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Abstract

Immunotherapy is a promising modality of cancer treatment that has shown 
encouraging results in patients with a variety of tumor types, most notably in 
metastatic melanoma. durable responses seen in a minority of patients are 
impressive, and have led to the search for adjunctive therapies to increase 
response rates. Radiotherapy is capable of inciting inflammation and increasing 
T cell infiltration in tumors, making it an attractive candidate for combination 
therapy. The synergy between radiotherapy and immunotherapy has been 
described for checkpoint inhibitors in a small number of patients. Furthermore, 
total body irradiation has been used in adoptive cell transfer protocols with 
improved outcomes. While these therapies are in the early stages of clinical 
application, definitive studies are needed to clarify the role of combining 
radiotherapy with immunotherapy. We review the current evidence for these 
combinations and highlight ongoing studies of these multimodal approaches to 
cancer therapy.

was demonstration of activity [8]. Despite encouraging results for 
melanoma and other cancers, the majority of patients treated with 
immune checkpoint inhibitors fail to respond, and mechanisms of 
resistance are poorly defined. Impaired antigen presentation, energy, 
poor T-cell infiltration, an immunosuppressive microenvironment, 
and expression of alternative immune checkpoint receptors may 
impair responses. Strategies to overcome resistance are likely to 
involve combinations of agents such as CTLA-4 and PD-1 checkpoint 
inhibitors or treatment modalities including radiotherapy.

Radiotherapy causes irreparable DNA damage, exerting a cytotoxic 
effect that is often accompanied by an acute inflammatory reaction. 
Fractionation of radiotherapy allows for normal tissue recovery, as 
well as tumour cell reoxygenation between doses to prevent hypoxia 
driven resistance [9]. Radiation has been shown in preclinical models 
to enhance natural killer cell activity [10]  and increase CD8+ and 
CD4+ tumour infiltration in irradiated lesions, both of which may be 
increased with optimal fractionation [11]. Increased antigen release 
and epitope spreading via an initial cytotoxic effect may further 
promote an immune response [12]. The abscopal effect describes 
the phenomenon whereby tumor responses are seen post-radiation 
at sites distant from the irradiated lesion [13].  The mechanism is 
thought to be immune-mediated [14]. Abscopal effects have been 
described when radiation was combined with interferon, IL-2 and 
ipilimumab, although the mechanism of action with each agent 
may differ. Early phase trials combining radiotherapy with either 
interferon [15] or IL-2 [16] have suggested that these combinations 
are safe, but improvement in outcomes has yet to be demonstrated. 
A retrospective review of 29 patients at Memorial Sloan Kettering 
Cancer Centre noted no significant increase in adverse events with 
the combination of ipilimumab and radiotherapy; however at the 
highest doses of radiation, there were increased radiation-related 
toxicities [17]. The optimal scheduling of radiotherapy, single dose 

Introduction
The combination of immunotherapy and radiotherapy is a 

promising paradigm in cancer treatment. Melanoma is a particularly 
immunogenic tumor, and as such is the most extensively studied in 
this realm. We review the potential for combining radiotherapy with 
immune checkpoint inhibition and adoptive cell transfer, both of 
which are emerging treatments for metastatic melanoma.

Radiotherapy and Checkpoint Inhibition
Immune modulating agents have been used for decades as a 

treatment modality in melanoma albeit with limited success until 
recently. Adjuvant interferon produces a 4% benefit in overall survival 
[1]  whilst high dose IL-2 in metastatic melanoma can produce a 
minority (4%) of durable responses lasting a number of years [2]. The 
development of CTLA-4 and anti-PD1/PDL1 immune checkpoint 
inhibitors has significantly improved outcomes in metastatic disease 
[3-5], and has ushered in an exciting new era of melanoma treatment 
and immune therapy of cancer. Ipilimumab, a monoclonal antibody 
that blocks CTLA-4, a key negative regulator of T cell immune 
responses, was the first FDA-approved immune checkpoint inhibitor 
for the treatment of unrespectable and metastatic melanoma. Durable 
responses three years after ipilimumab treatment as part of a clinical 
trial or the Expanded Access Programmed (EAP) have been shown 
in 22% of patients; while two year survival post treatment [6] with an 
anti-PD1 inhibitor is approximately 40% [5].

The two pivotal trials that demonstrated improved survival 
with ipilimumab treatment were in patients with cutaneous 
melanoma [3, 4]. The subsequent expanded access program allowed 
treatment of mucosal and uveal melanomas. Outcomes in mucosal 
melanomas appeared to be similar to cutaneous [7], and whilst 
poorer responses and outcomes were seen in uveal melanomas there 
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vs hypo/hyper fractionation, target volume, and dose of radiotherapy 
is yet to be determined. It is also unclear whether the optimal effect 
would occur with radiotherapy given in combination or in sequence 
with immunotherapy.

Case reports of abscopal effects with ipilimumab were originally 
described in patients receiving radiotherapy post-ipilimumab 
failure who had no further treatment options [17]. While hyper-
fractionated radiation courses over several weeks have dominant 
immunosuppressive effects, preclinical models have shown an 
increase in immune infiltrates with hypofractinated courses.  The 
optimal schedule is yet to be defined. For example in a mouse 
model, CD8+ infiltration and enhanced natural killer cell activity 
was seen when ipilimumab was combined with radiotherapy, but 
was superior with fractionated dosing compared to a single high 
dose [18]. Combining these two modalities would therefore seek to 
either produce a synergistic effect or stimulate a greater stimulatory 
immune response to promote tolerance or elimination of tumour.

Ongoing trials combining radiotherapy and ipilimumab vary 
in design. While the standard dose of ipilimumab is 3mg/kg for 4 
doses, an increased rate of responses (and toxicity) may be seen 
with 10mg/kg.  This does is also under evaluation. Three trials aim 
to evaluate ipilimumab at 3mg/kg in combination with radiotherapy 
to a metastatic lesion. Ipilimumab in combination with radiotherapy 
starting 2 days after cycle 1 is being evaluated in the NCT01449279 
single arm study. NCT01689974 is a randomized trial of ipilimumab 
plus or minus radiotherapy which is given 30Gy in 5 fractions 
over a week starting 3 days after commencing ipilimumab, and 
the Radvax trial (NCT01497808) uses stereotactic radiotherapy in 
escalating fractions prior to the start of ipilimumab. The dose of 
10mg/kg for four doses followed by maintenance every 12 weeks 
in combination with escalating doses of radiotherapy (9-24 Gy in 
3 fractions, delivered between cycle 2 and 4 of ipilimumab) is the 
subject of trials NCT01557114 and NCT01565837, although the latter 
delivers stereotactic radiotherapy between the first and third doses of 
ipilimumab. NCT01703507 randomizes patients between whole brain 
radiotherapy (WBRT) and stereotactic brain radiosurgery (SRS) and 
escalating doses of ipilimumab given every three weeks for 4 doses 
starting either during the first 2 weeks (WBRT) of radiotherapy or 
on the same day (SRS) of radiotherapy treatment. The NCT01769222 
study utilizes intralesional cutaneous ipilimumab in escalating doses 
with radiotherapy delivered in 3 fractions beginning within 48 hours 
of commencing ipilimumab.

The possibility of promoting a more stimulatory immune 
environment with the use of radiotherapy is being explored in 
NCT01730157 in which ipilimumab is given 4 weeks after hepatic 
embolization with yittrium (90) microspheres in metastatic (to the 
liver) uveal melanoma patients.  Other trials seeking to explore the 
effect of radiotherapy with other immunomodulators include a trial 
of radiotherapy to skin lesions followed by peri-tumoural dendritic 
cell injection and interferon injections (NCT00278018), a phase II 
trial randomizing to either high dose IL-2 alone or with stereotactic 
radiotherapy (20 Gy in 1 fraction or 40 Gy in 2 fractions) 3-5 days 
prior to IL-2 therapy (NCT01416831), and a phase II study of boost 
radiotherapy at 6-12 Gy to 1-5 metastatic fields in melanoma or renal 
cell carcinoma prior to high dose IL-2 (NCT01884961).

Radiotherapy and Adoptive Cell Transfer
Adoptive immunotherapy is an additional approach to immune 

therapy where anti-tumor effector immune cells are extracted from a 
patient’s tumor or peripheral blood, prepared in vitro, and then rein-
fused.  This approach has the advantage of facilitating the optimal 
delivery of essential signals to selected populations of effector cells, 
without the suppressive factors that exist in patients. Adoptive Cell 
Transfer (ACT) with Tumor-Infiltrating Lymphocytes (TIL) for 
metastatic melanoma has shown promising high response rates and 
durable responses in selected patients [19]. ACT involves generating 
a highly specific, potent immune response using autologous TILs 
extracted from a patient’s metastatic lesion. Total Body Irradiation 
(TBI) has been used with high rates of success as an adjunct to 
the preparative lymphodepletion that is necessary prior to ACT 
for optimal clinical activity. ACT is currently limited to a select 
number of academic centers in the world due to its complexities and 
equipment required. A typical ACT protocol [19] involves harvesting 
tumor reactive T lymphocytes from the patient’s resected metastatic 
tumor sample, culturing the cells ex-vivo, and subsequently selecting 
lymphocytes with superior growth and reactivity. These lymphocytes 
are then expanded ex-vivo using IL-2, and reinfused into the patient. 
In the shortest time frame, using a ‘young’ TIL protocol, TILs may 
be produced in 4 weeks [20]. In the interim, the patient receives a 
conditioning regimen of lymphodepletion which eliminates immune 
suppressor cells and results in increased availability of homeostatic 
cytokines to allow for better engraftment of the transferred TILs. 
After the TIL infusion, patients receive treatment with high dose IL-
2, a T cell growth factor.

Various conditioning regimens have been tested, including 
cyclophosphamide 60mg/kg for two days with fludarabine 25mg/m2 
for five days, as well as the addition of myeloablation with total body 
irradiation requiring autologous stem cell rescue. Three sequential 
trials in metastatic melanoma patients using ACT with different 
preparatory regimens showed that chemotherapy alone had an 
objective response rate of 49%, adding 2 Gy of TBI had a response 
rate of 52%, while 12 Gy TBI resulted in a 72% objective response rate 
by RECIST criteria [21]. The responses were seen in all visceral sites, 
including the brain. Twenty of the 93 (22%) patients had complete 
tumor regression, and 19 have ongoing complete response beyond 
three years [19].

TBI is thought to improve outcomes by reducing regulatory T 
cell (Treg) reconstitution, thereby reducing the native immune 
suppression [22]  and inducing a deeper lymphodepletion that 
increases the availability of homeostatic cytokines IL-7 and IL-15 
[21]. Radiotherapy also activates the innate immune system, partly 
due to bacterial translocation from damage to the gut mucosa, 
which provides activating signals via toll-like receptors [23]. TBI 
is myeloablative, and autologous stem cell transplant with CD34+ 
cells is required. In the National Cancer Institute (NCI) study’s 12 
Gy protocol, patients receive 2 Gy twice daily starting on the last day 
of fludarabine treatment, for three consecutive days, and complete 
the radiation treatment one day before TIL infusion [21]. Mediastinal 
boost was given with protection to the lung area. In the 2 Gy 
protocol, patients received the entire radiation dose on the day after 
completing fludarabine, and received TIL infusion the day after TBI. 
Most patients recovered bone marrow function by 12-14 days, with 
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an average of 1-2 days delay for those in the higher radiation dose 
group. There were severe toxicities including one treatment-related 
death from neutropenic sepsis in a patient with previously existing 
but unrecognized diverticular abscess. The most common Grade 
3-4 toxicities were febrile neutropenia, transfusion requirements of 
platelets and red blood cells, and thrombotic microangiopathy only 
in the 12 Gy TBI group.

To definitively determine the role of TBI in TIL therapy, 
investigators at the NCI are conducting an ongoing trial that 
randomizes patients receiving ACT with young TIL after 
lymphodepleting chemotherapy with cyclophosphamide and 
fludarabine, with or without 1200 cGy TBI in conjunction with 
autologous stem cell rescue (NCT01319565). A phase I/II trial of 
radiation and adoptive transfer in stage IV merkel cell carcinoma 
is recruiting (NCT01758458), as is a randomized controlled trial in 
esophageal cancer comparing radiotherapy alone versus radiotherapy 
plus DC-CIK (dendritc cell-cytokine induced killer cell) adoptive cell 
therapy (NCT01691664). 

Taken together, preclinical and clinical reports of the benefit of 
radiotherapy in combination with immune modulating agents and 
adoptive cell transfer make this an attractive strategy to produce a 
synergistic effect and overcome resistance. Whether this can be 
applied broadly to other malignancies in addition to melanoma 
remains to be seen. The variability in immune responses and effect 
of these agents make it imperative to conduct translational research 
in tandem with clinical trials to help determine mechanisms of action 
and resistance, and to better guide treatment selection. The prospect 
of further optimizing patient outcomes is encouraging as we await the 
results of ongoing trials in this promising new era of cancer therapy.

References
1.	 Ascierto PA, Chiarion-Sileni V, Muggiano A, Mandalà M, Pimpinelli N, Del 

Vecchio M, et al. Interferon alpha for the adjuvant treatment of melanoma: 
review of international literature and practical recommendations from an 
expert panel on the use of interferon. J Chemother. 2014; 26: 193–201.

2.	 Atkins MB, Lotze MT, Dutcher JP, Fisher RI, Weiss G, Margolin K,   et al. 
High-dose recombinant interleukin 2 therapy for patients with metastatic 
melanoma: analysis of 270 patients treated between 1985 and 1993. J Clin 
Oncol. 1999; 17: 2105–2116.

3.	 Caroline Robert, Luc Thomas, Igor Bondarenko, Steven O’Day, Jeffrey 
Weber, Claus Garbe, et al. Ipilimumab plus dacarbazine for previously 
untreated metastatic melanoma. N Engl J Med. 2011; 364: 2517–2526.

4.	 Stephen Hodi F, Steven  J, David F, Robert W, Jeffrey A, John B, et al. 
Improved survival with ipilimumab in patients with metastatic melanoma. 
NEJM. 2010; 364: 2517–2526.

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

6.	 Schadendorf D HF, Robert, C, Weber JS, et al. Pooled analysis of long-term 
survival data from phase II and phase III trials of ipilimumab in metastatic or 
locally advanced, unresectable melanoma. in Present. ECCO 17-ESTRO32-
ESMO38 Amsterdam. 2013.

7.	 Del Vecchio M, Di Guardo L, Ascierto PA, Grimaldi AM, Sileni VC, Pigozzo 

J,  Ferraresi V, et al. Efficacy and safety of ipilimumab 3mg/kg in patients 
with pretreated, metastatic, mucosal melanoma. Eur J Cancer. 2014; 50: 
121–127.

8.	 Maio M, Danielli R, Chiarion-Sileni V, Pigozzo J, Parmiani G, Ridolfi R, 
et al. Efficacy and safety of ipilimumab in patients with pre-treated, uveal 
melanoma. Ann Oncol. 2013; 24: 2911–2915.

9.	 Kallman R. The Phenomenon of reoxygenation and and its implications for 
fractionated radiotherapy. Radiology. 1972; 105: 135–42.

10.	Shen RN,  Hornback NB,  Shidnia H,  Lu L,  Montebello JF,  Brahmi Z. A 
comparison of lung metastases and natural killer cell activity in daily fractions 
and weekly fractions of radiation therapy on murine B16a melanoma. Radiat 
Res. 1988; 114: 354–360.

11.	Lee Y, Auh SL, Wang Y, Burnette B, Wang Y, Meng Y, et al. Therapeutic 
effects of ablative radiation on local tumor require CD8+ T cells: changing 
strategies for cancer treatment. Blood. 2009; 114: 589–595.

12.	Postow M, Callahan MK, Barker CA,  Yamada Y,  Yuan J,  Kitano S. 
Immunologic Correlates of the Abscopal Effect in a Patient with Melanoma. N 
Engl J Med. 2012; 366: 925–931.

13.	Mole R. Whole body irradiation radiobiology or medicine?. Br J Radiol. 1953; 
305: 234–241.

14.	Demaria S, Ng B, Devitt ML, Babb JS, Kawashima N, Liebes L. Formenti SC. 
Ionizing radiation inhibition of distant untreated tumors (abscopal effect) is 
immune mediated. Int J Radiat Oncol Biol Phys. 2004; 58: 862–870.

15.	Finkelstein S, Trotti A, Rao N, Douglas Reintgen, Wayne Cruse, Lynn Feun, 
et al.The Florida Melanoma Trial I: A Prospective Multicenter Phase I/II Trial 
of Postoperative Hypofractionated Adjuvant Radiotherapy with Concurrent 
Interferon-Alfa-2b in the Treatment of Advanced Stage III Melanoma with 
Long-Term Toxicity Follow-Up. ISRN Immunol.2012.

16.	Safwat A,  Schmidt H, Bastholt L, Fode K, Larsen S, Aggerholm N, et al. A 
phase II trial of low-dose total body irradiation and subcutaneous interleukin-2 
in metastatic melanoma. Radiother Oncol. 2005; 77: 143–147.

17.	Barker C, Michael A Postow,  Shaheer A Khan, Kathryn Beal, Preeti K. 
Parhar,  et al. Concurrent radiotherapy and ipilimumab immunotherapy for 
patients with melanoma. Cancer Immunol. Res. 2013; 1: 92–98.

18.	Dewan MZ, Galloway AE, Kawashima N, Dewyngaert JK, Babb JS, Formenti 
SC, et al. Fractionated but not single-dose radiotherapy induces an immune-
mediated abscopal effect when combined with anti-CTLA-4 antibody. Clin 
Cancer Res. 2009; 15: 5379–5388.

19.	Rosenberg SA,  Yang JC,  Sherry RM,  Kammula US,  Hughes MS,  Phan 
GQ,  Citrin DE, et al. Durable Complete Responses in Heavily Pretreated 
Patients with Metastatic Melanoma Using T-Cell Transfer Immunotherapy. 
Clin Cancer Res. 2011; 17: 4550–4557.

20.	Yee C. The use of endogenous T cells for adoptive transfer. Immunol Rev. 
2014; 257: 250–263.

21.	Dudley ME, Yang JC, Sherry R, Hughes MS, Royal R, Kammula U, et al. 
Adoptive cell therapy for patients with metastatic melanoma: evaluation of 
intensive myeloablative chemoradiation preparative regimens. J Clin Oncol. 
2008; 26: 5233–5239.

22.	Yao X.  Ahmadzadeh M, Lu YC, Liewehr DJ, Dudley ME, Liu F, et al. Levels 
of peripheral CD4(+)FoxP3(+) regulatory T cells are negatively associated 
with clinical response to adoptive immunotherapy of human cancer. Blood. 
2012; 119: 5688–5696.

23.	Paulos CM,  Wrzesinski C, Kaiser A, Hinrichs CS, Chieppa M, Cassard L 
et al. Microbial translocation augments the function of adoptively transferred 
self/tumor-specific CD8+ T cells via TLR4 signaling. 2007; 117: 2197–2204. 

Citation: Khoja L, Menjak I and Butler MO. An Innovative Approach to Multimodal Cancer Treatment: Combining 
Radiotherapy and Immunotherapy. Austin J Radiat Oncol & Cancer. 2015;1(1): 1003.

Austin J Radiat Oncol & Cancer - Volume 1 Issue 1 - 2015
ISSN : 2471-0385 | www.austinpublishinggroup.com 
Butler et al. © All rights are reserved

http://www.ncbi.nlm.nih.gov/pubmed/24621162
http://www.ncbi.nlm.nih.gov/pubmed/24621162
http://www.ncbi.nlm.nih.gov/pubmed/24621162
http://www.ncbi.nlm.nih.gov/pubmed/24621162
http://www.ncbi.nlm.nih.gov/pubmed/10561265
http://www.ncbi.nlm.nih.gov/pubmed/10561265
http://www.ncbi.nlm.nih.gov/pubmed/10561265
http://www.ncbi.nlm.nih.gov/pubmed/10561265
http://www.nejm.org/doi/full/10.1056/NEJMoa1104621
http://www.nejm.org/doi/full/10.1056/NEJMoa1104621
http://www.nejm.org/doi/full/10.1056/NEJMoa1104621
http://www.nejm.org/doi/full/10.1056/NEJMoa1003466
http://www.nejm.org/doi/full/10.1056/NEJMoa1003466
http://www.nejm.org/doi/full/10.1056/NEJMoa1003466
http://www.ncbi.nlm.nih.gov/pubmed/24590637
http://www.ncbi.nlm.nih.gov/pubmed/24590637
http://www.ncbi.nlm.nih.gov/pubmed/24590637
http://www.ncbi.nlm.nih.gov/pubmed/24590637
http://www.onclive.com/conference-coverage/ecco-esmo-2013/Pooled-Analysis-Reinforces-Long-Term-Survival-Benefit-With-Ipilimumab
http://www.onclive.com/conference-coverage/ecco-esmo-2013/Pooled-Analysis-Reinforces-Long-Term-Survival-Benefit-With-Ipilimumab
http://www.onclive.com/conference-coverage/ecco-esmo-2013/Pooled-Analysis-Reinforces-Long-Term-Survival-Benefit-With-Ipilimumab
http://www.onclive.com/conference-coverage/ecco-esmo-2013/Pooled-Analysis-Reinforces-Long-Term-Survival-Benefit-With-Ipilimumab
http://www.ncbi.nlm.nih.gov/pubmed/24100024
http://www.ncbi.nlm.nih.gov/pubmed/24100024
http://www.ncbi.nlm.nih.gov/pubmed/24100024
http://www.ncbi.nlm.nih.gov/pubmed/24100024
http://connection.ebscohost.com/c/articles/91723620/efficacy-safety-ipilimumab-patients-pre-treated-uveal-melanoma
http://connection.ebscohost.com/c/articles/91723620/efficacy-safety-ipilimumab-patients-pre-treated-uveal-melanoma
http://connection.ebscohost.com/c/articles/91723620/efficacy-safety-ipilimumab-patients-pre-treated-uveal-melanoma
http://www.ncbi.nlm.nih.gov/pubmed/4506641
http://www.ncbi.nlm.nih.gov/pubmed/4506641
http://www.ncbi.nlm.nih.gov/pubmed/3375430
http://www.ncbi.nlm.nih.gov/pubmed/3375430
http://www.ncbi.nlm.nih.gov/pubmed/3375430
http://www.ncbi.nlm.nih.gov/pubmed/3375430
http://www.ncbi.nlm.nih.gov/pubmed/19349616
http://www.ncbi.nlm.nih.gov/pubmed/19349616
http://www.ncbi.nlm.nih.gov/pubmed/19349616
http://www.ncbi.nlm.nih.gov/pubmed/22397654
http://www.ncbi.nlm.nih.gov/pubmed/22397654
http://www.ncbi.nlm.nih.gov/pubmed/22397654
http://www.ncbi.nlm.nih.gov/pubmed/13042090
http://www.ncbi.nlm.nih.gov/pubmed/13042090
http://www.ncbi.nlm.nih.gov/pubmed/14967443
http://www.ncbi.nlm.nih.gov/pubmed/14967443
http://www.ncbi.nlm.nih.gov/pubmed/14967443
http://www.hindawi.com/journals/isrn/2012/324235/
http://www.hindawi.com/journals/isrn/2012/324235/
http://www.hindawi.com/journals/isrn/2012/324235/
http://www.hindawi.com/journals/isrn/2012/324235/
http://www.hindawi.com/journals/isrn/2012/324235/
http://www.ncbi.nlm.nih.gov/pubmed/16216360
http://www.ncbi.nlm.nih.gov/pubmed/16216360
http://www.ncbi.nlm.nih.gov/pubmed/16216360
http://cancerimmunolres.aacrjournals.org/content/early/2013/07/25/2326-6066.CIR-13-0082
http://cancerimmunolres.aacrjournals.org/content/early/2013/07/25/2326-6066.CIR-13-0082
http://cancerimmunolres.aacrjournals.org/content/early/2013/07/25/2326-6066.CIR-13-0082
http://www.ncbi.nlm.nih.gov/pubmed/19706802
http://www.ncbi.nlm.nih.gov/pubmed/19706802
http://www.ncbi.nlm.nih.gov/pubmed/19706802
http://www.ncbi.nlm.nih.gov/pubmed/19706802
http://www.ncbi.nlm.nih.gov/pubmed/21498393
http://www.ncbi.nlm.nih.gov/pubmed/21498393
http://www.ncbi.nlm.nih.gov/pubmed/21498393
http://www.ncbi.nlm.nih.gov/pubmed/21498393
http://www.ncbi.nlm.nih.gov/pubmed/24329802
http://www.ncbi.nlm.nih.gov/pubmed/24329802
http://www.ncbi.nlm.nih.gov/pubmed/18809613
http://www.ncbi.nlm.nih.gov/pubmed/18809613
http://www.ncbi.nlm.nih.gov/pubmed/18809613
http://www.ncbi.nlm.nih.gov/pubmed/18809613
http://www.ncbi.nlm.nih.gov/pubmed/22555974
http://www.ncbi.nlm.nih.gov/pubmed/22555974
http://www.ncbi.nlm.nih.gov/pubmed/22555974
http://www.ncbi.nlm.nih.gov/pubmed/22555974
http://www.ncbi.nlm.nih.gov/pubmed/17657310
http://www.ncbi.nlm.nih.gov/pubmed/17657310
http://www.ncbi.nlm.nih.gov/pubmed/17657310

	Title
	Abstract
	Introduction
	Radiotherapy and Checkpoint Inhibition
	Radiotherapy and Adoptive Cell Transfer
	References 

