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The body has its stock, the mind its treasures.1 

(Beckett, 1957, pg. 67) 

 

Quand vous avez la chance de ne pas  

comprendre quelque chose, il ne faut  

pas la laisser échapper.2 

 (Ajar, 1979, pg. 193) 

 

 

 

 

  

                                                           
1 "A testnek állaga van, a szellemnek kincse." (Beckett, 2003, 123.o. - Tandori Dezső 

fordítása) 
 

2 “Ha van szerencsénk valamit nem érteni, azt nem szabad kihagyni.” (Ajar, 2014, 

173.o. - Bognár Róbert fordítása) 
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Abbreviations 
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1. Introduction 

1.1. Malignant melanoma 

 

Malignant melanoma is a type of cancer arising from melanocytes. Melanocytes 

in the epidermis of the skin produce the pigment melanin, which occurs in several forms 

that variably protect the skin from ultraviolet (UV) radiation. Environmental insults 

followed by proto-oncogene activation coupled with suppression of tumour suppressor 

genes, and defects in DNA repair mechanism further exacerbated by the inability of the 

immune system to contain these insults results in melanoma (Kraemer et al. 1994). 

Melanomas typically occur in the skin but may rarely occur in the mouth, intestines, or 

eye. Melanoma often affects a relatively younger population and it metastasizesat an 

early stage. Early detection leads to a cure rate of over 90% in low-risk melanomas but 

advanced melanomas respond poorly to current therapies (Ehret, 

2014).Immunotherapies and their combinations are one of the new ways of treatments 

in advanced melanoma. Immunotherapy is a general term referring to artificial 

activation of the immune system to induce objective responses and/or disease 

stabilization (Drake et al. 2014). Immunotherapies can cause an early neurovegetative 

syndrome characterised by depression, anxiety, fatigue, anorexia, pain and psychomotor 

slowing which pathophysiological background are not fully understood yet (Lotrich, 

2013; Lin, 2014; Kovács et al. 2015). 

 

1.1.1. The “black cancer” – the history of melanoma 

 

In Greek “melas” means dark and “oma” means tumour. The first description of 

melanoma dates back to Hippocrates in the 5th century BC. Melanoma can be diagnosed 

from skeletons with osteolytic bone metastases. The earliest physical evidence of the 

disease comes from the metastases of melanoma found in skeletons of Pre-Columbian 

mummies (Vito et al. 2012). Between 1650 and 1760 the medical literature referred the 

disease as “fatal black tumours with metastases and black fluid in the body” (Vito et al. 

2012, pg 2.). The first surgical removal of a melanoma was performed by John Hunter 

in 1787 and he labelled it as “cancerous fungous excrescence” (Gorantla and Kirkwood, 
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2014). Rene Laennec (the inventor of stethoscope) was the first who realized that 

melanoma is a distinct disease – he used the term melanose to describe the tumour.In 

1966 Clark developed a standard five-level scale to assess the prognosis of melanoma 

based on histological examination (Clark’s levels): deeper invasion of tumour cells 

(epidermis, dermis, subcutaneous tissue) means worse prognosis (Clark, 1969). 

Alexander Breslow defined the tumour thickness as prognostic factor of malignant 

melanoma in 1970 (Breslow thickness) (Breslow, 1970). Clark’s standard scale and the 

tumour thickness are currently still relevant prognostic factors (Balch et al. 2001). 

1.1.2. The incidence of melanoma 

 

The incidence of melanoma has been increasing in the past few decades (Petrella 

et al. 2012). Worldwide the incidence of melanoma continues to rise and despite 

advances in local and systemic therapy, mortality continues to rise with 80% of skin 

cancer-related deaths attributable to melanoma (WHO, 2013). Melanoma accounts for 

less than 5% of all skin cancers, but is the leading cause of skin cancer mortality. 

In the United States from 1973 to 2004 the incidence of melanomas has risen 

from 8 to 34 per 100.000 in males and 7 to 25 per 100.000 in females and the 

worldwide incidence rates vary significantly: to 0.2-0.5 per 100.000 in India, to 12-15 

per 100.000 in Germany and to 40-50 per 100.000 in Australia (Roesch and 

Volkenandt, 2009). Data of 10-years incidence in four countries were shown in Table 1. 
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Table 1. Lifetime risk, incidence and mortality trends in melanoma based 

on statistics of Australia, USA, The Netherlands and UK (adapted from 

Thompson et al. 2005) 

  
Lifetime risk 

(incidence) 

Incidence 

trend over 10 

years 

Mortality trend over 10 

years 

Australia       

Male 1 in 25 22% increase 2% increase (1991-2001) 

Female 1 in 35 12% increase 0% increase (1991-2001) 

USA       

Male 1 in 53 31% increase 0% increase (1991-2001) 

Female 1 in 78 25% increase 1% decrease (1991-2001) 

The Netherlands       

Male --- 21% increase 24% increase (1989-98) 

Female --- 11% increase 5% increase (1989-98 

UK       

Male 1 in 147 59% increase 20% increase (1991-2001) 

Female 1 in 117 41% increase 3% increase (1991-2001) 

 

Also in Hungary the incidence of melanoma has been progressively rising in the 

past decade. According the data of Hungarian National Cancer Registry and Center of 

Biostatistics in the last 10 years the number of melanoma cases has doubled in Hungary 

(Figure 1., Table 2.). 
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 Figure 1. The incidence of malignant melanoma (without melanoma in 

situ) in Hungary (2001-2013) (National Cancer Registry and Center of 

Biostatistics, Hungary) 

Table 2. Incidence data from Hungary (2001-2013). The incidence of in 

situ melanoma and melanoma malignum in females and males in Hungary 

(2001-2013). National Cancer Registry and Centre of Biostatistics, Hungary. 

MM: malignant melanoma; in situ: in situ melanoma. 

Year 
Male Female 

In situ MM In situ MM 

2001 91 569 100 684 

2002 119 626 147 796 

2003 123 742 209 945 

2004 159 741 228 889 

2005 187 807 261 957 

2006 196 817 264 928 

2007 134 847 204 942 

2008 176 936 207 1088 

2009 187 956 248 1081 

2010 194 914 242 1071 

2011 210 1014 265 1039 

2012 234 1072 272 1239 

2013 295 1116 324 1258 
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1.1.3. Risk factors 

 

Major risk factors of melanoma are the following (NCCN Guidelines, 2015): 

1. Exposure to ultraviolet (UV) rays is a major risk factor for most 

melanomas. This exposure can be characterised by the cumulative solar 

exposure and sunburn events (UV-B). UV rays originated from sunlight, 

tanning beds and sun lamps damage the DNA of skin cells and from the 

point when this damage affects the DNA of genes that control skin cell 

growth skin cancers develop. The nature of the UV exposure may be 

important in melanoma development. For example, the development of 

melanoma on the trunk (chest and back) and legs has been linked to 

frequent sunburns (especially in childhood). 

2. Benign pigmented naevus are dense areas of melanin. Naevuses are not 

usually seen on babies they often begin to appear in children and young 

adults. Most naevuses will never cause any problems, but withincreasing 

number of naevuses the risk to develop melanoma is also increased. Thus 

many and/or large and/or atypical naevuses could mean higher risk for 

the disease. 

3. The white colour of the skin carries a much higher risk for melanoma. 

Whites with red or blond hair, blue or green eyes, or fair skin that 

freckles or burns easily are at increased risk. 

4. If one or more first-degree relatives (parent, brother, sister, or child) has 

had melanoma the risk of melanoma is greater. Around 10% of all people 

with melanoma have a family history of the disease (Thompson et al. 

2005).  

5. Already having a melanoma increase the risk to of getting it again. About 

5% of people with melanoma will develop a second one at some point. 

People who have had basal or squamous cell skin cancers are also at 

increased risk of getting melanoma. Xeroderma pigmentosum (XP) is a 

rare, inherited condition that affects skin cells ability to repair damage to 

their DNA caused by ultraviolet lights which is also associated with 

increase occurrence of melanoma. 

http://www.cancer.org/ssLINK/uv-radiation-toc
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6. Melanoma is more likely to occur in older people, but it is also found in 

younger people. In fact, melanoma is one of the most common cancers in 

people younger than 30 (especially younger women). 

7. People with weakened immune systems (from certain diseases or medical 

treatments) are more likely to develop many types of skin cancer, 

including melanoma. 

In summary both increased exposure to risk factors and decreased defence system of the 

individual could lead to melanoma which further emphasize the role of the immune 

system in the pathogenesis of this disorder. 

 

1.1.4. Stagingof the disease 

Despite the fast development of molecular medical approaches,at present the 

most important information to determine the most appropriate evidence-based 

treatmentfor a given patient is thestage of the disease.According to the guideline of the 

American Society of Clinical Oncologythe staging is based on the TNM Classification 

System, which is explained below (NCCN Guidelines, 2016). 

1.1.4.1.Overview of the TNM Classification System of melanoma 

 

The TNM staging system is widely used in clinical practice to classify tumours. 

TNM staging of melanoma describes the thickness of the melanoma and whether there 

is any spread to lymph nodes or other parts of the body. 

The letters (T-N-M) describes the different areas of cancer growth: 

 T-Tumour: how far it has grown within the skin and other factors 

 N-Node: bean-sized collections of immune system cells, to which 

cancers often spread first 

 M-Metastases: spread to distant organs and which organs it has 

reached 

This staging system describes the size of a primary tumour (T), whether any 

lymph nodes contain cancer cells (N) and whether the cancer has spread to another part 

http://www.cancerresearchuk.org/about-cancer/type/melanoma/treatment/stages-of-melanoma#TNM
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of the body (M).  The T part of the TNM describes the thickness of the melanoma 

(primary tumour) according to the Breslow scale. 

The T part of the TNM system is further divided into two groups a and b, 

depending on whether the melanoma is ulcerated or not. Ulcerated means that the 

covering layer of skin over the tumour is broken. Ulcerated melanomas have a higher 

risk of spreading than those which are not ulcerated. 

The N part of the stage is further divided into groups a, b and c. If the cancer in 

the lymph node can only be seen with a microscope (micrometastasis) it is classed as a. 

But if there are obvious signs of cancer in the lymph node (macrometastasis) it is 

classed as b.  

The letter c means that there are melanoma cells in small areas of skin very close 

to the primary melanoma or in the skin lymph channels. These groups of melanoma 

cells in the skin are called satellite metastases. Melanoma cells in the lymph channels 

are called in transit metastases. 

M0 means the cancer has not spread to another part of the body. M1 means the 

cancer has spread to another part of the body.  

This staging system is the only internationally accepted classification system, and it 

includes also sentinel node staging (AJCC: Americal Joint Comittee on Cancer). 

1.1.4.2.Treatment-relevant stages of melanoma 

 

The T, N, and M groups can be combined to create overall stages for melanoma, 

which are denoted with the combination of Roman numerals I to IV (1 to 4) and capital 

letters. Thisclinical staging system (Table 3.) is a standard way to describe how far the 

disease has spread and will determine the treatment.Patients with lower stage 

melanomahave a better outcome regarding the long-term survival. 

  

http://www.cancerresearchuk.org/about-cancer/type/melanoma/treatment/stages-of-melanoma#breslow
http://www.cancerresearchuk.org/about-cancer/about-cancer/what-is-cancer/body/the-lymphatic-system#what_is_
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Table 3. The clinical staging of melanoma (AJCC) 

Clinical staging 

Stage 0 Tis N0 M0 

Stage IA T1a N0 M0 

Stage IB 
T1b N0 M0 

T2a N0 M0 

Stage IIA 
T2b N0 M0 

T3a N0 M0 

Stage IIB 
T3b N0 M0 

T4a N0 M0 

Stage IIC T4b N0 M0 

Stage III Any T ≥N1 M0 

Stage IV Any T Any N M1 

 

Stage 0 melanomas have not grown deeper than the top layer of the skin (the 

epidermis). They are usually treated by surgery (wide excision) to remove the 

melanoma. Stage I and Stage II melanomas are treated also by wide excision. If the 

melanoma is stage IB or has other characteristics that make it more likely to have spread 

to the lymph nodes, sentinel lymph node biopsy is recommended. Lymph node 

dissection is recommended if cancer cells were found on the biopsy (Stage II). Adjuvant 

therapy after surgery may advise in Stage II melanoma. Stage III cancers have already 

reached the lymph nodes when the melanoma is first diagnosed. Surgery and adjuvant 

treatment and/or radiation therapy are recommended. Stage IV melanomas are very hard 

to cure, as they have already spread to distant lymph nodes or other areas of the body. 

Metastases that cause symptoms but cannot be removed may be treated with radiation, 

immunotherapy, targeted therapy, or chemotherapy. The treatment of widespread 

melanomas has changed in recent years as newer forms of immunotherapy (known as 

http://www.cancer.org/ssLINK/melanoma-skin-cancer-treating-surgery
http://www.cancer.org/ssLINK/melanoma-skin-cancer-treating-immunotherapy
http://www.cancer.org/ssLINK/melanoma-skin-cancer-treating-targeted-therapy
http://www.cancer.org/ssLINK/melanoma-skin-cancer-treating-chemotherapy
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immune checkpoint inhibitors) and targeted drugs have been shown to be more effective 

than chemotherapy. 

Same stage means the same or similar prognosis. Observed survival rates shown 

below for the different stages (Table 4.). 

 Table 4. Observed survival rates in melanoma (adapted from the AJCC 

Melanoma Staging Database, 2008.). Observed survival rates based on data of 

60.000 patients *:The outlook is better if the spread is only to distant parts of the 

skin or distant lymph nodes rather than to other organs, and if the blood level of 

lactate dehydrogenase (LDH) is normal. 

Observed survival rates 

  5-year survival 10 year survival 

Stage IA 97% 95% 

Stage IB 92% 86% 

Stage IIA 81% 67% 

Stage IIB 70% 57% 

Stage IIC 53% 40% 

Stage IIIA 78% 68% 

Stage IIIB 59% 43% 

Stage IIIC 40% 24% 

Stage IV* 15-20% 10-15% 
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1.2. Treatment of melanoma 

 

1.2.1. The history of melanoma therapy 

The intent of treatment for advanced melanoma which was once considered 

incurable has changed in the last decades from palliative to potentially curative. 

Treatment and outcomes for advanced melanoma have improved over the past twenty 

years on the basis of rapid advances in the fields of tumour cell biology, immunology, 

and surgical techniques, radiosurgery (Garbe et al. 2012). 

In the beginning of the use of medical treatments mostly palliative (and largely 

ineffective) treatments were used.  

Since Ehrlich in 1909 first proposed the idea that nascent transformed cells arise 

continuously in the body and that the immune system scans for and eradicates these 

transformed cells before they are manifested clinically, immune surveillance has been a 

controversial topic in tumour immunology (Ehrlich, 1909). 

 Tumour transplantation models show the experimental evidence that tumours 

could be repressed by the immune system. These findings suggested the existence of 

tumour-associated antigens and formed the basis of “immune surveillance” (Burnet and 

Thomas, 1957). “Immune surveillance’ implied surveillance of the host for malignant 

cells, which were presumed to be recognized and destroyed as they emerged. This idea 

was supported by the observation of spontaneous regression in human melanoma, the 

lymphocytic/dendritic infiltrates documented pathologically in and around primary 

melanoma tumours, and the increased incidence of melanoma among 

immunosuppressed patients (Gorantla and Kirkwood, 2014).  

The idea of cancer immune surveillance resisted widespread acceptance until the 

1990s. The central roles of immune effector cells, such as B, T, natural killer (NK) and 

natural killer T (NKT) cells, and interferon (IFN) have been clarified in cancer immune 

surveillance (Dunn, 2004; Kim et al. 2007). 
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Golub et al. demonstrated in vitro increased cytotoxic activity of melanoma 

patient-derived lymphocytes against melanoma cell lines (Golub, 1974). The discovery 

of interleukin 2 (IL-2) as a T cell growth factor helped in vivo studies of immune 

modulation and its role in advanced melanoma (Gorantla, 2014). Supporting this 

observationin metastatic melanoma the use of anticytotoxic T-lymphocyte-associated 

antigen 4 (anti-CTLA-4 antibody) immunotherapy (ipilimumab) seems to be effective 

(2011 FDA approval) (Lee et al. 2013). Thus, a better understanding of the mechanisms 

of immunoediting during tumour progression may provide new insights for improving 

cancer immunotherapy. 

The most important milestones in the history of melanoma immunetreatment are 

shown in Table 5. 
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Table 5. Major steps in the immunetreatment of melanoma (adapted 

from Lee et al. 2013). FDA: Food and Drug Administration; HDI, high-dose 

interferon; IL, interleukin; LAK, lymphokine activated killer. 

years   landmarks 

5th 

century 

B.C. 

Hippocrates first mention of melanoma 

4th 

century 

B.C. 

Pre-Columbian Mummies 
discovered skeletons of mummies with the 

metastases of melanoma 

1787 John Hunter 
first describes melanoma and preserves a 

specimen 

1812 René Laennec first describes melanoma as a disease entity 

1820 William Norris 
first describes a case of melanoma in the English 

literature 

1969 Ion Gresser 
describes the role of interferons in antitumour 

immunity 

1969 Wallace Clark 

notes the pathologic heterogeneity of melanoma 

and levels of invasion that correlate with 

prognosis 

1970 Alexander Breslow 
describes the relationship between tumour 

thickness and prognosis 

1970 Donald Morton 

publishes first successful clinical application of 

immunotherapy directed against a metastatic 

human cancer 

1974 Donald Morton describes presence of melanoma antigens 

1985 John Kirkwood 
initiates high dose interferon studies in patients 

with high risk for relapse melanoma 

1988 first AJCC staging first version of AJCC staging for melanoma 

1996 HDI FDA approves HDI 

1998 high dose IL-2 
FDA approval of high dose bolus IL-2 for 

advanced, metastatic melanoma 

2011 FDA approval 

pegylated interferon for high-risk resected 

disease; ipilimumab for advanced, metastatic 

disease 

 

90% of melanomas are diagnosed as primary tumours without metastasis and for 

patients with early-stage non-metastatic disease surgical management remains the 

mainstay of therapy (Garbe et al. 2012; Mocellin et al. 2013). Adjuvant immunotherapy 

is offered to those melanoma patients who have no evidence of metastases but at high 
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risk for further tumour spread, e.g. tumours thicker than 1.5 mm, or in stage II and III 

melanoma. Specifically, interferon alpha is the fundamental therapy as it was the first 

substance in the adjuvant treatment of melanoma to have shown a significant 

improvement of disease-free survival (Garbe et al. 2008; Friebe et al. 2010). However, 

adjuvant interferon treatment is frequently accompanied by psychological side effects 

including depression, fatigue, irritability, anxiety, or suicide.  

The treatment of melanomas with distant metastases are still not satisfactory 

with the median survival of patients with melanoma is less than 1 year (Schaefer et al. 

2002) and the expected 2-year survival rate is 10-20% (Rychetnick et al. 2012). 

Although the prognosis for melanoma is improving because lesions are diagnosed at a 

much earlier point, the therapy of disseminated melanoma has been unsolved for 

decades. Median survival with distant metastasis in the fourth stage based on former 

data is less than 1 year (Gray-Schopfer et al. 2007; Mocellin et al. 2010). Survival 

increased as a result of new therapies of recent years, but the mortality rate of the 

disease is still significant. In the event of localised diseases, surgical intervention plays 

a leading role. However, following excision further therapies may be needed due to the 

parameters of primer tumour (ulceration, tumour thickness, lymph node status) (Liszkay 

et al. 2003; Kasparian et al. 2009). 

Systemic pharmacotherapies are widely used in the treatment of melanoma, 

especially if malignant cells spread beyond the skin to distant organs. Broad range of 

drugs are available including chemotherapies, targeted therapy and vaccine therapy. If 

distant metastases emerged, promising opportunities have been arising recently in the 

treatment of the disease with the progress of molecular pathology and immunology 

(Garbe et al. 2011). New products, primarily developed for other medical conditions, 

are retargeted for application in melanoma treatment by utilising their potentialto 

strengthen the immune response of the organism against foreign or altered antigens, 

such as tumour cells (Bhatia and Thompson, 2014). 
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1.2.2. Chemotherapy of melanoma 

 

Surgery and radiation therapy remove, kill, or damage cancer cells in a certain 

area, but chemotherapy can work throughout the whole body. Chemotherapy is a 

medication-based, systemic therapy to treat many types of cancer, including melanoma, 

by destroying melanoma cells throughout the body. This means chemotherapy can kill 

cancer cells that have spread (metastasized) to parts of the body far away from the 

original (primary) tumour (Fuchs-Tarlovsky, 2013).Chemotherapy drugs kill the fast-

growing cells, also cancer cells and also normal cells. Systemic chemotherapy uses 

anticancer drugs that are usually injected into a vein or given by mouth. These 

medications travel through the bloodstream to all parts of the body, where they attack 

cancer cells that have already spread beyond the skin to involve lymph nodes and other 

organs. Usually the combination of more than one drug is used. Many other 

chemotherapy agents are being evaluated for their use in the treatment of Stage IV 

melanoma as both single agents and in combination with other chemotherapy, targeted 

therapy and immunotherapy agents. 

Although chemotherapy is usually not as effective in melanoma as in some other 

types of cancer, it may relieve symptoms or extend survival of some patients with stage 

IV melanoma (Middleton et al. 2000). 

Chemotherapy drugs often used to treat melanoma include: 

 Dacarbazine (DTIC) is the only FDA-approved chemotherapy agent for 

the treatment of Stage IV melanoma. It is administered as an intravenous 

infusion. 

 Cisplatin, vinblastine, and DTIC is another chemotherapy combination 

for treating melanoma. 

 Temozolomide is a drug that works like DTIC, but it can be given in the 

form of a pill. 

Conventional chemotherapy with dacarbazine and temozolomide has yielded 

poor response rates of 7%–20% and a median survival of nine months, with mild 

toxicity profiles (Chapman et al. 1999). 

http://www.melanoma.org/understand-melanoma/diagnosing-melanoma/stages-of-diagnosis
http://www.melanoma.org/understand-melanoma/melanoma-treatment/targeted-therapy
http://www.melanoma.org/understand-melanoma/melanoma-treatment/targeted-therapy
http://www.melanoma.org/understand-melanoma/melanoma-treatment/immunotherapy
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These chemotherapy drugs may also be combined with immunotherapy drugs, 

such as interferon alpha and/or interleukin 2. 

1.2.3. Vaccine therapy of melanoma 

 

Melanoma vaccines are experimental therapies that are being tested in patients 

with stage III or stage IV melanoma. Anti-melanoma vaccines are similar to the 

vaccines used to prevent diseases caused by viruses. Antivirus vaccines usually contain 

weakened or killed viruses or parts of a virus that cannot cause the disease. The vaccine 

stimulates the body's immune system to destroy the more harmful type of virus. 

In the same way, weakened melanoma cells or parts of melanoma cells called 

antigens can be injected into a patient in an attempt to stimulate the body's immune 

system to destroy melanoma cells. Usually, the melanoma cells are mixed with 

substances that help stimulate the body's immune system. 

 

1.2.4. Targeted therapy of melanoma 

 

Targeted therapy is a form of treatment in which drugs (or other substances) are 

developed with the goal of destroying cancer cells while leaving normal cells intact. 

These drugs are designed to interfere with the specific molecules that are driving the 

growth and spread of the tumour. Because they are “targeted” to the tumour, these 

therapies may be more effective and associated with fewer side effects compared to 

chemotherapy and radiation therapy (Davey et al. 2016).Targeted therapy drugs for 

melanoma see on Table 6. 

Molecular targeted therapies have shown promise in the management of various 

malignancies, including melanoma, with lower toxicity profiles and better overall 

survival as compared with conventional therapy (Chakraborty et al. 2013). 
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Table 6. Targeted therapy drugs for melanoma(adapted from the NCCN 

Guidelines, 2016). KIT-  receptor tyrosine kinase - inhibition of KIT  leads to defects in 

melanocyte migration, survival, proliferation, and differentiation; MEK - allostetic 

mitogen-activated protein/extracellular signal-regulated kinase - MEK inhibition blocks 

cell proliferation and induced apoptosis;BRAF - serine/threonine protein kinasewich is 

involved in sending signals inside cells which are involved in directing cell growth. 

 
Generic name Brand name Dose 

C-KIT-

inhibitors 

Nilotinib Tasigna 2x200mg/day 

Imatinib Glivec 1x400mg/day 

MEK-

inhibitors 

Cobimetinib Cotellic 1x3x20mg/day 

Trametinib Mekinist 1x3x20mg/day 

BRAF-

inhibitors 

Vemurafenib Zelboraf 2x4x240mg/day 

Dabrafenib Tafinlar 2x2x75mg/day 

1.2.5. Immunotherapies of melanoma 

 

Immunotherapy is a general term referring to artificial activation of the immune 

system to induce objective responses and/or disease stabilization (Drake et al. 2014). 

Immunotherapy enhances and encourages a patient's immune system to 

recognize and destroy cancer cells more effectively. Several types of immunotherapy 

are used in treating patients with melanoma. Some are being studied as adjuvant 

treatment. Immunotherapy (also called biological therapy) is a treatment that increases 

the activity of immune system. These drugs improve the ability of the body to find and 

destroy cancer cells. Immunotherapeutic interventions offer the hope for effective 

treatment against melanoma as it is considered traditionally as immunogen tumour 

cancer because of its ability to undergo spontaneous regression (Thumar and Kluger, 

2010). The most convincing evidence that melanoma can be immunogenic is derived 

from preclinical research on the fundamental aspects of T-cell biology and antigen 

recognition (Komenaka et al. 2004). Although the fundamentals of tumour immunology 

can be broadly applied to all types of tumours, many of these principles were first 

demonstrated in melanoma, and the clinical application of immunotherapy for cancer 

has been most widely studied in melanoma (Gogas et al. 2006).  

https://en.wikipedia.org/wiki/Signal_transduction
https://en.wikipedia.org/wiki/Cell_growth
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1.2.4.1. The role of cytokines in the treatment of melanoma 

 

Cytokines are proteins that activate the immune system in a general way. Two 

cytokines, interferon alpha and interleukin 2, can help boost immunity in patients with 

melanoma. Both drugs can help to shrink metastatic (stage III and IV) melanoma in 

about 10% to 20% of patients (Verma et al. 2006; Bhatia et al. 2009). 

Interleukin 2, particularly in high doses, can cause fluid to accumulate in the 

body, so the person swells up and can feel quite sick. Some patients may need to be 

hospitalized because of this problem (Komenaka et al. 2004; Agarwala, 2009). 

Patients with deeper melanomas often have cancer cells that break away from 

the primary melanoma and travel to other parts of the body. Interferons are immune 

substances produced by the body in response to infection. Interferon alpha 2b can be 

used as an adjuvant therapy (Garbe et al. 2008). Side effects include fever, chills, aches, 

and severe tiredness. Interferon alpha 2b can also affect the heart and liver, and patients 

should be followed by an oncologist who is experienced with this treatment (Schaefer et 

al. 2002). Interferon alpha 2b given to patients with stage III melanoma following 

surgery can delay the recurrence of melanoma but may not prolong patients' lives. 

Decisions about adjuvant therapy by patients and their doctors should take into account 

the potential benefits and side effects of this treatment. 

Another cytokine is called tumour necrosis factor (TNF). This is a naturally 

occurring substance that seems to kill tumours. It is particularly effective when the TNF 

is given as an infusion directly into a tumour or a part of the body containing the 

tumour. This is called regional perfusion (Krementz et al. 1994). 

Cytokines (interleukins and interferons) are part of the immune system and exist 

naturally in the body stimulating immune cells. Synthetically manufactured cytokines 

are also applied in treatment of melanoma. According to treatment protocols in 

Hungarypatients without distant metastases, with aprimarytumour parameter thicker 

than 1.5 mm adjuvant immunotherapyshould be given (Egészségügyi Közlöny, 2008). 

At present, interferon is the most widely used adjuvant therapy to increase 

asymptomatic survival after the removal of primer tumour. It is applied for almost 20 
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years usually at the early phase of the disease in various doses, as supported by clinical 

evidence (Garbe et al. 2008; Friebe et al. 2010). 

1.2.4.2. The role of interferon in the treatment of melanoma 

 

Interferons are pleiotropic molecules that share a number of biologic effects such 

as antiviral, antiproliferative and immunomodulatory actions.  The alpha interferons are 

produced by leukocytes or lymphoblastoid cells. 

 Interferon-alpha has a general inflammatory action which skews the immune 

response towards a Thelper 1 (Th1) profile (Belardelli and Gresser, 1996). Type Th1 

cells produce interferon-gamma, interleukin (IL)-2, and tumour necrosis factor (TNF)-

beta, which activate cell-mediated immunity. When interferon-alpha are investigated in 

vitro they activate Th1 immune responses. In in vitro studies subtype alpha2 increased 

the expression of human leukocyte antigen (HLA) molecules wich correlate with 

interferon-alpha mediated activation of memory cluster of differentiation 8(CD8) cells 

and increased cytolytic action against tumour cells (Finter, 1991). 

Interferon-alpha enhances the proliferation of human B cells as well as strongly 

activates natural killer (NK)-cells (Ortaldo and Herberman, 1984; Hibbert and Foster, 

1999). The interferon-alpha2 also affect human T cell mobility and dendritic cell 

activation (Foster et al. 2004). 

Effects of interferon linked to cell membrane include stimulation of the activity 

of macrophages and lymphocytes in addition to direct cytostatic effect.  

Multi-subtype interferons such as human leukocyte interferon-alpha might be 

more appropriate for melanoma treatment than interferon-alpha2 given its wider 

spectrum of immunological activities. Another difference between human leukocyte 

interferon-alpha and recombinant interferons is the lack of glycosylation of specific 

subtypes in the recombinant formulations (Kontsek, 1994). 

 All interferon-alpha bind to the same receptor and are expected to have the same 

biological functions. Human leukocyte interferon-alpha consists ofsix major subtypes, 

and all subtypemay exert differentanti-viral or anti-tumour effects. For example, 
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recombinant interferon-alpha2b has been investigated in a recently published paper by 

Ruuth et al. (Ruuth et al. 2007). In this study three melanoma lines were treated with 

both types of interferon, and the effect on proliferation and survival was estimated both 

after short-term and prolonged treatment. The results indicated that the melanoma cell 

lines were sensitive to the antiproliferative effects of both interferon-alpha species 

during short-term treatment (Ruuth et al. 2007). 

 The induction of a characteristic Th1 response in melanoma patients appears to 

be an important indicative factor for best disease prognosis. The results of Gogas et al. 

(Gogas et al. 2006) indicate a clear correlation between the potential of strong 

interferon-alpha induced Th1 inflammatory response and longer disease free periods 

and overall survival in malignant melanoma patients (Go gas et al. 2006). Th1 

inflammatory response has also been correlated with tumour regression. In studies with 

subcutaneous interleukin-2 and interferon-alpha circulating activated cytotoxic T 

lymphocytes (CTL) increased NK cells in the blood correlated with tumour growth 

retardation (Atzpodien et al. 1993; Schneeklothet al. 1993; Jorkov et al. 2003). 

 The therapeutic significance of multiple interferon-subtypes is still unclear. This 

multiplicity of activity may be a result of different specific biological activities, altering 

diffusability, tissue distribution and pharmacokinetics. Another possibility is that 

multiple interferon-subtypes may compete for receptor binding resulting in a natural 

selection process and possibly antagonistic effects. Some results suggest that particular 

subtypes, such as interferon alpha2 and alpha8 may be more effective than other 

subtypes at protecting cells from viral infection, and that combinations of these two 

subtypes or natural interferon alpha preparations containing such combinations appear 

to be optimal for treatment of melanoma (Hino et al. 1993). 

Interferons affect many organs and cause multiple side effects in most of the 

treated patients (Schaefer et al. 2002). The most common, 1 out of 10-100 patients, 

includes anorexia, mild depression, headache and concentration disturbances, cough, 

dermatitis, fever and arthralgia. Inthe first period of treatmentanaemia, low white cell 

count and thrombocytopenia can occur, whichlevels usually are closelymonitored. 

These latter findings often result in dose reduction (Garbe et al. 2008). Among the rare 

side effects, 1 out of 1000-10000 patients can be mentioned: psychosis, suicide, 
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thyroiditis, erythema multiforme, retinal bleeding, endocarditis and liver failure 

(Kasparian et al. 2012). Their spectrum of toxicity is well documented with a ‘flu-like 

syndrome’ occurring universally in patients upon initiation of therapy but disappearing 

with repeated drug administration. 

 

1.2.4.3.Ipilimumab – new therapy in the treatment of melanoma 

 

The fast progress in understanding of immunobiology made significant break-

throughs in immunotherapies that have radically changed and renewed the treatment of 

malignant melanoma (Anderton and Fillatreau, 2015; Atherton et al. 2016). The 

approval of anti-cytotoxic T-lymphocyte antigen 4 (CTLA-4) antibody ipilimumab by 

US FDA in 2011, as well as the new drugs including antibodies to programmed cell 

death 1 (PD-1) such as pembrolizumab and nivolumab (both approved in 2014) have 

extended the potential of immunotherapy for advanced melanoma (Eggermont et al. 

2008; Zhu et al. 2010). They have shown a significant increase in progression free and 

overall survival rate with long-term benefits in a proportion of patients compared with 

chemotherapy (Hodi et al. 2010; Wolchok et al. 2010; Zhu et al. 2010). Applied 

immunotherapies for stage III and IV melanoma exert different mechanisms of action 

that manifest in different adverse events (Ma and Armstrong, 2014). Each of the drugs 

used to treat metastatic melanoma exert particular mechanisms of action. 

The anti-CTLA-4antibody ipilimumab was the first immunotherapy that showed 

a benefit for overall survival in two controlled trials in metastatic melanoma (Hodi et al. 

2010). Ipilimumab is a human anticytotoxic T-lymphocyte-associated antigen 4 (anti-

CTLA-4) monoclonal antibody which blocks the inhibitory signal of CTLA-4 molecule 

having an effect of “natural brake” to the immune system thereby stimulating T-cell 

activation and proliferation that leads to cancer cell death (Robert et al. 2015). 

Ipilimumab binds to the cytotoxic T-lymphocyte-associated antigen 4 (CTLA-4). This 

T-cell molecule suppresses the immune response. Ipilimumab in melanoma patients has 

an indirect effect through T-cell mediated anti-tumour immune response. Ipilimumab is 

a T-cell potentiator that blocks the inhibitory signal of CTLA-4 (Fong and Small 2008; 

Fecher et al. 2013). Suppression of CTLA-4 can augment the immune system's T-cell 



27 
 

response in fighting disease. T-cell-mediated antitumour therapies have played an 

important role in the treatment of advanced melanoma in last years. Tumour-associated 

antigens attached to the major histocompatibility complex (MHC) on specialized 

antigen-presenting cells (APC) bind with T-cell receptors (Chmielowski, 2013). CTLA-

4 is a surface protein expressed on activated and regulatory T cells and is upregulated in 

malignancy. It functions as a negative regulator of T-cell function, binding to B7 

antigen-presenting cells and inducing cell-cycle arrest. On the T cells, surface protein 

CD28, is a positive regulator of T-cell function and binds B7 with less affinity (Schatton 

et al. 2010). The goal of CTLA-4 blockade is to break immune tolerance to a cancer and 

trigger a prolonged tumour-specific immune attack (Fecher et al. 2013). Ipilimumab 

was registered in 2011 by the FDA. 

During ipilimumab therapy, most often autoimmune side effects were reported 

(colitis, thyreoiditis, hepatitis) as well as depression, confusion, insomnia, change in 

mental condition, tiredness (fatigue) are mentioned in the literature (Pardoll, 2012).Its 

most common adverse events related to the study drugs were immune-related events. 

Severe autoimmune reactions commonly skin rash, colitis, thyreoiditis, hepatitis, 

hypophysitis may develop in some patients. Depression, confusion, insomnia, mental 

status changes are named as expected adverse events in ipilimumab treatment (Garbe et 

al. 2012), but there are only few data in the literature. Immune-related adverse events 

associated with the use of ipilimumab were already evident in randomized trials (Hodi 

et al. 2010;Quirk et al. 2015; Robert et al. 2015). Immune-mediated adverse effects are 

common, but not severe in most patients. Skin-related adverse events can occur 2–3 

weeks after the first dose of ipilimumab, whereas liver and gastrointestinal events 

typically occur 6–7 weeks after treatment initiation, and endocrinopathies are usually 

observed 9 weeks after the initial drug administration (Di Giacomo et al. 2010). Less 

frequent, but well-documented and potentially serious or irreversible immune-related 

adverse events can involve the liver or endocrine or nervous systems, including sensory, 

motor or ocular manifestations (Quirk et al. 2015). 
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1.2.4.4. Other immunotherapies in the treatment of melanoma 

 

Besides antibodies against CTLA-4, most experimental and clinical information 

was gathered on the inhibition of programmed death (PD)-1-route in connection with 

the treatment of advanced diseases. The aim is not to kill cancer cells directly but to 

block a pathway that shields tumour cells from immune system components able and to 

fight cancer.The pathway includes two proteins:  

 programmed death-1 (PD-1), which is expressed on the surface of 

immune cells 

 programmed death ligand-1 (PD-L1), which is expressed on cancer cells 

When PD-1 and PD-L1 connect they form a biochemical barrier protecting tumour cells 

from being neutralised by the immune system.PD-1 is important mainly at the later 

phase of implementation of T-cell activation, in inhibiting inflammatory reactions and 

autoimmunity in peripheral tissues. The autoimmune side effects of the anti-PD-1 

therapy are much lighter and develop later as compared to anti-CTLA-4. On the other 

hand, its interaction with the ligands of PD-1 receptor proved to be an important 

immune-resistant mechanism of tumours (Dong et al. 2002; Ladányi, 2002; Topalian et 

al. 2012), and therefore it is a promising objective of the therapy aimed at 

“accessibility” to antitumour immune response. Anti-PD-1 antibody is a fully human 

antibody presently in clinical use. At the moment, two medicinal products are 

registered: pembrolizumab and nivolumab. A test performed using higher number of 

cases confirmed that the ratio of objective response given to the treatment was 28% in 

the case of melanoma and the effect proved to be durable (Topalian et al. 2012). 6% of 

grave side effects were potentially immune associated. Most frequent side effects 

described in connection with the treatment were tiredness, apathy, loss of appetite, 

diarrhoea, nausea, cough, constipation, skin rash, fever and headache (Topalian et al. 

2012; Robert et al. 2014). 

A number of clinical trials aimed at blocking PD-1-route are pending in 

melanoma and other tumours especially as monotherapy with PD-1-antagonist 

antibodies and also in various combinations (Sznol and Chen, 2013). Therapy 
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combining anti-CTLA-4 and anti-PD-1 may further increase the effectiveness of 

treatments. 

In PD-1 therapies generalized symptoms, including fatigue and asthenia, fever 

and chills, myalgias, and headaches, were reported frequently but were of low grade in 

more than 95% of the cases (Hamid et al. 2013). The most common adverse events, 

regardless of causality, were fatigue, decreased appetite, diarrhea, nausea, cough, 

dyspnea, constipation, vomiting, rash, pyrexia, and headache (Topalian el al. 2012). 

Fatigue is by far the most common symptom reported by patients and is often difficult 

to treat (Ribas, 2012; Hamid et al. 2013). Fatigue (56.3%), nausea (25%), diarrhea, 

xerostomia, and pruritus (18.8% each) were reported by anti-PD1 therapy (Freemann-

Keller and Weber, 2015).  In the comparative study of Robert et al. (Robert et al. 2014) 

the most common drug-related adverse events were fatigue (33%-37%), pruritus (19-

26%) and rash (18%). Fatigue is among the most common side effects seen, with an 

estimated overall frequency of 16 to 24 percent for the anti-PD-1 and anti-PD-L1 agents 

and approximately 40 percent in those treated with ipilimumab (Horvat et al. 2015; 

Naidoo et al. 2015; Postow et al. 2015). 

The two new immunotherapeutic agents, anti-CTLA-4 and anti-programmed cell 

death 1, show promise as potentially effective therapies with manageable side effect 

profiles in metastatic melanoma (Chakraborty et al. 2013). 

 

1.3. Side effects of immune therapies in melanoma 

 

As more-effective therapies become available based on modulation of the 

immune system in order to trigger or enhance anti-tumour immune responses, clinicians 

will need to become familiar with recognizing and controlling the adverse effects 

arising from immune therapy (Gangadhar and Vonderheide, 2014). 

 

  

http://www.uptodate.com/contents/ipilimumab-drug-information?source=see_link
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1.3.1. General symptoms 

 

A new category of side effects, so called “immune-related adverse events” 

(irAE) could complicate cancer immunotherapy. It is mainly due to the inflammation of 

off-target organ system, such as well described immune-related dermatitis, hepatitis, 

colitis, and hypophysitis (Postow et al. 2015). The most common and earliest onset of 

irAE is dermatologic toxicity. Adverse effects are usually reversible, although early 

recognition and intervention are essential. In this context, patient awareness, close 

monitoring and good communication between the care provider and patient are 

imperative. 

Side effects are unplanned physical or emotional conditions caused by treatment. 

Each treatment for melanoma has and can cause different side effects. The side effects 

of immunotherapies depend on: 

 the drug  

 how it is given 

 the amount taken 

 the length of treatment 

 the person 

 

1.3.2. Psychological side effects 

 

In the long run, adjuvant interferon treatment has the most common and also 

clinically relevant psychological side effects. Fatigue, anhedonia, social isolation, 

psychomotor slowness is reported during treatment and is frequently accompanied by 

psychological side effects including depression, irritability, anxiety, or suicide(Gogas et 

al. 2006). These psychological problems may lead to a significant deterioration in 

quality of life and often result in premature suspension or discontinuation of treatments. 

Not only physical side effects presenting serious subjective symptoms, if any, may 

imply distress but the effects of immunotherapy in the central nervous system may also 
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cause grave anxiety and clinically significant depressive symptoms (Schaefer et al. 

2002). Depression of clinically significant degree developing during interferon therapy 

varies between 20 and 40% (Schaefer et al. 2002) which at the same time is one of the 

most frequent reasons for premature discontinuation of the therapy (Reyes-Vazquez et 

al. 2012).  

Besides early neurovegetative symptoms which manifest in the majority of 

patients during the first weeks of IFN-alpha treatment as fatigue, pain and anorexia, 

long-term IFN-alpha treatment often causes a wide variety of psychiatric side-effects, 

such as depression, fatigue, insomnia, anxiety, and cognitive disturbances (Capuron et 

al. 2002). 10%–40% of patients additionally develop a full depressive disorder 

syndrome that can include suicidal ideation, aboulia, lack of motivation, social 

withdrawal, guilt, anhedonia, irritability, anxiety, and crying (Lotrich, 2013). Mania, 

delirium, and psychosis are further but less common side effects of IFN-alpha 

treatment. Approximately 30–70% of hepatitis C virus-infected patients treated with 

IFN-alpha experience different degrees of depression. Most of them suffer from mild or 

moderate depressive symptoms, while severe major depression occurs in about 15% 

(Schaefer et al. 2012).  

 

1.3.3. Differences in psychological side effects according to pharmacodynamics of 

drugs 

 

In addition to these similarities, the symptom profile (Table 7.) of treatment-

emergent depression and naturally occurring major depressive episode show some 

distinctions (Pala et al. 2016). Namely, during long-term IFN-alpha treatment patients 

reported more severe weight loss and decreased activity, while feeling of guilt was less 

prominent compared to medically healthy depressed subjects (Capuron et al. 2009). 

This observation was supported by a recent finding which suggested that risk genetic 

variant in the IL-6 gene more specifically increased depressive symptoms measured by 

the Zung Self-rating Depression Scale compared to the Brief Symptom Inventory, 

suggesting that inflammatory risk mechanisms are more responsible for 
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somatic/neurovegetative symptoms than cognitive-emotional signs of depression 

(Kovacs et al. 2015). Furthermore, newly developed immune checkpoint inhibitors, 

such as anti-cytotoxic T-lymphocyte antigen 4 (CTLA-4) antibodies or humanised 

immunoglobulins against programmed death 1/ligand 1 (PD-1/PD-L1) which also 

enhance tumour-specific immune activity are associated with a new category of side 

effects called “immune-related adverse events” (irAE), in which the most frequent 

symptom is fatigue (Postow et al. 2015).  

Although both IFN-alpha and immune checkpoint inhibitors increase tumour-

specific immune response their psychological side-effect profiles are strikingly 

different. It has been recently demonstrated that CTLA-4 antibodies (e.g. ipilimumab) 

decrease the number of regulatory T cells through non-classical monocytes (Romano et 

al. 2015). Nonclassical or patrolling monocytes are responsible for clearing up the 

consequences of inflammation at the vascular endothelium and maintaining the integrity 

of the BBB thus they might decrease expansion of the inflammation into the central 

nervous system (Ribas et al. 2015). PD-1/PD-L1 antibodies (e.g. nivolumab and 

pembrolizumab, both approved in 2014) increase effector T cell activity within tissues 

or tumours where cells express PD-1/PD-L1 which tends to be low in the brain (Postow 

et al. 2015; Ribas et al. 2015). 
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 Table 7. Symptom profile of sickness behaviour, major depressive disorder, 

IFN-alpha induced depression, and psychological side effects of immune checkpoint 

inhibitors. MDD: major depressive disorder, IFN-alpha: interferon alpha treatment, 

ICI: immune checkpoint inhibitor treatment, x: symptom is present, number of x: 

dominance of symptoms 

Symptom domain Symptom Sickness 

behaviour 

MDD IFN-

alpha 

ICI 

Mood depressed mood x xxx xxx  

 anhedonia x xxx (x)  

 guilt  x (x)  

 suicidal thoughts  x (x)  

Anxiety tension/irritability x x xx  

 fear x x xx  

Cognitive memory/concentration  x x  

 decision making  x x  

Somatic/neurovegetative appetite x x xxx  

 sleep xx x x  

 psychomotor 

retardation  

xx x xxx  

 fatigue xx x xxx xxx 

 pain x x xxx  

 

1.3.4. Psychological distress and cancer 

 

Prevalence of clinically relevant psychological distress among patients with 

melanoma (all stages) is approximately 30% (Kasparian et al. 2012; Rychetnick et al. 

2012). Several of the diagnostic criteria for major depressive disorder are related to 

symptoms resulting from malignant and chronic diseases or their treatment: among 

them the most prevalent are low energy, poor appetite and impaired concentration. 

Other cardinal psychological symptoms must be also present to diagnose major 

depressive disorder, such as low mood, loss of interest, rumination on negative 

emotions, grief, hopelessness, demoralization. Meyer et al. gave a thorough summary of 

cancer associated psychiatric problems (Meyer et al. 2009). Meyer et al. highlights that 

psychological problems depends on: premorbid psychiatric status, biological effect of 

cancer, biological effect of treatment, effect of coping style/psychological factors on 

cancer (quality of life, defense mechanisms, phases of illness). The most commonly 
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occurring psychiatric disease, according to the review of Meyer et al. are: depression 

(25%), anxiety disorders (panic disorder – 4.8%, generalized anxiety disorder – 3.2%, 

posttraumatic stress disorder – 4%), delirium (28-44%), fatigue (80%), bipolar disorders 

(0.4-1.6%), character disorders (2-3%), schizophrenia (0.5-1.5%), substance use 

disorders (~28%) (Meyer et al. 2009). The metaanalysis of Satin et al. showed that 

depression predicts mortality, but not progression, in cancer patients. Based on data 

from 25 studies, mortality rates were up to 25% higher in patients with depressive 

symptoms (Satin et al. 2009). 

 

1.3.4.1. Depression 

 

The incidence of clinically relevant depression during interferon therapy varies 

between 20% and 40% (Schaefer et al. 2002) making it the most common side effect 

and one of the main reasons for early discontinuation of treatment (Garbe et al. 2008). 

Depression has a broad list of symptoms. Typically, physical problems (like change in 

bodyweight, difficulty in sleeping, fatigue, motor agitation or inhibition, etc.) also often 

develop in somatic conditions requiring hospitalisation and so they provide for less 

solid points of reference in differential diagnosis of depression. Therefore, it is 

particularly important to identify and also to considerpsychosomatic symptoms 

according to the condition. Depressed mood, anhedonia, loss of interest, sense of guilt, 

self-accusation, thinking of death frequently, mentioning of thoughts of committing 

suicide may be the chief symptoms of depression (Schaefer et al. 2002). 
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1.3.4.2. Anxiety 

 

Anxiety is often an expression of the sense of helplessness which may be 

generalised in all areas of life (Erim et al. 2013). Physical and emotional components 

also must be taken into consideration when making diagnosis. Somatic palpitation, 

muscle stiffness, dizziness, stomach pain, dry mouth that can be felt; otherwise, patients 

can be characterised by restlessness, sleep difficulty (nightmares), irritability and 

sensitivity (Stark and House, 2000). Nonverbal signals (look, pose, loudness, tone etc.) 

of patients may also convey important messages. It is particularly important to observe 

them in order for precise assessment of the condition (Traeger et al. 2012). 

 

1.3.5. Vulnerability factors for psychological side effects 

 

Depressive or anxiety disorders in the psychiatric history increase the risk of 

psychiatric side effects during treatment. In addition, female sex, younger age, lower 

education, and lack of social support were investigated as risk factors for evolving 

psychiatric side effects, but conclusive biological or psychological markers predicting 

psychological side effects of interferon treatment are lacking (Kasparian et al. 2009). 

Thus, routine monitoring of melanoma patients remains to identify clinically relevant 

psychological distress and possible protective factors (Friebe et al. 2010). 

 

1.3.6. Screening and prevention of psychological side effects 

 

Development of depression is a relatively slow process when immuntherapies 

are used (Friebe et al. 2010; Hanaizi et al. 2012). Prevention can be started early on by 

means of screening tests. It is necessary to evaluate the psychological state multi-

dimensionally in order to establish individualised psychological care related to medical 

interventions. In addition to the knowledge based on the impressions of personal 

meetings and everyday practical experiences, psychological symptoms can be measured 
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by questionnaires developed internationally and validated for the given country or 

population. 

 

1.4. Potential pathophysiology behind psychological side effect of immune 

therapies in melanoma 

 

Below are listed some possible biological mechanisms that likely to mediate 

immunotherapy induced psychological adversities. 

 

1.4.1. The inflammation theory of depression 

 

Interferon alpha enhances production of proinflammatory cytokines which can 

create symptoms of psychiatric diseases through psychoneuroimmunological effects in 

the central nervous system (Sano et al. 1999; Chalise et al. 2013).  

The inflammation theory of major depression hasbeen proposed several decades 

ago based on observations that unipolar major depression is paralleled by alterations in 

several immune parameters indicating chronic albeit low grade inflammation as well as 

cell-mediated immune activation (Maes et al. 1990; Maes et al. 1992a). These initial 

observations were later on followed by replication studies and new observations related 

to inflammation-associated alterations during major depression (Leonard and Maes, 

2012) as well as metaanalyses also supporting the presence of inflammation and t-cell 

activation in depression (Dowlati et al. 2010; Liu et al. 2012).  

The inflammatory response consists of several components including cellular, 

cytokine and complement reactions as well as an acute phase reaction. During the 

process, primary inflammatory mediators such as interleukin 1beta (IL1β) and TNFα 

lead to increased production of interleukins 6 and 8, as well as IFNγ. IL1β and TNFα 

also induce the production of such acute-phase proteinsas c-reactive protein,and 

decreased production of negative acute phase proteins including transferrin and 

albumin. These processes lead to the body reaction called anti-inflammatory response 
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syndrome including symptoms highly overlap with depression(Leonard and Maes, 

2012).  

The activation of cell-mediated immune response and other inflammatory 

pathways have been shown by several studies to be associated with the onset and 

pathophysiology of major depression (Leonard and Maes, 2012). Most studies focused 

on the role of such consequences of cell-mediated immune activation as increased IFNγ 

and IL2 levels, and the increased productions of pro-inflammatory citokins including 

IL1β, IL6 and TNFα and their association with several features and symptoms of 

depressive illness including melancholic symptoms and anhedonia, anxiety, somatic 

symptoms, neurocognitive symptoms and fatigue (Leonard and Maes, 2012). Most 

important observations supporting that depression is an inflammatory illness is  

 a consistent elevation of brain or blood inflammatory cytokine levels 

including IL1β, IL6 and TNFα reported in depressed patients 

 the presence of acute phase response in depression reflected in an 

increase in such positive acute phase protein serum levels as α1 

antitrypsin, α1 acidglycoprotein, coeruloplasmin and haptoglobin 

paralleled by decreased negative acute phase protein levels such as 

transferrin and albumin 

 higher concentrations of complement C3 and complement C4 in the 

plasma of depressed patients 

 and increasedinterleukin-1 receptor antagonist (IL-1RA) synthesis (Maes 

et al. 1990; Maes et al. 1991; Maes et al. 1992a; Maes et al. 1992b; Maes 

et al. 1994; Leonard and Maes, 2012). 

Besides the observations of the above parallel immunological and inflammatory 

parameter changes during depression, proinflammatory cytokines were directly found to 

be associated with induction of depressive symptoms. Administration or increase in IL6 

levels is associated with anxiogenic and depressogenic behavioural effects as well as 

psychomotor retardation in various animal models (Sakic et al. 2001; Brydon et al. 

2009). Increase in IL1β plasma levels also showed association with increased anxiety 

and depressive-like as well as melancholic behaviours, anhedonia, fatigue and 

neurocognitive deficits such as impaired memory (Anisman et al. 2008). TNFα increase 
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leads to somatic symptoms, anxiety, anorexia as well as autonomic symptoms also 

observable during depression (Anisman et al. 2005). Similarly, t-cell derived cytokines, 

such as IL2 and IL12 or IFNγ were also associated with depressive symptoms in various 

studies in humans and animal models including anorexia, anhedonia, cognitive 

dysfunction and reduced psychomotor activation (Capuron et al. 2001; Anisman et al. 

2005; Little et al. 2006). Thus, the role of altered immune processes and responses in 

the development of depression and depressive symptoms is not questionable. In 

addition, increased cytokine levels observable during depression may contribute to the 

emergence of depressive symptoms in various ways. 

 

1.4.2. Theory of HPA-axis hyperactivity in depression 

 

The hypothalamic–pituitary–adrenal (HPA) axis is one of the main biological 

systems mediating the effects of stress in the body and in the central nervous system 

(CNS): the activity is significantly heightened in patients suffering from depression, 

compared with healthy controls (Murri et al. 2014). During experimental manipulation 

of HPA axis can lead to the occurrence of depressive-like behaviour. Also risk factors 

for depression (e.g. early life trauma, repeated psychosocial stress) are characterized by 

hyperactivity of the HPA axis (Pariante and Lightman, 2008). 

The increase in HPA axis activity isfrequently observed in depressive mood changes 

(Nijm et al. 2007; Höhne et al. 2014). Proinflammatory cytokines may cause HPA axis 

hyperactivity by disturbing the negative feedback inhibition of circulating 

corticosteroids on the HPA axis (Raison et al. 2010). 

As a further possible background mechanism, prolonged psychological stress and 

related HPA-axis hyperactivity may play an important role in the development of mood 

disorders (Müller and Schwarz, 2007). The inflammatory cytokines such as interferon 

(interleukin-1, interleukin-6) by increasing the activity of the HPA-axis generate 

sickness-behaviour in animals and depression in human beings. Interferon treatment 

also creates similar effects by decreasing monoamine activation (Capuron et al. 2001; 

Reiche et al. 2004). Hyperactivity of corticotrophin releasing hormone (CRH) signals 
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the development of mood disorders in somatic diseases (Raison et al. 2005). However, 

the exact mechanism of interferon action on the central nervous system is not well 

understood although several hypotheses have been investigated (Tsao et al. 2004, Garbe 

et al. 2008). It has been suggested that alterations in the diurnal pattern of HPA axis 

activity play a major role in the development of psychological symptoms. Namely, 

flattening of theslope of ACTH and cortisol secretion and elevated evening ACTH and 

cortisol concentrationswere associated with depression and fatigue in hepatitis C 

patients (Raison et al. 2010). Furthermore, modulation of the HPA axis activity seems 

to play an important role in the biological response to antidepressant drugs (Anacker et 

al. 2011). 

 

1.4.3. Serotonin and depression 

 

Cytokines directly induce changes in serotonin transporters with an upregulation 

associated with IL1β, IL6 and TNFα treatment (Zhu et al. 2006; Zhu et al. 2010) and 

inflammation also decreases cortical 5HT1A and increases midbrain 5HT2A receptor 

expression (Kulikov et al. 2010). Furthermore, during inflammation, TNFγ, TNFα, IL2 

and IL1β, prostaglandin E2 and lipopolysaccharide induces indoleamine 2,3-

dioxigenase, which is responsible for the catabolisation of serotonin precursor 

tryptophan into tryptophan catabolites such as kynurenine or quinolinic acid. These 

metabolites are able to induce depression and anxiety in various models and studies. 

Tryptophan catabolism also leads to decreased plasma and brain tryptophan 

concentration and consequentially decreased serotonin availability with known 

depressogenic effects (Leonard and Maes, 2012). Changes in serotonin 

neurotransmission are connected not only with depression but with the development of 

various neuropsychiatric symptoms. Selective serotonin reuptake inhibitors (SSRI) 

show significant effectiveness in decreasing depressive symptoms in patients suffering 

from immunotherapy-induced depression thus it can be speculated that the serotonin 

system plays a role in the development of depression induced by interferon (Kilpatrick 

et al. 2007).  
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1.5. Percevied social support and psycho-neuro-immunomechanism 

 

The subjective perception of social support, the feeling of being supported by 

other people plays an important role in human well-being (Sato et al. 2016).Social 

support can be measured as perceived social support and received social support (Cohen 

and Janicki-Deverts, 2009). Perceived social support is a construct that is used to 

describe social support anticipated prospectively at a time of need in the future 

(Procidano and Heller, 1983). Received social support is based upon retrospective 

accounts of received social support (Barrera et al. 1981).Several previous psychological 

studies have shown that perceived social support is reliably linked to high life 

satisfaction, high positive affect, and low psychological distress (Diener and 

Fujita,1995; Lakeyand Lutz,1996). Persons with low levels of perceived social support 

have more negative mental and physical health outcomes than their more fortunate 

counterparts (Sato et al. 2016). Perceived social support is not a state resulting from 

support received by a social network, but rather a stable characteristic similar to traits 

and personalities (Uchino, 1996). 

Despite accumulating psychological evidence for perceived social support, the 

neural substrate that implements perceived social support remains largely unknown. 

According the review of Cohen and Wills, two models can be distinguished to 

describe the effect of social support. Models are applicable in different situations. 

According to the first model (main effects hypothesis) social relationships have a direct 

effect on health and may prevent the deleterious effect of stress (Cohen and Wills, 

1985). People with strong support have greater well-being irrespective of exposure to 

stressful life events. The other model (buffering hypothesis) suppose that social support 

is protective in stressful situations. Social support buffer the ability to cope with 

distress. People have to appraise the stressful situations like cancer diagnosis, or the fact 

of a necessary long-term treatments. Greater supported patients have higher well-being 

than poorly supported peoples only if they are exposed to stressful life events. Social 

http://www.sciencedirect.com/science/article/pii/S1462388915300259#bib32
http://www.sciencedirect.com/science/article/pii/S1462388915300259#bib3
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support may result in reappraisal inhibition of maladaptive responses or facilitation of 

adjustive responses (Cohen and Wills, 1985; Wade and Kendler, 2000). 

There are no clear confirmatory evidences for these models. It has been 

suggested that main effects tend to be found where structural support measures are used, 

and buffering effects are associated more with functional measures. Alternative 

hypothesis or processing the structure of social support are recommended (Wade and 

Kendler, 2000). 

Söllner et al. found that active coping combined with high level of social support 

was associated with better adjustment, whereas depressive coping combined with lower 

level of social support was associated with poor adjustment. Adequate social support 

contributes to adaptive coping strategies, such as problem-focused coping. Lack of 

support is associated with less adaptive coping-strategies, such as avoidance behaviour 

(Schreurs and DeRidder, 1997; Söllner et al. 1999). 

In the review of the literature of social support in melanoma patients Kasparian 

et al. identified low level of social support as risk factor for distress (Kasparian et al. 

2009). There were also reported significant negative associations between social support 

and psychological distress, especially in major depression (Kendler et al. 2005; Allart et 

al. 2013). 

The serotonergic system can play an important role in a possible connection 

between induced depression and social support. Perceived social support was positively 

correlated with brain serotonin transporter availability, which is also consistent with 

previous data showing that perceived support is more effective in helping individuals 

resist distress (Huang et al. 2013). Also the serotonergic system moderates the 

individual sensitivity of social experiences (Grabe et al. 2005). Kilpatrick et al. found 

relationship between major depression and social support in context of low-expression 

variant of 5-HTTLPR. The risk effect of polymorphism appear at low level of social 

support (Kilpatrick et al. 2007). 

Furthermore, social support can influence the stress response of the HPA system 

(Murri et al. 2014).Namely, increased social support was associated with decreased 

basal cortisol level in a longitudinal human study (Rosal et al. 2004). 
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In addition several data emphasise that social support exert its effect on general 

health and mental health through the autonomic nervous system, by reducing the stress 

elicited sympathic activation, and through positively influencing the immune system  

(Ditzen and Heinrichs, 2014). 

 

1.6. Synthesis of theories 

 

The summarized context of connection between neurotransmitters, function of 

HPA axis, psychological distress and depressive mood, social support, and the effect of 

interferon is shown in Table 8.  

 Table 8.The biological effect of interferon alpha treatment, 

psychological stress and social support (based on the review of the literature 

according Murri et al. 2014 and Raison et al. 2010.). HPA: Hypothalamic-

pituitary-adrenal axis; CRF: Corticotropin-releasing factor; ACTH: 

Adrenocorticotrop hormone; NE: adrenaline; 5HT: serotonin; DA: dopamine 

  INF-alpha Psychosocial Stress Social Support 

HPA ↑ ↑ ↓ 

CRF ↑ ↑ ↓ 

ACTH ↑ ↑ ↓ 

NE ↑ ↑ ↓ 

5HT ↓ ↓ ↑ 

DA ↓ ↓ ↑ 

 

It is important to note that the effect of interferon-alpha is similar to the stress 

response. Social support show the completely inverse effects on quantity of 

neurotransmitters, or function of HPA axis than INF-alpha and the stress response. 

Neuropsychiatric symptoms, like depressive mood, sickness behaviour, are the 

most frequent long term effects of interferon-alpha and interferon-alpha induced 

cytokines on the central nervous system. The increased activityin hypothalamic–
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pituitary–adrenal (HPA) axis is also frequently observed in depressive mood changes 

(Murri et al. 2014). Proinflammatory cytokines may cause HPA axis hyperactivity by 

disturbing the negative feedback inhibition of circulating corticosteroids on the HPA 

axis (Raison et al. 2010). 

Cytokine synthesis and HPA activity are heavily influenced by acute and chronic 

environmental stressors (Murri et al. 2014). Thus, factors that can alleviate 

environmental stress may have a beneficial consequence on psychological side effects 

of low-dose interferon treatment by modulating overlapping biological mechanisms 

(Reyes-Vazquez et al. 2012). 

 

1.7. Gap in the knowledge 

 

At present promising drugs are available for the treatment of metastatic 

melanoma.However, long-term oncological treatments (e.g. immunotherapies) are 

frequently accompanied by psychological side effects, including anxiety, fatigue, 

irritability, depression, or suicide. Depression is one of the most common side effects 

and may lead to discontinuation of therapy (Friebe et al. 2010). 

Thus it is important to further our knowledge whether the newer 

immunotherapies have better psychological side-effect profile than the traditional ones, 

like IFN-alpha. It is also an outstanding question how we can predict the risk of 

suffering from psychiatric side effects during immunotherapies and which preventive 

actions should be taken to help patients to complete their therapeutic course without 

major side-effects. Thus my research objective was to investigate these topics. 
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2. Hypothesis and aims 
 

Based on the above the chief aim of the research was to measure and identify 

psychiatric adverse events, such as changes in depressed mood, and anxiety using 

psychological self-rating scales during immunotherapies used in the treatment of 

malignant melanoma. It was important to identify the factors which could influence the 

possible psychological (side-)effects of these therapies. 

2.1. Interferon-induced depression- first study 

 

In the first study the primary aim was to investigate the psychological side 

effects of low-dose interferon treatment in melanoma patients. Specifically, we tested 

the protective effect of social support on psychological side effects elicited by the 

increased activity of the pro-inflammatory cytokine pathway, such as depression and 

anxiety. We hypothesised that 

- the level of depression significantly increases during long-term interferon 

treatment 

- the level of anxiety significantly increases during long-term interferon 

treatment 

- different socioeconomical aspects (sex, age, family status, education, 

financial status) have effect on emerging depression or anxiety during long-

term interferon alpha therapy 

- greater social support will be associated with better adjustment (namely less 

depressive and anxiety symptoms during treatment) 
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2.2. Ipilimumab vs. interferon - second study 

 

The primary aim of this study was to measure psychiatric adverse events, such 

as changes in depressed mood during the ipilimumab treatment and compare the results 

to the psychiatric side effect profile of long-term low-dose interferon treatment. We 

hypothesised that 

- both immuntherapies are in association with long-term psychiatric side 

effects including depression and anxiety 

- ipilimumab-treated group has baseline increased level of depression and 

anxiety 

- significant increase in level of depression and anxietywill occur during 

ipilimumab treatment 

- significant increase in level of depression and anxiety will be observable 

during long-term  interferon treatment  
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3. Methods 
 

In this thesis two study paradigms were described. 

 

Recruitment and design 

Patients were recruited at the Department of Oncodermatology in the National 

Institute of Oncology (Budapest, Hungary) for the twoopen-label follow-up studies. All 

patients signed informed consent to participate in the studies,which was approved by the 

Ethics Committee of the National Institute of Oncology, and the studies were carried 

out in accordance with the Declaration of Helsinki. All subjects completed a 

psychological questionnaire booklet at least three times during the first year of therapy. 

Questionnaires were filled out at outpatient clinics during the regular visits. 

Background questionnaire 

Demographic data, such as sex, age, home, family and financial status, and level 

of education were measured by a standardised background questionnaire in both study, 

regularly used in our institute (Kovács et al. 2015). Age was calculated from birth year. 

Home was grouped withfour categories: capital, town, village, other. Family status was 

categorized with six selectable and possible answers: single, in relationship, married, 

divorced, widow/widower, other.Financial status was categorized with a single question 

“How well do you feel you are managing financially these days?” and was subjectively 

rated by the participant on a 5 item Likert scale ranging from very bad (0) to very good 

(4). 
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3.1. Interferon-induced depression – first study 

 

3.1.1. Participants 

 

127 patients were recruited for this open-label follow-up study. 

Inclusion criteria were tumour thickness of 1.5 mm or thicker, no evidence of 

regional or distant metastases, except micrometastases in the sentinel lymph nodes. 

Exclusion criteria were mucosal or ocular melanoma, pregnancy, breast-feeding, 

autoimmune diseases and pre-existing Axis I or Axis II psychiatric disorders. All 

patients were recruited within 8 weeks after surgery for malignant melanoma. They 

received interferon alpha 2a treatment in a weekly dose of 3X3 MIU/week 

subcutaneously and regularly attended control examinations at month 0, 1, 3, 6, 9, 12. 

 

3.1.2. Questionnaires 

 

The Beck Depression Inventory (Beck et al. 1961) was used to detect symptoms 

of depression. The BDI is a 21-item self-report questionnaire that assesses the severity 

(0-3) of an individual’s depressive symptoms. Sum of the item scores was used in the 

analysis. The BDI was validated in the Hungarian population and the cut-off score for 

minor depression was 14 (SD=4) and for clinically relevant depression 27 (Ágoston and 

Szili, 2009). 

The State-Trait Anxiety Inventory(STAI) was used to measure anxiety 

symptoms. The STAI-State subscale presents 20 items describing anxiety states 

forwhich the patient selects one of four descriptors (not et al – somewhat – moderately 

so – very much so) that best represents his/her feelings (Sipos and Sipos, 1978). Sum of 

the item scores was used in the analysis. The STAI-State was validated in the Hungarian 

population and the cut-off score for clinical anxiety was 38.40 (SD=10.66) in men and 

42.64 (SD=10.79) in women (Spielberger et al. 1983). 

Social support was measured with the Social Dimension Scale developed by 

Caldwell et al. (Caldwell et al. 1987). This scale was validated for the Hungarian 
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population by Kopp and Skrabski (Kopp and Skrabski, 1995). Patients rated their 

subjective relationships with important others from 0 to 3. Sum of the item scores was 

used in the analysis. 

 

3.1.3. Other measures 

 

The data of thickness and invasion of primary tumour (Breslow's depth and 

Clark invasion) were determined by histopathological examinations following the 

national guideline (Garbe and Leiter, 2009). Breslow's depth is a measure of cell 

invasion into the skin in millimetres in case of malignant melanomas. Clark invasion 

describes the level of anatomical (e.g. epidermis, dermis or fat) invasion of skin 

melanomas. Besides ulceration (defined by interruption of the surface epithelium by 

tumour cells) and mitotic rate, Breslow's depth is the most important prognostic factor 

in the melanoma classification system recommended by the American Joint 

Commission on Cancer (AJCC) and Clark’s level has far less importance (Edge et al. 

2010). 

 

3.1.4. Statistics 

 

Data were analysed by SPSS 21 for Windows (IBM). The measured 

psychometric scores showed normal or F-distribution in our samples (Kolmogorov-

Smirnov and Shapiro-Wilk tests). Baseline between-group comparisons were evaluated 

by t-tests (continuous variable) and by chi-square tests (nominal and ordinal variables; 

Pearson Chi-Square and Likelihood Ratio) for independent samples. Repeated measure 

of ANCOVA was used to analyse the effect of interferon treatment during the follow-up 

on psychometric measures. In all ANCOVAs Greenhouse-Geisser correction was 

applied and age, sex, financial status, social support, education were co-variants. As 

vertical tumour thickness (Breslow’s depth) is the most important histological 

prognostic factor for primary melanoma (Garbe et al. 2008) this was also included in the 

model as covariate.The level of significance was p=0.05, two-tailed.  



49 
 

3.2. Ipilimumab vs. interferon – second study 

 

3.2.1. Participants 

 

Two groups were recruited for this study: 

Inclusion-exclusion criteria and treatment for IPI-Group. 

IPI-Group: included 10 participants treated with ipilimumab. Patients were 

eligible for inclusion in the study if they had a diagnosis of stage III or IV melanoma 

with a life expectancy of at least 4 months and had received previous chemotherapy. 

Exclusion criteria were pregnancy, breast-feeding, autoimmune diseases and pre-

existing psychiatric disorders. Patients received 3 mg/kg YERVOY® four times in 

every 3rd week. Patients were controlled at week 0, 3, 6, 9. 

Inclusion-exclusion criteria and treatment for INF-α Group 

The interferon group (INF-α-Group) included 18 participants. Inclusion criteria 

were tumour thickness of 1.5 mm or thicker, no evidence of regional or distant 

metastases, except micrometastases in the sentinel lymph nodes (Stage I or II). 

Exclusion criteria were mucosal or ocular melanoma, pregnancy, breast-feeding, 

autoimmune diseases and pre-existing psychiatric disorders. Patients received 

interferon-alpha 2a treatment in a weekly dose of 3X3 MIU/week subcutaneously and 

they were checked at month 0, 1, 3, 6.  

 

3.2.2. Questionnaires 

 

To detect symptoms of depression, we used the Zung Self-Rating Depression 

Scale (SDS) (Zung, 1965). SDS is a self-administered measure of depression severity 

with 20 items. Sum of the item scores was used in the analysis. SDS was validated in 

the Hungarian population and the cut-off score for clinical depression was 48 (Simon, 

1994). 
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The level of anxiety was measured with the State-Trait Anxiety Inventory(STAI) 

self-administered questionnaire. The STAI presents 20 items describing anxiety states 

of which the patient records one of four descriptors (not et al – somewhat – moderately 

so – very much so) the degree of distress (Spielberger et al. 1983). Sum of the item 

scores was used in the analysis. STAI was validated in the Hungarian population and 

the cut-off score for clinical anxiety was 38.40 (SD=10.66) in men, and 42.64 

(SD=10.79) in women (Sipos and Sipos, 1978). 

Social support was measured with an adapted version of the Social Dimension 

Scale developed by Caldwell et al. (Caldwell et al. 1987). Patients had to rate their 

relationships with important others in the subjectively detected extent (0-no support, 1-

few, 2-average, 3-very). Sum of the item scores was used in the analysis. 

 

3.2.3. Statistics 

 

Data were analysed by SPSS 21 for Windows. Baseline between group 

comparisons were evaluated by t-tests (continuous variable) and by chi-square test 

(nominal and ordinal variables; Pearson Chi-Square and Likelihood Ratio) for 

independent samples. The measured psychometric scores showed normal distribution in 

our samples (Kolmogorov-Smirnov and Shapiro-Wilk tests). Thus repeated measure of 

ANCOVA was used to analyse the time-effect of drugs on psychometric measures in 

the longitudinal data. The repeated measure of ANCOVA was run separately for the 2 

study groups because of the differences in treatment schedules. In all ANCOVA 

Greenhouse-Geisser correction was applied and age, sex, and social support were co-

variants. The level of significance was p=0.05, two-tailed. 
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4. Results 
 

4.1. Interferon-induced depression - first study 

 

Baseline characteristics of the study population can be seen in Table 9. None of 

the patients had depression or anxiety scores above the Hungarian cut-off score for 

clinical depression or anxiety at the beginning of the study. 

Table 9. Description of the study populations and the properties of the primary 

tumours at baseline 

Variable Subgroups Scores (percentages) 

Sex femaleno.(%) 63 (49) 

  maleno.(%) 64 (51) 

Age years (range)   54.67 (21; 90) 

Home capitalno.(%) 47 (37) 

  townno.(%) 59 (47) 

  villageno.(%) 21 (16) 

Social situation singleno.(%) 10 (8) 

  relationship no.(%) 25 (20) 

  marriedno.(%) 70 (55) 

  divorcedno.(%) 12 (9) 

  widowno.(%) 10 (8) 

Education primary school no.(%) 17 (13) 

  high school no.(%) 61 (48) 

  universityno.(%) 41 (33) 

  otherno.(%) 8 (6) 

Financial status very bad no.(%) 7 (5) 

  badno.(%) 30 (24) 

  averageno.(%) 80 (63) 

  goodno.(%) 5 (4) 

  very good no.(%) 5 (4) 
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Variable Subgroups Scores (percentages) 

Social support mean (SD)   15.06 (6.022) 

BDI depression score mean (SD)   5.68 (4.933) 

STAI State anxiety score mean (SD)   40.33 (8.477) 

Breslow's depth mm (SD)   3.5110 (2.089) 

Clark level II no.(%) 2 (2) 

  III no. (%) 32 (25) 

  IV no. (%) 79 (62) 

  V no. (%) 9 (7) 

  no data 5 (4) 

Exulceration exulceratedno. (%) 49 (39) 

  

non exulcerated no. 

(%) 78 (61) 

Localization Trunk no. (%) 56 (44) 

  Head & Neck no. (%) 17 (13) 

  Upper limb no. (%) 26 (21) 

  Lower limb no. (%) 28 (22) 
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4.1.2. Baseline differences in psychometric scores according to background 

variables 

 

At baseline, there were significant differences in BDI depression scores 

according to education, financial status, and sex (Table 10.). Higher educated patients, 

patients with better financial conditions and male patients scored lower on BDI 

compared to the other group. There were no significant differences in BDI depression 

scores at baseline according to social support, family status or tumour parameters 

(Breslow’s depth, exulceration of primary tumour, or Clark’s level of invasion groups). 

Table 10. Baseline differences in BDI depression scores according to 

demographic and clinical descriptors 

Variables Subgroups Scores 
Statistics 

t df p 

Sex male N=64 
t=2.090 df=125 p=0.039 

  female N=63 

Family status 
relationship or 

married 

N=95 

mean(SD)=5.40 

(4.867) t=-

1.225 
df= 125 p=0.184 

  
single, divorced, 

widow 

N=32 

mean(SD)=6.95 

(5.150) 

Education 
high school and/or 

university degree 

N=102 mean(SD)= 

8.40 (5.759) 
t=3.190 df=125 p=0.002 

  not graduated 
N=25 mean(SD)= 

5.01 (4.493) 

Financial 

status 

average, good, very 

good 

N=90 

mean(SD)=4.90 

(4.535) 
t=2.846 df=125 p=0.005 

  very bad or bad 

N=37 

mean(SD)=7.57 

(5.398) 
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Variables Subgroups Scores 
Statistics 

t df p 

Social 

support* 

high-supported 

patients 

N=62 

mean(SD)=5.71 

(4.765) t=-

0.072 
df=125 p=0.943 

  
low-supported 

patients 

N=62 

mean(SD)=5.65 

(5.125) 

Breslow’s 

depth* 

less deeper tumour 

thickness 

N=80 

mean(SD)=5.81 

(5.001) 
t=0.974 df=120 p=0.332 

  
deeper tumour 

thickness 

N=42 

mean(SD)=4.64 

(4.256) 

Clark’s level 

of invasion 
Clark’s level II and III 

N=34 

mean(SD)=6.26 

(4.488) 
t=1.078 df=120 p=0.283 

  
Clark’s level IV and 

V 

N=88 

mean(SD)=5.22 

(4.940) 

Exulceration 

of primary 

tumour 

non exulcerated 

N=78 

mean(SD)=5.38 

(4.721) t=-

0.842 
df=125 p=0.401 

  exulcerated 

N=49 

mean(SD)=6.14 

(5.268) 

*mean values (see Table 9.) were used as a cut-off to create 2 groups 
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At baseline, there were significant differences in STAI-State anxiety scores 

according to sex and financial status (Table 11.). Women and subjects with very bad or 

bad financial situations scored higher on the STAI-State anxiety subscale at baseline 

compared to the other groups. There were no significant differences according to other 

investigated factors. 

 

Table 11. Baseline differences in STAI state anxiety scores according to 

demographic and clinical descriptors 

Variables Subgroups Scores 
Statistics 

t df p 

Sex male N=64 t=-

2.347 
df=125 p=0.020 

  female N=63 

Family status 
relationship or 

married 

N=95 

mean(SD)=40.07 

(8.253) t=-

1.382 
df=115 p=0.169 

  
single, divorced, 

widow 

N=22  

mean(SD)=42.82 

(8.980) 

Education 
high school and/or 

university degree 

N=102 

mean(SD)= 

39.81 (8.087) 
t=1.393 df=125 p=0.166 

  not graduated 

N=25 

mean(SD)=42.44 

(9.811) 

Financial 

status 

average, good, very 

good 

N=90 

mean(SD)=38.90 

(7.736) 
t=3.064 df=125 p=0.003 

  very bad or bad 

N=37 

mean(SD)=43.81 

(9.273) 
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Variables Subgroups Scores 
Statistics 

t df p 

Social 

support* 

high-supported 

patients 

N=62 

mean(SD)=5.71 

(4.765) t=-

0.700 
df=125 p=0.485 

  
low-supported 

patients 

N=62 

mean(SD)=5.65 

(5.125) 

Breslow’s 

depth* 

less deeper tumour 

thickness 

N=80 

mean(SD)=40.72 

(8.303) 
t=0.784 df=120 p=0.434 

  
deeper tumour 

thickness 

N=42 

mean(SD)=37.97 

(7.908)  

Clark’s level 

of invasion 

Clark’s level II and 

III 

N=34 

mean(SD)=41.85 

(7.820) 
t=1.571 df=120 p=0.119 

  
Clark’s level IV 

and V 

N=88 

mean(SD)=39.25 

(8.349) 

Exulceration 

of primary 

tumour 

non exulcerated 

N=78 

mean(SD)=39.87 

(8.591) t=-

0.768 
df=125 p=0.444 

  exulcerated 

N=49 

mean(SD)=41.06 

(8.328) 

*mean values (see Table 9.) were used as a cut-off to create 2 groups 
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4.1.3. Longitudinal effect of interferon treatment on depression 

 

In the study group, BDI depression scores steadily and significantly increased 

during the treatment (Figure 2.). 

 

Figure 2. Changes in the mean (+/- SD) BDI depression scores during the 

interferon treatment. Covariates appearing in the model include sex, age, 

education, financial status, tumour thickness and social support. 

Among the investigated co-variants only social support showed a significant 

effect on the increase of BDI depression scores. Main effects of the investigated 

variables are summarized in Table 12/A. 

  

Baseline 1. month 3. month 6. month 9. month 1 year

Depression 5.68 5.5 6.4 9.69 10.94 13.02
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Table 12/A. Results of main effects on depression of repeated measures 

ANCOVA. Results of main effects of repeated measures ANCOVA (F) with the 

degree of freedom (df) and level of significance (p). Covariates appearing in the 

model are:sex, age, financial status, education, tumour thickness (Breslow) and 

social support. 

Variables F (df, error df) Sig. (p) 

interferon effect in time 6.386 (2.765, 298.673) 0.000  

sex 0.842 (2.765) 0.464 

age 1.427 (2.765) 0.237 

financial status 1.318 (2.765) 0.269 

family status 0.360 (2.765) 0.876 

education 1.632 (2.765) 0.186 

tumour thickness 

(Breslow) 
0.703 (2.765) 0.540 

social support 8.733 (2.765) 0.000 

 

Post-hoc pair-wise comparisons showed significantly higher depression scores at month 

9, which reached its maxima by month 12 compared to baseline(Table 12/B.). In our 

study 55 patients (43%) reached the mild depression cut-off point of the depression 

scale during the therapy, and 6 participants (4%) reached the clinically relevant level of 

depressive syndrome for the last check-up. According to post-hoc pair-wise 

comparisons social support effect became significant at month 9 and with increasing 

effect at month 12 (Table 12/B.). 
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 Table 12/B. Post hoc comparisons for significant time effect and for 

significant social supporteffect with degree of freedom (df) and level of 

significance (p). 

  Post-hoc comparisons F (df, error df) Sig. (p) 

time effect baseline vs month 1. 1.073 (1, 108) 0.303 

  baseline vs month 3. 1.973 (1, 108) 0.163 

  baseline vs month 6. 0.964 (1, 108) 0.328 

  baseline vs month 9. 6.011 (1, 108) 0.015 

  baseline vs month 12. 7.368 (1, 108) 0.019 

effect of Social 

support 
baseline vs month 1. 1.008 (1, 108) 0.282 

  baseline vs month 3. 0.411 (1, 108) 0.408 

  baseline vs month 6. 2.239 (1, 108) 0.144 

  baseline vs month 9. 7.393 (1, 108) 0.011 

  baseline vs month 12. 14.661 (1, 108) 0.000 

 

In addition, the effect of social support remains significant after adding family status to 

the model (F=6.437, df=1, p=0.023) possibly because the majority (75%) of the subjects 

in our study lived in relationship or were married. 

4.1.4. Effect of high versus low social support on depressogenic side effects 

of interferon treatment 

 

Next, to further investigate how social support modulates the depressogenic side 

effect of interferon treatment two social support groups were classified according to the 

mean value of Social Dimension Scale scores (similarly to the analysis of the baseline 

parameters): patients in Group 1 (N=65) had scores above 15, so this was the better-

supported group, and in Group 2 (N=62) subjects scored equal or below 15, so this 

group contained the lower-supported patients. The BDI depression score difference 

steadily increased between the two groups from the visit at month 6. The better-
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supported group scored lower from this point compared to the other group and the 

difference reached significance at month 9 (Figure 3.). 

 

Figure 3. Changes in the BDI depression scores during interferon treatment. 

BDI depression scores (mean +/- SD) significantly increased in those who have lower 

social support (Group 2) compared to those who have better social support (Group 1) 

during interferon treatment. 

 

  

Baseline 1. month 3. month 6. month 9. month 1 year

Group 1. 5.65 5.72 6.62 9.17 9.61 10.63
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4.1.5. Longitudinal effect of interferon treatment on anxiety 

 

There were no significant changes in STAI state anxiety scores during interferon 

treatment (Table 13/A.) in spite of a temporary increase at the first control visit (month 

1, Figure 4.). 

 Table 13/A.Results of main effects on anxiety of repeated measures 

ANCOVA. Non-significant main effect of time during interferon treatment on 

STAI state anxiety scores in the total population but significant main effect of 

sex. Results of repeated measures ANCOVA (F) with degree of freedom (df) and 

level of significance (p). Covariates appearing in the model are: sex, age, 

financial status, education, tumour thickness and social support. 

Variables F (df, error df) Sig. (p) 

interferon effect in time 
1.435 (3.251, 

357.604) 
0.230 

sex 3.210 (3.251) 0.002 

age 0.904 (3.251) 0.445 

financial status 1.128 (3.251) 0.340 

education 0.793 (3.251) 0.507 

tumour thickness (Breslow) 1.797 (3.251) 0.142 

social support 0.433 (3.251) 0.745 
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 Figure 4. Changes in STAI-State anxiety scores (mean +/- SD) during 

interferon treatment. No significant changes in STAI-State anxiety scores (mean 

+/- SD) occurred during interferon treatment. Covariates appearing in the 

model are: sex, age, education, financial status, tumour thickness and social 

support. 

 

However, sex had a significant main effect on interferon treatment-induced 

anxiety symptoms (Table 13/A). No other co-variants in the model had a significant 

effect on STAI state anxiety scores during the treatment. 
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Post hoc analysis demonstrated that female patients had increased anxiety scores 

from month 6 compared to males (Table 13/B, Figure 5.). 

 Table 13/B. Post hoc comparisons for nonsignificant time effect and for 

significant effect of sex 

  Post-hoc comparisons 
F (df, error 

df) 
Sig. (p) 

time effect baseline vs month 1. 0.220 (1, 110) 0.640 

  baseline vs month 3. 0.063 (1, 110) 0.803 

  baseline vs month 6. 0.039 (1, 110) 0.843 

  baseline vs month 9. 0.983 (1, 110) 0.324 

  baseline vs month 12. 1.203 (1, 110) 0.275 

effect of sex baseline vs month 1. 2.095 (1, 110) 0.151 

  baseline vs month 3. 1.881 (1, 110) 0.173 

  baseline vs month 6. 5.980 (1, 110) 0.016 

  baseline vs month 9. 6.257 (1, 110) 0.014 

  baselinevs month 12. 8.218 (1, 110) 0.005 

Degree of freedom: df; level of significance: p. 
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 Figure 5.Changes in STAI-State anxiety scores during interferon 

treatment in men and women. STAI-State anxiety scores (mean +/- SD) 

significantly increased in women but not in men during interferon treatment. 

Covariates appearing in the model are: sex, age, education, financial status, 

tumour thickness and social support. 
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4.2.Ipilimumab vs. interferon – second study 

 

4.2.1. Baseline 

 

Descriptive statistics regarding the background information for the two groups 

can be seen in Table 14. 

 

  Table 14. Description of the study populations inthe second study 

 

Factors IPI-Group(N=10) INF-α Group(N=18) 

Gender 
  

 
female no.(%) 8 (80) 13 (72.2) 

 
male no.(%) 2 (20) 5 (27.8) 

Age years (range) 60.4 (37; 76) 50.11 (32; 78) 

Home 
  

 
capital no.(%) 5 (50) 4 (22) 

 
town no.(%) 4 (40) 10 (56) 

 
village no.(%) 1 (10) 4 (22) 

Social situation 
  

 
single no.(%) 2 (20) 1 (5.5) 

 
relationship no.(%) 1(10) 5 (28) 

 
married no.(%) 6(60) 9 (50) 

 
divorced no.(%) --- 3 (16.5) 

 
widow no.(%) 1 (10) --- 

School 
  

 

primary school 

no.(%) 
2 (20) 2 (11.1) 

 
high school no.(%) 5 (50) 8 (44.4) 

 
university no.(%) 3 (30) 5 (28) 

 
other no.(%) --- 3 (16.5) 



66 
 

Factors 
IPI-Group 

(N=10) 
INF-α Group(N=18) 

Financial status 
  

 
very bad no.(%) --- 1 (5.5) 

 
bad no.(%) 3 (30) 6 (33.4) 

 
average no.(%) 4 (40) 9 (50) 

 
good no.(%) 2 (20) 2 (11.1) 

 
very good no.(%) 1 (10) --- 

Social support mean (SD) 13.00 (7.902) 10.94 (6.024) 

 

No significant differences were measurable in demographic factors between the 

two groups. At baseline, IPI-Group(ipilimumab) had higher level of depression scores 

compared to INF-α-Group(interferon-alpha 2a; t=2.176, df=26, p<0.039).Despite this 

difference the mean depression score in Group 1. did not reach clinically relevant level 

as defined by the Hungarian cut-off value of SDS (sum score<48). 

Regarding anxiety, no significant differences were found at baseline (t=-0.044, df=26, 

p=0.965) comparing the two study groups and the anxiety level was below the 

Hungarian cut-off in both groups. 
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Table 15.shows the means and standard deviations of depression (SDS) and anxiety 

(STAI). 

 Table 15. Means and standard deviations of depression and anxiety. 

SDS: Zung Self-Rating Depression Scale; STAI: State-Trait Anxiety Scale 

    SDS STAI 

IPI-Group Time Mean SD Mean SD 

  1. week 37.7 4.3 38 10.64 

  4. week 38.5 4.95 42.5 9.28 

  8. week 39.2 7.48 38.7 11.64 

  12. week 38.5 7.5 39.3 12.81 

INF-α Group 1. week 33.5 5.18 38.17 9 

  1. month 35.83 5.1 47.28 10.55 

  3. month 37.56 6.1 39.5 8.424 

  6. month 41.78 4.28 40.33 7.39 
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4.2.2. Drug effect in time on depression 

 

In IPI-Group there were no significant changes in the depression scores using 

repeated measure of ANCOVA (Table 16. and Figure 6.). In INF-α-Group depression 

scores steadily and significantly increased during the treatment (Table 16. and Figure 

6.). Pair-wise comparisons showed significantly higher depression scores at time point 3 

and reached its maxima by the 4th time point compared to baseline. 

Figure 6.shows the changes in the mean depression scores during the treatment in both 

groups. 

 Table 16. Changes in the level of depression during the treatment. 

Results of ANCOVA (F) with the degree of freedom (df) and the level of 

significance (p). Covariates in the model are: gender, age and social support. 

SDS:Zung Self-Rating Depression Scale. 

Depression (SDS) Variables F (df) Sig. (p) 

  IPI-Group in time overall 3.023 (2.085, 12.507) 0.083 

  

 

week 0. vs week 4. 4.871 (1) 0.069 

  

 

week 0. vs week 8. 0.030 (1) 0.869 

  

 

week 0. vs. week 12. 2.078 (1) 0.200 

  INF-α-Group in time overall 3.176 (2.317; 33.190) 0.047 

  

 

week 0. vs month 1. 0.303 (1) 0.591 

  

 

week 0. vs month 3. 6.253 (1) 0.025 

  

 

week 0. vs month 6. 9.401 (1) 0.008 
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 Figure 6.The change of mean depression scores during the treatments. 

During ipilimumab treatment (mean +/- SD values) depression scores have not 

changed significantly, while interferon-alpha 2a treatment significantly 

increased depression scores. SDS:Zung Self-Rating Depression Scale 

 

4.2.3. Drug effect in time on anxiety 

 

No significant drug effect in time was demonstrated in IPI-Group on anxiety 

scores (Table 17. and Figure 7.). Again, there were no significant changes in the anxiety 

scores in INF-α-Group. However, in both groups the anxiety scores increased for the 

2nd time point but only in INF-α-Groupreached the Hungarian cut-off (Table 17. and 

Figure 7.). 
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 Table 17. Changes in the level of anxiety during ipilimumab and 

interferon treatment. Results of ANCOVA (F) with the degree of freedom (df) and 

the level of significance (p). Covariates appearing in the model are: gender, age 

and social support. STAI: State-Trait Anxiety Scale. 

Anxiety (STAI) Variables F (df) Sig. (p) 

  IPI-Group in time overall 1.852 (1.928; 11.570) 0.174 

  

 

week 0. vs week 4. 4.809 (1) 0.071 

  

 

week 0. vs week 8. 5.136 (1) 0.064 

  

 

week 0. vs. week 12. 1.048 (1) 0.346 

  INF-α-Group in time overall 0.261 (2.277; 31.879) 0.853 

  

 

week 0. vs month 1. 0.074 (1) 0.790 

  

 

week 0. vs month 3. 0.330 (1) 0.575 

  

 

week 0. vs month 6. 0.663 (1) 0.429 

 

 

 Figure 7. - The change of mean anxiety scores during the treatments. No 

significant changes of mean anxiety scores (measured by STAI ) can be seen 

during the treatments (mean+/- SD values of STAI).STAI: State-Trait Anxiety 

Scale 
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5. Discussion 
 

Our first study provided evidence for the protective effect of social support in 

the development of low-dose interferon alpha treatment-induced depression in 

melanoma patients. Our result suggests that environmental effects such as social support 

are able to moderate the depressogenic effect of activation in the pro-inflammatory 

cytokine pathway, possibly by acting through overlapping biological processes. In 

addition, we could not demonstrate a significant effect of interferon alpha treatment on 

anxiety, measured by the STAI-State questionnaire, although female patients had 

significantly more anxiety symptoms from the 6th month of the therapy compared to 

male patients. This finding of the first study emphasises that depressive symptoms and 

anxiety symptoms are not equally influenced by the pro-inflammatory cytokine 

pathway. 

The second study was the first to demonstrate that ipilimumab elicited fewer 

psychological side-effects compared to interferon-alpha immunotherapy which suggests 

a better psychological side effects profile for ipilimumab treatment that could be 

especially important in advanced stage melanoma and in patients at risk for depression 

and anxiety (Kovács et al. 2014). In the ipilimumab treated group there were no 

significant overall changes in the level of depression during the treatment. No 

significant differences were measurable comparing the baseline level to the extent of 

depression at each time-points. Despite ipilimumab treated patients were in more severe 

stage of malignant melanoma, interferon treated patients showed greater increase of 

depression during the treatment period. In addition, we found similar level of increase in 

anxiety at the second time-point in both treatment groups. This increase was not 

significant longitudinally and the slightly/moderately increased anxiety returned to the 

baseline by the time-point 3 and 4 in both treatment groups. These results suggest that 

increased level of anxiety is not driven by the biological effects of drugs, and activated 

immune response, but rather associated with life events, such as introduction of a new 

treatment. 
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5.1. Depression in melanoma patients 

 

Several of the diagnostic criteria for major depressive disorder endorsed by 

melanoma patients including low energy, poor appetite and impaired concentration are 

related to symptoms resulting from malignant and chronic disease or its treatment. 

Other psychological symptoms such as low mood or lack of pleasure must also be 

present to fulfil diagnostic criteria for major depression and several other psychological 

symptoms including rumination, grief or hopelessness may also add to the clinical 

picture. Depression and its cognitive, psychological symptoms are especially important 

for melanoma patients as a metaanalysis of Satin et al. showed that depression predicts 

increased mortality. Based on data from 25 studies, mortality rates were up to 25% 

higher in patients with depressive symptoms (Satin et al. 2009). Interestingly depression 

does not predict disease progression in cancer patients suggesting that it is an 

independent risk factor for negative outcome in this patient population.  

Our study supported previous observations that adjuvant treatment of melanoma 

patients with low-dose interferon induces a rise in depressive symptoms, which became 

significant in the second half of the treatment period (9th and 12th month). Our results 

are in line with the findings of Heinze et al. who reported a delayed increase of 

depression scores during low-dose interferon alpha treatment (Heinze et al. 2010). 

Although low level of social support was identified as a risk factor for the 

development of psychiatric side effects(e.g. anxiety and depression) in melanoma 

patients (Kasparian et al. 2012) and significant negative association between social 

support and psychological distress, especially major depression was reported (Heinze et 

al. 2010), not all studies demonstrated an association between social support and 

psychological distress in this patient group (Holland et al. 1999). Our results suggest 

that the effect of social support on depression may be dependent on the applied 

treatmentand especially important in interferon alpha treated patients (Kovács et al. 

2015).  
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5.1.1. Potential pathophysiological effects of interferon of mood 

 

One possible mechanism in the development of depression during interferon 

alpha therapy involves central nervous system serotonergic neurotransmission which 

has been associated with the pathogenesis of several neuropsychiatric disorders (Müller 

and Schwarz, 2007; Almeida et al. 2010). It has been observed that selective serotonin 

reuptake inhibitors (SSRI) are able to prevent or reverse depressive symptoms in 

interferon alpha-treated patients (Musselmann et al. 2001). The particular effectiveness 

of SSRIs in interferon alpha induced depression compared to depression in general 

populations where response rates are lower suggests a key role of the serotonergic 

pathway in the development of interferon-induced depression (Musselman et al. 2001). 

Nevertheless, the exact mechanism of interferon-induced depression is not well 

understood and interferon may contribute to the emergence of mood changes or 

psychiatric disorders in several other ways (Schaefer et al. 2002 and see Introduction). 

Interferon alpha is a potent inducer of proinflammatory cytokine production. Cytokines 

are mediators for psychiatric disorders by acting through central 

neuropsychoimmunological mechanisms. As such, interferon alpha induces the 

production of proinflammatory cytokines (e.g. interleukin-1, interleukin-6) which are 

potent inducers of sickness behaviour and have neurotoxic effects in humans (Mocellin 

et al. 2013). 

Furthermore, it is especially likely that interferon induces depression-related 

physical and emotional symptoms in patients already experiencing illness-related 

physiological alterations. For example, patients who responded to a first dose of 

interferon alpha with increased activity of the hypothalamic–pituitary–adrenal (HPA) 

axis stress pathways were significantly more likely to develop major depression during 

treatment than patients with modest stress system responses to the initial injection 

(Bagdy et al. 2012; Mostafavi et al. 2013).Another study suggests that HPA 

hyperactivity and psychological stress predisposes to the development of mood 

disorders in the context of medical illness (Satin et al. 2009). 
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5.1.2. Possible interaction between interferon treatment and social support 

 

As we mentioned above, serotonergic mechanisms may play an important role in 

interferon treatment-induced depression. However, recent genetic association studies 

suggested that the serotonergic system has an impact on individual sensitivity to social 

experiences. Way and Taylor demonstrated that in a positive social environment, 

individuals with the short (low-expressing) allele of the serotonin transporter gene 

promoter polymorphism (5-HTTLPR) showed better psychological functioning than 

individuals with the long/long genotype (Way and Taylor, 2010). In case of adverse 

environments (Paykel, 2001) or in the absence of social support (Caspi et al. 2003) 5-

HTTLPRshort allele carriers are more likely to develop depression. 

The interferon alpha-induced proinflammatory cytokine pathway and its effect 

on the central nervous system could also be responsible for depressive symptoms and 

also modulated by social support. For example, Costanzo et al. (Costanzo et al. 2005) 

demonstrated that cancer patients who reported higher levels of social support had lower 

levels of interleukin-6 in peripheral blood after statistically adjusting for age and disease 

severity. Poorer physical and functional well-being and greater fatigue were associated 

with higher peripheral interleukin-6 concentration (Costanzo et al. 2005). 

Finally, the function of the HPA axis can be influenced by interferon treatment, 

serotonin (Bagdy, 1995) and social support. Proinflammatory cytokines may cause HPA 

axis hyperactivity by disturbing negative feedback inhibition of circulating 

corticosteroids on the HPA axis, although the exact mechanism is not well understood 

(Raison et al. 2005). In addition, Capuron et al. showed that patients with sensitized 

stress response pathways are more vulnerable to interferon alpha-induced depression 

(Capuron et al. 2002). However, social support has been associated with decreased HPA 

activity and glucocorticoid concentration in previous studies (Giesbrecht et al. 2013; 

Muscatell et al. 2016). 
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5.2. Differences betweenipilimumab and interferon treatment 

 

Ipilimumab treated patients in our study had a diagnosis of stage III or IV 

melanoma with a life expectancy of at least 4 months. Because these melanoma cases 

were more severe than the interferon treated patients (see exclusion and inclusion 

criteria) it is not surprising that they suffered from more depressive symptoms at 

baseline. Other advanced malignancies are often associated with increased level of 

depression and distress (Fawzy et al. 1993).Thus it was an expected result in our study 

that significantly higher baseline level of depression was present in the ipilimumab 

treated group, compared to the interferon treated group. 

Not only the stage of the disease correlates with psychological side effects. It is 

well-known that oncological treatments, like adjuvant interferon-alpha therapy, have an 

impact on psychological well-being (Trask et al. 2004; Eggermont et al. 2008). 

Different forms of psychiatric symptoms may be observed in up to 80% of patients 

during the treatment. The incidence of clinically relevant depression varies between 

20% and 40% (Schaefer et al. 2002). The increased level of depression and other 

psychiatric effects deteriorates quality of life which may lead to termination of the 

therapy. Some of the trials (Grob et al. 1998; Eggermont et al. 2005) pointed out that 

interferon loose its effectiveness on recurrence-free survival during treatment 

discontinuation. 

Interferon-alpha is an important cytokine in the early immune response. 

Interferon-alpha may contribute to emergence of mood changes or psychiatric disorders 

in several ways (Schaefer et al. 2002). Cytokines are, as central effects, mediators for 

psychiatric disorders by neuropsychoimmunological mechanisms. Interferon-alpha can 

modulate the activity central neurotransmitters such as serotonin and glutamate, which 

are involved in the pathogenesis of several neuropsychiatric disorders (Licinio et al. 

1998; Reiche et al. 2004; Müller and Schwarz, 2007). Serotonin reuptake inhibitors 

(SSRI) like paroxetine are able to prevent or reverse depressive symptoms in interferon-

alpha-treated patients (Musselmann et al. 2001; Raison et al. 2006; Almeida et al. 

2010). Our result confirmed the previous findings regarding depression and interferon 

treatment. We found that depression increased significantly during the interferon 
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treatment, as expected. For the first control point no significant changes were 

detectable. The increase of depression can be observed from the second medical control 

(3rd month) in the interferon treated group. The extent of increase wassignificant in this 

time, and also for the last control when measurable strong significant association 

between interferon treatment and the increased level of depression appeared. Our results 

coincide with the findings of Heinze et al. (Heinze et al. 2010). They found similar 

pattern in the increase of depression during low-dose interferon-alpha treatment. They 

also found that only a low number of participants (5%) reached the cut-off scores for 

clinically relevant depressive syndrome during the treatment time. In our study no 

participant reached the clinically relevant level of depression. 

Interestingly, ipilimumab treated patents have not experienced significant 

increase in their depressive symptoms despite having higher depression scores at 

baseline compared to the interferon alpha treated group. Probably the different 

mechanism of drug action is the reason of the different psychological impact. 

Ipilimumab binds to the cytotoxic T-lymphocyte-associated antigen 4 (CTLA-4, details 

can be seen in the Introduction), which T-cell molecule suppresses the immune 

response.Ipilimumab is a T-cell potentiator that blocks the inhibitory signal of CTLA-4 

and thus it has an indirect effect through T-cell mediated anti-tumour immune response 

in melanoma patients. Suppression of CTLA-4 can augment the immune system's T-cell 

response in fighting against diseases. However, in this group there were no further 

increase in depression during the ipilimumab treatment which suggests that this 

drug,and the activated T-cell response, might have less psychological side effects 

compared to other immune therapies (Hodi et al. 2010; Kovács et al. 2014). 

 

  



77 
 

5.3. Implication of the results for the clinical practice 

 

The application of routinely used complex psychosocial screening packages can 

provide the easiest method to identify worsening psychological condition during 

immunotherapy and give rapid feedback to the oncologist and the patient (Bidstrup et 

al. 2011; Mitchell et al. 2011). With the help of psychosocial screenings initial risk to 

develop psychological problems during the illness and treatment can be predicted, and 

the decline and pattern of distress or undesired side effects can be captured in time in 

order to enable the necessary intervention (Recklitis et al. 2003). In addition, in patients 

with high psychiatric risk guidelines should be modified to suggest alternative 

oncological immunotherapies with less psychological side effects. Through this method 

the patients’ adherence to oncomedical therapies can be enhanced and better quality of 

life could be achieved which contribute significantly to the recovery of the patients 

(Brocken et al. 2012). Furthermore, psychological education of patients and their 

relatives aimed at prevention increases the likelihood of cooperation during oncological 

treatments. Adequately informed patients are more likely to achieve control over the 

situation and feel self-efficacy and self-confidence (McLoone et al. 2013; Pistrang et al. 

2013). Thus proper communication and social support are fundamental to adherence and 

acceptance of treatments even in a situation when side effects frequently disturb the 

beneficial effects of a drug (Hamama-Raz et al. 2007; Jacobsen and Wagner, 2012; 

Rychetnik et al. 2013).  

When providing somatic (oncology) care for melanoma patients, at least three 

aspects must be taken into consideration in respect of psychopathological problems. 

Psychical problems may arise in connection with oncomedical treatments in 1. acute 

and/or 2. chronic ways, as well as 3. co-morbid psychiatric diseases that already exist 

must also be taken into account. 

In relation of immunotherapies, acute psychological side effects (acute stress) 

emerging during treatments develop in a way that can mostly be linked to 

environmental factors, e.g. notification of diagnosis, hospitalisation, progression, 

deterioration in quality of life, imminent dates of control. During complex and acute 

care, the involvement of an expert psychologist is recommended, as early as in the 
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screening period, in order to enhance early diagnosis and adequate intervention. Crisis 

is a temporary and threatening condition that endangers psychological balance. In such 

conditions, enhanced psychological vulnerability must be taken into account and 

physicians play a key role in the rapid recognition of the condition. Acute difficulty can 

be treated by specialists that are apt for the treatment of crisis who in collaboration with 

the oncologistcan and able to intervene in a timely fashion and proper manner. 

Chronic psychological problems, which may arise from the depressogenic effect 

of the applied treatment or originated from a pre-melanoma psychiatric condition, may 

exceed the diagnostic and psychotherapeutic competences of a clinical specialist 

psychologist. Thus it may also become necessary to involve a psychiatrist. In such cases 

in addition to acute crisis intervention, the side effects of medical treatments (e.g., 

depression due to interferon therapy) will be treated. Fortunately, these side effects can 

be treated successfully using both psychotherapeutic methods and psychiatric 

medicines; in fact, knowing the severity of psychiatric side effects of immunotherapies 

(in serious cases e.g. psychotic depression, or perhaps thoughts of committing suicide) 

is important to prevent discontinuation of the therapy. In the case of chronic 

psychopathologies, experience shows that a combination of two-type of treatments, 

namely pharmaco- and psychotherapy, produces the greatest effectiveness (Hegerl et al. 

2004).  
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5.4. Limitations 

 

In the interferon-study there are some limitations that we should address. Our 

study had an open label design with the lack of an untreated control group. The usual 

double-blind, placebo-controlled design was not applied due to ethical reasons: 

according to the protocol of Hungarian Health Ministry for melanoma treatment, 

interferon alpha therapy has to be offered to every melanoma patient with an increased 

risk for metastatic disease. In addition, our study included only a 12-month follow-up 

period. However, longer follow-up would be required to see the long-term 

psychological and therapeutic effects of interferon treatment. And finally, it should be 

noted that all subjects included in this study were regularly explored by psychologists 

and patients with a high level of distress were psychologically supported. Thus, it is 

possible that the regular visits and psychological support partially explain the low rate 

of clinical depression and the non-significant increase in anxiety during the treatment. 

Regarding the second study, because of the low number of participants, and the 

open label design no final conclusions can be drawn in the ipilimumab study. Further 

research including more participants and double-blind design is needed to increase the 

power of such studies. In addition, longer follow up is required to see the long term 

effect of the ipilimumab treatment. 
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6. Conclusion 

 

In conclusion, our studies further supported that immunotherapy of melanoma 

patients increase the risk of psychological distress. However, we demonstrated that 

anxiety and depression are differentially influenced by interferon alpha treatment. 

Namely, only depression but not anxiety increased significantly during the 12-month 

follow-up. In addition, the depressogenic side effect of interferon alpha treatment can be 

diminished by increased social support. Finally, we demonstrated that ipilimumab has 

fewer psychological side effects than interferon alpha, probably because of the different 

biological pathways they act through. 

The main findings and conclusions of the studies: 

 the studies provided evidence for the protective effect of social support in 

the development of low-dose interferon alpha treatment-induced 

depression in melanoma patients 

 the result suggests that environmental effects such as social support are 

able to moderate the depressogenic effect of activation in the pro-

inflammatory cytokine pathway, possibly by acting through overlapping 

biological processes 

 significant effect of interferon alpha treatment on anxiety could not be 

demonstrated 

 female patients had significantly more anxiety symptoms from the 6th 

month of the therapy compared to male patients 

 depressive symptoms and anxiety symptoms are not equally influenced 

by the pro-inflammatory cytokine pathway 

 no significant drug effect in time was demonstrated in ipilimumab treated 

patients on anxiety scores 

 no significant drug effect in time was demonstrated in ipilimumab treated 

patients on depression scores 

 ipilimumab elicited fewer psychological side-effects compared to 

interferon-alpha immunotherapy which suggests a better psychological 

side effects profile for ipilimumab treatment that could be especially 



81 
 

important in advanced stage melanoma and in patients at risk for 

depression and anxiety 

 our studies further support the importance of taking positive and negative 

environmental factors into consideration to be able to identify risk 

biomarkers or genes for depression. 

To summarise our results it is important to note that team work is of particular 

importance in the clinical care of melanoma patients as this disorder and its treatment 

requires complex and high-level professional collaboration. Multidisciplinarity is the 

basic framework for modern tumour therapy where, under the guidance of oncologists, 

the work of specialist nurses, social workers, physiotherapists, dieticians and last but not 

least psychiatrists/psychologists are indispensable and play a significant role. 
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7.a. Summary 

 

Immunotherapies play an important role in the modern treatment of melanoma 

malignum in various stages of the disease.Interferon has been applied for almost 20 

years in early phase after the removal of primer tumour whileanti-CTLA-4 antibody 

(ipilimumab) immunotherapy represents one of the most modern opportunities for 

adequate treatment in patients having distant metastasis or irresectible tumour. 

However, immunotherapies frequently elicit clinically relevant psychological side 

effects:depression, fatigue, anhedonia, social isolation, psychomotor slowness is 

reported during treatment. 

In this thesis two study paradigms were described where long-term oncological 

immunotherapies were examined with regard to psychological side effects. The main 

aim was to measure psychiatric adverse events, such as changes in depressed mood, and 

anxiety using psychological self-rating scales during interferon alpha and ipilimumab 

treatments. In addition, the effect of risk and preventive factors were analysed, such as 

financial situation, education or social support.  

During low-dose interferon treatment in early melanoma patients,depressive 

symptoms significantly increased during the 12-month follow-up period. Furthermore, 

social support significantly moderated the depressogenic effect of the treatment. 

Patients with better social support showed attenuated increase of depression. Anxiety 

showed no significant changes during the therapy.In the second study we demonstrated 

differences in the psychosocial side-effect profile between the ipilimumab treatment and 

the interferon alpha therapy. Namely, ipilimumab has not increased significantly the 

depressive and anxiety symptoms in advanced melanoma patients.  

Thus our results emphasise that enhancement of social support can reduce 

depressogenic side effects of interferon treatment. In addition we demonstrated that 

ipilimumab elicited fewer psychological side-effects compared to interferon-alpha 

immunotherapy which suggests a better psychological side effects profile for 

ipilimumab treatment.  
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7.b. Összefoglaló 

 

A melanoma malignum kezelésében az immunterápiák egyre jelentősebb 

szerepet töltenek be a betegség különböző stádiumaiban. Az interferon terápiát már több 

mint 20 éve alkalmazzák adjuváns kezelésként a primer tumour sebészeti eltávolítását 

követően. Az anti-CTLA-4 antitest (ipilimumab) az első és az egyik legmodernebb 

olyan gyógyszer, amely statisztikailag igazolhatóan megnövelte a túlélést metasztatikus, 

vagy inoperábilis melanomában. Hosszú távon az immunterápiák gyakran okoznak 

klinikailag is releváns pszichológiai mellékhatásokat. Fáradékonyságról, anhedóniáról, 

szociális izolációról, pszichomotoros meglassultságról számolnak be a kezelés során a 

betegek.  

Az értekezésben bemutatott két longitudinális kutatás a hosszú távon alkalmazott 

immunterápiák pszichológiai mellékhatásait vizsgálja. Az immunterápiák során 

önkitöltős kérdőívekkel, nyomonkövetéses módszerrel felmérésre került a depresszió 

értéke, a hangulat változása, a szorongás mértéke, valamint rizikótényezők és lehetséges 

protektív faktorok (anyagi helyzet, iskolázottság, társas támogatottság) egyaránt.    

Az első vizsgálatban az alacsony dózisú adjuváns interferon kezelés során a 

depresszió mértéke szignifikáns emelkedést mutatott. A társas támogatottság 

szignifikáns hatással volt a 12 hónap alatt növekvő depresszió mértékére. Azoknál a 

személyeknél, akiknél magasabb észlelt társas támogatottságról számoltak be, kisebb 

mértékben és alacsonyabb valószínűséggel alakult ki depresszió. A szorongás nem 

változott szignifikáns mértékben az utánkövetéses időszakban. A második, 

összehasonlító vizsgálat az interferon és az ipilimumab terápiák pszichés 

mellékhatásprofiljának összehasonlítását célozta. Az ipilimumab-csoportban sem a 

depresszió, sem a szorongás tekintetében nem találtunk szignifikáns változást a terápia 

teljes időtartamát tekintve. 

A társas támogatottság mértékének szintje preventív erejű az adjuváns interferon 

kezelés során kialakuló depresszió tekintetében. A kedvezőbb pszichológiai 

mellékhatásprofil az ipilimumab kezelés alkalmazásának szélesebb körét vetítheti előre. 



84 
 

References 

 

AgarwalaSS. (2009) Current systemic therapy for metastatic melanoma. Expert Rev 

Anticancer Ther, 9:587-95. 

Ágoston G, Szili I. Diagnosztikus kérdőívek és tünetbecslő skálák. In: Füredi J, Németh 

A, Tariska P (eds.), A pszichiátriamagyarkézikönyve. Medicina, Budapest, 2009: 115-

132. 

Ajar É. L’angoisse du roi Salomon. Éditions Mercure de France, 1979. 

Ajar É. Salamon király szorong. Park Könyvkiadó, Budapest, 2014. 

Allart P, Soubeyran P, Cousson-Gélie F. (2013) Are psychosocial factors associated 

with quality of life in patients with haematological cancer? Critical review of the 

literature. Psychooncology, 22:241-249. 

Almeida AG, Guindalini C, Batista-Neves S, de Oliveira IR, Miranda-Scippa A, 

Quarantini LC. (2010) Can antidepressants prevent interferon alpha-induced 

depression? A review of the literature. Gen Hosp Psychiatry, 32: 401-405. 

American Joint Committee on Cancer (AJCC) https://cancerstaging.org 

Anacker C, Zunszain PA, Carvalho LA, Pariante CM. (2011) The glucocorticoid 

receptor: pivot of depression and of antidepressant treatment? 

Psychoneuroendocrinology, 36:415-425. 

Anderton SM, Fillatreau S. (2015) Editorial overview: Immunomodulation: New 

insights for future treatments. Curr Opin Pharm, 23:7-9. 

Anisman H, Merali Z, Poulter MO, Hayley S. (2005) Cytokines as a precipitant of 

depressive illness: animal and human studies. Current Pharmaceutical Design, 11: 963-

972. 

https://cancerstaging.org/


85 
 

Anisman H, Gibb J, Hayley S. (2008) Influence of continuous infusion of interleukin-1 

beta on depression-related processes in mice: corticosterone, circulating cytokines, brain 

monoamines, and cytokine mRNA expression. Psychopharmacology, 199:231-244. 

Atherton MJ, Morris JS, McDermott MR, Lichty BD. (2016) Cancer immunology and 

canine malignant melanoma: A comparative review. Vet Immunol Immunopathol, 

169:15-26. 

Atzpodien J, Kirchner H, Körfer A, Hadam M, Schomburg A, Menzel T, Deckert M, 

Franzke A, Volkenandt M, Dallmann I. (1993) Expansion of peripheral blood natural 

killer cells correlates with clinical outcome in cancer patients receiving recombinant 

subcutaneous interleukin-2 and interferon-alpha-2. Tumour Biol, 14:354-359. 

Bagdy G. (1995) Role of the hypothalamic paraventricular nucleus in 5-HT1A, 5-HT2A 

and 5-HT2C receptor-mediated oxytocin, prolactin and ACTH/corticosterone responses. 

Behav Brain Res, 73: 277-280. 

Bagdy G, Juhasz G, Gonda X. (2012)A new clinical evidence-based gene-environment 

interaction model of depression. NeuropsychopharmacologiaHungarica, 14(4): 213-220. 

Barrera M, Sandler IN, Ramsay TB. (1981) Preliminary Development of a Scale of 

Social Support: Studies on College Students. Am J Community Psycho, 9(4):435-448. 

Beck AT, Ward CH, Mendelsohn M, Mock J, Erbaugh J. (1961) An inventory for 

measuring depression. Archives Gen Psychiatry, 4:561-571. 

Beckett S. Murphy. Grove Press, New York, 1957. 

Beckett S. Murphy. Cartaphilus Kiadó, Budapest, 2003. 

Belardelli F, Gresser I. (1996) The neglected role of type I interferon in the T-cell 

response: implications for its clinical use. Immunol Today, 17(8):369-372. 

 

 



86 
 

Bhatia S, Tykodi SS, Thompson JA. (2009) Treatment of metastatic melanoma: an 

overview. Oncology, 23:488–96. 

Bhatia S, Thompson JA. (2014) Melanoma: immune checkpoint blockade story gets 

better. Lancet, 384:1078-1079. 

Bidstrup PE, Johansen Ch, Mitchell AJ. (2011) Screening for cancer-related distress: 

Summary of evidence from tools to programmes. Acta Oncol, 50:194-204. 

Brocken P, Prins JB, Dekhuijzen PNR, van der Heijden HFM. (2012) The faster the 

better?—A systematic review on distress in the diagnostic phase of suspected cancer, 

and the influence of rapid diagnostic pathways. Psychooncology, 21:1-10. 

Brydon L, Walker C, Wawrzyniak A, Whitehead D, Okamura H, Yajima J, Tsuda A, 

Steptoe A. (2009) Synergistic effects of psychological and immune stressors on 

inflammatory cytokine and sickness responses in humans. Brain Behav Immun, 23:217-

224. 

Burke HM, Davis MC, Otte Ch, Mohr DC. (2005) Depression and cortisol responses to 

psychological stress: A meta-analysis. Psychoneuroendocrinology, 30:846-856. 

Caldwell RA, Pearson JL, Chin RJ. (1987) Stress-moderating effects: social support in 

the context of gender and locus of control. PersSocPsychol Bull, 13(1): 5-17. 

Capuron L, Ravaud A, Gualde N, Bosmans E, Dantzer R, Maes M, Neveu PJ. (2001) 

Association between immune activation and early depressive symptoms in cancer 

patients treated with interleukin-2-based therapy. Psychoneuroendocrinology, 26: 797-

808. 

Capuron L, Ravaud A, Neveu PJ, Miller AH, Maes M, Dantzer R. (2002) Association 

between decreased serum tryptophan concentrations and depressive symptoms in cancer 

patients undergoing cytokine therapy. Mol Psychiatry, 7(5):468-473. 

Capuron L, Fornwalt F, Knight BT, Harvey PD, Ninan PT, Miller AH. (2009) Does 

cytokine-induced depression differ from idiopathic major depression in medically 

healthy individuals? J Affect Disord, 119:181-185. 



87 
 

Caspi A, Sugden K, Moffitt TE, Taylor A, Craig IW, Harrington HL, McClay J, Mill J, 

Martin J, Braithwaite A, Poulton R. (2003) Influence of life stress on depression: 

moderation by a polimorhism in the 5-HTT gene. Sience, 301: 386-389. 

Chakraborty R, Wieland CN, Comfere NI. (2013) Molecular targeted therapies in 

metastatic melanoma. Pharmacogenomics Pers Med, 6:49-56. 

Chalise JP, Narendra SCh, Paudyal BR, Magnusson M. (2013) Interferon alpha inhibits 

antigen-specific production of proinflammatory cytokines and enhances antigen-specific 

transforming growth factor beta production in antigen-induced arthritis. Arthritis Res 

Ther, 15(5):R143. 

Chapman PB, Einhorn LH, Meyers ML. (1999) Phase III multicenter randomized trial 

of the Dartmouth regimen versus dacarbazine in patients with metastatic melanoma. J 

Clin Oncol,17:2745–2751. 

Chmielowski B. (2013) Ipilimumab: A First-in-Class T-Cell Potentiator for Metastatic 

Melanoma. J Skin Cancer, 2013:1-8. 

Cohen S, Wills TA. (1985) Stress, social support, and the buffering hypothesis. Psychol 

Bull, 98:310–357. 

Cohen S, Janicki-Deverts D. (2009) Can We Improve Our Physical Health by Altering 

Our Social Networks? Perspect Psychol Sci, 4(4):375-378. 

Costanzo ES, Lutgendorf SK, Sood AK, Anderson B, Sorosky J, Lubaroff DM. (2005) 

Psychosocial factors and interleukin-6 among women with advanced ovarian cancer. 

Cancer, 104(2):305-313. 

Davey RJ, Westhuizem A, Bowden NA. (2016) Metastatic melanoma treatment: 

Combining old and new therapies. Crit Rev Oncol Hematol, 98:242-253. 

Diener E, Fujita F. (1995) Resources, Personal Strivings, and Subjective Weil-Being: A 

Nomothetic and Idiographic Approach. J Pers Soc Psychol, 68(5):926-935. 

Di Giacomo AM, Biagioli M, Maio M. (2010) The Emerging Toxicity Profiles of Anti–

CTLA-4 Antibodies Across Clinical Indications. Semin Oncol, 37:499-507. 



88 
 

Ditzen B, Heinrichs M. (2014) Psychobiology of social support: The social dimension 

of stress buffering. Restor Neurol Neuros, 32:149-162. 

Dong H, Strome SE, Salomao DR, Tamura H, Hirano F, Flies DB, Roche PC, Lu J, Zhu 

G, Tamada K, Lennon VA, Celis E, Chen L. (2002) Tumour-associated B7-H1 pro-

motes T-cell apoptosis: a potential mechanism of immune evasion. Nat Med, 8:793–

800. 

Dowlati Y, Herrmann N, Swardfager W, Liu H, Sham L, Reim EK, Lanctot KL. (2010) 

A Meta-Analysis of Cytokines in Major Depression. Biol Psychiatry, 67:446-457. 

Drake ChG, Lipson EJ, Brahmer JR. (2014) Breathing new life into immunotherapy: 

review of melanoma, lung and kidney cancer. Nat Rev Clin Oncol, 11(1):24-37. 

Edge SB, Byrd DR, Compton CC. Melanoma of the skin. AJCC Cancer Staging 

Manual, 7th ed. Ny: Springer New York, 2010: 325-344. 

Eggermont AM, Suciu S, MacKie R, Ruka W, Testori A, Kruit W, Punt CJ, Delauney 

M, Sales F, Groenewegen G, Ruiter DJ, Jagiello I, Stoitchkov K, Keilholz U, Lienard 

D; EORTC Melanoma Group. (2005) Post-surgery adjuvant therapy with intermediate 

doses of interferon alfa 2b versus observation in patients with stage IIb/III melanoma 

(EORTC 18952): randomised controlled trial. Lancet, 366:1189–96. 

Eggermont AM, Suciu S, Santinami M, Testori A, Kruit WH, Marsden J, Punt CJ, Salès 

F, Gore M, Mackie R, Kusic Z, Dummer R, Hauschild A, Musat E, Spatz A, Keilholz 

U; EORTC Melanoma Group. (2008) Adjuvant therapy with pegylated interferon alfa-

2b versus observation alone in resected stage III melanoma: final results of EORTC 

18991, a randomized phase III trial. Lancet, 372(9633):117–126. 

Egészségügyi Közlöny. Emberi Erőforrások Minisztériuma. 2008, LVIII(9):2574-2593. 

Erim Y, Loguai C, Schultheis U, Lindner M, Beckmann M, Schadendorf C, Senf W. 

(2013) Anxiety, posttraumatic stress, and fear of cancer progression in patients with 

melanoma in cancer aftercare. Oncology Research and Treatment, 36(10):540-544. 

Fawzy FI, Fawzy NW, Hyun CS, Elashoff R, Guthrie D, Fahey JL, Morton DL. (1993) 

Malignant melanoma: effects of an early structured psychiatric intervention, coping, and 



89 
 

affective state on recurrence and survival 6 years later. Arch Gen Psychiatry, 50: 681–

689. 

Fecher LA, Agarwala SS, Hodi FS, Weber JS. (2013) Ipilimumab and its toxicities: a 

multidisciplinary approach. Oncologist, 18(6):733-743. 

Finter NB. (1991) Why are there so many subtypes of alpha-interferons? J Interferon 

Res, Special:185-194. 

Fong L, Small EJ. (2008) Anti-cytotoxic T-lymphocyte antigen-4 antibody: The first in 

an emerging class of immunomodulatory antibodies for cancer treatment. J Clin Oncol, 

26(32):5275–5283. 

Foster GR, Masri SH, David R, Jones M, Datta A, Lombardi G, Runkell L, de Dios C, 

Sizing I, James MJ, Marelli-Berg FM. (2004) IFN-alpha subtypes differentially affect 

human T cell motility. J Immunol, 173:1663-1670. 

Friebe A, Horn M, Schmidt F, Janssen G, Schmid-Wendtner MH, Volkenandt M, 

Hauschield A, Goldsmith ChC, Schaefer M. (2010) Dose-dependent development of 

depressive symptoms during adjuvant interferon treatment of patients with malignant 

melanoma.  Psychosomatics, 51(6):466-473. 

Fuchs-Tarlovsky V. (2013) Role of antioxidants in cancer therapy. Nutrition, 29:15-21. 

Gangadhar TC, Vonderheide RH. (2014) Mitigating the toxic effects of anticancer 

immunotherapy. Nat Rev Clin Oncol, 11:91-99. 

Garbe C, Radny P, Linse R, Dummer R, Gutzmer R, Ulrich J, Stadler R, Weichanthal 

M, Eigentler TK, Ellwanger U, Hauschild A. (2008) Adjuvant low-dose interferon alpha 

2a with or without dacarbazine compared with surgery alone: a prospective-randomized 

phase III DeCOG trial in melanoma patients with regional lymph node metastasis. Ann 

Oncol, 19(6): 1195–201. 

Garbe C, Leiter U. (2009) Melanoma epidemiology and trends. Clin Dermatol, 27(1):3–

9. 



90 
 

Garbe C, Eigentler TK, Keilholz U, Hauschield A, Kirkwood JM. (2011) Systematic 

Review of Medical Treatment in Melanoma: Current Status and Future Prospects. The 

Oncologist, 16:5-24. 

Garbe C, Peris K, Hauschild A, Saiag P, Middleton M, Spatz A, Grob JJ, Malvehy J, 

Newton-Bishop J, Stratigos A, Pehamberger H, Eggermont A. (2012) Diagnosis and 

treatment of melanoma. European consensus-based interdisciplinary guideline – Update. 

Eur J Cancer, 48:2375–2390. 

Gogas H, Ioannovich J, Dafni U, Stavropoulou-Giokas C, Frangia K, Tsoutsos D, 

Panagiotou P, Polyzos A, Papadopoulos O, Stratigos A, Markopoulos C, Bafaloukos D, 

Pectasides D, Fountzilas G, Kirkwood JM. (2006) Prognostic significance of 

autoimmunity during treatment of melanoma with interferon. N Engl J Med, 

354(7):709-718. 

Grabe HJ, Lange M, Wolff B, Lucht M, Freyberger HJ, John U, Cascorbi I. (2005) 

Mental and physical distress is modulated by a polymorphism in the 5-HT transporter 

gene interacting with social stressors and chronic disease burden. Mol Psychiatry, 

10:220-224. 

Gray-Schopfer V, Wellbrock C, Marais R. (2007) Melanoma biology and new targeted 

therapy. Nature, 445(7130): 851-857. 

Giesbrecht GF, Poole JC, Letourneau N, Campbell T, Kaplan BJ; APrON Study Team. 

(2013) The buffering effect of social support on hypothalamic-pituitary-adrenal axis 

function during pregnancy. Psychosom Med, 75(9):856-862. 

Grob JJ, Dreno B, de la Salmonière P, Delaunay M, Cupissol D, Guillot B, Souteyrand 

P, Sassolas B, Cesarini JP, Lionnet S, Lok C, Chastang C, Bonerandi JJ. (1998) 

Randomised trial of interferon alpha-2a as adjuvant therapy in resected primary 

melanoma thicker than 1,5 mm without clinically detectable node metastases. Lancet, 

351:1905–1910. 

Hamama-Raz Y, Solomon Z, Schachter J, Azizi E. (2007) Objective and subjective 

stressors and the psychological adjustment of melanoma survivors. Psychooncology, 

16:287-294. 



91 
 

Hamid O, Robert C, Daud A, Hodi FS, Hwu WJ, Kefford R, Wolchok JD, Hersey P, 

Joseph RW, Weber JS, Dronca R, Gangadhar TC, Patnaik A, Zarour H, Joshua AM, 

Gergich K, Elassaiss-Schaap J, Algazi A, Mateus Ch, Boasberg P, Tumeh PC, 

Chmielowski B, Ebbinghaus SW, Li XN, Kang SP, Ribas A. (2013) Safety and Tumour 

Responses with Lambrolizumab (Anti–PD-1) in Melanoma. N Engl J Med 369(2):134-

144. 

Hanaizi Z, Zwieten-Boot B, Calvo G, Lopez AS, Dartel M, Camarero J, Abadie E, 

Pignatti F. (2012) The European Medicines Agency review of ipilimumab (Yervoy) for 

the treatment of advanced (unresectable or metastatic) melanoma in adults who have 

received prior therapy: Summary of the scientific assessment of the Committee for 

Medicinal Products for Human Use. EJC 48:237-242. 

Hegerl U, Plattner A, Möller HJ. (2004) Should combined pharmaco- and 

psychotherapy be offered to depressed patients? A qualitative review of randomized 

clinical trials from the 1990s. Eur Arch Psychiatry Clin Neurosci,  254(2):99-107. 

Heinze S, Egberts F, Rötzer S, Volkenandt M, Tilgen W, Linse R, Boettjer J, Vogt T, 

Spieth K, Eigentler T, Brockmeyer NH, Hinzpeter A, Hauschield A, Schaefer M. (2010) 

Depressive mood changes and psychiatric symptoms during 12-month low-dose 

interferon alpha treatment in patients with malignant melanoma. J Immunother, 33: 106-

114. 

Hibbert L, Foster GR. (1999) Human type I interferons differ greatly in their effects on 

the proliferation of primary B cells. J Interferon Cytokine Res, 19:309-318. 

Hino M, Futami E, Okuno S, Miki T, Nishizawa Y, Morii H. (1993) Possible selective 

effects of interferon alpha-2b on a malignant clone in a case of polycythemia vera. Ann 

Hematol, 66:161-162. 

Hodi FS, O'Day SJ, McDermott DF, Weber RW, Sosman JA, Haanen JB, Gonzalez R, 

Robert C, Schadendorf D, Hassel JC, Akerley W, van den Eertwegh AJ, Lutzky J, 

Lorigan P, Vaubel JM, Linette GP, Hogg D, Ottensmeier CH, Lebbé C, Peschel C, 

Quirt I, Clark JI, Wolchok JD, Weber JS, Tian J, Yellin MJ, Nichol GM, Hoos A, Urba 

http://www.ncbi.nlm.nih.gov/pubmed/10334381


92 
 

WJ. (2010) Improved survival with ipilimumab in patients with metastatic melanoma. 

New Engl J of Med, 363:711–723. 

Holland JC, Passik S, Kash KM, Russak SM, Gronert MK, Sison A, Lederberg M, Fox 

B, Baider L. (1999) The role of religious and spiritual beliefs in coping with malignant 

melanoma. Psychooncology, 8(1):14-26. 

Horvat TZ, Adel NG, Dang TO. (2015) Immune Related Adverse Events, Need for 

Systemic Immunosuppression, and Effects on Survival and Time to Treatment Failure 

in Patients With Melanoma Treated With Ipilimumab at Memorial Sloan Kettering 

Cancer Center. J Clin Oncol, 33:3193-3198. 

Höhne N, Poidinger M, Merz F, Pfister H, Brückl T, Zimmermann P, Uhr M, Holsboer 

F, Ising M. (2014) Increased HPA axis response to psychosocial stress in 

remitteddepression: the influence of coping style. Biol Psychol, 103:267-275. 

Huang HY, Lee IH, Chen KCh, Lin Sh, Yeh TL, Chen PS, Chiu N, Yao WJ, Chen Ch, 

Liao M, Yang YK. (2013) Serotonin transporter availability in the midbrain and 

perceived social support in healthy volunteers. J Psychosom Res, 75:577-581. 

Jacobsen PB, Wagner LI. (2012) A New Quality Standard: The Integration of 

Psychosocial Care Into Routine Cancer Care. J Clin Oncol, 30(11):1154-1159. 

Jorkov AS, Donskov F, Steiniche T. (2003) Immune response in blood and tumour 

tissue in patients with metastatic malignant melanoma treated with IL-2, IFN-alpha and 

histamine dihydrochloride. Anticancer Res, 2:537-542. 

Kasparian NA, McLoone JK, Butow PN. (2009) Psychological responses and coping 

strategies among patients with malignant melanoma. Arch Dermatol, 145: 1415-1427. 

Kasparian AN, Sansom-Daly U, McDonald RP, Meiser B, Butow PN, Mann GJ. (2012) 

The nature and structure of psychological distress in people at high risk for melanoma: a 

factor analytic study. Psychooncology, 21:845-856. 

Kendler KS, Myers J, Prescott CA. (2005) Sex differences in the relationship between 

social support and risk for major depression: a longitudinal study of opposite-sex twin 

pairs. Am J Psychiatry, 162(2):250-256. 



93 
 

Kilpatrick DG, Koenen KC, Ruggiero KJ, Acierno R, Galea S, Resnick HS, Roitzsch J, 

Boyle J, Gelernter J. (2007) The serotonin transporter genotype and social support and 

moderation of posttraumatic stress disorder and depression in hurricane-exposed adults. 

Am J Psychiatry, 164(11): 1693-1696. 

Komenaka I, Hoerig H, Kaufman HL. (2004) Immunotherapy for melanoma. Clin 

Dermatol, 22:251-265. 

Kontsek P. (1994) Human type I Interferons: Structure and Function. Acta Virol, 

38:345-360. 

Kopp M, Skrabski Á. Magyar lelkiállapot. Végeken, Budapest, 1995. 

Kovács P, Pánczél G, Borbola K, Juhász G, Liszkay G. (2014) Psychological Changes 

in Melanoma Patients During Ipilimumab Treatment Compared to Low-Dose Interferon 

Alpha Therapy – A Follow-Up Study of First Experiences. Pathol Oncol Res, 20(4): 

939-944. 

Kovács P, Pánczél G, Balatoni T, Liszkay G, Gonda X, Bagdy G, Juhasz G. (2015) 

Social support decreases depressogenic effect of low-dose interferon alpha treatment in 

melanoma patients. J Psychosom Res, 78(6):579-584. 

Kraemer KH, Lee MM, Andrews AD, Lambert WC. (1994) The role of sunlight and 

DNA repair in melanoma and nonmelanoma skin cancer. The xeroderma pigmentosum 

paradigm. Arch Dermatol, 130(8):1018-1021. 

Krementz ET, Carter RD, Sutherland CM, Muchmore JH, Ryan RF, Creech O. (1994) 

Regional chemotherapy for melanoma. A 35-year experience. Ann Surg, 220(4):520-

535. 

Kulikov AV, Naumenko VS, Tsybko AS, Sinyakova NA, Bazovkina DV, Popova NK. 

(2010) The role of the glycoprotein gp130 in the serotonin mediator system in the 

mouse brain. Mol Biol, 44:801-806. 

Ladányi A. (2002) A malignus melanoma immunterápiájának lehetőségei. Magyar 

Onkológia 47(1): 113–117. 



94 
 

Lakey B, Lutz CJ. Social Support and Preventive and Therapeutic Interventions. In: 

Pierce GR (eds.), Handbook of Social Support and the Family. Springer Science and 

Business Media, New York, 1996: 435-465. 

Lee C, Collichio F, Ollila D, Moschos S. (2013) Historical review of melanoma 

treatment and outcomes. Clin Dermatol, 31:141-147. 

Leonard B, Maes M. (2012) Mechanistic explanations how cell-mediated immune 

activation, inflammation and oxidative and nitrosative stress pathways and their sequels 

and concomitants play a role in the pathophysiology of unipolar depression. Neurosci 

Biobehav Rev, 36:764-785. 

Licinio J, Kling MA, Hauser P. (1998) Cytokines and brain function: relevance to 

interferon-alpha induced mood and cognitive changes. Semin Oncol, 25(suppl):30–38.  

Liszkay G, Péley G, Sinkovics I, Péter I, Fejős Zs, Horváth B, Bánfalvi T, Gilde K, 

Köves I. (2003) Sentinel lymph node-biopszia melanomában. Klinikai tapasztalatok az 

Országos Onkológiai Intézetben. Magyar Onkológia, 47(1):79-83. 

Little RF, Pluda JM, Wyvill KM, Rodriguez-Chavez IR, Tosato G, Catanzaro AT, 

Steinberg SM, Yarchoan R. (2006) Activity of subcutaneous interleukin-12 in AIDS-

related Kaposi sarcoma. Blood, 107:4650-4657. 

Liu Y, Ho RCM, Mak A. (2012) Interleukin (IL)-6, tumour necrosis factor alpha (TNF-

alpha) and soluble interleukin-2 receptors (sIL-2R) are elevated in patients with major 

depressive disorder: A meta-analysis and meta-regression. J Affect Disord, 139:230-

239. 

Ma Ch, Armstrong AW. (2014) Severe adverse events from the treatment of advanced 

melanoma: a systematic review of severe side effects associated with ipilimumab, 

vemurafenib, interferon alfa-2b, dacarbazine and interleukin-2. J Dermatol Treatment, 

25(5):401-408. 

Maes M, Bosmans E, Suy E, Vandervorst C, De Jonckheere C, Raus J. (1990) Immune 

disturbances during major depression: upregulated expression of interleukin-2 receptors. 

Neuropsychobiology, 24:115-120. 



95 
 

Maes M, Bosmans E, Suy E, Vandervorst C, Dejonckheere C, Raus J. (1991) 

Depression-Related Disturbances in Mitogen-Induced Lymphocyte-Responses and 

Interleukin-1-Beta and Soluble Interleukin-2 Receptor Production. Acta Psychiatr 

Scand, 84:379-386. 

Maes M, Lambrechts J, Bosmans E, Jacobs J, Suy E, Vandervorst C, de Jonckheere C, 

Minner B, Raus J. (1992a) Evidence for a systemic immune activation during 

depression: results of leukocyte enumeration by flow cytometry in conjunction with 

monoclonal antibody staining. Psychol Med, 22:45-53. 

Maes M, Lambrechts J, Bosmans E, Jacobs J, Suy E, Vandervorst C, Dejonckheere C, 

Minner B, Raus J. (1992b) Evidence for a Systemic Immune Activation during 

Depression - Results of Leukocyte Enumeration by Flow-Cytometry in Conjunction 

with Monoclonal-Antibody Staining. Psychol Med, 22:45-53. 

Maes M, Scharpe S, Meltzer HY, Okayli G, Bosmans E, Dhondt P, Vanden Bossche B, 

Cosyns P. (1994) Increased Neopterin and Interferon-Gamma Secretion and Lower 

Availability of L-Tryptophan in Major Depression - Further Evidence for an Immune-

Response. Psychiatry Res, 54:143-160. 

McLoone J, Menzies S, Meiser B, Mann GJ, Kasparian NA. (2013) Psycho-educational 

interventions for melanoma survivors: a systematic review. Psychooncology, 

22(7):1444-1456. 

Meyer F, Ehrlich M, Peteet J. (2009) Psychooncology: A review for the general 

psychiatrist. FOCUS, 7:317-331. 

Middleton MR,  Grobb  JJ, Aaronson  N. (2000)  Randomized  phase  III study of 

temozolomide versus dacarbazine in the treatment of patients with advanced metastatic 

malignant melanoma. J Clin Oncol, 18:158–166. 

Mitchell AJ, Vahabzadeh A, Magruder K. (2011) Screening for distress and depression 

in cancer settings: 10 lessons from 40 years of primary-care research. Psychooncology, 

20:572-584. 



96 
 

Mocellin S, Pasquali S, Rossi CR, Nitti D. (2010) Interferon alpha adjuvant therapy in 

patients with high-risk melanoma: a systematic review and meta-analysis. J Natl Cancer 

Inst, 102:493-501. 

Mocellin S, Lens MB, Pasquali S, Pilati P, Chiarion Sileni V. (2013) Interferon alpha 

for the adjuvant treatment of cutaneous melanoma. Cochrane Database of Systematic 

Reviews 2013, Issue 6. Art. No.: CD008955. DOI: 10.1002/14651858.CD008955.pub2. 

Mostafavi S, Battle A, Zhu X, Potash JB, Weissman MM, Shi J, Haudenschield C, 

McCormick C, Mei R, Gameroff MJ, Gindes H, Adams P, Goes FS, Mondimore FM, 

Mackinnon DF, Notes L, Schweizer B, Furman D, Montgomery SB, Urban AE, Koller 

D, Levinson DF. (2013) Type I interferon signaling genes in recurrent major 

depression: increased expression detected by whole-blood RNA sequencing. Mol 

Psychiatry, 19(12): 1267-1274. 

Müller N, Schwarz MJ. (2007) The immune-mediated alteration of serotonin and 

glutamate: towards an integrated view of depression. Mol Psychiatry, 12: 988-1000. 

Murri MB, Pariante C, Mondelli V, Masotti M, Atti AR, Mellacqua Z, Antonioli M, 

Ghio L, Menchetti M, Zanetidou S, Innamorati M, Amore M. (2014) HPA axis and 

aging in depression: Systematic review and meta-analysis. Psychoneuroendocrinology, 

41:46-62. 

Muscatell KA, Eisenberger NI, Dutcher JM, Cole SW, Bower JE. (2016) Links 

Between Inflammation, Amygdala Reactivity, and Social Support in Breast Cancer 

Survivors. Brain Behav Immun, 53:34-38. 

Musselmann DL, Lawson DH, Gumnick JF, Manatunga AK, Penna S, Goodkin RS, 

Greiner K, Nemeroff ChB, Miller AH. (2001) Paroxetine for the prevention of 

depression induced by highdose interferon alpha. N Engl J Med, 344: 961–966. 

Naidoo J, Page DB, Li BT, Connell LC, Schindler K, Lacouture ME, Postow MA, 

Wolchok JD. (2015) Toxicities of the anti-PD-1 and anti-PD-L1 immune checkpoint 

antibodies. Ann Oncol, 26:2375-2391. 



97 
 

National Cancer Registry and Center of Biostatistics, Hungary. 

http://onkol.hu/hu/rakregiszter-statisztika 

NCCN Clinical Practice Guidelines in Oncology (NCCN Guidelines). Melanoma, 

Version 3. 2015. http://www.nccn.org/ 

NCCN Clinical Practice Guidelines in Oncology (NCCN Guidelines). Melanoma, 

Version 4. 2016. http://www.nccn.org/ 

Nijm J, Kristenson M, Olsson AG, Jonasson L. (2007) Impaired cortisol response to 

acute stressors in patients with coronary disease. Implications for inflammatory activity. 

J Intern Med, 262:375–384. 

Ortaldo JR, Herberman RB. (1984) A species of human alpha interferon that lacks the 

ability to boost human natural killer activity. Proc Natl Acad Sci, 81:4926-4929. 

Pala NA, Steca P, Bagrodia R, Helpman L, Colangeli V, Viale P, Wainberg ML. (2016) 

Subtypes of depressive symptoms and inflammatory biomarkers: An exploratory study 

on a sample of HIV-positive patients. Brain Behav Evol, in press. 

Pardoll DM. (2012) The blockade of immune checkpoints in cancer immunotherapy. 

Nat Rev Cancer, 12:252–264. 

Pariante CM, Lightman SL. (2008) The HPA axis in major depression: classical 

theories and new developments. Trends Neurosci, 31: 464-468. 

Paykel ES. (2001) The evolution of life events research in psychiatry. J Affect Disord, 

62(3): 141-149. 

Petrella T, Verma S, Spithoff K, McCready D. (2012) Adjuvant interferon therapy for 

patients at high risk for recurrent melanoma: an updated systematic review and practice 

guideline. Clin Oncology, 26(4):413-423. 

Pistrang N, Jay Z, Gessler S, Barker Ch. (2013) Telephone peer support for women with 

gynaecological cancer: benefits and challenges for supporters. Psychooncology, 

22(4):886-894. 

http://onkol.hu/hu/rakregiszter-statisztika
http://www.nccn.org/
http://www.nccn.org/


98 
 

Postow MA, Callahan MK, Wolchok JD. (2015) Immune Checkpoint Blockade in 

Cancer Therapy. J Clin Oncol, 33:1-10. 

Procidano ME, Heller K. (1983) Measures of perceived social support from friends and 

from family: three validation studies. Am J Community Psychol, 11(1):1-24. 

Quirk SK, Shure AK, Agrawal DK. (2015) Immune-mediated adverse events of 

anticytotoxic T lymphocyte–associated antigen 4 antibody therapy in metastatic 

melanoma. Trans Res, 166(5):412-424. 

Raison CL, Demetrashvili M, Capuron L, Miller A. (2005) Neuropsychiatric adverse 

effects of interferon alpha. CNS Drugs, 19(2):105-123. 

Raison CL, Capuron L, Miller AH. (2006) Cytokines sing the blues: Inflammation and 

the pathogenesis of major depression. Trends Immunol, 27:24-31. 

Raison CL, Borisov AS, Woolwine BJ, Massung B, Vogt G, Miller AH. (2010) 

Interferon alpha effects on diurnal hypotalamic-pituitary-adrenal axis activity: 

relationship with proinflammatory cytokines and behavior. Mol Psychiatry, 15(5):535-

547. 

Recklitis Ch, O'Leary T, Diller L. (2003) Utility of Routine Psychological Screening in 

the Childhood Cancer Survivor Clinic. J Clin Oncol, 21(5):787-792. 

Reiche EMV, Nunes SOV, Morimoto HK. (2004) Stress, depression, the immune 

system and cancer. Lancet, 5:617-625. 

Reyes-Vazquez C, Prieto-Gomez B, Dafny N. (2012) Interferon modulates central 

nervous system function. Brain Res, 1442:76-89. 

Ribas A. (2012) Tumour Immunotherapy Directed at PD-1. N Engl J Med, 

366(26):2517-2519. 

Ribas A,Puzanov I, Dummer R, Schadendorf  D, Hamid O, Robert C, Hodi FS, 

Schachter J, Pavlik AC, Lewis KD, Cranmer LD, Blank CU, O'Day SJ, Ascierto PA, 

Salama AKS, Margolin KA, Loquai C, Eigentler TK, Gangadhar TC, Carlino MS, 

Agarwala SS, Moschos SJ, Sosman JA, Goldinger SM, Shapira-Frommer R, Gonzalez 



99 
 

R, Kirkwood JM, Wolchok JD,  Eggermont A, Li XN, Zhou W, Zernhelt AM, Lis J, 

Ebbinghaus S, Kang SP, Daud A. (2015) Pembrolizumab versus investigator-choice 

chemotherapy for ipilimumab-refractory melanoma (KEYNOTE-002): a randomised, 

controlled, phase 2 trial. Lancet Oncol, 16:908-918. 

Robert C, Thomas L, Bondarenko I, O'Day S, Weber J, Garbe C, Lebbe C, Baurain JF, 

Testori A, Grob JJ, Davidson N, Richards J, Maio M, Hauschild A, Miller WH, Gascon 

P,  Lotem M, Harmankaya K, Ibrahim R, Francis S, Chen TT, Humphrey R, Hoos A, 

Wolchok JD. (2011) Ipilimumab plus dacarbazine for previously untreated metastatic 

melanoma. N Engl J Med, 364(26):2517–26. 

Robert C, Ribas A, Wolchok JD, Hodi FS, Hamid O, Kefford R, Weber JS, Joshua AM, 

Hwu WJ, Gangadhar TC, Patnaik A, Dronca R, Zarour H, Joseph RW, Boasberg P, 

Chmielowski B, Mateus C, Postow MA, Gergich K, Elassaiss-Schaap J, Li XN, Iannone 

R, Ebbinghaus SW, Kang SP, Daud A. (2014) Anti-programmed-death-receptor-1 

treatment with pembrolizumab in ipilimumab-refractory advanced melanoma: a 

randomised dose-comparison cohort of a phase 1 trial. Lancet, 384(9948):1109-17. 

Robert C, Schachter J, Long GV, Arance A, Grob JJ, Mortier L, Daud A, Matteo SC, 

McNeil C, Lotem M, Larkin J, Lorigan P, Neyns B, Blank ChU, Hamid O, Mateus Ch, 

Shapira-Frommer R, Kosh M, Zhou H, Ibrahim N, Ebbinghaus S, Ribas A. (2015) 

Pembrolizumab versus Ipilimumab in Advanced Melanoma. N Eng J Med, 

372(26):2521-2532. 

Roesch A, Volkenandt M. Melanoma. In: Burgdorf W, Plewing G, Wolff HH, 

Landthaler M (eds.), Braun-Falco’s Dermatology. Springer-Verlag, New-York, 2009: 

1416-1432. 

Romano E, Kusio-Kobialka M, Foukas PG, Baumgaertner P, Meyer C, Ballabeni O, 

Weide B, Romero P, Speiser DE. (2015) Ipilimumab-dependent cell-mediated 

cytotoxicity of regulatory T cells ex vivo by nonclassical monocytes in melanoma 

patients. Proc Natl Acad Sci USA, 112(19):6140-6145. 

Rosal MC, King J, Ma Y, Read GW. (2004) Stress, Social Support, and Cortisol: 

Inverse Associations? Behav Med, 30(1):11-22. 



100 
 

Rychetnick L, McCaffery K, Morton R, Irwing L. (2013) Psychosocial aspects of post-

treatment follow-up for stage I/II melanoma: a systematic review of the literature. 

Psychooncology, 22(4): 721-736.  

Ruuth K, Berglund A, Munoz V, Lundgren E. (2007) Differential resistance of 

melanoma cells to treatment with recombinant IFN-α2b and Leukocyte IFN. Anticancer 

Research, 27:2109-2114. 

Sakic B, Gauldie J, Denburg JA, Szechtman H. (2001) Behavioral effects of infection 

with IL-6 adenovector. Brain Behav Immun, 15:25-42. 

Sano C, Sato K, Shimizu T, Kajitani H, Kawauchi H, Tomioka H. (1999) The 

modulating effects of proinflammatory cytokines interferon-gamma (IFN-γ) and tumour 

necrosis factor-alpha (TNF-α), and immunoregulating cytokines IL-10 and transforming 

growth factor-beta (TGF-β), on anti-microbial activity of murine peritoneal 

macrophages against Mycobacterium avium-intracellulare complex. Clin Expl 

Immunol, 115(3):435-442. 

Satin JR, Linden W, Phillips MJ. (2009) Depression as a predictor of disease 

progression and mortality in cancer patients. Cancer, 5349-5361.  

Sato W, Kochiyama T, Kubota Y, Uono S, Sawada R, Yoshimura S, Toichi M. (2016) 

The association between perceived social support and amygdala structure. 

Neuropsychologia, 85:237-244. 

Schaefer M, Engelbrecht MA, Gut O, Fiebich BL, Bauer J, Schmidt F, Grunze H, Lieb 

K. (2002) Interferon (IFN) and psychiatric syndromes: a review. 

ProgNeuropsychopharmacolBiol Psychiatry, 26: 731–746. 

Schatton T, Schütte U, Frank NY, Zhan Q, Hoerning A, Robles SC, Zhou J, Hodi FS, 

Spagnoli GC, Murphy GF, Frank MH. (2010) Modulation of T-Cell Activation by 

Malignant Melanoma Initiating Cells. Cancer Res, 70(2):697-708. 

Schneekloth C, Körfer A, Hadam M, Hänninen EL, Menzel T, Schomburg A, Dallmann 

I, Kirchner H, Poliwoda H, Atzpodien J. (1993) Low-Dose lnterleukin-2 in 



101 
 

Combination with Interferon-α Effectively Modulates Biological Response in vivo. 

Acta Hematol, 89: 13-21. 

Schreurs KMG, DeRidder DTD. (1997) Integration of coping and social support 

perspectives: implications for the study of adaptation to chronic diseases. Clin Psychol 

Rev, 17:89–112. 

Simon A. A Zung-féle Önértékelő Depresszió Skála (ÖDS). In: Mérei F, Szakács F 

(eds.), Pszichodiagnosztikai Vademecum. Nemzeti Tankönyvkiadó, Budapest, 1994: 

180-185. 

Sipos K, Sipos M. The development and validation of the Hungarian Form of the STAI. 

In: Spielberger CD, Diaz-Guerrero R (eds.), Cross-Cultural Anxiety. Hemisphere 

Publishing Corporation, Washington-London, 1978: 51-61. 

Söllner W, Zschoke I, Zingg-Schir M. et al. (1999). Interactive patterns of social 

support and individual coping strategies in melanoma patients and their correlations 

with adjustment to illness. Psychosomatics, 40:239-250. 

Spielberger CD, Gorsuch RL, Lushene RE, Vagg PR, Jacobs GA. Manual for the State-

Trait Anxiety Inventory. Consulting Psychologists Press, Palo Alto, CA, 1983. 

Stark DP, House A. (2000) Anxiety in cancer patients. Br J Cancer, 83(10):1261-1267. 

Sznol M, Chen L. (2013) Antagonist antibodies to PD-1 and B7-H1 (PD-L1) in the 

treatment of advanced human cancer. Clin Cancer Res, 19:1021– 1034. 

Thompson JF, Scolyer RA, Kefford RF. (2005) Cutaneous melanoma. Lancet, 365:687–

701. 

Thumar JR, Kluger HM. (2010) Ipilimumab: A Promising Immunotherapy for 

Melanoma. Oncology, 24(14):1280-1289. 

Topalian SL, Hodi FS, Brahmer JR, Gettinger SN, Smith DC, McDermott DF, 

Powderly JD, Carvajal RD, Sosman JA, Atkins MB, Leming PD, Spigel DR, Antonia 

SJ, Horn L, Drake CG, Pardoll DM, Chen L, Sharfman WH, Anders RA, Taube JM, 

McMiller TL, Xu H, Korman AJ, Jure-Kunkel M, Agrawal S, McDonald D, Kollia GD, 



102 
 

Gupta A, Wigginton JM, Sznol M. (2012) Safety, activity, and immune correlates of 

anti-PD-1 antibody in cancer. N Engl J Med 366:2443–2454. 

Traeger L, Greer JA, Fernandez-Robles C, Temes JS, Pirl WF. (2012) Evidence-Based 

Treatment of Anxiety in Patients With Cancer. J Clin Oncol, 30(11):1197-1205. 

Trask PC, Paterson AG, Esper P, Pau J, Redman B. (2004) Longitudinal course of 

depression, fatigue, and quality of life in patients with high-risk melanoma receiving 

adjuvant interferon. Psychooncology, 13:526–536. 

Tsao H, Atkins MB, Sober AJ. (2004) Management of cutaneous melanoma. N Engl J 

Med, 351:998-1012. 

Uchino BN, Cacioppo JT, Kiecolt-Glaser JK. (1996) The relationship between social 

support and psychological processes: a review with emphasis on underlying 

mechanisms and implications for health. Psychol Bull, 119(3): 488-532. 

Verma S, Quirt I, McCready D, Bak K, Charrette M, Iscoe N. (2006) Systematic review 

of systemic adjuvant therapy for patients at high risk for recurrent melanoma. Cancer, 

106:1431-1442. 

Vito WR, Vernon KS, Keiran SMS. (2012) A brief history of melanoma: from 

mummies to mutations. Melanoma Res, 22(2):114-122. 

Wade DT, Kendler KS. (2000) Absence of interactions between social support and 

stressfull life events in the prediction of major depression and depressive 

sympthomatology in women. Psychol Med, 30(4): 965-974. 

Way BM, Taylor SE. (2010) Social influences on health: is serotonin a critical 

mediator? Psychosom Med, 72: 107-112. 

Wolchok JD, Weber JS, Hamid O, Lebbé C, Maio M, Schadendorf  D, Pril V, Heller K, 

Chen T, Ibrahim R, Hoos A, O'Day SJ. (2010) Ipilimumab efficacy and safety in 

patients with advanced melanoma: a retrospective analysis of HLA subtype from four 

trials. Cancer Immunity Archive, 10:9-16. 



103 
 

Zhu CB, Blakely R, Hewlett WA. (2006) The proinflammatory cytokines interleukin-1 

beta and tumour necrosis factor-alpha activate serotonin transporters. 

Neuropsychopharmacology: official publication of the American College of 

Neuropsychopharmacology, 31:2121-2131. 

Zhu CB, Lindler KM, Owens AW, Daws LC, Blakely RD, Hewlett WA. (2010) 

Interleukin-1 Receptor Activation by Systemic Lipopolysaccharide Induces Behavioral 

Despair Linked to MAPK Regulation of CNS Serotonin Transporters. 

Neuropsychopharmacology: official publication of the American College of 

Neuropsychopharmacology, 35:2510-2520. 

Zung WWK. (1965) A Self-Rating Depression Scale. Arch of General Psychiat, 12:63-

70. 

 



104 
 

List of own publications related to the thesis 

 

Scientific papers 

Kovács P, Pánczél G, Borbola K, Juhász G, Liszkay G. (2014) Psychological changes in 

melanoma patients during ipilimumab treatment compared to low-dose interferon alpha 

therapy-a follow-up study of first experiences. PatholOncol Res, 20(4):939-944. DOI: 

10.1007/s12253-014-9777-7 

IF: 1,855 

Kovács P, Pánczél G, Balatoni T, Liszkay G, Gonda X, Bagdy Gy, Juhasz G. (2015) 

Social support decreases depressogenic effect of low-dose interferon alpha treatment in 

melanoma patients. J Psychosom Res, 78(2015):579-584. DOI: 

10.1016/j.jpsychores.2015.03.005 

IF: 2,840 

Kovacs D*, Kovacs P*, Eszlari N, Gonda X, Juhasz G. (2016) Psychological side 

effects of immune therapies: symptoms and pathomechanism. Curr Opin Pharmacol, 

29:97-103. DOI: 10.1016/j.coph.2016.06.008 

*Equally contributed 

 

Cumulative impact factor: 13,156 

 

  



105 
 

Acknowledgement 

 

I would like to thank the Mental Health Sciences Ph.D. School, Psychiatry 

Programand theDepartment of Pharmacodynamics, Semmelweis University, 

Budapest, Hungary which gave me the opportunity to pursuemy doctoral degree. 

Special thanks for Prof. Dr. László Tringer, Prof. Dr. György Bagdy and Prof. Dr. 

István Bitter for their inspirations. I would like to thank Hajnal Kiss for her helpful 

advice, and selfless help during my Ph.D. studies. 

I am very grateful to my supervisor Dr. Gabriella Juhász (Department of 

Pharmacodynamics, Semmelweis University, Budapest, Hungary), for her support, 

especially the leniency and independence she gave me. I would like to express my 

sincere gratitude to her; for the continuous support of my Ph.D. studiesand research, for 

her patience, motivation and immense knowledge. 

I am truly grateful toProf. Dr. György Bagdy (head of Department of 

Pharmacodynamics, Semmelweis University, Budapest, Hungary)and Dr. Xenia 

Gonda (Department of Pharmacodynamics) for their valuable advice and guidance. I 

acknowledge their help and very valuable comments in this thesis. I would like to thank 

Ágnes Ruzsits for her helpful advice, and help during my Ph.D. studies. 

I am grateful to my work and home institute, the Departement of 

Oncodermatology, at theNational Institute of Oncology, Budapest, Hungary – and 

especially thank  Prof. Dr. Miklós Kásler, Director General of the National Institute of 

Oncology. 

I would like to thank Prof. Dr. Sándor Eckhardt (National Institute of 

Oncology, Budapest, Hungary) and Dr. Ágnes Riskó for the motivating discussions, 

and helpful advice. 

Prof. Dr. Gabriella Liszkay (head of Department of Oncodermatology, 

National Institute of Oncology, Budapest, Hungary) is thanked for helpful discussions 

and professional advice. 

 



106 
 

My special thanks are extended to the staff of the Department of 

Oncodermatology, National Institute of Oncology, Budapest. I am particularly grateful 

for the assistance given by Dr. Tímea Balatoni, Dr. Edit Pörneczy, Dr. Lenke Lőrincz, 

Dr. Gitta Pánczél, Dr. Kata Czirbesz, Dr. Eszter Gorka, Dr. Franciska Geszti, Dr. 

Krisztina Melegh, Dr. Kinga Hetesi, Dr. Felícia Bozóky, Dr. Anikó Kovács, Dr. 

Eleonóra Imrédi and all co-workers of the Department of Oncodermatology.  

 

I also thank my direct colleagues for the patience, permanent support, and 

cooperation, inthe onco-psychological group, namely: Dr. Ágnes Riskó, Julianna Peti, 

Lilla Gerlinger, Zsuzsa Koncz, Anna Gődény, Dóra Horváth, Katalin Lacsán. 

 

Last but not least I would like to thank my family and friends for their unmatched love, 

commitment and support. 

Without these I would not have completed this work. 

  



107 
 

List of tables and figures 

 

List of tables 

Table 1. Melanoma statistics in four countries 

Table 2. Incidence data from Hungary (2001-2013) 

Table 3. The clinical staging of melanoma (AJCC) 

Table 4. Observed survival rates in melanoma 

Table 5. Historical landmarks in the treatment of melanoma 

Table 6. Targeted therapy drugs for melanoma 

Table 7. Symptom profile of sickness behaviour, major depressive disorder, IFN-alpha 

induced depression, and psychological side effects of immune checkpoint inhibitors 

Table 8. Changes in biological aspects of interferon alpha treatment, psychological 

stress and social support. 

Table 9. Description of the first study populations and the properties of the primary 

tumours at baseline 

Table 10. Baseline differences in BDI depression scores according to demographic and 

clinical descriptors 

Table 11. Baseline differences in STAI state anxiety scores according to demographic 

and clinical descriptors 

Table 12/A. Results of main effects on depression of repeated measures ANCOVA 

Table 12/B. Post hoc comparisons for significant time effect and for significant social 

supporteffect with degree of freedom (df) and level of significance (p) 

Table 13/A. Results of main effects on anxiety of repeated measures ANCOVA 

Table 13/B. Post hoc comparisons for nonsignificant time effect and for significant 

effect of sex 



108 
 

Table 14. Description of the study populations in the second study 

Table 15. Means and standard deviations of depression and anxiety 

Table 16. Changes in the level of depression during the treatment 

Table 17. Changes in the level of anxiety during ipilimumab and interferon treatment. 

 

List of figures 

Figure 1. The incidence of malignant melanoma in Hungary (2001-2013) 

Figure 2. Changes in the mean (+/- SD) BDI depression scores during the interferon 

treatment. Covariates appearing in the model include sex, age, education, financial 

status, tumour thickness and social support. 

Figure 3. Changes in the BDI depression scores during interferon treatment 

Figure 4. Changes in STAI-State anxiety scores (mean +/- SD) during interferon 

treatment. 

Figure 5. Changes in STAI-State anxiety scores during interferon treatment in men and 

women 

Figure 6. The change of mean depression scores during the treatments 

Figure 7. The change of mean anxiety scores during the treatments 

 


