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Abstract: Immune responses directed against clotting factor FVIII (FVIII) seriously
complicate treatments for patients with hemophilia A. This response can manifest in
congenital hemophilia A patients who generate inhibitor antibodies that bind and inactivate
―transplanted‖ replacement FVIII, as well as in acquired hemophiliacs, whose immune
systems have lost tolerance to self-FVIII. Regardless of the mechanism by which
production of anti-FVIII inhibitor antibody is triggered, the maintenance of this deleterious
response in both congenital and acquired hemophiliacs likely relies upon FVIII specific
memory B cells. In this review, the similarities and differences in the kinetics, specificities,
and subclasses of antibodies produced in response to allo- and auto-FVIII is outlined. A
brief description of the immune cell interactions that contribute to maintenance of antibody
response, focusing on development of memory B cells and/or long lived plasma cells is
also presented. As current treatments for inhibitor antibodies are not successful in all
patients, a better understanding of the functions and persistence of memory B cells specific
for FVIII is required. Herein, both clinical and experimental data regarding the effects of
immune tolerance induction on memory B cell subpopulations is discussed. Finally, the
outcomes of B cell-specific depletion via rituximab in hemophilia and other autoimmune
diseases are discussed to highlight insights into the subpopulations of memory B cells that
contribute to the development and maintenance of successful tolerance to FVIII.
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1. Introduction
While acquired immunity is necessary for human heath, autoimmune response against self antigens
represents a significant medical problem. In the case of hemophilia, intriguing comparisons can be
made between patients with congenital hemophilia A, who generate an acquired immune response
against ―transplanted‖ replacement FVIII, and acquired hemophiliacs, whose immune systems have
lost central tolerance to self FVIII antigen. The outcome in both instances is the production of
functionally inhibitory anti-FVIII antibody which complicates treatment of the disease. The
development and maintenance of the B cell response in these patient populations may represent vastly
different responses to the same antigen.
2. Congenital Hemophilia A vs. Acquired Hemophilia
A mutation or a deletion in the region of the X chromosome that encodes clotting factor VIII
(FVIII) results in congenital, or inherited, hemophilia A (HA), which has a prevalence of 1–5,000 male
births. Patients afflicted with severe hemophilia (<1% FVIII activity) suffer from spontaneous muscle
and joint bleeding leading to the crippling effects of hemophilic arthropathy. Without FVIII treatment,
the life expectancy for a severe hemophiliac is ~20 years. Unfortunately, treatment with therapeutic
FVIII often results in ―non-self‖ recognition of this protein by the immune system, culminating in the
formation of pathogenic anti-FVIII inhibitor antibodies (Abs) capable of neutralizing FVIII in
approximately 30% of patients. Subsequent bleeding episodes are difficult to manage and result in
significant mortality and morbidity, a reduction in quality of life, and a significant financial burden
averaging nearly $900,000/patient/year [1].
Acquired hemophilia is the manifestation of an autoimmune response generated against self-FVIII.
Despite its low rate of occurrence (prevalence of 1:1.5 million/year), it is a remarkably damaging
disease, with reported mortality between 6%–22% and an estimated cost of ~$30,000/resolved
bleed/patient. In contrast to congenital HA, which affects pediatric patients, inhibitor antibody in
acquired hemophilia is associated with an aged patient population. In approximately 50% of patients
with acquired hemophilia a specific co-morbidity (autoimmune disease, malignancy, pregnancy) can
be identified. The remainder develops spontaneous, idiopathic inhibitors.
3. FVIII Structure, Function, and Inhibition
FVIII, a co-factor for activated FIX in the intrinsic coagulation pathway, can be synthesized in
multiple cell types, including PBMC [2], but is secreted primarily by sinusoidal endothelial cells of the
liver as a heterodimer. It consists of a ~200 kDa heavy chain (comprised of the A1, A2, and B
domains) and an 80 kDa light chain (made up of the A3, C1, and C2 domains). Epitope mapping of
anti-FVIII antibody specificity has been performed for Abs isolated from congenital HA patients as
well as acquired hemophilia patients. In both patient populations, the majority of inhibitor Abs bind to
the A2, A3, and C2 domains. Anti-C2 Abs inhibit binding to phospholipid and VWF, shortening the
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half-life of FVIII in circulation. Anti- A2 and A3 domain antibodies interfere with FIXa and FX
binding, which prevents the assembly of the factor Xase complex, resulting in inadequate generation of
thrombin [3–11].
4. Characteristics of Allo- and Auto-Antibody Response to FVIII
Allo-immune response to FVIII is most likely to develop in pediatric patients within 12–20 FVIII
treatments [12]. The majority of patients with severe inhibitors develop a polyclonal response
consisting of primarily IgG1 and IgG4 subclasses of antibody that inactivate FVIII via a type I pattern
with linear, second order kinetics [10]. A recent study using sensitive surface plasmon resonance
(SPR) to investigate subclass specific binding to FVIII demonstrated that early anti-FVIII immune
response in AH patients is characterized by primarily IgG1 while the IgG4 subtype is produced later,
suggesting the gradual development of a polyclonal response caused by repeated doses of antigen over
time [13]. Interestingly, epitope specificity does not appear to correlate with specific isotypes, rather, it
has been suggested that IgG class switching occurs after epitope specificity is determined [13,14].
The kinetics of the development of the autoimmune antibody response to FVIII are less well
understood, as studies of FVIII specific inhibitors in patients can only be undertaken once the
hemophilia phenotype is presented. In contrast to binding kinetics observed for FVIII inhibitors in HA
patients, autoimmune inhibitors have been found to rapidly neutralize FVIII procoagulant activity
following non-linear linear type II kinetics [15]. This physiolology appears to affect the manifestation
of the disease—in contrast to hemarthrosis commonly observed in congenital hemophilia A patients
with inhibitors, patients with acquired hemophilia usually present with soft tissue and mucosal bleeds.
Despite the difference in pathological outcome, anti-FVIII auto-antibodies isolated from patients with
acquired hemophilia appear to be remarkably similar to allo-antibodies directed against FVIII. The
polyclonal response is also characterized by IgG1 and IgG4 subclasses, and these share the same
epitopes as anti FVIII allo-antibodies [13,16,17]. It has been suggested that the differences in FVIII
binding kinetics and the manifestation of bleeding might be related to a preponderance of antibody
specific for one FVIII epitope, rather than the mix of many epitopes observed in patients with congenital
hemophilia that develop inhibitors [13,16]. It is also possible that a much larger plasma cell population
exists in patients with acquired hemophilia. Indeed, it has been demonstrated in models of other
autoimmune disorders that a large number of antibody secreting cells can develop very rapidly [18–22].
5. Anti-FVIII Antibody Response—A Break in Tolerance
B cell differentiation into antibody-secreting plasma cells is dependent upon their capacity to
activate in response to recognition of foreign antigens while avoiding reactivity to self. This relies on
both central and peripheral tolerance (for more in-depth descriptions of these concepts, the reader is
directed to recent excellent reviews [23–25]). As mutations in the F8 gene result in production of
incomplete FVIII protein it is reasonable to assume that FVIII-reactive B cells escape deletion or
receptor-editing in the bone marrow of congenital hemophilia patients, a failure of central tolerance.
Indeed, the severity of the F8 gene mutation has the greatest influence on a patient’s risk for
developing inhibitors. Patients with large deletions, nonsense mutations, and chromosomal inversions
have the highest incidence of severe inhibitor formation [26]. Further experimental evidence for the
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necessity of FVIII expression during lymphocyte development was provided by gene therapy studies
in animal models that showed that stable expression of FVIII protein in thymus or bone marrow
correlated with tolerance to FVIII [27,28]. Thus, it is likely that an existing population of
FVIII-reactive B and T cells exists in congenital hemophilia patients, and these cells recognize injected
therapeutic FVIII as ―non-self‖. In contrast, the development of the antibody response in acquired
hemophilia likely represents a failure to maintain peripheral tolerance to endogenous FVIII in the
mature lymphocyte population. Lymphocytes reactive to self FVIII survive in the periphery and are
not maintained in an anergic state due to a breakdown in immune suppressive mechanisms.
6. Development of Inhibitor Antibodies
Development of inhibitor antibody in congenital hemophilia patients receiving therapy most likely
occurs via generation of an adaptive T cell dependent immune response. Recombinant FVIII is
injected, circulates through the blood, and is taken up into the lymphatic tissue of the spleen. In a
FVIII-deficient HA mouse model, radiolabeled human FVIII has been detected in spleen as early
as 10 minutes post-injection where it co-localizes with antigen-presenting cells (APC) in the marginal
zone (MZ) within 30 minutes [29]. APC presentation of FVIII together with the up-regulation of
co-stimulatory molecules then activates CD4+ T helper cells that, in turn, migrate to the edge of the
splenic follicle to provide help to B cells. Differentiation into plasma cells then occurs in the germinal
center, and FVIII specific antibody is secreted. The importance of CD4+ T cell help in this process has
been demonstrated by the finding that blockade of CD4+ T cell co-stimulatory molecules such as
ICOS and CD40 ligand (CD40L) reduces inhibitor antibody and allowed the restoration of FVIII
activity [30–35]. Clinical evidence supporting a necessary role for T cell help was provided by the
finding that low CD4 cell counts in Human Immunodeficiency Virus infected hemophiliacs correlated
with the disappearance of FVIII inhibitor antibodies [36].
In acquired hemophilia, the pathway to production of inhibitor antibody is less clear. Studies of
antibodies isolated from humans, as well as from humanized SCID mice, have demonstrated that
anti-FVIII IgG antibody is produced at low levels in healthy subjects [37,38]. However, this antibody
is not inhibitory, perhaps because of the presence of regulatory anti-idiotype Abs in normal conditions
(reviewed in [39]). Additionally, CD4+ T cells isolated from healthy human subjects are capable of
short-term proliferation when cultured with FVIII [40]. Hence, a break in the mechanisms of
peripheral tolerance and stimulation of pre-existing B cell populations producing anti-FVIII Abs may
trigger the autoimmune response to FVIII. In acquired inhibitor patients who are also afflicted with
autoimmune disorders, such as lupus, the T and B cell activation that occurs during the response to
nuclear antigens may also stimulate pre-existing FVIII-specific B and T cell activation. Similarly,
alterations in B cell signaling in blood cancers might also allow for the survival B cell clones reactive
to self-FVIII [41]. However, these explanations do not account for the mechanisms that drive
idiopathic acquired hemophilia production. Regardless of the trigger, the development of plasma cells
secreting FVIII-specific autoantibody is likely to share characteristics with other autoimmune
disorders. Studies in mouse models of lupus and rheumatoid arthritis have demonstrated that
autoantibody may be secreted by short-lived plasmablasts that develop independent of germinal
centers [18,19,42] Extrafollicular T-independent, hypermutated autoantibody responses may also
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develop via TLR stimulation [20–22]. Therefore, it is likely that the plasma cells that secrete
autoantibody directed against FVIII in acquired hemophilia patients utilize very different signaling
pathways and this may account for some of the differences in antibody kinetics as described earlier.
7. Role of Memory B Cells in Inhibitor Production
Inhibitor antibodies are secreted by plasma cells found in spleen and bone marrow [43], however, it
is unknown if these cells are an example of ―long-lived‖ plasma cells maintained in bone marrow or if
they are steadily generated from a pool of FVIII-specific memory B cells, which differentiate into
short-lived plasma cells [44]. Evidence for the former was provided by a study in the mouse
identifying plasma cells secreting anti-FVIII antibody at 22 weeks post FVIII immunization [43]. On
the other hand, low level chronic antigen exposure appears to encourage development of short-lived
plasma cells in spleen [45]. Most HA patients on prophylactic therapy receive continuous low dose
FVIII injections (25–40 IU/kg injections 3×/week), therefore, this might favor development of memory
B cells that can transition to short-lived plasma cells in the spleen following exposure to FVIII. Indeed,
it has been determined that 0.07%–0.35% of circulating memory B cells isolated from peripheral blood
of HA patients are capable of differentiating into plasma cells upon re-exposure to FVIII [46,47].
Multiple reports have demonstrated a critical role for CD4+ T cell help in this process [30–36,47].
On the other hand, recent experimental evidence suggests that T-independent activation of memory B
cells specific for FVIII can occur by co-stimulation of TLR 9 or TLR 7 in the presence of dendritic
cells [48,49]. As MZ B cells can respond to antigen via both T-dependent and T-independent
mechanisms (reviewed in [50]), it is intriguing to speculate that this population may play an important
role in maintenance of inhibitor antibody response in both congenital hemophilia patients and
acquired hemophiliacs.
The role of memory B cells in the maintenance of pathogenic antibody production in acquired
hemophilia patients is currently unknown. However, there is both experimental and clinical evidence
that long-lived memory B cells do indeed develop in autoimmunity [51–53]. These cells appear to
share the defining characteristics of memory B cells, in that they require T cell help to form, remain in
a resting state in the absence of antigen, and can rapidly differentiate into antibody secreting cells upon
re-challenge [51]. If such a population of FVIII-specific memory B cells exists in acquired hemophilia,
it might be responsible for the relapses following treatment observed in some patients.
8. Clinical Treatments for Inhibitor Antibodies
The most effective method to ablate high titer inhibitor antibodies in congenital HA patients is
immune tolerance induction (ITI). Though the use of one of several protocols in use worldwide,
tolerance to injected FVIII can be achieved by regular administration of FVIII (with or without
concomitant immunomodulation) over a period of months to greater than two years [54–57]. ITI has
been demonstrated to be successful in abating functional inhibitor antibodies, normalizing the half-life
of injected FVIII, and preventing bleeding episodes in approximately 80% of patients [56,57].
Due to the rapid rate of antibody binding to and inactivation of FVIII in acquired hemophilia
patients, ITI via high dose FVIII injection is usually ineffective. Instead, inhibitors are managed by
immunomodulatory therapies. The most commonly used are corticosteroids, used either as a single
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agent or in combination with azathioprine or cyclophosphamide. As relapse occurs in 10%–20%
of acquired hemophilia patients (ranging from one week to 11 months post-treatment), other
immunomodulatory agents have been added to steroid therapy in an attempt to improve outcome [58].
These agents include intravenous immunoglobulin, cyclosporine, and rituximab. Given the low
incidence of acquired hemophilia and associated co-morbidities, large scale clinical studies regarding
efficacy of these treatments have yet to be completed.
9. Effect of Tolerance Induction on Memory B Cells
FVIII specific memory B cells were not detectable in the majority of HA patients successfully
treated with ITI [46,59], suggesting that tolerance to FVIII results in depletion of this subset. In
support of this, data generated in the mouse model indicated that high concentrations of FVIII inhibit
FVIII-specific memory B cell differentiation into Ab-secreting plasma cells in culture, and this may be
due in part to induction of apoptosis [4]. Additionally, plasma from congenital HA patients that
undergo successful ITI contains anti-idiotypic antibodies that bind to FVIII recognition sites on
inhibitor antibodies. It is conceivable that these newly formed Abs might interact with the inhibitory
FcγRIIB to prevent B cell activation [12]. Finally, some evidence suggests that tolerance induction
restores a ―normal‖ balance of memory B cells. A recent report determined that the total population of
CD19+CD27+ peripheral memory B cells was reduced in HA patients with inhibitors compared to
healthy controls [60]. Importantly, restoration of this population correlated with successful response to
ITI [60], perhaps reflecting the re-establishment of ―normal‖ memory B cells. Interestingly, non-class
switched IgD+ B cells were prevalent among the remaining memory B cells in patients with inhibitors.
Whether these cells are capable of responding to FVIII is unknown, but it is intriguing to speculate that
the population of IgD+ memory cells in peripheral blood might represent a T-independent population
of memory B cells similar to those found in MZ of spleen.
10. Lessons from Anti-CD20 Therapy
Many treatment centers have added Rituximab (anti-CD20) [61] to tolerogenic protocols used in
acquired hemophilia in an effort to improve treatment efficacy. The anti-CD20 depletes both immature
and recirculating mature B cells, most likely through a combination of antibody-dependent cellular
cytotoxicity (ADCC), complement-mediated lysis, and/or by triggering apoptosis [62,63]. Rituximab
has been reported to improve treatment for acquired hemophilia when used in conjunction with
prednisone and/or cyclophosphamide [64], or when used as a second-line therapy to treat spontaneous
relapse [65]. Rituximab has also been added to ITI therapy to treat congenital hemophilia patients with
inhibitors. It has been suggested that rituximab treatment might establish tolerance faster than ITI
alone [66]. Given the heterogeneity of hemophilia patient populations and the variations in treatment
protocols, it is difficult to ascertain if treatment with rituximab is more effective than currently used
ITI therapies. However, mechanistic insights into the memory cell response to FVIII can be gained
from these studies.
Presumably, depletion of CD20+ cells results in the eventual exhaustion of the existing anti-FVIII
plasma cell population in spleen and bone marrow and allows for repopulation of B cells tolerant to
FVIII. Repopulation of the peripheral B cell population in patients with inhibitor antibody occurs
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within six months to one year post rituximab treatment [66,67]. Experimental evidence strongly
suggests this repopulation must occur concurrent with physiologically relevant levels of FVIII [68]. In
patients whose inhibitor returned following rituximab treatment, the newly synthesized antibodies
displayed changes in subclass distribution and epitope specificity compared to pre-rituximab
antibodies, suggesting that they were derived from B cells that repopulated the periphery postrituximab treatment, and not generated from an existing pool of long-lived plasma cells that escaped
deletion [13,14]. Hence, lack of a long-term response to rituximab might represent a failure to
re-establish peripheral tolerance to FVIII, rather than incomplete depletion of specific memory B cells.
Of note, an early report regarding the efficacy of rituximab treatment in patients with inhibitors
described its effects in a congenital hemophilia patient who had developed a concurrent anti-self FVIII
autoantibody. Rituximab treatment resulted in a very rapid decline in autoantibody within two weeks,
however, alloantibody production lingered for two months longer [69]. This result suggests that
rituximab treatment may in fact be more effective for acquired hemophilia, and also lends credence to
the idea that there are substantial differences in the development and maintenance of memory B cells
in congenital hemophilia patients with inhibitors vs. acquired hemophilia patients.
It should be noted that depletion of B cells by anti-CD20 appears to be dependent on microenvironment,
as splenic MZ B cells are more resistant to CD20 depletion [70]. Importantly this ―sparing‖ of MZ B
cells may be required to induce tolerance to FVIII following rituximab treatment [19]. Insight into this
possibility may be gleaned from studies of lupus patients treated with rituximab. As is the case in HA
patients with inhibitors, lupus patients also demonstrate varying lengths of disease regressions. An
overabundance of post germinal center memory B cell expansion at the expense of MZ B cells was
observed in patients with short disease remissions [71]. On the other hand, a predominance of
―transitional‖ B cells (identified by expression of CD24 and CD28) during the reconstitution period
was associated with patients who displayed prolonged disease remission. Other evidence indicates that
selective repopulation of a regulatory IL-10 secreting population of memory B cells may be required to
induce tolerance following rituximab therapy [72,73]. As comparative phenotyping of transitional,
memory, and naïve B cell subsets has yet to be conducted in either HA inhibitor patients or acquired
inhibitor patients, it remains to be determined which, if any, specific B cell subsets are required for
successful induction of tolerance to FVIII.
11. Conclusions
More investigation is required regarding the role of memory B cells in the maintenance of anti-FVIII
antibody responses. Substantial differences may exist between memory B cells that develop in
congenital hemophilia patients with inhibitors and those in acquired hemophilia. Specifically,
development of alloantibody to FVIII is T-dependent, and class-switching occurs in the germinal
center. The size of the resulting memory B cell pool is unknown, but it is clear that successful immune
tolerance requires the modification of these cells. In contrast, very little is known about memory B
cells in acquired hemophiliacs, but it seems likely that these cells develop in the extrafollicular
environment, and may rely less on T dependent response during their generation. They also appear to
be more susceptible to depletion with rituximab. Future therapies for inhibitor antibodies should take
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into account these possibilities, and further research may help to define specific survival signals that
may be targeted to increase the likelihood of success in tolerogenic therapy.
Acknowledgments
K.C.-S. was supported by the National Hemophilia Foundation Career Development Award.
Author Contributions
A.M.A. researched and wrote sections specific for anti-CD20 treatment, memory B cells, and
autoimmunity. C.K.H. researched and wrote sections specific for FVIII structure and function, ITI
therapy, and development of cellular immune response. K.C.-S. supervised research, contributed to
writing, and edited the manuscript.
Conflicts of Interest
The authors declare no conflict of interest.
References
1.
2.

3.
4.

5.
6.

7.

8.

Ullman, M.; Hoots, W.K. Assessing the costs for clinical care of patients with high-responding
factor VIII and IX inhibitors. Haemophilia 2006, 12 (Suppl. S6), 74–79; discussion 79–80.
Pandey, G.S.; Tseng, S.C.; Howard, T.E.; Sauna, Z.E. Detection of intracellular Factor VIII
protein in peripheral blood mononuclear cells by flow cytometry. Biomed Res. Int. 2013, 2013,
doi:10.1155/2013/793502.
Scandella, D.H. Properties of anti-factor VIII inhibitor antibodies in hemophilia A patients.
Semin. Thromb. Hemost. 2000, 26, 137–142.
Jacquemin, M.; Lavend’homme, R.; Benhida, A.; Vanzieleghem, B.; d’Oiron, R.; Lavergne, J.-M.;
Brackmann, H.H.; Schwaab, R.; VandenDriessche, T.; Chuah, M.K.; et al. A novel cause of
mild/moderate hemophilia A: Mutations scattered in the factor VIII C1 domain reduce factor VIII
binding to von Willebrand factor. Blood 2000, 96, 958–965.
Saenko, E.L.; Scandella, D. A mechanism for inhibition of factor VIII binding to phospholipid by
von Willebrand factor. J. Biol. Chem. 1995, 270, 13826–13833.
Fijnvandraat, K.; Celie, P.H.; Turenhout, E.A.; Jan, W.; van Mourik, J.A.; Mertens, K.; Peters,
M.; Voorberg, J. A human alloantibody interferes with binding of factor IXa to the factor VIII
light chain. Blood 1998, 91, 2347–2352.
Jacquemin, M.; Benhida, A.; Peerlinck, K.; Desqueper, B.; Vander Elst, L.; Lavend’homme, R.;
d’Oiron, R.; Schwaab, R.; Bakkus, M.; Thielemans, K.; et al. A human antibody directed to the
factor VIII C1 domain inhibits factor VIII cofactor activity and binding to von Willebrand factor.
Blood 2000, 95, 156–163.
Raut, S.; Villard, S.; Grailly, S.; Gilles, J.-G.; Granier, C.; Saint-Remy, J.-M.; Barrowcliffe, T.W.
Anti-heavy-chain monoclonal antibodies directed to the acidic regions of the factor VIII molecule
inhibit the binding of factor VIII to phospholipids and von Willebrand factor. Thromb. Haemost.
2003, 90, 385–397.

Antibodies 2014, 3
9.

10.

11.

12.

13.

14.

15.
16.

17.

18.

19.
20.

21.

200

Van den Brink, E.N.; Bril, W.S.; Turenhout, E.A.M.; Zuurveld, M.; Bovenschen, N.; Peters, M.;
Yee, T.T.; Mertens, K.; Lewis, D.A.; Ortel, T.L.; et al. Two classes of germline genes both
derived from the V(H)1 family direct the formation of human antibodies that recognize distinct
antigenic sites in the C2 domain of factor VIII. Blood 2002, 99, 2828–2834.
Jacquemin, M.G.; Desqueper, B.G.; Benhida, A.; Vander Elst, L.; Hoylaerts, M.F.; Bakkus, M.;
Thielemans, K.; Arnout, J.; Peerlinck, K.; Gilles, J.G.; et al. Mechanism and kinetics of factor
VIII inactivation: Study with an IgG4 monoclonal antibody derived from a hemophilia A patient
with inhibitor. Blood 1998, 92, 496–506.
Spiegel, P.C.; Jacquemin, M.; Saint-Remy, J.M.; Stoddard, B.L.; Pratt, K.P. Structure of a factor
VIII C2 domain-immunoglobulin G4kappa Fab complex: Identification of an inhibitory antibody
epitope on the surface of factor VIII. Blood 2001, 98, 13–19.
Kurnik, K.; Bidlingmaier, C.; Engl, W.; Chehadeh, H.; Reipert, B.; Auerswald, G. New early
prophylaxis regimen that avoids immunological danger signals can reduce FVIII inhibitor
development. Haemophilia 2010, 16, 256–262.
Lewis, K.B.; Hughes, R.J.; Epstein, M.S.; Josephson, N.C.; Kempton, C.L.; Kessler, C.M.; Key, N.S.;
Howard, T.E.; Kruse-Jarres, R.; Lusher, J.M.; et al. Phenotypes of allo- and autoimmune antibody
responses to FVIII characterized by surface plasmon resonance. PLoS One 2013, 8, e61120.
Kessel, C.; Königs, C.; Linde, R.; Escuriola-Ettinghausen, C.; Stoll, H.; Klingebiel, T.; Dietrich, U.;
Kreuz, W. Humoral immune responsiveness to a defined epitope on factor VIII before and after B
cell ablation with rituximab. Mol. Immunol. 2008, 46, 8–15.
Green, D.; Blanc, J.; Foiles, N. Spontaneous inhibitors of factor VIII: kinetics of inactivation of
human and porcine factor VIII. J. Lab. Clin. Med. 1999, 133, 260–264.
Prescott, R.; Nakai, H.; Saenko, E.L.; Scharrer, I.; Nilsson, I.M.; Humphries, J.E.; Hurst, D.;
Bray, G.; Scandella, D. The Inhibitor Antibody Response Is More Complex in Hemophilia A
Patients Than in Most Nonhemophiliacs With Factor VIII Autoantibodies. Blood 1997, 89,
3663–3671.
Reding, M.T.; Wu, H.; Krampf, M.; Okita, D.K.; Diethelm-Okita, B.M.; Key, N.S.; Conti-Fine, B.M.
CD4+ T cell response to factor VIII in hemophilia A, acquired hemophilia, and healthy subjects.
Thromb. Haemost. 1999, 82, 509–515.
William, J.; Euler, C.; Shlomchik, M.J. Short-lived plasmablasts dominate the early spontaneous
rheumatoid factor response: Differentiation pathways, hypermutating cell types, and affinity
maturation outside the germinal center. J. Immunol. 2005, 174, 6879–6887.
William, J.; Euler, C.; Christensen, S.; Shlomchik, M.J. Evolution of autoantibody responses via
somatic hypermutation outside of germinal centers. Science 2002, 297, 2066–2070.
Berland, R.; Fernandez, L.; Kari, E.; Han, J.-H.; Lomakin, I.; Akira, S.; Wortis, H.H.; Kearney, J.F.;
Ucci, A.A.; Imanishi-Kari, T. Toll-like receptor 7-dependent loss of B cell tolerance in pathogenic
autoantibody knockin mice. Immunity 2006, 25, 429–440.
Groom, J.R.; Fletcher, C.A.; Walters, S.N.; Grey, S.T.; Watt, S.V.; Sweet, M.J.; Smyth, M.J.;
Mackay, C.R.; Mackay, F. BAFF and MyD88 signals promote a lupuslike disease independent of
T cells. J. Exp. Med. 2007, 204, 1959–1971.

Antibodies 2014, 3

201

22. Herlands, R.A.; Christensen, S.R.; Sweet, R.A.; Hershberg, U.; Shlomchik, M.J. T cell-independent
and toll-like receptor-dependent antigen-driven activation of autoreactive B cells. Immunity 2008,
29, 249–260.
23. Zou, Y.-R.; Diamond, B. Fate determination of mature autoreactive B cells. Adv. Immunol. 2013,
118, 1–36.
24. Meffre, E. The establishment of early B cell tolerance in humans: Lessons from primary
immunodeficiency diseases. Ann. NY Acad. Sci. 2011, 1246, 1–10.
25. Hardy, R.R.; Hayakawa, K. B cell development pathways. Annu. Rev. Immunol. 2001, 19, 595–621.
26. André, S.; Meslier, Y.; Dimitrov, J.D.; Repessé, Y.; Kaveri, S.V.; Lacroix-Desmazes, S.;
Dasgupta, S. A cellular viewpoint of anti-FVIII immune response in hemophilia A. Clin. Rev.
Allergy Immunol. 2009, 37, 105–113.
27. Porada, C.D.; Sanada, C.; Kuo, C.-J.; Colletti, E.; Mandeville, W.; Hasenau, J.; Zanjani, E.D.;
Moot, R.; Doering, C.; Spencer, H.T.; et al. Phenotypic correction of hemophilia A in sheep by
postnatal intraperitoneal transplantation of FVIII-expressing MSC. Exp. Hematol. 2011, 39,
1124–1135.
28. Kuether, E.L.; Schroeder, J.A.; Fahs, S.A.; Cooley, B.C.; Chen, Y.; Montgomery, R.R.; Wilcox, D.A.;
Shi, Q. Lentivirus-mediated platelet gene therapy of murine hemophilia A with pre-existing
anti-factor VIII immunity. J. Thromb. Haemost. 2012, 10, 1570–1580.
29. Navarrete, A.; Dasgupta, S.; Delignat, S.; Caligiuri, G.; Christophe, O.D.; Bayry, J.; Nicoletti, A.;
Kaveri, S.V.; Lacroix-Desmazes, S. Splenic marginal zone antigen-presenting cells are critical for
the primary allo-immune response to therapeutic factor VIII in hemophilia A. J. Thromb.
Haemost. 2009, 7, 1816–1823.
30. Hausl, C.; Ahmad, R.U.; Schwarz, H.P.; Muchitsch, E.M.; Turecek, P.L.; Dorner, F.; Reipert, B.M.
Preventing restimulation of memory B cells in hemophilia A: A potential new strategy for the
treatment of antibody-dependent immune disorders. Blood 2004, 104, 115–122.
31. Qian, J.; Borovok, M.; Bi, L.; Kazazian, H.H., Jr.; Hoyer, L.W. Inhibitor antibody development
and T cell response to human factor VIII in murine hemophilia A. Thromb. Haemost. 1999, 81,
240–244.
32. Qian, J.; Collins, M.; Sharpe, A.H.; Hoyer, L.W. Prevention and treatment of factor VIII
inhibitors in murine hemophilia A. Blood 2000, 95, 1324–1329.
33. Peng, B.; Ye, P.; Blazar, B.R.; Freeman, G.J.; Rawlings, D.J.; Ochs, H.D.; Miao, C.H.
Transient blockade of the inducible costimulator pathway generates long-term tolerance to factor
VIII after nonviral gene transfer into hemophilia A mice. Blood 2008, 112, 1662–1672.
34. Reipert, B.M.; Sasgary, M.; Ahmad, R.U.; Auer, W.; Turecek, P.L.; Schwarz, H.P. Blockade of
CD40/CD40 ligand interactions prevents induction of factor VIII inhibitors in hemophilic mice
but does not induce lasting immune tolerance. Thromb. Haemost. 2001, 86, 1345–1352.
35. Rossi, G.; Sarkar, J.; Scandella, D. Long-term induction of immune tolerance after blockade of
CD40-CD40L interaction in a mouse model of hemophilia A. Blood 2001, 97, 2750–2757.
36. Bray, G.L.; Kroner, B.L.; Arkin, S.; Aledort, L.W.; Hilgartner, M.W.; Eyster, M.E.; Ragni, M.V.;
Goedert, J.J. Loss of high-responder inhibitors in patients with severe hemophilia A and human
immunodeficiency virus type 1 infection: A report from the Multi-Center Hemophilia Cohort
Study. Am. J. Hematol. 1993, 42, 375–379.

Antibodies 2014, 3

202

37. Vanzieleghem, B.; Gilles, J.G.; Desqueper, B.; Vermylen, J.; Saint-Remy, J.M. Humanized severe
combined immunodeficient mice as a potential model for the study of tolerance to factor VIII.
Thromb. Haemost. 2000, 83, 833–839.
38. Gilles, J.G.; Saint-Remy, J.M. Healthy subjects produce both anti-factor VIII and specific
anti-idiotypic antibodies. J. Clin. Invest. 1994, 94, 1496–1505.
39. Gilles, J.G.; Vanzieleghem, B.; Saint-Remy, J.M. Factor VIII Inhibitors. Natural autoantibodies
and anti-idiotypes. Semin. Thromb. Hemost. 2000, 26, 151–155.
40. Hu, G.; Guo, D.; Key, N.S.; Conti-fine, B.M. Cytokine production by CD4 + T cells specific for
coagulation factor VIII in healthy subjects and haemophilia A patients. Thromb. Hemost. 2007, 97,
788–794.
41. Sachen, K.L.; Strohman, M.J.; Singletary, J.; Alizadeh, A.A.; Kattah, N.H.; Lossos, C.; Mellins, E.D.;
Levy, S.; Levy, R. Self-antigen recognition by follicular lymphoma B-cell receptors. Blood 2012,
120, 4182–4190.
42. Herlands, R.A.; William, J.; Hershberg, U.; Shlomchik, M.J. Anti-chromatin antibodies drive
in vivo antigen-specific activation and somatic hypermutation of rheumatoid factor B cells at
extrafollicular sites. Eur. J. Immunol. 2007, 37, 3339–3351.
43. Hausl, C.; Maier, E.; Schwarz, H.P.; Ahmad, R.U.; Turecek, P.L.; Dorner, F.; Reipert, B.M.
Long-term persistence of anti-factor VIII antibody-secreting cells in hemophilic mice after
treatment with human factor VIII. Thromb. Haemost. 2002, 87, 840–845.
44. O’Connor, B.P.; Gleeson, M.W.; Noelle, R.J.; Erickson, L.D. The rise and fall of long-lived
humoral immunity: Terminal differentiation of plasma cells in health and disease. Immunol. Rev.
2003, 194, 61–76.
45. Slocombe, T.; Brown, S.; Miles, K.; Gray, M.; Barr, T.A.; Gray, D. Plasma cell homeostasis: the
effects of chronic antigen stimulation and inflammation. J. Immunol. 2013, 191, 3128–3138.
46. Van Helden, P.M.W.; Kaijen, P.H.P.; Fijnvandraat, K.; van den Berg, H.M.; Voorberg, J.
Factor VIII-specific memory B cells in patients with hemophilia A. J. Thromb. Haemost. 2007, 5,
2306–2308.
47. Hausl, C.; Ahmad, R.U.; Sasgary, M.; Doering, C.B.; Lollar, P.; Richter, G.; Schwarz, H.P.;
Turecek, P.L.; Reipert, B.M. High-dose factor VIII inhibits factor VIII-specific memory B cells in
hemophilia A with factor VIII inhibitors. Blood 2005, 106, 3415–3422.
48. Pordes, A.G.; Baumgartner, C.K.; Allacher, P.; Ahmad, R.U.; Weiller, M.; Schiviz, A.N.;
Schwarz, H.P.; Reipert, B.M. T cell-independent restimulation of FVIII-specific murine memory
B cells is facilitated by dendritic cells together with toll-like receptor 7 agonist. Blood 2011, 118,
3154–3162.
49. Allacher, P.; Baumgartner, C.K.; Pordes, A.G.; Ahmad, R.U.; Schwarz, H.P.; Reipert, B.M.
Stimulation and inhibition of FVIII-specific memory B-cell responses by CpG-B (ODN 1826), a
ligand for Toll-like receptor 9. Blood 2011, 117, 259–267.
50. Cerutti, A.; Cols, M.; Puga, I. Marginal zone B cells: Virtues of innate-like antibody-producing
lymphocytes. Nat. Rev. Immunol. 2013, 13, 118–132.
51. Sweet, R.A.; Cullen, J.L.; Shlomchik, M.J. Rheumatoid factor B cell memory leads to rapid,
switched antibody-forming cell responses. J. Immunol. 2013, 190, 1974–1981.

Antibodies 2014, 3

203

52. Wei, C.; Anolik, J.; Cappione, A.; Zheng, B.; Pugh-Bernard, A.; Brooks, J.; Lee, E.H.; Milner, E.C.;
Sanz, I. A new population of cells lacking expression of CD27 represents a notable component of
the B cell memory compartment in systemic lupus erythematosus. J. Immunol. 2007, 178,
6624–6633.
53. Cappione, A.; Anolik, J.H.; Pugh-Bernard, A.; Barnard, J.; Dutcher, P.; Silverman, G.; Sanz, I.
Germinal center exclusion of autoreactive B cells is defective in human systemic lupus
erythematosus. J. Clin. Invest. 2005, 115, 3205–3216.
54. Huth-Kühne, A.; Baudo, F.; Collins, P.; Ingerslev, J.; Kessler, C.M.; Lévesque, H.; Castellano, M.E.;
Shima, M.; St-Louis, J. International recommendations on the diagnosis and treatment of patients
with acquired hemophilia A. Haematologica 2009, 94, 566–575.
55. Benson, G.; Auerswald, G.; Elezović, I.; Lambert, T.; Ljung, R.; Morfini, M.; Remor, E.; Salek, S.Z.
Immune tolerance induction in patients with severe hemophilia with inhibitors: Expert panel
views and recommendations for clinical practice. Eur. J. Haematol. 2012, 88, 371–379.
56. Hay, C.R.M.; DiMichele, D.M. The principal results of the International Immune Tolerance
Study: A randomized dose comparison. Blood 2012, 119, 1335–1344.
57. Dimichele, D. The North American Immune Tolerance Registry: Contributions to the thirty-year
experience with immune tolerance therapy. Haemophilia 2009, 15, 320–328.
58. Collins, P.W. Therapeutic challenges in acquired factor VIII deficiency. Hematology Am. Soc.
Hematol. Educ. Program 2012, 2012, 369–374.
59. Van Helden, P.M.W.; Van Haren, S.D.; Fijnvandraat, K.; van den Berg, H.M.; Voorberg, J.
Factor VIII-specific B cell responses in haemophilia A patients with inhibitors. Haemophilia 2010,
16, 35–43.
60. Irigoyen, M.B.; Felippo, M.E.; Primiani, L.; Candela, M.; Bianco, R.P.; De Bracco, M.M.; Galassi, N.
Severe haemophilia A patients have reduced numbers of peripheral memory B cells.
Haemophilia 2012, 18, 437–443.
61. Garvey, B. Rituximab in the treatment of autoimmune haematological disorders. Br. J. Haematol.
2008, 141, 149–169.
62. Cartron, G. Therapeutic activity of humanized anti-CD20 monoclonal antibody and
polymorphism in IgG Fc receptor Fcgamma RIIIa gene. Blood 2002, 99, 754–758.
63. Uchida, J.; Hamaguchi, Y.; Oliver, J.A.; Ravetch, J.V.; Poe, J.C.; Haas, K.M.; Tedder, T.F.
The innate mononuclear phagocyte network depletes B lymphocytes through Fc receptor-dependent
mechanisms during anti-CD20 antibody immunotherapy. J. Exp. Med. 2004, 199, 1659–1669.
64. Singh, A.G.; Hamarneh, I.S.; Karwal, M.W.; Lentz, S.R. Durable responses to rituximab in
acquired factor VIII deficiency. Thromb. Haemost. 2011, 106, 172–174.
65. Aggarwal, A.; Grewal, R.; Green, R.J.; Boggio, L.; Green, D.; Weksler, B.B.; Wiestner, A.;
Schechter, G.P. Rituximab for autoimmune haemophilia: A proposed treatment algorithm.
Haemophilia 2005, 11, 13–19.
66. Carcao, M.; St Louis, J.; Poon, M.-C.; Grunebaum, E.; Lacroix, S.; Stain, A.M.; Blanchette, V.S.;
Rivard, G.E. Rituximab for congenital haemophiliacs with inhibitors: A Canadian experience.
Haemophilia 2006, 12, 7–18.
67. Stasi, R.; Brunetti, M.; Stipa, E.; Amadori, S. Selective B-cell depletion with rituximab for the
treatment of patients with acquired hemophilia. Blood 2004, 103, 4424–4428.

Antibodies 2014, 3

204

68. Sack, B.K.; Merchant, S.; Markusic, D.M.; Nathwani, A.C.; Davidoff, A.M.; Byrne, B.J.;
Herzog, R.W. Transient B cell depletion or improved transgene expression by codon optimization
promote tolerance to factor VIII in gene therapy. PLoS One 2012, 7, e37671.
69. Wiestner, A.; Cho, H.J.; Asch, A.S.; Michelis, M.A.; Zeller, J.A.; Peerschke, E.I.B.; Weksler, B.B.;
Schechter, G.P. Rituximab in the treatment of acquired factor VIII inhibitors. Blood 2002, 100,
3426–3428.
70. Gong, Q.; Ou, Q.; Ye, S.; Lee, W.P.; Diehl, L.; Lin, W.Y.; Hu, Z.; Lu, Y.; Chen, Y.; Wu, Y.; et
al. Importance of cellular microenvironment and circulatory dynamics in B cell immunotherapy.
J. Immunol. 2005, 174, 817–826.
71. Anolik, J.H.; Barnard, J.; Owen, T.; Zheng, B.; Kemshetti, S.; Looney, R.J.; Sanz, I.
Delayed memory B cell recovery in peripheral blood and lymphoid tissue in systemic lupus
erythematosus after B cell depletion therapy. Arthritis Rheum. 2007, 56, 3044–3056.
72. Bouaziz, J.-D.; Yanaba, K.; Tedder, T.F. Regulatory B cells as inhibitors of immune responses
and inflammation. Immunol. Rev. 2008, 224, 201–214.
73. Sun, F.; Ladha, S.S.; Yang, L.; Liu, Q.; Shi, S.X.Y.; Su, N.; Bomprezzi, R.; Shi, F.D.
Interleukin-10 producing-B cells and their association with responsiveness to rituximab in
myasthenia gravis. Muscle Nerve 2014, 49, 487–494.
© 2014 by the authors; licensee MDPI, Basel, Switzerland. This article is an open access article
distributed under the terms and conditions of the Creative Commons Attribution license
(http://creativecommons.org/licenses/by/3.0/).

