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Abstract Antigen-presenting cells are crucial for the
induction of an antigen-specific antitumoral immune
response. Deteriorations in the expression pattern of cell
surface molecules important for the presentation of
antigens might therefore be indicative of an impaired
immune response status in cancer patients. In the pres-
ent study we investigated the expression of MHC class I
and class II molecules, of the costimulatory molecules
CD80/B7-1 and CD86/B7-2, of the adhesion molecule
CD11c, and of the marker of activation CD71 on
CD14+ peripheral blood monocytes (PBMs) from 144
melanoma patients in different stages of disease and 43
healthy controls, by flow cytometric analysis. We found
a decreased expression of HLA-DR (p<0.0005), HLA-
DQ (p=0.006), HLA-DP (p<0.0005), and CD86/B7-2
(p=0.001) on PBMs from melanoma patients compared
with healthy controls, whereas no significant difference
could be detected in the expression of HLA class I
antigens and CD80/B7-1. This down-regulated expres-
sion was associated with disease progression. In con-
trast, CD71 expression was stage-dependently increased
on PBMs from melanoma patients compared with
healthy controls (p=0.024). No correlation was found
between the PBM surface expression pattern and age,
gender, tumor load, and current mode of therapy of the

patients. The observed down-regulation of HLA class II
and CD86/B7-2 on melanoma patients’ PBMs might
reflect an ineffective antigen-presenting function con-
tributing to an impaired antigen-specific immune re-
sponse in these patients.

Keywords Melanoma Æ Monocytes Æ HLA class I Æ
HLA class II Æ CD80/B7-1 Æ CD86/B7-2 Æ CD71 Æ
CD11c

Introduction

Tumor cells’ escape from hostage immunosurveillance is
known as one of the major mechanisms enabling unre-
strained neoplastic cell growth and formation of
metastases. This immune escape is thought to be sup-
ported either by mechanisms of defense exerted by the
tumor cells themselves and/or by an impaired function
of the host immune system [5]. Numerous therapeutic
efforts have been undertaken to restore this defective
function, mostly with the intent of strengthening the
antigen-specific antitumoral immune response [16, 24].
Since professional antigen-presenting cells (APCs) are
known as one of the most important inducers of an
antigen-specific immune response, their potentially
defective function causes a strong impairment of im-
munosurveillance in tumor-bearing hosts [17]. Profes-
sional APCs include dendritic cells, B cells, and
macrophages. Two of these cell types might originate
from monocytes circulating in the peripheral blood
(PBMs): macrophages by extravasal migration in vivo as
well as dendritic cells in vitro cultured with additional
cytokines [2]. While dendritic cells are the most effective
APCs in the induction of primary immune responses and
are considered the best vehicle for the delivery of tumor-
associated antigens in the immunotherapy of cancer
patients, macrophages play an important role in the
immune defense against bacterial and viral infections as
well as against tumor cells. Their progenitors, the PBMs,
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have been shown to exert a so-called monocyte-mediated
tumoricidal activity [7, 18]. This direct cytotoxic effect
requires a monocyte-to-tumor-cell contact and is inde-
pendent of MHC class I or II expression or presentation
of tumor-associated antigenic peptides [8, 13]. However,
little is known about the potency of PBMs to sufficiently
induce an antigen-specific immune response. While
broadly expressing the MHC class II cell surface mole-
cules HLA-DR, HLA-DQ, and HLA-DP, PBMs show
only low surface expression of costimulatory molecules
(e.g., CD80/B7-1 and CD86/B7-2). Nevertheless, cell
surface expression of HLA-DR has been shown to be
down-regulated on PBMs of polytraumatic patients
developing a severe sepsis compared with patients with
nonsepticemic outcome [6]. The authors describe HLA-
DR expression on PBMs as an indicator of an impaired
immune response against bacterial antigens, accompa-
nied by reduced serum concentrations of soluble HLA-
DR (sHLA-DR). Confirming this observation, the
concentration of HLA-DR in serum has been reported
before to reflect a state of immune activation, thus found
to be elevated in patients with viral infections, in rejec-
tion episodes following organ transplantation, and in
graft-versus-host disease [9].

Recently, we found reduced serum levels of sHLA-
DR correlated with advanced stages of disease and tu-
mor burden in serum from malignant melanoma pa-
tients, associated with poor overall, and low rates of
progression-free, survival [23]. These results suggest a
corresponding reduction of the cell surface expression of
HLA-DR on PBMs from melanoma patients. This
possibly impaired HLA class II–expression pattern
might reflect a defective immune response function in
these patients leading to a failure in antigen-specific
recognition and defense against melanoma cells. In the
present study we therefore investigated the expression of
HLA-DR and further HLA class II molecules on PBMs
from melanoma patients in different stages of the disease
compared with healthy controls. Moreover, we analyzed
the cell surface expression of HLA class I molecules, of
the costimulatory molecules CD80/B7-1 and CD86/B7-
2, of the adhesion molecule CD11c, and of the marker of
activation CD71.

Materials and methods

Patients

After informed consent was obtained, blood was drawn from 144
unselected patients presenting at the Department of Dermatology,
the Saarland University Hospital, Homburg/Saar, Germany, with
histologically confirmed malignant melanoma of different stages of
disease, and from 43 healthy controls matched in age and gender.
Clinical staging of the patients was performed according to the
guidelines of the American Joint Committee on Cancer (AJCC) [1].
The patients included 23 males with a mean age of 50.4 ± 16.8
years and 28 females with a mean age of 50.2 ± 15.9 years in stage
I (localized melanoma, tumor thickness £ 1.5 mm), 21 males with
a mean age of 61.2 ± 17.7 years and 18 females with a mean age of
59.2 ± 10.6 years in stage II (localized melanoma, tumor thickness

>1.5 mm), 14 males with a mean age of 58.4 ± 13.3 years and 14
females with a mean age of 63.6 ± 10.2 years in stage III (regional
lymph node and/or in-transit metastases) and 12 males with a mean
age of 58.9 ± 16.4 years and 14 females with a mean age of
54.8 ± 15.8 years in stage IV (distant metastases). Detailed clinical
characteristics of the patients are presented in Table 1. The 43
healthy persons analyzed as controls comprised 23 males with a
mean age of 52.6 ± 20.3 years and 20 females with a mean age of
54.1 ± 17.9 years. Patients were enrolled into this study from
January until August 2000. Following the results of diagnostic
methods such as physical examination, X-ray or CT of the chest,
ultrasound or CT of the abdomen as well as MRI of the brain, all
patients were classified as tumor-bearing or tumor-free. Patients
were treated according to therapy protocols of the Dermatologic
Cooperative Oncology Group (DeCOG) including cytostatic (cis-
platin, dacarbazine, temozolomide, vindesine) and immunomodu-
latory (interferon-a) agents in different combinations and
schedules. Blood samples of healthy controls were kindly provided
by the Department of Hematology and Blood Transfusion of the
Saarland University Hospital. All controls were blood donors
undergoing regular physical and laboratory examinations.

Monoclonal antibodies (mAbs)

MAbs recognizing HLA-DR (L243) and CD14 (MuP9) were
purchased from Becton Dickinson (San Jose, CA, USA), as well as
the unspecific antihuman mAb X40. The anti-pan-HLA class I
mAb W6/32, the anti-CD71 mAb Ber-T9 and the fluorescein iso-
thiocyanate (FITC)-conjugated rabbit antimouse F(ab)2 fragments
were obtained from DAKO (Glostrup, Denmark). MAbs recog-
nizing HLA-DQ (TÜ169), HLA-DP (HI43), CD11c (B-ly6), and
CD86/B7-2 (2331) were purchased from PharMingen (San Diego,
CA, USA). The anti-CD80/B7-1 mAb 104 was purchased from
Immunotech (Marseille, France).

Flow cytometry

Peripheral blood mononuclear cells (PBMCs) were isolated from
freshly obtained heparinized blood samples by Ficoll-Hypaque
density gradient centrifugation. After 60 min of incubation at 4�C
with unspecific rabbit IgG (5 lg/ml PBS) in order to block non-
specific Fc-receptor binding on monocytes, cells were incubated for
20 min at 4�C with different mAbs in PBS / 0.5% bovine serum
albumin (BSA) / 0.02% sodium azide. Used concentrations of
mAbs were 0.5 ng/ml (L243), 2 ng/ml (TÜ 169), 4 ng/ml (B-ly6),
2 ng/ml (HI43), 5 ng/ml (2331), 3.5 ng/ml (W6/32), 3.5 ng/ml (Ber-
T9), and 4 ng/ml (104). Unspecific mouse IgG was used as control.
After two washings, cells were incubated for 20 min at 4�C with
FITC-conjugated rabbit antimouse antibodies (1 lg/ml PBS /
0.5% BSA / 0.02% sodium azide), followed by an incubation with
the phycoerythrin (PE)-conjugated mAb MuP9 (1 ng/ml). Stained
samples were analysed using a Coulter Epics XL 2 cytometer with
the system II software (Coulter Electronics, Miami, FL, USA).
Peripheral blood lymphocytes (PBLs) and PBMs were distin-
guished by forward and side light scatter properties. CD14+ cells
were gated as the cell population of interest. These cells were
analyzed for their expression of surface markers by comparison of
their fluorescence after staining with specific mAb versus staining
with unspecific isotype-matched mAb. Results are presented as
mean fluorescence intensity (MSFI), which represents the ratio of
the mean fluorescence intensities of the specific mAb staining and
the irrelevant control Ab staining. A MSFI exceeding 1.20 was
scored as a positive staining.

Statistical analysis

Mann-Whitney U-test (gender and tumor load), Bonferroni post
hoc test (therapy vs no therapy), ANOVA analysis (patients vs
controls), and ANOVA regression analysis (stage of disease) were

552



T
a
b
le

1
P
a
ti
en
t
ch
a
ra
ct
er
is
ti
cs
.
M
S
F
I
(m

ea
n
sp
ec
ifi
c
fl
u
o
re
sc
en
ce

in
te
n
si
ty
)
w
a
s
d
et
er
m
in
ed

b
y
fl
o
w
cy
to
m
et
ry

a
n
d
ca
lc
u
la
te
d
a
s
th
e
ra
ti
o
o
f
th
e
M
F
I
a
ch
ie
v
ed

w
it
h
sp
ec
ifi
c
a
n
ti
b
o
d
ie
s/

is
o
ty
p
e-
m
a
tc
h
ed

co
n
tr
o
l
a
n
ti
b
o
d
ie
s.
M
S
F
I
ex
ce
ed
in
g
1
.2
0
co
u
n
te
d
a
s
p
o
si
ti
v
e
st
a
in
in
g
.
D
a
ta

re
p
re
se
n
t
m
ea
n
±

S
E
M

o
r
m
ed
ia
n
a
n
d
p
er
ce
n
ti
le
s
(%

/%
)

N
o
.
o
f

ca
se
s

H
L
A
-I

(M
S
F
I)

H
L
A
-D

R
(M

S
F
I)

H
L
A
-D

Q
(M

S
F
I)

H
L
A
-D

P
(M

S
F
I)

C
D
8
0
/B
7
-1

(M
S
F
I)

C
D
8
6
/B
7
-2

(M
S
F
I)

C
D
1
1
c
(M

S
F
I)

C
D
7
1
(M

S
F
I)

P
a
ti
en
ts

1
4
4

2
9
.7
1
(1
8
.2
9
/3
9
.9
4
)

3
4
.4
2
±

1
2
.9
0
*
*
*

2
.2
5
(1
.7
1
/2
.7
9
)*

6
.2
9
±

3
.7
5
*
*
*

1
.4
3
(1
.1
4
/1
.6
3
)

2
.0
2
(1
.6
0
/2
.4
2
)*
*

3
.2
7
±

1
.0
8

1
.4
5
(1
.1
7
/1
.7
9
)*

S
ex M
a
le

6
9

3
1
.0
4
(2
2
.6
0
/3
9
.1
3
)

3
4
.7
7
±

1
2
.6
3

2
.4
1
(1
.9
8
/2
.8
5
)

6
.4
1
±

2
.9
2

1
.4
4
(1
.1
8
/1
.6
3
)

1
.9
9
(1
.6
6
/2
.4
1
)

3
.3
5
±

1
.1
0

1
.4
0
(1
.1
9
/1
.8
5
)

F
em

a
le

7
5

2
6
.8
3
(1
7
.6
0
/4
0
.3
9
)

3
3
.7
1
±

1
3
.3
2

2
.1
2
(1
.5
9
/2
.7
4
)

6
.2
4
±

4
.3
6

1
.3
9
(1
.1
0
/1
.6
6
)

2
.0
2
(1
.5
6
/2
.4
2
)

3
.2
3
±

1
.0
8

1
.3
4
(1
.1
5
/1
.7
8
)

S
ta
g
e

I
5
1

2
9
.5
2
(1
8
.3
3
/3
9
.3
5
)

3
6
.8
1
±

1
2
.2
5
*
*
*

2
.0
9
(1
.6
8
/2
.6
3
)

6
.5
4
±

4
.9
8
*

1
.3
9
(1
.1
4
/1
.5
8
)

2
.1
5
(1
.6
4
/2
.5
0
)*
*

3
.2
1
±

1
.1
0
*

1
.2
9
(1
.1
4
/1
.6
5
)*

II
3
9

3
4
.4
9
(2
3
.7
1
/4
5
.5
5
)

3
3
.2
7
±

1
2
.3
3
*
*
*

2
.5
6
(2
.1
3
/3
.0
0
)

6
.6
6
±

2
.4
7
*

1
.3
9
(1
.1
7
/1
.5
8
)

2
.0
4
(1
.7
3
/2
.4
5
)*
*

3
.4
7
±

1
.0
9
*

1
.3
4
(1
.1
7
/1
.7
2
)*

II
I

2
8

2
7
.3
5
(1
8
.2
5
/3
8
.3
5
)

3
1
.2
8
±

1
4
.1
2
*
*
*

2
.2
0
(1
.6
2
/2
.8
7
)

5
.5
9
±

2
.8
9
*

1
.4
7
(0
.9
9
/2
.2
9
)

1
.9
9
(1
.5
5
/2
.5
4
)*
*

3
.2
1
±

1
.0
3
*

1
.4
2
(1
.2
3
/1
.9
9
)*

IV
2
6

2
5
.4
6
(1
7
.5
3
/3
7
.5
1
)

3
4
.9
7
±

1
3
.4
8
*
*
*

1
.9
9
(1
.5
9
/2
.6
1
)

5
.9
5
±

3
.2
4
*

1
.4
5
(1
.1
5
/1
.8
1
)

1
.9
6
(1
.5
2
/2
.3
0
)*
*

3
.1
0
±

1
.1
1
*

1
.5
5
(1
.1
6
/2
.2
6
)*

T
u
m
o
r
lo
a
d

D
et
ec
ta
b
le

2
6

2
4
.0
7
(1
7
.4
2
/3
4
.9
2
)

2
9
.5
9
±

1
3
.1
8

2
.0
4
(1
.5
7
/2
.5
7
)

5
.0
7
±

2
.5
9

1
.4
5
(1
.1
0
/1
.9
0
)

1
.8
6
(1
.5
2
/2
.1
8
)

2
.8
1
±

0
.9
7
*

1
.4
4
(1
.1
8
/1
.7
9
)

N
o
t
d
et
ec
ta
b
le

1
1
8

9
3
.7
9
(6
6
.7
9
/1
2
9
.2
5
)
3
5
.3
2
±

1
2
.7
6

2
.2
8
(1
.7
8
/2
.8
6
)

6
.5
2
±

3
.9
3

1
.4
3
(1
.1
7
/1
.6
2
)

2
.0
7
(1
.6
5
/2
.4
9
)

3
.3
6
±

1
.0
9
*

1
.3
4
(1
.1
7
/1
.7
6
)

T
h
er
a
p
y

N
o
th
er
a
p
y

9
8

2
9
.7
4
(1
7
.8
5
/3
9
.6
8
)

3
4
.3
1
±

1
1
.8
5

2
.2
8
(1
.7
9
/2
.7
7
)

6
.2
9
±

4
.0
4

1
.3
9
(1
.1
3
/1
.5
8
)

2
.0
1
(1
.6
0
/2
.4
7
)

3
.2
7
±

1
.1
1

1
.3
4
(1
.1
6
/1
.6
8
)

C
y
to
st
a
ti
cs

a
1
8

2
7
.9
0
(1
7
.8
0
/3
9
.7
8
)

3
4
.9
5
±

1
4
.5
2

2
.1
3
(1
.6
2
/2
.6
6
)

6
.2
8
±

3
.0
5

1
.6
4
(1
.4
0
/1
.8
2
)

2
.0
3
(1
.7
4
/2
.3
6
)

3
.0
6
±

1
.0
2

1
.5
5
(1
.2
0
/2
.1
3
)

IF
N
-a

b
5

4
9
.1
2
(3
8
.6
9
/6
6
.6
6
)

4
8
.4
7
±

1
9
.8
3

2
.5
2
(1
.5
0
/3
.1
0
)

7
.0
4
±

3
.1
8

1
.5
8
(1
.3
4
/1
.6
7
)

2
.3
0
(1
.7
5
/2
.8
1
)

3
.6
3
±

1
.1
7

1
.2
7
(1
.1
3
/1
.5
9
)

C
y
to
st
a
ti
cs

+
IF

N
-a

c
7

2
3
.5
5
(1
4
.0
1
/2
6
.8
2
)

2
2
.0
3
±

1
2
.4
6

2
.2
6
(1
.9
9
/3
.7
1
)

6
.4
7
±

4
.4
8

1
.8
4
(1
.4
5
/2
.0
5
)

2
.0
2
(1
.7
8
/2
.4
7
)

3
.3
8
±

1
.2
6

1
.8
0
(1
.2
8
/2
.6
4
)

T
h
er
a
p
y
>

2
m
o
d

1
6

3
5
.5
6
(2
3
.6
0
/4
0
.7
7
)

3
5
.6
3
±

1
1
.4
1

2
.0
9
(1
.5
9
/2
.7
4
)

5
.7
9
±

2
.6
5

1
.1
9
(1
.0
2
/1
.9
9
)

1
.8
7
(1
.5
1
/2
.2
3
)

2
.2
6
±

1
.0
2

1
.3
5
(1
.1
5
/2
.0
0
)

C
o
n
tr
o
ls

4
3

3
0
.4
1
(2
1
.5
8
/5
2
.7
5
)

4
8
.0
0
±

1
4
.6
9

2
.7
6
(2
.1
1
/3
.1
6
)

8
.2
1
±

2
.5
4

1
.4
2
(1
.1
1
/1
.8
9
)

2
.3
5
(1
.9
6
/3
.0
9
)

3
.9
1
±

1
.8
3

1
.3
2
(1
.0
4
/1
.4
1
)

a
U
n
tr
ea
te
d
p
a
ti
en
ts

w
er
e
co
m
p
a
re
d
w
it
h
p
a
ti
en
ts

cu
rr
en
tl
y
tr
ea
te
d
w
it
h
d
iff
er
en
t
cy
to
st
a
ti
cs

(s
ee

‘‘
M
a
te
ri
a
ls
a
n
d
m
et
h
o
d
s’
’)

b
U
n
tr
ea
te
d
p
a
ti
en
ts

w
er
e
co
m
p
a
re
d
w
it
h
p
a
ti
en
ts

cu
rr
en
tl
y
tr
ea
te
d
w
it
h
IF

N
-a

c U
n
tr
ea
te
d
p
a
ti
en
ts

w
er
e
co
m
p
a
re
d
w
it
h
p
a
ti
en
ts

cu
rr
en
tl
y
tr
ea
te
d
w
it
h
cy
to
st
a
ti
cs

in
co
m
b
in
a
ti
o
n
w
it
h
IF

N
-a

(b
io
ch
em

o
th
er
a
p
y
)

d
U
n
tr
ea
te
d
p
a
ti
en
ts

w
er
e
co
m
p
a
re
d
w
it
h
p
a
ti
en
ts

tr
ea
te
d
m
o
re

th
a
n
2
m
o
n
th
s
a
g
o
w
it
h
a
n
y
k
in
d
o
f
th
er
a
p
y

*
p
<

0
.0
5
;
*
*
p
<

0
.0
0
5
;
*
*
*
p
<

0
.0
0
0
5
;
A
N
O
V
A

a
n
a
ly
si
s
(p
a
ti
en
ts

v
s
co
n
tr
o
ls
),
M
a
n
n
-W

h
it
n
ey

U
-t
es
t
(s
ex
,
tu
m
o
r
lo
a
d
),
A
N
O
V
A

re
g
re
ss
io
n
a
n
a
ly
si
s
(s
ta
g
e)
,
B
o
n
fe
rr
o
n
i
p
o
st

h
o
c
te
st

(t
h
er
a
p
y
v
s
n
o
th
er
a
p
y
)

553



used for statistical comparisons. Normality of the data was tested
using the Kolmogorov-Smirnov test, revealing MSFI data of HLA-
DR, HLA-DP, and CD11c as normally distributed, whereas
MSFIs of HLA-DQ, HLA-I (W6/32), B7.1, B7.2, and CD71
showed skewed data. Hence, regarding these latter parameters all
statistical comparisons (Mann-Whitney U-test, Bonferroni post
hoc test, and ANOVA analysis) were performed with logarithmi-
cally transformed data. Multivariate analysis was performed using
a general linear model. Differences with a p value less than 0.05
were considered statistically significant. Statistical analysis was
performed using SPSS software (SPSS, Chicago, IL).

Results

CD14+ peripheral blood mononuclear cells from 144
patients diagnosed with melanoma as well as 43 healthy
controls were analyzed for cell surface expression of
HLA class I and class II antigens, CD80/B7-1, CD86/
B7-2, CD11c, and CD71.

Decreased expression of HLA class II antigens

Cell surface expression of the class II molecules HLA-
DR (p<0.0005), HLA-DQ (p=0.006) and HLA-DP
(p<0.0005) was decreased on PBMs from melanoma
patients compared with healthy control subjects (Ta-
ble 1). As shown in Fig. 1A, B, we found a strong
association of decreased expression of HLA-DR
(p<0.0005) and HLA-DP (p=0.008) with advanced
stages of disease. HLA-DQ expression revealed no cor-
relation with disease stages (Table 1). The expression
pattern of HLA class II molecules showed no significant
changes in regard to age (data not shown), gender, tu-
mor load, or current therapy regimens of the patients
tested (Table 1). However, there was a trend to a re-
duced expression of HLA-DR and HLA-DP in tumor-
bearing compared with tumor-free patients (Table 1),
that might have reached statistical significance using a
higher number of patients with detectable tumor masses.
In regard to therapeutic interventions, strongly in-
creased expressions of HLA-DR, HLA-DQ, and HLA-
DP could be observed in patients treated with IFN-a in
comparison to untreated patients (Table 1). Due to the
small number of five patients in this particular subgroup,
these changes did not reach statistical significance.

No significant changes in HLA class I expression

In contrast to HLA class II molecules, the expression of
HLA class I on PBMs was found without significant
differences between melanoma patients and healthy
controls (Table 1). Moreover, HLA class I expression
showed no correlation to gender or disease stage of the
patients. Tumor-free patients revealed a trend to
elevated expression levels of HLA class I molecules
compared with tumor-bearing patients (Table 1). These
differences, however, did not reach statistical signifi-

cance due to high values for standard deviations and the
small number of patients with detectable tumor load. In
regard to the mode of therapy we found elevated
expression levels of HLA class I in patients treated with
IFN-a (Table 1).

Decreased expression of CD86/B7-2 and CD11c

As shown in Table 1, the expression of CD86/B7-2
(p=0.001) and CD11c (p=0.13) was decreased on
PBMs from melanoma patients compared with healthy
controls. This decrease in expression of both cell surface
antigens was associated with advanced disease stages
(p=0.002 and p=0.031, respectively; Fig. 2A, B).
Additionally, patients with detectable tumor load re-

Fig. 1A, B Stage-dependent decrease of surface expression of (A)
HLA-DR and (B) HLA-DP on peripheral blood monocytes from
melanoma patients (n=144) and healthy controls (n=43). Box
plots indicate median (central bars within boxes), upper and lower
quartile (upper and lower bars of boxes), and 95% confidence
interval (bars above and below boxes). Stage I/II primary
melanoma, stage III regional lymph node and/or in-transit
metastases, stage IV distant metastases. Os represent outlying
cases. Statistical differences between stages were analyzed using
ANOVA regression analysis
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vealed less CD11c expression than tumor-free patients
(p=0.022; Table 1). Neither CD86/B7-2 nor CD11c re-
vealed any significant differences in expression in regard
to age (data not shown), gender, or current mode of
therapy of the patients (Table 1). However, there was a
trend toward up-regulated expression levels of CD86/
B7-2 in patients treated with IFN-a in comparison to
untreated patients (Table 1). The cell surface expression
of CD80/B7-1 showed no significant differences in
expression on PBMs from melanoma patients compared
with healthy controls (Table 1).

Increased expression of CD71

The cell surface expression of CD71 was elevated on
PBMs from melanoma patients compared with healthy

control subjects (p=0.024; Table 1). The increase of
CD71 expression was associated with advanced stages of
disease (p=0.006; Fig. 3). No significant differences in
CD71 expression could be detected in regard to age
(data not shown), gender, tumor load, and current mode
of therapy of the patients (Table 1). Cell surface
expression patterns on PBMs from two representative
patients with stage I and IV disease, respectively, in
comparison to a representative healthy donor are shown
in Fig. 4.

Discussion

A defective function of APCs is known to result in an
reduced antigen-specific immune response leading to an
impaired recognition and eradication of malignant cells.
Recently, a decreased antigen-presenting function of
dendritic cells has been described in breast cancer pa-
tients [10]. Gabrilovich and coworkers found an asso-
ciation between the impaired ability of patients’
dendritic cells to stimulate allogeneic T cells associated
with reduced cell surface expression of HLA class II and
costimulatory B-7 molecules. Though the functional
impact of PBMs for the antigen-specific antitumoral
immunosurveillance and defense is not yet clarified, de-
fects in the antigen-presenting function of PBMs might
possibly impair these mechanisms in cancer patients.
Recent studies have described decreased expression lev-
els of HLA-DR on PBMs from patients with malig-
nancies of different origin, such as lung cancer [21],
colorectal cancer [21, 22], glioblastoma [33], as well as
head and neck cancer [28]. Moreover, the HLA-DR

Fig. 3 Stage-dependent increase of surface expression of CD71 on
peripheral blood monocytes from melanoma patients (n=144) and
healthy controls (n=43). Box plots indicate median (central bars
within boxes), upper and lower quartile (upper and lower bars of
boxes), and 95% confidence interval (bars above and below boxes).
Stage I/II primary melanoma, stage III regional lymph node and/or
in-transit metastases, stage IV distant metastases. Os and asterisks
represent outlying cases. Statistical differences between stages were
analyzed using ANOVA regression analysis

Fig. 2A, B Stage-dependent decrease of surface expression of (A)
CD86/B7-2 and (B) CD11c on peripheral blood monocytes from
melanoma patients (n=144) and healthy controls (n=43). Box
plots indicate median (central bars within boxes), upper and lower
quartile (upper and lower bars of boxes), and 95% confidence
interval (bars above and below boxes). Stage I/II primary
melanoma, stage III regional lymph node and/or in-transit
metastases, stage IV distant metastases. Os represent outlying
cases. Statistical differences between stages were analyzed using
ANOVA regression analysis
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expression level on PBMs from cancer patients has been
shown to be modulated by chemotherapy [21], immu-
notherapy with IL-4 [25] or IFN-c [22], as well as by
malnutrition [28]. Other authors, however, could not
confirm these observations and found PBMs from breast
cancer patients in comparison to those from healthy
donors not differentially expressing HLA-DR, but
showing a higher transmigratory potency when inter-
acting with endothelial cells [11].

A variety of different markers correlating with disease
progression has been described for malignant melanoma
[4, 14, 26, 27]. Hitherto, the only cancer entity analyzed
for a possible correlation between disease progression
and HLA-DR expression on PBMs has been cancer of
the head and neck, where a correlation could be dem-
onstrated not with tumor stage [28], but with survival of
the patients [29]. Therefore, in the present study we
analyzed PBMs from a large panel of melanoma patients
in different stages of disease and found a strong and
stage-dependent decrease in HLA-DR expression in
patients compared with healthy controls. This finding
corresponds to the strongly reduced serum levels of
sHLA-DR we described before in a similar panel of
patients [23]. An analogous observation has been made
by Ditschkowski and coworkers [6], who reported low
sHLA-DR serum values in patients with severe sepsis,
corresponding to a reduced HLA-DR cell surface
expression on PBMs. These observations suggest that
cell surface shedding of HLA-DR from mononuclear
cells of the peripheral blood might be a possible source
of origin of serum sHLA-DR molecules. However, this
potential mechanism has to be further elucidated.

Additionally, the present study demonstrates a sig-
nificantly reduced expression of other surface molecules
belonging to the MHC class II complex, HLA-DQ and
HLA-DP, on PBMs from melanoma patients. It has
been shown that monocytes can be heterogenously
activated by ligation to different MHC class II molecules
(HLA-DR, HLA-DQ, and HLA-DP) leading to a dif-
ferential secretion of monokines which may alter T-cell
responses in vivo [20]. Thus, down-regulation of these
molecules might contribute to an impaired antigen-pre-
senting function of PBMs in melanoma patients. On the
other hand, the low expression pattern of MHC class II
might merely reflect an immunosuppressive environment
as induced by cytokines such as IL-10 [3, 31] or TGF-b
[31].

In regard to costimulatory surface molecules, we
found a significantly decreased expression of CD86/B7-
2, correlating to advanced stages of disease. In contrast,
CD80/B7-1 was only weakly expressed on PBMs, as
described previously [19], and revealed no significant
differences between melanoma patients and healthy
controls. Both molecules of the B7 family, particularly
CD86/B7-2, play crucial roles in T-cell activation by
APCs [30]. Their importance became evident in the
demonstration of T-cell anergy in the absence of B7
signals [15]. Thus, we suggest that the strongly reduced
expression pattern of CD86/B7-2 on PBMs from mela-
noma patients found in our study indicates an impaired
costimulation and effector activation of T cells by
PBMs, contributing to an impaired antigen-specific im-
mune response status in melanoma patients. Interest-
ingly, it has been shown that low expression of CD86/
B7-2 on PBMs was significantly associated with unre-
sponsiveness to vaccination against hepatitis B in
chronic hemodialysis patients [12]. This observation
underlines the importance of our results supposing a
possible impact for therapeutic vaccination strategies in
melanoma patients.

To evaluate the status of activation of the PBMs
tested, we quantified the cell surface expression of the
transferrin receptor CD71 and of the cell adhesion
molecule CD11c. Both molecules are known to be up-
regulated during PBM activation—e.g., after binding of
lipopolysaccharide (LPS), the strongest inducer of an
immune response in PBMs by binding to cell surface
CD14 [34]. Interestingly, CD71 and HLA-DR expres-
sion have been described before to be down-regulated on
PBMs from septic shock patients compared with normal
subjects, indicating a monocyte anergy [32]. In contrast,
our results demonstrate decreased HLA-DR expression
combined with a significantly increased CD71 expres-
sion on PBMs from melanoma patients compared with
healthy controls. The possible impact of this particular
PBM expression pattern on the antitumoral immune
response needs to be further investigated.

Moreover, we analyzed the impact of therapeutic
interventions on the surface expression profile of PBMs.
We found no significant differences between patients
under chemotherapy compared with untreated patients.
Furthermore, no differences could be found between
patients without treatment for 2 months and patients
without any therapy at all. This observation rules out a
long-lasting effect of treatment given to the patients.
Due to these findings we conclude that the stage-
dependent alterations we detected in the cell surface
expression of HLA class II as well as CD86/B7-2 mol-
ecules on PBMs is most likely caused by melanoma
disease and not by therapeutic interventions. However,
other investigators found alterations associated with
chemotherapy [21] or immunotherapy [22, 25] in the
HLA-DR expression on PBMs from patients suffering
from cancer entities different from melanoma. In regard
to immunotherapy, which in the panel of patients
investigated in the present study is represented by IFN-a

Fig. 4 Cell surface expression patterns of peripheral blood mono-
cytes (PBMs) detected by immunofluorescence double-staining and
subsequent flow cytometry analysis. PBMs from two representative
melanoma patients with stage I and IV disease, respectively, and a
representative healthy donor were processed as described in
‘‘Materials and methods.’’ The x-axis of each plot indicates the
fluorescence intensity of phycoerythrin (PE)-conjugated CD14, the
y-axis represents the fluorescence intensity of the fluorescein-
isothiocyanate (FITC)-labeled antigen indicated on the left-hand
side. The percentage of specifically stained CD14+ cells is indicated
in the upper right quadrant of each plot
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only, we found a trend to up-regulated cell surface
expression of HLA class II, CD86/B7-2 as well as
CD11c molecules on PBMs from melanoma patients.
Due to the small number of patients enrolled in this
study while treated with IFN-a, these differences did not
reach statistical significance.

In conclusion, this study demonstrates a stage-
dependently reduced expression pattern of HLA-DR,
HLA-DQ and HLA-DP, CD86/B7-2, and CD11c on
circulating PBMs in melanoma patients compared with
healthy donors. In contrast, HLA class I and CD80/
B7-1 expression revealed no significant differences in
patients versus controls. Our results indicate a stage-
dependently down-regulated expression pattern of
HLA class II and costimulatory molecules on PBMs
from melanoma patients that might reflect an ineffec-
tive antigen-presenting function of these cells. These
mechanisms may contribute to the impaired immune
response state known in patients with advanced
melanoma.
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3. Becker JC, Czerny C, Bröcker EB (1994) Maintenance of clonal
anergy by endogenously produced IL-10. Int Immunol 6:1605–
1612

4. Bosserhoff AK, Kaufmann M, Kaluza B, Bartke I, Zirngibl H,
Hein R, Stolz W, Buetnner R (1997) Melanoma-inhibitory
activity, a novel serum marker for progression of malignant
melanoma. Cancer Res 57:3149–3153

5. Chouaib S, Asselin-Paturel C, Mami-Chouaib F, Caignard A,
Blay JY (1997) The host-tumor immune conflict: from immu-
nosuppression to resistance and destruction. Immunol Today
18:493–497

6. Ditschkowski M, Kreuzfelder E, Rebmann V, Ferencik S,
Majetschak M, Schmid EN, Obertacke U, Hirche H, Schade
UF, Grosse-Wilde H (1999) HLA-DR expression and soluble
HLA-DR levels in septic patients after trauma. Ann Surg
229:246–254

7. Fidler IJ, Kleinerman ES (1984) Lymphokine-activated human
blood monocytes destroy tumor cells but not normal cells un-
der cocultivation conditions. J Clin Oncol 2:937–943

8. Fidler IJ, Schroit AJ (1988) Recognition and destruction of
neoplastic cells by activated macrophages: discrimination of
altered self. Biochim Biophys Acta 948:151–173

9. Filaci G, Contini P, Brenci S, Lanza L, Scudeletti M, Indiveri
F, Puppo F (1995) Increased serum concentration of soluble
HLA-DR antigens in HIV infection and following transplan-
tation. Tissue Antigens 46:117–123

10. Gabrilovich DI, Corak J, Ciernik IF, Kavanaugh D, Carbone
DP (1997) Decreased antigen presentation by dendritic cells in
patients with breast cancer. Clin Cancer Res 3:483–490

11. Gebhard B, Gnant M, Schutz G, Roka S, Weigel G, Kandioler
D, Taucher S, Grunberger T, Roth E, Jakesz R, Spittler A
(2000) Different transendothelial migration behaviour pattern
of blood monocytes derived from patients with benign and
malignant diseases of the breast. Anticancer Res 20:4599–4604

12. Girndt M, Sester M, Sester U, Kaul H, Kohler H (2001)
Defective expression of B7-2 (CD86) on monocytes of dialysis
patients correlates to the uremia-associated immune defect.
Kidney Int 59:1382–1389

13. Griffith TS, Wiley SR, Kubin MZ, Sedger LM, Maliszewski
CR, Fanger NA (1999) Monocyte-mediated tumoricidal
activity via the tumor necrosis factor-related cytokine, TRAIL.
J Exp Med 189:1343–1354

14. Guo HB, Stoffel-Wagner B, Bierwirth T, Mezger J, Klingmuller
D (1995) Clinical significance of serum S100 in metastatic
malignant melanoma. Eur J Cancer 31A:924–928

15. Harding FA, McArthur JG, Gross JA, Raulet DH, Allison JP
(1992) CD28-mediated signalling co-stimulates murine T cells
and prevents induction of anergy in T-cell clones. Nature
356:607–609

16. Houghton AN, Gold JS, Blachere NE (2001) Immunity against
cancer: lessons learned from melanoma. Curr Opin Immunol
13:134–140

17. Huang AY, Golumbek P, Ahmadzadeh M, Jaffee E, Pardoll D,
Levitsky H (1994) Role of bone marrow-derived cells in pre-
senting MHC class I–restricted tumor antigens. Science
264:961–965

18. Kleinerman ES, Ceccorulli LM, Bonvini E, Zicht R, Gallin JI
(1985) Lysis of tumor cells by human blood monocytes by a
mechanism independent of activation of the oxidative burst.
Cancer Res 45:2058–2064

19. Lenschow DJ, Sperling AI, Cooke MP, Freeman G, Rhee L,
Decker DC, Gray G, Nadler LM, Goodnow CC, Bluestone JA
(1994) Differential up-regulation of the B7-1 and B7-2 costim-
ulatory molecules after Ig receptor engagement by antigen.
J Immunol 153:1990–1997

20. Matsuoka T, Tabata H, Matsushita S (2001) Monocytes are
differentially activated through HLA-DR, -DQ, and -DP
molecules via mitogen-activated protein kinases. J Immunol
166:2202–2208

21. Novellino PS, Trejo YG, Beviacqua M, Bordenave RH, Rumi
LS (1999) Cisplatin containing chemotherapy influences HLA-
DR expression on monocytes from cancer patients. J Exp Clin
Cancer Res 18:481–484

22. Novellino PS, Trejo YG, Beviacqua M, Bordenave RH, Rumi
LS (2000) Regulation of HLA-DR antigen in monocytes from
colorectal cancer patients by in vitro treatment with human
recombinant interferon-gamma. J Investig Allergol Clin
Immunol 10:90–93

23. Rebmann V, Ugurel S, Tilgen W, Reinhold U, Grosse-Wilde H
(2002) Soluble HLA-DR is a potent predictive indicator of
disease progression in serum from early-stage melanoma pa-
tients. Int J Cancer 100:580–585

24. Rosenberg SA (2001) Progress in human tumour immunology
and immunotherapy. Nature 411:380–384

25. Roth MD, Gitlitz BJ, Kiertscher SM, Park AN, Mendenhall
M, Moldawer N, Figlin RA (2000) Granulocyte macrophage
colony-stimulating factor and interleukin 4 enhance the num-
ber and antigen-presenting activity of circulating CD14+ and
CD83+ cells in cancer patients. Cancer Res 60:1934–1941

26. Ugurel S, Rappl G, Tilgen W, Reinhold U (2001) Increased
serum concentration of angiogenic factors in malignant mela-
noma patients correlates with tumor progression and survival.
J Clin Oncol 19:577–583

27. Ugurel S, Rappl G, Tilgen W, Reinhold U (2001) Increased
soluble CD95 (sFas/CD95) serum level correlates with poor
prognosis in melanoma patients. Clin Cancer Res 7:1282–1286

28. van Bokhorst-de van der Schuer MA, von Blomberg-van der
Flier BM, Riezebos RK, Scholten PE, Quak JJ, Snow GB, van
Leeuwen PA (1998) Differences in immune status between well-
nourished and malnourished head and neck cancer patients.
Clin Nutr 17:107–111

558



29. van Bokhorst-de van der S, von Blomberg-van der Flier BM,
Kuik DJ, Scholten PE, Siroen MP, Snow GB, Quak JJ, van
Leeuwen PA (2000) Survival of malnourished head and neck
cancer patients can be predicted by human leukocyte antigen-
DR expression and interleukin-6/tumor necrosis factor-alpha
response of the monocyte. JPEN J Parenter Enteral Nutr
24:329–336

30. Van Gool SW, Vandenberghe P, de Boer M, Ceuppens JL
(1996) CD80, CD86, and CD40 provide accessory signals in a
multiple-step T-cell activation model. Immunol Rev 153:47–83

31. Wahl SM, McCartney-Francis N, Mergenhagen SE (1989)
Inflammatory and immunomodulatory roles of TGF-beta.
Immunol Today 10:258–261

32. Williams MA, Withington S, Newland AC, Kelsey SM
(1998) Monocyte anergy in septic shock is associated with a
predilection to apoptosis and is reversed by granulocyte-
macrophage colony-stimulating factor ex vivo. J Infect Dis
178:1421–1433

33. Woiciechowsky C, Asadullah K, Nestler D, Schoning B,
Glockner F, Docke WD, Volk HD (1998) Diminished mono-
cytic HLA-DR expression and ex vivo cytokine secretion
capacity in patients with glioblastoma: effect of tumor extir-
pation. J Neuroimmunol 84:164–171

34. Wright SD, Ramos RA, Tobias PS, Ulevitch RJ, Mathison JC
(1990) CD14, a receptor for complexes of lipopolysaccharide
(LPS) and LPS binding protein. Science 249:1431–1433

559


