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ABSTRACT
◥

Purpose: Glioblastoma (GBM) is a heterogeneous malignancy
with multiple subpopulations of cancer cells present within any
tumor. We present the results of a phase I clinical trial using an
autologous dendritic cell (DC) vaccine pulsed with lysate derived
from a GBM stem-like cell line.

Patients and Methods: Patients with newly diagnosed and
recurrent GBM were enrolled as separate cohorts. Eligibility
criteria included a qualifying surgical resection or minimal tumor
size, ≤ 4-mg dexamethasone daily dose, and Karnofsky score ≥70.
Vaccine treatment consisted of two phases: an induction phase
with vaccine given weekly for 4 weeks, and a maintenance phase
with vaccines administered every 8 weeks until depletion of
supply or disease progression. Patients with newly diagnosed
GBM also received standard-of-care radiation and temozolo-

mide. The primary objective for this open-label, single-
institution trial was to assess the safety and tolerability of the
autologous DC vaccine.

Results: For the 11 patients with newly diagnosed GBM, median
progression-free survival (PFS) was 8.75 months, and median
overall survival was 20.36months. For the 25 patients with recurrent
GBM, median PFS was 3.23 months, 6-month PFS was 24%, and
median survival was 11.97 months. A subset of patients developed a
cytotoxic T-cell response as determined by an IFNg ELISpot assay.

Conclusions: In this trial, treatment of newly diagnosed and
recurrent GBM with autologous DC vaccine pulsed with lysate
derived from an allogeneic stem-like cell line was safe and well
tolerated. Clinical outcomes add to the body of evidence suggesting
that immunotherapy plays a role in the treatment of GBM.

Introduction
Over the past several years, outcomes for patients with many

aggressive cancers have improved considerably, due in part to
advancements in areas such as targeted therapy and immunotherapy.
Glioblastoma (GBM) stands as a notable exception, where therapeutic
advances have been relatively incremental. Standard treatment for
newly diagnosed GBM consists of involved-field radiation therapy
(IFRT) and concurrent temozolomide chemotherapy followed by
adjuvant temozolomide cycles (1). Tumor-treatingfieldsmay be added
following radiotherapy (2). Median overall survival (OS) in the clinical
trial setting with these treatments is within an approximate range of 15

to 20 months, compared with 12 months with radiation alone (1, 2).
Treatment options at recurrence include the antiangiogenic therapy
bevacizumab, but improvements inmedian OS with this treatment are
modest (3–5).

Dendritic cell (DC) vaccines are a promising method of gener-
ating a therapeutic antitumor immune response. DCs are profes-
sional antigen-presenting cells and are capable of initiating CTL
function. DCs derived in vitro from peripheral blood mononuclear
cells (PBMC) can be primed against tumor antigens in culture, and
upon subsequent vaccination in tumor-bearing hosts, have the
ability to elicit antitumor immunity. We have used DC-based
vaccination protocols in six investigator-initiated trials and have
demonstrated the safety and bioactivity of this approach in patients
with malignant brain tumors (6–11). We previously reported that
therapeutic vaccination with autologous tumor peptide-pulsed DCs
is sufficient to enhance peripheral tumor-reactive CTL activity and
CD8þ T-cell infiltration into tumors in situ in patients with newly
diagnosed GBM (6, 7). Furthermore, we have shown that patients
who developed a postvaccination peripheral cytotoxic T-cell
response survived longer than those patients who did not develop
a response (8, 9).

A defining challenge of GBM is its heterogeneous nature, with
multiple subpopulations of cancer cells present within any given
tumor, including the presence of a subpopulation of tumor cells which
exhibit stem-like behavior (12–14). These GBM stem-like cells are
resistant to radiotherapy and traditional chemotherapy (15, 16). We
have demonstrated that patients with tumors with high expression of
stem-like markers have not responded as robustly to treatment with
DC vaccine therapy compared with patients with tumors that lack
expression of glioma stem-like cell markers (17).
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These findings suggest that targeting the subpopulation of GBM
stem-like cells may be a critical element in the development of effective
therapies forGBM.To evaluate this hypothesis, we performed a phase I
clinical trial using an autologous DC vaccine pulsed with lysate derived
from a GBM stem-like cell line.

Patients and Methods
This study was conducted at Cedars–Sinai Medical Center

according to the International Council for Harmonization (ICH)
guidelines. The institutional review board at Cedars–Sinai
approved the study and patients were enrolled following written
informed consent. This trial was registered with ClinicalTrials.gov
(NCT02010606).

Eligibility criteria
Patients ≥18 years of age with either newly diagnosed (Cohort A) or

recurrent (Cohort B) GBMwere eligible for this phase I study. Patients
in Cohort B were eligible up to third recurrence and were required to
have been previously treated with IFRT and temozolomide chemo-
therapy. Prior bevacizumab therapywas allowed for patients in Cohort
B. Patients with secondary glioblastoma (i.e., patients initially diag-
nosed with a lower grade glioma that subsequently transformed to
GBM) were eligible for Cohort B if they had been treated with
radiation and temozolomide prior to their last surgical resection. All
patients underwent a qualifying surgical resection prior to enrolling
in the trial (defined as having a less than 1 cm2 residual enhancing
tumor postoperatively) or had minimal tumor burden (<1 cm2

enhancing disease) at time of enrollment. Patients with a foreseeable
condition that would preclude reduction of steroids lower than
dexamethasone 4 mg daily or equivalent steroid dose were not
eligible for this study. Additional eligibility criteria included Kar-
nofsky Performance Score (KPS) ≥ 70, and adequate hematologic,
liver, and kidney function.

Study design
The primary objective for this open-label, single-institution phase I

clinical trial was to assess safety and tolerability of the autologous DC
vaccine product. Adverse events were monitored and recorded per
CommonTerminology Criteria for Adverse Events version 4.03 guide-
lines. Secondary objectives included assessment of the clinical outcome
measures of progression-free survival (PFS) and OS, and evaluation of

immune response by assessing cytotoxic T-cell activity in vitro pre-
vaccination and postvaccination.

For both cohorts, vaccine treatment consisted of two phases: an
induction phase with vaccine given weekly for 4 weeks, followed by
a maintenance phase when vaccines were administered every
8 weeks until depletion of vaccine supply or disease progression
(Fig. 1). This protocol was implemented on the basis of our
previous data showing that T-cell responses waned after three
biweekly vaccinations, and even after a fourth “booster” vaccination
6 weeks later. Patients with newly diagnosed GBM (Cohort A) were
also treated with standard-of-care radiotherapy and concurrent
temozolomide followed by cycles of adjuvant temozolomide. For
these patients, the vaccine induction phase started 1 week following
the completion of concurrent chemoradiation. For patients with
recurrent GBM (Cohort B), the vaccine induction phase began as
soon as the vaccine was manufactured, typically within 3 weeks of
apheresis. Patients in Cohort B who were treated with bevacizumab
prior to enrolling in the trial were allowed to continue receiving
bevacizumab. No other disease-directed treatments were allowed to
be administered while on trial.

Vaccine preparation and administration
The vaccine consisted of autologous DCs pulsed with lysate derived

from an allogeneic glioblastoma stem-like cell line. The cell line from
which the allogeneic lysate was derived originated from a single patient
and demonstrates all properties of cancers stem cells with regard to the
ability to self-renew and differentiate into multiple central nervous
system cell lineages. The CSC6 cells express stem cell markers (nestin,
Sox2, CD133, SSEA-1, SSEA-4, and SSEA-5) similar to that of neural
stem cells and embryonic stem cells at themolecular and protein levels
(Supplementary Fig. S1). The cell line was maintained in serum-free
media containing basic fibroblast growth factor, EGF, and leukemia
inhibitor factor in order to promote the formation of neurospheres
enriched for GBM stem-like cells.

After obtaining informed consent and confirming eligibility,
patients underwent apheresis to collect PBMCs required for autol-
ogous vaccine preparation. Elutra separation of apheresis product
was performed into platelet, red blood cell, lymphocyte, and mono-
cyte fractions. Fractions 4 and 5 were obtained with highly
concentrated monocytes. Through FACS, CD45þCD14þhigh and
CD45þCD66þlow fraction was isolated as a source of monocytes.
These monocytes were cultured in media supplemented with gran-
ulocyte–macrophage colony-stimulating factor and interleukin-4
for 4 days according to methods previously described (6–9).

On Day 4 postapheresis, cells were pulsed with lysate from the
allogeneic GBM stem-like cell line described above for 20 to 24 hours.
The cells were then incubated with IFNg and lipopolysaccharide prior
to being harvested and cryopreserved.

The final DC product was CD40þhigh, CD80þhigh, CD83þhigh,
CD86þhigh, HLA-ABCþhigh, HLA-DRþhigh, CCR7þhigh, and
CD14þlow. Release criteria included CD11cþhigh (> ¼ 80%),
CD83þhigh (> ¼ 80%), and CD11cþCD83þhigh (> ¼ 60%). CD11c
is a widely used defining marker for DCs, and CD83 is most highly
and stably expressed by mature DCs. A minimum of four vaccines
was manufactured for each patient. Vaccine consisting of 1�107

DCs was administered intradermally in the axillary region.

Response assessments
MRI scans were performed every 8 weeks, beginning on Day 22

of the induction phase, coinciding with the administration of
the fourth and final vaccine of the induction phase. For patients

Translational Relevance

This open-label, single-institution, phase I trial evaluated an
autologous dendritic cell vaccine pulsed with an allogeneic stem-
like cell lysate in patients with newly diagnosed and recurrent
glioblastoma (GBM). Treatment was safe and well tolerated.
Median progression-free survival (PFS) was 8.75 months and
median overall survival (OS) was 20.26 months for patients with
newly diagnosed GBM. For patients with recurrent GBM, median
PFS was 3.22 months, 6-month PFS was 24%, and median survival
was 11.97 months. Although this phase I trial was not powered to
assess efficacy, PFS and OS compare favorably with historical
controls, and a subset of patients developed a cytotoxic T-cell
response as determined by an IFNg ELISpot assay. This trial adds to
the body of evidence suggesting that immunotherapy may play a
role in the treatment of GBM.
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in Cohort A, this timepoint occurred 4 weeks following completion
of concurrent chemoradiation. Responses were assessed using response
assessment in neuro-oncology criteria, and patients were allowed to
continue on trial until disease progression was noted (18).

Immune response was assessed through the measurement of IFNg
induction by patient-derived PBMCs in vitro. The response was
compared prevaccination and postvaccination after stimulation with
the allogeneic glioblastoma stem-like cell lysate. IFNg levels were
quantified using the ELISpot assay as previously described (19). A
postvaccine induction of IFNg > 1.5 times the response seen in PBMCs
acquired prevaccine is evidence of a tumor-specific cytotoxic T-cell
response (9).

Statistical analysis
Stopping rules for safety and efficacy concerns were defined prior to

trial initiation and were not met at any point. The Kaplan–Meier
methodwas used to estimate the probability of survival for each cohort,
and the log-rank test was used to assess survival distribution. Explor-
atory analyses were performed to examine associations between
vaccine response, age, race/ethnicity, or O6-Methylguanine-DNA
Methyltransferase (MGMT) promoter methylation status and out-
comes using a Cox proportional hazards model (20). The proportional
hazards assumptionwas assessedwith scaled Schoenfeld residuals (21).
Analyses were performed using R package version 4.0.3 with two-sided
tests and a significance level at 0.05.

Figure 1.

Treatment and vaccine administration schedule. RT, radiotherapy; TMZ, temozolomide.
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Results
From December 2013 to February 2018, 43 patients signed

informed consent to participate in the trial. Five patients failed
screening, and 2 patients voluntarily withdrew prior to receiving
treatment. Thus, 36 patients received at least one vaccine and were
eligible for analysis, 11 with newly diagnosed GBM and 25 with
recurrent GBM. Mean age at consent was 55.9 years for patients
with newly diagnosed GBM and 52.3 years for patients with
recurrent GBM. The median KPS at enrollment was 85 for patients
with newly diagnosed GBM, and 80 for patients with recurrent
GBM (Table 1).

All 11 patients with newly diagnosed GBM and 23 of the 25 patients
with recurrent GBM underwent gross total or near–gross total resec-
tion within 1 month of enrolling in the trial. TumorMGMT promoter
methylation status was assessed for 16 patients and was found to be

methylated in 7 patients and unmethylated in 9 patients. IHC staining
for IDH R132Hwas performed on tumors for 32 patients and found to
be positive in 4 tumors and negative in 28 tumors.

In total, 209 vaccines were administered across 36 patients. Twenty-
eight patients received all 4 vaccines in the 4-week-long induction
period. The median number of vaccines administered was 5, ranging
from 1 to 15. Overall, treatment was very well tolerated (Table 2). The
most common adverse events (AE) at least possibly related to the
vaccine were grade 1 cutaneous injection-site reactions (27 events in
18 patients) and fever (23 events in 8 patients; 20 events were
classified as grade 1, 2 events as grade 2, and 1 event was not able to
be graded due to missing information). There were 11 instances of
grade 1 flu-like symptoms and 3 instances of grade 1 myalgia
following vaccine administration. There were no higher-grade
instances of these symptoms noted. No serious adverse events
(SAE) possibly related to vaccine administration or treatment were
observed. Two SAEs occurred immediately following leukapheresis
for 1 patient: grade 2 bleeding from the catheter site and transient
grade 1 thrombocytopenia.

For the 11 patients with newly diagnosed GBM, median PFS was
8.75 months, and median OS was 20.26 months. For the 25 patients
with recurrent GBM, median PFS was 3.22 months with a 6-month
PFS of 24%.Median survival from the time of enrollment in this cohort
was 11.97 months. Kaplan–Meier estimates for PFS and OS are shown
in Fig. 2.

Immune response was assessed for 25 patients: 8 with newly
diagnosed GBM and 17 with recurrent GBM (Table 3). For the
remaining 11 patients, PBMCs were either insufficient or not
collected due to early disease progression that prompted disenroll-
ment from the trial prior to the Day 56 postvaccine collection
timepoint. As described above, a ≥1.5-fold increase in IFNg
by ELISpot postvaccination was considered an immune response.
By this criterion, 9 of the 25 patients qualified as immune respon-
ders—3 of 8 with newly diagnosed GBM, and 6 of 17 with recurrent
GBM. In this phase I trial, exploratory univariate analysis did not
reveal a statistically significant association between vaccine
response (either as a binary or continuous variable) and PFS or
OS. There were also no significant relationships observed between
MGMT promoter methylation status, age at consent, or race/
ethnicity with PFS or OS.

Table 1. Patient characteristics (N ¼ 36).

Characteristics
Newly diagnosed
GBM (N ¼ 11)

Recurrent
GBM (N ¼ 25)

Age at consent (years), mean (� SD) 55.9 (�18.2) 52.3 (�14.2)
KPS at consent, median (�SD) 85 (�6.6) 80 (�9.0)
Gender

Female 3 (27.3) 11 (44)
Male 8 (72.7) 14 (56)

Race/Ethnicity
Non-Hispanic White 10 (90.9) 4 (30.8)
Other 1 (9.1) 9 (69.2)

MGMT promoter methylation status
Methylated 4 (100) 4 (30.8)
Unmethylated 0 (0) 9 (69.2)

IDH1 R132H status
Negative 10 (90.9) 19 (76)
Positive 1 (9.1) 3 (12)
Unknown 0 (0) 3 (12)

Corticosteroid use at consent
Yes 2 (18.2) 10 (40)
No 9 (81.8) 15 (60)

Table 2. AEs at least possibly attributable to vaccine (36 patients, total number of vaccines ¼ 209).

Patients affected

Adverse event Grade 1 Grade 2 Number %
Number of
events

Injection site reaction 27 0 18 50.0 27
Fever 20 2 7 19.4 23a

Flu-like symptoms 11 0 6 16.7 11
Fatigue 6 0 4 11.1 6
Bruising 3 0 1 2.8 3
Myalgia 3 0 3 8.3 3
Thrombocytopenia 2 0 2 5.6 2
Bleeding 0 1 1 2.8 1
Nasal congestion 1 0 1 2.8 1
Nausea 1 0 1 2.8 1
Productive cough 1 0 1 2.8 1
Pruritis 1 0 1 2.8 1
Total 76 3 26 72.2 80a

Note: One thrombocytopenia and the bleeding AE were considered SAEs. Note that there were no AEs > grade 2.
aOne occurrence of fever was not graded due to missing information.
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Discussion
This single-institution, phase I DC vaccine trial builds upon pre-

vious efforts by specifically targeting the GBM stem-like cell subpop-
ulation that is resistant to standard radiation and chemothera-
py (15, 16). Thirty-six patients received vaccine treatment in this
study, 11 with newly diagnosed GBM and 25 with recurrent GBM.
Vaccine treatment was safe and well tolerated. This trial was based on
the successful results of our previous work using a single allogeneic
cancer stem cell (CSC) line lysate. We have shown that CSC-pulsed
DCs induce stronger cytotoxic T-cell response against 9 L tumor cells.
Using a 9 L rat glioma model, we showed that vaccination with DCs
loaded with neurosphere-derived antigens, but not antigens from
daughter cells or conventionally cultured cells, induced CTL responses
against glioma stem-like cells and significantly extended survival of
animals bearing 9 LCSC tumors (17). In this phase I study, using lysate
derived from an allogeneic GBM stem-like cell line to pulse autologous
DCs did not result in any adverse autoimmune events. Although this

trial was not powered to assess efficacy, PFS andOS compare favorably
with historical controls, and a subset of patients developed a cytotoxic
T-cell response as measured by an IFNg ELISpot assay.

Recent advances in immunotherapy have transformed the treat-
ment landscape for many cancers, but there are currently no FDA-
approved immunotherapies for GBM. Thus far, outcomes using
checkpoint inhibitors targeting CTLA-4, PD-1, and PD-L1 have
largely been disappointing. The phase III trial CheckMate 143 ran-
domized patients with recurrent GBM to receive the PD-1 inhibitor
nivolumab or bevacizumab (22). PFS and OS in this trial were
1.5 months and 9.8 months respectively for nivolumab versus
3.5 months and 10 months for bevacizumab. CheckMate 498 ran-
domized patients with newly diagnosed MGMT-unmethylated GBM
to receive nivolumab with radiotherapy versus temozolomide with
radiotherapy; no improvement inOSwas seen in the nivolumab group.
CheckMate 548 randomized patients with newly diagnosed MGMT-
methylated GBM to receive either nivolumab versus placebo with both

Figure 2.

Kaplan–Meier estimates for PFS and OS. A, Kaplan–Meier estimate of PFS in patients with newly diagnosed GBM. B, Kaplan–Meier estimate of OS in patients with
newly diagnosed GBM. C, Kaplan–Meier estimate of PFS in patients with recurrent GBM. D, Kaplan–Meier estimate of OS in patients with recurrent GBM.
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groups also receiving temozolomide and radiotherapy. This trial was
designed with primary endpoints of PFS andOS. In September 2019, it
was announced that no improvement in PFS was seen, while follow-up
for OS is ongoing. An exploratory phase I cohort within CheckMate
143 evaluated the combination of nivolumab with the anti–CTLA-4
drug, ipilimumab (23). Limited conclusions on efficacy can be drawn
from this small cohort, but treatment-related adverse events leading to
treatment discontinuation were more frequent in ipilimumab-treated
patients. The results of a phase I trial of the PD-1 inhibitor pembro-
lizumab in the neoadjuvant setting for patients with surgically resect-
able recurrent GBM were more encouraging (24). In this small trial of
35 patients, the cohort that received neoadjuvant pembrolizumab
demonstrated an OS of 13.7 months compared with 7.5 months for
patients who received pembrolizumab only postoperatively. Further
investigation is needed to evaluate this approach.

In contrast to checkpoint inhibitor immunotherapy, which “releases
the brakes” of the immune system in a generalized fashion, DC vaccine
therapies are designed to elicit a tumor-specific cytotoxic T-cell
response. Since 1999, we have conducted 6 investigator-initiated DC
vaccine trials at our institution. We previously demonstrated that DC
vaccination generates an immune response that corresponds to pro-
longed survival (6, 7, 9, 11). OS in these studies ranged from
15.4 months from a phase I acid eluted MHC-1–associated peptide-
loaded DC study of 7 newly diagnosed patients (6) to 2.5 years of
recurrent GBM patients in a phase I tumor lysate-loaded phase I DC
study (7). An analysis of the 17 patients with newly diagnosed GBM
who participated in a phase I trial of a multiepitope-pulsed DC vaccine
in conjunction with standard chemoradiation demonstrated encour-

aging PFS of 16.9 months and OS of 38.4 months (10). A follow-up
randomized multicenter phase II trial using this approach demon-
strated a nonsignificant trend towards improved OS (18.3 months vs.
16.7 months with placebo injection), and a significant improvement in
the secondary outcome measure of PFS (11.2 months vs. 9.0 months;
HR, 0.57; P ¼ 0.011; ref. 25). OS was 23.1 months in the subgroup of
patients withHLA-A2 haplotype with confirmed immune response by
IFNg assay (25). Interim results of the phase III trial, DCVax-L, in
which patient-derived DCs are pulsed with autologous tumor lysate,
are also encouraging, although unblinding has not yet been performed
for this randomized study that allows crossover at recurrence (26). The
variance of survival outcomes from small early phase trials and that of
larger randomized trials warns of the hazards of putting too much
weight on the clinical outcomes of early phase trials with selected
patients that may be impacted by subject and investigator biases.

The clinical outcomes reported in this small phase I trial compare
favorably with historical controls. CheckMate 143, as an example,
reported PFS of 1.5 months and OS of 9.8 months for patients with
recurrent GBM treated with nivolumab, whereas PFS and OS were
3.22 months and 11.97 months in this trial (22). The landmark phase
III EORTC–NCIC trial that established temozolomide as standard of
care for newly diagnosed GBM demonstrated PFS and OS of
6.9 months and 14.6 months respectively, compared with 8.75 months
and 20.26 months in this trial (1). More recently, EF-14, a randomized
phase III trial evaluating the addition of tumor-treating fields to
standard of care for patients with newly diagnosedGBMdemonstrated
OS of 20.9 months (2). OS for the cohort of patients that were
randomized to standard treatment without tumor-treating fields was

Table 3. Univariate analyses, including immune response by IFNg ELISpot assay.

PFS
Newly diagnosed GBM Recurrent GBM

Variables n HR (95% CI) P n HR (95% CI) P

Vaccine response (continuous) 8 0.45 (0.14–1.46) 0.185 17 1.50 (0.95–2.36) 0.083
Vaccine response (binary)

Responder 3 0.62 (0.12–3.25) 0.572 6 0.90 (0.33–2.50) 0.842
Nonresponder 5 1 (Reference) 11 1 (Reference)

MGMT
Methylated 4 NA 4 0.80 (0.21–3.02) 0.741
Unmethylated 0 9 1 (Reference)

Age at consent (years) 11 0.98 (0.95–1.02) 0.266 25 0.98 (0.95–1.01) 0.264
Race/Ethnicity

NH White 10 0.70 (0.08–6.03) 0.744 19 1.31 (0.51–3.35) 0.579
Other 1 1 (Reference) 6 1 (Reference)

OS
Newly diagnosed GBM Recurrent GBM

Variables n HR (95% CI) P n HR (95% CI) P

Vaccine response (continuous) 8 0.38 (0.10–1.42) 0.150 17 1.28 (0.86–1.89) 0.223
Vaccine response (binary)

Responder 3 0.52 (0.10–2.69) 0.433 6 1.21 (0.43–3.46) 0.718
Nonresponder 5 1 (Reference) 11 1 (Reference)

MGMT
Methylated 4 NA 4 0.44 (0.09–2.10) 0.304
Unmethylated 0 9 1 (Reference)

Age at consent (years) 11 0.98 (0.95–1.01) 0.235 25 0.99 (0.97–1.02) 0.603
Race/Ethnicity

NH White 10 0.70 (0.08–6.03) 0.744 19 1.71 (0.62–4.73) 0.303
Other 1 1 (Reference) 6 1 (Reference)

Abbreviation: NH White, non-Hispanic White
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16 months. The patients with newly diagnosed GBM in the trial
reported here did not receive tumor-treating fields following
radiotherapy.

It is important to note that, as with other trials, patients who
participated in this study were motivated, had good functional status,
and were otherwise relatively healthy. Patients enrolled in this study
also had a low steroid requirement. In addition, most patients under-
went gross total or near–gross total resection. In the EORTC–NCIC
trial, OS was 18.8 months for patients who had gross total resection at
diagnosis (27). In the EF-14 trial, gross total resection was associated
with OS of 18.5months in patients who did not receive tumor-treating
fields, and 22.6 months in those who did (2).

In previous DC vaccine trials performed at our institution which
used either autologous tumor lysate, tumor-associated peptides or
epitopes to pulse the DCs generated measurable immune response by
IFNg in approximately half of the patients (6–11). We used cytotoxic
T-cell response measured by an IFNg ELISpot assay as an indicator of
immune activation. This decision was based on our previous research
which has shown that neurosphere-pulsed DCs induce stronger
cytotoxic T-cell response against 9 L tumor cells. In this trial, immune
response was elicited in only 36% of assessable patients. The propor-
tion of responder patients after DC vaccination was consistent in our
previous trials (6, 7, 25). Potentially, the use of an allogeneic GBM
stem-like cell line may have affected the ability of the DCs to generate
an endogenous immune response. Alternatively, the IFNg assay was
performed by stimulating patient-derived PBMCs with lysate derived
from the allogeneic GBM stem-like cell line; perhaps a more relevant
measure of immune response would have been to assess IFNg response
to autologous tumor or autologous neurospheres. The generation of
autologous neurospheres for each patient, particularly recurrent
patients, may represent a technical challenge. In fact, this technical
challenge was the main impetus to use an allogeneic line rather than
autologous neurospheres for vaccine generation. It is also unclear
exactly how well the IFNg assay captures the immune response, as
non-CNS cancer vaccine trials have not demonstrated a significant
correlation between any immune metric and clinical outcome.

In summary, the results obtained from this phase I DC vaccine trial
are encouraging and add to the body of evidence suggesting that
immunotherapy may play a role in the treatment of GBM. Many
questions remain: Which tumor antigen source elicits the strongest
immune response? What is the optimal timing and dosing for vaccine
therapy? Which treatments—including other immunotherapies—
synergize with vaccine therapy? These questions and others need to
be addressed in future studies.
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