
cancers

Review

From Conventional Therapies to Immunotherapy:
Melanoma Treatment in Review

Lukasz Kuryk 1,2,* , Laura Bertinato 3, Monika Staniszewska 4,5, Katarzyna Pancer 1,
Magdalena Wieczorek 1 , Stefano Salmaso 3 , Paolo Caliceti 3 and Mariangela Garofalo 3,*

1 Department of Virology, National Institute of Public Health-National Institute of Hygiene, Chocimska 24,
00-791 Warsaw, Poland; kpancer@pzh.gov.pl (K.P.); mrechnio@pzh.gov.pl (M.W.)

2 Clinical Science, Targovax Oy, Saukonpaadenranta 2, 00180 Helsinki, Finland
3 Department of Pharmaceutical and Pharmacological Sciences, University of Padova, Via F. Marzolo 5,

35131 Padova, Italy; laura.bertinato@studenti.unipd.it (L.B.); stefano.salmaso@unipd.it (S.S.);
paolo.caliceti@unipd.it (P.C.)

4 Chair of Drug and Cosmetics Biotechnology, Faculty of Chemistry, Warsaw University of Technology,
Noakowskiego 3, 00-664 Warsaw, Poland; mstaniszewska@ch.pw.edu.pl

5 Centre for Advanced Materials and Technologies, Warsaw University of Technology, Poleczki 19,
02-822 Warsaw, Poland

* Correspondence: lkuryk@pzh.gov.pl (L.K.); mariangela.garofalo@unipd.it (M.G.)

Received: 29 September 2020; Accepted: 18 October 2020; Published: 20 October 2020
����������
�������

Simple Summary: Here, we review the current state of knowledge in the field of cancer
immunotherapy, focusing on the scientific rationale for the use of oncolytic viruses, checkpoint
inhibitors and their combination to combat melanomas. Attention is also given to the immunological
aspects of cancer therapy and the shift from conventional therapy towards immunotherapy.
This review brings together information on how immunotherapy can be applied to support
other cancer therapies in order to maximize the efficacy of melanoma treatment and improve
clinical outcomes.

Abstract: In this review, we discuss the use of oncolytic viruses and checkpoint inhibitors in cancer
immunotherapy in melanoma, with a particular focus on combinatory therapies. Oncolytic viruses
are promising and novel anti-cancer agents, currently under investigation in many clinical trials
both as monotherapy and in combination with other therapeutics. They have shown the ability
to exhibit synergistic anticancer activity with checkpoint inhibitors, chemotherapy, radiotherapy.
A coupling between oncolytic viruses and checkpoint inhibitors is a well-accepted strategy for future
cancer therapies. However, eradicating advanced cancers and tailoring the immune response
for complete tumor clearance is an ongoing problem. Despite current advances in cancer research,
monotherapy has shown limited efficacy against solid tumors. Therefore, current improvements
in virus targeting, genetic modification, enhanced immunogenicity, improved oncolytic properties
and combination strategies have a potential to widen the applications of immuno-oncology (IO)
in cancer treatment. Here, we summarize the strategy of combinatory therapy with an oncolytic
vector to combat melanoma and highlight the need to optimize current practices and improve
clinical outcomes.

Keywords: oncolytic viruses; melanoma; immunotherapy; checkpoint inhibitors; combinatory therapy

1. Introduction

Cancer is one of the three leading causes of death in industrialized countries, along with infectious
and cardiovascular diseases. It is caused by the abnormal growth of the progeny of transformed
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cells, which have previously been subjected to mutations and several other alterations in the cell
cycle and metabolism that contributed to giving these cells the typical tumor-like phenotype [1].
One of the most critical aspects in the fight against cancer is the tumor’s ability to spread in the patient’s
body, even in locations far from the primary tumor location, developing metastasis [1]. This event could
make the clinical picture significantly more complicated, since in order to cure cancer, all malignant
cells in the patient’s body need to be destroyed and removed, preferably without side effects
for the patients [2].

The immune system (IS) is a complex system which is responsible for the protection of the human
body. It consists of many cell types, structures and chemical mediators with different functions
that can regulate each other to work effectively and neutralize components recognized as non-self.
The idea that our immune system could act as a weapon or a prevention tool against cancer cells
has always been particularly attractive, especially because of the specificity of the immune response
that could be elicited. The first clue about the host immune system’s alleged protective role against
cancer emerged from a series of experiments on mice [3], in which it was noticed that mice previously
immunized with irradiated tumor cells that were then challenged with an injection of tumor viable
cells showed protection against the tumor. The same response was not observed in T cell deficient
mice or mice which had been challenged with viable cells from a different tumor than the one used
for the immunization process [3]. This evidence led to the discovery of the host immune system
involvement in tumor-disruption and tumor prevention mechanisms, suggesting what many years
of research have now shown, that is, that the host immune system has a role in the prevention
and rejection of tumors [4]. However, since neither the immune system nor the tumor could be
defined as simple networks, the relationship between them is obviously complex. This is due to
the several factors which are involved in determining the evolution of tumorigenesis, among which
there is also the immune system, which can surely exert an anti-tumor effect, but with specific subsets
of immune cells, it may also perform a “foster” action on the tumor [5,6]. There are many ways
that the IS could carry out its anti-tumor action. First, it protects the host from virus-induced tumors
by eliminating or suppressing viral infection [7]; second, it promptly resolves inflammations, avoiding
tissue exposure to an inflammatory environment, which is conducive to tumorigenesis [7,8]; third,
the immune system is capable of specific recognition and disruption of tumor cells on the basis
of their expression of molecules which work as antigens [7,9]. This last specific feature of IS is also
known as immunosurveillance, and it is extremely important to guarantee a specific immune reaction
which is directed only to tumor cells, sparing healthy tissue and avoiding many side effects [10].
This is possible because tumor cells are antigenic, meaning they express specific antigens usually
called tumor associated antigens (TAAs), tumor specific antigens (TSA) or tumor rejection antigens
(TRAs) [11–13]. The recognition and identification of these antigens is now a fundamental part
in the development of effective immunotherapy, since they represent the main component with
which T cells can recognize tumor cells to be activated and trigger the specific immune response.
Most of the early efforts in antigens identification focused on shared tumor antigens, which could
represent a valid alternative for a wide range of cancers, but these antigens are also expressed in a variety
of self-tissues, leading to immunologic tolerance [14,15].

Therefore, the focus of research has slowly shifted to more tumor-specific antigens, usually
generated from point mutations in normal genes, known as “neoantigens” [16,17]. Despite advances
in conventional cancer therapies including chemotherapy, immuno-oncology is becoming more popular
and effective in various cancer indications, including melanoma. Therefore, more conventional
modalities seem to be gradually being replaced by more effective IO agents and their combinations
(Table 1).
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Table 1. The combinatory therapy of oncolytic vectors and CPIs for melanoma treatment.

OV Checkpoint
Inhibitor Indication Response Data ClinicalTrials.gov ID

T-VEC Ipilimumab Melanoma ORR 39% (comb.) vs.
18% (ipi alone) NCT01740297

T-VEC Pembrolizumab Stage IIIB–IV
melanoma 48% ORR NCT02263508

T-VEC Pembrolizumab Stage III–IV
melanoma N/A NCT02965716

HF-10 Ipilimumab Melanoma N/A NCT031530085

HF-10 Ipilimumab Melanoma

BORR 24% (at
24 weeks); median PFS
19 months; median OS

21.8 months

NCT02272855

HF-10 Nivolumab
Stage IIIB, IIIC,

IVM1a
melanoma

N/A NCT03259425

CAVATAK Ipilimumab
Uveal

melanoma with
liver metastasis

N/A NCT03408587

CAVATAK Pembrolizumab Melanoma N/A NCT02565992

ONCOS-102 Pembrolizumab
Advanced or
unresectable
melanoma

N/A NCT03003676

2. Melanoma—Epidemiology and Prevalence

Melanoma is the most aggressive type of skin cancer, and it arises from melanocytes, which are
pigment-producing cells in the skin [18]. This type of cancer involves skin (mostly, but not exclusively,
sun-exposed skin), but it can also occur in the eye, in the meninges and on gastrointestinal and genital
mucosae [7]. In this section, we focus on cutaneous melanoma.

Melanomas can be characterized deeply from a histological point of view, thus leading to
the identification of four major subtypes of melanoma [19]: Superficial spreading melanoma, nodular
melanoma, lentigo malignant melanoma, and acral lentiginous melanoma. These four subtypes
have different patterns of growth and come with different changes in epidermis and dermis [20].
According to a statistic evaluation carried out by the Global Cancer Observatory (GCO), which is
part of the International Agency for Research on Cancer (IARC), melanoma incidence is annually
increasing worldwide at a very fast rate, which in 2012 was the fastest growing of all types of cancer [21].
In GLOBOCAN 2018, the statistic evaluation of cancer incidence and mortality published by IARC,
there were estimated to be approximately 290,000 new cases and 61,000 deaths related to melanoma [22],
compared with the 232,000 new cases and 55,000 deaths reported in GLOBOCAN 2012. Melanoma
mostly affects young and middle-aged individuals, with a median age at diagnosis of 57 years, while
the incidence increases linearly from 25 years until 50 years of age, and then it decreases, especially
for females [21]. Overall, the highest incidence is observed in regions with high exposure to solar
radiation, such as Australia and New Zealand [23].

There are two types of risk factors for melanoma: (i) Environmental risk factors and (ii)
host-related risk factors. Among the environmental risk factors commonly involved in cancer
onset, for melanoma there is one particular risk factor which is deeply involved-ultraviolet (UV)
light radiation from sunlight [21]. The correlation between sunlight exposure-particularly the UV-B
spectrum [24]—and increased risk of melanoma has been deeply investigated, with findings that
describe how exposure patterns and timing can contribute to the risk stratification for melanoma [21,25].
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Intense and intermittent sun exposure is associated with a higher risk of melanoma, compared
with continuous sun exposure, which is more often associated with non-melanoma skin cancers.
UV-A exposure from artificial sources, such as sunbeds and devices employed in radiation phototherapy
of psoriasis, is associated with a higher risk of melanoma [26]. There are a number of host risk factors
related to the patient: (i) The number of congenital and acquired melanocytic nevi, which linearly
correlates with melanoma incidence [21]; (ii) pigmentation characteristics of the patient, which are
determined by polymorphisms in MC1R gene (melanocortin 1 receptor)—individuals with red hair,
light complexion and light eyes exhibit a low pigmentation, and thus an increased risk for melanoma
because of their higher sensitivity to UV exposure; (iii) family history of melanoma [21,27]; and (iv)
immunosuppression, which is usually caused by comorbidities [28]. Melanoma diagnosis usually
comes as an early-stage disease, in which it is possible to proceed with surgical excision and is curable
in the majority of cases, while approximately 10% of patients are diagnosed at an advanced stage, which
consists of an unresectable and/or metastatic melanoma [21,29]. Furthermore, stage IV melanomas
are usually associated with a poor prognosis, lower probability to develop a consistent response to
treatments, and, in about 30% of cases, there is brain and visceral involvement [30]. For patients with
an advanced-stage melanoma, especially those who cannot undergo excisional surgery or who have
metastasis, the wide range of systemic therapies represent the only way to defeat this aggressive type
of cancer, which explains their importance and why they are being heavily investigated. This section
provides a brief overview of the current available approaches to treat melanoma.

3. Conventional Cancer Therapies

3.1. Excisional Surgery

Surgery is taken into consideration, especially for early-stage melanomas. Excisional surgery is
an effective strategy for most patients, but it is not always feasible, and in some cases (approximately
20%) the patient can present a relapse anyway, which is usually associated with a poor prognosis [31].

3.2. Chemotherapy

Chemotherapy for melanoma consists of the following two chemotherapeutics:

• Dacarbazine (DTIC): Approved by the FDA in 1975 for treatment of melanoma, it is an alkylating
agent. Like every other chemotherapeutic drug, it is not highly selective for cancer cells over
healthy cells, and the high number of clinical trials which have been carried out have reported
a modest anti-tumor efficacy. Despite this, dacarbazine remains one of the first-line treatments
for metastatic melanoma [32].

• Temozolomide: Despite being considered an analogue of dacarbazine, it has been studied because
it has the advantage of oral administration, which is usually more versatile for the patient.
Furthermore, temozolomide can reach the central nervous system and, since brain is
one of the most common sites for melanoma to metastasize, this represents a crucial point
for advanced melanoma treatment [32].

3.3. Targeted Therapies

Targeted therapies revolutionized melanoma treatment in 2011, when the first therapies were
approved by FDA. They belong to the following classes:

• BRAF inhibitors: Since BRAF is the most frequently mutated oncogene in melanoma [33],
its inhibitors have shown promising results in several clinical trials, with rapid regression
of metastasis and positive responses in 50–60% melanoma patients [32,34]. The first drug
belonging to this class that has been approved for melanoma is vemurafenib, a selective inhibitor
of V600-mutant BRAF [33]. In a randomized phase III clinical trial (BRIM3), vemurafenib showed
an objective response rate (ORR) of 48% versus 5% for dacarbazine, and a median progression-free
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survival (PFS) of 5.3 months versus 1.6 months for dacarbazine [33,35]. The second BRAF inhibitor
came soon after the first one, with similar promising results [33]. Toxicities associated with
this class of therapeutic agents include rash, arthralgia, fatigue, fever (for dabrafenib only) and
photosensitivity (for vemurafenib only), but also the development of secondary non-melanoma
cutaneous lesions, such as squamous-cell carcinoma [36,37].

• MEK inhibitors: The development of MEK inhibitors became a priority after the success with
BRAF-inhibitors, and it was led by the acknowledgement that BRAF signaling is dependent
on MEK1/2 downstream activation [33,38]. Trametinib belongs to this class of new targeted
therapies [32], and represents the first drug of its class to be approved by the FDA as a single
agent, since in the phase III METRIC clinical trial it showed an ORR of 22% and a median
PFS of 4.8 months [39]. Aside from the use of MEK inhibitors to target BRAF-mutated
melanomas, there is also preclinical evidence that indicates vulnerability to MEK inhibitors
in a not insignificant number of melanomas which do not present BRAF V600 mutations, called
wild-type BRAF melanomas (especially in NRAS-Q61-mutant tumors), and also in BRAF/NRAS
wild-type melanomas, together with melanomas harboring non-V600 BRAF mutations [33,40].

A translational investigation led to evidence of a possible synergistic relationship between MEK
and BRAF inhibitors. Since then, many combinatorial approaches of these two types of inhibitors
have been investigated in clinical trials. The combination of vemurafenib and cobimetinib in a phase
I study not only resulted in ORR and median PFS values that were very promising, but showed that the
incidence of cutaneous hyperproliferative manifestations was substantially lower compared to BRAF
inhibitor monotherapy [41]. The combination of BRAF and MEK inhibitors now forms the backbone
of advanced BRAF-mutated melanoma treatment [33].

4. Cancer Immunotherapy

The goal of cancer immunotherapy is the stimulation or activation of immune responses
against tumor cells, with the ultimate aim of eradicating cancer from the patient’s body (Figure 1).
In the following sections, we discuss therapeutic treatments falling under the umbrella of the cancer
immunotherapy field.
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4.1. Immune Checkpoint Inhibitors (ICIs)

Immune checkpoint inhibitors are a new class of cancer therapeutics that have the physiological
purpose to negatively regulate the activation of T cells. These checkpoints make it more difficult
for T cells to activate, as they need both the interaction with the epitope through the MHC I class,
and the presence of co-stimulatory signals to overcome the barrier of negative inhibition. Checkpoint
inhibitors (CPIs) are very important to prevent continuous occurrence of immune reactions
(Figure 2) [43].
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Figure 2. Timeline of immuno-oncology (IO) agents approved for cancer therapies.

The two most important immune checkpoints that have been studied in immunotherapy are
the cytotoxic-T lymphocytes antigen 4 (CTLA-4) and the programmed cell death protein 1 (PD-1) [44,45].
CTLA-4 is a receptor and a member of the immunoglobulin superfamily CD28:B7 [46]. It can be found
on the surface of both effector T cells and Treg cells, as its function is to regulate the extent of the early
stage activation of these two types of immune cells. CTLA-4 binds CD80 and CD86 with higher affinity
than CD28 does and blocks the amplification signal that the co-stimulatory binding is supposed to send,
in order to trigger T cells expansion. In tumors, CTLA-4 is overexpressed to suppress the activation
of immune cells which could have been successful in reaching the tumor site (generally referred to
as tumor infiltrating lymphocytes—TILs) [47].

PD-1 is another co-inhibitory molecule expressed in stimulated T cells, Treg cells, B-activated cells
and NK cells, and it exerts its function once it is bound to its two ligands, PD-L1 and PD-L2. PD-L1 is
expressed more and is found on antigen presenting cells (APCs), dendritic cells (DCs), macrophages
and B cells, but it is also expressed in tumor cells which are able to abrogate the lymphocyte response [5].
These two immune checkpoints have been investigated as a target for several monoclonal antibodies,
which are already being exploited in cancer therapy for their ability in binding a specific antigen.

The first monoclonal antibody against immune checkpoints to be discovered was ipilimumab,
an anti-CTLA-4 antibody that has been firstly approved as a first-line treatment of metastatic
melanoma [48]. In the anti-PD-1 group there are other two common ICIs, pembrolizumab and
nivolumab, both with indications for metastatic melanoma. Pembrolizumab has been the first anti-PD-1
monoclonal antibody that has been discovered, and with clinical trials KEYNOTE-001, KEYNOTE-002
and KEYNOTE-006 it has gained the first-line therapy indication for metastatic melanoma [49].
In particular, in trials KEYNOTE 006 AND KEYNOTE-002, which both presented comparative arms,
patients treated with pembrolizumab significantly improved their progression-free survival (PFS),
overall survival (OS) and overall response rates (ORR) relative to ipilimumab in ipilimumab-naive
patients (KEYNOTE 006), and significantly improved PFS and ORR, but not OS (although OS data
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are immature), relative to chemotherapy in ipilimumab-refractory patients, who had also received
BRAF/MEK inhibitor therapy if BRAF-mutation positive (KEYNOTE 002) [50].

Pembrolizumab can to be administered as the first line therapy (BRAF wildtype melanoma) or after
treatment with ipilimumab, in a combination with anti-CTLA-4 or in patients with BRAF mutations after
treatment BRAF inhibitor such as vemurafenib, sorafenib and dabrafenib. Atezolizumab in combination
with cobimetinib and vemurafenib is also used for the patients with BRAF V600 mutation-positive
unresectable or metastatic melanoma (first line therapy) (Figure 3) (IMspire150, NCT02908672) [51–55].
Therefore, it is reasonable to suppose that atezolizumab could bring some new advantages if compared
to the targeting of PD-1 exerted by pembrolizumab, such as the preservation of PD-L2 interactions with
PD-1 which carries out the immune checkpoint functions that avoids autoimmune reactions during
therapy, allowing for a more tolerable safety profile for this immunotherapeutic new drug [56].
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Initially, immunotherapy was employed in melanoma treatment with administration of interferon
and interleukin cytokines, such as IFN-α and IL-2, which were approved by the FDA with melanoma
indications in 1996 and 1998, respectively [32]. Unfortunately, this approach did not show notable
benefits for patients, due to the severe side effects associated with systemic administration and to
the much poorer therapeutic effects that came with other routes of administration, like the subcutaneous
one [32,57]. A modern approach to the immunotherapy of melanoma has grown from elucidations
on the role of specific immunomodulatory molecules, and led to a goal shift directed to the enhancement
of cell-mediated immunity [33]. To do this, some of the aforementioned ICIs (Figures 2 and 3) have
been investigated and were subsequently approved for melanoma therapy:

• Ipilimumab (anti-CTLA-4): Gained regulatory approval by the FDA to treat melanoma after
a series of phase III clinical trials (CA184-002 as a single agent, CA184-024 in combination with
dacarbazine). The tumor responses according to the Response Criteria in Solid Tumors (RECIST)
criteria varied from 5.7% to 11.0% in the anti-CTLA-4 treatment arms. The median overall
survival (OS) was improved to 10 months for the anti-CTLA-4 monotherapy arm as compared to
6.4 months for the peptide vaccine-alone arm (HR 0.68; p < 0.001 [58], CA184-002, NCT00094653).
The five-year survival rate was 18.2% (95% CI, 13.6% to 23.4%) for patients treated with anti-CTLA-4
+ dacarbazine vs. 8.8% (95% CI, 5.7% to 12.8%) for patients treated with placebo plus dacarbazine
(p = 0.002, CA184-024, NCT00324155) [59]. Toxicity associated with ipilimumab includes
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immune-related symptoms such as dermatitis, colitis, diarrhea and, less commonly, hepatitis,
uveitis and hypophysitis [60].

• Pembrolizumab and nivolumab (anti-PD1): After the ipilimumab proof of concept that a checkpoint
blockade could actually be an effective strategy to treat melanoma, pembrolizumab and nivolumab
were investigated for the same indication, even if (or maybe especially because) they are
selective for another receptor which is usually expressed on immune T cell surface—PD-1.
Phase III clinical trial reported the median overall survival which has not been reached
in the nivolumab-plus-ipilimumab group and was 37.6 months in the nivolumab group,
as compared with 19.9 months in the ipilimumab group (hazard ratio for death with nivolumab plus
ipilimumab vs. ipilimumab, 0.55 [p < 0.001]; hazard ratio for death with nivolumab vs. ipilimumab,
0.65 [p < 0.001]). The overall survival rate at 3 years was 58% in the nivolumab-plus-ipilimumab
group and 52% in the nivolumab group, as compared with 34% in the ipilimumab group
(NCT01844505) [33,61–63].

4.2. Oncolytic Virotherapy

Oncolytic virotherapy [64–70] has elicited increased interest over recent years, even though the first
encouraging evidence that led to its development date back to the beginning of the 20th century.
It consists of the employment of naturally occurring viruses (e.g., enteroviruses, reoviruses, vaccinia
virus) [71–74] or genetically modified viruses (e.g., HSV, adenoviruses). Oncolytic viruses (OVs) [75–77]
have the fundamental feature of tumor specificity and many other important advantages, such as
the ability to trigger anti-tumor immune responses and the possibility to deliver specific genes
in the tumor microenvironment [78].

To avoid damage in healthy tissues, oncolytic viruses are usually genetically modified so that
they can replicate only in tumor cells. Their design benefits from a deletion of 24 base pairs in the viral
E1A gene which makes the expressed mutated E1A protein unable to bind to retinoblastoma protein
(pRb). This interaction is needed in normal cells to activate the E2F transcription factor, which leads to
induction of the S-phase of the cell cycle. The deletion-bearing virus is able to infect normal cells but
its replication is restricted due to the dysfunctional E1A [74]. The viruses bearing the 24 bp deletion
in their E1A gene are commonly tumor-selective and referred to as ∆24-viruses. The only cells in which
∆24-viruses can replicate are tumor cells, which are usually deficient of pRb. Taken together, it is
worth highlighting that oncolytic viruses work as anti-tumor agents in a two-step manner: The first is
the lysis of tumor cell they have previously infected, but not before they have finished their replication
cycle, so that with cell death the release of new progeny occurs. Another feature of OVs is the ability to
selectively replicate in cancer cells [79–81]. Even though the virus can enter both healthy and cancerous
cells (the selective cell entry must not be confused with exclusive cancer cell entry), there are inherent
abnormalities in cancer cell pathways concerning homeostasis, response to stress and their anti-viral
machinery, which can give OVs a selective advantage for their replication in these cells [82].

The anti-viral machinery in normal cells is activated by a series of pathways:

• Toll-like receptors (TLRs): This pathway is activated by pathogen-associated molecular patterns
(PAMPs), which consist of elements of viral capsid, DNA, RNA and viral proteins. These elements
are recognized by TLRs, and they stimulate the innate immune system through a variety of signaling
factors (MYD88, TRIF, IRF7, IRF3, NF-kβ), leading to the release of pro-inflammatory cytokines
and local type I interferon (IFN-I) [82,83].

• RIG-1 pathway: This pathway is activated by the detection of viral dsDNA and uses some
of the same factors exploited by the TLRs pathway, such as IRF3/7. It leads to the release
of IFN-I [6].

• IFN-I pathway: This is activated by the local production of type I interferon. After IFN-I binds
to its receptor, IFNR, a cascade of signals is triggered and, through the JAK-STAT pathway,
it leads to the upregulation of cell-cycle regulators such as PKR and IRF7. These two factors are
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important in order to contain viral spread because they induce abortive apoptosis, which blocks
the replicative cycle of viruses before the viral progeny is ready to be released [82].

Conventional cytotoxic therapies, as we have already pointed out, are not always effective
in melanoma patients, and this statement comes with an even heavier burden when it comes to
patients with advanced (unresectable and/or metastatic) melanoma, for whom excisional surgery is not
an option [21]. Within this framework, oncolytic viruses pose as a potentially valid therapeutic option
for these patients, thanks to their ability to selectively target cancer cells and simultaneously trigger
the patient immune system against melanoma cells [84,85]. A decisive role in the efficacy of oncolytic
viruses against tumors is covered by their stimulation of immune system, which is triggered to
develop a specific anti-tumor immune response by the OV. It is for this reason that the immunogenicity
of melanoma as a tumor is an important feature to describe.

Melanoma has been considered an immunogenic malignancy for a long time [86,87]. Virtually
all of the major enlightenments concerning tumor immunology have been experimentally observed
in melanoma models. When we say that melanoma is a strongly immunogenic malignancy, we refer
to the fact that it has a close relationship with host immune cells, which usually infiltrates the
tumor microenvironment [87]. The distribution, density, profile and activation state of immune cells
which are part of TILs can be variable and modulates the clinical outcome in melanoma patients.
TILs are now recognized as an independent prognostic biomarker for melanoma, and the assessment
of its composition is even more appealing because it could provide new molecular targets and
biomarkers to predict therapeutic responses of immunotherapy drugs [88]. The major components of TIL
infiltrate are CD8+ T lymphocytes, Tregs, NK cells, dendritic cells, and macrophages. Furthermore,
the high immunogenicity of melanoma also implies the presence of a plethora of tumor antigens,
which can be classified as TAAs, which are antigens located on tumor cells’ surfaces, and TSAs or
neoantigens, which are more specific for a single tumor [87]. Talimogene Laherparepvec (T-VEC), also
known as Imylgic or OncoVexGM-CSF, is the first oncolytic virus that has been approved by the FDA
and the EMA to treat cancer (Figure 2). The FDA approved T-VEC in 2015, with an indication for local
treatment of unresectable, subcutaneous, cutaneous and nodal lesions in patients with melanoma
recurrent after initial surgery [89,90]. From this perspective, T-VEC represents a valid second-line
treatment for patients with metastatic, unresectable melanoma, especially for those with stage IIIB,
IIIC and IV melanoma [89].

5. Combinatorial Approaches with OVs in Melanoma Treatments

5.1. OVs with Immune Checkpoint Inhibitors

The idea behind this combinatorial approach is that these two therapeutic tools can improve
each other by addressing one another’s shortcomings. Oncolytic viruses present some limitations
related mainly to antiviral immunity, which makes it challenging to exploit the bloodstream to reach
distant metastatic sites [91]. Therefore, triggering a tumor-specific adaptive immune response is
a fundamental feature as OVs cannot travel inside the body to reach other sites, while T cells that have
been sensitized to tumor cells surely can, thus assuring an antitumor response even in different sites
to that of the primary tumor [91]. From this perspective, ICIs help guarantee the correct activation
of the immune system, targeting specific molecules expressed either on the tumor or on immune cells
(CTLA-4, PD-1, PD-L1), while viral infections obtained using OVs makes the TME more immunogenic,
creating a microenvironment in which ICIs are known to work much better [92].

This combinatorial approach has been explored in numerous clinical trials [91], among which was
a phase II clinical trial with 198 stage IIIB–IV melanoma patients, which was organized to evaluate:
(1) ipilimumab as a monotherapy and (2) ipilimumab combined with T-VEC [92]. The results showed
that the objective response rate of the combination therapy was 39%, while ipilimumab alone had
an objective response rate of 18% [91,92]. T-VEC has also been investigated in combination with
other ICIs such as pembrolizumab, an anti-PD-1 antibody. In the phase IB portion of the clinical trial
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Masterkey-265, T-VEC was administered to 21 patients with stage IIB and IV melanoma in combination
with intravenous pembrolizumab. Among the criteria that have been evaluated, the safety profile
of the combination was favorable, with no dose-limiting toxicities, and the objective response rate was
62%, while 33% of patients showed a complete response [92].

Multiple adenoviruses are undergoing clinical and preclinical testing in combination with ICIs,
both in melanoma and other types of tumor.

The Hemminki group exploited a murine model of melanoma to establish the mechanism
under the combination of the anti-PD-1 antibody with the oncolytic viruses encoding for TNFα and
IL-2 [93]. What emerged from the combination therapy was a marked increase in intratumoral
CD8+ T cells and a statistically significant tumor growth suppression, along with increased survival
in animals. Researchers reported complete tumor regression after the course of the combinatory
therapy. This preclinical research provides the rationale for a clinical trial where oncolytic adenovirus
coding for TNFa and IL-2 (TILT-123) is used in melanoma patients receiving an anti-PD-1 antibody
NCT04217473) [92,93].

Thomas et al. reported development of a new fusion-enhanced oncolytic immunotherapy platform
based on herpes simplex virus type 1. Researchers developed various oncolytic vectors expressing e.g.,
GMCSF, an anti-CTLA-4 antibody-like molecule. Anti-cancer assessment was performed in vivo and
in nude mouse xenograft models (melanoma, lymphoma, gliosarcoma). The combination therapy with
the virus expressing GALV-GP-R- and mGM-CSF and an anti-murine PD1 antibody showed improved
anti-tumor effects compared to the control. The treatment of mice with derivatives of this virus
coding for anti-mCTLA-4, mCD40L, m4-1BBL, or mOX40L showed enhanced anti-cancer efficacy
in un-injected tumors (abscopal effect) [94].

Also, in our previous study we have investigated the anti-cancer potency of ONCOS-102
and pembrolizumab in the humanized melanoma mouse model. Humanized mice engrafted with
A2058 melanoma cells showed significant tumor volume reduction after ONCOS-102 treatment.
The combination of anti-PD1 with the virus further reduced tumor volume, while pembrolizumab alone
did not show therapeutic benefit by itself [45]. Systemic abscopal was also observed when combining
oncolytic adenovirus and checkpoint inhibitor in a humanized NOG mouse model of melanoma [44].
These data support the scientific rationale for the ongoing clinical study of combination therapy
of ONCOS-102 and pembrolizumab for the treatment of melanoma (NCT03003676).

Currently, there are many oncolytic vectors are under development and investigation in melanoma:
coxsackieviruses, HF-10, adenoviruses, reoviruses, echoviruses, and Newcastle disease viruses.
Therefore, it is probable that oncolytic vectors will have long-term application in the treatment
of advanced melanoma not only as a monotherapy but as a part of combinatory therapies. [95].

T-VEC is the first oncolytic vector approved for the melanoma treatment. Reported data have
shown improved therapeutic responses to T-VEC in combination with immune checkpoint blockade
in patients with melanoma without additive toxicity [96]. T-VEC combined with anti-PD-1 based
immunotherapy for unresectable stage III-IV melanoma showed an overall response rate for on-target
lesions of 90%, with 6 patients resulting in a complete response in injected lesions (NCT02263508) [97].
Also, the treatment with T-VEC in patients with advanced melanoma with disease progression
following multiple previous systemic therapies (vemurafenib, metformin, ipilimumab, dabrafenib,
trametinib, and pembrolizumab) showed signs of anti-cancer effect, and provides potential clinical and
immunotherapeutic utility of T-VEC application [98].

CAVATAK, an oncolytic immunotherapy, is an oncolytic strain of Coxsackievirus A21 (CVA21).
The virus infects ICAM-1 expressing tumor cells, resulting in cell lysis, and anti-tumor immune response.
The Phase II CALM study investigated the efficacy and safety of CVA21 in patients with advanced
melanoma (NCT01227551). The treatment with CAVATAK resulted in elevation of the immune
CD8+ T cell infiltrates within the tumor (5 of 6 patients), and increased expression of PD-L1+ cells.
It was also reported that the virus was able to reconstitute immune cell infiltrates in lesions resistant
to immune-checkpoint blockade [99]. The combinatory therapy trials have been conducted where
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CAVATAK was administered with ipilimumab (NCT02307149) or pembrolizumab (NCT02565992).
The treatment with CAVATAK and anti-CTLA-4 has shown durable response with minimal toxicity.
The preliminary ORR rate for the ITT population of 50.0% is higher than published rates for either
agent used alone (CAVATAK: ~28% and ipilimumab: ~15–20%) in advanced melanoma patients [100].
Among the evaluable patients (intratumoral CAVATAK and systemic pembrolizumab in advanced
melanoma patients), the ORR was 73% (8/11). The DCR (CR + PR + SD) was 91% (10/11). In patients
with stage IVM1c disease, the ORR and the DCR is 100% (5/5). Combination therapy of the virus1 and
anti-PD1 may present a new strategy for the treatment of patients with injectable advanced melanoma
(CAPRA clinical trial) [101].

Another oncolytic adenovirus that has been investigated in combination with pembrolizumab is
ONCOS-102 (AdV5/3-∆24-GM-CSF), which is now under clinical trial (NCT03003676) to investigate
its safety and efficacy, supported by preclinical data showing increased CD8+ T cell infiltration
in tumor mass upon viral administration [92]. The therapeutics efficacy and safety of the virus
was previously tested in C1 study (NCT01598129). The treatment with the virus was safe and
well tolerated at the tested doses. Therapy resulted in infiltration of CD8+ T cells to tumors and
up-regulation of PD-L1, highlighting the potential of ONCOS-102 as an immunosensitizing agent
for combinatory therapies with checkpoint inhibitors [102]. Therefore, providing a scientific rationale
for the combinatory therapy with CPIs.

To date, approximately one third of all clinical trials concerning OVs have investigated
a combinatorial approach with at least one ICI [91]. Therefore, it is expected that oncolytic viruses
have the capability to promote a ‘hotter’ immune microenvironment which can improve the efficacy
of ICI [103,104]. Oncolytic viruses can be thought of as matches—they can light up a fire inside the tumor
and this fire will make the TME “hot” enough for ICIs to strike a blow. Many clinical and preclinical
models of melanoma and other solid tumors have provided strong evidence that the infection of tumor
cells with OVs can result in the creation of a pro-inflammatory tumor microenvironment, which
in turn translates into a new influx of T cells that can be protected from inactivation by ICIs [104,105].
Furthermore, some adenoviruses administered in combination with ICIs have been reported to
boost release the pool of tumor neoantigens which can be recognized by CD8+ T cells [106]; this is
a particularly important finding, because OVs (both as monotherapy and in combination) have
most difficulty affecting low mutational burden cancers, which typically have a very small number
of TAAs [91].

Nowadays, one of the major challenges for researchers investigating this field is to assess not
only which combinations are most effective, but the dosing regimens and schedules to adopt to
maximize the synergy and minimize the side effects [91,92]. This is why further clinical trials results
are so impatiently awaited. ICIs have contributed to revolutionize cancer treatment. Nevertheless,
the best response rates to these agents do not exceed 35% to 40% [107]. Therefore, the goal of combining
OVs with ICIs is to enhance clinical efficacy. Oncolytic vectors are used in order attract the immune
cells into the lesion, prime anti-tumor immune responses by development of innate and adoptive
anticancer immunity. In turn, CPI therapy will prevent inhibition of activates cancer specific T cells.
It is expected that those two agents can result in synergistic or additive anti-cancer effect. Interestingly,
it has been demonstrated that local OV injection can modulate tumor-specific CD8+ T-cell responses
rendering distant tumors susceptible to immune checkpoint inhibitor therapy [108]. Therefore, due to
the preclinical success of this combination therapy, there is huge interests in clinical trials: results
obtained from patients who have progressed after immune checkpoint inhibition (e.g., NCT 03003676)
could shed the light on OV’s role in overcoming resistance to immunotherapy. By elucidating
the potential of the combination of OVs and checkpoint inhibitors, further development in treatment
regimens employing these novel therapeutic agents could be beneficial for patients.

Apart from combinatorial strategies, another aspect concerning the use of ICIs is often investigated
to reach some improvement—the response predictions with biomarkers. There are several biomarkers
associated with the response of ICIs, some of which have been approved and are currently being



Cancers 2020, 12, 3057 12 of 20

exploited to predict the response rate in patients before treatment begins, while others are under further
study to establish whether they have a strong correlation with the extent of patients’ responses to ICIs.
The most important predictive biomarker for anti-PD-1/PD-L1 antibodies is PD-L1 expression [41,82],
which is evaluated by immunohistochemistry. PD-L1 expression by cancer cells is recognized
as both a prognostic and predictive biomarker in patients with cutaneous melanoma. Approx.
35% of cutaneous melanomas express PD-L1, The PD-L1 immunohistochemistry (IHC) has been
approved by FDA as a complement diagnostic to select patients with non-small-cell lung carcinoma
(NSCLC) suitable for pembrolizumab therapy. Nevertheless, absence of PD-L1 does not necessarily
translates into a poor response to anti-PD-1/PD-L1 inhibitors. Some patients with low PD-L1 expression
exhibits clinical efficacy. However, further efforts are still needed to improve the clinical use of PD-L1
expression as biomarkers Apart from combinatorial strategies, another topic concerning the use of ICIs
is often investigated to study prediction biomarkers. There are several biomarkers associated with
the response of ICIs, some of which have been approved and are currently being exploited to predict
the response rate in patients before treatment begins, while others are under further study to establish
whether they have a strong correlation with the extent of patients’ responses to ICIs. The most important
predictive biomarker for anti-PD-1/PD-L1 antibodies is PD-L1 expression [41,109], which is evaluated
by immunohistochemistry and is a prerequisite for treatment with drugs such as atezolizumab or
pembrolizumab. However, this biomarker may not be enough to identify all of the patients who
could benefit from this type of therapy, and this observation led scientists to begin further studies
to find more appropriate predictive biomarkers. This biomarker’s use is already well established
in conventional chemotherapy regimens, but recent studies suggest that it could be exploited to predict
the response to immunotherapy and, most importantly, that it could also help discriminate real disease
progression from pseudo-progression in patients treated with immunotherapy, avoiding re-biopsy
in these patients [109–111].

5.2. OVs with Chemotherapeutic Agents—Future Prospects

In the last decade, many preclinical models have demonstrated that chemotherapeutic agents and
OVs could work synergistically [11]. There are two main approaches to setting this combination:

• Use OVs as adjuvant to chemotherapy, which is the most clinically relevant approach, since
chemotherapeutic agents represent the cornerstone of almost every cancer standard-of-care
therapy [78].

• Use chemotherapeutic drugs to counteract or inhibit factors that limit the effectiveness of oncolytic
virotherapy such as large tumor size, poor vasculature, elevated interstitial pressure and other
physical barriers [112].

It is important to consider that even if chemotherapy and OVs could seem good partners, not all
combinations have showed synergistic effects. In fact, the result depends on different factors including
OVs strain, cancer type and the exact drug(s) used, as well as their dosing regimen and schedule [113].

In terms of the two standard-of-care chemotherapeutic agents for melanoma, temozolomide
and dacarbazine, there are both in vitro and in vivo studies that explored combinations with various
oncolytic vectors. Specifically, an in vitro/in vivo study that tested the combination of dacarbazine with
ZD-55-IL18, an oncolytic adenovirus encoding for IL-18, showed that there is a synergy between these
two agents, observed in the induction of apoptosis of tumor cells, and inhibition of angiogenesis and
metastasis [113]. Another in vitro study conducted on melanoma cell lines treated with temozolomide
(TMZ) and another oncolytic adenovirus (Ad5/3.2xTyr) reported that TMZ enhanced the OV’s antitumor
effect without altering the expression of CAR or other viral receptors on cancer cells, but rather
by blocking the tumor cell’s cycle in the S/G2 phase, providing a better intracellular environment
for the viral replicative cycle to develop. This finding is consistent with the higher number of genome
copies detected inside infected tumor cells [114].
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By way of conclusion, we could say that the combinatorial approach based on chemotherapy and
oncolytic viruses is promising, but like every other approach, it has to face some challenges to push
researchers even further. It is clear that there are some incompatibilities between chemotherapy and
OVs [114] which must be taken into account when designing new combinations:

• Many chemotherapeutic agents induce apoptosis in cancer cells, while OVs need actively dividing
cells to complete their replicative cycle successfully;

• Other chemotherapeutic drugs target angiogenetic mechanisms to impair tumor expansion,
but this would also affect viral trafficking inside the tumor mass;

• The immune modulation exerted by some chemotherapeutic drugs could dampen the antitumor
immune response triggered by OVs.

We must consider all of these notions to reach a combination that can work effectively with
a synergistic interaction.

5.3. OVs with Radiotherapy—Future Prospects

Anticancer synergistic interaction of radiation and OVs therapy has solid backing in the literature,
and the enhancement of viral replication due to radiotherapy has been reported in different in vitro
and in vivo models such as lung cancer and pleural mesothelioma [115,116]. In melanoma, apart from
the clear and demonstrated efficacy of both approaches as a monotherapy to kill cancer cells [32],
the synergy is due to three other aspects:

• Radiotherapy may reduce the internal pressure within the tumor mass, making it easier for the OV
to penetrate it and work properly.

• Some OVs, such as vesicular stomatitis virus (VSV) or HSV, are able to preferentially target
Ras-mutated cancer cells (Ras is one of the driver mutations in melanoma). Since Ras mutations
in cancer cells are associated with resistance to radiotherapy, OVs which can target these cells will
exert a complementary therapeutic effect to radiotherapy.

• Infection of melanoma cells by OVs will lead to a release of cytokines like TNFα or TRAIL, which
can sensitize tumor cells to radiation therapy.

Twigger et al. tried to combine an oncolytic reovirus with radiation therapy in a variety
of melanoma cell lines, observing that the combination yielded a statistically significant enhancement
of viral cytotoxicity without affecting reoviral replication rates, but with an increase in apoptosis of cancer
cells [117]. In another preclinical study, Kyula et al. investigated the combination of an oncolytic
Vaccinia virus and radiotherapy in BRAF-mutated, Ras-mutated and wild type melanoma cell lines.
Results showed that in melanoma cells that carried V600D or V600E BRAF mutations there had been
an increased apoptosis [42]. Also, the combination of reovirus and radiation has shown to increase the
tumor growth delay of the melanoma xenografts in the treated animals, and significantly improve
the overall survival rate compared to the treatment with either of the individual therapies [118].
Importantly, Ras mutation is one of the driver mutations for melanoma and is associated with
radio-resistance [58]. However, some viruses like: reovirus, VSV and HSV have been able to selectively
target the Ras mutated melanoma cells and mediate cell death [119]. Therefore, oncolytic vectors
able to lyse the radiation-resistant melanoma cells can exhibit a complementary therapeutic effect
to radiotherapy. There are many ongoing attempts to find the optimal way to combine these two
strategies to maximize the antitumor effect preclinically. More investigations are needed to understand
how to exploit this combination in the complex context of metastatic unresectable melanomas and
their application in clinics.
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6. Conclusions

The discovery of T cell checkpoint inhibitors and oncolytic virotherapy has changed the paradigm
of oncologic treatment for some cancer types and showed a transition pattern from conventional
therapies towards immuno-oncology. Oncolytic viruses can induce anti-tumor immunity and lead to
the infiltration of TILs. In turn, a checkpoint blockade can prevent inhibition of T cell activity. Therefore,
the combination of those agents seems to be a potent treatment regimen to combat immunogenic cancer
types such as melanoma.

Author Contributions: Conceptualization, L.K., M.G.; writing—original draft, M.G., L.K., L.B.; writing—review
and editing, L.K., M.G., L.B., M.S., K.P., M.W., S.S., P.C. All authors have read and agreed to the published version
of the manuscript.

Funding: L.K. was supported by the National Science Centre, Poland (SONATINA (2019/32/C/NZ7/00156)) and
National Institute of Public Health–National Institute of Hygiene in Poland (1BWBW/19). M.G. was supported
by PRID-J (Grant Number: GARO_SID19_02) funded by University of Padua.This publication is based upon
work from COST Action CA 17140 “Cancer Nanomedicine from the Bench to the Bedside” supported by COST
(European Cooperation in Science and Technology) (L.K., M.G.).

Conflicts of Interest: The authors declare no conflict of interest. The funders had no role in the design of the study;
in the collection, analyses, or interpretation of data; in the writing of the manuscript, or in the decision to publish
the results.

References

1. Loeb, K.R.; Loeb, L.A. Significance of multiple mutations in cancer. Carcinogenesis 2000, 21, 379–385.
[CrossRef] [PubMed]

2. Calì, B.; Molon, B.; Viola, A. Tuning cancer fate: The unremitting role of host immunity. Open Biol. 2020, 7, 170006.
[CrossRef] [PubMed]

3. Pandya, P.H.; Murray, M.E.; Pollok, K.E.; Renbarger, J.L. The Immune System in Cancer Pathogenesis:
Potential Therapeutic Approaches. J. Immunol. Res. 2016, 2016, 4273943. [CrossRef] [PubMed]

4. Dunn, G.P.; Old, L.J.; Schreiber, R.D. The Immunobiology of Cancer Immunosurveillance and Immunoediting.
Immunity 2004, 21, 137–148. [CrossRef] [PubMed]

5. Gun, S.Y.; Lee, S.W.L.; Sieow, J.L.; Wong, S.C. Targeting immune cells for cancer therapy. Redox Biol. 2019,
25, 101174. [CrossRef]

6. Elion, D.L.; Jacobson, M.E.; Hicks, D.J.; Rahman, B.; Sanchez, V.; Gonzales-Ericsson, P.I.; Fedorova, O.;
Pyle, A.M.; Wilson, J.T.; Cook, R.S. Therapeutically Active RIG-I Agonist Induces Immunogenic Tumor Cell
Killing in Breast Cancers. Cancer Res. 2018, 78, 6183–6195. [CrossRef]

7. Lakshmi Narendra, B.; Eshvendar Reddy, K.; Shantikumar, S.; Ramakrishna, S. Immune system:
A double-edged sword in cancer. Inflamm. Res. 2013, 62, 823–834. [CrossRef]

8. Swann, J.B.; Smyth, M.J. Immune surveillance of tumors. J. Clin. Investig. 2007, 117, 1137–1146. [CrossRef]
9. Chow, M.T.; Möller, A.; Smyth, M.J. Inflammation and immune surveillance in cancer. Semin. Cancer Biol.

2012, 22, 23–32. [CrossRef]
10. Goldszmid, R.S.; Dzutsev, A.; Trinchieri, G. Host Immune Response to Infection and Cancer: Unexpected

Commonalities. Cell Host Microbe 2014, 15, 295–305. [CrossRef]
11. Corrales, L.; Matson, V.; Flood, B.; Spranger, S.; Gajewski, T.F. Innate immune signaling and regulation

in cancer immunotherapy. Cell Res. 2017, 27, 96–108. [CrossRef] [PubMed]
12. Zamora, A.E.; Crawford, J.C.; Thomas, P.G. Hitting the Target: How T Cells Detect and Eliminate Tumors.

J. Immunol. 2018, 200, 392–399. [CrossRef] [PubMed]
13. Durgeau, A.; Virk, Y.; Corgnac, S.; Mami-Chouaib, F. Recent Advances in Targeting CD8 T-Cell Immunity

for More Effective Cancer Immunotherapy. Front. Immunol. 2018, 9, 14. [CrossRef] [PubMed]
14. Nurieva, R.; Wang, J.; Sahoo, A. T-cell tolerance in cancer. Immunotherapy 2013, 5, 513–531. [CrossRef]
15. Makkouk, A.; Weiner, G.J. Cancer Immunotherapy and Breaking Immune Tolerance: New Approaches to

an Old Challenge. Cancer Res. 2015, 75, 5–10. [CrossRef]
16. Jiang, T.; Shi, T.; Zhang, H.; Hu, J.; Song, Y.; Wei, J.; Ren, S.; Zhou, C. Tumor neoantigens: From basic research

to clinical applications. J. Hematol. Oncol. 2019, 12, 93. [CrossRef]

http://dx.doi.org/10.1093/carcin/21.3.379
http://www.ncbi.nlm.nih.gov/pubmed/10688858
http://dx.doi.org/10.1098/rsob.170006
http://www.ncbi.nlm.nih.gov/pubmed/28404796
http://dx.doi.org/10.1155/2016/4273943
http://www.ncbi.nlm.nih.gov/pubmed/28116316
http://dx.doi.org/10.1016/j.immuni.2004.07.017
http://www.ncbi.nlm.nih.gov/pubmed/15308095
http://dx.doi.org/10.1016/j.redox.2019.101174
http://dx.doi.org/10.1158/0008-5472.CAN-18-0730
http://dx.doi.org/10.1007/s00011-013-0645-9
http://dx.doi.org/10.1172/JCI31405
http://dx.doi.org/10.1016/j.semcancer.2011.12.004
http://dx.doi.org/10.1016/j.chom.2014.02.003
http://dx.doi.org/10.1038/cr.2016.149
http://www.ncbi.nlm.nih.gov/pubmed/27981969
http://dx.doi.org/10.4049/jimmunol.1701413
http://www.ncbi.nlm.nih.gov/pubmed/29311380
http://dx.doi.org/10.3389/fimmu.2018.00014
http://www.ncbi.nlm.nih.gov/pubmed/29403496
http://dx.doi.org/10.2217/imt.13.33
http://dx.doi.org/10.1158/0008-5472.CAN-14-2538
http://dx.doi.org/10.1186/s13045-019-0787-5


Cancers 2020, 12, 3057 15 of 20

17. Peng, M.; Mo, Y.; Wang, Y.; Wu, P.; Zhang, Y.; Xiong, F.; Guo, C.; Wu, X.; Li, Y.; Li, X.; et al. Neoantigen
vaccine: An emerging tumor immunotherapy. Mol. Cancer 2019, 18, 128. [CrossRef]

18. Uong, A.; Zon, L.I. Melanocytes in development and cancer. J. Cell. Physiol. 2010, 222, 38–41. [CrossRef]
19. Bastian, B.C. The Molecular Pathology of Melanoma: An Integrated Taxonomy of Melanocytic Neoplasia.

Annu. Rev. Pathol. Mech. Dis. 2014, 9, 239–271. [CrossRef]
20. Balois, T.; Chatelain, C.; Ben Amar, M. Patterns in melanocytic lesions: Impact of the geometry on growth

and transport inside the epidermis. J. R. Soc. Interface 2014, 11, 20140339. [CrossRef]
21. Leonardi, G.C.; Falzone, L.; Salemi, R.; Zanghì, A.; Spandidos, D.A.; Mccubrey, J.A.; Candido, S.; Libra, M.

Cutaneous melanoma: From pathogenesis to therapy (Review). Int. J. Oncol. 2018, 52, 1071–1080. [CrossRef]
[PubMed]

22. Bray, F.; Ferlay, J.; Soerjomataram, I. Global Cancer Statistics 2018: GLOBOCAN Estimates of Incidence
and Mortality Worldwide for 36 Cancers in 185 Countries. CA Cancer J. Clin. 2018, 68, 394–424. [CrossRef]
[PubMed]

23. Ward, W.H.; Farma, J.M. Cutaneous Melanoma: Etiology and Therapy; Codon Publication: Wishart, Australia,
2018; ISBN 9780994438140.

24. De Fabo, E.C.; Noonan, F.P.; Fears, T.; Merlino, G. Ultraviolet B but not Ultraviolet a Radiation Initiates
Melanoma. Cancer Res. 2004, 64, 6372–6376. [CrossRef]

25. Gandini, S.; Sera, F.; Cattaruzza, M.S.; Pasquini, P.; Picconi, O.; Boyle, P.; Melchi, C.F. Meta-analysis of risk
factors for cutaneous melanoma: II. Sun exposure. Eur. J. Cancer 2005, 41, 45–60. [CrossRef] [PubMed]

26. Sokolova, A.; Lee, A.; Smith, S.D. The Safety and Efficacy of Narrow Band Ultraviolet B Treatment
in Dermatology: A Review. Am. J. Clin. Dermatol. 2015, 16, 501–531. [CrossRef]

27. Berlin, N.L.; Cartmel, B.; Leffell, D.J.; Bale, A.E.; Mayne, S.T.; Ferrucci, L.M. Family history of skin cancer is
associated with early-onset basal cell carcinoma independent of MC1R genotype. Cancer Epidemiol. 2015, 39,
1078–1083. [CrossRef]

28. Bossen, K.S.; Sørensen, H.T. The impact of comorbidity on cancer survival: A review. Clin. Epidemiol. 2013, 5,
3–29.

29. Zbytek, B.; Carlson, J.A.; Granese, J.; Ross, J.; Mihm, M.; Slominski, A. Current concepts of metastasis
in melanoma. Expert Rev. Dermatol. 2008, 3, 569–585. [CrossRef]

30. Harries, M.; Malvehy, J.; Lebbe, C.; Heron, L.; Amelio, J.; Szabo, Z.; Schadendorf, D. Treatment patterns
of advanced malignant melanoma (stage III–IV)—A review of current standards in Europe. Eur. J. Cancer
2016, 60, 179–189. [CrossRef]

31. Perera, E.; Gnaneswaran, N.; Jennens, R.; Sinclair, R. Malignant Melanoma. Healthcare 2014, 2, 1–19.
[CrossRef]

32. Mishra, H.; Mishra, P.K.; Ekielski, A.; Jaggi, M.; Iqbal, Z.; Talegaonkar, S. Melanoma treatment: From
conventional to nanotechnology. J. Cancer Res. Clin. Oncol. 2018, 144, 2283–2302. [CrossRef] [PubMed]

33. Luke, J.J.; Flaherty, K.T.; Ribas, A.; Long, G.V. Targeted agents and immunotherapies: Optimizing outcomes
in melanoma. Nat. Rev. Clin. Oncol. 2017, 14, 463–482. [CrossRef]

34. Menzies, A.M.; Long, G.V. Review Systemic treatment for BRAF-mutant melanoma: Where do we go next?
Lancet Oncol. 2014, 15, e371–e381. [CrossRef]

35. Ravnan, M.C.; Matalka, M.S. Vemurafenib in Patients with BRAF V600E Mutation–Positive Advanced
Melanoma. Clin. Ther. 2012, 34, 1474–1486. [CrossRef] [PubMed]

36. Hauschild, A.; Grob, J.-J.; Demidov, L.V.; Jouary, T.; Gutzmer, R.; Millward, M.; Rutkowski, P.; Blank, C.U.;
Miller, W.H.; Kaempgen, E.; et al. Dabrafenib in BRAF-mutated metastatic melanoma: A multicentre,
open-label, phase 3 randomised controlled trial. Lancet 2012, 380, 358–365. [CrossRef]

37. Daud, A.; Tsai, K. Management of Treatment-Related Adverse Events with Agents Targeting the MAPK
Pathway in Patients with Metastatic Melanoma. Oncologist 2017, 22, 823–833. [CrossRef] [PubMed]

38. Sanchez, J.N.; Wang, T.; Cohen, M.S. BRAF and MEK Inhibitors: Use and Resistance in BRAF-Mutated
Cancers. Drugs 2018, 78, 549–566. [CrossRef]

39. Chapman, P.B.; Hauschild, A.; Robert, C.; Haanen, J.B.; Ascierto, P.; Larkin, J.; Dummer, R.; Garbe, C.;
Testori, A.; Maio, M.; et al. Improved Survival with Vemurafenib in Melanoma with BRAF V600E Mutation.
N. Engl. J. Med. 2011, 364, 2507–2523. [CrossRef]

40. Kudchadkar, R.; Paraiso, K.H.T.; Smalley, K.S.M. Targeting Mutant BRAF in Melanoma: Current Status and
Future Development of Combination Therapy Strategies. Cancer J. 2012, 18, 124. [CrossRef]

http://dx.doi.org/10.1186/s12943-019-1055-6
http://dx.doi.org/10.1002/jcp.21935
http://dx.doi.org/10.1146/annurev-pathol-012513-104658
http://dx.doi.org/10.1098/rsif.2014.0339
http://dx.doi.org/10.3892/ijo.2018.4287
http://www.ncbi.nlm.nih.gov/pubmed/29532857
http://dx.doi.org/10.3322/caac.21492
http://www.ncbi.nlm.nih.gov/pubmed/30207593
http://dx.doi.org/10.1158/0008-5472.CAN-04-1454
http://dx.doi.org/10.1016/j.ejca.2004.10.016
http://www.ncbi.nlm.nih.gov/pubmed/15617990
http://dx.doi.org/10.1007/s40257-015-0151-7
http://dx.doi.org/10.1016/j.canep.2015.09.005
http://dx.doi.org/10.1586/17469872.3.5.569
http://dx.doi.org/10.1016/j.ejca.2016.01.011
http://dx.doi.org/10.3390/healthcare2010001
http://dx.doi.org/10.1007/s00432-018-2726-1
http://www.ncbi.nlm.nih.gov/pubmed/30094536
http://dx.doi.org/10.1038/nrclinonc.2017.43
http://dx.doi.org/10.1016/S1470-2045(14)70072-5
http://dx.doi.org/10.1016/j.clinthera.2012.06.009
http://www.ncbi.nlm.nih.gov/pubmed/22742884
http://dx.doi.org/10.1016/S0140-6736(12)60868-X
http://dx.doi.org/10.1634/theoncologist.2016-0456
http://www.ncbi.nlm.nih.gov/pubmed/28526719
http://dx.doi.org/10.1007/s40265-018-0884-8
http://dx.doi.org/10.1056/NEJMoa1103782
http://dx.doi.org/10.1097/PPO.0b013e31824b436e


Cancers 2020, 12, 3057 16 of 20

41. Ribas, A.; Gonzalez, R.; Pavlick, A.; Hamid, O.; Gajewski, T.F.; Daud, A.; Flaherty, L.; Logan, T.;
Chmielowski, B.; Lewis, K.; et al. Combination of vemurafenib and cobimetinib in patients with advanced
BRAFV600-mutated melanoma: A phase 1b study. Lancet Oncol. 2014, 15, 954–965. [CrossRef]

42. Chen, D.S.; Mellman, I. Oncology Meets Immunology: The Cancer-Immunity Cycle. Immunity 2013, 39, 1–10.
[CrossRef]

43. Zappasodi, R.; Merghoub, T.; Wolchok, J.D. Emerging Concepts for Immune Checkpoint Blockade-Based
Combination Therapies. Cancer Cell 2018, 33, 581–598. [CrossRef]

44. Kuryk, L.; Møller, A.-S.W.; Jaderberg, M. Abscopal effect when combining oncolytic adenovirus and
checkpoint inhibitor in a humanized NOG mouse model of melanoma. J. Med. Virol. 2019, 91, 1702–1706.
[CrossRef]

45. Kuryk, L.; Møller, A.S.W.; Jaderberg, M. Combination of immunogenic oncolytic adenovirus ONCOS-102
with anti-PD-1 pembrolizumab exhibits synergistic antitumor effect in humanized A2058 melanoma huNOG
mouse model. Oncoimmunology 2019, 8, 1–11. [CrossRef]

46. Sharpe, A.H.; Freeman, G.J. The B7–CD28 superfamily. Nat. Rev. Immunol. 2002, 2, 116–126. [CrossRef]
47. Seidel, J.A.; Otsuka, A.; Kabashima, K. Anti-PD-1 and Anti-CTLA-4 Therapies in Cancer: Mechanisms

of Action, Efficacy, and Limitations. Front. Oncol. 2018, 8, 86. [CrossRef]
48. Wang, S.; He, Z.; Wang, X.; Li, H.; Liu, X.-S. Antigen presentation and tumor immunogenicity in cancer

immunotherapy response prediction. eLife 2019, 8, e49020. [CrossRef]
49. Cowey, C.L.; Liu, F.X.; Black-Shinn, J.; Stevinson, K.; Boyd, M.; Frytak, J.R.; Ebbinghaus, S.W. Pembrolizumab

Utilization and Outcomes for Advanced Melanoma in US Community Oncology Practices. J. Immunother.
2018, 41, 86. [CrossRef]

50. Deeks, E.D. Pembrolizumab: A Review in Advanced Melanoma. Drugs 2016, 76, 375–386. [CrossRef]
51. Aris, M.; Barrio, M.M. Combining Immunotherapy with Oncogene-Targeted Therapy: A New Road

for Melanoma Treatment. Front. Immunol. 2015, 6, 46. [CrossRef] [PubMed]
52. Khair, D.O.; Bax, H.J.; Mele, S.; Crescioli, S.; Pellizzari, G.; Khiabany, A.; Nakamura, M.; Harris, R.J.; French, E.;

Hoffmann, R.M.; et al. Combining Immune Checkpoint Inhibitors: Established and Emerging Targets and
Strategies to Improve Outcomes in Melanoma. Front. Immunol. 2019, 10, 453. [CrossRef] [PubMed]

53. Larkin, J.; Chiarion-Sileni, V.; Gonzalez, R.; Grob, J.J.; Cowey, C.L.; Lao, C.D.; Schadendorf, D.; Dummer, R.;
Smylie, M.; Rutkowski, P.; et al. Combined Nivolumab and Ipilimumab or Monotherapy in Untreated
Melanoma. N. Engl. J. Med. 2015, 373, 23–34. [CrossRef] [PubMed]

54. Zimmer, L.; Apuri, S.; Eroglu, Z.; Kottschade, L.A.; Forschner, A.; Gutzmer, R.; Schlaak, M.; Heinzerling, L.;
Krackhardt, A.M.; Loquai, C.; et al. Ipilimumab alone or in combination with nivolumab after progression
on anti-PD-1 therapy in advanced melanoma. Eur. J. Cancer 2017, 75, 47–55. [CrossRef] [PubMed]

55. Constantin Kirchberger, M.; Moreira, A.; Erdmann, M.; Schuler, G.; Heinzerling, L. Real world experience
in low-dose ipilimumab in combination with PD-1 blockade in advanced melanoma patients. Oncotarget
2018, 9, 28903. [CrossRef] [PubMed]

56. Seliger, B. Basis of PD1/PD-L1 Therapies. J. Clin. Med. 2019, 8, 2168. [CrossRef]
57. Coit, D.G.; Andtbacka, R.; Bichakjian, C.K.; Dilawari, R.A.; DiMaio, D.; Guild, V.; Halpern, A.C.; Hodi, F.S.;

Kashani-Sabet, M.; Lange, J.R.; et al. Melanoma: Clinical Practice Guidelines in Oncology. J. Natl. Compr.
Cancer Netw. 2009, 7, 250–275. [CrossRef]

58. Rogiers, A.; Boekhout, A.; Schwarze, J.K.; Awada, G.; Blank, C.U.; Neyns, B. Long-Term Survival, Quality
of Life, and Psychosocial Outcomes in Advanced Melanoma Patients Treated with Immune Checkpoint
Inhibitors. J. Oncol. 2019, 2019, 5269062. [CrossRef]

59. Maio, M.; Grob, J.-J.; Aamdal, S.; Bondarenko, I.; Robert, C.; Thomas, L.; Garbe, C.; Chiarion-Sileni, V.;
Testori, A.; Chen, T.-T.; 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, 1191–1196. [CrossRef]

60. Savoia, P.; Astrua, C.; Fava, P. Ipilimumab (Anti-Ctla-4 Mab) in the treatment of metastatic melanoma:
Effectiveness and toxicity management. Hum. Vaccin. Immunother. 2016, 12, 1092–1101. [CrossRef]

61. Topalian, S.L.; Sznol, M.; McDermott, D.F.; Kluger, H.M.; Carvajal, R.D.; Sharfman, W.H.; Brahmer, J.R.;
Lawrence, D.P.; Atkins, M.B.; Powderly, J.D.; et al. Survival, Durable Tumor Remission, and Long-Term
Safety in Patients With Advanced Melanoma Receiving Nivolumab. J. Clin. Oncol. 2014, 32, 1020–1030.
[CrossRef]

http://dx.doi.org/10.1016/S1470-2045(14)70301-8
http://dx.doi.org/10.1016/j.immuni.2013.07.012
http://dx.doi.org/10.1016/j.ccell.2018.03.005
http://dx.doi.org/10.1002/jmv.25501
http://dx.doi.org/10.1080/2162402X.2018.1532763
http://dx.doi.org/10.1038/nri727
http://dx.doi.org/10.3389/fonc.2018.00086
http://dx.doi.org/10.7554/eLife.49020
http://dx.doi.org/10.1097/CJI.0000000000000204
http://dx.doi.org/10.1007/s40265-016-0543-x
http://dx.doi.org/10.3389/fimmu.2015.00046
http://www.ncbi.nlm.nih.gov/pubmed/25709607
http://dx.doi.org/10.3389/fimmu.2019.00453
http://www.ncbi.nlm.nih.gov/pubmed/30941125
http://dx.doi.org/10.1056/NEJMoa1504030
http://www.ncbi.nlm.nih.gov/pubmed/26027431
http://dx.doi.org/10.1016/j.ejca.2017.01.009
http://www.ncbi.nlm.nih.gov/pubmed/28214657
http://dx.doi.org/10.18632/oncotarget.25627
http://www.ncbi.nlm.nih.gov/pubmed/29988983
http://dx.doi.org/10.3390/jcm8122168
http://dx.doi.org/10.6004/jnccn.2009.0020
http://dx.doi.org/10.1155/2019/5269062
http://dx.doi.org/10.1200/JCO.2014.56.6018
http://dx.doi.org/10.1080/21645515.2015.1129478
http://dx.doi.org/10.1200/JCO.2013.53.0105


Cancers 2020, 12, 3057 17 of 20

62. Wolchok, J.D.; Chiarion-Sileni, V.; Gonzalez, R.; Rutkowski, P.; Grob, J.-J.; Cowey, C.L.; Lao, C.D.; Wagstaff, J.;
Schadendorf, D.; Ferrucci, P.F.; et al. Overall Survival with Combined Nivolumab and Ipilimumab
in Advanced Melanoma. N. Engl. J. Med. 2017, 377, 1345–1356. [CrossRef] [PubMed]

63. Jessurun, C.A.C.; Vos, J.A.M.; Limpens, J.; Luiten, R.M. Biomarkers for Response of Melanoma Patients to
Immune Checkpoint Inhibitors: A Systematic Review. Front. Oncol. 2017, 7, 233. [CrossRef] [PubMed]

64. Kuryk, L.; Møller, A.S.W. Chimeric oncolytic Ad5/3 virus replicates and lyses ovarian cancer cells through
desmoglein-2 cell entry receptor. J. Med. Virol. 2020. [CrossRef] [PubMed]

65. Kuryk, L.; Møller, A.-S.W.; Jaderberg, M. Quantification and functional evaluation of CD40L production
from the adenovirus vector ONCOS-401. Cancer Gene Ther. 2018. [CrossRef]

66. Kuryk, L.; Møller, A.-S.; Vuolanto, A.; Pesonen, S.; Garofalo, M.; Cerullo, V.; Jaderberg, M. Optimization
of Early Steps in Oncolytic Adenovirus ONCOS-401 Production in T-175 and HYPERFlasks. Int. J. Mol. Sci.
2019, 20, 621. [CrossRef]

67. Capasso, C.; Magarkar, A.; Cervera-carrascon, V.; Fusciello, M.; Feola, S.; Muller, M. ORIGINAL RESEARCH A
novel in silico framework to improve MHC-I epitopes and break the tolerance to melanoma. Oncoimmunology
2017, 6, e1319028. [CrossRef]

68. Garofalo, M.; Villa, A.; Crescenti, D.; Marzagalli, M.; Kuryk, L.; Limonta, P.; Mazzaferro, V.; Ciana, P.
Heterologous and cross-species tropism of cancer- derived extracellular vesicles. Theranostics 2019, 9, 5681.
[CrossRef]

69. Garofalo, M.; Villa, A.; Rizzi, N.; Kuryk, L.; Mazzaferro, V.; Ciana, P. Systemic Administration and Targeted
Delivery of Immunogenic Oncolytic Adenovirus Encapsulated in Extracellular Vesicles for Cancer Therapies.
Viruses 2018, 10, 558. [CrossRef]

70. Garofalo, M.; Villa, A.; Rizzi, N.; Kuryk, L.; Rinner, B.; Cerullo, V.; Yliperttula, M. Extracellular vesicles
enhance the targeted delivery of immunogenic oncolytic adenovirus and paclitaxel in immunocompetent
mice. J. Control. Release 2019, 294, 165–175. [CrossRef]

71. Jhawar, S.R.; Thandoni, A.; Bommareddy, P.K.; Hassan, S.; Kohlhapp, F.J.; Goyal, S.; Schenkel, J.M.; Silk, A.W.;
Zloza, A. Oncolytic Viruses—Natural and Genetically Engineered Cancer Immunotherapies. Front. Oncol.
2017, 7, 202. [CrossRef]

72. Kuryk, Ł.; Wieczorek, M.; Diedrich, S.; Böttcher, S.; Witek, A.; Litwińska, B. Genetic analysis of poliovirus
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