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Abstract
Background—Chronic lymphocytic leukemia (CLL) is the most prevalent leukemia in the
western world. Recent advances in understanding the biology of B-cell malignancies resulted in
the development of novel agents targeting key pro-survival pathways in the neoplastic B-cell.

Objective—The goal of this article was to summarize current literature on the emerging
therapeutic approaches in CLL and B-cell malignancies.

Methods—A literature review was performed, identifying pathways and key clinical trials
involving novel therapies in CLL with special emphasis on B-cell receptor targeting agents.

Results—Understanding the biology of B-cell receptor signaling pathway led to identification of
novel molecular targets. Most notably, inhibitors of Bruton tyrosine kinase and
phosphatidylinositide 3-kinase-δ have entered clinical trials and demonstrated high response rates
in CLL, including high-risk disease. Cyclin-dependent kinase inhibitors may evolve into an
alternative therapeutic approach in CLL. New drugs which target molecules within and outside of
the B-cell receptor signaling pathway show promise in pre-clinical studies.

Conclusions—Both pre-clinical and early clinical trial results involving novel targeted therapies
suggest that the standard treatment paradigm in CLL and B-cell malignancies will soon change.
Particular attention should be paid to the BCR-targeting agents, whose favorable side effect profile
may improve lives of the elderly patients with CLL.
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Introduction
Chronic lymphocytic leukemia (CLL) is the most prevalent leukemia in the west with about
100,000 patients living with the disease in the United States. It is estimated that 15,680 men
and women will be diagnosed with and 4,580 patients will die from CLL and its
complications in 2013.1 The median age of a patient with CLL at diagnosis is 72 years, and
2/3 of cases are diagnosed among those aged 65 and older. Age adjusted incidence of CLL is
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estimated at 3.9/100,000 people, increasing to 22.3/100,000 among greater than 65 year olds
and an estimated under-reporting of 10 to 30% of cases.2,3

Therapy of CLL has undergone significant evolution in the past two decades resulting in an
improved survival of patients with this disease.4 Alkylating agents and glucocorticoids were
first used in treatment of CLL in the 1950's.5,6 Purine analogues (cladribine, fludarabine and
pentastatin) were introduced in the 1980's. Development of rituximab by IDEC
pharmaceuticals and its subsequent FDA approval for treatment of non-Hodgkin lymphoma
in 1997 introduced highly efficacious chemo-immunotherapy regimens which to this day
remain the standard approach to initial therapy of younger fit patients with CLL.7 FCR
(fludarabine, cyclophosphamide, rituximab) leads to an overall response rate (ORR) of
~90% and a complete response rate (CR) of 30–72% when administered to previously
untreated patients with CLL.7,8

Despite this, both fludarabine- and pentastatin-based regimens are associated with high
frequency of grade 3–4 neutropenia which occurs in up to 71% of younger patients , as well
as prolonged suppression of T cell-mediated immunity.7,9 In an attempt to ameliorate
toxicity in the elderly, recent studies with dose-reduced (50–60%) oral or intravenous FCR
were undertaken but unfortunately still reported similar occurrence of severe neutropenia,
high frequency of lethal infections, and suboptimal treatment completion rates.10,11 This
presents a significant problem since most patients with CLL are older and present with a
median of 2 comorbidities at diagnosis.12 The majority (89%) have a concurrent medical
condition, while 46% carry one or more major comorbidity (eg, cerebrovascular disease,
coronary artery disease, diabetes mellitus or another malignancy ).12 Key clinical trials in
CLL, including trials investigating newer chemotherapy agents (such as bendamustine),
have generally accrued non-representative populations: either younger or “fit” CLL patients
selected to have zero or minor medical comorbidities.13–16 Therefore, because a) current
chemo-immunotherapy regimens are commonly associated with unfavorable adverse events,
particularly in the elderly and patients with comoribidities, who represent the majority of
patients with CLL; b) clonal evolution in response to chemotherapy in CLL17 and eventual
emergence of fludarabine-resistant disease are both now well recognized; and c) of a lack of
a curative strategy, as well as high risks associated with stem cell therapy, there is an acute
need in new treatment approaches in CLL.

Arguably, prednisone is historically the first agent which could serve as an example of
targeted therapy in CLL. While steroid hormones modulate many intracellular pathways, at
least two examples of its "targeted" action are of relevance to lymphoid malignancies. First,
glucocorticoid receptors interfere with nuclear factor -κB (NF-κB) pathway activity: by
inducing the inhibitory proteins inhibitor of κB (IκB), they promote sequestration of the NF-
κB in the cytoplasm.18 This results in diminished transcription of NF-κB target genes and
reduced cell proliferation and survival. Second, glucocorticoids bind to and inhibit activity
of AP-1 transcription factor which is necessary for cell proliferation.19 In their study Shaw
et al demonstrated that patients with CLL placed on prednisone at an initial dose of 1 mg/kg
followed by slow taper exhibited reduction in lymphadenopathy and organomegaly and
improvement in bone marrow function6. Alas, responses were short lived. Interestingly, the
authors noted marked responses in a patient with hemolytic anemia and 2 patients with
"severe" (probably immune) thrombocytopenia and recommended further use of steroids
under those circumstances, a practice which continues to this day.

Targeted antibody therapy represents a major success in treatment of CLL and associated
autoimmune conditions. Rituximab is a first generation chimeric murine/human monoclonal
IgG1antibody directed against CD20, a glycosylated phosphoprotein expressed on the
surface of all B-cells beginning at the pro-B phase. Rituximab induces direct apoptosis as
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well as complement-dependent cytotoxicity and antibody-dependent cell-mediated
cytotoxicity in neoplastic B-cells. While efficacy of rituximab as a single agent in CLL/SLL
was underwhelming in the initial studies (PR rate 12%)20, use of higher doses of the drug
(such as three times weekly) achieved improved activity in CLL.21 In 1997 rituximab
received FDA approval for treatment of non-Hodgkin lymphomas. A second generation
(humanized) antibody, ofatumumab, targets an alternative CD20 epitope and was FDA
approved for treatment of CLL refractory to fludarabine and alemtuzumab in 2009. Third
generation anti-CD20 monoclonal antibodies, in addition to being completely humanized,
carry an engineered Fc region to increase their avidity to the FcγRIIIa receptor.
Obinutuzumab (GA101, Genentech) entered early phase clinical trials in CLL. For detailed
information on the anti-CD20 monoclolal antibodies, the reader is referred to the recently
published review articles on this subject.22,23

Recently, encouraging results were seen among agents which target the B-cell receptor
(BCR) pathway, and hence a brief introduction of this pathway along with more detailed
discussion of some of its components follows.

B-cell receptor signaling pathways
B-cell receptor (BCR) is a transmembrane receptor complex which incorporates a surface
immunoglobulin associated with a signal transduction moiety (CD79A/B). BCR is
indispensible during the maturation process of a normal B cell. BCR signaling results in
distinct outcomes in a fate of a B cell depending on a stage of its development as it
intertwines with a great variety of downstream pathways. Signaling through BCR modulates
clone expansion in a pre-B-cell, induces apoptosis of an immature B cell and, by contrast,
growth and proliferation of a mature B cell. Cell surface receptors such as CD19 and CD40,
and signaling molecules located close to cell membrane are able to modulate BCR signaling,
providing both inhibitory and activatory costimuli.24

Since CLL B-cells carry a mature B cell phenotype, i.e. CD19+CD20+CD27+, it has been
proposed long ago that BCR signaling promotes clonal proliferation in CLL. A relative
restriction of BCR immunoglobulin heavy chain variable genes (IGHV) repertoire provides
evidence of antigenic selection in CLL.25,26 Yet questions remain, including why CLL cells,
being reliant on the pro-survival BCR signaling, express BCR at a lower density compared
with normal B cell counterparts; why some CLL samples demonstrate poor response to BCR
stimulation (predominantly IGHV mutated, M-CLL) while others elicit strong response
(predominantly IGHV unmutated, U-CLL); which putative antigens are relevant and able to
lead to BCR activation in vivo.

In a normal B-cell, BCR signaling relies mainly on two pathways: that involving G-proteins
such as Ras and the other leading to phosphorylation of Akt. Upon BCR crosslinking (i.e.
antigen binding to the membrane immunoglobulin), approximation of src family protein
kinases, namely Lyn, Fyn and Blk to the intracellular tyrosine activation motifs (ITAMs) on
CD79A/B results in enhanced phosphorylation of the latter followed by recruitment of Syk,
an SH2-domain containing kinase. Phosphorylation of spleen tyrosine kinase (Syk) is a key
act in BCR signaling cascade, without which further signal transmission cannot occur. Syk
recruits a plasma membrane-associated signaling complex with involvement of several
tyrosine kinases (including Bruton tyrosine kinase [BTK]) and adaptor molecules (such as B
cell linker protein [BLNK]). The complex signals to activate phospholipase C-γ2 and Ras.
Ras binds to and activates Raf kinase which then propagates the signal down to extracellular
regulated kinase (ERK). In its turn, phospholipase C-γ2 through a sequence of events leads
to activation of mitogen-activated protein kinase (MAPK) kinases, including ERK, c-Jun
NH2-terminal kinase (JNK) and p38 and transcription factors including Myc and NFκB. In
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parallel to that, association of CD19 with Lyn and phosphatidylinositide 3-kinase (PI3K)
leads to activation of Akt. To allow efficient interaction between BCR components and
intracellular kinases, their approximation is achieved in a process of lipid raft formation.24

Since BCR signaling is a cascade of phosphorylation events, receptor activation may be
assessed in vitro using relatively unsophisticated techniques. Phosphorylation of Syk and
downstream kinases that are activated in response to BCR engagement (PI3K, Akt, ERK and
JNK) may be detected by immunoblotting or flow cytometry. Meanwhile, intracellular
calcium flux may be measured using fluorescent indicators.

CLL cells characteristically express low levels of surface immunoglobulin.27 This led some
to believe that BCR does not transmit signal in CLL and thus may be irrelevant to
pathogenesis of CLL. It was then noted over a decade ago that while in some CLL cases
BCR crosslinking with F(ab’)2 fragments of goat anti-human IgM does not elicit response,
strong BCR activation is possible in a subset of CLL.28 A correlation was observed between
response to BCR crosslinking and IGHV mutational status: BCR engagement led to
phosphorylation of Syk and ERK, increased Ca influx and improved viability in U-CLL
cells, but not in M-CLL.29,30 Expectedly, since overexpression of CD38- and ZAP-70 are
surrogate marker for U-CLL, such CLL samples tend to respond to BCR stimulation.31

Interestingly, whereas U-CLL tend to express more sIgM than M-CLL, IGHV mutational
status but not the receptor density per se predicted the intensity of BCR response indicating
that alternative explanations pertaining to this phenomenon must exist.32 In normal B-cells,
BCR undergoes lipid raft translocation upon ligand binding.24 BCR failed to translocate to
lipid rafts in M-CLL, as evidenced by low content of IgM and lack of Lyn phosphorylation
in lipid rafts isolated from such B-cells.30 While lipid raft formation was independent of src
kinase activity U-CLL, inhibition of Src kinases in M-CLL resulted in spontaneous
translocation of BCR into lipid rafts, indicating that Src kinases facilitate exclusion of the
BCR from lipid rafts.30 Hence, spatial organization of the BCR signaling complex may be at
least one of the critical determinants of the ability of the neoplastic B cell to respond to BCR
stimulation.

Recent successes in targeting BCR signaling pathway
A number of BCR signaling inhibitors have entered clinical trials in the past few years.
Indeed, targeting BCR shows great promise in both CLL and other types of B-cell neoplasia.
Ibrutinib is now at the forefront of BCR-targeting agents in the clinic and is most
extensively studied with reported response rates of up to 70% in both treatment-naive and
relapsed/refractory CLL, relapsed/refractory follicular lymphoma, mantle cell lymphoma
and lymphoplasmacytic lymphoma. Through translational research, novel BCR-targeting
agents provide important new knowledge about the mechanisms of disease progression n B-
cell malignancies. The discussion which follows will review the biology, preclinical and
clinical activity of these agents. Meanwhile, it is important to consider certain common
features among them, such as :

1. Efficacy across a variety B-cell malignancies, including CLL/SLL, follicular
lymphoma, mantle cell lymphoma, lymphoplasmacytic lymphoma, and diffuse
large B-cell lymphoma, indicating the importance of BCR pathway in sustenance
of a neoplastic B cell;

2. Development of lymphocytosis patients who receive such agents, thought to be due
to disruption of homing of neoplastic B cells to the microenvironment.33

Importantly, this appears to be an efficient way of thwarting apoptosis resistance
and in and of itself lays foundation for design of novel drug combinations. The
duration of lymphocytosis is variable and may be abrogated by co-administration of
Rituximab or cytotoxic chemotherapy Persistent lymphocytosis complicated
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response assessment using the IWCLL 2008 criteria which are commonly used in
clinical trials in CLL34;

3. Favorable side effect profile, although at least with ibrutinib, the frequency of
neutropenia and infections is higher in patients with previously treated CLL
compared to patients who received iburtinib as their first-line therapy. This makes
promise that BCR-targeting agents may revolutionize treatment of CLL in the
elderly;

Ibrutinib
(PCI-32765, Pharmacyclics) is a novel BTK inhibitor which recently entered Phase IIL trials
in CLL. . Several studies involving ibrutinib generated considerable excitement at a 2012
American Society of Hematology Annual Meeting. Ibrutinib has demonstrated promising
activity in studies involving relapsed follicular lymphoma, CLL/SLL, diffuse large B-cell
lymphoma and other non-Hodgkin lymphoma subtypes as a single agent and in combination
with other drugs.35–39 A Phase Ib/II study enrolled 31 patients with treatment naive CLL (all
older than 65 year old), 61 patients with relapsed and refractory CLL and 24 patients with
high-risk CLL (those who relapsed within 2 years following combination
chemoimmunotherapy or were identified to carry deletion 17p).39 Ibrutinib was
administered at a dose of 420–840 mg/day. After a median follow-up of 17 months, ORR
was observed in 71%, 67% and 50% and CR - in 10%, 3% and 0% of patient among the
three respective cohorts. Since ibrutinib induced lymphocytosis in a subset of patients, a
novel category of response, PR with lymphocytosis, was reported at a frequency of 10, 20
and 29%, correspondingly, thus documenting response at close to 80% in each of the above
cohorts. Such impressive activity was accompanied by rather mild side effects, which
primarily included diarrhea (54%), fatigue (29%), upper respiratory tract infection (29%),
rash (28%), nausea (26%) and arthralgias (25%).39 High activity of ibrutinib in CLL with
deletion 17p is remarkable and exceeds the efficacy of high-dose methylprednisone
combinations in this setting. Ibrutinib induced responses in 68% of such patients, more than
>50% of whom remained on study for longer than 2 years; this is in contrast to a PFS of 10
months documented after treatment with high dose steroids in combination with
alemtuzumab.39–41 A recent review by Dr. Jennifer Brown42 provides additional details on
recent studies of ibrutinib in CLL, with some of these highlighted in a Table.

Ongoing clinical trials with ibrutinib enroll patients with CLL include Phase III studies in
treatment-naive and previously treated CLL (RESONATE, HELIOS, RESONATE-2); Phase
II study in patients with deletion 17p (RESONATE -17); Phase II (SPARK) and III (SHINE
and RAIN) studies in mantle cell lymphoma, follicular lymphoma (DAWN) and others.

Idelalisib
(GS-1101, formerly CAL-101, Gilead Sciences) is an orally bioavailable, small-molecule
inhibitor of PI3-Kδ. The PI3K pathway is a key component of survival in many cancers,
including CLL. There are three classes of PI3K isoforms. Class I isoforms are made up of
two subsets: IA, which incorporates p110-α, p110-β and p110-δ (catalytic domains) bound
by regulatory domains; and IB, made up only by p110-γ coupled with p101. Of those
isoforms, PI3K-δ is abundantly expressed in CLL.43 Idelalisib has shown considerable
monotherapy activity when given at dose levels of ≥100 mg twice daily in patients with
heavily pretreated indolent non-Hodgkins lymphoma. In a Phase I study of idelalisib in
patients with relapsed or refractory CLL, idelalisib was administered orally one or 2 times
per day continuously for 28-day cycles for up to 12 cycles.44 Doses >150 mg twice daily
resulted in minimal increases of plasma Cmax and AUC. Idelalisib reduced
lymphadenopathy in all patients; 29/32 (91%) achieved a lymph node response. An initial
increase in peripheral absolute lymphocyte counts of >50% from baseline was observed in
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21/35 (60%) patients and those increases were maximal during the first 2 cycles and began
to resolve thereafter.

Data on idelalisib combination Phase I studies was presented at a recent American Society
of Hematology Annual Meeting. Patients (the majority of whom were 60 years old or older)
were enrolled in three cohorts where idelalisib was combined with rituximab (N=30),
bendamustine (N=33) or bendamustine and rituximab (BR; N=13) and given at a dose of
100–150 mg twice daily. The majority of patients in each group had relapsed follicular
lymphoma (between 70 and 76% of patients in each of the treatment subgroups) and small
lymphocytic lymphoma, as well as several patients with marginal zone lymphoma.45

Patients had a median of 3 prior therapies. Almost all patients had been exposed to
rituximab and up to a third had received prior bendamustine. All but two patients
experienced a decrease in lymphadenopathy with idelalisib combination therapy. CR/PR
were reported in 13/64%, 16/69% and 30/47% of patients in the respective cohorts, with 1-
year progression-free survival (PFS) of 78–90%. This treatment was fairly well tolerated
with the most frequent adverse event being grade ≥3 neutropenia in 43–52% of patients.
Febrile neutropenia was reported in 12% of patients who received idelalisib in combination
with bendamustine, while infections were reported in 7%,15% and 8% of patients in the
three cohorts. A dedicated Phase I study of idelalisib combination therapy in patients with
CLL reported similar results.46 Again, most patients received prior rituximab, and a higher
proportion than in the previous study (40–47%) had had bendamustine. In the three similarly
designed patient cohorts, ORR ranged between 78 and 82% with 1-year PFS of 74–88%.
Similarly, combination therapy was well tolerated with low rate of febrile neutropenia (7–
12%) and infections (11–18%). Thus, idelalisib has both single agent activity and may be
successfully combined with current standard therapies in CLL and lymphoma.

Several alternative selective inhibitors of PI3K are being tested in both pre-clinical and
clinical setting and include AMG-319 (Amgen)47 and IPI-14548. A recent report however
implicated that upregulation of alternative PI3K isoforms within neoplastic B cells, such as
PI3K-α, may represent an emerging mechanism of eventual resistance to selective inhibitors
of PI3K-δ in patients with B-cell malignancies.49

Finally, fostamatinib disodium (R788, Rigel Pharmaceuticals) is an ATP-competitive SYK
kinase inhibitor that also inhibits a number of other kinases.50 Fostamatinib has been
investigated in a Phase I/II study in patients with several types of recurrent non-hodgkin
lymphoma.51 While compared to the above agents responses to fostamatinib were less
prominent (ORR of 10% in follicular lymphoma, 55% in CLL, and 11% in mantle cell
lymphoma), the drug was similarly well tolerated (grade ≥3 neutropenia - 18%, grade ≥3
anemia - 7%). Follow-up studies of fostamatinib in B-cell malignancies have not been
initiated, although the drug has been intensely investigated in rheumatoid arthritis and other
autoimmune disorders. On June 4, 2013, Astra Zeneca announced they would not proceed
with regulatory filings for fostamatinib (www.nasdaq.com). Alternative SYK inhibitors
demonstrate promising pre-clinical activity in CLL.52 A novel Syk inhibitor GS-9973
(Gilead Sciences) has entered clinical trials and is being investigated in combination with
idelalisib in CLL.

Alternative and emerging targets: B-cell receptor and beyond
This section will discuss agents which target kinases other than BTK and PI-3K in the BCR
signaling pathway (Lyn, Lck and ZAP-70) as well as other molecular targets which may
cross-talk with, but are not directly linked to the BCR (cyclin-dependen kinases and NFκB).
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Signaling through BCR results in B-cell survival and proliferation. As cells progress through
cell cycle, they rely on a partnership between cyclin-dependent kinases (CDK's) and
various cyclins to advance DNA duplication, cell mitosis and proliferation. CDK inhibitors
is a novel class of agents whose clinical activity has been recently appreciated in CLL.
Inhibition of transcription is arguably the best characterized mechanism of their action in
CLL. This has been linked to inhibition of CDK-7 and -9 and a concomitant decrease in
expression of short-lived proteins, among which the anti-apoptotic BCL2 family member
proteins MCL1, BCLX are paramount.53,54 Just recently, Cosimo et al. provided convincing
data where CR8, a roscovitine analog, decreases BCLX, MCL1 and XIAP expression in
CLL cells. CR8 also disrupted NFκB pathway activity at the transcriptional level and led to
loss of CD40L- mediated protection from apoptosis in CLL.55 Since many anti-apoptotic
BCL2 family members are recognized as transcriptional targets of the NF-κB, it would be
interesting to determine in a more direct set of experiments whether disruption of this
pathway is the dominant mechanism leading to their decreased expression in presence of
CDK inhibitors.

Dinaciclib (SCH727965, Merck) and flavopiridol (HMR-1275, Sanofi) are the CDK
inhibitors which are currently at a most advanced stage in clinical trials. Those agents have
non-selective activity in CLL with unfavorable features, including deletion 17p. Dinaciclib
inhibits CDK's 1, 2, 5 and 9 and has poor selectivity between them in vitro.56 Dinaciclib
shows prominent pre-clinical activity in CLL irrespective of the cytogenetics.57 While the
Phase II results with dinaciclib in CLL have not been reported thus far, the drug showed
efficacy in a Phase I study in patients with CLL. Dinaciclib was administered to five cohorts
of patients with relapsed/refractory CLL (N=33) and an expansion cohort (N=16).58

Recommended Phase II dose was established at 14 mg/m2 on days 1, 8 and 15 of a 28-day
cycle. PR was observed in 15/33 (45%) of all patients, including many who had prior
fludarabine treatments and those with deletion 17p. Among the patients enrolled on the
expansion cohort the PR rate was 62.5%, and several other patients with highly proliferative
CLL achieved stable disease. Tumor lysis syndrome was observed in 5 patients, of whom
two required dialysis. Otherwise the drug was well tolerated with diarrhea and hematologic
toxicity being most prominent.58 Somewhat despite expectations, dinaciclib has not
performed as well in a trial enrolling patients with indolent and large cell lymphoma, where
only one partial response in a patient with diffuse large B-cell lymphoma was observed.
Activity not meeting criteria for partial response was seen in 2 patients with follicular
lymphoma and one patient with mantle cell lymphoma.59

Dasatinib is a non-specific Src/c-Abl kinase inhibitor. While it is used as a potent inhibitor
of bcr-abl tyrosine kinase in Ph+ leukemias, dasatinib also has blocking activity against the
proximal Src kinases within the BCR pathway such as Lyn.60 Lyn is vital to B-cell
development as Lyn-deficient mice fail to maintain a mature B-cell population.61 Lyn
functions to phosphorylate ITAM's on the Cd79a and CD79b following BCR stimulation
and is consistently overexpressed in CLL.62 Dasatinib leads to decreased SYK
phosphorylation and induces apoptosis of CLL cells in vitro.63 In a single institution phase
II study dasatinib 140 mg once daily induced partial responses in 3/15 patients with high risk
CLL, and additional 6 patients manifested nodal responses, albeit toxicity was not
insignificant.64 Importantly, dasatinib at low concentrations also has inhibitory activity
against other kinases within the BCR pathway including Lck and BTK60 which further
explains its activity in CLL.

Lck is a Src family tyrosine kinase and a T-cell receptor signaling protein which was found
to be expressed in B-CLL. ZAP-70 serves as a principal target for Lck in T cells.65 Lck is
expressed in most B-cell malignancies, including mantle cell lymphoma, lymphomas of
germinal center origin (such as follicular lymphoma) and CLL.66 Lck expression in CLL is
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variable and correlates with BCR responsiveness since Lck mediates phosphorylation of
SYK and downstream BCR signaling events.67 Importantly, either siRNA-mediated
knockdown or pharmacologic inhibition of Lck resulted in decreased signaling through BCR
and abrogated the BCR crosslinking-mediated CLL cell survival67, thus implicating Lck as a
potential therapeutic target in CLL.

ZAP-70
(Zeta-chain associated T cell receptor kinase 70 kDa), a key SH2-domain containing kinase
in the T-cell receptor signaling cascade, is expressed at very low levels in normal B-cells,
but was found to be overexpressed in U-CLL.68 ZAP-70 expression is now routinely
measured in clinical laboratories in CLL where it is considered an unfavorable prognostic
marker. ZAP-70 seems to be important in CLL cell survival, as destabilization of ZAP-70
via antagonizing hsp90 results in apoptosis.69 There is some evidence that ZAP-70 is
involved in modulation of BCR signaling in CLL. For example, ZAP-70+ CLL B-cells show
more robust BCR signaling70, while engineered expression of ZAP-70 in CLL cells and a
Burkitt lymphoma cell line, BJAB, enhanced activation of Syk, Erk and Akt.71 Earlier work
suggested that ZAP-70 is phosphorylated in the process of BCR signaling72, yet this has
since been disputed.71 Moreover, contrary to Syk, ZAP-70 kinase activity is probably not
required for the BCR signal to be successfully propagated, thus challenging the rationale of
an ATP-competitive inhibitor.73 ZAP-70 associates with several key regulators of BCR
signaling in CLL, including CD79b, and downstream molecules such as PI3K and Cbl72;
however despite that knowledge, there is no definitive explanation as to how ZAP-70 is
involved in BCR signal transduction. Since ZAP-70 associates with BCR components, it
may be disrupting BCR internalization and/or promoting lipid raft formation thus facilitating
recruitment of Src family kinases such as Lyn. Alternatively, ZAP-70 may compete for
ubiquitination with other kinases in the BCR cascade.73 It is likely that the ability of ZAP-70
to serve as an adopter protein is critical to its function. ZAP-70 depends on the functionality
of its SH2 domains to promote its effect on BCR signaling in CLL cells.73 While molecules
targeting SH2 domains have been successfully generated, work in this area has not left pre-
clinical realm.

NF-κB
BCR signaling acts in synergy with the soluble factors expressed by the surrounding
microenvironment in a CLL lymph node and bone marrow. A variety of soluble factors
produced by T-cells, macrophages, dendritic cells and neutrophils drive B-cell homeostasis
in a healthy setting and CLL B-cell perseverance in disease. Tumor necrosis factor receptor
(TNFR) superfamily members B-cell activating factor receptor (BAFF-R) and CD40 play
critical role in CLL. CD40L-mediated activation of the anti-apoptotic Bcl-2 family members
(BCL2, BCLX, MCL1 and BFL-1) and downregulated expression of pro-apoptotic BH3-
only proteins is a well-recognized phenomenon reproducible in vitro, that is accompanied by
reduced spontaneous CLL cell apoptosis.74–77 Mechanistically, recruitment of the TNFR-
associated factor (TRAF) proteins by TNFR family members leads to activation of the
canonical and non-canonical NF-κB pathways (Figure). Importantly, NF-κB mediates cross-
talk between BCR and TNFR signaling.75 As discussed earlier, activation of the proximal
BCR signaling complex ultimately results in activation of IKK1/IKK2, phosphorylation and
proteosomal degradation of IκBα and induction of the canonical NF-κB signaling. NF-κB
transcriptional activity leads to upregulation of a number of chemokine molecules (CCL17,
CCL22, CXCR5); cell cycle regulators (Cyclin D) and the anti-apoptotic proteins mentioned
above. In a positive feedback mechanism, canonical NF-κB signaling enhances transcription
of the non-canonical NF-κB pathway components (such as p100), as well as c-Rel and
BAFF-R which are critical for BAFF-R signaling.75 Hence the NF-κB pathway represents
an attractive target in B-cell malignancies. Moreover, CD40L- or BAFF-mediated NF-κB
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activation has strong clinical implications in that it may render malignant B cells less
dependent on BCR signaling targeting agents ultimately leading to resistance to BCR-
targeting agents.

In vitro inhibition of NF-κB has been shown to result in CLL cell apoptosis.78,79 However,
targeting NF-κB in the clinic has thus far been less successful. For one, NFκB activity is
proposed to be targeted by proteasome inhibitors bortezomib and carfilzomib due to
disrupted degradation of IκBα. Bortezomib has been successfully used to augment the
activity of R-CHOP regimen in activated B-cell diffuse large B-cell lymphoma, a subtype
characterized by the constitutive activation of NF-κB.80 It received FDA approval as a
second line treatment of mantle cell lymphoma, where it may have a similar mechanism of
action.81 Despite initial enthusiasm due to significant activity of bortezomib in CLL in
vitro82, clinical trials failed to elicit responses in this B-cell malignancy.83 This lack of
activity has been attributed to dietary flavonoids, quercetin and myricetin, which were found
in patients' plasma, and an ensuing chemical reaction resulting in a decreased activity of
bortezomib in CLL cells but not in myeloma cells.84 A novel proteasome inhibitor
carfilzomib recently received FDA approval in relapsed multiple myeloma. Carfilzomib was
shown to induce growth inhibition in mantle cell lymphoma cell lines. Importantly, a
preliminary report of an in vivo study comparing carfilzomib with bortezomib in a mantle
cell lymphoma xenograft mouse model demonstrated superior efficacy of carfilzomib over
bortezomib.85 Carfilzomib irreversibly blocked release of NF-κB to the nuclei thus
abrogating pathway activity.85 Carfilzomib also demonstrated promising pre-clinical activity
in CLL.86 Importantly, pro-apoptotic effect of carfilzomib persisted in the presence of
human plasma, whereas bortezomib was rendered inactive. Interestingly, carfilzomib had
little effect on baseline NF-κB activity in peripheral CLL cells in this study.86 However,
NF-κB is significantly more active in the lymph node microenvironment.87 Therefore, it
would be of interest to determine whether carfilzomib would reduce CLL cell survival in
CD40L- or BAFF-expressing stromal co-cultures or in response to TLR9-mediated signaling
in vitro. In a recently published phase I study, carfilzomib resulted in stable disease in four
patients with follicular lymphoma and one patient with CLL/SLL.88 Other proteasome
inhibitors, including MLN9708 (Millenium Pharmaceuticals), CEP-18770 (Teva/Cephalon)
and orpozomib (Onyx Therapeutics) are currently being investigated in Phase I protocols in
patients with relapsed and refractory B-cell lymphomas.

MLN4924 is an investigational small molecule inhibitor of Nedd8-activating enzyme (NAE)
which has shown pre-clinical activity in hematologic malignancies.89,90 Nedd8-activating
enzyme is necessary for activation of Cullin-RING ubiquitin ligases. In vitro MLN4294
leads to accumulation of Cullin-RING E3 ligase substrates - IκBα, p27 and Cdt1 and
others.89,91 Disrupted ubiquitination of IκB in the presence of MLN4924 and subsequent de-
activation of the NF-κB canonical pathway seems to be the underlying event which leads to
apoptosis of the diffuse large B-cell lymphoma cell lines of the activated B-cell type.90

Those findings echo the bortezomib data in this lymphoma subtype. MLN4924 is currently
being studied in Phase I/II clinical trials in B-cell lymphoma and multiple myeloma.

Conclusion
In summary, both pre-clinical and early clinical trial results involving novel targeted
therapies strongly suggest that the standard treatment paradigm in CLL and B-cell
malignancies will change in the next few years. Particular attention should be paid to the
BCR-targeting agents, ibrutinib and idelalisib, which already demonstrate encouraging
activity both as single agents and in combination with conventional chemotherapy across a
variety of B-cell neoplastic conditions, including those with unfavorable genetic features.
Meanwhile, the FDA granted breakthrough therapy designation to ibrutinib for patients with
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mantle cell lymphoma and Waldenström’s macroglobulinemia which will allow for its
expedited development and review. Favorable side effect profile reported with those agents
thus far may change lives of the elderly patients and patients with serious comorbidities.
Novel therapies continue to emerge in the preclinical setting and will expand the
armamentarium of drug combinations in hematologic oncology in the coming decades.
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Figure.
B-cell receptor- and other microenvironment-mediated signaling pathways converge on NF-
κB.
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Table 1

Key clinical trial results of ibrutinib in B-cell malignancies36–38

Disease type Study (N) ORR CR PFS, months

Follicular lymphoma (relapsed/refractory) Phase 1 (16) 55%$ 27% 13.4–19.6

Mantle cell lymphoma (relapsed/refractory) Phase 2 (115) 68% 22% 13.9

CLL, therapy-naïve
55%: U-CLL
7% – 17p

Phase 1b/2 (31) 96% 10% (13%*) 96% at 26 months

CLL, relapsed/refractory
85%: U-CLL
35%: del17p
39%: del 11q

Phase 2 (85) 75% 2% (18%*) 75% at 26 months

*
frequency of PR with lymphocytosis

$
at a dose level exceeding 2.5 mg/kg daily
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