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 Patient: Male, 36-year-old
 Final Diagnosis: Glioblastoma multiforme
 Symptoms:	 Headache	•	seizure	•	tumor
 Medication: —
 Clinical Procedure: Immunotherapy
 Specialty:	 Immunology	•	Oncology

 Objective: Unusual or unexpected effect of treatment
 Background: Glioblastoma (GBM) is a highly aggressive brain tumor with poor survival outcomes. While conventional treat-

ment strategies such as surgery, radiation, and chemotherapy can extend survival, the prognosis for GBM pa-
tients after 2 years remains low. One-year progression-free survival (PFS) and complete response (CR) with re-
current GBM is extremely low. Recent clinical trials using either engineered chimeric antigen receptor (CAR) 
T cells, autologous dendritic cell (DC) vaccination, or natural killer (NK) cells have shown promise for patients 
with GBM following initial diagnosis. Despite these significant immunotherapeutic advancements, new strat-
egies need to be developed to address the poor survival outcomes for GBM.

 Case Report: A 36-year-old male patient with recurrent bilateral parietal GBM, following subtotal resection, was treated us-
ing an immunotherapeutic strategy combining lymphosuppressive conditioning with intravenous administra-
tion of highly purified allogeneic NK cells (mismatched for inhibitory killer Ig-like receptor [KIR]-human leu-
kocyte antigen [HLA] ligand interactions), celecoxib, temozolomide (TMZ), tetanus-diphtheria vaccination, and 
multiple intradermal injections of human cytomegalovirus (CMV)-pp65 pulsed dendritic cells. This treatment 
did not exhibit any toxic effects and resulted in regression of intracranial residual disease on both hemispheres. 
Additionally, the clinical response was durable, persisting for more than 15 months after the first infusion of 
KIR-HLA-mismatched purified allogenic NK cells.

 Conclusions: A patient with recurrent GBM achieved durable CR with a novel treatment strategy with allogeneic NK cells and 
DC pulsed with CMV-pp65 following subtotal surgical resection. If confirmed in additional patients, this com-
bination approach could offer an effective therapeutic option for people with an otherwise dismal prognosis.
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Background

Glioblastoma (GBM) is a highly aggressive brain tumor with 
poor survival outcomes [1,2]. While conventional treatment 
strategies such as surgery, radiation, and chemotherapy can 
extend survival, the prognosis for GBM patients after 2 years 
remains low [3-5]. Long-term progression-free survival (PFS) 
and complete response (CR) with unresected recurrent GBM are 
extremely poor [6,7]. Outcomes are still considerably worse for 
patients with residual tumor following surgical resection with 
poor PFS, and CR at 1 year is rare [6-9], and is likely even rar-
er with post-resection residual disease. However, PFS and CR 
are also correlated with age and location of the tumor [10,11].

These poor outcomes necessitate continued research efforts 
to develop new therapeutic interventions to improve treat-
ment outcomes in the GBM clinical setting. The concept of 
using intentionally HLA-mismatched donor NK cells in clinical 
settings for the treatment of chemotherapy-resistant patients 
with solid tumors has been previously reported [12]. Recent 
clinical trials using either engineered chimeric antigen recep-
tor (CAR) T cells [13], autologous dendritic cell (DC) vaccina-
tion [14], or NK cells [15-17] have shown promise for patients 
with GBM following initial diagnosis. Despite these significant 
immunotherapeutic advancements, new strategies are needed 
to address the poor survival outcomes for patients with GBM.

We hypothesized that a combination immunotherapy could be 
effective. We report the case of a patient with recurrent GBM 
with residual tumor post-surgical resection who achieved CR 
after 1 month of temozolomide (TMZ)-adjunctive therapy with 
allogeneic haploidentical NK and cytomegalovirus-p65 pulsed 
dendritic cells. His CR has persisted for 15 months.

Case Report

In 2015, 32-year-old man presented with IDH-mutant diffuse 
astrocytoma, with a lesion in the right frontoparietal lobe. 
Six months after surgical resection, the tumor recurred in the 
same region, leading to a second resection followed by ra-
diation therapy. In May 2019, he presented with neurologi-
cal symptoms. A perfusion MRI revealed lesions in the right 
frontoparietal (2.5 cm) and left parieto-occipital lobes (1 cm) 
(Figure 1). Subtotal surgical resection of the tumors (as re-
vealed on a perfusion MRI) in July 2019 revealed a patholog-
ical diagnosis of GBM, IDH-mutant. As standard of care, the 
patient received adjuvant chemoradiation therapy with 59.4 
Gy/33 fractions radiation and 75 mg/m2 temozolomide (TMZ) 
from July to August 2019.

The patient was then enrolled in an IRB-approved experimental 
combination immunotherapy. Consistent with FDA Regulations 
Title 21 CFR Part 1721 for tissue/cell-based treatment practic-
es, an inhibitory KIR-HLA-mismatched haploidentical relative 

Figure 1.  Pre-operative axial T2 FLAIR MRI images of the brain. Axial T2 FLAIR MRI images of the brain from June 2019 show tumors in 
the right frontoparietal and left parieto-occipital lobes.
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was identified as a cell donor. The protocol was based on a 
previously reported approach for intentionally mismatched 
NK cells [12].

The patient received the experimental therapy from November 
2019 through January 2020 (Figure 2). Between days -7 and 
-4, a moderate (15 mg/m2/d) dose of fludarabine was admin-
istered for pre-conditioning. On day -1, 3 million/m2 IU inter-
feron alpha (Intron A) was subcutaneously injected. On day 
0, 1.6 billion (18 million/kg) allogeneic, highly purified (>95%) 
IL-2 activated NK cells were administered via intravenous in-
fusion, followed by 5 daily sub-cutaneous injections of IL-2 
(Proleukin, 6 million IU/m2). Thirty days after NK cell infusion, 
the patient received 1 intramuscular injection of tetanus-diph-
theria (td) vaccine to prime a cellular immune response. The 
following day, the patient started a dose-intensified (di-)TMZ 
regimen for 21 days (100 mg/m2), and on day 21 of the cycle, 
the patient received a td vaccine intradermally into his right 
groin area. On days 22, 29, and 36, the patient received 5 mil-
lion viable allogeneic, monocyte-derived DC pulsed with CMV-
pp65 antigen intradermally into the right groin area. A Cox-2 
inhibitor, Celebrex 200 mg/day, was administered throughout 
the regimen to limit the inflammatory symptoms of the im-
munotherapy and immune tolerance buildup against cancer 
by controlling regulatory T cells.

There were no grade III or IV adverse events. The patient expe-
rienced mild, self-limited fever on the days of the cell therapies 

and grade 1 lymphopenia at the end of di-TMZ regimens. One 
month following NK cell infusion and 1 week following the 
first DC injection, no residual tumor was visible by contrast-
enhanced MRI. Perfusion MRIs from months 3, 6, 12, and 15 
showed continued CR (Figure 3A-3D, respectively).

Discussion

There have been clinical studies that utilized CMV-pp65 antigen 
loaded DC vaccines for GBM patients with significant clinical 
response [18]. However, those studies were done with autol-
ogous DCs and on patients at the state of remission or min-
imal residual disease before any recurrence. In addition, the 
effectiveness of CMV vaccination alone versus in combination 
with, or use of, mismatched NK cells alone for the treatment 
of GBM requires further investigation.

Based on previous reports of various immunotherapies, we 
hypothesized that a combination of allogeneic NK and DC 
pulsed with CMV-pp65 could be effective in treating recur-
rent GBM [12-17].

GBM are associated with complex immunosuppressive effects 
within the tumor microenvironment (such as secretion of IL-
10 and TGF-b), recruitment of M2-macrophages and regulato-
ry T cells (Tregs) and their upregulation of immune checkpoint 
ligands and major histocompatibility (MHC) class I receptors 

Figure 2.  Experimental treatment protocol, including low-dose lymphosuppressive pre-conditioning followed by haploidentical 
allogeneic IL-2 activated NK cell infusion and DC vaccine protocol.
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on their surface [19,20]. While adoptive transfer of T cells has 
been efficacious in GBM, NK cells, at least in mice, demonstrate 
a robust ability to eliminate GBM with the added benefit of 
minimal graft versus host disease (GVHD) in comparison to 
T cells [21]. Although there are elevated levels of MHC class I 
molecules on the surface of GBM cells [20], which can induce 
inhibition of NK cytolytic function (resulting in GBM immune 
evasion), this may be overcome with allogenic NK transplan-
tation from an MHC class I-mismatched donor [22]. The use 

Figure 3.  Post-immunotherapy follow-up axial T2 FLAIR MRI images of the brain. (A) 3-month, (B) 6-month, (C) 12-month, 
(D) 15-month contrast-enhanced MRI images with evidence of no tumor recurrence, demonstrating durable CR.
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of KIR-HLA-mismatched NK cell therapy is known to improve 
the elimination of glioma stem cells [19], and has demonstrat-
ed efficacy in GMB patient-derived xenograft animal models 
[23,24], and in the clinic in patients with advanced non-small 
cell lung cancer [25].

DCs play a vital role by providing a direct link from innate im-
munity to adaptive immune response by digestion and pre-
sentation of antigen to the adaptive immune system. A recent 
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clinical trial employing DC vaccination with concomitant stan-
dard therapy demonstrated prolonged GBM patient surviv-
al [14]. Additionally, autologous DC vaccination with adjuvant 
TMZ enhanced NK activation and extended survival in GBM 
patients [18]. Vaccination with DC primed with CMV, which is 
expressed in over 90% of GBM [26,27], has shown both in-
creased PFS and increased overall survival treating GBM in a 
clinical trial of patients with non-recurrent GBM [18,28,29].

Although 25% of GBM patients receiving TMZ can survive 2 
years, the median overall survival is 9.5 months [30]. However, 
the outcomes are better in those who receive long-term TMZ 
and those who do not have residual tumor following surgi-
cal resection [6,7].

In this case study, a young man with recurrent GBM, residual 
tumor, and only 1 cycle of TMZ received a combination immu-
notherapy consisting of allogeneic NK cells and DCs that were 
intentionally mismatched for inhibitory KIR/HLA. Although the 
vaccine aspect seems to be similar to existing protocols cur-
rently in trials, and the mismatched NK protocol is based on 
previous reports [12], the combination of both cell therapies 
has never previously been administered to a GBM patient with 
residual tumor and achieved complete remission for over 1 
year. Our rationale to use of intentionally mismatched NK cells 
as the first step of the combination immunotherapy was to 

address and potentially eliminate residual disease, based on 
the premise of NK cells’ reported ability to target chemother-
apy-resistant cancer cells and GBM stem-like cells [12,17,22]. 
After the residual disease is addressed, the tumor surveil-
lance elicited by a vaccine-based immunotherapy would have 
a better potential to control the disease and prevent relapse.

It is possible that individual components (eg, TMZ, NK, or DC) 
with or without CMV-pp65 could have been the cause of the 
CR. However, based on previously reported data as discussed 
above, we believe the results of this case study could offer new 
immunotherapy strategies and ideas to the field by demon-
strating the potential enhanced immunotherapeutic effects of 
intentionally and strategically mismatched allogeneic cell ther-
apies compared to existing autologous therapy models in clin-
ical development. However, additional investigation is needed.

Conclusions

A patient with recurrent GBM achieved durable CR with a nov-
el treatment strategy with allogeneic NK cells and DC pulsed 
with CMV-pp65 despite having residual tumor following surgi-
cal resection. If confirmed in additional patients, this approach 
could offer an effective therapeutic option for people with an 
otherwise dismal prognosis.
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