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Chronic Lymphocytic Leukemia

Introduction

Chronic lymphocytic leukemia (CLL) is the most common
leukemia in the Western world and accounts for 25-30% of
newly diagnosed leukemias. It is a lymphoproliferative disease
characterized by the clonal expansion of CD19+CD5+CD23+ B
cells in the bone marrow, blood and secondary lymphoid
organs.1 CLL has a heterogeneous clinical course with a spec-
trum of diseases ranging from indolent disease not requiring
treatment to aggressive disease that is fatal.2 At present there
are no curative therapies for CLL, with the possible exception
of allogeneic stem cell transplantation,3 but this option has high
morbidity and mortality rates, and is only suitable for a small
minority of patients. 
Over the last 20 years monoclonal antibodies, most notably

alemtuzumab and rituximab, have emerged as new therapeu-
tics in CLL.4,5 The chimeric anti-CD20 monoclonal antibody rit-
uximab has brought about significant improvements in
response rates, progression-free survival and overall survival
when used in combination with fludarabine and cyclophos-
phamide in previously untreated patients.6,7 Alemtuzumab has
been used as monotherapy as well as in combination with
chemotherapies, high-dose steroids and other monoclonal anti-
bodies and has proved to be extremely useful in patients with

p53 mutations/deletions, as it appears to be cytotoxic via a
p53-independent mechanism.8 However, it is highly immuno-
suppressive9 and so there is a need for newer less toxic, more
effective and targeted therapeutic agents both for relapsed and
treatment-naïve patients with co-morbidities.10

Blinatumomab is a bi-specific, single-chain antibody con-
struct classified as a bi-specific T-cell engager (BiTE®). It is
formed by the recombinant fusion of an anti-CD3 single-chain
variable fragment (scFV) with an anti-CD19 scFV via a short
peptide linker. These bi-specific antibodies can recruit immune
effector cells to the tumor cell surface and promote immune
synapse formation.11 Blinatumomab has already shown
encouraging clinical activity; in a phase II trial 80% of patients
with relapsed acute lymphoblastic leukemia achieved a com-
plete molecular response12 and in a phase I study in relapsed
non-Hodgkin’s lymphoma (NHL) clinical responses were seen
both in patients with indolent as well as aggressive B-NHL.13,14

However, given the well-known T-cell dysfunction seen in
CLL, blinatumomab may be less effective in this disease.15-17

In the current study, we provide a detailed analysis of the
mechanism of action of blinatumomab-induced cytotoxicity in
CLL. Our findings are consistent with a model that relies upon
the sequential activation of T cells and CLL cells and demon-
strate that blinatumomab retains efficacy even in the presence
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Chronic lymphocytic leukemia is an incurable B-cell malignancy that is associated with tumor cell-mediated T-cell
dysfunction. It therefore represents a challenging disease for T-cell immunotherapeutics. The CD19/CD3 bi-spe-
cific antibody construct blinatumomab (AMG103 or MT103) has been tested clinically in non-Hodgkin’s lym-
phoma and acute lymphoblastic leukemia but has not been assessed in chronic lymphocytic leukemia. We inves-
tigated whether blinatumomab could overcome T-cell dysfunction in chronic lymphocytic leukemia in vitro.
Blinatumomab was tested on peripheral blood mononuclear cells from 28 patients (treatment naïve and previously
treated). T-cell activation and function, as well as cytotoxicity against leukemic tumor cells were measured.
Blinatumomab induced T-cell activation, proliferation, cytokine secretion and granzyme B release in a manner sim-
ilar to that occurring with stimulation with anti-CD3/anti-CD28 beads. However, only blinatumomab was able to
induce tumor cell death and this was found to require blinatumomab-mediated conjugate formation between T
cells and tumor cells. Cytotoxicity of tumor cells was observed at very low T-cell:tumor cell ratios. A three-dimen-
sional model based on confocal microscopy suggested that up to 11 tumor cells could cluster round each T cell.
Importantly, blinatumomab induced cytotoxicity against tumor cells in samples from both treatment-naïve and
treated patients, and in the presence of co-culture pro-survival signals. The potent cytotoxic action of blinatu-
momab on tumor cells appears to involve conjugation of T cells with tumor cells at both the activation and effector
stages. The efficacy of blinatumomab in vitro suggests that the bi-specific antibody approach may be a powerful
immunotherapeutic strategy in chronic lymphocytic leukemia.
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of CLL activation and pro-survival signals. Given these data,
this approach represents a novel and promising therapeutic
strategy for the treatment of CLL and, potentially, other
lymphoid malignancies.

Methods

Blood samples from patients with chronic 
lymphocytic leukemia 

Twenty-eight CLL patients (aged 53-83 years) were studied with
full ethical approval. All blood samples from patients were
obtained with informed consent (see Online Supplementary
Methods). The majority of the assays were performed on fresh
samples from treatment-naïve patients, except those for which the
results are shown in Figure 1: in these assays, samples from
patients who had received standard chemotherapy treatment were
also tested.

Antibodies and flow cytometry 
A full list of the antibodies used can be found in the Online

Supplementary Methods. Blinatumomab (MT103, AMG103) was
provided by Amgen Inc. (Munich, Germany). T cells were identi-
fied using CD4 and CD8 markers, while CLL cells were CD5+

CD4- CD8- (>99% CD19+). 

Cell cultures
Peripheral blood mononuclear cells (PBMC) were incubated in

RPMI 1640 supplemented with 5% AB serum (AB media) for 3-7
days. Blinatumomab was added to PBMC cultures at a concentra-
tion of 10 or 100 ng/mL. Human T-cell activator CD3/CD28 dyn-
abeads (Invitrogen) were added at 1x105 beads/1x106 PBMC as a
positive control for T-cell activation. For absolute counts of T cells
and CLL cells, an anti-CD3 antibody (Invitrogen) at a dose of 27.7
or 277 ng/mL was used as a positive control (same molar concen-
tration as 10 or 100 ng/mL blinatumomab). 

Intracellular Ki67 staining  
PBMC were labeled with antibodies against CD4, CD8, CCR7

and CD45RA, fixed and permeabilized (Fix and Perm with 1%

NP40, Caltag-Medsystems, Buckingham, UK) before staining with
a Ki67-FITC antibody for flow cytometric analysis. 

Cytokine secretion assay
Cytokines in tissue culture supernatants were measured using a

Human Th1/Th2 11plex RTU Flowcytomix kit (eBioscience) for
simultaneous detection of 11 cytokines. 

Intracellular cytokine staining and the determination 
of CD107 and granzyme B expression 
PBMC were cultured (3 days) with 10 ng/mL blinatumomab,

before treatment with Golgi plug and Golgi stop (BD biosciences),
and incubation with an anti-CD107 antibody (5 h at 37°C).
Intracellular expression of granzyme B or interferon (IFN)-g and
tumor necrosis factor (TNF)-α in CD4 or CD8 T cells was meas-
ured by flow cytometry. 

Absolute counts of T cells and chronic lymphocytic
leukemia cells
PBMC samples that had or had not been treated with blinatu-

momab (7 days) were surface-stained with antibodies against
annexin V, CD5, CD8 and CD4. Absolute counts were determined
by flow cytometry using Cytocount beads (Dako, Stockport, UK).

Flow cytometry-based cytotoxicity assay
Mouse fibroblast cells transfected with CD40L [TL(CD40L)] and

non-transfected cells (NTL) were cultured as previously
described.21 For co-cultures, irradiated (80 Gy) NTL or TL(CD40L)
cells were seeded into a 48-well plate, and allowed to adhere
before addition of CLL PBMC and blinatumomab (10 or 100
ng/mL) for 7 days. CLL PBMC were removed from the surface of
the fibroblast monolayer, and analyzed by flow cytometry (annex-
in V, CD5, CD8 and CD4).

Immunofluorescence labeling for microscopy
Purified T cells and CLL cells were labeled with 15 mM red

CFSE (Invitrogen) and and 10 mM green CFSE (Invitrogen) respec-
tively. Labeled cells were put into culture at a ratio of one effector
T cell to every ten target CLL cells for 12 h. Further details of phase
contrast and confocal microscopy can be found in the Online
Supplementary Methods. 
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Figure 1. Blinatumomab mediates the expansion of T cells and a loss of CLL cells in PBMC cultures. Absolute numbers of CD4+ T cells (A) and
CD8+ T cells (B) were calculated from CLL PBMC cultures after 7 days in the presence or absence of blinatumomab (10 ng/mL). Columns
show the mean absolute number ± SD from 15 patients [BiTE® and CD3 antibody (Ab)] and 7 patients (CD3CD28). Mean starting numbers
of CD4+ and CD8+ T cells were 6.9x104 cells/mL and 4.1x104 cells/mL, respectively. UNT=untreated, BiTE®= blinatumomab (10 ng/mL), CD3
Ab= anti-CD3 antibody and CD3CD28=CD3CD28 beads. Absolute numbers of CLL cells (C) were also determined in the same cultures. For
this analysis, patients were divided into treatment-naïve ( ) and treated patients ( ). Mean starting numbers of CLL cells in the treatment-
naïve and treated patients were 135x104 cells/mL and 113x104 cells/mL, respectively. 
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Results

Blinatumomab induces the expansion of T cells and 
a reduction in chronic lymphocytic leukemia cells 
in primary leukemic samples

The effect of blinatumomab on PBMC cultures from 15
CLL patients was measured by determining absolute counts
of T cells and CLL cells after 7 days. Both treatment-naïve
(n=10), and previously treated (n=5) patients were tested.
Cultures treated with blinatumomab had significantly high-
er absolute numbers of CD4+ (P=0.01) and CD8+ T cells
(P=0.01) after 7 days when compared to untreated controls
(Figure 1A and B). By contrast there was a significant reduc-
tion in the absolute numbers of CLL cells in the same cul-
tures, suggesting a cytotoxic effect against leukemic cells
(P=0.002; Figure 1C). In our system, spontaneous apoptosis
of CLL cells averaged 45% (data not shown), however blina-
tumomab increased apoptosis to an average of 75% (data
not shown, Figure 1C). This apparent cytotoxic effect on CLL
cells did not differ between treatment-naïve and previously
treated patients (Figure 1C). 
Cultures treated with an anti-CD3 antibody (at the same

molar concentration as blinatumomab) also demonstrated
significant increases in absolute T-cell numbers (Figure 1A).
However in sharp contrast to blinatumomab, the anti-CD3
antibody induced a significant increase in CLL cell numbers
(Figure 1C). It is possible that CD3 triggering in the absence
of co-stimulation is incapable of activating cytotoxicity
against CLL, however cultures treated with anti-CD3/anti-
CD28 beads showed similar results to those treated with
CD3 alone; a significant increase in T cells (Figure 1A and
1B) and a trend towards increased CLL cell number (Figure
1C) after treatment. Interestingly in blinatumomab-treated
cultures there was an inverse correlation between the
change in T-cell numbers and percent change in CLL cell
numbers (Online Supplementary Figure S1A) suggesting that
the T-cell response was important to the cytotoxic effects
observed. This was not the case in cultures treated with
either anti-CD3 or anti-CD3/anti-CD28 (Online
Supplementary Figure S1B and C); these cultures showed a
trend towards increased T-cell numbers being associated
with increased CLL numbers (Online Supplementary Figure
S1B and C). 
Taken together these results suggest that blinatumomab

activates T cells in PBMC derived from primary CLL
patients in a manner similar to anti-CD3 antibody or
CD3/CD28 beads. However, unlike these stimuli, it appears
that blinatumomab promotes T-cell-mediated cytotoxicity
of CLL cells.

Blinatumomab induces death of chronic lymphocytic
leukemia cells by apoptosis which is enhanced 
in the presence of CD40L  
To confirm the cytotoxic effect of blinatumomab on CLL

cells, PBMC cultures were treated with blinatumomab
before measuring the numbers of annexin V+ apoptotic CLL
cells. Since CLL cells readily undergo apoptosis in liquid cul-
ture, it was possible that blinatumomab could be enhancing
this process without any requirement for T cells. However
initial experiments with purified CLL cells incubated with
blinatumomab did not show any significant increase in
apoptotic CLL cells (Online Supplementary Figure S2). 
The effects of blinatumomab were additionally tested in

a co-culture system with a CD40L transfected fibroblast cell

line to promote cell survival.18-20,22-24 In keeping with previ-
ous findings,21 CLL cells were protected from apoptosis in
the presence of both NTL and TL(CD40L) when compared
to liquid culture (LC) alone (Figure 2A; NTL versus LC,
P=0.02; TL(CD40L) versus LC, P=0.05). There was no sig-
nificant difference in percent apoptotic CLL cells between
the NTL and TL(CD40L) cultures. Despite the increased
survival of CLL cells conferred by co-culture, blinatu-
momab increased the percentage of apoptotic annexin V+
CLL cells under all three conditions tested when compared
to untreated controls (Figure 2B). The percentage of apop-
totic CLL cells induced by blinatumomab in the
TL(CD40L) cultures was similar to that observed in LC
(Figure 2B). Interestingly, there was a significant increase in
the percentage of apoptotic CLL cells induced by blinatu-
momab when CD40L transfected fibroblasts were com-
pared to non-transfected fibroblasts, suggesting that aug-
mented CLL cell activation may even enhance the effects
of blinatumomab (Online Supplementary Figure S2).

Blinatumomab induces T-cell proliferation and expansion
of effector memory T cells
The expansion of CD4+ and CD8+ T-cell numbers in blin-

tumomab-treated cultures suggested that the bi-specific
antibody could induce T-cell proliferation. This was con-
firmed by the significantly increased expression of the pro-
liferation marker Ki67 in T cells (CD4+ and CD8+) after
PBMC were treated with blinatumomab (Figure 3A and B).
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Figure 2. Blinatumomab-induced CLL cell death is maintained even
in the presence of pro-survival signals. PBMC from CLL patients were
incubated with blinatumomab (10 ng/mL) for 7 days in liquid culture
(LC) or co-cultured on fibroblast cells transfected with CD40L,
TL(CD40L). (A) The percentage of annexin V+ CLL cells after incuba-
tion in LC or on non-transfected fibroblasts (NTL) or TL(CD40L). (B)
The effect of blinatumomab (10 ng/mL) on the percentage of annex-
in V+ CLL cells in LC or in co-culture with NTL or TL(CD40L).  Columns
show the mean ± SD (n=7). UNT =untreated BiTE®= blinatumomab
(10 ng/mL). PBMC consisted of 87-96% CLL cells. 
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This increase in cycling T cells was evident on day 3, and
increased further by day 7. Similar results were obtained
using anti-CD3/anti-CD28 beads (Figure 3A and B).
Furthermore, T cells from PBMC cultures treated with bli-
natumomab showed significant up-regulation of the activa-
tion markers CD38, HLA-DR and CD69 (CD4+: Online
Supplementary Figure S4A,C,E and CD8+: Online
Supplementary Figure S4B,D,F) by day 7. Blinatumomab
treatment also resulted in increased expression of HLA-DR
(Online Supplementary Figures S5A and S4C) on CLL cells,
suggesting an activation effect. It appeared that this effect
required the presence of T cells, as blinatumomab did not
increase HLA-DR on purified CLL cells alone (Online
Supplementary Figure S5B).
A previous study had demonstrated an expansion of T

cells with an effector memory (EM) phenotype in a patient
with non-Hodgkin’s lymphoma who had responded to bli-
natumomab treatment.16 It was of interest to determine
whether blinatumomab had a similar effect on primary
samples from CLL cells. Blinatumomab induced a signifi-
cant increase in the percentage of EM CD4+ T cells by day
7 when compared to untreated control cultures (Figure 3D).
Concomitantly, the percentage of naïve CD4+ T-cells
decreased significantly (Figure 3C). Neither the EMRA or
central memory (CM) CD4+ T-cell population percentages
were significantly altered compared to controls at day 7

(Online Supplementary Figures S6A and S5B). In the CD8+ T-
cell compartment, T cells predominantly displayed an EM
and EMRA phenotype on day 0. Like the CD4+ T cells,
there was a significant increase in the percentage of EM T-
cells in the CD8+ T-cell compartment, this time evident at
both day 3 and day 7 after blinatumomab treatment (Figure
3E). This increase in CD8+ EM T cells coincided with a
decrease in the percentage of CD8+ EMRA T-cells at day 3
and day 7 (Figure 3F). Furthermore, the majority of CD8+
EM T cells were still proliferating (Ki67+) on day 7, whereas
this was not the case for CD8+ EMRA T cells (Online
Supplementary Figure S6E). Both the naïve and central mem-
ory CD8+ T-cell percentages remained relatively unchanged
at both day 3 and day 7 (Online Supplementary Figure
S6C,D). It is noteworthy that the capacity of blinatumomab
to induce proliferation and activation of EM T cells was not
unique, as similar patterns of response were also observed
using the potent stimulus of anti-CD3/anti-CD28 beads
(Figure 3A-F). However, as demonstrated in Figure 1, only
blinatumomab had a cytotoxic effect on CLL cells.

Pro-inflammatory cytokines are released from 
peripheral blood mononuclear cell cultures 
treated with blinatumomab
To determine whether the difference in cytotoxic effect

between blinatumomab and anti-CD3/anti-CD28 activated

Efficacy of blinatumomab on primary CLL cells 
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Figure 3. Blinatumomab induces the
proliferation of T cells in CLL patients
which are predominantly of an EM phe-
notype. T cells from CLL PBMC cultured
in the presence or absence of blinatu-
momab (10 ng/mL) were stained intra-
cellularily for the proliferation marker
Ki67. (A-B) The percentages of Ki67
expressing CD4+ (A) and CD8+ (B) T cells
were measured after 3 or 7 days in cul-
ture. T-cell subsets were differentiated
using CCR7 and CD45RA surface mark-
ers. T-cell subsets were defined as naive
(CCR7+CD45RA+), central memory (CM)
(CCR7+CD45RA-), effector memory (EM)
(CCR7-CD45RA-) and highly differentiat-
ed effector memory (EMRA) (CCR7-

CD45RA+). (C-F) The percentages of
naive (C) and EM (D) T cells within the
CD4+ compartment and EM (E) and
EMRA (F) T cells within the CD8+ com-
partment were measured. Columns
show the mean ± SD (n=7). Statistical
analysis was based on the results of
treated cultures compared to untreated
controls at day 3 or day 7. *P<0.05),
**P<0.01, ***P<0.001. UNT=untreat-
ed, BiTE®= blinatumomab (10 ng/mL),
CD3CD28=CD3CD28 beads.
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T cells was cytokine-mediated, PBMC cultures treated with
blinatumomab or anti-CD3/anti-CD28 beads were ana-
lyzed for the presence of 11 different cytokines. Three
cytokines (IFN-g, TNF-α and TNF-β) and one chemokine,
interleukin (IL)-8, were found to be significantly increased
in the supernatant after 3 days of culture with blinatu-
momab or CD3/CD28 beads (Figure 4A-D). With regards to
anti-inflammatory or modulatory cytokines, no significant
increases in IL-4, IL-5 and IL-10 were seen after treatment
with blinatumomab (data not shown). Intracellular cytokine
staining demonstrated that the cytokines detected in the
supernatants were derived from T cells (Figure 4E and F).

T cells release cytotoxic granules and express high levels
of interferon-g and tumor necrosis factor-α after 
incubation with blinatumomab
No significant difference was seen in cytokine profiles of

T cells activated by blinatumomab or anti-CD3/anti-CD28.
It is, however, possible that the difference in cytotoxicity
activity against CLL cells could be explained by differences
in secretion of cytotoxic molecules or granules. Both blina-
tumomab and anti-CD3/anti-CD28 beads had the capacity
to induce expression of granzyme B, when compared to

untreated controls (Figure 5A,C). This was seen for both
CD4+ (Figure 5A) and CD8+ T cells (Figure 5C). To assess
whether the T cells were releasing this granzyme B, surface
CD107 expression was measured as a marker of degranula-
tion. The percentage of CD4+ and CD8+ T cells expressing
both granzyme B and surface CD107 increased significantly
after blinatumomab or anti-CD3/anti-CD28 bead treat-
ment (Figure 5B,D).

Blinatumomab induces clustering of chronic 
lymphocytic leukemia cells around T cells
There was no obvious difference in the capacity of blina-

tumomab to induce T-cell activation based on several crite-
ria (proliferation, cytokine release or cytotoxic granule
release) when compared to anti-CD3/anti-CD28 beads.
There was, however, a clear difference in cytotoxic effect
against CLL cells. Blinatumomab-induced T-cell activation
appeared to require the presence of CLL cells; proliferation
of CD4 or CD8 T cells, and cytotoxic granule release of
CD8 T cells was not induced in purified T-cell populations
(Online Supplementary Figure S7A-C). Together these results
suggested that physical interactions between T cells and
CLL cells might be important for blinatumomab action.

R. Wong et al.
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Figure 4. Pro-inflammatory
cytokine release from CLL
patients’ PBMC after incubation
with blinatumomab. (A-D)
Cytokine bead array measure-
ment of IFN-g (A), TNF-α (B), TNFβ
(C) and IL-8 (D) in the supernatant
of PBMC cultures treated with bli-
natumomab (10 ng/mL) for 3
days. The mean concentrations
are shown (n=10). (E-F)
Intracellular cytokine staining for
CD4+ T cells and CD8+ T cells
expressing IFN-g, TNF-α or both
IFN-g and TNF-α. Columns show
the mean ± SD (n=4). Statistical
analysis is based on the percent-
age of cytokine-positive cells in
treated cultures compared to
untreated controls. *P<0.05;
**P<0.01; ***P<0.001.
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This notion was supported by low power microscopy stud-
ies, which showed the formation of cell clusters after puri-
fied T cells and CLL cells were incubated with blinatu-
momab for 12 h (Figure 6A,B). These clusters were not
observed in untreated controls (Figure 6A) or after anti-CD3
antibody (Figure 6A) or anti-CD3/anti-CD28 bead treat-
ment (Figure 6A). Higher resolution fluorescence confocal
imaging of these clusters showed single T cells (CFSE red)
surrounded by multiple CLL cells (CFSE green) (Figure 6C).
Computer-generated three-dimensional reconstruction of
these clusters revealed one T cell closely interacting in a
centralized position with 11 CLL cells (Figure 6D). These
data suggest that the efficacy of blinatumomab against CLL
cells in vitro is related to its capacity both to activate T cells
and to force conjugation with CLL cells. 

Discussion

Many studies have identified that T-cell numbers and
function are altered in CLL.16,19,22-25 The precise role that dif-
ferent T-cell subsets play in the immunodeficiency of CLL
remains undetermined but functional studies have identi-
fied defects in immune synapse formation, co-
stimulatory/accessory molecule expression and cytokine
release.15-17 Despite these problems, several T-cell-based
therapeutic strategies have been tried in CLL including
adoptive transfer of anti-CD3/anti-CD28 activated T cells,26
T cells expressing chimeric antigen receptors, and vaccine
therapy with dendritic cells pulsed with CLL-cell lysates.27-29
The potential power of T cells to mediate therapeutic
responses in CLL was demonstrated in a recent study using
adoptive transfer of gene-modified (CD19 chimeric antigen
receptor and 4-1BB) T cells.28 Complete remission was
demonstrated for a single patient, although this required

prior leukapheresis and lymphodepleting chemotherapy.
The combination of profound T-cell dysregulation in CLL
and the technical challenges involved in adoptive
therapy/genetic modification approaches have limited the
widespread clinical application of immunotherapy.   
In this study we collected detailed in vitro evidence that

the bi-specific antibody blinatumomab, directed against
CD3 and CD19, can activate and induce the proliferation of
T cells from CLL patients in situ. By several criteria (Ki67
expression, cytokine secretion, cytotoxic granule forma-
tion), blinatumomab appeared to have comparable potency
to anti-CD3/anti-CD28 beads in activating functional T
cells. Our study showed that there was preferential expan-
sion of an EM phenotype in both the CD4+ and CD8+ T-cell
compartments, a phenomenon previously reported in NHL
patients treated with blinatumomab.13 Both CD4+ and CD8+
T cells had increased intracellular expression of granzyme B
and the degranulation marker surface CD107. This suggests
that both T-cell subsets can be redirected to become
cytolytic against CLL cells in the presence of blinatu-
momab. Although cytotoxic CD4+ T cells are relatively rare
in healthy subjects,30 an expanded population of CD4+ per-
forin+ T-cells with an EM phenotype has been described in
CLL patients.31
Our study used 3- or 7-day cultures of PBMC treated

with blinatumomab. While these assays allowed the inves-
tigation of the activating effects of blinatumomab on T
cells, it is possible that our assays may have missed the
rapid killing of CLL cells (within 4-24 hours) that has been
demonstrated by previous studies.32,33 This direct cytotoxic-
ity did not require activation or proliferation of T cells, and
involved caspase activation.33 However even with the
reported rapid effects of blinatumomab, we were able to
show significant cytotoxicity against CLL cells at day 7 in
the majority of patients tested. 
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Figure 5. Blinatumomab increases the expres-
sion and release of cytotoxic granules from CLL
patients’ T cells. T cells from CLL PBMC cul-
tured in the presence or absence of blinatu-
momab (10 ng/mL) were stained for intracel-
lular granzyme B and surface CD107 expres-
sion. The percentages of granzyme B or
granzyme B and CD107 expressing CD4+ (A-B)
and CD8+ (C-D) T cells after 3 days in culture
were measured. The means of each group are
shown (n=4). UNT=untreated, BiTE®= blinatu-
momab (10 ng/mL), CD3CD28=CD3CD28
beads.
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It is not clear whether the in vivo efficacy of blinatu-
momab13 can be explained solely by the rapid tumor cell
killing mechanisms demonstrated in vitro.32,33 In the land-
mark study by Bargou et al. there were four complete
responses in NHL patients after blinatumomab treatment.13
These responses to blinatumomab were, however, variable;
in two patients the tumor cells were not completely elimi-
nated from the blood until day 24-30 of treatment (contin-
uous infusion with blinatumomab), and in one of the
patients approximately 10% annexin V+ B cells could still be
detected at day 24.13 Blinatumomab-induced CD8+ EM
counts appeared to peak between days 7 and 18, with acti-
vated T cells peaking on day 18.13 These results suggest that
for some NHL patients, complete elimination of tumor cells
from the blood requires the activation and expansion of
effector CD8+ T cells. For CLL, this might be most relevant
for patients undergoing lymphodepleting chemotherapy,
who will have low T-cell numbers after therapy. The rapid
mode of killing induced by blinatumomab may be ineffec-
tive in these cases.32 In our assay system, which measured
the activation and expansion of T cells, the numbers of T
cells were important; there was an inverse correlation
between change in percent CLL cell numbers and change in
CD4 and CD8 T-cell number (Online Supplementary Figure
S1). Thus blinatumomab may have at least two modes of
action in vivo and our study represents the first detailed char-

acterization of T cells potentially involved in the second,
slower mode of action.
We showed that an anti-CD3 antibody could also induce

proliferation of T cells, but in contrast to blinatumomab
caused an increase in CLL cell survival (P=0.02). This result
is surprising given the poor survival of CLL cells in culture,
but it is not unprecedented; Patten et al.34 demonstrated that
stimulation of T cells with anti-CD3/anti-CD28 beads
increased the viability of CLL cells in vitro. In keeping with
these findings, we showed that activation of T cells in
PBMC cultures with anti-CD3/anti-CD28 beads led to the
release of pro-inflammatory mediators including IFN-g,
TNF-α and IL-8, which are known to promote the survival
of CLL cells in vitro.35-37 Although similar cytokine release pro-
files were seen after blinatumomab treatment, in this sce-
nario it was associated with significantly reduced survival of
CLL cells. Our data do, therefore, suggest that T-cell activa-
tion and pro-inflammatory cytokine release are insufficient
to induce CLL cell death. Rather, the T cell:CLL cell conjuga-
tion mediated by blinatumomab is a critical additional step
in promoting the redirected secretion of cytotoxic molecules
towards the surface of the tumor cell and ultimately CLL cell
death. Although detailed investigation of immunological
synapses was not performed in this study, it was possible
that the bridging effect of blinatumomab was able to bypass
the defects in immune synapse formation previously report-
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Figure 6. Visualization of CLL and T-cell
clustering in the presence of blinatu-
momab.  (A) CLL PBMC were incubated
in culture for 12 h in the presence of
BiTE® (10/100 ng/mL), and agonist
anti-CD3 antibody (27 or 277 ng/mL) or
CD3CD28 beads. T cells and CLL cells
were stained with CFSE (red and green)
and visualized after incubation for 12 h
in the presence or absence of blinatu-
momab. (B) Cell cluster formations in
cultures treated with blinatumomab
(100 ng/mL). (C) Visualization of CLL
cells (green) and a T cell (red) in a cluster
by confocal microscopy. (D) Three-
dimensional reconstruction of a cluster
using Imaris imaging software; T cell
(red) and CLL cells (green).
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ed for CLL cells.16 Our findings have potentially important
implications for adoptive immunotherapy of CLL because
they suggest that transferred T cells activated by anti-
CD3/anti-CD28 or other polyclonal stimuli may not be
effective without forced conjugation between T cells and
CLL cells. It is also possible that blinatumomab could have
an effect on tumor-specific T cells, by enhancing immune
synapse formation between T cells and CLL cells with sub-
optimal antigen presentation capacity.16
The efficacy of blinatumomab in our PBMC cultures is all

the more remarkable because CLL cells can outnumber T
cells by 40:1, creating very low effector:target ratios. Despite
this, blinatumomab induced the formation of T-cell:CLL-cell
conjugates analogous to those seen in conventional CTL:tar-
get interactions.38 Importantly, this effect was not seen in cul-
tures treated with an anti-CD3 antibody or anti-CD3/anti-
CD28 beads, suggesting that the bi-specific nature of blina-
tumomab is crucial for the T-cell/tumor-cell conjugate for-
mation and subsequent cytotoxicity of CLL cells. 
There is growing appreciation that conventional

chemotherapeutic agents have significantly less potency
against CLL cells found in microenvironmental niches.39,40
This is because microenvironmental signals, including inter-
actions between CLL cells and CD40L-expressing T cells,
stromal and nurse-like cells are known to increase the apop-
totic threshold of CLL cells.41,42 CD40-CD40L interactions
have been shown to augment the antigen-presenting capac-
ity of CLL cells due to increased surface expression of adhe-
sion molecules (CD54) and co-stimulatory molecules such
as CD80, CD86 and CD70 leading to CLL cell activation
and protection from fludarabine-mediated killing.18,43-45
Importantly, in this study we showed that CLL cells receiv-
ing activation signals through CD40-CD40L interactions in
a co-culture model system remained susceptible to blinatu-
momab-mediated killing. Indeed, it would appear that
increased expression of these molecules on the surface of
CLL cells may even augment blinatumomab-directed T-cell
activation and, ultimately, CLL cell killing (Online
Supplementary Figure S2). These findings are in agreement
with recent studies demonstrating the enhancing effect of
CD40 stimulation on cytotoxicity mediated by rituximab46
and GA10147 antibodies.  Five of the samples analyzed in
this study were derived from patients with relapsed or
refractory CLL with one patient also exhibiting a p53 dele-
tion. It is of considerable interest that there was no signifi-
cant reduction in the ability of blinatumomab to kill CLL

cells from these patients when compared to chemo-
immunotherapy naïve CLL cells (data not shown). These data
indicate that the mechanism of action of blinatumomab is
very different from that of other therapeutic agents and is
probably p53-independent. 
Our in vitro findings support a model in which blinatu-

momab promotes a forced conjugate between T cells and
CLL cells (Online Supplementary Figure S8). This is consistent
with previous studies on blinatumomab that have investi-
gated mechanisms of cytotoxicity against lymphoma cell
lines.48 Similar observations demonstrating the cytotoxic
effects of T-cell:CLL-cell conjugation have also been made
using HLA/peptide/CD20 antibody constructs.49 Since CLL
cells are required for T-cell activation by blinatumomab
(Online Supplementary Figure S7), it is likely that conjugate
formation is required at both the activation and effector
phases. We used confocal microscopy to generate a model
in which 11 CLL cells can cluster around a single T cell.
Moreover, we showed that T-cell activation is accompanied
by CLL-cell activation, and that may render the CLL cells
more susceptible to cytotoxicity. Importantly, the effector T
cells generated can kill CLL cells even in the presence of pro-
survival co-culture conditions.
In conclusion, blinatumomab has the ability to overcome

the immunodeficiency in CLL in situ without the necessity
to isolate the T cells from the tumor cells or to use gene
transfer technology. Furthermore, it induces antigen-inde-
pendent autologous T-cell activation in situ resulting in serial
T-cell-mediated CLL cell killing. Given the recent reports of
impressive clinical activity of blinatumomab in other B-cell
neoplasms,13,14,50 our data strongly support the clinical devel-
opment of blinatumomab as a therapeutic agent in CLL.

Acknowledgments
The authors would like to thank Sharon Dewitt for technical

assistance with confocal microscopy and Amgen for providing the
blinatumomab. This research was supported by Cancer Research
Wales and Leukaemia and Lymphoma Research. CP is also sup-
ported by the National Institute for Social Care and Health
Research (NISCHR) through the Cancer Genetics Biomedical
Research Unit.

Authorship and Disclosures
Information on authorship, contributions, and financial & other

disclosures was provided by the authors and is available with the
online version of this article at www.haematologica.org.

Efficacy of blinatumomab on primary CLL cells 

haematologica | 2013; 98(12) 1937

References

1. Stevenson FK, Caligaris-Cappio F. Chronic
lymphocytic leukemia: revelations from the
B-cell receptor. Blood. 2004;103(10):4389-95. 

2. Ghia P, Ferreri AM, Caligaris-Cappio F.
Chronic lymphocytic leukemia. Crit Rev
Oncol Hematol. 2007;64(3):234-46.

3. Dreger P. Allotransplantation for chronic
lymphocytic leukemia. Hematology Am Soc
Hematol Educ Program. 2009:602-9.

4. Alinari L, Lapalombella R, Andritsos L,
Baiocchi RA, Lin TS, Byrd JC. Alemtuzumab
(Campath-1H) in the treatment of chronic
lymphocytic leukemia. Oncogene. 2007;26
(25):3644-53. 

5. Hainsworth JD, Litchy S, Barton JH,
Houston GA, Hermann RC, Bradof JE, et al.

Single-agent rituximab as first-line and
maintenance treatment for patients with
chronic lymphocytic leukemia or small lym-
phocytic lymphoma: a phase II trial of the
Minnie Pearl Cancer Research Network. J
Clin Oncol. 2003;21(9):1746-51.

6. Hallek M, Fischer K, Fingerle-Rowson G,
Fink AM, Busch R, Mayer J, et al. Addition
of rituximab to fludarabine and cyclophos-
phamide in patients with chronic lympho-
cytic leukaemia: a randomised, open-label,
phase 3 trial. Lancet. 2010;376(9747):1164-
74. 

7. Robak T, Dmoszynska A, Solal-Celigny P,
Warzocha K, Loscertales J, Catalano J, et al.
Rituximab plus fludarabine and cyclophos-
phamide prolongs progression-free survival
compared with fludarabine and cyclophos-
phamide alone in previously treated chronic

lymphocytic leukemia. J Clin Oncol. 2010;
28(10):1756-65.

8. Lozanski G, Heerema NA, Flinn IW, Smith
L, Harbison J, Webb J, et al. Alemtuzumab is
an effective therapy for chronic lymphocytic
leukemia with p53 mutations and deletions.
Blood. 2004;103(9):3278-81. 

9. Elter T, Borchmann P, Schulz H, Reiser M,
Trelle S, Schnell R, et al. Fludarabine in com-
bination with alemtuzumab is effective and
feasible in patients with relapsed or refracto-
ry B-cell chronic lymphocytic leukemia:
results of a phase II trial. J Clin Oncol.
2005;23(28):7024-31.

10. Winkler D, Dohner H, Stilgenbauer S.
Genetics, gene expression, and targeted
therapies in chronic lymphocytic leukemia.
Curr Drug Targets. 2006;7(10):1313-27. 

11. Baeuerle PA, Reinhardt C. Bispecific T-cell

©Ferr
ata

 S
tor

ti F
ou

nd
ati

on
  2

01
3



engaging antibodies for cancer therapy.
Cancer Res. 2009;69(19509221):4941-4. 

12. Topp MS, Kufer P, Gokbuget N, Goebeler M,
Klinger M, Neumann S, et al. Targeted ther-
apy with the T-cell-engaging antibody blina-
tumomab of chemotherapy-refractory mini-
mal residual disease in B-lineage acute lym-
phoblastic leukemia patients results in high
response rate and prolonged leukemia-free
survival. J Clin Oncol. 2011;29(18):2493-8.

13. Bargou R, Leo E, Zugmaier G, Klinger M,
Goebeler M, Knop S, et al. Tumor regression
in cancer patients by very low doses of a T
cell-engaging antibody. Science. 2008;321
(5891):974-7. 

14. Viardot A, Goebeler, M, Noppeney R, Krause
SW, Kallert S, Ferstl B, et al. Blinatumomab
monotherapy shows efficacy in patients
with relapsed diffuse large B cell lymphoma.
American Society of Hematology meeting
2011, Abstract 1637; 2011.

15. Porakishvili N, Roschupkina T, Kalber T,
Jewell AP, Patterson K, Yong K, et al.
Expansion of CD4+ T cells with a cytotoxic
phenotype in patients with B-chronic lym-
phocytic leukaemia (B-CLL). Clin Exp
Immunol. 2001;126(1):29-36. 

16. Ramsay AG, Johnson AJ, Lee AM, Gorgün
G, Le Dieu R, Blum W, et al. Chronic lym-
phocytic leukemia T cells show impaired
immunological synapse formation that can
be reversed with an immunomodulating
drug. J Clin Invest. 2008;118(7):2427-37.

17. Christopoulos P, Pfeifer D, Bartholomé K,
Follo M, Timmer J, Fisch P, et al. Definition
and characterization of the systemic T-cell
dysregulation in untreated indolent B-cell
lymphoma and very early CLL. Blood.
2011;117(14):3836-46. 

18. Kitada S, Zapata JM, Andreeff M, Reed JC.
Bryostatin and CD40-ligand enhance apop-
tosis resistance and induce expression of cell
survival genes in B-cell chronic lymphocytic
leukaemia. Br J Haematol. 1999;106(4):995-
1004. 

19. Cuni S, Perez-Aciego P, Perez-Chacon G,
Vargas JA, Sanchez A, Martin-Saavedra FM,
et al. A sustained activation of PI3K/NF-
kappaB pathway is critical for the survival of
chronic lymphocytic leukemia B cells.
Leukemia. 2004;18(8):1391-00. 

20. Vogler M, Butterworth M, Majid A,
Walewska RJ, Sun X-M, Dyer MJS, et al.
Concurrent up-regulation of BCL-XL and
BCL2A1 induces approximately 1000-fold
resistance to ABT-737 in chronic lymphocyt-
ic leukemia. Blood. 2009;113(18):4403-13. 

21. Hamilton E, Pearce L, Morgan L, Robinson
S, Ware V, Brennan P, et al. Mimicking the
tumour microenvironment: three different
co-culture systems induce a similar pheno-
type but distinct proliferative signals in pri-
mary chronic lymphocytic leukaemia cells.
Br J Haematol. 2012;158(5):589-99. 

22. Beyer M, Kochanek M, Darabi K, Popov A,
Jensen M, Endl E, et al. Reduced frequencies
and suppressive function of CD4+CD25hi
regulatory T cells in patients with chronic
lymphocytic leukemia after therapy with
fludarabine. Blood. 2005;106(6):2018-25. 

23. Scrivener S, Goddard RV, Kaminski ER,
Prentice AG. Abnormal T-cell function in B-
cell chronic lymphocytic leukaemia. Leuk
Lymphoma. 2003;44(3):383-9. 

24. D'Arena G, Laurenti L, Minervini MM,
Deaglio S, Bonello L, De Martino L, et al.

Regulatory T-cell number is increased in
chronic lymphocytic leukemia patients and
correlates with progressive disease. Leuk
Res. 2011;35(3):363-8. 

25. Nunes C, Wong R, Mason M, Fegan C, Man
S, Pepper C. Expansion of a CD8+PD-1+
replicative senescence phenotype in early
stage CLL patients is associated with invert-
ed CD4:CD8 ratios and disease progression.
Clin Cancer Res. 2012;18(3): 678-87. 

26. Porter DL, Levine BL, Bunin N, Stadtmauer
EA, Luger SM, Goldstein S, et al. A phase 1
trial of donor lymphocyte infusions expand-
ed and activated ex vivo via CD3/CD28 cos-
timulation. Blood. 2006;107(4):1325-31. 

27. Hus I, Roliński J, Tabarkiewicz J, Wojas K,
Bojarska-Junak A, Greiner J, et al. Allogeneic
dendritic cells pulsed with tumor lysates or
apoptotic bodies as immunotherapy for
patients with early-stage B-cell chronic lym-
phocytic leukemia. Leukemia. 2005;19(9):
1621-7. 

28. Porter DL, Levine BL, Kalos M, Bagg A, June
CH. Chimeric antigen receptor-modified T
cells in chronic lymphoid leukemia. N Engl J
Med. 2011;365(8):725-33.

29. Foster AE, Brenner MK, Dotti G. Adoptive
T-cell immunotherapy of chronic lympho-
cytic leukaemia. Best Pract Res Clin
Haematol. 2008;21(3):375-89. 

30. Man S, Lechler RI, Batchelor JR, Sharrock
CE. Individual variation in the frequency of
HLA class II-specific cytotoxic T lympho-
cyte precursors. Eur J Immunol. 1990;20
(4):847-54. 

31. Walton JA, Lydyard PM, Nathwani A,
Emery V, Akbar A, Glennie MJ, et al.
Patients with B cell chronic lymphocytic
leukaemia have an expanded population of
CD4 perforin expressing T cells enriched for
human cytomegalovirus specificity and an
effector-memory phenotype. Br J Haematol.
2010;148(2):274-84. 

32. Löffler A, Gruen M, Wuchter C, Schriever F,
Kufer P, Dreier T, et al. Efficient elimination
of chronic lymphocytic leukaemia B cells by
autologous T cells with a bispecific anti-
CD19/anti-CD3 single-chain antibody con-
struct. Leukemia. 2003;17(5):900-9. 

33. d’Argouges S, Wissing S, Brandl C, Prang N,
Lutterbuese R, Kozhich A, et al.
Combination of rituximab with blinatu-
momab (MT103/MEDI-538), a T cell-engag-
ing CD19-/CD3-bispecific antibody, for
highly efficient lysis of human B lymphoma
cells. Leuk Res. 2009;33(3):465-73. 

34. Patten P, Devereux S, Buggins A, Bonyhadi
M, Frohlich M, Berenson RJ. Effect of
CD3/CD28 bead-activated and expanded T
cells on leukemic B cells in chronic lympho-
cytic leukemia. J Immunol. 2005;174(11):
6562-3. 

35. Buschle M, Campana D, Carding SR,
Richard C, Hoffbrand AV, Brenner MK.
Interferon gamma inhibits apoptotic cell
death in B cell chronic lymphocytic
leukemia. J Exp Med. 1993;177(1):213-8. 

36. di Celle PF, Carbone A, Marchis D, Zhou D,
Sozzani S, Zupo S, et al. Cytokine gene
expression in B-cell chronic lymphocytic
leukemia: evidence of constitutive inter-
leukin-8 (IL-8) mRNA expression and secre-
tion of biologically active IL-8 protein.
Blood. 1994;84(1):220-8. 

37. Bojarska-Junak A, Rolinski J, Wasik-
Szczepaneko E, Kaluzny Z, Dmoszynska A.

Intracellular tumor necrosis factor produc-
tion by T- and B-cells in B-cell chronic lym-
phocytic leukemia. Haematologica. 2002;87
(5):490-9. 

38. Offner S, Hofmeister R, Romaniuk A, Kufer
P, Baeuerle PA. Induction of regular cytolytic
T cell synapses by bispecific single-chain
antibody constructs on MHC class I-nega-
tive tumor cells. Mol Immunol.  2006;43(6):
763-71. 

39. Munk Pedersen I, Reed J.
Microenvironmental interactions and sur-
vival of CLL B-cells. Leuk Lymphoma.
2004;45(12):2365-72.

40. Buchner M, Brantner P, Stickel N, Prinz G,
Burger M, Bar C, et al. The microenviron-
ment differentially impairs passive and
active immunotherapy in chronic lympho-
cytic leukaemia - CXCR4 antagonists as
potential adjuvants for monoclonal antibod-
ies. Br J Haematol. 2010;151(2):167-78. 

41. Burger JA, Tsukada N, Burger M, Zvaifler NJ,
Dell'Aquila M, Kipps TJ. Blood-derived
nurse-like cells protect chronic lymphocytic
leukemia B cells from spontaneous apopto-
sis through stromal cell-derived factor-1.
Blood. 2000;96(8):2655-63. 

42. Plander M, Seegers S, Ugocsai P, Diermeier-
Daucher S, Ivanyi J, Schmitz G, et al.
Different proliferative and survival capacity
of CLL-cells in a newly established in vitro
model for pseudofollicles. Leukemia.
2009;23(11):2118-28. 

43. Ranheim EA, Kipps TJ. Activated T cells
induce expression of B7/BB1 on normal or
leukemic B cells through a CD40-dependent
signal. J Exp Med. 1993;177(4):925-35. 

44. Wang D, Freeman GJ, Levine H, Ritz J,
Robertson MJ. Role of the CD40 and CD95
(APO-1/Fas) antigens in the apoptosis of
human B-cell malignancies. Br J Haematol.
1997;97(2):409-17. 

45. Romano MF, Lamberti A, Tassone P, Alfinito
F, Costantini S, Chiurazzi F, et al. Triggering
of CD40 antigen inhibits fludarabine-
induced apoptosis in B chronic lymphocytic
leukemia cells. Blood. 1998;92(3):990-5. 

46. Jak M, van Bochove GGW, van Lier RAW,
Eldering E, van Oers MHJ. CD40 stimulation
sensitizes CLL cells to rituximab-induced
cell death. Leukemia. 2011;25(6): 968-78. 

47. Jak M, van Bochove GGW, Reits EA,
Kallemeijn WW, Tromp JM, Umana P, et al.
CD40 stimulation sensitizes CLL cells to
lysosomal cell death induction by type II
anti-CD20 mAb GA101. Blood. 2011;118
(19):5178-88. 

48. Hoffmann P, Hofmeister R, Brischwein K,
Brandl C, Crommer S, Bargou R, et al. Serial
killing of tumor cells by cytotoxic T cells
redirected with a CD19-/CD3-bispecific sin-
gle-chain antibody construct. Int J Cancer.
2005;115(1):98-104. 

49. Mous R, Savage P, Eldering E, Teeling P, van
Oers MH, van Lier RA. Adequate synapse
formation between leukemic B cells and
effector T cells following stimulation with
artificial TCR ligands. Leuk Lymphoma.
2008;49(8):1592-602. 

50. Klinger M, Brandl C, Zugmaier G, Hijazi Y,
Bargou RC, Topp MS, et al.
Immunopharmacologic response of patients
with B-lineage acute lymphoblastic leukemia
to continuous infusion of T cell-engaging
CD19/CD3-bispecific BiTE antibody blina-
tumomab. Blood. 2012;119(26): 6226-33. 

R. Wong et al.

1938 haematologica | 2013; 98(12)

©Ferr
ata

 S
tor

ti F
ou

nd
ati

on
  2

01
3




