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Abstract
There is strong evidence that chemotherapy can induce tumor necrosis which can be exploited for the targeted delivery of 
immuno-oncology agents into the tumor microenvironment (TME). We hypothesized that docetaxel, a chemotherapeutic 
agent that induces necrosis, in combination with the bifunctional molecule NHS-IL-12 (M9241), which delivers recombinant 
IL-12 through specific targeting of necrotic regions in the tumor, would provide a significant antitumor benefit in the poorly 
inflamed murine tumor model, EMT6 (breast), and in the moderately immune-infiltrated tumor model, MC38 (colorectal). 
Docetaxel, as monotherapy or in combination with NHS-IL-12, promoted tumor necrosis, leading to the improved accumula-
tion and retention of NHS-IL-12 in the TME. Significant antitumor activity and prolonged survival were observed in cohorts 
receiving docetaxel and NHS-IL-12 combination therapy in both the MC38 and EMT6 murine models. The therapeutic 
effects were associated with increased tumor infiltrating lymphocytes and were dependent on CD8+ T cells. Transcriptom-
ics of the TME of mice receiving the combination therapy revealed the upregulation of genes involving crosstalk between 
innate and adaptive immunity factors, as well as the downregulation of signatures of myeloid cells. In addition, docetaxel 
and NHS-IL-12 combination therapy effectively controlled tumor growth of PD-L1 wild-type and PD-L1 knockout MC38 
in vivo, implying this combination could be applied in immune checkpoint refractory tumors, and/or tumors regardless of 
PD-L1 status. The data presented herein provide the rationale for the design of clinical studies employing this combination 
or similar combinations of agents.

Keywords  NHS-IL-12 · Docetaxel · rIL-12 · Necrosis · Immunotherapy · Combination immunotherapy

Introduction

In 2018, nearly 80% of patients diagnosed with advanced 
or metastatic cancer were eligible to receive conventional 
chemotherapy [1]. In recent years, evidence has shown select 
chemotherapy regimens induce immunogenic cell stress, 
ranging from immunogenic modulation to immunogenic 
cell death [2], as well as necrosis, which is immunogenic 

in nature through plasma membrane rupture and release of 
damage associated molecular patterns [3–5]. Included in 
these select chemotherapy regimens that cause immunogenic 
cell stress is docetaxel [6, 7], a taxane that functions to sta-
bilize microtubules, leading to mitotic catastrophe, result-
ing in apoptotic or necrotic cell death [8–10]. Docetaxel is 
among the most widely used conventional chemotherapies 
[11], with FDA approval in breast cancer, non-small cell 
lung cancer, castration-resistant prostate cancer, gastric 
adenocarcinoma, and squamous cell carcinoma of the head 
and neck.

Interleukin-12 (IL-12), a pleiotropic proinflammatory 
cytokine, is produced by antigen presenting cells and plays 
a critical role in the crosstalk between innate and adaptive 
immunity [12]. IL-12 promotes cell-mediated immunity by 
inducing CD4+ Th1 cell differentiation and IFNγ production 
and enhancing recruitment and cytolytic effector function 
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of both CD8+ T cells and natural killer (NK) cells [13, 14]. 
Given these pleiotropic effects that promote multifaceted 
antitumor immunity, IL-12 was an attractive target in pre-
clinical investigation. However, systemic administration of 
recombinant human IL-12 (rhIL-12) ultimately failed to 
achieve such promise in clinical trials due to severe dose 
limiting toxicities [13–15].

More recently, interest in IL-12 has reemerged under a 
new paradigm where IL-12 is targeted to the tumor micro-
environment (TME), thereby enhancing local antitumor 
immunity while ameliorating toxicities and risks inherent 
to systemic administration [15]. NHS-IL-12 (M9241) is a 
recombinant fusion protein that achieves targeted delivery 
of this cytokine to areas of tumor necrosis through fusion 
of two molecules of IL-12 to the C-terminus of the NHS76 
antibody, which possesses specificity to ssDNA and dsDNA 
[12]. In comparison to recombinant murine IL-12 (rmIL-
12), preclinical studies of NHS-IL-12 have shown enhanced 
safety and efficacy, and synergistic effects when used in 
combination with conventional and targeted chemotherapies 
[16–22]. These studies have paved the way for ongoing clini-
cal trials where NHS-IL-12 monotherapy was well tolerated 
in a Phase I clinical trial [23], with additional trials currently 
evaluating NHS-IL-12 in combination with several immuno-
oncology (IO) agents [24, 25].

Herein, we present for the first time that the synergy 
observed with NHS-IL-12 and docetaxel in combination is 
due to docetaxel-induced tumor necrosis. Because the anti-
gen recognition domain of NHS76 is directed against areas 
of necrosis, and is therefore tumor targeted, we observed 
enhanced NHS-IL-12 retention in the TME, resulting in 
improved antitumor immunity, and increased infiltration of 
CD4+ and CD8+ T cells.

Materials and methods

Cell lines

Murine breast (EMT6) carcinoma cells were obtained from 
American Type Culture Collection (ATCC, Manassas, Vir-
ginia, USA) and were cultured in the recommended media. 
Murine colon (MC38) carcinoma cells were cultured as 
described [26]. All cell lines were free of Mycoplasma, con-
firmed via MycoAlert Mycoplasma Detection Kit (Lonza, 
Basel, Switzerland), cultured at 37 °C with 5% CO2, and 
were used at low passage numbers. MC38-PD-L1 knock-
out (KO) tumor cells were generated in our laboratory by 
co-transfection of MC38 cells with a recombinant Cas9 
protein version 2 and a TrueGuide Synthetic guide RNA 
targeting murine PD-L1 (ID number CRISPR228292_SGM) 

using the Lipofectamine CRISPRMAX transfection reagent 
(ThermoFisher Scientific, Waltham, MA, USA) following 
the manufacturer’s recommended protocol. MC38-PD-L1 
negative cells were cloned and used in subsequent studies.

Animals and tumor models

C57BL/6 and Balb/c mice were bred and maintained at the 
National Institutes of Health (NIH) (Bethesda, MD, USA) 
and were housed in microisolator cages under specific 
pathogen-free conditions. All animal procedures reported 
in this study that were performed by National Cancer 
Institute (NCI)–Center for Cancer Research affiliated staff 
were approved by the NCI Animal Care and Use Com-
mittee (ACUC) and in accordance with federal regulatory 
requirements and standards utilizing ARRIVE1 reporting 
guidelines [27]. NHS-IL-12 (M9241) was obtained from 
EMD Serono (Rockland, MA, USA) through a Cooperative 
Research and Development Agreement (CRADA) with the 
NCI, NIH (Bethesda, MD, USA).

For docetaxel and NHS-IL-12 combination strategies, 
8–16 week-old female mice were inoculated with MC38 
[3 × 105 cells/mouse subcutaneously (s.c.)], MC38-PD-L1 
KO (3 × 105 cells/mouse s.c) in the right flank of C57Bl/6 
mice or EMT6 tumor cells (3 × 105 cells/mouse s.c) in the 
right flank of Balb/c recipients. Treatment initiation occurred 
on day 7, or when mean tumor volume was between 50 and 
100 mm3. Where indicated, MC38, MC38-PD-L1) KO and 
EMT6 tumor-bearing mice were treated with 500 µg doc-
etaxel, delivered intraperitoneally (i.p.) on days 7, 9 and 11. 
NHS-IL-12, unless otherwise noted, was administered at 
2 µg s.c. between the shoulder blades on days 10, 12 and 14.

For comparative studies performed with rIL-12, 
8–16 week-old female mice were inoculated with MC38 
tumor cells (3 × 105 cells/mouse s.c.) in the right flank of 
C57Bl/6 mice. MC38 tumor-bearing mice were treated with 
docetaxel (500 µg, i.p) on days 7, 9 and 11 and NHS-IL-12 
(2 µg, s.c.) or rIL-12 (1 µg, s.c.) (R&D System, Minneapolis, 
MN, USA) on days 10, 12 and 14.

For depletion experiments, 8–16 week-old female mice 
were inoculated with MC38 tumor cells (3 × 105 cells/mouse 
s.c.) in the right flank of C57Bl/6 mice. Anti-CD4 [GK 1.5, 
100 µg, (i.p.)]; anti-CD8 [2.43, 100 µg, (i.p.); BioXcell, Leb-
anon, NH, USA)] and anti-NK1.1 [100 µg, (i.p.); (PK136, 
BioXCell)] were injected on days 3, 4, 5, 12, and 19 post-
tumor inoculation. Treatment initiation occurred on day 7, 
or when mean tumor volume was between 50 and 100 mm3. 
MC38 tumor-bearing mice were treated with docetaxel 
(500 µg, i.p) on days 7, 9 and 11 and NHS-IL-12 (2 µg, s.c.) 
on days 10, 12 and 14.
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Necrosis and NHS‑IL‑12 quantification

MC38 tumors were harvested 17 days post tumor inocula-
tion, preserved in Z-fix (Anatech, Richmond, British Colum-
bia, Canada) and paraffin embedded. Tumor sections were 
H&E stained per standard procedures (VitroVivo Biotech, 
Gaithersburg, MD, USA). Tumor sections were imaged 
using an AxioScan Z1 Slide Scanner (Zeiss, Oberkochen, 
Germany). Percentages of necrosis were quantified by a 
blinded board-certified pathologist [28, 29].

For quantification of NHS-IL-12 in the tumor and in the 
periphery, the human Fc portion of NHS was detected via 
Human IgG ELISA (Sigma-Aldrich, St. Louis, MO, USA), 
per manufacturer protocol. Generation of tumor superna-
tant was achieved through homogenization of tumors in PBS 
using the gentleMACS Dissociator (Miltenyi Biotec, Ber-
gisch Galdbach, Germany). Supernatants and serum were 
stored at -20ºC until analysis.

Peripheral cytokine analyses

Serum collection was performed at indicated time points 
(refer to Figs. 2A and 3A). Serum IFNγ, IL-12, TNFα, and 
KC/GRO were quantified using the murine V-Plex Proin-
flammatory Panel 1 kit and MESO QuickPlex SQ 120 (Meso 
Scale Diagnostics; Rockville, Maryland, USA), according to 
the manufacturer’s instructions.

OPAL immunofluorescence

Tumor tissue was fixed in Z-fix (Anatech) and paraffin 
embedded. Slides with tumors from treated and untreated 
MC38 mice were stained using Opal 4-Color Manual IHC 
Kit (Akoya Biosciences; Marlborough, MA, USA) according 
to the manufacturer’s instructions. Antibodies used included 
anti-CD8 (ab217344, Abcam, Waltham, MA, USA), anti-
CD4 (ab183685, Abcam), and anti-FoxP3 (ab75763, 
Abcam). Slides were scanned with Axio Scan.Z1 and Zen 
software (Zeiss). Ten representative images from each tumor 
of each group were collected for analysis. Stained tumors 
were analyzed using automated cell counting based on Otsu 
thresholding and quantification of number of nuclei in each 
region of interest. Regulatory T cells [30] were determined 
by dual expression of CD4 and Foxp3. Secondary-only stain-
ing was used as a negative control.

RNA sequencing and analysis

Total tumor RNA was isolated at day 17 post MC38 tumor 
inoculation using the RNeasy Mini kit (Qiagen; German-
town, MD, USA). Tumor bulk RNA was sequenced by 

Novogene UC Davis Sequencing Center (Novogene Corpo-
ration, Ltd, Davis, CA, USA).

Bioinformatics analysis and visualization were performed 
with the NIH Integrated Analysis Portal (NIDAP) using R 
programs developed on the Foundry platform (Palantir Tech-
nologies, Inc, Denver, CO, USA).

Fig. 1   Treatment with docetaxel induces necrosis in MC38 tumors. 
(A) Graphical representation of experimental design. Representa-
tive H&E stains showing necrotic areas (outlined in black) in MC38 
tumors harvested from (B) untreated animals or (C) animals treated 
with docetaxel on day 17 post-tumor inoculation. (D) Percentage 
necrosis was quantified by a blinded board-certified pathologist. 
Quantification of percent necrosis in tumors from animals treated 
with 500 µg (n = 4) and 1500 µg (n = 4) docetaxel and untreated con-
trols (n = 5). SOC = standard of care. *p < 0.05, **p < 0.01
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Statistical analyses

Student t test was used to compare two groups. One-way or 
two-way ANOVA was performed to compare more than two 
groups with Tukey’s post hoc analysis for correction. Outli-
ers were identified by Grubb’s test. Log-rank (Mantel-Cox) 
test was used to determine survival proportions. Fisher’s test 
for pathways applied top 10% genes with p value cut-off of 
p = 0.05. P values less than 0.05 were considered significant 
with *p < 0.05, **p < 0.01, ***p < 0.001, ****p < 0.0001. 
Error bars in figures represent mean ± SEM. GraphPad 
Prism 9.0 (San Diego, CA, USA) was utilized for analyses.

Results

Treatment with docetaxel induces necrosis in MC38 
tumors

To determine if docetaxel induces necrosis within the tumor, 
we treated MC38 tumor-bearing mice, a “warm” colorec-
tal cancer tumor model [31], with docetaxel and analyzed 
tumors for necrosis 6 days after the last treatment (Fig. 1A). 
The tumors were excised, H&E stained, and areas of necro-
sis were identified (outlined in black). Although MC38 
tumors from untreated animals had a baseline level of necro-
sis (Fig. 1B), animals that received docetaxel had a signifi-
cant increase in tumor necrosis compared to the untreated 
group (p = 0.009; Fig. 1C, D).

Fig. 2   Docetaxel-induced 
necrosis increases NHS-IL-12 
retention in the tumor micro-
environment. (A) Graphical 
representation of experimental 
design. (B) Quantification 
of percent necrosis of MC38 
tumor-bearing animals that 
were untreated (black symbols; 
n = 3) or received docetaxel 
monotherapy (red symbols; 
n = 2), NHS-IL-12 mono-
therapy (blue symbols; n = 3) 
or docetaxel + NHS-IL-12 
combination therapy (purple 
symbols; n = 2). (C) Evaluation 
of percent necrosis as a function 
of tumor volume of untreated, 
docetaxel, NHS-IL-12, and 
docetaxel + NHS-IL-12 combi-
nation therapy. Enumeration of 
NHS-IL-12 via ELISA found in 
the (D) periphery and (E) intra-
tumorally of untreated animals 
(n = 5) and animals receiving 
docetaxel (n = 5), NHS-IL-12 
(n = 6), and docetaxel + NHS-
IL-12 combination therapy 
(n = 6). Doc = docetaxel. 
huIgG = human IgG. *p < 0.05, 
**p < 0.01, ***p < 0.001, 
****p < 0.0001
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Fig. 3   Antitumor activity of docetaxel and NHS-IL-12 is depend-
ent on tumor targeting. (A) Graphical representation of experimen-
tal design. (B) Tumor volumes of MC38 tumor-bearing mice that 
were untreated or treated with docetaxel, NHS-IL-12, rIL-12, doc-
etaxel + NHS-IL-12 or docetaxel + rIL-12. Numbers at bottom right 
of graphs indicate animals that were tumor-free at end of study. (C) 
MC38 average tumor volumes of animals treated with docetaxel 
(red line; n = 11), NHS-IL-12 (blue line; n = 11), rIL-12 (grey line; 
n = 11), docetaxel + NHS-IL-12 (purple line; n = 12), docetaxel + rIL-
12 (green line; n = 11) and untreated controls (black line; n = 12). 
(D) Survival proportions of MC38 tumor-bearing mice treated with 

docetaxel (red line; n = 11), NHS-IL-12 (blue line; n = 11), rIL-12 
(grey line; n = 11), docetaxel + NHS-IL-12 (purple line; n = 12), 
docetaxel + rIL-12 (green line; n = 11) and untreated controls (black 
line; n = 12), with median survival and p value relative to untreated 
control mice indicated in parentheses. (E) Serum IFNγ levels in ani-
mals treated with docetaxel (red symbols; n = 5), NHS-IL-12 (blue 
symbols; n = 5), rIL-12 (grey symbols; n = 5), docetaxel + NHS-IL-12 
(purple symbols; n = 6), docetaxel + rIL-12 (green symbols; n = 6) 
and untreated controls (black symbols; n = 5). rIL-12 = recombinant 
IL-12. Doc = docetaxel. NHS = NHS-IL-12. *p < 0.05, **p < 0.01, 
***p < 0.001, ****p < 0.0001
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Docetaxel induced necrosis in a dose-dependent man-
ner, with animals that received only one dose of docetaxel 
[500 μg = 1/3 standard-of-care dose (SOC)] having a 1.7-
fold increase in areas of necrosis in comparison to untreated 
controls (Fig. 1D). Animals that received three doses of doc-
etaxel (1500 μg = SOC; 75 to 100 mg/m2) had a 5.6-fold 
increase in necrosis in comparison to untreated controls 
(p = 0.009; Fig. 1D). Mice given the full SOC treatment regi-
men showed a 3.4-fold increase in necrosis in comparison 
to animals that received one dose of docetaxel (p = 0.03; 
Fig. 1D). These data, taken together, show that docetaxel 
induced necrosis in a dose-dependent manner.

Docetaxel‑induced necrosis increases NHS‑IL‑12 
retention in the tumor microenvironment

NHS-IL-12 is a bifunctional molecule with two murine 
IL-12 molecules fused to the Fc region of the human IgG1 
monoclonal antibody, NHS76 [12]. The antigen recognition 
domain of NHS76 is specific for DNA/histones, which are 
exposed in necrotic areas of tumors [12]. To determine if 
docetaxel-induced necrosis allows for increased retention of 
NHS-IL-12 in the TME, we first evaluated levels of tumor 
necrosis of MC38 tumor-bearing mice treated with doc-
etaxel and NHS-IL-12 as monotherapies and in combina-
tion (Fig. 2A). Percentages of necrosis were quantified by a 
blinded board-certified pathologist. Animals that received 
docetaxel monotherapy (red symbols) and docetaxel + NHS-
IL-12 combination therapy (purple symbols) showed a sig-
nificant increase in tumor necrosis compared to the untreated 
cohort (p = 0.0038 and p = 0.0018, respectively; Fig. 2B). 

Compared to NHS-IL-12 monotherapy (blue symbols), 
both docetaxel monotherapy and docetaxel + NHS-IL-12 
combination therapy showed a significant increase in 
necrosis, indicating docetaxel is sufficient to induce tumor 
necrosis alone (red symbols; p = 0.0242, purple symbols; 
p = 0.0094; Fig. 2B). Importantly, this increase in necrosis 
was not dependent on tumor volume, but dependent on treat-
ment. At end of study, animals treated with docetaxel alone, 
or in combination with NHS-IL-12, had the highest levels 
of necrosis, ranging from 20 to 35%, while untreated and 
NHS-IL-12 monotherapy treated animals averaged < 10% 
tumor necrosis. Additionally, animals receiving combination 
therapy had the smallest tumor volumes at date of harvest 
(Fig. 2C).

The levels of peripheral and intratumoral NHS-IL-12 in 
the various treatment cohorts were determined via human 
Fc ELISA. On day 17 post-tumor inoculation, significant 
accumulation of peripheral NHS-IL-12 was observed in 
cohorts that received NHS-IL-12 as monotherapy (blue 
symbols) or in combination with docetaxel (purple sym-
bols) compared to untreated or docetaxel monotherapy 
(p < 0.0001 and p < 0.0001, respectively; Fig. 2D). In the 
tumor microenvironment, increased accumulation of NHS-
IL-12 was observed when administered alone (p = 0.01) and 
to a greater extent when it was delivered in combination with 
docetaxel (purple symbols; p = 0.002 when compared to 
untreated, p = 0.001 when compared to docetaxel monother-
apy, p = 0.12 when compared to NHS-IL-12 monotherapy, 
Fig. 2E). Overall, these data suggested that tumor necro-
sis was increased in cohorts receiving docetaxel, and that 
docetaxel-induced necrosis increased intratumoral retention 
of NHS-IL-12.

Antitumor activity of docetaxel and NHS‑IL‑12 
is dependent on tumor targeting

Systemic delivery of IL-12 has resulted in severe dose-limit-
ing toxicities in patients, with tolerated doses providing lim-
ited clinical benefit [15, 32]. We first sought to compare the 
antitumor efficacy of docetaxel in combination with recom-
binant (r) IL-12 (rIL-12) or in combination with the tumor-
targeted NHS-IL-12 in the MC38 tumor model (Fig. 3A). 
We utilized rIL-12 at an equimolar amount relative to NHS-
IL-12. Using the treatment schedule depicted in Fig. 3A, no 
weight loss was observed with any therapy, either adminis-
tered as monotherapy or in combination. At end of study, the 
only treatment group that had tumor-free mice was the doc-
etaxel + NHS-IL-12 combination treated group, with 42% of 
the animals having undetectable tumors (Fig. 3B). Further-
more, mice that received docetaxel + NHS-IL-12 had signifi-
cantly smaller tumors in comparison to untreated controls 
(purple line; p = 0.013; Fig. 3C). In contrast, animals that 
received docetaxel + rIL-12 had no observable differences 

Fig. 4   Docetaxel and NHS-IL-12 combination therapy exert signifi-
cant antitumor activity in the MC38 and EMT6 tumor models. (A) 
Graphical representation of experimental design in the MC38 tumor 
model. (B) Tumor volumes of MC38 tumor-bearing mice in the 
untreated, docetaxel, NHS-IL-12, and docetaxel + NHS-IL-12 treated 
cohorts. Numbers at the bottom right of graphs indicate animals that 
were tumor-free at end of study. (C) Average tumor growth curves of 
MC38 tumor-bearing mice receiving no treatment (black line; n = 5), 
docetaxel (red line; n = 5), NHS-IL-12 (blue line; n = 5) or docetaxel 
and NHS-IL-12 combination therapy (purple line; n = 6). (D) Sur-
vival proportions of MC38 tumor-bearing mice receiving no treat-
ment (black line; n = 5), docetaxel (red line; n = 5), NHS-IL-12 (blue 
line; n = 5) or docetaxel and NHS-IL-12 combination therapy (purple 
line; n = 6) with median survival and p value relative to untreated 
control mice indicated in parentheses. (E) Graphical representation of 
experimental design using the EMT6 tumor model. (F) Tumor vol-
umes of EMT6 tumor-bearing mice in the untreated, docetaxel, NHS-
IL-12 and docetaxel + NHS-IL-12 treated cohorts. (G) Average tumor 
volumes of EMT6 tumor-bearing mice receiving no treatment (black 
line; n = 9), docetaxel (red line; n = 10), NHS-IL-12 (blue line; n = 10) 
or docetaxel + NHS-IL-12 combination therapy (purple line; n = 9). 
(H) Survival proportions of EMT6 tumor-bearing mice with median 
survival and p value relative to untreated control mice indicated in 
parentheses. Undef. = undefined. *p < 0.05, **p < 0.01, ***p < 0.001, 
****p < 0.0001

◂
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in mean tumor volume in comparison to untreated control 
mice (green line; Fig. 3C). The docetaxel + NHS-IL-12 
treated group had significantly lower tumor burden in com-
parison to docetaxel, rIL-12 and docetaxel + rIL-12 treated 
groups (p = 0.0027, p = 0.0092, and p = 0.0412, respectively; 
Fig. 3C). Cohorts of mice that received docetaxel (red line), 
NHS-IL-12 (blue line) or rIL-12 (grey line) monotherapy 
had no reduction in tumor burden in comparison to untreated 
controls (Fig. 3C). Additionally, docetaxel + NHS-IL-12 
combination therapy significantly extended median survival 
from 21 days in the untreated cohort to 33 days (purple line; 
p < 0.0001; Fig. 3D). Animals that received docetaxel + rIL-
12 had the same median survival as untreated controls 
(green line; 21 days; p = 0.2917; Fig. 3D) and had signifi-
cantly worse outcome compared to animals that received 
docetaxel + NHS-IL-12 (p < 0.0001; Fig. 3D).

We next measured peripheral IFNγ, a pleiotropic cytokine 
and a major effector of immunity [33], 12 days after the last 
dose of all treatments. Cohorts receiving NHS-IL-12 alone 
or in combination with docetaxel maintained elevated lev-
els of IFNγ (day 26, Fig. 3E). The NHS-IL-12 + docetaxel 
cohort showed a robust increase in IFNγ in comparison to all 
other cohorts (purple symbols; p < 0.0001; Fig. 3E). These 
data not only demonstrated the antitumor efficacy of NHS-
IL-12 + docetaxel combination over rIL-12, but, moreover, 
that targeted delivery of IL-12 by NHS76 to the TME con-
tributed to this effect.

Docetaxel and NHS‑IL‑12 combination therapy 
exerts significant antitumor activity in MC38 
and EMT6 tumor models

Previous studies have shown antitumor activity of NHS-
IL-12 in “warm” and “cold” tumors models [12, 31]. There-
fore, we next aimed to determine the in vivo efficacy of doc-
etaxel and NHS-IL-12 in combination in the “warm” MC38 
colorectal tumor model and “cold” EMT6 breast cancer 
model. MC38 tumor-bearing mice were randomized, and 
treatment was initiated on day 7. In this model, we observed 
20% of animals treated with NHS-IL-12 monotherapy were 
tumor-free, whereas 50% of animals that received doc-
etaxel + NHS-IL-12 combination therapy were tumor-free 
(Fig. 4B). When tumor burden in individual cohorts was 
evaluated, animals treated with docetaxel + NHS-IL-12 
had significantly reduced tumor volumes in comparison to 
docetaxel monotherapy and untreated cohorts (p < 0.0001, 
p = 0.031, respectively; Fig. 4C). In this model, we observed 
that animals left untreated succumbed to tumor burden 
approximately 27 days post tumor inoculation (black line; 
Fig. 4D). Animals that received either docetaxel or NHS-
IL-12 as monotherapies did not exhibit a significant sur-
vival advantage, with each group reaching a median overall 

survival of 24 (red line; p = 0.1705) and 31 days (blue line; 
p = 0.1114), respectively (Fig. 4D). In contrast, when doc-
etaxel and NHS-IL-12 were administered in combination, 
median survival was significantly extended to 49.5 days 
(purple line; p = 0.0024; Fig. 4D).

Next, the antitumor activity of docetaxel + NHS-IL-12 
combination therapy in the EMT6 breast cancer model was 
assessed (graphical representation of experimental design in 
Fig. 4E). Docetaxel and NHS-IL-12 monotherapy cohorts 
had 20% and 10% of animals that were tumor-free at end 
of study, respectively (Fig. 4F). However, the greatest fre-
quency of tumor-free animals at end of study were those 
treated with docetaxel and NHS-IL-12 in combination (44%; 
Fig. 4F). Furthermore, when we evaluated tumor burden in 
the EMT6 model, cohorts that received docetaxel + NHS-
IL-12 had significantly lower tumor volumes compared to 
untreated group (purple line; p < 0.0001; Fig. 4G). The com-
bination therapy also exerted a significant decrease in tumor 
burden compared to docetaxel (red line; p < 0.001) and NHS-
IL-12 (blue line; p < 0.001) monotherapies. Contrary to what 
we observed in the MC38 model, docetaxel monotherapy 
significantly extended median survival from 28 days in the 
untreated cohort to 31 days (red line; p = 0.0217; Fig. 4H). 
While median survival in the NHS-IL-12 monotherapy 
cohort was also extended to 31 days, there was no significant 
advantage in comparison to untreated controls (blue line; 
p = 0.1254; Fig. 4H). Consistent with our observations in the 
MC38 model, cohorts that received docetaxel + NHS-IL-12 
in combination had an undefined median survival that was 
significantly extended in comparison to untreated control 
mice (purple line; p < 0.0001; Fig. 4H). These data, taken 
together, demonstrate that docetaxel + NHS-IL-12 combi-
nation therapy achieved a significant antitumor effect on a 
“warm” colon and a “cold” breast cancer model.

Docetaxel and NHS‑IL‑12 combination therapy 
exerts significant antitumor activity independent 
of PD‑L1 tumor expression

Primary resistance to PD-1/PD-L1 checkpoint blockade is 
one of the many challenges faced by the immunotherapy 
field [34]. We sought to interrogate the NHS-IL-12 plus 
docetaxel combination therapeutic efficacy using a MC38-
PD-L1 KO model. CRISPR/Cas9 technology was utilized to 
generate PD-L1-deficient MC38 cells and the loss of PD-L1 
was confirmed by the inability of the cells to express PD-L1 
even after strong in vitro IFN-γ stimulation (Fig. 5A).

MC38 and MC38-PD-L1 KO tumor-bearing mice were 
treated as described in Fig. 5B. Consistent with our previous 
results (Figs. 3D and 4D), MC38 tumor-bearing mice treated 
with docetaxel + NHS-IL-12 in combination had improved 
overall survival compared to the untreated group (purple 
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line; p < 0.0001; Fig. 5C). At end of the study, the estimated 
median survival was not reached for the docetaxel + NHS-
IL-12 cohort, while the median survival for the untreated 
cohort was 24 days. Similarly, 100% of the MC38-PD-L1 
KO tumor-bearing mice that received docetaxel + NHS-
IL-12 were alive at the end of the study resulting in a 

significantly increased survival benefit when compared 
to the untreated cohort (29 days) (purple line; p = 0.0001; 
Fig. 5D). These data indicated that docetaxel + NHS-IL-12 
combination therapy significantly extended survival in mice 
with MC38 tumors, regardless of PD-L1 expression.

Fig. 5   Docetaxel and NHS-
IL-12 combination therapy 
exerts significant antitumor 
activity independent of PD-L1 
tumor expression. (A) Western 
blot analysis of PD-L1 expres-
sion of wild type parental 
MC38 and MC38-PD-L1 KO 
cells with and without IFNγ 
treatment. (B) Graphical 
representation of experimen-
tal design using the MC38 
and MC38-PD-L1 KO tumor 
models. Survival proportions 
of (C) MC38 tumor-bearing 
mice and (D) MC38-PD-L1 
KO mice treated with docetaxel 
(red line), NHS-IL-12 (blue 
line), docetaxel + NHS-IL-12 
(purple line), and untreated 
controls (black line). Median 
survival and p values relative to 
untreated control mice indicated 
in parentheses. PD-L1 = pro-
grammed death ligand 1; 
KO = knockout; Undef. = unde-
fined. *p < 0.05, **p < 0.01, 
***p < 0.001, ****p < 0.0001
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Docetaxel and NHS‑IL‑12 combination therapy 
requires CD8+ T cells for efficient antitumor activity

To assess tumor-infiltrating lymphocytes (TILs) in 
the TME, MC38 tumor-bearing mice were treated as 
described in Fig. 4A. On day 22 post tumor implanta-
tion, tumors were fixed, paraffin-embedded, and stained 
using multiplex immunofluorescence. Our results showed 
that tumors from the docetaxel and NHS-IL-12 mono-
therapy groups had similar frequencies of CD4+ T cells 
as the untreated group (Fig. 6A, B, red and blue sym-
bols, respectively). In contrast, tumors from the doc-
etaxel + NHS-IL-12 combination therapy cohort showed 
a significant increase in CD4+ T cell frequency as com-
pared to the untreated cohort (Fig. 6A, B, purple symbols; 
p = 0.0358). Analysis of CD4 and FoxP3 staining showed 
that neither docetaxel monotherapy nor docetaxel + NHS-
IL-12 combination therapy altered Treg frequency in the 
tumor (Fig. 6A, B). Treatment with the docetaxel + NHS-
IL-12 combination therapy cohort yielded a statistical 
increase in the frequency of CD8+ T cells compared to the 
untreated cohort (Fig. 6B, purple symbols; p = 0.0001), 
and animals treated with docetaxel monotherapy (Fig. 6B, 
purple symbols, p = 0.0003).

Docetaxel + NHS-IL-12 combination therapy failed 
to provide tumor control following CD4+ T cell deple-
tion (p = 0.9968; Fig. 6C), with few animals capable of 
controlling tumor growth (number of animals with less 
than 50mm3 reduced from 3/7 to 1/5). As the immuno-
fluorescence data (Fig. 6B) suggested that the therapy 
mediated by docetaxel and NHS-IL-12 was associated 
with increased CD8+ cell frequency, we next interrogated 
the functional contribution of T cell subsets by in vivo 
depletion studies. Upon depletion of CD8+ T cells, doc-
etaxel + NHS-IL-12 combination therapy failed to control 
tumor growth (p < 0.0001; Fig. 6C). In contrast, removal 
of NK cells did not alter the efficacy of docetaxel + NHS-
IL-12 combination therapy (p = 0.9900; Fig. 6C). Finally, 
as expected, depletion of CD4+ T cells, CD8+ T cells 
and NK cells in mice receiving docetaxel + NHS-IL-12 

combination therapy abrogated all antitumor efficacy pre-
viously observed with the treatment (p < 0.0001; Fig. 6C). 
Taken together, these findings confirmed the requirement 
for CD8+ T cells in the TME to exert the antitumor effects 
delivered by docetaxel + NHS-IL-12 combination therapy 
in the “warm” MC38 tumor model.

Docetaxel and NHS‑IL‑12 combination 
therapy creates an immunostimulatory tumor 
microenvironment

To better understand the mechanisms mediating tumor 
clearance, we performed RNA analysis of bulk tumors on 
each treatment modality (docetaxel, NHS-IL-12, and doc-
etaxel + NHS-IL-12). Gene expression of F830016B08Rik 
(IFNγ-inducible GTPase), Gzmf (granzyme f), and Gzmg 
(granzyme g) was upregulated at the transcript level with 
combination therapy (Fig.  7A). These observations are 
consistent with findings in Fig. 3E, which showed a signifi-
cant increase in peripheral IFNγ levels in animals treated 
with docetaxel + NHS-IL-12 combination therapy com-
pared to NHS-IL-12 monotherapy. Assessment of periph-
eral cytokines in both MC38 (Supplementary Fig. 1A) and 
EMT6 (Supplementary Fig. 1B) tumor models revealed that 
the combination treatment with docetaxel + NHS-IL-12 
yielded increased levels of the proinflammatory cytokines 
IFNγ, IL-12, and tumor necrosis factor α (TNFα). Mono-
therapy administration of NHS-IL-12 in the MC38 model 
resulted in increased peripheral KC/GRO (Supplementary 
Fig. 1A, blue symbols), whereas increased KC/GRO in the 
EMT6 model only occurred following combination treat-
ment with docetaxel + NHS-IL-12 (Supplementary Fig. 1B, 
purple symbols).

Many mediators of innate immunity were upregulated at 
the transcript level with combination therapy (e.g., Ctsg, 
S100a8, S100a9; Fig. 7A), contributing to positive regula-
tion of the immune response. This positive regulation of the 
immune response might lead to an increase in phagocytosis 
of necrotic debris generated by docetaxel (e.g., Ctsg, Mcpt8, 
S100a8, S100a9, Lcn2, Chil1, Saa3; Fig. 7A) [35].

We also performed Kyoto Encyclopedia of Genes and 
Genomes (KEGG) and gene ontology (GO) enrichment 
analysis to identify relevant enriched pathways and biologi-
cal functions that were activated in docetaxel + NHS-IL-12 
combination therapy relative to untreated tumors. KEGG/
GO pathway analysis revealed the leukocyte migration in 
inflammatory response, innate immune response, inflam-
matory response, chemokine activity, and leukocyte medi-
ated immunity related pathways were more activated in 
tumors treated with combination therapy (Fig. 7B). Con-
sistent with observed increases in peripheral IFNγ levels in 
docetaxel + NHS-IL-12 treated cohorts (Fig. 3E), we also 
detected activation of the hallmark IFNγ response, hallmark 

Fig. 6   Docetaxel and NHS-IL-12 combination therapy requires 
CD8+ T cells for efficient antitumor activity. (A) Representative 
immunofluorescence staining of MC38 tumors from untreated ani-
mals and animals treated with docetaxel, NHS-IL-12, and doc-
etaxel + NHS-IL-12, 22  days post tumor implantation. Staining 
includes DAPI (blue), CD8+ T cells (orange), CD4+ T cells (red), 
and FoxP3+ regulatory T cells (green). (B) Quantification of CD4+ 
T cells, Tregs (CD4+FoxP3+) and CD8+ T cells. (C) Tumor volumes 
of MC38 tumor-bearing mice in the untreated and docetaxel + NHS-
IL-12 treated cohorts that were depleted of CD4+ T cells, CD8+ T 
cells, and/or NK cells. Numbers at the top left of graphs indicate ani-
mals capable of controlling tumor growth (tumors < 50mm3) at end 
of study. NK = natural killer. *p < 0.05, **p < 0.01, ***p < 0.001, 
****p < 0.0001

◂
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IFNα response, and cellular response to IFNγ related path-
ways (Fig. 7B). GO analysis also showed significant activa-
tion of the negative regulation of transforming growth factor 
beta receptor (TGFβR) signaling pathway (Fig. 7B). In addi-
tion, docetaxel + NHS-IL-12 combination therapy activated 
regulation of programmed cell death and hallmark apoptosis 
pathways (Fig. 7B).

Discussion

Necrosis is a common pathologic feature of solid tumors that 
has often been utilized as a negative prognostic indicator. 
Tumor necrosis may be indicative of an aggressive malig-
nant phenotype where the tumor outgrows its vascular sup-
ply, resulting in hypoxia, accumulation of metabolic waste, 
and eventually necrosis [3, 4, 36]. Indeed, a retrospective 
study in small hepatocellular carcinoma (sHCC) correlated 
tumor necrosis with poorer cancer-specific overall survival 

Fig. 7   Docetaxel and NHS-
IL-12 combination therapy 
sets up an immune-stimulatory 
tumor microenvironment. MC38 
tumor-bearing mice treated 
as in Fig. 3A were sacrificed 
on day 17 post-tumor implant 
and tumor whole transcrip-
tome analysis was performed. 
Gene set enrichment analysis 
was carried out for docetaxel 
and NHS-IL-12 combination 
therapy versus untreated tumors. 
(A) Heatmap of bulk-RNA-seq 
data collected on day 17 post-
treatment showing the top 30 
upregulated and downregulated 
transcripts in MC38 tumors 
treated with monotherapy 
versus combination therapy, 
normalized to tumor expres-
sion with PBS treatment. (B) 
Transcriptomic analysis of 
combination-treated tumors 
shows significant enrichment in 
pathways associated with tumor 
suppression. Data represent 
one experiment, n = 3–4 mice/
group. Fisher’s test for pathways 
applied top 10% genes with p 
value cut-off of p = 0.05. GO, 
gene ontology; KEGG, Kyoto 
Encyclopedia of Genes and 
Genomes
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and recurrence-free survival (RFS) [28]. Another study 
found the presence of tumor necrosis in papillary renal cell 
carcinoma (RCC) was an independent negative prognostic 
factor for metastasis-free survival [17]. While the utility of 
tumor necrosis as a parameter to predict cancer aggressive-
ness remains inconclusive, clinical benefit of chemotherapy- 
or radiation-induced tumor necrosis is well documented [37, 
38]. Importantly, the occurrence of treatment-induced tumor 
necrosis (i.e., neoadjuvant chemotherapy) has been consid-
ered a positive correlative, with several studies reporting 
high levels of tumor necrosis following chemotherapy treat-
ment resulted in significantly increased disease-free survival 
(DFS) [39–41].

Our results demonstrated docetaxel is capable of inducing 
necrosis in the murine MC38 colon cancer model (Figs. 1B, 
2B) in a dose-dependent manner (Fig. 1D). Additionally, our 
data revealed docetaxel-induced necrosis is not dependent 
on tumor volume, as we reported the smallest tumors in our 
docetaxel + NHS-IL-12 combination treatment group had 
the highest level of necrosis (Fig. 2C).

Tumor-targeting cytokines, like NHS-IL-12, have the 
potential to diminish the toxicities observed with rIL-12 
[12]. Indeed, NHS-IL-12 administration in a first-in-human 
Phase I clinical trial in patients with advanced solid malig-
nancies revealed no major safety concerns [23]. This trial 
determined the maximum tolerated dose (MTD) (16.8 µg/
kg) and reported an increase in IFNγ, with an associated 
increase in IL-10 following NHS-IL-12 administration. 
This study did not report objective tumor responses, but five 
subjects had durable stable disease (range: 6–30+ months). 
Upon publication of these results, NHS-IL-12 was recom-
mended for a Phase II clinical trial [23].

Our data confirmed that docetaxel induced necrosis at 
a standard-of care dose, which allowed for a significant 
increase in intratumoral NHS-IL-12 in the combination 
treatment group (Fig. 2D and E). These data support and 
extend the observations of Hicks et al. [20], which showed 
that NHS-IL-12 was retained in necrotic regions of tumors 
induced by entinostat, a class I HDAC inhibitor [20].

It has been described previously that docetaxel in com-
bination with high-dose NHS-IL-12 improved antitumor 
activity in the MC38 murine model of colorectal cancer 
[18]. We presented data herein that low dose NHS-IL-12 in 
combination with docetaxel is sufficient to induce robust and 
durable antitumor activity. To interrogate the robustness of 
the NHS-IL-12 plus docetaxel therapy, we deliberately chose 
the “cold” tumor model EMT6 with the goal to induce T 
cell infiltration to “cold” tumors. In the MC38 tumor model, 
the therapeutic effect of the combination treatment was ini-
tially observed on day 14 post-tumor inoculation (Fig. 4B). 
This contrasts with that of EMT6, where the therapeutic 
effect of the combination treatment was initially observed 

on day 7 post-tumor inoculation (Fig. 4F). We believe that 
the similarity in overall antitumor activity in both tumor 
models in terms of the antitumor efficacy could be attributed 
to the possibility that the NHS-IL-12 regimen may modulate 
the immune compartment of a “cold” tumor into a “warm” 
one. A previous study by our team showed that NHS-IL-12 
monotherapy has the potential to increase TILs in the TME, 
such as NK cells and CD8+ T cells [18]. Those data are in 
agreement with our data where NHS-IL-12 increases CD8+ 
T cells (Fig. 6A).

In addition to controlling tumor growth, we also reported 
a 50% and 44.5% cure rate in the MC38 and EMT6 mod-
els, respectively (Fig. 4B, F). The advantage of combination 
therapy with docetaxel + NHS-IL-12 was further empha-
sized by the significant increase in overall survival in MC38, 
EMT6 and MC38-PD-L1 KO tumor models (Figs. 4B, H, 
5C, D). Importantly, our combination therapy significantly 
increased survival in our checkpoint resistant model (MC38-
PD-L1 KO; Fig. 5D), thereby providing rationale to use this 
strategy in patients who are unresponsive to anti-PD-1/
PD-L1 therapy.

Combination therapies using several IO agents have the 
ability to engage, expand, enable, and evolve the immune 
response in “warm” and “cold” tumor models [31]. Our 
study confirmed docetaxel + NHS-IL-12 combination 
therapy significantly increased CD4+ and CD8+ T cell 
populations in the TME (Fig. 6A, B). Furthermore, detailed 
analysis of the transcriptomic profile showed upregula-
tion of selected genes in the following activated pathways: 
leukocyte migration in inflammatory response (s100a8), 
innate immune response (Lcn2, Ccl8, Gzmf, Gzmg, Sh21b2), 
inflammatory response (Chil1, Cxcr1, Cxcr2, Tnfrsf9), 
chemokine activity (Ccl8), and leukocyte-mediated immu-
nity (Chil1, Ctsg, Gzmf, Cxcr1, Cxcr2, Lcn2, Serpinbnb) 
(Fig. 7A, B). This, accompanied with the increase in CD8+ 
T cell-attracting chemokine genes (Cxcl9, Cxcl10, Ccl5; 
Fig. 7A), correlated with increased infiltration of CD8+ T 
cells in tumors that received docetaxel + NHS-IL-12 com-
bination therapy (Fig. 6A, B).

Docetaxel + NHS-IL-12 combination therapy is being 
investigated in a Phase I/II clinical trial for patients with 
metastatic castration sensitive/resistant prostate cancer 
(NCT04633252) [24]. While no results have been published 
at the time of this writing, this study is expected to report 
tumor necrosis and immune infiltrates from collected biop-
sies as a measure to predict response/failure to therapy. The 
data presented herein provide strong rationale to study doc-
etaxel + NHS-IL-12 combination therapy in patients who are 
resistant to checkpoint blockade therapy.

Supplementary Information  The online version contains supplemen-
tary material available at https://​doi.​org/​10.​1007/​s00262-​023-​03459-7.

https://doi.org/10.1007/s00262-023-03459-7


2796	 Cancer Immunology, Immunotherapy (2023) 72:2783–2797

1 3

Acknowledgements  The authors thank Debra Weingarten for her edi-
torial assistance in the preparation of this manuscript.

Author contributions  SEF and JWH conceptualized and designed 
research studies. SEF, GSS, KS, DHH, MRP, and JWH conducted the 
experiments and acquired data. SEF, GSS, KS, KPF, PLC, SG, MRP, 
and JWH analyzed the data. SEF, GSS, KPF, JTK and JWH wrote the 
manuscript. SEF, GSS, KPF, KS, PLC, SG, DHH, JTK, MRP, JS, and 
JWH reviewed the manuscript.

Funding  This work was funded by the Intramural Research Program 
of the Center for Cancer Research, National Cancer Institute, National 
Institutes of Health (ZIA BC 010944), and a Cooperative Research 
and Development Agreement (CRADA) between the National Cancer 
Institute and EMD Serono, Inc. (CRADA 02666).

Data availability  Data will be made available upon reasonable request.

Declarations 

Conflict of interest  The authors declare no potential conflicts of inter-
est.

Ethical approval and consent to participate  All animal experimental 
studies were performed under the approval of the NCI Intramural Ani-
mal Care and Use Committee (ACUC). All mice were housed and 
maintained in accordance with the Association for Assessment and 
Accreditation of Laboratory Animal Care (AAALAC) guidelines.

Open Access  This article is licensed under a Creative Commons Attri-
bution 4.0 International License, which permits use, sharing, adapta-
tion, distribution and reproduction in any medium or format, as long 
as you give appropriate credit to the original author(s) and the source, 
provide a link to the Creative Commons licence, and indicate if changes 
were made. The images or other third party material in this article are 
included in the article's Creative Commons licence, unless indicated 
otherwise in a credit line to the material. If material is not included in 
the article's Creative Commons licence and your intended use is not 
permitted by statutory regulation or exceeds the permitted use, you will 
need to obtain permission directly from the copyright holder. To view a 
copy of this licence, visit http://​creat​iveco​mmons.​org/​licen​ses/​by/4.​0/.

References

	 1.	 Maldonado EB, Parsons S, Chen EY, Haslam A, Prasad V (2020) 
Estimation of US patients with cancer who may respond to cyto-
toxic chemotherapy. Future Sci OA 6(8):FSO600

	 2.	 Fabian KP, Wolfson B, Hodge JW (2021) From immunogenic cell 
death to immunogenic modulation: select chemotherapy regimens 
induce a spectrum of immune-enhancing activities in the tumor 
microenvironment. Front Oncol 11:728018

	 3.	 Luo G, Liu N (2019) An integrative theory for cancer (Review). 
Int J Mol Med 43(2):647–656

	 4.	 Messmer MN, Snyder AG, Oberst A (2019) Comparing the effects 
of different cell death programs in tumor progression and immu-
notherapy. Cell Death Differ 26(1):115–129

	 5.	 Sachet M, Liang YY, Oehler R (2017) The immune response to 
secondary necrotic cells. Apoptosis 22(10):1189–1204

	 6.	 Garnett CT, Schlom J, Hodge JW (2008) Combination of doc-
etaxel and recombinant vaccine enhances T-cell responses and 
antitumor activity: effects of docetaxel on immune enhancement. 
Clin Cancer Res 14(11):3536–3544

	 7.	 Hodge JW, Garnett CT, Farsaci B, Palena C, Tsang KY, Fer-
rone S et al (2013) Chemotherapy-induced immunogenic modu-
lation of tumor cells enhances killing by cytotoxic T lympho-
cytes and is distinct from immunogenic cell death. Int J Cancer 
133(3):624–636

	 8.	 Mediavilla-Varela M, Pacheco FJ, Almaguel F, Perez J, Sahakian 
E, Daniels TR et al (2009) Docetaxel-induced prostate cancer cell 
death involves concomitant activation of caspase and lysosomal 
pathways and is attenuated by LEDGF/p75. Mol Cancer 8:68

	 9.	 Morse DL, Gray H, Payne CM, Gillies RJ (2005) Docetaxel 
induces cell death through mitotic catastrophe in human breast 
cancer cells. Mol Cancer Ther 4(10):1495–1504

	10.	 Portugal J, Mansilla S, Bataller M (2010) Mechanisms of drug-
induced mitotic catastrophe in cancer cells. Curr Pharm Des 
16(1):69–78

	11.	 Montero A, Fossella F, Hortobagyi G, Valero V (2005) Docetaxel 
for treatment of solid tumours: a systematic review of clinical 
data. Lancet Oncol 6(4):229–239

	12.	 Greiner JW, Morillon YM 2nd, Schlom J (2021) NHS-IL12, 
a tumor-targeting immunocytokine. Immunotargets Ther 
10:155–169

	13.	 Colombo MP, Trinchieri G (2002) Interleukin-12 in anti-tumor 
immunity and immunotherapy. Cytokine Growth Factor Rev 
13(2):155–168

	14.	 Mirlekar B, Pylayeva-Gupta Y (2021) IL-12 family cytokines in 
cancer and immunotherapy. Cancers (Basel) 13(2):167

	15.	 Nguyen KG, Vrabel MR, Mantooth SM, Hopkins JJ, Wagner ES, 
Gabaldon TA et al (2020) Localized Interleukin-12 for cancer 
immunotherapy. Front Immunol 11:575597

	16.	 Eckert F, Jelas I, Oehme M, Huber SM, Sonntag K, Welker C 
et al (2017) Tumor-targeted IL-12 combined with local irradia-
tion leads to systemic tumor control via abscopal effects in vivo. 
Oncoimmunology 6(6):e1323161

	17.	 Eckert F, Schmitt J, Zips D, Krueger MA, Pichler BJ, Gillies SD 
et al (2016) Enhanced binding of necrosis-targeting immunocy-
tokine NHS-IL12 after local tumour irradiation in murine xeno-
graft models. Cancer Immunol Immunother 65(8):1003–1013

	18.	 Fallon J, Tighe R, Kradjian G, Guzman W, Bernhardt A, Neute-
boom B et al (2014) The immunocytokine NHS-IL12 as a poten-
tial cancer therapeutic. Oncotarget 5(7):1869–1884

	19.	 Fallon JK, Vandeveer AJ, Schlom J, Greiner JW (2017) Enhanced 
antitumor effects by combining an IL-12/anti-DNA fusion 
protein with avelumab, an anti-PD-L1 antibody. Oncotarget 
8(13):20558–20571

	20.	 Hicks KC, Chariou PL, Ozawa Y, Minnar CM, Knudson KM, 
Meyer TJ et al (2021) Tumour-targeted interleukin-12 and enti-
nostat combination therapy improves cancer survival by repro-
gramming the tumour immune cell landscape. Nat Commun 
12(1):5151

	21.	 Xu C, Marelli B, Qi J, Qin G, Yu H, Wang H et al (2022) NHS-
IL12 and bintrafusp alfa combination therapy enhances antitumor 
activity in preclinical cancer models. Transl Oncol 16:101322

	22.	 Xu C, Zhang Y, Rolfe PA, Hernandez VM, Guzman W, Kradjian 
G et al (2017) Combination therapy with NHS-muIL12 and ave-
lumab (anti-PD-L1) enhances antitumor efficacy in preclinical 
cancer models. Clin Cancer Res 23(19):5869–5880

	23.	 Strauss J, Heery CR, Kim JW, Jochems C, Donahue RN, Mont-
gomery AS et al (2019) First-in-human phase I trial of a tumor-
targeted cytokine (NHS-IL12) in subjects with metastatic solid 
tumors. Clin Cancer Res 25(1):99–109

	24.	 Atiq MO, Bilusic M, Karzai F, Cordes LM, Strauss J, Sater HA 
et al (2021) A phase I/II study of bintrafusp alfa and NHS-IL12 
in combination with docetaxel in adults with metastatic castra-
tion sensitive (mCSPC) and castration-resistant prostate cancer 
(mCRPC). J Clin Oncol 39(15_suppl):TPS5096-TPS

http://creativecommons.org/licenses/by/4.0/


2797Cancer Immunology, Immunotherapy (2023) 72:2783–2797	

1 3

	25.	 Deville J-L, Ravaud A, Maruzzo M, Gourdin T, Maio M, Dirix 
L et al (2020) 265 Phase 1b study of avelumab + M9241 (NHS-
IL12) in patients with advanced solid tumors: interim analysis 
results from a urothelial carcinoma (UC) dose-expansion cohort. 
J ImmunoTher Cancer 8(Suppl 3):A163-A

	26.	 Robbins PF, Kantor JA, Salgaller M, Hand PH, Fernsten PD, 
Schlom J (1991) Transduction and expression of the human 
carcinoembryonic antigen gene in a murine colon carcinoma 
cell line. Cancer Res 51(14):3657–3662

	27.	 Kilkenny C, Browne WJ, Cuthill IC, Emerson M, Altman 
DG (2010) Improving bioscience research reporting: the 
ARRIVE guidelines for reporting animal research. PLoS Biol 
8(6):e1000412

	28.	 Ling YH, Chen JW, Wen SH, Huang CY, Li P, Lu LH et al 
(2020) Tumor necrosis as a poor prognostic predictor on post-
operative survival of patients with solitary small hepatocellular 
carcinoma. BMC Cancer 20(1):607

	29.	 Sengupta S, Lohse CM, Leibovich BC, Frank I, Thompson RH, 
Webster WS et al (2005) Histologic coagulative tumor necrosis 
as a prognostic indicator of renal cell carcinoma aggressiveness. 
Cancer 104(3):511–520

	30.	 Vogel AB, Lambert L, Kinnear E, Busse D, Erbar S, Reuter 
KC et al (2018) Self-amplifying RNA vaccines give equivalent 
protection against influenza to mRNA vaccines but at much 
lower doses. Mol Ther 26(2):446–455

	31.	 Fabian KP, Padget MR, Fujii R, Schlom J, Hodge JW (2021) 
Differential combination immunotherapy requirements for 
inflamed (warm) tumors versus T cell excluded (cool) tumors: 
engage, expand, enable, and evolve. J Immunother Cancer 9(2)

	32.	 Lasek W, Zagozdzon R, Jakobisiak M (2014) Interleukin 12: still a 
promising candidate for tumor immunotherapy? Cancer Immunol 
Immunother 63(5):419–435

	33.	 Wenner CA, Guler ML, Macatonia SE, O’Garra A, Murphy KM 
(1996) Roles of IFN-gamma and IFN-alpha in IL-12-induced T 
helper cell-1 development. J Immunol 156(4):1442–1447

	34.	 Fares CM, Van Allen EM, Drake CG, Allison JP, Hu-Lieskovan S 
(2019) Mechanisms of resistance to immune checkpoint blockade: 
Why does checkpoint inhibitor immunotherapy not work for all 
patients? Am Soc Clin Oncol Educ Book 39:147–164

	35.	 Brouckaert G, Kalai M, Krysko DV, Saelens X, Vercammen 
D, Ndlovu MN et  al (2004) Phagocytosis of necrotic cells 
by macrophages is phosphatidylserine dependent and does 
not induce inflammatory cytokine production. Mol Biol Cell 
15(3):1089–1100

	36.	 Richards CH, Mohammed Z, Qayyum T, Horgan PG, McMillan 
DC (2011) The prognostic value of histological tumor necrosis in 
solid organ malignant disease: a systematic review. Future Oncol 
7(10):1223–1235

	37.	 Kumar AJ, Leeds NE, Fuller GN, Van Tassel P, Maor MH, Sawaya 
RE et al (2000) Malignant gliomas: MR imaging spectrum of 
radiation therapy- and chemotherapy-induced necrosis of the brain 
after treatment. Radiology 217(2):377–384

	38.	 Tsuda Y, Tsoi K, Parry MC, Stevenson JD, Fujiwara T, Sumathi 
V et al (2020) Impact of chemotherapy-induced necrosis on event-
free and overall survival after preoperative MAP chemotherapy in 
patients with primary high-grade localized osteosarcoma. Bone Jt 
J 102-B(6):795–803

	39.	 Li X, Ashana AO, Moretti VM, Lackman RD (2011) The relation 
of tumour necrosis and survival in patients with osteosarcoma. Int 
Orthop 35(12):1847–1853

	40.	 Salah S, Lewin J, Amir E, Abdul RA (2018) Tumor necrosis and 
clinical outcomes following neoadjuvant therapy in soft tissue 
sarcoma: a systematic review and meta-analysis. Cancer Treat 
Rev 69:1–10

	41.	 Vaynrub M, Taheri N, Ahlmann ER, Yao C, Fedenko AN, Allison 
DC et al (2015) Prognostic value of necrosis after neoadjuvant 
therapy for soft tissue sarcoma. J Surg Oncol 111(2):152–157

Publisher's Note  Springer Nature remains neutral with regard to 
jurisdictional claims in published maps and institutional affiliations.


	Exploiting docetaxel-induced tumor cell necrosis with tumor targeted delivery of IL-12
	Abstract
	Introduction
	Materials and methods
	Cell lines
	Animals and tumor models
	Necrosis and NHS-IL-12 quantification
	Peripheral cytokine analyses
	OPAL immunofluorescence
	RNA sequencing and analysis
	Statistical analyses

	Results
	Treatment with docetaxel induces necrosis in MC38 tumors
	Docetaxel-induced necrosis increases NHS-IL-12 retention in the tumor microenvironment
	Antitumor activity of docetaxel and NHS-IL-12 is dependent on tumor targeting
	Docetaxel and NHS-IL-12 combination therapy exerts significant antitumor activity in MC38 and EMT6 tumor models
	Docetaxel and NHS-IL-12 combination therapy exerts significant antitumor activity independent of PD-L1 tumor expression
	Docetaxel and NHS-IL-12 combination therapy requires CD8+ T cells for efficient antitumor activity
	Docetaxel and NHS-IL-12 combination therapy creates an immunostimulatory tumor microenvironment

	Discussion
	Anchor 21
	Acknowledgements 
	References




