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ABSTRACT 

The re-programming of a patient’s immune system through genetic modification of the T cell 

compartment with chimeric antigen receptors (CARs) has led to durable remissions in 

chemotherapy refractory B cell cancers. Targeting of solid cancers by CAR T cells is dependent 

on their infiltration and expansion within the tumor microenvironment, and thus far few clinical 

responses have been reported. Here we report a phase I study (NCT02761915) we treated twelve 

children with relapsed/refractory neuroblastoma with escalating doses of second generation GD2-

directed CAR T cells and increasing intensity of preparative lymphodepletion. Of six patients 

receiving ≥108/m2 CAR T cells following fludarabine/cyclophosphamide conditioning, two 

experienced grade 2-3 cytokine release syndrome, and three demonstrated regression of soft tissue 

and bone marrow disease. Clinical activity was achieved without on-target off-tumor toxicity. 

Targeting neuroblastoma with GD2 CAR T cells appears a valid and safe strategy but requires 

further modification to promote CAR T cell longevity. 
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INTRODUCTION 

Neuroblastoma is the most common extra-cranial solid tumor in childhood. Half of patients 

diagnosed have high-risk disease based on age, extent of disease and molecular features(1). 

Treatment of high-risk neuroblastoma remains challenging; current multimodal treatment 

regimens achieve long term survival in <50% of patients and are associated with significant 

morbidity(2, 3). Chimeric antigen receptor (CAR) T-cells can induce lasting responses in relapsed 

/ refractory B-cell malignancy. Hence, we investigated treatment of relapsed/refractory 

neuroblastoma using second generation chimeric antigen receptor (CAR)-modified T cells directed 

against disialoganglioside (GD2). 

The Ganglioside GD2 is an attractive target for CAR-based therapies since it is abundantly 

expressed on almost all neuroblastomas. However, GD2 is expressed at low levels on peripheral 

nerves and brain parenchyma(4–6); Treatment with therapeutic antibodies targeting GD2 is 

frequently associated with an acute infusional pain syndrome and occasionally with central 

neurological syndromes(7–9). A previous CAR T cell clinical study using a first generation CAR 

based on the 14.18 single chain variable fragment (scFv) did not cause neurological toxicity but 

resulted in minimal CAR T cell expansion and immune activation(10–12). We developed a second 

generation GD2 CAR with CD28/CD3ζ signaling domains and humanized anti-GD2 scFv based 

on the K666 antibody(13). We evaluated autologous T-cells expressing this receptor in a phase I 

clinical study (NCT02761915) of relapsed/refractory neuroblastoma. We aimed to investigate if 

these second generation GD2 CAR T-cells (1RG-CART) could be manufactured, and if they 

expand within the subjects. Further, we sought to determine if 1RG-CART cause immune or on-

target toxicity and if any anti-tumour activity occurs. 

In this study, both cell dose and preparative lymphodepletion regimen were escalated. As described 

below, 3 out of 6 patients receiving ≥108/m2 GD2 CAR T cells following fludarabine 

(Flu)/cyclophosphamide (Cy) lymphodepletion showed anti-tumor activity in bone marrow and 
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soft tissue sites of disease. These patients showed signs of immune activation (cytokine release 

and systemic immune activation). Critically, this was without on-target off-tumor neurotoxicity.    
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RESULTS 

1RG-CART cell products derived from neuroblastoma patient peripheral blood show GD2-

dependent effector function.  

We tested a second generation GD2-directed CAR (1RG-CART) in a phase I study of patients 

with relapsed / refractory neuroblastoma. The CAR was constructed using a scFv from an 

intermediate affinity humanized GD2 antibody K666(14) linked via a human IgG1 Fc spacer 

(mutated to reduce Fc Receptor binding) to a CD28-Zeta endodomain(15) (Fig. 1A). The sort / 

suicide gene RQR8(16), which renders T cells susceptible to Rituximab (Fig. S1), was co-

expressed using a foot-and-mouth virus 2A peptide (Fig. 1B). RD114-pseudotyped gamma-

retroviral vector encoding this bicistronic cassette was used to engineer autologous T cells 

harvested by leukapheresis.  

While cognizant that the likely therapeutic dose would be ≥1x107/m2 and that lymphodepletion 

with both Fludarabine and Cyclophosphamide would be needed(17), a cautious study design was 

selected to mitigate in particular against risks of target mediated neurotoxicity. The study  

incorporated escalation of both lymphodepletion regimen intensity and cell dose: starting with 

1x107/m2 1RG-CAR cells with no lymphodepletion, increasing to Cyclophosphamide only, then 

to Fludarabine/Cyclophosphamide with subsequent cell dose escalation to 1x108/m2 and 1x109/m2 

(Table 1). 

Seventeen patients with relapsed or refractory neuroblastoma (eligibility criteria and recruitment 

data in table S1 and S2) were enrolled on this phase I clinical study (Table 1). The median age was 

7.5 years (range 2-15 years) and all patients had received multiple lines of previous treatment 

including anti-GD2 antibody therapies for 11/17 patients. Patients enrolled had disease in bone 

(n=13), bone marrow (n=11) and/or soft tissue sites (n=14).  
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Cell products at cell doses of up to 1x109 cells/m2 for dose level (DL) 5 were successfully 

manufactured for all 17 patients who underwent leukapheresis. Median transduction efficiency 

was 32.5% (range 24-56%). Cell products contained both CD4+ and CD8+ T-cells (median ratio 

CD4:CD8 = 0.72. (range 0.4 – 2.2) and showed a predominantly central and effector memory 

phenotype with a variable percentage of stem cell memory (scm)/naïve T cells (Fig. 1C, Table S3). 

For 4 patients for whom autologous bone marrow samples containing infiltrating neuroblastoma 

cells were available, cytolytic activity of 1RG-CART-cell products against autologous tumor cells 

was demonstrated (Fig. 1D).  

 

Prior lymphodepletion is associated with measurable peripheral blood engraftment of 1RG-

CART cells  

Twelve patients were treated on DL1 (n=4), DL2 (n=1), DL3 (n=1), DL4 (n=3) and DL5 (n=3) 

respectively (Table 1). In vivo expansion and persistence of 1RG-CAR T cells were assessed in 

peripheral blood by transgene specific quantitative polymerase chain reaction (PCR) as well as 

flow cytometry using the QBend10 antibody specific for the CD34-epitope incorporated in RQR8. 

For patients receiving 1x107/m2 1RG-CART either without lymphodepletion (DL1) or following 

administration of Cy (DL2) or Flu/Cy (DL3), 1RG-CART could not be detected. In this context, 

in the absence of dose limiting toxicity (DLT) as defined by trial protocol, at completion of cohort 

1, an amendment to an accelerated dose escalation was made, with one patient treated on DL2 and 

one patient on DL3. 
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When higher CAR T cell doses of 1x108/m2 and 1x109/m2 were used with Fly/Cy conditioning 

(DL4 and DL5), expansion of 1RG-CART cells was seen in all 6 patients (Fig. 2A-C). Peak 

marking levels ranging from 3,500 to 48,000 copies (cp) per 𝜇g of DNA were reached at 7-14 days 

post 1RG-CART infusion (Fig. 2A). Following this the proportion of 1RG-CART cells within the 

peripheral blood declined, but 1RG-CART remained detectable at day +28 in 4 out of 5 evaluable 

patients in cohorts 4 and 5 (range 670 – 8,200 cp/𝜇g of DNA). 

 

Peripheral blood expansion of 1RG-CART cells is associated with immune activation but not 

neurotoxicity. 

Immune activation, hematological and neurological toxicity data is summarized in Table 2, and 

blood cytokine measurements are listed in Table S4. No Grade ≥3 1RG-CART-related toxicity 

was observed in any patients.  All six patients treated on DL4 and 5 developed signs of immune 

activation: 4 patients developed grade 1 cytokine release syndrome (CRS), 1 developed grade 2 

and a further patient developed 3 CRS. Prolonged cytopenias developing after initial count 

recovery were seen in 3 patients, 2 of whom (patients 25/010 and 25/018) had significant immune 

activation syndrome (Fig. S2). Critically, using cell doses of up to 109/m2, no dose-limiting 

toxicity, including neurotoxicity, was seen.  

 

Tumor responses are associated with immune activation but are incomplete. 

For 3 of the 6 patients treated with 1RG-CART cell doses of ≥ 108/m2 in DL4 and 5 there was 

evidence of 1RG-CART activity at soft tissue and bone marrow sites. These patients are described 

in detail below. The other 3 patients treated on these dose levels had clinical signs of progressive 
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disease confirmed with MRI and/or meta-iodobenzylguanidine (123I-mIBG) scintigraphy at 3-4 

weeks post 1RG-CART infusion (Table 3).  

 

Patient 25/010 was an 8-year old girl with relapsed metastatic neuroblastoma after four lines of 

previous treatment. At trial entry she had widespread bone metastases and extensive bone marrow 

infiltration. She required opioid analgesia for pain and her performance score was 60%. She 

received 1x108/m2 1RG-CART cells. On day +5 she developed fever, hypotension requiring fluid 

boluses and was supported with nasal canula oxygen. At this time, she had raised C-reactive 

protein (CRP) with serum interleukin-6 (IL-6) and IL-10 levels in keeping with Grade 3 cytokine 

release syndrome (CRS). These symptoms resolved following a single dose of tocilizumab (Fig. 

3A). From day +7 she developed weight gain, tender hepatomegaly, and ascites. She had a low 

serum albumin, coagulopathy and raised soluble CD25 (16,100 pg/ml (normal <2,500)), raised 

triglycerides (1.75 mM), and raised ferritin (3,724 ug/ml, peak 17,208 ug/ml) (Fig. 3B). These 

symptoms of sustained immune activation resolved with supportive care by day +22. On day +21 

she had an episode of acute back pain. Biochemical analysis of blood showed changes consistent 

with tumor lysis: raised potassium and phosphate serum levels and a peak LDH of 4,017 IU/L 

(Fig. 3C). Her symptoms resolved by day +24 and all analgesia were stopped. At disease 

reassessment on day +28, her performance status had markedly improved to 90%. 123I-mIBG 

scintigraphy showed a reduction in avidity at multiple sites of bone/marrow disease. Histological 

assessment of the bone marrow which at baseline was heavily infiltrated with neuroblastoma 

showed extensive tumor necrosis (Fig. 3D-F). 
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Patient 25/013 was a 10-year-old girl with multiply relapsed localized neuroblastoma after 5 

previous lines of treatment. At trial entry she had a locoregional collection of tumor nodules in the 

neck with no distant metastases (Fig. 4A). She received 1x109/m2 1RG-CART. From day +9 signs 

of local inflammation were visible over the lateral component of the tumor mass with subsequent 

desquamation. From day +56 there was marked inflammation over the midline component, which 

resolved again by day +63 concurrent with reducing size of the midline tumor on clinical 

examination (Fig. 4B). On day +28, MRI showed reduction in size of the midline lesion with 

reduced avidity on 123I-mIBG. However, the right sided lateral components increased in size and 

a new left sided lesion was visible (Fig. 4C). Two months post 1RG-CART, the disease in the right 

and left lateral tumor sites persisted but the midline lesion continued to reduce in size and now no 

longer showed 123I-mIBG uptake. On day +63 post 1RG-CART administration biopsies were taken 

of the areas of disease persistence as well as the residual midline lesion. Whereas the biopsies of 

the lateral sites with persistent disease showed viable tumor throughout, the biopsy of the residual 

midline lesion showed extensive necrosis (Fig. 4D).   

 

Patient 25/018 was a 10-year old boy with relapsed metastatic neuroblastoma with an extradural 

lumbar primary after 3 previous lines of treatment. At trial entry he had disease sites in the right 

cervical region with infiltration in the right ramus of the mandible, the left upper abdominal 

quadrant and the sacrum, but no bone marrow involvement. His performance score was 70%. He 

received 1x109/m2 1RG-CART. He became febrile on day 0 and received tocilizumab on day +6 

when he required fluid support to maintain normotension (Fig. 5A).  He subsequently developed 

dyspnea secondary to fluid retention (ascites and pleural and pericardial effusions). This coincided 

with elevated levels of CRP, serum IL-6 levels and serum ferritin (1,597 ug/L, Fig. 5A, Table S4) 
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consistent with systemic immune activation. These symptoms resolved after further tocilizumab 

on day +16. While MRI performed on day +21 showed stable disease, disease reassessment at day 

+37 with 123I-mIBG showed a mixed appearance in cervical and abdominal disease sites with clear 

areas of reduced radio-isotope uptake (Fig. 5B-C). Biopsies of the cervical mass showed viable 

tumor in one biopsy and large areas of necrosis with some viable tumor cells in a second biopsy 

from the area of 123I-mIBG low avidity (Fig. 5D). The bone marrow remained clear of 

neuroblastoma but was hypocellular consistent with his prolonged pancytopenia. At this time the 

patient was pain free without use of regular analgesia.   

Despite signs of anti-tumor activity, these 3 patients showed no clear evidence of residual 1RG-

CAR T cells in post treatment biopsies, and subsequently had progressive disease: The bone 

marrow of patient 25/010 on d+45 was hypocellular with continued extensive tumor necrosis but 

also areas of infiltration of neuroblastoma (Fig. S3). She died on d+50 of pseudomonas septicemia. 

Patient 25/013 and 25/018 both died of progressive disease within 5 months post 1RG-CART. 

Expression of PD-L1 on was detected on recurring tumor for patient 25/010 and on myeloid 

cells/macrophages present in the tumor microenvironment (patient 25/013 and patient 25/018) 

indicating one potential cause of lack of persistence of CAR T cells at the tumor site (Table S5, 

Fig. S4). Post treatment tumor cells in bone marrow/biopsy samples showed continued GD2 

expression in 3/3 evaluable patients and hence there was no evidence of antigen escape (Fig. S5).  
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CONCLUSIONS 

The current study demonstrates that second-generation GD2 CAR T cells (IRG-CART) in a solid-

tumor setting expand and can induce rapid regression of bulky and disseminated disease. Further, 

1RG-CAR T cells cause immune activation syndromes, with similar clinical and immunological 

features as seen in patients with B cell malignancies treated with CD19 CAR T cells. In addition, 

targeting of GD2 with this second-generation receptor resulted in no on-target off-tumor toxicity 

despite CAR T-cell expansion and anti-tumor activity. 

Autologous CAR T-cell manufacture was successfully performed in 17 out of 17 patients who 

underwent apheresis. This was despite multiple lines of previous treatment including high-dose 

chemotherapy and stem cell rescue in 14/17. In patients who had bone-marrow disease, cytolytic 

activity of the CAR T cell product against autologous neuroblastoma was demonstrated. 

Immune activation syndromes, anti-tumor activity and detection of CAR T-cell expansion was 

dose-dependent. In all 6 patients treated with a cell dose of 107/m2 either without lymphodepletion 

or with Cyclophosphamide or Fludarabine/Cyclophosphamide conditioning, 1RG-CART in 

peripheral blood were below the level of detection. In contrast, treatment with a cell dose of 

≥108/m2 following Fludarabine/Cyclophosphamide conditioning resulted in in vivo expansion of 

1RG-CART. Of six patients treated with these higher cell doses, two experienced grade 2-3 CRS 

requiring intervention with IL-6 blockade, and in 3 patients activated CAR T cells resulted in anti-

tumor activity.  

A previous study(10, 11) in neuroblastoma using either unselected peripheral blood or Epstein 

Barr virus-specific T cells expressing a 14.18 GD2 antibody-based first-generation CAR reported 

a similar rate of response predominantly in patients with disease limited to a solitary bone lesion 

or bone marrow infiltration only. In contrast to the present study, there was more limited  evidence 
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of CAR T cell expansion in peripheral blood during the two week period following infusion, 

consistent with the requirement for a costimulatory signal of a second generation CAR to effect T 

cell activation and proliferation.  

In clear contrast with the first generation GD2-CAR study(10, 11), in this current study significant 

immune activation was induced. All three patients with evidence of anti-tumor activity had a 

syndrome which resembled cytokine release syndrome observed in patients treated with CAR T 

cells directed against lymphoid malignancies. IL-6 was elevated, and the two patients treated with 

IL-6 blockade responded. Induced cytokine release and inflammatory response may be essential 

to achieve sustained T cell function within the tumor microenvironment. Two patients had 

prolonged symptoms of immune activation with fluid retention and biochemical features consistent 

with ongoing systemic immune activation. This is may suggest a difference to the more typically 

curtailed immune activation seen in patients with hematological malignancies. As seen in leukemia 

CAR T cell studies(18, 19), we observed prolonged cytopenia in 2 patients. While this may in part 

be due to heavy prior treatment and lymphodepletion, both patients had had sustained immune 

activation, which may have been contributory. 

As GD2 is expressed at low levels in pain fibers and brain parenchyma(5), an important safety 

consideration is the increased sensitivity to antigen of CARs incorporating co-stimulation(20). 

GD2 therapeutic monoclonal antibody therapy is associated with frequent peripheral and central 

neurotoxicity(8, 21). Further, severe CNS inflammation was observed in a small animal model of 

neuroblastoma treated with a high affinity second generation GD2 CAR(6). With this in mind, the 

CAR used in 1RG-CART used an intermediate affinity GD2 binder(22),  and the suicide gene 

RQR8 was co-expressed(16). In our study, despite the presence of clear anti-tumor activity and 

CAR T cell activity, no neurotoxicity was observed, with exception of transient headache with 
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normal neuroimaging (patient 25/010) and hallucinations whilst febrile (patient 25/018). Hence, 

an important conclusion from this study is that tumor-directed activity could be achieved with a 

CD28-CD3ζ second generation GD2-directed CAR without on-target off-tumor toxicity. 

The progression of disease following initial response mirrored the decline of CAR T cells in 

peripheral blood. Disease progression was evident when 1RG-CART level decreased to less than 

2,000 cp/𝜇g of DNA, suggesting that future refinements to convert induced anti-tumor activity into 

sustained clinical responses should be focused on maintaining CAR T cell persistence and 

function. Several factors could explain the short-lived nature of 1RG-CART following adoptive 

transfer. CAR T-cell product phenotype can impact on clinical activity. However, here we found 

no difference in T cell memory or T cell “activation/exhaustion” marker phenotype of the infused 

1RG-CAR T cells in patients with or without immune activation and anti-tumor activity albeit that 

patient numbers are small (Fig. S6). Alternatively, the hostile tumor immune inhibitory 

microenvironment, as has been well described in neuroblastoma(23–25), may overwhelm T cell 

proliferation. Expression of PD-L1 was present on recurring tumor or myeloid cells/macrophages 

within the tumor microenvironment in some of the post treatment biopsies available and may 

indicate one mechanism of T cell inhibition. Similarly, at the tumor site sustained antigenic 

stimulation may either help to drive an exhaustion phenotype of CAR T cells(26, 27), or may drive 

effector cells to activation induced cell death(28, 29). Despite efforts to phenotype the CAR T cells 

in situ, detailed flow cytometric and immunohistochemical analysis of the biopsies performed at 

day +28 could not detect residual CAR T cells so further characterization was not possible.  

An emerging observation in CAR T cell therapy is modulation or loss of the target antigen. For 

instance, a frequent cause of CD19 CAR T cell treatment failure is CD19 negative escape due to 

mutational disruption of the CD19 gene(30). CD22 directed CAR T-cell therapy is associated with 
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down-modulation of CD22(31). In theory, GD2 may be more susceptible to loss given that its 

expression requires a chain of synthetic enzymes. Flow cytometric analysis for GD2 expression 

was performed in all patients who responded, this included analysis of biopsies taken from multiple 

sites and at different time-points after 1RG-CART. No GD2 negative or GD2 dim neuroblastoma 

cells were observed. This includes serial and bilateral samples from patient 25/010 who had almost 

complete clearance of marrow disease with recrudescence, suggesting considerable selective 

pressure on disease expression of GD2. 

Based on our findings, modifications to enhance T cell persistence systemically but particularly 

within the tumor, will likely be required to induce more sustained responses.  Possible approaches 

include additional T cell engineering to provide cytokine signal,(32) transcriptionally re-program 

to enhance persistence,(33–36) or create resistance to the inhibitory microenvironment(37–39). 

Notwithstanding future developments, the evidence we present indicates the capacity for GD2-

directed CAR T cells to enter the solid tumor environment, expand with associated but manageable 

CRS, and induce extensive local tumor necrosis without off-target toxicity. GD2 is expressed on 

a wide range of cancers including medulloblastoma, diffuse midline glioma, osteosarcoma, 

melanoma, and small cell lung cancer giving this work broad applicability. Future studies are 

therefore warranted to determine the clinical effects of GD2-targeted CAR T cells armed with 

engineering approaches to promote their sustained proliferation.   
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MATERIAL AND METHODS 

Study design. The 1RG-CART trial (NCT02761915) was a single-center non-randomized, open-

label phase I clinical study in which eligible patients from throughout the United Kingdom were 

recruited. Eligible patients were children with relapsed or refractory neuroblastoma with at least 

one site of measurable disease. Inclusion and exclusion criteria for the study are given in Table 

S1. The study was approved by the UK Medicines and Healthcare Products Regulatory Agency 

(clinical trial authorization no. 21106/0260/001-0001), the London – West London & GTAC 

Research Ethics Committee (REC ref no. 15/LO/1510) and the research and development of 

department of Great Ormond Street Hospital NHS Foundation Trust. Written informed consent 

was obtained from patients or their caregivers prior to study entry. 

 

Generation of retroviral RQR8_2A_GD2-CAR cassette. A single chain variable fragment was 

derived from the fully humanized anti-GD2 monoclonal antibody K666 as previously described. 

The CAR contains a human IgG1 hinge-Fc spacer with deleted FcR binding domains, the CD28 

transmembrane domain and CD28 and CD3z signaling domains in cis. Using the Foot-and-mouth 

Disease 2A sequence (FMD-2A)(40) sort/suicide gene RQR8(16) and the GD2-CAR were co-

expressed in retroviral vector SFG designated MP10413.(41)  

 

Generation of retrovirus packaging cell line. The RD114 pseudotyping 293Vec-RD114 

packaging cell line was used for vector production (Fig. S7). A high titer RD114 pseudotyping 

producer clone was produced by multiple co-transfection. Two packaging cell lines were used for 

this production: 293Vec-GALV to produce transient GALV pseudotyped supernatant and 293Vec-
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RD114 to generate the final clone. Both cell lines were supplied by BioVec Pharma. GALV 

pseudotyped retroviral supernatant was generated by transient transfection of the packaging cell 

line 293Vec-GALV with the MP10413 plasmid. This supernatant was then used to multiply 

transduce a RD114 pseudotyping packaging cell line 293Vec-RD114 to generate a bulk producer. 

This 293Vec-RD114 bulk producer was single-cell cloned by limiting dilution and a high-titer 

clone selected by titration of the supernatant generated from each clone.  

 

Manufacture of 1RG-CART cell product. Products were generated from autologous PBMCs after 

leukapheresis of the patient. PBMCs were washed and activated with anti-CD3 (1 µg/mL) and 

anti-CD28 (1 µg/mL) GMP antibodies (Miltenyi Biotec). On day 3, retroviral transduction was 

performed in cell differentiation bags (Miltenyi Biotec) coated with retronectin (Takara). On day 

6, T cell were removed from the retronectin-coated bags and cultured in fresh media. The cell 

product was cryopreserved on either day 7 for DL 1-3 or day 10 for DL 4 & 5. Throughout 

manufacture, cells were cultured in X-VIVO15 medium (Lonza) supplemented with 5% human 

AB serum (Life Science Production) and IL-2 (120 IU/mL Clinigen Healthcare Ltd). Release 

assays performed prior to infusion included assessments of sterility (bacterial culture, mycoplasma 

PCR), endotoxin levels (LAL), viability and transduction efficiency by flow cytometry.  

 

Flow cytometry. Flow cytometry acquisition was performed with a BD LSR II, Aria or Canto II 

(BD Biosciences) or FortessaX20. Data analysis was performed using FlowJo v10 (Tree Star, Inc., 

Ashland OR), or FACs DIVA 8.0.1.  
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Percentage transduced cells was determined by staining with QBEND10 detecting the CD34 

epitope within the RQR8 marker/suicide gene. Co-staining with anti-human Fc was performed to 

demonstrate co-expression of the RQR8 and the GD2-CAR. The following reagents were used for 

phenotypic analysis of 1RG-CART: QBEnd10-APC (R&D Systems), CD3-APC-Cy7 

(Biolegend), CD45-FITC (BD Biosciences), CD45RA BV480 (BD Biosciences), anti-CCR7 PE-

Dazzle (BD Biosciences), TIM-3 BV711 (BD Biosciences), LAG-3 FITC (BD Biosciences), PD-

1 Pe-Cy7 (BD Biosciences) and 7-AAD (BD Biosciences) or Fixable viability stain 780 (BD 

Biosciences). Fluorescence minus one (FMO) controls were used to determine expression 

thresholds where required. To assess GD2 expression on neuroblastoma infiltrating bone marrow, 

bone marrow aspirates were incubated with ammonium chloride lysis buffer to lyse red cells for 

10 minutes, washed and then directly stained. For the same analysis in tumor biopsies, tissue was 

mechanically disaggregated, filtered, washed and then directly stained. Antibodies used included 

CD45 V450 (BD Biosciences), CD33 APC (BD Biosciences), CD56 (BD Biosciences), GD2 PE 

Cy7 (Biolegend) and 7-AAD viability dye (Beckman coulter).  

 

Lymphodepletion and 1RG-CART infusion. Patients treated on DL1 did not receive prior 

lymphodepletion whereas patients treated on DL2 received cyclophosphamide only at 300 mg/m^2 

/day on days -4 to -1 (total of four doses), followed by 1RG-CART on Day 0. Patients treated on 

DL3-5 received 300 mg/m^2/day of cyclophosphamide on each of days -7 to -4 (total of four 

doses) and 25 mg/m^2 /day of fludarabine on each of days -8 to -4 (total of five doses), followed 

by 1RG-CART on Day 0 (or on Day 0 and Day 1, requiring a split dose).  
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1RG-CART detection in peripheral blood. 1RG-CAR T cells were detected using a validated 

qPCR assay detecting a transgene-specific sequence. Genomic DNA was isolated and sequencing 

reactions carried out with transgene- specific primers and Taqman probes (Applied Biosystems), 

using an input of 0.5µg genomic DNA where possible. A control qPCR assay using primers and 

probes for albumin was carried out in parallel to quantify amplifiable DNA present per sample. 

Results were reported as copies per 10^6 peripheral blood cells, with a validated detection limit of 

10,000 copies per 106 PBMC.  Circulating 1RG-CART in blood and bone marrow were also 

analyzed by flow cytometry using QBEND10 antibody. Absolute T cell numbers were obtained 

using a Trucount method (BD) and staining for viable, CD45 + CD3 + cells. Reagents used were 

Anti-human CD3 (clone UCHT1, BioLegend), Anti-human CD45 (Clone 2D1, BD), Anti-human 

CD34 (QBEnd10, clone ab8536s, R&D Systems FAB7227A), 7-AAD (BD) and BD Wash (BD).  

The assay was validated for performance across a range of 10 – 320 cells/µL. 

 

Cytokine bead array.  Serum cytokine measurements were assessed on days including 0, 1, 2, 3, 

5, 7, 10 and 14 post 1RG-CART infusion by an International Organization for Standardization-

accredited method using cytometric bead array analysis of IL-2, IL-4, IL-6, IL-10 TNF-α and IFN-

γ (BD Biosciences).  

 

Immunohistochemistry. Formalin-fixed paraffin‐embedded tissue sections of bone marrow 

trephines and tumour biopsies were subjected to immunostaining. Conventional 

immunohistochemistry was performed to detect PD-L1 using the 22C3 monoclonal antibody 

(Dako UK Ltd) and to detect PHOX2B using the EPR14423t monoclonal antibody (Abcam). In 

brief, sections were de-waxed and re-hydrated prior to the immunostaining according to an 
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established protocol previously described(42). To establish optimal staining conditions (i.e. 

antibody dilution and incubation time, antigen retrieval protocol, suitable chromogen) the antibody 

was tested and optimized on 2-4 um cut tissue sections of (human tonsil and lung tissues for PD-

L1 staining) by conventional single immunohistochemistry. Assessment of specificity of PD-L1 

staining and scoring was performed by a histopathologist in a manner blinded to patient case and 

time point pre/post 1RG-CART treatment.    
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Supplementary Figures 1, 2, 3, 4, 5, 6 and 7 

Supplementary Tables 1, 2, 3, 4 and 5.  

 

REFERENCES 

1. V. P. Tolbert, K. K. Matthay, Neuroblastoma: clinical and biological approach to risk 

stratification and treatment, Cell Tissue Res. 372, 195–209 (2018). 

2. R. Ladenstein, U. Pötschger, A. D. J. Pearson, P. Brock, R. Luksch, V. Castel, I. Yaniv, V. 

Papadakis, G. Laureys, J. Malis, W. Balwierz, E. Ruud, P. Kogner, H. Schroeder, A. F. de Lacerda, 

M. Beck-Popovic, P. Bician, M. Garami, T. Trahair, A. Canete, P. F. Ambros, K. Holmes, M. 

Gaze, G. Schreier, A. Garaventa, G. Vassal, J. Michon, D. Valteau-Couanet, SIOP Europe 

Neuroblastoma Group (SIOPEN), Busulfan and melphalan versus carboplatin, etoposide, and 

melphalan as high-dose chemotherapy for high-risk neuroblastoma (HR-NBL1/SIOPEN): an 

international, randomised, multi-arm, open-label, phase 3 trial, Lancet Oncol. 18, 500–514 (2017). 

3. F. Berthold, A. Faldum, A. Ernst, J. Boos, D. Dilloo, A. Eggert, M. Fischer, M. Frühwald, G. 

Henze, T. Klingebiel, C. Kratz, B. Kremens, B. Krug, I. Leuschner, M. Schmidt, R. Schmidt, R. 

Schumacher-Kuckelkorn, D. von Schweinitz, F. H. Schilling, J. Theissen, R. Volland, B. Hero, T. 

Simon, Extended induction chemotherapy does not improve the outcome for high-risk 

neuroblastoma patients: results of the randomized open-label GPOH trial NB2004-HR, Ann. 

Oncol. Off. J. Eur. Soc. Med. Oncol. 31, 422–429 (2020). 

4. M. Suzuki, N.-K. V. Cheung, Disialoganglioside GD2 as a therapeutic target for human 

diseases, Expert Opin. Ther. Targets 19, 349–362 (2015). 

5. G. Lammie, N. Cheung, W. Gerald, M. Rosenblum, C. Cordoncardo, Ganglioside gd(2) 

expression in the human nervous-system and in neuroblastomas - an immunohistochemical study, 

Int. J. Oncol. 3, 909–915 (1993). 

6. S. A. Richman, S. Nunez-Cruz, B. Moghimi, L. Z. Li, Z. T. Gershenson, Z. Mourelatos, D. M. 

Barrett, S. A. Grupp, M. C. Milone, High-Affinity GD2-Specific CAR T Cells Induce Fatal 

Encephalitis in a Preclinical Neuroblastoma Model, Cancer Immunol. Res. 6, 36–46 (2018). 

7. R. Ladenstein, U. Pötschger, D. Valteau-Couanet, R. Luksch, V. Castel, I. Yaniv, G. Laureys, 

P. Brock, J. M. Michon, C. Owens, T. Trahair, G. C. F. Chan, E. Ruud, H. Schroeder, M. Beck 

Popovic, G. Schreier, H. Loibner, P. Ambros, K. Holmes, M. R. Castellani, M. N. Gaze, A. 

Garaventa, A. D. J. Pearson, H. N. Lode, Interleukin 2 with anti-GD2 antibody ch14.18/CHO 

(dinutuximab beta) in patients with high-risk neuroblastoma (HR-NBL1/SIOPEN): a multicentre, 

randomised, phase 3 trial, Lancet Oncol. 19, 1617–1629 (2018). 



22 

 

8. A. L. Yu, A. L. Gilman, M. F. Ozkaynak, W. B. London, S. G. Kreissman, H. X. Chen, M. 

Smith, B. Anderson, J. G. Villablanca, K. K. Matthay, H. Shimada, S. A. Grupp, R. Seeger, C. P. 

Reynolds, A. Buxton, R. A. Reisfeld, S. D. Gillies, S. L. Cohn, J. M. Maris, P. M. Sondel, Anti-

GD2 Antibody with GM-CSF, Interleukin-2, and Isotretinoin for Neuroblastoma, N. Engl. J. Med. 

363, 1324–1334 (2010). 

9. R. C. Seeger, Immunology and immunotherapy of neuroblastoma, Semin. Cancer Biol. 21, 229–

237 (2011). 

10. M. A. Pule, B. Savoldo, G. D. Myers, C. Rossig, H. V. Russell, G. Dotti, M. H. Huls, E. Liu, 

A. P. Gee, Z. Mei, E. Yvon, H. L. Weiss, H. Liu, C. M. Rooney, H. E. Heslop, M. K. Brenner, 

Virus-specific T cells engineered to coexpress tumor-specific receptors: persistence and antitumor 

activity in individuals with neuroblastoma, Nat. Med. 14, 1264–1270 (2008). 

11. C. U. Louis, B. Savoldo, G. Dotti, M. Pule, E. Yvon, G. D. Myers, C. Rossig, H. V. Russell, 

O. Diouf, E. Liu, H. Liu, M.-F. Wu, A. P. Gee, Z. Mei, C. M. Rooney, H. E. Heslop, M. K. Brenner, 

Antitumor activity and long-term fate of chimeric antigen receptor-positive T cells in patients with 

neuroblastoma, Blood 118, 6050–6056 (2011). 

12. A. Heczey, C. U. Louis, B. Savoldo, O. Dakhova, A. Durett, B. Grilley, H. Liu, M. F. Wu, Z. 

Mei, A. Gee, B. Mehta, H. Zhang, N. Mahmood, H. Tashiro, H. E. Heslop, G. Dotti, C. M. Rooney, 

M. K. Brenner, CAR T Cells Administered in Combination with Lymphodepletion and PD-1 

Inhibition to Patients with Neuroblastoma, Mol. Ther. (2017), doi:10.1016/j.ymthe.2017.05.012. 

13. S. Thomas, K. Straathof, N. Himoudi, J. Anderson, M. Pule, An Optimized GD2-Targeting 

Retroviral Cassette for More Potent and Safer Cellular Therapy of Neuroblastoma and Other 

Cancers, PLOS ONE 11, e0152196 (2016). 

14. K. Nakamura, Y. Tanaka, K. Shitara, N. Hanai, Construction of humanized anti-ganglioside 

monoclonal antibodies with potent immune effector functions, Cancer Immunol. Immunother. CII 

50, 275–284 (2001). 

15. A. Hombach, A. A. Hombach, H. Abken, Adoptive immunotherapy with genetically 

engineered T cells: modification of the IgG1 Fc “spacer” domain in the extracellular moiety of 

chimeric antigen receptors avoids “off-target” activation and unintended initiation of an innate 

immune response, Gene Ther. 17, 1206–1213 (2010). 

16. B. Philip, E. Kokalaki, L. Mekkaoui, S. Thomas, K. Straathof, B. Flutter, V. Marin, T. 

Marafioti, R. Chakraverty, D. Linch, S. A. Quezada, K. S. Peggs, M. Pule, A highly compact 

epitope-based marker / suicide gene for easier and safer T-cell therapy, Blood (2014), 

doi:10.1182/blood-2014-01-545020. 

17. C. J. Turtle, L.-A. Hanafi, C. Berger, T. A. Gooley, S. Cherian, M. Hudecek, D. Sommermeyer, 

K. Melville, B. Pender, T. M. Budiarto, E. Robinson, N. N. Steevens, C. Chaney, L. Soma, X. 

Chen, C. Yeung, B. Wood, D. Li, J. Cao, S. Heimfeld, M. C. Jensen, S. R. Riddell, D. G. Maloney, 

CD19 CAR-T cells of defined CD4+:CD8+ composition in adult B cell ALL patients, J. Clin. 

Invest. (2016), doi:10.1172/JCI85309. 



23 

 

18. S. L. Maude, T. W. Laetsch, J. Buechner, S. Rives, M. Boyer, H. Bittencourt, P. Bader, M. R. 

Verneris, H. E. Stefanski, G. D. Myers, M. Qayed, B. D. Moerloose, H. Hiramatsu, K. Schlis, K. 

L. Davis, P. L. Martin, E. R. Nemecek, G. A. Yanik, C. Peters, A. Baruchel, N. Boissel, F. 

Mechinaud, A. Balduzzi, J. Krueger, C. H. June, B. L. Levine, P. Wood, T. Taran, M. Leung, K. 

T. Mueller, Y. Zhang, K. Sen, D. Lebwohl, M. A. Pulsipher, S. A. Grupp, Tisagenlecleucel in 

Children and Young Adults with B-Cell Lymphoblastic Leukemia, N. Engl. J. Med. 378, 439–448 

(2018). 

19. K. Ali, D. R. Soond, R. Piñeiro, T. Hagemann, W. Pearce, E. L. Lim, H. Bouabe, C. L. 

Scudamore, T. Hancox, H. Maecker, L. Friedman, M. Turner, K. Okkenhaug, B. Vanhaesebroeck, 

Inactivation of PI(3)K p110δ breaks regulatory T-cell-mediated immune tolerance to cancer, 

Nature 510, 407–411 (2014). 

20. R. G. Majzner, S. P. Rietberg, E. Sotillo, R. Dong, V. T. Vachharajani, L. Labanieh, J. H. 

Myklebust, M. Kadapakkam, E. W. Weber, A. M. Tousley, R. M. Richards, S. Heitzeneder, S. M. 

Nguyen, V. Wiebking, J. Theruvath, R. C. Lynn, P. Xu, A. R. Dunn, R. D. Vale, C. L. Mackall, 

Tuning the Antigen Density Requirement for CAR T-cell Activity, Cancer Discov. 10, 702–723 

(2020). 

21. N. Yuki, M. Yamada, Y. Tagawa, H. Takahashi, S. Handa, Pathogenesis of the neurotoxicity 

caused by anti-GD2 antibody therapy, J. Neurol. Sci. 149, 127–130 (1997). 

22. X. Liu, S. Jiang, C. Fang, S. Yang, D. Olalere, E. C. Pequignot, A. P. Cogdill, N. Li, M. 

Ramones, B. Granda, L. Zhou, A. Loew, R. M. Young, C. H. June, Y. Zhao, Affinity-Tuned ErbB2 

or EGFR Chimeric Antigen Receptor T Cells Exhibit an Increased Therapeutic Index against 

Tumors in Mice, Cancer Res. 75, 3596–3607 (2015). 

23. L. Fultang, L. D. Gamble, L. Gneo, A. M. Berry, S. A. Egan, F. De Bie, O. Yogev, G. L. Eden, 

S. Booth, S. Brownhill, A. Vardon, C. M. McConville, P. N. Cheng, M. D. Norris, H. C. Etchevers, 

J. Murray, D. S. Ziegler, L. Chesler, R. Schmidt, S. A. Burchill, M. Haber, C. De Santo, F. Mussai, 

Macrophage-Derived IL1β and TNFα Regulate Arginine Metabolism in Neuroblastoma, Cancer 

Res. 79, 611–624 (2019). 

24. R. A. Burga, E. Yvon, E. Chorvinsky, R. Fernandes, C. R. Cruz, C. M. Bollard, Engineering 

the TGFβ receptor to Enhance the Therapeutic Potential of Natural Killer Cells as an 

Immunotherapy for Neuroblastoma, Clin. Cancer Res. , clincanres.3183.2018 (2019). 

25. J. P. Layer, M. T. Kronmüller, T. Quast, D. van den Boorn-Konijnenberg, M. Effern, D. Hinze, 

K. Althoff, A. Schramm, F. Westermann, M. Peifer, G. Hartmann, T. Tüting, W. Kolanus, M. 

Fischer, J. Schulte, M. Hölzel, Amplification of N-Myc is associated with a T-cell-poor 

microenvironment in metastatic neuroblastoma restraining interferon pathway activity and 

chemokine expression, Oncoimmunology 6, e1320626 (2017). 

26. Z. Zhang, S. Liu, B. Zhang, L. Qiao, Y. Zhang, Y. Zhang, T Cell Dysfunction and Exhaustion 

in Cancer, Front. Cell Dev. Biol. 8, 17 (2020). 

27. C. U. Blank, W. N. Haining, W. Held, P. G. Hogan, A. Kallies, E. Lugli, R. C. Lynn, M. Philip, 

A. Rao, N. P. Restifo, A. Schietinger, T. N. Schumacher, P. L. Schwartzberg, A. H. Sharpe, D. E. 



24 

 

Speiser, E. J. Wherry, B. A. Youngblood, D. Zehn, Defining ‘T cell exhaustion,’ Nat. Rev. 

Immunol. 19, 665–674 (2019). 

28. T. Gargett, C. K. Fraser, G. Dotti, E. S. Yvon, M. P. Brown, BRAF and MEK inhibition 

variably affect GD2-specific chimeric antigen receptor (CAR) T-cell function in vitro, J. 

Immunother. Hagerstown Md 1997 38, 12–23 (2015). 

29. S. J. C. van der Stegen, M. Hamieh, M. Sadelain, The pharmacology of second-generation 

chimeric antigen receptors, Nat. Rev. Drug Discov. 14, 499–509 (2015). 

30. E. J. Orlando, X. Han, C. Tribouley, P. A. Wood, R. J. Leary, M. Riester, J. E. Levine, M. 

Qayed, S. A. Grupp, M. Boyer, B. D. Moerloose, E. R. Nemecek, H. Bittencourt, H. Hiramatsu, J. 

Buechner, S. M. Davies, M. R. Verneris, K. Nguyen, J. L. Brogdon, H. Bitter, M. Morrissey, P. 

Pierog, S. Pantano, J. A. Engelman, W. Winckler, Genetic mechanisms of target antigen loss in 

CAR19 therapy of acute lymphoblastic leukemia, Nat. Med. 24, 1504 (2018). 

31. T. J. Fry, N. N. Shah, R. J. Orentas, M. Stetler-Stevenson, C. M. Yuan, S. Ramakrishna, P. 

Wolters, S. Martin, C. Delbrook, B. Yates, H. Shalabi, T. J. Fountaine, J. F. Shern, R. G. Majzner, 

D. F. Stroncek, M. Sabatino, Y. Feng, D. S. Dimitrov, L. Zhang, S. Nguyen, H. Qin, B. Dropulic, 

D. W. Lee, C. L. Mackall, CD22-targeted CAR T cells induce remission in B-ALL that is naive or 

resistant to CD19-targeted CAR immunotherapy, Nat. Med. , nm.4441 (2017). 

32. T. Shum, B. Omer, H. Tashiro, R. L. Kruse, D. L. Wagner, K. Parikh, Z. Yi, T. Sauer, D. Liu, 

R. Parihar, P. Castillo, H. Liu, M. K. Brenner, L. S. Metelitsa, S. Gottschalk, C. M. Rooney, 

Constitutive signaling from an engineered IL-7 receptor promotes durable tumor elimination by 

tumor redirected T-cells, Cancer Discov. (2017), doi:10.1158/2159-8290.CD-17-0538. 

33. R. C. Lynn, E. W. Weber, E. Sotillo, D. Gennert, P. Xu, Z. Good, H. Anbunathan, J. Lattin, R. 

Jones, V. Tieu, S. Nagaraja, J. Granja, C. F. A. de Bourcy, R. Majzner, A. T. Satpathy, S. R. Quake, 

M. Monje, H. Y. Chang, C. L. Mackall, c-Jun overexpression in CAR T cells induces exhaustion 

resistance, Nature , 1–8 (2019). 

34. H. Seo, J. Chen, E. González-Avalos, D. Samaniego-Castruita, A. Das, Y. H. Wang, I. F. 

López-Moyado, R. O. Georges, W. Zhang, A. Onodera, C.-J. Wu, L.-F. Lu, P. G. Hogan, A. 

Bhandoola, A. Rao, TOX and TOX2 transcription factors cooperate with NR4A transcription 

factors to impose CD8+ T cell exhaustion, Proc. Natl. Acad. Sci. 116, 12410–12415 (2019). 

35. J. Chen, I. F. López-Moyado, H. Seo, C.-W. J. Lio, L. J. Hempleman, T. Sekiya, A. Yoshimura, 

J. P. Scott-Browne, A. Rao, NR4A transcription factors limit CAR T cell function in solid tumours, 

Nature , 1 (2019). 

36. Q. Shan, S. Hu, X. Chen, D. B. Danahy, V. P. Badovinac, C. Zang, H.-H. Xue, Ectopic Tcf1 

expression instills a stem-like program in exhausted CD8+ T cells to enhance viral and tumor 

immunity, Cell. Mol. Immunol. (2020), doi:10.1038/s41423-020-0436-5. 

37. C. M. Bollard, T. Tripic, C. R. Cruz, G. Dotti, S. Gottschalk, V. Torrano, O. Dakhova, G. 

Carrum, C. A. Ramos, H. Liu, M.-F. Wu, A. N. Marcogliese, C. Barese, Y. Zu, D. Y. Lee, O. 

O’Connor, A. P. Gee, M. K. Brenner, H. E. Heslop, C. M. Rooney, Tumor-Specific T-Cells 



25 

 

Engineered to Overcome Tumor Immune Evasion Induce Clinical Responses in Patients With 

Relapsed Hodgkin Lymphoma, J. Clin. Oncol. , JCO.2017.74.3179 (2018). 

38. L. Cherkassky, A. Morello, J. Villena-Vargas, Y. Feng, D. S. Dimitrov, D. R. Jones, M. 

Sadelain, P. S. Adusumilli, Human CAR T cells with cell-intrinsic PD-1 checkpoint blockade resist 

tumor-mediated inhibition, J. Clin. Invest. 126, 3130–3144 (2016). 

39. J. Ren, X. Liu, C. Fang, S. Jiang, C. H. June, Y. Zhao, Multiplex genome editing to generate 

universal CAR T cells resistant to PD1 inhibition, Clin. Cancer Res. Off. J. Am. Assoc. Cancer 

Res. (2016), doi:10.1158/1078-0432.CCR-16-1300. 

40. M. L. Donnelly, L. E. Hughes, G. Luke, H. Mendoza, E. ten Dam, D. Gani, M. D. Ryan, The 

“cleavage” activities of foot-and-mouth disease virus 2A site-directed mutants and naturally 

occurring “2A-like” sequences, J. Gen. Virol. 82, 1027–1041 (2001). 

41. I. Rivière, K. Brose, R. C. Mulligan, Effects of retroviral vector design on expression of human 

adenosine deaminase in murine bone marrow transplant recipients engrafted with genetically 

modified cells, Proc. Natl. Acad. Sci. U. S. A. 92, 6733–6737 (1995). 

42. T. Marafioti, M. Jones, F. Facchetti, T. C. Diss, M.-Q. Du, P. G. Isaacson, M. Pozzobon, S. A. 

Pileri, A. J. Strickson, S.-Y. Tan, F. Watkins, D. Y. Mason, Phenotype and genotype of 

interfollicular large B cells, a subpopulation of lymphocytes often with dendritic morphology, 

Blood 102, 2868–2876 (2003). 

43. D. W. Lee, R. Gardner, D. L. Porter, C. U. Louis, N. Ahmed, M. Jensen, S. A. Grupp, C. L. 

Mackall, Current concepts in the diagnosis and management of cytokine release syndrome, Blood 

124, 188–195 (2014). 

44. D. W. Lee, B. D. Santomasso, F. L. Locke, A. Ghobadi, C. J. Turtle, J. N. Brudno, M. V. Maus, 

J. H. Park, E. Mead, S. Pavletic, W. Y. Go, L. Eldjerou, R. A. Gardner, N. Frey, K. J. Curran, K. 

Peggs, M. Pasquini, J. F. DiPersio, M. R. M. van den Brink, K. V. Komanduri, S. A. Grupp, S. S. 

Neelapu, ASTCT Consensus Grading for Cytokine Release Syndrome and Neurologic Toxicity 

Associated with Immune Effector Cells, Biol. Blood Marrow Transplant. 25, 625–638 (2019). 

 



26 

 

ACKNOWLEDGMENTS 

We would like to thank the parents and children who participated in this study, the clinical and 

manufacturing teams, and staff in the hematology and immunology laboratories at Great Ormond 

Street Hospital. Funding sources: This work was funded and sponsored by Cancer Research UK. 

Additional funding sources are Action Medical Research, Great Ormond Street Hospital 

Children’s Charity, Children with Cancer UK and Research in Childhood Cancer (RICC). Clinical 

trials work at GOSH is supported by the NIHR/CRUK Experimental Cancer Medicine Centre 

(ECMC) funding. This work is partly funded by the NIHR GOSH BRC. The original pre-clinical 

work was funded by Neuroblastoma UK. KS is the recipient of a Wellcome Trust Clinician 

Scientist Fellowship. MP is supported by the University College London Hospital BRC. The 

authors thank BioVec Pharma for supplying the packaging lines. The views expressed are those of 

the author(s) and not necessarily those of the NHS, the NIHR or the Department of Health.  Author 

contributions:  KS, MP, JA  designed and led the study and wrote the manuscript; MP generated 

the high-titer producer clone; BF, RW, SS, AC, TG, ST, GC, NW, JS led product development 

and manufacture; JA, KS, MP, DE, CB, NW, JS, LR, LE, SB, KD managed trial and regulatory 

submission; KS, BF, RW, NJ, JB, KG, EK, CM, GW, SI, DR, AA, OO, TM, M A-H, WD, OO 

generated and analyzed data; JA, GB, CD, TL, NJ, SD, AB, KH, AB consented and managed 

patients and collected clinical data; KS, TL, NJ, KM. LB, CB, DE, LR, JS, ST, LE, SB, ID, LR 

analysed clinical and laboratory data. The authors declare the following competing interests; MP 

and JA stock in Autolus Ltd, JA share options in TC-Biopharm and unrelated consulting for Roche. 

Data and materials: The GD2-28- CAR described in this manuscript has been licensed to 

Autolus Ltd. 

 


