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Nature of coexisting thyroid autoimmune
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tumor immunity in thyroid cancer
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Abstract

Background: Thyroid cancer and thyroid autoimmunity are considered opposite extremes of immune-responses.
However, several studies have suggested that thyroid cancer coexists with autoimmune thyroid diseases like
Hashimoto Thyroiditis (HT) and Graves disease (GD). We have shown that the risk of developing thyroid cancer is
higher in patients with a silent form of autoimmune thyroid disease -Euthyroid Hashimoto Thyroiditis-(EHT).

Methods: We analyzed data from 2633 consecutive patients with GD, HT, EHT and non-Autoimmune Thyroid Disease
(Non-AITD) for the presence of Differentiated Thyroid Cancer (DTC). We further investigated the microenvironment,
and cellular mechanism of protection from DTC in GD/EHT by ex-vivo aspirating infiltrates from thyroid samples.
We also re-constituted in vitro the in-vivo microenvironment to mimic an in-vivo context. We isolated NK cells and
differentiated macrophages into M1 and M2 phenotype from healthy human peripheral blood monocytes.

Results: DTC was less frequent/aggressive in GD as compared to EHT or Non-AITD. Intra-thyroidal immune-cell
profiling revealed differential Natural Killer (NK) cell activity and macrophage polarization in the settings of GD versus
EHT. In GD, NK-cells were activated, and macrophages showed M1-like phenotype whereas, in EHT, NK-cells were less
active and macrophages displayed M2-like phenotype. Furthermore, in vitro co-cultures of NK-cells with differentiated
macrophage subsets revealed that the presence of activated NK (NA) cells favors M1 macrophages, boosts
macrophage action and amplifies the innate defense mechanisms. Moreover, co-culture of M2 macrophages with NA,
increases the cytotoxicity of NK-cells and favors a pro-inflammatory microenvironment that reverts the anti-
inflammatory M2 towards pro-inflammatory M1.

Conclusion: Surveillance innate immune-cells like Natural Killer (NK) cells and macrophages are complementary to
each other in their actions. We discovered here that activated NK-cells in the background of the thyroid autoimmune
disease, GD, drive macrophage differentiation to the M1/killer phenotype which in turn is cytotoxic to cancer cells and
down regulates the M2/repair phenotype. Understanding the molecular basis of macrophage-NK cell interface in
Thyroid Cancer, ETH and GD will open new vistas for immunopathology and therapeutic intervention. Macrophages/
innate immunity can be modulated from M2 to M1 phenotype to help treat thyroid cancer as naturally done by GD.

Keywords: Hashimoto thyroiditis, Graves disease, Thyroid cancer, Tumor immunity, Macrophage-NK cells cross talk

* Correspondence: Juan.Jaume@utoledo.edu
Department of Medicine, Division of Endocrinology, Diabetes and
Metabolism and Center for Diabetes and Endocrine Research (CeDER),
University of Toledo, College of Medicine and Life Sciences, 3000 Arlington
Ave., M.S. 1186, Toledo, OH 43614, USA

© The Author(s). 2019 Open Access This article is distributed under the terms of the Creative Commons Attribution 4.0
International License (http://creativecommons.org/licenses/by/4.0/), which permits unrestricted use, distribution, and
reproduction in any medium, provided you give appropriate credit to the original author(s) and the source, provide a link to
the Creative Commons license, and indicate if changes were made. The Creative Commons Public Domain Dedication waiver
(http://creativecommons.org/publicdomain/zero/1.0/) applies to the data made available in this article, unless otherwise stated.

Imam et al. Journal for ImmunoTherapy of Cancer             (2019) 7:3 
https://doi.org/10.1186/s40425-018-0483-y

http://crossmark.crossref.org/dialog/?doi=10.1186/s40425-018-0483-y&domain=pdf
http://orcid.org/0000-0002-2723-331X
mailto:Juan.Jaume@utoledo.edu
http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/publicdomain/zero/1.0/


Introduction
Antitumor immune responses are often detected in
human cancers, but in many cases, do not control tumor
progression and/or may favor tumor growth [1, 2]. In
organ-specific autoimmune diseases, immune responses
are lethal to the target organ. Memory immune cells
persist for life and facilitate chronic target destruction
even under immunosuppressive conditions [3].
Thyroid cancer and thyroid autoimmunity seem to be

situated at opposite extremes of the immune response
spectrum. In thyroid cancer the immune response seems
tolerant, allowing for tumor growth. In thyroid auto-
immunity the immune response is destructive, usually
leading to thyroid failure.
While known to immunologists for decades, it has

surfaced in recent years that more effective immuno-
therapy of cancer is associated with autoimmunity [4, 5].
The interplay between autoimmunity and cancer is now
taking center stage after the introduction of “immune
check-point inhibitors” for cancer treatment. Favorable
outcomes with these cancer immunotherapeutic drugs are
now clearly associated with endocrine immune-related
adverse effects like autoimmune thyroid disease and type 1
diabetes [6, 7].
In cancer development, progressive accumulation of

genetic abnormalities renders cells malignant. The
immune system seems to be allowing or even promoting
cancer progression for some tumors [8]. While immune
regulation in cancer seems to uphold development and
progression, immune dysregulation in autoimmunity leads
to tissue destruction and target elimination.
Thyroid cancer is usually surrounded by a significant

number of immune “reactive” cells. Tumor associated
leucocytes and macrophages (TAL and TAM) are fre-
quently described in pathology reports of patients
operated for thyroid cancer [9]. Macrophages play an
important role in the progression/regression of cancer.
Macrophage phenotype which stimulate tumor growth is
M2/repair type whereas macrophages which inhibit/slow
the tumor growth are M1/kill-type.
The nature of this leucocytic reaction is not well

understood. Evidently, the fact that cancer can survive in
this adverse immune microenvironment speaks for im-
mune regulation.
We have recently shown that the risk of developing

thyroid cancer is higher in patients with a silent form of
autoimmune thyroid disease - Euthyroid Hashimoto
Thyroiditis -. The risk is especially pronounced in
patients with functional thyroids and undetectable/low
titers of thyroid peroxidase antibodies (TPO), while di-
minished in patients with full thyroid failure and high
TPO antibody titers [10, 11].
Some studies have suggested that thyroid cancer

coexisting with another form of autoimmune thyroid

disease - Graves disease - might be more frequent and
aggressive as compared to that found in patients without
Graves [12–14]. Our clinical observations argue against
this hypothesis.
In the present study we investigated the roles of

humoral and cellular autoimmunity in the development
of thyroid cancer and the likelihood of less aggressive
behavior in the setting of Graves disease, combining
epidemiological and laboratory data.

Material and methods
Thyroid subjects
Our Thyroid Multidisciplinary Clinic is a large referral
site for thyroid diseases. Patients referred for thyroid
surgery include those with cytology positive or suspi-
cious for malignancy on fine needle aspiration (FNA),
and those with nodular goiter associated with compres-
sive symptoms (such as dysphagia, shortness of breath
or hoarseness). Random patients undergoing thyroid
surgery had their thyroids ex-vivo aspirated in the oper-
ating room (Fig. 1a). A tissue sample from each of those
patients was also snapped frozen in liquid nitrogen and
stored for further analysis. Post-operative histology con-
firmed the presence of multinodular goiter, GD or HT,
with or without DTC. We split our subjects with Hashi-
moto’s by histology into two subgroups: those with
established hypothyroidism (abnormally high TSH and
low free T4 preoperatively, treated with levothyroxine)
and those with normal thyroid function (euthyroid
Hashimoto thyroiditis) (Fig. 1a). We excluded patients
with preoperative hypothyroidism which was a result of
previous thyroid surgery or radioactive iodine treatment.
In patients with Graves’ histology, we confirmed the
diagnosis prior to surgery based on the presence of clin-
ical hyperthyroidism with abnormally low TSH and high
free T4, along with either exophthalmos, homogeneously
enhanced Tc-99m uptake or elevated titers of TSH
receptor antibodies. Post operatively, established patho-
logical characteristics for the diagnosis of multinodular
goiter, thyroid cancer, Graves’ and Hashimoto’s were
followed by our academic pathologists. The collection of
patients’ tissue/data and subsequent analysis was ap-
proved by the University Human Subjects Institutional
Review Board. Patients were invited to participate and
signed consent pre-operatively to be part of this study.
For all patients, the following data was collected:

gender, age and TSH, thyroid autoantibodies titers
[TPO-Abs, Thyroglobulin antibodies (Tg-Abs), TSH
receptor antibodies (TR-Abs), TSH receptor stimulating
immunoglobulins (TSI)] when available, and surgical
pathology report. TSH concentrations and thyroid auto-
antibodies titers were measured by chemiluminescent
immunoassays.
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Fig. 1 (See legend on next page.)
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We excluded patients on levothyroxine (LT4)-suppres-
sive therapy (when used to prevent growth of a goiter or
thyroid nodules), patients with prior exposure to radio-
active iodine, prior thyroid surgery, or patients with
incomplete records. No GD patients were treated with
SSKI prior to surgery. Some patients received
anti-thyroidal drugs prior to surgery but they demon-
strated no statistical differences on the leukocyte infil-
trates (see below).

Intra-thyroidal leukocyte profiling
The resected thyroid glands were aspirated ex-vivo to
collect infiltrating leukocytes. The red blood cells (RBC)
in the aspirates were lysed by a brief hypotonic shock
and the rest of the cells were suspended in RPMI-1640
media containing 10% Fetal Calf Serum (FCS) at 40 C.
The cells were stained for surface staining with
fluorochrome-conjugated antibodies against human
(Additional file 1: Table S2) or isotype controls in
serum-containing media as described earlier [15].
Briefly, the cells were incubated with antibodies for 20

min on ice for surface staining, and then washed and
fixed in 1% paraformaldehyde. Aliquots of cells were
permeabilized with cytofix/cytoperm solution (BD Bio-
sciences) and intracellular staining was performed using
fluorochrome-conjugated antibodies against human
(Additional file 1: Table S2). Cells were also stained with
Hoechst 33342 (10 μg/ml for 2 h, Hoechst fluorescence,
350 nm excitation/ 450 nm emission, linear scale) used
to gate live cells containing 2n-4n cellular DNA.

In vitro stimulation/induction
Aliquots of thyroid infiltrating leukocytes/thyroid cells
were stimulated (induced) in vitro with lipopolysacchar-
ide (LPS) (100 ng/ml) and incubated in RPMI-1640
media with 10% FCS for 54h at 37 °C in a 5% CO2 at-
mosphere. In last 6 h of induction, cells were treated
with Golgi plug brefeldin A (1μg/ml), (Sigma–Aldrich,
St. Louis, MO) for intracellular cytokines analysis. The
un-stimulated cells served as controls.

NK/macrophage co-cultures
NK cells were isolated from healthy human peripheral
blood using human NK isolation kit (Miltenyi Biotech,
USA) as described by the manufacturers. Prior to
co-culture, NK cells were plated in RPMI-1640 media
plus 10% FCS with or without human IL-2 (50 ng/ml,

Life Technologies Corporation, Grand Island, NY) at 37
°C for 16 h.
Macrophage subsets were differentiated from healthy

human monocytes using M1 and M2 Macrophage Gen-
eration Medium (PromoCell, United States) as described
by the manufacturer. M0 subsets represent macrophages
differentiated from monocytes without adding M1/M2
polarizing cytokines to the media. Prior to co-culture,
the macrophage subsets were washed three times with
10% FCS containing medium.
Resting (N0) or IL-2 activated NK (NA) cells were

co-cultured with autologous macrophage subsets (M0,
M1, and M2) at 1:1 ratio in RPMI-1640 media with 10%
FCS for 72 h. Macrophages were analyzed for the expres-
sion of M1 or M2 lineage specific markers by
flow-cytometry. NK cells were analyzed for NK cell
marker (CD56) and intracellular cytokine expression
(Granulysin, Granzyme B, Perforin, and IFNg) also by
flow cytometry.

Cytotoxicity assay
Natural Killer (N0 or NA) cells were co-cultured with
K562 cells (ATCC, cat# CCL-243) or macrophage sub-
sets to analyze the cytotoxicity of NK cells against K562
tumor target cells or macrophages. NK cells intracellular
cytokine expression (Granulysin, Granzyme B, Perforin,
and IFNg) was measured by flow cytometry. In another
set of experiments, tumor target K562 cells or macro-
phage subsets were suspended in complete media
(RPMI-1640+ 10%FCS) and stained with carboxyfluores-
cein diacetate succinimidyl ester (CFSE), followed by
washing. Effector NK cells and target cells were plated
together in 96-well plates in an effector-to-target (E:T)
ratio of 10:1, 5:1, and 1:1. Effector cell populations were
incubated with target cells for 4 h at 37 °C followed by
staining with 7-AAD (BD Biosciences, San Jose, CA) at
37 °C for 30 min. Following incubation, cells were resus-
pended and CFSE+/7-AAD+ cells were counted by flow
cytometry. A minimum of 25,000 target cells were
acquired in 100 μl, which generally yielded 8,000–10,000
CFSE+ events. Background death of target cells alone
was determined for each time point and subtracted from
all data (Additional file 2 Figure S2 legend for more
details).

Flow cytometry
All samples were prepared in triplicates and the mean of
the three samples was considered as an individual data.

(See figure on previous page.)
Fig. 1 Relationship of Graves Disease (GD), Hashimoto Thyroiditis (HT) and Differentiated Thyroid Cancer (DTC) in patients undergoing
thyroidectomy. Study design with benign (BEN) vs. malignant (DTC) outcome as related with either autoimmune (GD and HT with subgroups
euthyroid and hypothyroid) or non-autoimmune (Non-AITD) (a). Bar graph for frequency of DTC in each group (b) and Hashimoto’s subgroups
(c). Bar graph for distribution of DTC based on tumor size (d)
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In each replicate, at least 25,000 live leukocytes were
acquired. Samples were acquired in either BD LSRII/
FACSAria IIu or FACS Calibur flow cytometers (BD Bio-
sciences, San Jose, CA). Analysis of fluorescence-activated
cell sorting (FACS) data was done with FlowJo v. 10.3 soft-
ware (Tree Star). Analysis of cell population was
performed based on 4 step criteria (Additional file 3:
Figure S1 legend for more details).

Statistical analysis
Statistical analysis was done using the SAS MIXED pro-
cedure (version 9.3, SAS Institute, Inc., Cary NC, USA).
Data was tested for normality by Kolmogorov-Smirnov
test and transformed to natural logarithms or ranks as
appropriate when not normally distributed. Comparisons
between the two groups were done by Student’s t-test or
Mann Whitney U test. Categorical data was analyzed
with Fisher’s exact test and odds ratios (OR) with 95%
confidence intervals (95%-CI) was calculated. The sig-
nificant difference threshold was set at p ≤ 0.05 and p >
0.05 to p ≤ 0.10 indicated that a significance was
approached. Data is presented as the mean ± SEM.

Results
Differentiated thyroid Cancer (DTC) risk in Graves disease
Differentiated thyroid cancer associated with Graves
disease is believed to have more aggressive features
[12–14]. As previously stated, our clinical experience
argues against this hypothesis. Here we investigated
the characteristics of DTC associated with GD, by
reviewing our prospectively collected database of
patients undergoing thyroidectomy, mostly for thyroid
tumors (Fig. 1). We reviewed data for tumor size,
tumor focality, extra-thyroidal extension, lymphatic or
distant metastases, and need for reoperation. We also
reviewed data for thyroid pathology and antibodies
titers against Tg-Abs, TPO-Abs, TR-Abs also known
as TBII and TSI-Abs.
As previously done for Hashimoto’s [10, 11, 15], we

explored the relationship of DTC with all Auto-
immune Thyroid Diseases (AITD). We analyzed the
data from 2633 consecutive patients, recruited over
19 years (Fig. 1a). On histology, 206 patients were
found to have GD, 576 had HT, while the remaining
(n = 1851) were found not to harbor any autoimmune
thyroid disease (Non-AITD). Subjects with HT were
further subdivided into two subgroups: 211 subjects
with hypothyroidism (Hypo-HT) and 365 subjects
with normal thyroid function (EHT; all in Fig. 1a).
Populations with either GD or HT were compared
among themselves for the presence of DTC and with
the Non-AITD population. The odds ratios (OR) and
95% confidence intervals (95% CI) for having DTC
were calculated (Table 1). A similar comparison was

made between subgroups of HT subjects with EHT
and Hypo-HT and the results are presented in Table 1.
We observed that DTC was less common in GD (Table 1
and Fig. 1b) and that within the HT group, EHT had a
higher proportion of DTC (Table 1 and Fig. 1c).
We then compared the features of tumor aggressive-

ness of DTC among GD, HT and Non-AITD subjects,
based on tumor histology (presence of follicular thyroid
cancer as compared to papillary thyroid cancer, percent-
age of subjects with follicular variant of papillary thyroid
cancer or aggressive variants of papillary thyroid cancer),
tumor size, extra-thyroidal extension of the tumor,
lymph node metastasis, distant metastasis, use of I-131
therapy, and need for reoperation. We observed that GD
was associated with less aggressive forms of DTC as
compared to HT or Non-AITD (Table 1 and Fig. 1d).
HT patients also had milder forms, compared to
Non-AITD as measured by several, but not all parame-
ters (Table 1).
Lastly, we checked for the presence of disease specific

antibodies. Thyroid stimulating immunoglobulin (TSI)
titers were available for 102 subjects with GD: 8 of them
with DTC and 94 of them with benign disease. The pres-
ence of elevated TSI titers was similar in both, DTC (5/
8) and benign disease (60/94), OR 0.94 (95% CI 0.21–
4.20, p > 0.99). Similarly, data on TR-Abs was available
on 45 subjects with GD, 5 subjects with DTC and 40
subjects with benign disease. The presence of elevated
titers of TR-Abs was similar in both groups with DTC
(4/5) and benign disease (32/40), OR 1.00 (95% CI 0.10–
10.2, p > 0.99).
Data was available on TPO antibodies titers in 136

patients with GD and in 295 patients with HT. For ana-
lysis, we split our subjects into two groups, those with
high titers of TPO Abs (> = 100 IU/L) (TPO+) and those
with low or absent titers (< 100 IU/L) (TPO-). We com-
pared the frequency of DTC in GD and HT patients as a
function of auto-antibody titers. Low/absent TPO titers
were associated with a higher risk for DTC both in GD
(OR 3.7, 95% CI 1.1–12.6, p = 0.043) and HT (OR 2.3,
95% CI 1.4–3.7, p < 0.001). This association persisted
when we compared these proportions in Hypo-HT (OR
6.5, 95% CI 2.9–14.5, p < 0.001) but not in EHT (OR 1.3,
95% CI 0.7–2.5, p = 0.43) (Additional file 4: Table S1).

Intra-thyroidal immune profiling revealed differential NK
cell activity and macrophage polarization
We further investigated the microenvironment and
cellular mechanism of protection from DTC in GD.
Since failure of tumor immunity allows for cancer
growth, we reasoned that immune profiling of the thy-
roid gland immune infiltrates might unravel the cause
for this failure. We compared the intra-thyroidal mono-
nuclear cell infiltrates in patients with EHT (n = 8) and
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GD (n = 8). Our data revealed that NK cells identified as
CD3-CD56+ cells were significantly more abundant in
GD as compared to EHT (Fig. 2a). We then compared
the activation status and cytotoxic profile of these NK
cells in both conditions. The NK cells carrying high
levels of interferon gamma (IFNg), which reflects their
activation status, were significantly higher in numbers in
GD as compared to EHT (Fig. 2b). The activated NK
cells also produced significantly higher amounts of cyto-
toxic granules in GD than in EHT including Granulysin,
Granzyme B and Perforin respectively (Fig. 2c).
Macrophages identified as CD68+ cells were also signifi-

cantly more abundant in GD as compared to EHT (Fig. 3a).
Concentration of B cells (CD19) was not different in either
condition (Fig. 3b). Humoral responses (CD19) in EHT and
GD were quantitively similar in both diseases (Fig. 3b). By
sorting macrophages into M1 and M2 subpopulations, we
found that M1 macrophages present in GD were secreting
significantly higher levels of chemokines (CCR2 and
CXCR1) as compared to M1 macrophages present in EHT
(Fig. 4a). We also observed that cytokines that characterize
the M1 pro-inflammatory phenotype, TNFa and IL-12,
were higher in GD than in EHT, significantly for
TNFa and with a trend towards statistical significance

for IL-12 (Fig. 4a). In contrast, M2 macrophages were
significantly more abundant in EHT than in GD as
detected by expression of ARGINASE1 and DECTIN1
(Fig. 4c). Also, M2, anti-inflammatory cytokine, IL10
was significantly higher in EHT than in GD (Fig. 4c).
We next activated (induced) the intrathyroidal samples

from GD and EHT patients in vitro with high dose of
LPS (100 ng/ml) for 54 h. The LPS activation signifi-
cantly increased the combined expression of M1 pheno-
type markers (CD68 + CCR2, CD68 + CXCR1, CD68 +
IL12, CD68 + iNOS and CD68+ TNFa) and M2 pheno-
type markers (CD68 + ARGINASE1, CD68 + IL10, and
CD68 + DECTIN1) in EHT; whereas there were
non-significant effects on the activated M1 or M2
macrophage phenotypes in GD samples (Fig. 4b and d).
In the setting of EHT, M1 and M2 macrophage pheno-
types were not only different but also had a higher
degree of plasticity as compared to GD setting (Fig. 4).
We also observed that induction of intrathyroidal sam-
ples with higher doses of LPS, induced macrophage pro-
liferation (not shown) which was significantly increased
in EHT as compared to GD.
LPS, like IFNg, acts as a pro-inflammatory stimuli for

M1 macrophages, and strongly promotes IL-12 mediated

Table 1 Differentiated thyroid cancer incidence and pathological features in patients with and without autoimmune thyroid
diseases

Non-AITD HT GD EHT Hypo-HT

DTC, n/total (%) 600/1851 (32.4%) 256/576 (44.4%) 16/206 (7.8%) 175/365 (47.9%) 81/211 (38.4%)

OR vs. Non-AITD 95% CI P value n/a 1.67 1.38–2.02 < 0.0001 0.18 0.10–0.30 < 0.0001 1.92 1.53–2.41 < 0.0001 1.30 0.97–1.74 0.09

Comparisons Between subgroups n/a OR = 0.11 95% CI = 0.06–0.18 p < 0.0001 OR = 1.48 95%CI = 1.05–2.09 p = 0.029

Size (cm) SEM 1.8 (1.7) 1.5 (1.3) 0.7 (0.3) 1.5 (1.2) 1.5 (1.4)

p value compared to Non-AITD n/a 0.008 < 0.001 0.029 0.062

p value n/a 0.005 0.831

Macro n (%) 369 (66.4%) 142 (55.9%) 2 (12.5%) 98 (56.9%) 44 (57.8%)

OR vs. Non-AITD 95% CI p value n/a 1.56 1.15–2.11 0.005 13.8 3.11–61.4 < 0.001 1.49 1.05–2.11 0.028 1.44 0.84–2.34 0.158

OR 95% CI p value n/a 8.88 1.98–39.9 0.001 0.96 0.56–1.66 1.000

FTC n (%) 46 (7.7%) 12 (4.7%) 0 0% 9 (5.1%) 3 (3.7%)

OR vs. Non-AITD 95% CI p value n/a 1.69 0.88–3.24 0.112 2.77 0.16–46.9 0.623 1.53 0.73–3.20 0.316 2.16 0.66–7.11 0.254

OR 95% CI p value n/a 1.69 0.10–29.8 1.000 1.41 0.37–5.35 0.758

FVPTC n (%) 130 (21.7%) 56 (21.9%) 2 (12.5%) 36 (20.6%) 20 (24.7%)

OR vs. Non-AITD 95% CI p value n/a 0.99 0.69–1.41 1.000 1.94 0.43–8.63 0.542 1.07 0.71–1.62 0.834 0.84 0.49–1.45 0.568

OR 95% CI p value n/a 1.96 0.43–8.88 0.535 0.79 0.42–1.48 0.516

Other PTC variants n (%) 12 (2.0%) 10 (3.9%) 0 0% 4 (2.3%) 6 (7.4%)

Abbreviations: Non-AITD subjects without any form of autoimmune disease by pathology, HT subjects with Hashimoto’s thyroiditis, GD subjects with Graves’
disease, EHT subjects with Hashimoto’s thyroiditis by pathology and normal thyroid function, Hypo-HT subjects with hypothyroidism due to Hashimoto’s disease,
Macro differentiated thyroid cancer larger than 1cm in maximum diameter, FVPTC follicular variant of papillary thyroid cancer, Other variants other forms of
papillary thyroid cancer, i.e. oncocytic, solid, tall cell variants, Mets distant metastases, I-131 post-operative treatment with at least one dose of I-131
Comparison of thyroid cancer features with Fischer's exact test, between thyroid cancers found in the background of thyroid autoimmunity and those found in
the absence of autoimmune thyroid diseases (Non-AITD). Odds ratios are reported as a comparison of the proportions between subjects with Non-AITD and
subjects with autoimmune thyroid disorders
Odds ratios for the presence of DTC are estimated between subgroups of subjects with AITD and subjects without (Non-AITD). The odds ratios for DTC are
estimated between different subgroups as well
Bold indicates a statistically significant difference between ratios
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T helper 1 responses [16]; but they (M1s) also induce in-
nate anti-tumoral responses through activation of resting
NK cells, which eliminate tumor cells and maintain a
pro-inflammatory microenvironment. Therefore, we in-
vestigated NK cells further.

Functional outcomes are mediated by NK cell-macrophage
cross talk
To dissect the cross talk between NK cells and macro-
phages in the setting of GD and EHT, we re-constituted
in vitro the in-vivo microenvironment. We co-cultured

Fig. 2 Flow cytometry analysis of natural killer (NK) cells. Bar graphs of statistical analysis of NK cell present in patient samples (a) and
functionality as measured by Interferon gamma (INFg) from patients with Euthyroid Hashimoto Thyroiditis (EHT) (n = 8) and Graves disease (GD)
(n = 8) (b). Flow cytometry raw data sample of NK cells in EHT or GD and bar graph statistical quantification based on production of cytotoxic
enzymes: Granulysin, Granzyme B and Perforin (c). Statistical significance was determined by using t-test: two samples assuming unequal variance.
a b depicts the difference (P < 0.05) between the groups

Fig. 3 Macrophage and B cell comparison under induction/stimulation. Macrophages in EHT (n = 8) and GD (n = 8) before and after induction/
stimulation (a) as analyzed by flow cytometry were compared with B cells from same patients (b) induction/stimulation under high dose of LPS
(100 ng/ml) for 54 h
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Fig. 4 (See legend on next page.)
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macrophages with activated NK (NA) and resting NK
(N0) cells to mimic, as close as possible, the in-vivo con-
text. We isolated human peripheral blood monocytes
and differentiated them into macrophage subsets of M1
or M2 phenotypes (M1 and M2 structural phenotypes
shown in Fig. 5a-b), and then co-cultured them with
autologous NK cells. The proportion of M1 and M2, as
well as NK cells in active (NA) or resting (N0) form that
we were able to differentiate is shown in Fig. 5c as quan-
tified by flow cytometry.
To prove our hypothesis of whether NK cells derived

IFNg is sufficient to polarize macrophages from M2 to
M1 phenotype, we generated an autologous co-culture
of M1-NA, M2-NA, M1-N0 and M2-N0. Autologous
co-cultures of M2 macrophages with NA/N0 NK cells
were stained with M1 phenotype markers. The expres-
sion profiles were recorded by using flow cytometry and
revealed that autologous co-cultures of M2 with NA/N0
upregulate pro-inflammatory chemokines (CXCR2 and
CX3CR1) and cytokines (IL12 and TNFa) in M2 macro-
phages which were comparable to M1 macrophage
expression profiles (Fig. 5 d-f ). Similar results were
observed in autologous co-cultures of M1 macrophages
with NA/N0 NK cells which were stained for M2
markers (Fig. 5 g-i). Interestingly, we also observed that
M2 co-culture with activated NK (NA) cells significantly
increases the IFNg expression by NK cells (Fig. 5 k).

NK cell mediated killing of autologous macrophages
subsets
To study the cytotoxic role of NK cells upon autologous
macrophage interactions, we co-cultured the different
macrophage subsets with NK cells at 1:10 and 1:1 ratio.
We observed a reciprocal relationship between NK cell
activation status and the macrophage’s phenotypic
responses. We observed cytotoxicity towards all three
subsets of macrophages (M0, M1 and M2), but cytolysis
was significantly higher for M2 macrophages (Fig. 5 m).
It has been reported that NKP46, an NK cell activating
receptor plays a major role in the killing of M0 and M2
macrophages [17]. NK cells co-cultured with M1 macro-
phages express a higher amount of NKP46 as compared
to NK co-cultured with M0 and M2 macrophages (not
shown). In another experiment, when unpolarized M0
cells were co-cultured with activated NK cells either in

presence of M1 or M2 differentiation media, we
observed that activated NK cells promoted the differen-
tiation of M0 to M1 phenotype only (data not shown).
Thus, in the presence of M1differentiation media,
soluble factors activated NK cells which in turn favored
M1 dominance, as seen in the background of GD. How-
ever, in the absence of NK cells, soluble factors favors
M0 differentiation towards M2 dominance, as in EHT.

Cytotoxic activity of NK cells against K562 target cells
We then tested the cytotoxicity of NK cells (Effector
cells) against K562 tumor cells (Target cells). We
confirmed that activated NK cells (NA) significantly
increased cytotoxic activity against K562 cells as
compared to resting NK cells (N0) (Additional file 2:
Figure S2).

Discussion
Inflammation is associated with cancer in most organs.
In the thyroid gland, inflammation has been linked to
DTC by some, but not all scholars. We have previously
shown that EHT, a silent state of chronic inflammation,
is associated with the presence and severity of thyroid
cancer [10, 15]. However, controversy remains regarding
the potential association of thyroid cancer and its sever-
ity in GD [12–14]. Some groups suggest an association
and even postulate an increased mortality in patients
with DTC associated with GD. Our clinical observations
argue against this hypothesis.
HT and EHT are phenotypically different thyroid auto-

immune diseases. In HT, thyroid glands have lymphocytic
infiltrates functionally different than those accompanying
thyroid cancers in EHT. Lymphocytes present in HT are
mainly effector cells while lymphocytes accompanying
thyroid cancer in EHT appear to be inactive and under
immune regulation [15]. HT is also functionally different
than GD, however both are symptomatic autoimmune
diseases of the thyroid.
As with HT, our results show that GD seems to be

infrequently associated with thyroid cancer (as opposed
to EHT). When thyroid cancer coexists with GD, a less
aggressive form of differentiated thyroid cancer is more
common. The immune microenvironment of cancer
coexisting with GD appears to be more pro-tumor elim-
ination, than in patients without GD. We recognize the

(See figure on previous page.)
Fig. 4 Intra-thyroidal immune profiling of M1 and M2 macrophage polarization using Flow Cytometry Analysis. Flow cytometry analysis of M1
macrophages (FACS) contour plots (Upper panel) of representative patients and Bar graphs (Lower panel) of statistical analysis of leukocyte
specimens from patients with Euthyroid Hashimoto Thyroiditis (EHT) (n = 8) and Graves disease (GD) (n = 8). Leukocyte specimens gated for CD3-
ve and subsequently sorted for macrophages (CD14 and CD68). Macrophages were re-gated for the M1 macrophage activation marker Viz. CCR2,
CXCR1, IL12, TNFa and iNOS, Uninduced (a) and Induced (b) are shown. Macrophages were again re-gated for the M2 macrophage activation
marker Viz. Arginase 1, Dectin 1 and IL10. Uninduced (c) and Induced (d) are shown. Statistical significance was determined by using t-test: two
samples assuming unequal variance
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possibility of selection bias as a patient with GD may be
diagnosed earlier than patients with silent or Non-AITD.
However, the different immune process present in GD
and characterized here is consistent with the observed
clinical outcome.
The presence of a strong humoral autoimmune

response in the form of high TPO-Ab, Tg-Ab and
TR-Ab titers appears to be protective from DTC in
patients with GD as judged by our epidemiological
observation. To the contrary, the absence of high
autoantibody titers appears to confer some risk for
DTC in the setting of GD. TSI however were equally
present. TSI have the ability to engage the TSH recep-
tor and induce hyperthyroidism, which is clinically
associated with benign outcomes. However, the num-
ber of patients checked for TSI in this study does not
allow for any statistical conclusion.
We also demonstrate here that cellular immune infil-

trates accompanying thyroid cancer in the background
of GD have higher proportions of NK cells and signifi-
cantly higher numbers of M1 macrophages as compared
with EHT. On the other hand, the immune infiltrates in
EHT are low in NK cells and M1 macrophages, but
have a higher M2 macrophage presence. In particular,
we noticed that the NK cell population in GD differs
from the one in EHT, in that NK cells in GD are mostly
activated. Measurements of cytotoxic multimeric
complexes of activated NK cells (Granulysin, Granzyme
B and Perforin) as well as INFg were all high in the GD
immune infiltrates. Despite the differences in the
humoral responses between GD and EHT noted above,
the quantification of B cells (CD19) was not different in
either group.
As mentioned above, macrophages were more abun-

dant in lymphocytic infiltrates of GD than of EHT
patients. Although disproportionally, induction of the
intra-thyroidal immune infiltrates with lipopolysacchar-
ide (LPS) increased the number of macrophages in both

GD and EHT. It is well known that the stimulation of
resting macrophages (M0) with Th1 cytokines (i.e., IFNg)
or TLR4 ligands (i.e., LPS) induces the classical
polarization towards M1, which displays strong microbi-
cidal and tumoricidal properties and preferentially pro-
motes inflammatory responses. In contrast, the
alternative polarization towards M2 macrophages is
induced by the Th2 cytokine IL-4 [18].
Specifically, M1 macrophages were significantly more

abundant in the background of GD while M2 were
significantly more abundant in the background of EHT.
Both M1 and M2 phenotypic markers increased post-in-
duction in EHT, but induction had a minimal effect
on the macrophages in GD; indicative of higher de-
gree of plasticity of macrophages in the background
of EHT.
It has been reported that M1 (but not M0 or M2)

macrophages can activate NK cells. Soluble mediators as
well as cell-to-cell interactions of M1 with NK cells acti-
vate the later into its cytotoxic state [19]. Co-culturing
NK activated (NA) or resting (N0) cells with M2 macro-
phages demonstrated distinct phenotypic outcomes.
Co-culturing NA/N0 cells with M2 macrophages
increased the expression of M1 phenotype surface
chemokines (CCR2, CX3CR1), and intracellular cyto-
kines (IL-12, TNFa). We however observed a novel
phenomenon. Co-culturing activated NK cells (NA) with
M2 macrophages significantly upregulated the IFNg
expression of NK cells (Fig. 5 k). The change in the
expression profile from M2 to M1 phenotype and the
expression of IFNg by NK cells was inter-related, which
may be explained as NA and M2 co-cultures upregulate
CD80, sustaining Th1 responses, and CD48, a major lig-
and for 2B4, both expressed by M2 macrophages during
co-culture [19].
2B4, an NK cell activating receptor binds with CD48

on macrophages and triggers NK cell cytotoxicity by
enhancing degranulation and release of IFNg, which in

(See figure on previous page.)
Fig. 5 NK-Macrophage crosstalk. Peripheral Blood M1-M2 differentiation and quantification of final product. M1 (a) and M2 (b) structural
phenotype shown. Macrophages were labeled with CD68-PE (Red), Cytoskeleton stained with phalloidin-Alexa Fluor 488 (Green) and nuclei
stained with DAPI (Blue). Bar graph of proportions of M1 and M2 as well as NK cells in active (NA) or resting (N0) form as quantified by flow
cytometry (c). Naïve/resting NK cells were activated by using IL-2 at the dose rate of 50 ng/ml. Macrophages were differentiated from human
PBMCs into M1 and M2 macrophages. Differentiated macrophages (M1 and M2) and NK (NA and N0) cells were co-cultured. All the experiments
were executed in triplicate and mean of the three were considered as an individual observation (n = 3–6). Autologous co-cultures of M1/M2
macrophage with NA/N0 NK cells were stained with M1/M2 phenotype markers. Phenotypic characterization of differentiated macrophages (M1
and M2) were done using Flow cytometer. Single live cells were gated and subsequently sorted for macrophages (CD68) and re-gated for the M1
macrophages activation marker Viz. CCR2, CX3CR1 for surface chemokine and IL-12 and TNFa for intracellular cytokines (d-f). In the same
autologous co-culture experiment the macrophages were re-gated for CD68 and gated for M2 macrophage activation marker Viz. Arginase 1,
Dectin 1 and IL-10 (g-i). Again in the same autologous co-culture experiment single cells were gated for NK cell markers (CD56+ CD3-) and
subsequently sorted for intracellular cytokines and multimeric complexes viz. GZB, IFNg, and Perforin (j-l). Statistical significance was determined
by using t-test: two samples assuming equal variance. NK cells were co-culture against macrophages at different Effector to Target (E:T) ratios:
Resting and activated NK (N0 and NA) cells cytotoxicity against macrophage (M0, M1 and M2) is shown (m). Cytotoxicity was assessed in flow
cytometer using CFSE-FITC for alive and 7 Aminoactinomycin D (AAD)-PE for dead cells. AB depict the difference between the groups within a
ratio and ab depict the difference (P < 0.05) among the ratios within a group
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turn sustains CD48 expression by M2 macrophages [19].
The more aggressive response of NK cells, when
co-cultured with M2, apparently resulted from signifi-
cant NK-cell expressed IFNg, which upregulated
pro-inflammatory cytokines (IL-15/IL-15Rα) complex,
and IL-1β by M2 macrophages [19]. It is quite inter-
esting that the M1 macrophages were tolerant to-
wards second IFNg stimulation in terms of IL-1β
transcription, whereas M2 macrophages were strongly
upregulated in first stimulation and equally responsive
to second IFNg stimulation which potentially tran-
scribes higher levels of IL-1β than in M1 [19]. Al-
though IL-1β has pro-inflammatory effects, it also
actively participates in NK cell activation as IL-1β
upregulates NK cell activating receptor NKp44 [19].
Therefore, the IFNg dominant microenvironment fa-
vored the M2 macrophages polarization towards M1.
Although it needs further investigation, M2 macro-

phages seem to respond better to IFNg as compare to
M1. We have observed the same events in GD, where
highly activated NK cells created a pro-inflammatory
M1 microenvironment as opposed to the EHT condition
where M2 non-inflammatory dominance showed a sig-
nificantly higher degree of macrophage plasticity after
induction with LPS. With these experiments, we have
categorically explained that in natural disease conditions,
macrophage plasticity is microenvironment/NK domin-
ance dependent. We can exploit the M2 macrophage’s
plasticity by using TLR4 agonist (LPS in this study)
which has the capacity to create a pro-inflammatory
microenvironment and re-educate the M2 macrophages
towards M1 phenotype.
The increase in cytotoxicity of NK cells exposed to

M1-differentiation media may be because of M1 macro-
phages upregulating CD48, which is a major ligand for
2B4 (expressed by NK cells), so NK-M1 co-culture mod-
ulated by 2B4-CD48 interaction may increase the NK
cells IFNg expression [19]. Therefore, the production of
IFNg may act as a major inductor of NK cell cytotoxicity
towards tumor target cells. Thus, in the setting of NK
activation, the final differentiation outcome is M1 dom-
inance, as seen in the background of GD. Moreover, the
M2 dominance, as seen in EHT, seems to affect recruit-
ment of NK cells at the cancer site.
Therefore, the tumor microenvironment seems to play

a significant role in limiting the activation of NK cells
that can kill tumor cells through IFNg [20]. M2 macro-
phages can be modulated to the M1 phenotype and such
activation can cause tumor recession [20–22]. M1 mac-
rophages activate NK cells and induce IFNg production
which in turn plays a key role in inducing M1
polarization [18]. Others have reported on partial rever-
sal of M2 markers when exposed to activated NK cells
[19]. Remarkably, our data shows that M1 co-cultured

with NK cells revert an established M2 phenotype to its
M1 cytotoxic potential.
Although in this paper we focused on DTC, the most

malignant form of thyroid cancer (anaplastic) develops
within a matrix of macrophages. Anaplastic thyroid can-
cer is reported to distinctively grow in a very dense net-
work of interconnected macrophages (flagellating like
M2 s as in Fig. 5b) in direct contact with intermingled
cancer cells [23]. Even anaplastic thyroid cancer metas-
tasis seems to depend on local macrophages for estab-
lishment and progression [24].
But, more important than the M2 association with

thyroid cancer is the discovery that activated NK cells
can drive M1 differentiation, which in turn is cytotoxic
to cancer cells and down-regulates M2 s. In fact, immu-
nomodulatory strategies for activating NK cells are
already in clinical trial. Flagellin (another TLR ligand)
for example, induces activation of NK cells and has less
adverse effects compared with LPS [25]. Therefore, im-
munomodulatory flagellin could potentially be an alter-
native treatment option for cancers dependent on M2
support (like anaplastic thyroid cancer).
This is the first time thyroid cancer behavior in the

background of GD is shown to depend on the NK-M1
dynamics. Cancer seems capable of disrupting the M1
dominance by tipping the macrophage plastic balance
towards the M2 phenotype. Fortunately, this process
seems to be therapeutically reversible, in that TLR5
agonist (flagellin) may reverse the M2 phenotype (data
not shown).
We concluded that in the setting of EHT, the macro-

phage phenotype was not just different but also had a
higher degree of plasticity than in the GD setting. In
GD, the presence of functionally active NK cells and
higher M1/M2 macrophage ratio may provide Graves’
patients with a more effective form of tumor immunity.
However, in the absence/low count of active NK cells,
macrophage plasticity allows M0 to differentiate to the
M2 phenotype, which may explain the higher risk of thy-
roid cancer in EHT.
Overall, studying the tumor microenvironment in thy-

roid cancer may help us understand the different clinical
behaviors of thyroid cancers with similar histological
and molecular signatures. Moreover, clinical behavior of
other cancers may likely be related to these specific im-
mune cell players. In the era of cancer immunotherapy,
knowledge about tumor immunity is no longer basic but
clinical.

Additional files

Additional file 1: Table S2. A) Surface staining using fluorochrome-
conjugated antibodies against human. B) Intracellular staining
fluorochrome-conjugated antibodies against human. (PDF 35 kb)

Imam et al. Journal for ImmunoTherapy of Cancer             (2019) 7:3 Page 12 of 13

https://doi.org/10.1186/s40425-018-0483-y


Additional file 2: Figure S2. Cytotoxicity of NK cells against K562
cancer target cells. (PDF 404 kb)

Additional file 3: Figure S1. A) Gating strategies for flow cytometry
analysis from representative patients with EHT and GD. B) In-vitro NK cells
–Macrophages crosstalk gating strategies. (PDF 1122 kb)

Additional file 4: Table S1. Subjects with differentiated thyroid cancer
split in subgroups based on thyroid peroxidase antibodies titers. (PDF 32 kb)

Acknowledgments
Presented in part at ENDO 2014, awarded with Presidential Poster; part of
the work also presented at ENDO 2015 and 2017 as a late breaking abstract.
The authors would like to thank Herbert Chen, MD for sharing the database
and Talha Naser Jilani, MD, for reviewing this paper.
The authors would also like to thank Andrea L. Kalinoski, Ph.D., Associate
Professor,
Technical Director, Integrated Core Facilities, College of Medicine and Life
Sciences for helping in Confocal Microscopy.

Ethics approval and consent to participation
The collection of patients’ tissue/data and subsequent analysis was approved
by the University Human Subjects Institutional Review Board. Patients were
invited to participate and signed consent pre-operatively to be part of this
study.

Funding
This work was funded in part by University of Toledo, College of Medicine
and Life Sciences grants (JCJ).

Availability of data and materials
All the data and materials will be available on request.

Authors contribution
S I: Conception and designing of the study, analysis and interpretation of
data. Drafting the article. JCJ: Conception and designing of the study, final
approval of the version for submission. RR: Collection of patient’s data and
analysis. PD: In-Vito studies and reviewing the article critically. KA: Data ana-
lysis and helping in experimentation. AAK: Data analysis and helping in ex-
perimentation. SAMH: Drafting the article. NS: Data collection, analysis and
drafting the article. All authors read and approved the final manuscript.

Consent for publication
All Authors have given consent for publication.

Competing interests
The authors declare that they have no conflict of interest.

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

Received: 29 August 2018 Accepted: 13 December 2018

References
1. Romero P, Dunbar PR, Valmori D, Pittet M, Ogg GS, Rimoldi D, et al. Ex vivo

staining of metastatic lymph nodes by class I major histocompatibility
complex tetramers reveals high numbers of antigen-experienced tumor-
specific cytolytic T lymphocytes. J Exp Med. 1998;188:1641–50.

2. Valmori D, Scheibenbogen C, Dutoit V, Nagorsen D, Asemissen AM, et al.
Circulating tumor-reactive CD8(+) T cells in melanoma patients contain a
CD45RA(+)CCR7(−) effector subset exerting ex vivo tumor-specific cytolytic
activity. Cancer Res. 2002;62:1743–50.

3. Jaume JC. Endocrine Autoimmunity. In: Greenspans’ Basic and Clinical
Endocrinology, edn 9, Eds GC Gardner & DM Shoback. New York: McGraw-
Hill Medical; 2017. P. 27–46.

4. Korman A, Yellin M, Keler T. Tumor immunotherapy: preclinical and clinical
activity of anti-CTLA4 antibodies. Curr Opin Investig Drugs. 2005;6:582–91.

5. Gogas H, Ioannovich J, Dafni U, Stavropoulou-Giokas C, Frangia K, Tsoutsos D,
et al. Prognostic significance of autoimmunity during treatment of melanoma
with interferon. N Engl J Med. 2006;354:709–18.

6. Byun DJ, Wolchok JD, Rosenberg LM, Girotra M. Cancer immunotherapy -
immune checkpoint blockade and associated endocrinopathies. Nat Rev
Endocrinol. 2017;13:195–207.

7. Hao JB, Renno A, Imam S, Alfonso-Jaume MA, Elnagar N, Jaume JC. Development
of type 1 diabetes after Cancer immunotherapy. AACE Clinical Case Reports:
Summer. 2017;3(3):e242–5.

8. Balkwill F, Charles KA, Mantovani A. Smoldering and polarized inflammation
in the initiation and promotion of malignant disease. Cancer Cell.
2005;7:211–7.

9. Chen H, Schneider D, Mazeh H, Jaume JC, Lubner S Cancer of the
Endocrine System. In: Abeloff MD, Armitage JO, Niederhuber JE, Kastan MB,
McKenna WG (eds) Abeloff’s Clinical Oncology, 5th edition. Churchill
Livingstone Elsevier, Philadelphia, PA; 2013. p. 1112–1142.

10. Paparodis R, Imam S, Todorova-Koteva K, Staii A, Jaume JC. Hashimoto's
thyroiditis pathology and risk for thyroid cancer. Thyroid. 2014;24(7):
1107–14.

11. Paparodis R, Jaume JC. Thyroid Cancer Features in the Setting of Graves
Disease. The Endocrine Society (ENDO 2014) (abstract).

12. Ergin AB, Saralaya S, Olansky L. Incidental papillary thyroid carcinoma:
clinical characteristics and prognostic factors among patients with Graves'
disease and euthyroid goiter, Cleveland Clinic experience. Am J Otolaryngol.
2014;35(6):784–90.

13. Pellegriti G, Mannarino C, Russo M, Terranova R, Marturano I, Vigneri R, et al.
Increased mortality in patients with differentiated thyroid cancer associated
with Graves' disease. J Clin Endocrinol Metab. 2013;98(3):1014–21.

14. Stocker DJ, Burch HB. Thyroid cancer yield in patients with Graves' disease.
Minerva Endocrinol. 2003;28(3):205–12.

15. Imam S, Paparodis R, Sharma D, Jaume JC. Lymphocytic profiling in thyroid
cancer provides clues for failure of tumor immunity. Endocr Relat Cancer.
2014;21(3):505–16.

16. Mosser DM, Edwards JP. Exploring the full spectrum of macrophage
activation. Nat Rev Immunol. 2008;8:958–69.

17. Bellora F, Castriconi R, Dondero A, Reggiardo G, Moretta L, Mantovani A,
et al. The interaction of human natural killer cells with either unpolarized or
polarized macrophages results in different functional outcomes. Proc Natl
Acad Sci U S A. 2010;107(50):21659–64.

18. Murray PJ, Allen J, Biswas SK, Fisher EA, Gilroy DW, Goerdt S, et al.
Macrophage activation and polarization: nomenclature and experimental
guidelines. [Published erratum appears in 2014 Immunity. 41: 339–340.].
Immunity. 2014;41:14–20.

19. Mattiola I, Pesant M, Tentorio PF, Molgora M, Marcenaro E, Lugli E, et al.
Priming of human resting NK cells by autologous M1 macrophages
via the engagement of IL-1β, IFN-β, and IL-15 pathways. J Immunol.
2015;195:2818–28.

20. Mills CD, Shearer J, Evans R, Caldwell MD. Macrophage arginine metabolism
and the inhibition or stimulation of cancer. J Immunol. 1992;149:2709–14.

21. Beatty GL, Chiorean EG, Fishman MP, Saboury B, Teitelbaum UR, Sun W, et al.
CD40 agonists alter tumor stroma and show efficacy against pancreatic
carcinoma in mice and humans. Science. 2011;331:1612–6.

22. O'Sullivan T, Saddawi-Konefka R, Vermi W, Koebel CM, Arthur C, White JM,
et al. Cancer immunoediting by the innate immune system in the absence
of adaptive immunity. J Exp Med. 2012;209:1869–82.

23. Caillou B, Talbot M, Weyemi U, Pioche-Durieu C, Al Ghuzlan A, Bidart JM, et al.
Tumor-associated macrophages (TAMs) form an interconnected cellular
supportive network in anaplastic thyroid carcinoma. PLoS One. 2011;6(7):
e22567.

24. Li XJ, Gangadaran P, Kalimuthu S, Oh JM, Zhu L, Jeong SY, et al. Role of
pulmonary macrophages in initiation of lung metastasis in anaplastic
thyroid cancer. Int J Cancer. 2016;139(11):2583–92.

25. Hajam IA, Dar PA, Shahnawaz I, Jaume JC, Lee JH. Bacterial flagellin-a potent
immunomodulatory agent. Exp Mol Med. 2017;49(9):e373.

Imam et al. Journal for ImmunoTherapy of Cancer             (2019) 7:3 Page 13 of 13

https://doi.org/10.1186/s40425-018-0483-y
https://doi.org/10.1186/s40425-018-0483-y
https://doi.org/10.1186/s40425-018-0483-y

	Abstract
	Background
	Methods
	Results
	Conclusion

	Introduction
	Material and methods
	Thyroid subjects
	Intra-thyroidal leukocyte profiling
	In vitro stimulation/induction
	NK/macrophage co-cultures
	Cytotoxicity assay
	Flow cytometry
	Statistical analysis

	Results
	Differentiated thyroid Cancer (DTC) risk in Graves disease
	Intra-thyroidal immune profiling revealed differential NK cell activity and macrophage polarization
	Functional outcomes are mediated by NK cell-macrophage cross talk
	NK cell mediated killing of autologous macrophages subsets
	Cytotoxic activity of NK cells against K562 target cells

	Discussion
	Additional files
	Acknowledgments
	Ethics approval and consent to participation
	Funding
	Availability of data and materials
	Authors contribution
	Consent for publication
	Competing interests
	Publisher’s Note
	References

