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Abstract
FOXP3 is critical for the development and function of CD4+CD25bright natural regulatory T cells
(nTreg). Individuals harboring mutations in FOXP3 develop immune dysregulation,
polyendocrinopathy, enteropathy, X-linked syndrome (IPEX). We describe a child diagnosed with
IPEX who underwent a reduced intensity, T and B cell depleted, matched unrelated donor bone
marrow transplant followed by clinical resolution. Using lineage-specific donor chimerism
studies, we demonstrate that non-myeloablative HSCT resolves disease in the context of low level
donor hematopoietic stem cell (HSC) engraftment. Despite low-levels of donor HSC, thymically-
derived nTreg and to a lesser extent CD4+ and CD8+ T cells, exhibit a selective in vivo growth
advantage for populations containing a functional FOXP3 gene. Moreover, nTreg from this patient
show regulatory function directly ex vivo. These results have implications for improving clinical
therapy for patients with IPEX and provide mechanistic insight into the in vivo development of
human nTreg and unexpectedly, non-regulatory T cells.
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1. Introduction
Natural regulatory T cells (nTreg) are characterized by a general
CD4+CD25brightCD127loFOXP3+ phenotype, with additional molecules potentially serving
to delineate functional subgroups [3–5;9;10;13;15;21]. FOXP3 is a winged/helix forkhead
transcription factor crucial for nTreg development and function. While FOXP3 has been a
useful lineage specification marker in rodents, analogous immune monitoring studies in
humans have been complicated by species-specific differences in gene regulation [20]. Two
notable differences are that all human T cells transiently express FOXP3 without
commensurate acquisition of suppressive function [1;17;19;25]. This trait raises the
possibility of an additional role for FOXP3 in general T cell function, as well as for those
with regulatory activity. Another distinct feature of human FOXP3 is the expression of two
protein isoforms; a full length molecule and shorter protein lacking the amino acids encoded
by exon 2 [27]. The unique biology of FOXP3 highlights the need for additional studies
which provide insight into the in vivo development and function of human nTreg.

Most patients with IPEX do not live beyond three years of age. Immunosuppressive therapy
has been generally ineffective and hematopoietic stem cell transplantation (HSCT) remains
the only curative option. Conventional myeloablative conditioning prior to HSCT has
resulted in substantial regimen-related mortality, whereas reduced intensity conditioning has
been used with some success [8;14;18;26]. Here, we used lineage-specific donor chimerism
studies to demonstrate that non-myeloablative HSCT can resolve clinical symptoms of IPEX
in the context of low level donor hematopoietic stem cell (HSC) engraftment. We
demonstrate a selective in vivo growth advantage of nTreg, as well as CD4+ and CD8+ T
cells, from a minority population of donor HSC having a functional FOXP3 gene. These
results have implications for improving clinical therapy for patients with IPEX and provide
evidence for a previously unappreciated role for FOXP3 in the development of CD4+ and
CD8+ T cells.

2. Methods
2.1 Patient

A six week old white male presented with a generalized, pruritic, desquamating rash,
feeding intolerance, diarrhea and failure to thrive. He developed multiple infections
including Pneumocystis pneumonia and bacteremia with enteric pathogens. Maternal family
history revealed multiple male infant deaths. Pertinent laboratory findings included a
peripheral blood eosinophilia of 27%, a hemoglobin level of 9.1 g/L, positive direct
antiglobulin test (DAT), albumin level of 1.9 gm/dL, IgE initially elevated at 157 IU/mL
(normal </ = 17 IU/mL) which later increased to greater than 1000 IU/mL and IgA low at
<6.9 mg/dL. IgG and IgM were within normal limits for age at 244 and 31 mg/dL,
respectively. He was dependent on red cell transfusion to maintain an adequate hemoglobin
level. Four doses of rituximab were given to treat autoimmune hemolytic anemia. He had a
normal number of lymphocytes and mitogen responsiveness in vitro.

A presumptive diagnosis of IPEX was given and the patient was treated with
immunosuppression consisting of cyclosporine and prednisone. IPEX was confirmed by
molecular studies identifying a missense mutation in the forkhead DNA binding region of
the FOXP3 gene (A384T). After obtaining IRB and FDA approval for the proposed therapy,
the patient, at 7 months of age, received a reduced intensity preparative regimen with
alemtuzumab (33 mg total) on days −22 to −19, fludarabine (200 mg/m2 total) on days −8
to −4, thiotepa (10 mg/kg total) on day −3 and melphalan (140 mg/m2 total) on days −2 and
−1. On day 0, the patient received a 10 of 10 HLA allele-matched, T and B cell depleted,
unrelated bone marrow graft. The graft was CD3 and CD19 depleted on the CliniMACS
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Selection System® (Miltenyi Biotec, Bergisch Gladbach, Germany) by negative selection.
Five million CD3+ cells/kg were added back to the marrow graft to enhance engraftment.
The graft contained 2.1 × 108 total nucleated cells/kg, 4.7 × 106 total CD34+ cells/kg, and
1.02 × 106 CD19+ cells/kg. The number of CD4+CD25bright T cells infused with the graft is
not known. Cyclosporine A, which had been used to treat IPEX symptoms, was continued
for graft vs. host disease prophylaxis. Palifermin (60mcg/kg/dose) was administered daily
for 3 days prior to the start of the preparative regimen (days −11 to −9) and 3 days after the
stem cell infusion (days +1 to +3) for mucositis prevention and gastrointestinal protection.
He tolerated the conditioning regimen and infusion of graft well without unexpected or
severe complications. He achieved myeloid (ANC>500/mm3) and platelet (platelets>50,000/
mm3) engraftment on days +13 and +37, respectively. Complications within 6 months after
HSCT included coagulase negative Staphylococcus and Staphylococcus aureus bacteremia,
an episode of dehydration, and adenovirus and Clostridium difficile diarrhea. Currently, he is
greater than 3 years after HSCT, off immunosuppression, maintaining a stable mixed donor
chimerism, and is growing; all clinical symptoms of disease have resolved. Donor
lymphocyte infusions were not prescribed as he did not exhibit signs of IPEX, despite mixed
donor chimerism.

2.2 VNTR
DNA was extracted from flow sorted populations and engraftment studies were performed
using the D22S683 marker with methods previously described 20.

2.3 Flow cytometry
Antibodies used: anti-CD4 APC (clone SK3, BD Biosciences, San Jose, CA) anti-CD25 PE
(clone 4E3, Miltenyi Biotec Inc.), anti-CD45RA (clone L48, Becton Dickinson), anti-CD31
(clone WM59; BD Biosciences), and anti-FOXP3 [anti-human FOXP3 flow kit, BD
Biosciences; Alexa-Fluor 488 anti-FOXP3 (clone 259D), Alexa-Fluor 488 mouse IgG1 k
isotype control and anti-human CD4-PE-Cy5/CD25-PE cocktail (clones RPA-T4/BC96)].
Samples were run on a FACS Calibur using Cell Quest software (BD Biosciences) and
analyzed using FlowJo 8.82 software (Ashland, OR).

2.4 Suppression microassay
The suppression microassay was done as previously described [16]. In brief, flow cytometry
sorted CD4+CD25− T cells were stimulated with anti-CD2/CD3/CD28 antibody-coated
beads (MACS® T Cell Activation/Expansion Kit, Miltenyi Biotec Inc.) in the presence or
absence of CD4+CD25bright T cells for 6–8 hours (the ratios are as indicated). Additional
controls included each cell population cultured separately.

2.5 mRNA analysis
Human IL2 mRNA was tested using ABL1 as the endogenous control. mRNA extracted
from nTreg cultures were used as a calibrator sample and mRNA from CD4+CD25− T cells
as a positive control (Applied Biosystems; IL2: Hs00174114_m1, ABL1: Hs00245445_m1).

2.6 Analysis and statistics
Where possible, suppression assays were set up in triplicate and each respective cDNA was
analyzed for IL2 in triplicate. Standard deviations (SD) were determined by paired t test
using GraphPad Prism software (San Diego, CA).

2.7 Purification of CD4+CD25− and CD4+CD25bright T lymphocytes
Peripheral blood was obtained from the child with IPEX and his mother at St. Jude
Children’s Research Hospital with permission from the Institutional Review Board (IRB)
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and parental consent. Peripheral blood mononuclear cells (PBMC) were magnetically
labeled. The CD4+CD25− and CD4+CD25bright T cell fractions were isolated using an
AutoMACS® cell sorter following manufacturer’s instructions (CD4+CD25+ Regulatory T
Cell Isolation Kit, Miltenyi Biotec Inc., Auburn, CA). Purities were assessed by flow
cytometry (greater than 95%).

3. Results and Discussion
We describe a six week male infant diagnosed with IPEX who harbored an A384T mutation
in FOXP3 and examine the molecular dynamics of hematopoietic development and
homeostasis following non-myeloablative HSCT (see Methods for case description). Prior to
HSCT, the patient had a slightly higher percentage of CD4+CD25bright T cells compared to
his mother (20% vs. 14%). Notably, a markedly reduced proportion of patient T cells (gated
on the CD4+CD25bright subset as shown in Figure 2B) stained for FOXP3 (15% vs. 62%;
Figure 1A), perhaps reflecting protein instability due to the A384T mutation in the forkhead
domain. Unfortunately, the low number of CD4+CD25bright FOXP3+ cells in the patient’s
peripheral blood (PB) precluded formal functional evaluation. However, these cells likely
lack robust activity given that nTreg clones from a patient with an identical genetic mutation
exhibited poor suppressive function in vitro [6].

At 7 months of age, the patient received a reduced intensity preparative regimen
(alemtuzumab, fludarabine, thiotepa, and melphalan) and a 10 of 10 HLA allele-matched, T
and B cell depleted, unrelated bone marrow graft (see Methods for detailed treatment
plan).The patient obtained neutrophil and platelet engraftment at days +15 and day +37,
respectively. Initial peripheral blood chimerism studies showed complete donor engraftment,
but continuing follow-up revealed a decrease in donor leukocyte chimerism during the first
year, followed by long term stabilization in the 25–30% range (Figure 1B). Since peripheral
blood CD14+ myeloid cells undergo constant turnover, they are reflective of the level of
donor HSC engraftment in the bone marrow. To resolve whether the observed decline in
peripheral blood donor chimerism was due to loss of the graft or the establishment of stable
mixed chimerism, sequential VNTR chimerism analyses on the different sorted lineage
populations were done. Analysis of the different leukocyte subsets demonstrated that the
observed loss in donor chimerism was predominantly due to a decline in the myeloid
(CD14+) compartment which eventually reached a plateau of 19% (Figure 1C). Importantly,
these data verified stable low-level donor HSC engraftment almost three years after HSCT.
Donor-derived B cells were present in very low numbers from the outset. In contrast, CD4+

and CD8+ T cells demonstrated donor chimerism at 57% and 52%, respectively, while
donor-derived CD4+CD25bright T cells exhibited the greatest selective advantage (80%, day
+899; Figure 1C). The majority of CD4+CD25bright T cells displayed FOXP3 expression
(69%; Figure 1A). These latter data mirror the in vivo selection pattern described in healthy
female carriers of mutant FOXP3 alleles. In that study X-chromosome inactivation in the
CD4+CD25bright population was skewed towards the functional gene, while the CD4+ naïve
and memory T cell populations in the carriers exhibit a random pattern [7]. The pattern of
immune reconstitution in our patient is consistent with a selective in vivo growth advantage
for nTreg. Additionally, the persistence of donor-derived CD4+ and CD8+ T cells at
consistently higher proportions than CD14+ cells in our patient suggests the interesting
possibility that functional FOXP3 in non-regulatory T cells may be important. The earlier
observation that CD4+CD25− T cells from patients with IPEX exhibit diminished immune
function is also consistent with a putative role for FOXP3 in effector T cell activity [2].

Next, we verified that the various T cell subsets were thymic-derived from donor
hematopoietic precursors, and not simply transplanted T cells that underwent peripheral
expansion in the context of lymphopenia. CD45RA expression, in association with other
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markers such as CD31, is a phenotypic hallmark of recent thymic emigrants (RTE) which
have not undergone peripheral expansion [11;12]. Although T cells which have expanded in
the context of IL7 therapy can retain a RTE phenotype, our patient did not receive this
treatment and thus thymic-derivation of T cells is most consistent with the observed
phenotype [23]. Serial analysis in our patient demonstrated the emergence of CD45RA+ T
cells in the CD4+CD25− population (day +115), and subsequently in the CD4+CD25bright

subset (day +284; Figure 2A). By day +899 the CD4+CD25− and CD8+ subsets were
predominantly CD45RA+ (Figure 2B) and CD31+ (Figure 2C). At day +899 the mixed
CD45RA/CD31 expression in CD4+CD25bright T cells likely reflects the elevated in vivo
turnover rate of these cells and the establishment of homeostatic equilibrium between
thymic output and turnover. Specific reconstitution of donor-derived
CD4+CD25brightFOXP3+ T cells following non-myeloablative allogeneic transplant for
IPEX has been previously reported on two occasions. However, in these studies the
CD4+CD25brightFOXP3+ T cells observed after transplant very likely derived from the large
quantities of T cells contained in the grafts [22;26]. Neither study reported evidence for de
novo thymic output. Although loss of donor-derived nTreg has not been reported thus far,
long-term self-renewal of functional CD4+CD25brightFOXP3+ T cells could be problematic
if there is no renewable HSC source.

To analyze the function of the de novo nTreg directly, we developed a microassay to
evaluate the ability of CD4+CD25bright cells to suppress production of IL2 mRNA
production by CD4+CD25− T cells [16]. Adequate numbers of CD4+CD25bright cells were
available at days +657 and +899 and showed significant regulatory function, consistent with
the resolution of disease and the in vivo enrichment of CD4+CD25bright T cells containing a
functional FOXP3 allele (Figure 2D). The yield of purified nTreg from this patient was
consistently low and the functional assay could be performed at a 1:1 ratio (CD4+CD25bright

T cells:CD4+CD25− T cells) in duplicate as shown on day +657, or at 1:2 ratio in triplicate
as shown on day +899. Triplicate analysis and statistical evaluation was an important
priority. Thus, a 1:2 ratio (CD4+CD25bright T cells:CD4+CD25− T cells) was used to
accommodate the cell yield on day +899 and does not reflect an observed change in
suppressive activity. This is the first direct ex vivo demonstration that nTreg are functionally
active in a patient with IPEX following reduced intensity conditioning HSCT.

Until this report, evidence chronicling the development of nTreg in humans from HSC
through a thymic intermediate has been lacking. In fact, recent data support the idea that in
adults, peripheral nTreg are a rapidly proliferating population with a short lifespan and
limited self-renewal [5;24]. Given the thymic involution and loss of function that occurs
with age, a peripheral mechanism for the lifelong production of nTreg in adults is quite
likely. Our data show that a significant proportion of nTreg are thymus-derived following
HSCT in a child with IPEX syndrome. The later emergence of nTreg with reduced CD45RA
and CD31 expression (as shown in Fig. 2B and 2C) supports the notion that in vivo turnover
is accelerated in pediatric populations as well, and may contribute to the selective
enrichment of donor-derived nTreg observed in our patient. A majority of donor-derived
CD4+CD25brightFOXP3+ T cells (80%) from a minority population of donor HSC (reflected
by the 19% CD14+ donor chimerism) suggests a strong in vivo growth selection for
functional nTreg. A growth advantage for non-regulatory T cells, albeit to a lesser degree, is
also evident from the persistence of donor-derived CD4+ and CD8+ T cells at higher
proportions than CD14+ cells. A role for FOXP3 in the biology of non-regulatory T cells has
been controversial. It was first noted that CD4+CD25− T cells from patients with IPEX
exhibit diminished immune function, suggesting a possible role [2]. However, later studies
examining X-chromosome inactivation did not identify skewing towards the functional
allele [7]. Our data reconcile these seemingly contradictory observations and suggests a
model where active FOXP3 may be important development or function for at least some de
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novo T cells. Taken together, these data further validate a non-myeloablative approach to
HSCT for IPEX and provide mechanistic insight into the in vivo development of human
nTreg and unexpectedly, non-regulatory T cells. Importantly, demonstration of de novo
thymic output from a limited pool of donor HSC implies a long-term self-renewing potential
for functional nTreg which is critical for sustained correction of disease.
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Highlights

• Immune reconstitution after non-myeloablative HSCT for IPEX

• In vivo growth advantage of regulatory T cells

• Role for FOXP3 in non-regulatory T cell development

• Establishment of stable mixed chimerism

• De novo thymic development of regulatory and non-regulatory T cells
expressing a functional allele of FOXP3
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Figure 1. Immune reconstitution in a patient with IPEX after non-myeloablative HSCT
(A) Lymphocytes were selected based on exclusion of monocytes and granulocyes and the
CD4+ T cell population was partitioned into the CD4+CD25− and CD4+CD25bright subsets
(as shown in Figure 2B and 2C). FOXP3 expression within the CD4+CD25bright T cells
(solid line) is compared to an isotype control antibody (shaded area). (B) Donor chimerism
of total peripheral blood leukocytes at various times after HSCT, as assessed by VNTR. (C)
Multi-color flow cytometry was used to sort lineage-specific cell populations prior to
chimerism analysis. Donor chimerism of the purified subsets as determined by VNTR is
indicated.
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Figure 2. CD45RA and CD31 expression on CD4+CD25-, CD4+CD25bright, and CD8+ T cell
populations and the functional activity of sorted CD4+CD25bright T cells
(A) CD45RA status of patient CD4+CD25bright (shaded area) and CD4+CD25- (solid line) T
cells is shown at various times after HSCT. (B) CD45RA expression on day +899 is shown
for the CD4+CD25bright (shaded area), CD4+CD25− (solid line), and CD8+ (dotted line) T
cell populations. The gating strategy excluded CD14+ monocytes and positively gated either
CD4+ or CD8+ T cells. The CD4+CD25− and CD4+CD25bright populations were gated as
shown. (C) The gating strategy and CD31 expression is depicted for the CD4+CD25bright

(shaded area), CD4+CD25− (solid line), and CD8+ (dotted line) T cell populations on day
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+899. (D) CD14−CD4+CD25− and CD14−CD4+CD25bright T cells were sorted as described
and immediately assayed for functional capability. Relative IL2 mRNA levels were
measured after a 6-hour in vitro stimulation with anti-CD3, anti-CD28, and anti-CD2
conjugated beads either alone or in co-culture at the indicated ratios. ABL1 was used as the
endogenous control, IL2 from CD14−CD4+CD25bright cells as the calibrator, and
CD14-CD4+CD25− as the positive control. Sufficient cells were available for stimulation
cultures to be done in triplicate on day +899 and statistical significance by paired t-test
analysis is shown.
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