; Burnette, B.; Beckett, M.; Darga, T.; Weichselbaum, R.R.; Fu, Y.X. Irradiation and
anti-pd-l1 treatment synergistically promote antitumor immunity in mice. J. Clin. Investig. 2014, 124, 687–695.
[CrossRef]

60. Yi, M.; Jiao, D.; Xu, H.; Liu, Q.; Zhao, W.; Han, X.; Wu, K. Biomarkers for predicting efficacy of pd-1/pd-l1
inhibitors. Mol. Cancer 2018, 17, 129. [CrossRef]

61. Mayoux, M.; Roller, A.; Pulko, V.; Sammicheli, S. Dendritic cells dictate responses to pd-l1 blockade cancer
immunotherapy. Sci. Transl. Med. 2020, 12. [CrossRef] [PubMed]

62. Wakabayashi, G.; Lee, Y.C.; Luh, F.; Kuo, C.N.; Chang, W.C.; Yen, Y. Development and clinical applications of
cancer immunotherapy against pd-1 signaling pathway. J. Biomical Sci. 2019, 26, 96. [CrossRef]

63. Sunshine, J.; Taube, J.M. Pd-1/pd-l1 inhibitors. Curr. Opin. Pharmacol. 2015, 23, 32–38. [CrossRef]

http://dx.doi.org/10.1016/j.bj.2017.06.003
http://www.ncbi.nlm.nih.gov/pubmed/28918908
http://dx.doi.org/10.1016/j.trsl.2017.11.002
http://www.ncbi.nlm.nih.gov/pubmed/29175267
http://dx.doi.org/10.12703/P6-13
http://dx.doi.org/10.1189/jlb.1108702
http://dx.doi.org/10.1158/0008-5472.CAN-05-4005
http://dx.doi.org/10.1038/nrc1256
http://dx.doi.org/10.1016/j.ccr.2013.09.014
http://dx.doi.org/10.1038/srep27548
http://dx.doi.org/10.3389/fonc.2012.00089
http://dx.doi.org/10.1155/2013/281958
http://www.ncbi.nlm.nih.gov/pubmed/23653658
http://dx.doi.org/10.1371/journal.pone.0039295
http://www.ncbi.nlm.nih.gov/pubmed/22761754
http://dx.doi.org/10.1073/pnas.0911378107
http://www.ncbi.nlm.nih.gov/pubmed/20404138
http://dx.doi.org/10.1002/ijc.31744
http://dx.doi.org/10.1016/0162-3109(93)90015-I
http://dx.doi.org/10.1016/j.semradonc.2014.07.008
http://dx.doi.org/10.1158/0008-5472.CAN-12-3981
http://dx.doi.org/10.1158/1078-0432.CCR-14-2742
http://dx.doi.org/10.1172/JCI67313
http://dx.doi.org/10.1186/s12943-018-0864-3
http://dx.doi.org/10.1126/scitranslmed.aav7431
http://www.ncbi.nlm.nih.gov/pubmed/32161104
http://dx.doi.org/10.1186/s12929-019-0588-8
http://dx.doi.org/10.1016/j.coph.2015.05.011


Cancers 2020, 12, 2762 18 of 20

64. Park, S.S.; Dong, H.; Liu, X.; Harrington, S.M.; Krco, C.J.; Grams, M.P.; Mansfield, A.S.; Furutani, K.M.;
Olivier, K.R.; Kwon, E.D. Pd-1 restrains radiotherapy-induced abscopal effect. Cancer Immunol. Res. 2015, 3,
610–619. [CrossRef]

65. Pfannenstiel, L.W.; McNeilly, C.; Xiang, C.; Kang, K.; Diaz-Montero, C.M.; Yu, J.S.; Gastman, B.R. Combination
pd-1 blockade and irradiation of brain metastasis induces an effective abscopal effect in melanoma.
Oncoimmunology 2019, 8, e1507669. [CrossRef]

66. Theelen, W.S.; de Jong, M.C.; Baas, P. Synergizing systemic responses by combining immunotherapy with
radiotherapy in metastatic non-small cell lung cancer: The potential of the abscopal effect. Lung Cancer 2020,
142, 106–113. [CrossRef]

67. Ene, C.I.; Kreuser, S.A.; Jung, M.; Zhang, H.; Arora, S.; White Moyes, K.; Szulzewsky, F.; Barber, J.;
Cimino, P.J.; Wirsching, H.G.; et al. Anti-pd-l1 antibody direct activation of macrophages contributes to a
radiation-induced abscopal response in glioblastoma. Neuro-Oncology 2020, 22, 639–651. [CrossRef]

68. Ye, J.C.; Formenti, S.C. Integration of radiation and immunotherapy in breast cancer—Treatment implications.
Breast 2018, 38, 66–74. [CrossRef]

69. Dudzinski, S.O.; Cameron, B.D.; Wang, J.; Rathmell, J.C.; Giorgio, T.D.; Kirschner, A.N. Combination
immunotherapy and radiotherapy causes an abscopal treatment response in a mouse model of castration
resistant prostate cancer. J. Immunother. Cancer 2019, 7, 218. [CrossRef]

70. Xia, L.; Wu, H.; Qian, W. Irradiation enhanced the effects of pd-1 blockade in brain metastatic osteosarcoma.
J. Bone Oncol. 2018, 12, 61–64. [CrossRef]

71. Trommer, M.; Yeo, S.Y.; Persigehl, T.; Bunck, A.; Grüll, H.; Schlaak, M.; Theurich, S.; von Bergwelt-Baildon, M.;
Morgenthaler, J.; Herter, J.M.; et al. Abscopal effects in radio-immunotherapy-response analysis of metastatic
cancer patients with progressive disease under anti-pd-1 immune checkpoint inhibition. Front. Pharmacol.
2019, 10, 511. [CrossRef]

72. Dovedi, S.J.; Adlard, A.L.; Lipowska-Bhalla, G.; McKenna, C.; Jones, S.; Cheadle, E.J.; Stratford, I.J.; Poon, E.;
Morrow, M.; Stewart, R.; et al. Acquired resistance to fractionated radiotherapy can be overcome by
concurrent pd-l1 blockade. Cancer Res. 2014, 74, 5458–5468. [CrossRef] [PubMed]

73. Dovedi, S.J.; Cheadle, E.J.; Popple, A.L.; Poon, E.; Morrow, M.; Stewart, R.; Yusko, E.C.; Sanders, C.M.;
Vignali, M.; Emerson, R.O.; et al. Fractionated radiation therapy stimulates antitumor immunity mediated by
both resident and infiltrating polyclonal t-cell populations when combined with pd-1 blockade. Clin. Cancer
Res. Off. J. Am. Assoc. Cancer Res. 2017, 23, 5514–5526. [CrossRef] [PubMed]

74. Postow, M.A.; Callahan, M.K.; Wolchok, J.D. Immune checkpoint blockade in cancer therapy. J. Clin. Oncol.
Off. J. Am. Soc. Clin. Oncol. 2015, 33, 1974–1982. [CrossRef] [PubMed]

75. Chikuma, S. Ctla-4, an essential immune-checkpoint for t-cell activation. Curr. Top. Microbiol. Immunol. 2017,
410, 99–126. [CrossRef]

76. Rowshanravan, B.; Halliday, N. Ctla-4: A moving target in immunotherapy. Blood 2018, 131, 58–67. [CrossRef]
77. Collins, A.V.; Brodie, D.W.; Gilbert, R.J.; Iaboni, A.; Manso-Sancho, R.; Walse, B.; Stuart, D.I.;

van der Merwe, P.A.; Davis, S.J. The interaction properties of costimulatory molecules revisited. Immunity
2002, 17, 201–210. [CrossRef]

78. Demaria, S.; Kawashima, N.; Yang, A.M.; Devitt, M.L.; Babb, J.S.; Allison, J.P.; Formenti, S.C.
Immune-mediated inhibition of metastases after treatment with local radiation and ctla-4 blockade in
a mouse model of breast cancer. Clin. Cancer Res. Off. J. Am. Assoc. Cancer Res. 2005, 11, 728–734.

79. Matsumura, S.; Wang, B.; Kawashima, N.; Braunstein, S.; Badura, M.; Cameron, T.O.; Babb, J.S.; Schneider, R.J.;
Formenti, S.C.; Dustin, M.L.; et al. Radiation-induced cxcl16 release by breast cancer cells attracts effector t
cells. J. Immunol. (Baltim. Md. 1950) 2008, 181, 3099–3107. [CrossRef]

80. Golden, E.B.; Demaria, S.; Schiff, P.B.; Chachoua, A.; Formenti, S.C. An abscopal response to radiation and
ipilimumab in a patient with metastatic non-small cell lung cancer. Cancer Immunol. Res. 2013, 1, 365–372.
[CrossRef]

81. Ruocco, M.G.; Pilones, K.A.; Kawashima, N.; Cammer, M.; Huang, J.; Babb, J.S.; Liu, M.; Formenti, S.C.;
Dustin, M.L.; Demaria, S. Suppressing T cell motility induced by anti-ctla-4 monotherapy improves antitumor
effects. J. Clin. Investig. 2012, 122, 3718–3730. [CrossRef] [PubMed]

82. Nam, J.S.; Terabe, M.; Mamura, M.; Kang, M.J.; Chae, H.; Stuelten, C.; Kohn, E.; Tang, B.; Sabzevari, H.;
Anver, M.R.; et al. An anti-transforming growth factor beta antibody suppresses metastasis via cooperative
effects on multiple cell compartments. Cancer Res. 2008, 68, 3835–3843. [CrossRef] [PubMed]

http://dx.doi.org/10.1158/2326-6066.CIR-14-0138
http://dx.doi.org/10.1080/2162402X.2018.1507669
http://dx.doi.org/10.1016/j.lungcan.2020.02.015
http://dx.doi.org/10.1093/neuonc/noz226
http://dx.doi.org/10.1016/j.breast.2017.12.005
http://dx.doi.org/10.1186/s40425-019-0704-z
http://dx.doi.org/10.1016/j.jbo.2018.05.002
http://dx.doi.org/10.3389/fphar.2019.00511
http://dx.doi.org/10.1158/0008-5472.CAN-14-1258
http://www.ncbi.nlm.nih.gov/pubmed/25274032
http://dx.doi.org/10.1158/1078-0432.CCR-16-1673
http://www.ncbi.nlm.nih.gov/pubmed/28533222
http://dx.doi.org/10.1200/JCO.2014.59.4358
http://www.ncbi.nlm.nih.gov/pubmed/25605845
http://dx.doi.org/10.1007/82_2017_61
http://dx.doi.org/10.1182/blood-2017-06-741033
http://dx.doi.org/10.1016/S1074-7613(02)00362-X
http://dx.doi.org/10.4049/jimmunol.181.5.3099
http://dx.doi.org/10.1158/2326-6066.CIR-13-0115
http://dx.doi.org/10.1172/JCI61931
http://www.ncbi.nlm.nih.gov/pubmed/22945631
http://dx.doi.org/10.1158/0008-5472.CAN-08-0215
http://www.ncbi.nlm.nih.gov/pubmed/18483268


Cancers 2020, 12, 2762 19 of 20

83. Twyman-Saint Victor, C.; Rech, A.J.; Maity, A.; Rengan, R.; Pauken, K.E.; Stelekati, E.; Benci, J.L.; Xu, B.;
Dada, H.; Odorizzi, P.M.; et al. Radiation and dual checkpoint blockade activate non-redundant immune
mechanisms in cancer. Nature 2015, 520, 373–377. [CrossRef]

84. Mouw, K.W.; Goldberg, M.S.; Konstantinopoulos, P.A.; D’Andrea, A.D. DNA damage and repair biomarkers
of immunotherapy response. Cancer Discov. 2017, 7, 675–693. [CrossRef] [PubMed]

85. Le, D.T.; Durham, J.N. Mismatch repair deficiency predicts response of solid tumors to pd-1 blockade. Science
2017, 357, 409–413. [CrossRef]

86. Reits, E.A.; Hodge, J.W.; Herberts, C.A.; Groothuis, T.A.; Chakraborty, M.; Wansley, E.K.; Camphausen, K.;
Luiten, R.M.; de Ru, A.H.; Neijssen, J.; et al. Radiation modulates the peptide repertoire, enhances mhc class i
expression, and induces successful antitumor immunotherapy. J. Exp. Med. 2006, 203, 1259–1271. [CrossRef]

87. Wang, Y.; Liu, Z.G.; Yuan, H.; Deng, W.; Li, J.; Huang, Y. The reciprocity between radiotherapy and cancer
immunotherapy. Clin. Cancer Res. 2019, 25, 1709–1717. [CrossRef]

88. Barker, H.E.; Paget, J.T.; Khan, A.A.; Harrington, K.J. The tumour microenvironment after radiotherapy:
Mechanisms of resistance and recurrence. Nat. Rev. Cancer 2015, 15, 409–425. [CrossRef]

89. Vanpouille-Box, C.; Formenti, S.C.; Demaria, S. Toward precision radiotherapy for use with immune
checkpoint blockers. Clin. Cancer Res. Off. J. Am. Assoc. Cancer Res. 2018, 24, 259–265. [CrossRef]

90. Sato, H.; Okonogi, N.; Nakano, T. Rationale of combination of anti-pd-1/pd-l1 antibody therapy and
radiotherapy for cancer treatment. Int. J. Clin. Oncol. 2020, 25, 801–809. [CrossRef]

91. Samstein, R.M.; Riaz, N. The DNA damage response in immunotherapy and radiation. Adv. Radiat. Oncol.
2018, 3, 527–533. [CrossRef] [PubMed]

92. Deng, L.; Liang, H.; Xu, M.; Yang, X.; Burnette, B.; Arina, A.; Li, X.D.; Mauceri, H.; Beckett, M.; Darga, T.; et al.
Sting-dependent cytosolic DNA sensing promotes radiation-induced type i interferon-dependent antitumor
immunity in immunogenic tumors. Immunity 2014, 41, 843–852. [CrossRef] [PubMed]

93. Li, A.; Yi, M.; Qin, S.; Song, Y.; Chu, Q.; Wu, K. Activating cgas-sting pathway for the optimal effect of cancer
immunotherapy. J. Hematol. Oncol. 2019, 12, 35. [CrossRef]

94. McKelvey, K.J.; Hudson, A.L. Radiation, inflammation and the immune response in cancer. Mamm. Genome
2018, 29, 843–865. [CrossRef] [PubMed]

95. Wang, H.; Hu, S.; Chen, X.; Shi, H.; Chen, C.; Sun, L.; Chen, Z.J. Cgas is essential for the antitumor effect of
immune checkpoint blockade. Proc. Natl. Acad. Sci. USA 2017, 114, 1637–1642. [CrossRef]

96. Vanpouille-Box, C.; Alard, A.; Aryankalayil, M.J.; Sarfraz, Y.; Diamond, J.M.; Schneider, R.J. DNA exonuclease
trex1 regulates radiotherapy-induced tumour immunogenicity. Nat. Commun. 2017, 8, 15618. [CrossRef]

97. Garcia-Diaz, A.; Shin, D.S.; Moreno, B.H.; Saco, J.; Escuin-Ordinas, H.; Rodriguez, G.A.; Zaretsky, J.M.;
Sun, L.; Hugo, W.; Wang, X.; et al. Interferon receptor signaling pathways regulating pd-l1 and pd-l2
expression. Cell Rep. 2017, 19, 1189–1201. [CrossRef]

98. Sato, H.; Niimi, A.; Yasuhara, T. DNA double-strand break repair pathway regulates pd-l1 expression in
cancer cells. Nat. Commun. 2017, 8, 1751. [CrossRef]

99. Iijima, M.; Okonogi, N. Significance of pd-l1 expression in carbon-ion radiotherapy for uterine cervical
adeno/adenosquamous carcinoma. J. Gynecol. Oncol. 2020, 31, e19. [CrossRef]

100. Zhang, N.; Zeng, Y.; Du, W.; Zhu, J.; Shen, D.; Liu, Z.; Huang, J.A. The egfr pathway is involved in the
regulation of pd-l1 expression via the il-6/jak/stat3 signaling pathway in egfr-mutated non-small cell lung
cancer. Int. J. Oncol. 2016, 49, 1360–1368. [CrossRef]

101. Tsui, J.M.; Mihalcioiu, C.; Cury, F.L. Abscopal effect in a stage iv melanoma patient who progressed on
pembrolizumab. Cureus 2018, 10, e2238. [CrossRef] [PubMed]

102. Postow, M.A.; Callahan, M.K.; Barker, C.A.; Yamada, Y.; Yuan, J.; Kitano, S.; Mu, Z.; Rasalan, T.; Adamow, M.;
Ritter, E.; et al. Immunologic correlates of the abscopal effect in a patient with melanoma. N. Engl. J. Med.
2012, 366, 925–931. [CrossRef] [PubMed]

103. Finazzi, T.; Rordorf, T.; Ikenberg, K.; Huber, G.F.; Guckenberger, M.; Garcia Schueler, H.I. Radiotherapy-induced
anti-tumor immune response and immune-related adverse events in a case of recurrent nasopharyngeal
carcinoma undergoing anti-pd-1 immunotherapy. BMC Cancer 2018, 18, 395. [CrossRef] [PubMed]

104. Shiraishi, K.; Ishiwata, Y.; Nakagawa, K.; Yokochi, S.; Taruki, C.; Akuta, T.; Ohtomo, K.; Matsushima, K.;
Tamatani, T.; Kanegasaki, S. Enhancement of antitumor radiation efficacy and consistent induction of the
abscopal effect in mice by eci301, an active variant of macrophage inflammatory protein-1alpha. Clin. Cancer
Res. Off. J. Am. Assoc. Cancer Res. 2008, 14, 1159–1166. [CrossRef] [PubMed]

http://dx.doi.org/10.1038/nature14292
http://dx.doi.org/10.1158/2159-8290.CD-17-0226
http://www.ncbi.nlm.nih.gov/pubmed/28630051
http://dx.doi.org/10.1126/science.aan6733
http://dx.doi.org/10.1084/jem.20052494
http://dx.doi.org/10.1158/1078-0432.CCR-18-2581
http://dx.doi.org/10.1038/nrc3958
http://dx.doi.org/10.1158/1078-0432.CCR-16-0037
http://dx.doi.org/10.1007/s10147-020-01666-1
http://dx.doi.org/10.1016/j.adro.2018.08.017
http://www.ncbi.nlm.nih.gov/pubmed/30370352
http://dx.doi.org/10.1016/j.immuni.2014.10.019
http://www.ncbi.nlm.nih.gov/pubmed/25517616
http://dx.doi.org/10.1186/s13045-019-0721-x
http://dx.doi.org/10.1007/s00335-018-9777-0
http://www.ncbi.nlm.nih.gov/pubmed/30178305
http://dx.doi.org/10.1073/pnas.1621363114
http://dx.doi.org/10.1038/ncomms15618
http://dx.doi.org/10.1016/j.celrep.2017.04.031
http://dx.doi.org/10.1038/s41467-017-01883-9
http://dx.doi.org/10.3802/jgo.2020.31.e19
http://dx.doi.org/10.3892/ijo.2016.3632
http://dx.doi.org/10.7759/cureus.2238
http://www.ncbi.nlm.nih.gov/pubmed/29719740
http://dx.doi.org/10.1056/NEJMoa1112824
http://www.ncbi.nlm.nih.gov/pubmed/22397654
http://dx.doi.org/10.1186/s12885-018-4295-8
http://www.ncbi.nlm.nih.gov/pubmed/29625593
http://dx.doi.org/10.1158/1078-0432.CCR-07-4485
http://www.ncbi.nlm.nih.gov/pubmed/18281550


Cancers 2020, 12, 2762 20 of 20

105. Kusmartsev, S.; Gabrilovich, D.I. Immature myeloid cells and cancer-associated immune suppression.
Cancer Immunol. Immunother. 2002, 51, 293–298. [CrossRef] [PubMed]

106. Mantovani, A.; Sica, A. Macrophages, innate immunity and cancer: Balance, tolerance, and diversity.
Curr. Opin. Immunol. 2010, 22, 231–237. [CrossRef] [PubMed]

107. Hurwitz, A.A.; Watkins, S.K. Immune suppression in the tumor microenvironment: A role for dendritic
cell-mediated tolerization of t cells. Cancer Immunol. Immunother. 2012, 61, 289–293. [CrossRef]

108. Michelle Xu, M.; Pu, Y.; Weichselbaum, R.R.; Fu, Y.X. Integrating conventional and antibody-based targeted
anticancer treatment into immunotherapy. Oncogene 2017, 36, 585–592. [CrossRef]

109. Marshall, H.T.; Djamgoz, M.B.A. Immuno-oncology: Emerging targets and combination therapies.
Front. Oncol. 2018, 8, 315. [CrossRef]

110. Wang, J.; Sanmamed, M.F.; Datar, I.; Su, T.T.; Ji, L.; Sun, J.; Chen, L.; Chen, Y.; Zhu, G.; Yin, W.; et al.
Fibrinogen-like protein 1 is a major immune inhibitory ligand of lag-3. Cell 2019, 176, 334–347.e312. [CrossRef]

111. Zhang, Q.; Bi, J. Blockade of the checkpoint receptor tigit prevents nk cell exhaustion and elicits potent
anti-tumor immunity. Nat. Immunol. 2018, 19, 723–732. [CrossRef] [PubMed]

112. Du, W.; Yang, M.; Turner, A.; Xu, C.; Ferris, R.L.; Huang, J.; Kane, L.P.; Lu, B. Tim-3 as a target for cancer
immunotherapy and mechanisms of action. Int. J. Mol. Sci. 2017, 18, 645. [CrossRef] [PubMed]

113. Longo, V.; Brunetti, O. Strategies to improve cancer immune checkpoint inhibitors efficacy, other than
abscopal effect: A systematic review. Cancers 2019, 11, 539. [CrossRef] [PubMed]

© 2020 by the authors. Licensee MDPI, Basel, Switzerland. This article is an open access
article distributed under the terms and conditions of the Creative Commons Attribution
(CC BY) license (http://creativecommons.org/licenses/by/4.0/).

http://dx.doi.org/10.1007/s00262-002-0280-8
http://www.ncbi.nlm.nih.gov/pubmed/12111117
http://dx.doi.org/10.1016/j.coi.2010.01.009
http://www.ncbi.nlm.nih.gov/pubmed/20144856
http://dx.doi.org/10.1007/s00262-011-1181-5
http://dx.doi.org/10.1038/onc.2016.231
http://dx.doi.org/10.3389/fonc.2018.00315
http://dx.doi.org/10.1016/j.cell.2018.11.010
http://dx.doi.org/10.1038/s41590-018-0132-0
http://www.ncbi.nlm.nih.gov/pubmed/29915296
http://dx.doi.org/10.3390/ijms18030645
http://www.ncbi.nlm.nih.gov/pubmed/28300768
http://dx.doi.org/10.3390/cancers11040539
http://www.ncbi.nlm.nih.gov/pubmed/30991686
http://creativecommons.org/
http://creativecommons.org/licenses/by/4.0/.

	Introduction 
	Modulation of Radiotherapy on Immune Cell Population in Tumor Microenvironment 
	T Lymphocytes 
	Nature Killer Cells 
	Macrophage 
	Myeloid-Derived Suppressor Cells 

	Impact of Radiotherapy Combined with Immune Checkpoint Blockade on Abscopal Effect 
	PD-1/PD-L1 Blockade 
	CTLA-4 Blockade 

	Potential Mechanism of Radiation-Induced Abscopal Effects 
	Radiation Increases the Antigen Presentation 
	Radiation-Induced Activation of the cGAS-STING Signaling 
	Modulation of Immune Checkpoints by Radiation-Induced Signaling 

	Clinical Outcome on Combined Therapy 
	Conclusions and Perspectives 
	References

