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Key Points

• ATG-free CBT in adults
is associated with rapid
CD41-biased, thymus-
independent, T-cell
reconstitution.

• Recovery of CD41

T cells and T-cell func-
tion is associated with
improved survival in
adult CBT recipients.

Quality of immune reconstitution after cord blood transplantation (CBT) without

antithymocyte globulin (ATG) in adults is not established. We analyzed immune recovery in

106 engrafted adult CBT recipients (median age 50 years [range 22-70]) transplanted for

hematologic malignancies with cyclosporine/mycophenolate mofetil immunoprophylaxis

and no ATG. Patients were treated predominantly for acute leukemia (66%), and almost all

(96%) underwent myeloablation. Recovery of CD41 T cells was faster than CD81 T cells with

median CD41 T-cell counts exceeding 200/mm3 at 4months. Early post-CBT, effectormemory

(EM), and central memory cells were the most common CD41 subsets, whereas effector and

EM were the most common CD81 T-cell subsets. Naive T-cell subsets increased gradually

after 6 to 9 months post-CBT. A higher engrafting CB unit infused viable CD31 cell dose was

associated with improved CD41 and CD41CD45RA1 T-cell recovery. Cytomegalovirus

reactivation by day 60 was associated with an expansion of total, EM, and effector CD81

T cells, but lower CD41 T-cell counts. Acute graft-versus-host disease (aGVHD) did not

significantly compromise T-cell reconstitution. In serial landmark analyses, higher CD41

T-cell counts and phytohemagglutinin responses were associated with reduced overall

mortality. In contrast, CD81 T-cell counts were not significant. Recovery of natural killer and

B cells was prompt, reaching medians of 252/mm3 and 150/mm3 by 4 months, respectively,

although B-cell recovery was delayed by aGVHD. Neither subset was significantly associated

with mortality. ATG-free adult CBT is associated with robust thymus-independent CD41

T-cell recovery, and CD41 recovery reduced mortality risk.

Introduction

Cord blood (CB) is a valuable alternative hematopoietic stem cell (HSC) source for patients who lack
suitable adult donors, especially racial and ethnic minorities.1,2 Double-unit CB grafts have successfully
extended cord blood transplantation (CBT) to larger children and adults,3 and both single- and double-
unit CBT has been associated with potent graft-versus-leukemia (GVL) effects,4,5 low rates of chronic
graft-versus-host disease (GVHD),6-8 and high rates of disease-free survival in patients with hematologic
malignancies.4-6,8,9 CBT, however, has also been associated with delayed immune reconstitution
compared with T-cell replete HLA-matched adult donor allografts with multiple reports of high infection
rates early posttransplant.10-13

CB grafts contain low numbers of progenitor stem and immune cells compared with adult donor HSC
grafts.14 In addition, CB-derived lymphocyte populations have unique phenotypic and immunological
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properties, including almost exclusively naive T cells that do not
transfer immune memory.15,16 Although these CB graft attributes
could contribute to delayed immune reconstitution, many pre-
vious CBT series have included antithymocyte globulin (ATG),
a platform that has detrimental effects on both immune recon-
stitution and survival after CBT.17-22 Notably, low ATG exposure
or omission of ATG has been associated with rapid thymus-
independent T-cell expansion and robust immune reconstitution
in pediatric CBT recipients.19,22-25 In contrast to children, however,
relatively little is known about immune reconstitution after ATG-free
CBT in adults.12,26-30

Herein, we report the kinetics of immune reconstitution in a large
cohort of adult CBT recipients transplanted for hematologic
malignancies at a single center without ATG. We also analyzed
the impact of patient, graft, and early posttransplant factors on
immune recovery, as well as the immune variables associated
with improved survival. Our hypothesis was that, similar to
pediatric series, ATG-free adult CBT is associated with prompt
immune reconstitution and that early T-cell recovery improves
survival post-CBT.

Methods

Patient and transplant characteristics

All consecutive adult patients#70 years old who underwent first
allogeneic transplantation using single- or double-unit CB grafts
for the treatment of hematologic malignancies at Memorial
Sloan Kettering Cancer Center (MSKCC) between April 2012
and May 2016 were eligible for analysis (n 5 114). Those who
did not achieve CB-derived engraftment (n 5 4) or had no
immune reconstitution assays performed due to development
of fatal early posttransplant complications before day 30
(n 5 4) were excluded. Of the 106 evaluable patients, 93 were
treated on Institutional Review Board (IRB)–approved protocols
(#NCT00739141, #NCT01682226, and #NCT00387959). The
remaining 13 patients were treated off protocol due to either protocol
ineligibility (n5 8) or insurance denial for clinical trials in otherwise
eligible patients (n 5 5).

CB units were at least 4/6 HLA-A, -B antigen, -DRB1 allele
matched to the recipient, and each unit had a cryopreserved total
nucleated cell (TNC) dose $1.5 3 107/kg. High-resolution HLA
typing, CD341 cell dose, CB quality, and bank of origin were
also considered in unit selection as previously detailed.31 Some
patients also received mobilized peripheral blood-derived hap-
loidentical CD341 cells as a myeloid bridge prior to CB engraftment
(#NCT01682226).

Most patients received myeloablative conditioning (outlined in
Table 1). GVHD prophylaxis was with cyclosporine-A/mycophenolate
mofetil, and no patient received ATG. Granulocyte colony-stimulating
factor was given starting day17. Cytomegalovirus (CMV)-seropositive
patients were monitored by quantitative polymerase chain reaction
as of day 114 posttransplant. Preemptive antiviral therapy was
given upon detection of any level of CMV viremia.

This study was performed with MSKCC IRB approval.

Immune reconstitution monitoring

Immune reconstitution monitoring was per standard MSKCC clinical
practice and not influenced by protocol enrollment. Flow cytometric

immunophenotyping for the monitoring of absolute lymphocyte
count (ALC) and lymphocyte subset recovery was performed
prospectively on fresh whole blood samples at the MSKCC
Clinical Immunology Laboratory using BD FACS Canto II and BD
FACS Canto 10 color flow cytometers. Until April 2014, analyzed
lymphocyte subsets included total T cells (CD31), total CD41,
CD4145RA1, and CD81 T cells, natural killer (NK; CD32CD561

CD161), and B cells (CD191). Since May 2014, subset analysis
of CD41 and CD81 naive (CCR71CD45RA1), central memory
(CM; CCR71CD45RA2), effector memory (EM; CCR72CD45RA2),
effector (CCR72CD45RA1), and activated (CD381HLADR1)
T cells, and naive (CD272IgD1), nonswitched memory (CD271

IgD1), switched memory (CD271IgD2), transitional (CD241

CD381), and plasmablast (CD271CD202CD381) B cells was
performed. T-cell proliferative responses to mitogen phytohemag-
glutinin (PHA) were assessed by measuring 3H-thymidine incor-
poration. Assessments were usually performed at days 30, 60,
120, 180, 270, 1 year, 18 months, and 2 years post-CBT. Immune
recovery data were censored at the time of second allogeneic
transplantation (n 5 1) or after infusion of viral-specific cytotoxic
T cells (n 5 5; 4 CMV specific, 1 Epstein-Barr virus specific).

Table 1. Patient and graft characteristics (n 5 106)

Variable Value

Median age (range), y 50 (22-70)

Male, n (%) 55 (52)

Median weight (range), kg 80 (36-138)

Recipient CMV1, n (%) 59 (56)

Diagnosis, n (%)

Acute leukemia (AML/ALL/other) 70 (66)

MDS/MPN 14 (13)

Lymphoma (NHL/HD) 22 (21)

Conditioning, n (%)*

High intensity 1 (1)

Intermediate intensity 101 (95)

Nonmyeloablative 4 (4)

Donor-recipient 8-allele HLA match,† median (range) 5 (3 to 7)

Infused TNC dose 3 107/kg,† median (range) 2.35 (1.23-5.31)

Infused viable CD341 dose 3 105/kg,† median (range) 1.18 (0.18-4.08)

Infused viable CD31 dose 3 106/kg,† median (range) 3.34 (0.45-10.61)

Graft composition, n (%)‡

dCB 45 (42)

dCB-haploCD341 59 (56)

sCB-haploCD341 2 (2)

ALL, acute lymphoblastic leukemia; AML, acute myeloid leukemia; HD, Hodgkin disease;
MDS, myelodysplastic syndrome; MPN, myeloproliferative neoplasm; NHL, non-Hodgkin
lymphoma.
*High-intensity myeloablative conditioning was with cyclophosphamide 120 mg/kg,

fludarabine 75 mg/m2, and total body irradiation (TBI) 1320 cGy; intermediate-intensity
myeloablative was with cyclophosphamide 50 mg/kg, fludarabine 150 mg/m2, thiotepa 5 to
10 mg/kg, and TBI 400 cGy33; nonmyeloablative included cyclophosphamide 50 mg/kg,
fludarabine 150 mg/m2, and TBI 200 cGy (n 5 3), or fludarabine 150 mg/m2 and TBI 400
cGy (n 5 1).
†Engrafting CB unit.
‡Fifty-nine double-unit CB (dCB) grafts and 2 single-unit CB (sCB) grafts were

supplemented with haploidentical CD341 cells to provide a myeloid bridge prior to CB
engraftment.
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Statistical analysis

Acute graft-versus-host disease (aGVHD) was diagnosed clini-
cally with histologic confirmation when possible and was graded
according to International Bone Marrow Transplant Registry crite-
ria.32 CMV reactivation was defined as detection of CMV DNA by
quantitative polymerase chain reaction regardless of the viremia
level. Transplant-related mortality (TRM) was defined as death from
any cause other than disease relapse or progression. The cumu-
lative incidence of aGVHD, CMV reactivation, relapse, and TRM
was calculated in the competing risks framework considering
relapse/death without developing aGVHD, death without CMV
reactivation, TRM, and relapse as the competing events, respec-
tively. Overall survival (OS) and progression-free survival estimates
were calculated using Kaplan-Meier methodology.

Loess-smoothed curves were estimated to visually inspect immune
recovery trends over time. The association between baseline or
early posttransplant factors and immune variables was investi-
gated with linear mixed effects models. Immune recovery data
were natural log transformed before the analysis. The mixed effects
models contained linear and quadratic terms for time, as well as
random intercepts for each patient and fixed effects for variables of
interest. From the mixed effects models, the slopes and the 95%
confidence intervals (CIs) of the baseline and early posttransplant
factors were estimated. Models for day 60 CMV reactivation and
day 100 aGVHD considered only immune recovery data beyond 60
and 100 days, respectively.

Landmark analyses at 2, 4, and 6 months were performed to
investigate the association between each of the immune variables
and OS. For the 2-, 4-, and 6-month landmark analyses, the most
recent immune parameter values prior to day 65, 130, and 195 were
used, respectively. Univariable OS analyses were first performed for
each immune variable, baseline factors, and early posttransplant
factors. Exploratory analyses were also performed to potentially
identify an optimal CD41 T-cell count based on its univariable
association with OS at each of the landmark time points. Multivari-
able Cox regression models were built for each immune variable
that was statistically significant controlling for significant baseline
and/or posttransplant covariates. Immune variables were highly
correlated with each other and therefore could not be included in
the same models (correlations were assessed using Spearman’s
rank correlation coefficient).

Tests with P, .01 were considered statistically significant, to account
for multiple comparisons. All statistical analyses were performed in R
version 3.5.3 (The R Foundation for Statistical Computing).

Results

Patient and graft characteristics

The characteristics of the 106 analyzed patients (median 50 years,
range 22 to 70) and their grafts are summarized in Table 1. The
most common diagnosis was acute leukemia (66%), followed
by lymphoma (21%), or myelodysplasia/myeloproliferative disease
(13%). The majority of patients (95%) received intermediate-intensity
myeloablative conditioning.33

Nearly all patients (n 5 104) received double-unit CB grafts. The
median infused TNC and infused viable CD341 cell doses of the
engrafting unit were 2.35 (range 1.23-5.31) 3 107/kg and 1.18

(range 0.18-4.08) 3 105/kg, respectively. The median 8-allele
engrafting unit-recipient HLA match was 5/8 (range 3/8-7/8).

Transplant outcomes

In all of the 106 patients (including all 61 recipients of CB grafts
supplemented with haploidentical CD341 cells), long-term hema-
topoiesis was mediated by 1 CB unit (termed the engrafting unit),
with no contribution from the host. Of the 59 CMV-seropositive
patients, 44 reactivated CMV by day 60 for a cumulative incidence
of 75% (95% CI, 61-84). The cumulative incidence of grade II to IV
and III to IV aGVHD by day 100 was 77% (95%CI, 68-84) and 17%
(95% CI, 11-25), respectively. Of the 64 patients with grade II day
100 aGVHD, 22 (34%) were treated with systemic corticosteroids
by day 100; remaining patients were treated with nonabsorbable
oral or topical corticosteroids.

With a median survivor follow-up of 2 years (range 7 months to
4.7 years), the 2-year estimates of OS and progression-free
survival for the 106 patients evaluable for immune recovery
(8 nonevaluable patients with graft failure or early death excluded)
were 73% (95%CI, 62-81) and 69% (95%CI, 58-78), respectively.
Two-year TRM was 19% (95% CI, 12-28) and 2-year relapse was
12% (95% CI, 6-20).

T-, NK-, and B-cell immune reconstitution

The median ALC surpassed 500/mm3 by 2 months. The speed of
recovery varied markedly between lymphocyte subsets. NK cells
were the most common lymphocyte population early posttrans-
plant, followed by CD31 T cells, and B cells. However, CD31

T cells comprised the largest lymphocyte subset beyond 4 months
(Table 2; Figure 1).

Of CD31 T-cell subsets, CD41 lymphocytes recovered faster than
CD81 lymphocytes (Table 2; Figure 2A). The median CD41 T-cell
count surpassed 200/mm3 by 4 months. CD41CD45RA1 T cells,
considered to represent naive CD41 T cells, remained low in the
first 6 to 9 months post-CBT (Figure 2A). CD81 T cells increased
steadily until 15 to 18 months post-CBT, followed by a relative
contraction of the CD81 T-cell compartment (Figure 2A). T-cell
function, as assessed by PHA responses, increased rapidly and
remained relatively stable beyond 6 months (Figure 2B).

Eighty-eight patients had 1 or more time points assayed with the
extended lymphocyte subset immunophenotyping panel. EM
and CM cells were the most prevalent CD41 subsets post-CBT,
followed by naive and effector subsets (Figure 2C). EM and CM
CD41 T-cell numbers increased rapidly in the first 6 months and
remained relatively stable between 9 and 24 months. Naive
CD41 T cells increased steadily beyond 6 months. In contrast to
CD41 T-cell subsets, effector CD81 T cells comprised the
majority of CD81 T cells post-CBT, followed by the EM CD81

subset (Figure 2D). Following their marked initial increase,
effector CD81 T cells decreased beyond 18 months posttrans-
plant. Recovery of naive CD81 T cells paralleled that of naive
CD41 T cells beyond 6 months post-CBT (Figure 2D).

NK cells increased rapidly in the first 2 months post-CBT and
remained stable thereafter (Table 2; Figure 1). B cells also rose
rapidly with the median B-cell count reaching normal range by
4 months posttransplant (Table 2; Figure 1). This was explained by
a marked increase of naive B cells in the first 6 months post-CBT.
Naive B cells continued to be the most prevalent B-cell subset
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through 2 years post-CBT (Figure 3). Transitional B cells were the
next most common B-cell subset, whereas nonswitched memory,
switched memory, and plasmablast B-cell subsets remained low
(Figure 3).

Association of patient, graft, and posttransplant

variables with immune reconstitution

The association of baseline and early posttransplant variables with
recovery of lymphocyte subsets and PHA responses is shown in
Tables 3 and 4. No patient, graft (including the addition of
haploidentical CD341 cells), or early posttransplant variables were
significantly associated with ALC or CD31 T-cell recovery (Table 3).

Patient characteristics, including age, sex, or diagnosis, were not
significantly associated with CD41 or CD81 T-cell recovery. A

higher engrafting unit infused viable CD31 cell dose was
associated with higher CD41 and CD41CD45RA1 T-cell counts
after CBT, although these associations were not significant at the
0.01 level (Table 4). Conversely, CMV reactivation was associated
with lower CD41 T cells (Figure 4A) and PHA responses post-CBT
(Table 4). In contrast, CMV reactivation was the only factor
significantly associated with higher CD81 T-cell counts posttrans-
plant (Table 4; Figure 4B).

The association of transplant variables with the recovery of CD41

T-cell subsets is shown in supplemental Table 1. A higher engrafting
unit CD341 cell dose was associated with higher EM CD41 T-cell
counts, whereas a higher engrafting unit CD31 dose was associ-
ated with higher naive CD41 T-cell counts post-CBT, although
these associations did not reach significance at the 0.01 level. CMV
reactivation was associated with lower CM and, to a lesser extent,
naive CD41 T-cell counts (supplemental Figure 1). No transplant
factors were associated with effector CD41 T-cell reconstitution.
Increased numbers of activated CD41 T cells were observed in
association with a higher engrafting unit CD341 cell dose, whereas
lower activated CD41 T-cell counts were seen in patients with
aGVHD, especially corticosteroid-requiring aGVHD (data not shown).
These associations, however, did not reach the prespecified level of
statistical significance.

The association of transplant variables with the recovery of CD81

T-cell subsets is shown in supplemental Table 2. A higher engrafting
unit CD341 cell dose was associated with higher EM and, to
a lesser extent, effector CD81 T-cell counts after CBT. In addition,
a marked expansion of EM and effector CD81 T cells was observed
in patients with CMV reactivation (supplemental Figure 2). No
transplant factors were significantly associated with CM or naive
CD81 T-cell reconstitution. A higher number of activated CD81

T cells were observed in association with higher CD341 dose of the
engrafting CB unit and CMV reactivation.

Older recipient age and higher CD341 cell dose of the engrafting
CB unit were associated with NK-cell recovery early posttransplant
(Table 3). B-cell reconstitution was adversely affected by the
development of grade II to IV aGVHD (Table 3), especially aGVHD
requiring systemic corticosteroids (data not shown). The negative

Table 2. Recovery of lymphocyte subsets and PHA responses after CBT

Immune variable, median (range)

Posttransplant time point

2 mo 4 mo 6 mo 1 y

ALC, cells/mm3

(NR: 500-5300)
608

(85-7200)
745

(145-2025)
933

(173-6287)
1554

(384-4774)

CD31 T cells, cells/mm3

(NR: 822-1825)
171

(7-3024)
252

(8-1112)
380

(38-1572)
669

(148-3246)

CD41 T cells, cells/mm3

(NR: 429-1131)
120

(5-1584)
203

(8-912)
294

(30-1069)
420

(22-891)

CD81 T cells, cells/mm3

(NR: 209-768)
22

(0-1440)
25

(0-761)
47

(0-909)
204

(11-2574)

B cells, cells/mm3

(NR: 87-441)
22

(0-3024)
150

(0-1357)
201

(0-3960)
324

(0-1968)

NK cells, cells/mm3

(NR: 78-424)
222

(41-1333)
252

(29-717)
221

(65-1519)
220

(70-896)

PHA, CPM
(NR: 109576-256486)

66816
(231-156128)

76319
(667-162912)

86 944
(14590-161140)

86 091
(6724-164435)

CPM, counts per minute; NR, normal range.
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effect of aGVHD was also observed in naive, transitional, nonswitched
memory, and to a lesser extent, switched memory and plasmablast
B-cell subset recovery (data not shown). No other transplant
factors were associated with B-cell recovery.

Association of immune variables with OS

Next, we investigated the association of immune reconstitution
with OS in serial landmark analyses. At 2 months, recipient age
was the only baseline factor associated with OS (Table 5). A
higher PHA response was the only immune variable associ-
ated with improved OS in univariable and multivariable analysis
controlling for age. This was due to decreased TRM in patients
with higher PHA responses, whereas relapse risk was unaffected
(data not shown).

In the 4-month landmark analysis (Table 6), recipient age was again
the only baseline factor impacting OS. In addition, there was no
association of day 100 aGVHD grade with OS. In univariable
analysis, 4-month ALC, total CD31 and CD41 T cells, and PHA
responses were significantly associated with OS beyond 4 months.
Although an association of higher B-cell counts with improved
OS was also observed, it was not significant at the 0.01 level. In
multivariable analyses controlling for age, each of the variables
of ALC, CD31 and CD41 T cells, and PHA remained significant.
As expected, CD41 T-cell counts and PHA responses at 4 months
were highly correlated (r 5 0.35). Therefore, they could not be
concurrently included in a multivariable model.

At 6 months (Table 7), the association of recipient age with OS was
no longer significant at the 0.01 level (P5 .025), but was retained in
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multivariable modeling because it is a clinically important factor. Of
the immune variables, higher ALC, total CD31 and CD41 T cells,
and PHA responses were significantly associated with subsequent
improved OS in univariable and age-adjusted analyses. As with
the 4-month landmark, CD41 T-cell counts and PHA responses at
6 months were highly correlated (r 5 0.39); therefore, their indepen-
dent prognostic significance could not be examined.

CD41CD45RA1 T-cell, CD81 T-cell, or NK-cell counts were not
associated with OS at any time point post-CBT (Tables 5-7). In

addition, due to the limited number of events in assayed patients,
the prognostic value of specific CD41 and CD81 T-cell subsets
could not be evaluated. Finally, in exploratory analyses, no optimal
CD41 T-cell count cutoff for OS could be identified at any time
point post-CBT.

Discussion

This study represents the largest analysis of immune reconstitution
after ATG-free CBT in adults to date. In contrast to the protracted
T-cell lymphopenia reported after ATG-based CBT, we show
rapid early thymus-independent CD41 T-cell recovery consistent
with that reported in pediatric ATG-free CBT.23,24 In this adult
population with a median age of 50 years, the median CD41

T-cell count already exceeded 200/mm3 by 4 months and increased
steadily through 2 years posttransplant. EM and CM T cells were
the most prevalent CD41 subsets early post-CBT,11,34 whereas
naive CD41 T-cell counts gradually increased beyond 6 to 9 months
post-CBT.

Recovery of CD81 T cells was initially slow, but marked CD81 T-cell
expansion was noted beyond 6 months post-CBT.28 Effector and
EMwere the most commonCD81 T-cell subsets early post-CBT.11,34

As with naive CD41 T cells, naive CD81 T-cell counts increased
steadily beyond 6 to 9 months, suggesting thymus-dependent
recovery from this time point, even despite the relatively advanced
age of this patient cohort.15 Recovery of T-cell function, as
assayed by PHA responses, was also prompt.

Of factors associated with T-cell reconstitution, a notable finding
was the lack of an adverse effect of recipient age on total, CD41,
CD81, and subset T-cell recovery. It is possible that the relatively
older age of this patient cohort did not allow the detection of such
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Table 3. Association of transplant variables with the recovery of ALC and total T, NK, and B cells

ALC CD31 T cells NK cells B cells

Variable Slope (95% CI) P Slope (95% CI) P Slope (95% CI) P Slope (95% CI) P

Age (10 y) 0.01 (20.08, 0.09) .897 20.06 (20.16, 0.04) .260 0.15 (0.07, 0.23) .001 20.20 (20.46, 0.07) .146

8-allele HLA-match* .135 .733 .327 .465

,5/8 reference reference reference reference

$5/8 0.17 (20.05, 0.39) 0.05 (20.22, 0.31) 0.12 (20.12, 0.35) 0.26 (20.44, 0.96)

Infused viable CD341 cell dose* .099 .840 .018 .245

,1.18 3 105/kg reference reference reference reference

$1.18 3 105/kg 0.17 (20.03, 0.37) 0.03 (20.22, 0.27) 0.25 (0.05, 0.46) 0.38 (20.25, 1.01)

Infused viable CD3
1 cell dose* .727 .185 .093 .612

,3.34 3 106/kg reference reference reference reference

$3.34 3 106/kg 0.04 (20.16, 0.24) 0.16 (20.08, 0.40) 20.18 (20.39, 0.03) 0.164 (20.47, 0.80)

CMV reactivation by day 60 .783 .391 .577 .488

No CMV reactivation reference reference reference reference

CMV reactivation 20.03 (20.23, 0.17) 0.12 (20.15, 0.38) 0.06 (20.15, 0.27) 20.26 (21.01, 0.48)

Day 100 aGVHD grade .313 .960 .708 <.001

0-I reference reference reference reference

II 20.16 (20.43, 0.11) 20.05 (20.41, 0.31) 0.09 (20.19, 0.38) 21.15 (22.04, 20.26)

III-IV 20.26 (20.60, 0.08) 20.02 (20.47, 0.43) 20.01 (20.37, 0.35) 22.38 (23.50, 21.25)

There was no association with the variables of recipient sex, diagnosis (acute leukemia vs MDS/MPD vs lymphoma), or the addition of haploidentical CD341 cells (data not shown).
P values significant at the .01 level are indicated in bold.
*Engrafting CB unit.
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an effect. Alternatively, early thymus-independent T-cell recovery
after ATG-free CBTmay not be significantly influenced by advanced
recipient age, in contrast to the thymus-dependent pathway of T-cell
reconstitution.15 Data concerning the potential impact of CB graft
characteristics on T-cell recovery after CBT are limited.23,35,36 We
observed a notable trend for a higher engrafting CB unit infused
viable CD31 cell dose being associated with higher total and naive
CD41 T cells post-CBT. In addition, higher engrafting CB unit
infused viable CD341 cell dose was associated with higher EM and
activated CD81 T-cell counts, and a similar trend was observed
for the same CD41 T-cell subsets. Interestingly, despite high levels
of engrafting CB unit-recipient HLA-mismatch, such mismatch
had no discernible effect on total T-cell and subset recovery.
In addition, despite concerns that aGVHD may hamper immune

reconstitution,36-38 overall grade II to IV aGVHD did not significantly
affect T-cell recovery in our series, with the exception of activated
CD41 T-cell counts.

CMV reactivation significantly impacts quantitative and qualita-
tive T-cell recovery after HSC transplantation (HSCT).39,40 CMV
reactivation after HSCT has been associated with a rapid
increase of CD81 T cells due to EM and effector CD81 subset
expansion.39-45 The impact on total CD41 T-cell and subset
recovery, however, is less clear,39-43 with a previous report suggesting
that CMV reactivation may compromise thymopoiesis.39 These
effects lead to contraction of the naive T-cell compartment and
TCR repertoire diversity.39,43,46 In our analysis, a marked expan-
sion of total CD81, EM and effector CD81 T-cell subsets, and

Table 4. Association of transplant variables with the recovery of T-cell subsets and function

Variable

CD41 T cells CD41CD45RA1 T cells CD81 T cells PHA

Slope (95% CI) P Slope (95% CI) P Slope (95% CI) P Slope (95% CI) P

Age (10 y) 20.09 (20.20, 0.01) .087 20.05 (20.22, 0.12) .539 0.01 (20.15, 0.16) .924 20.08 (20.21, 0.04) .205

8-allele HLA-match* .200 .545 .105 .565

,5/8 reference reference reference reference

$5/8 0.19 (20.10, 0.47) 0.14 (20.30, 0.58) 20.33 (20.73, 0.07) 0.09 (20.22, 0.41)

Infused viable CD341 cell dose* .646 .333 .245 .574

,1.18 3 105/kg reference reference reference reference

$1.18 3 105/kg 20.06 (20.32, 0.20) 20.20 (20.60, 0.20) 0.22 (20.15, 0.58) 0.08 (20.21, 0.37)

Infused viable CD3
1
cell dose* .045 .020 .893 .065

,3.34 3 106/kg reference reference reference reference

$3.34 3 106/kg 0.26 (0.01, 0.52) 0.47 (0.08, 0.87) 0.03 (20.34, 0.39) 0.27 (20.01, 0.56)

CMV reactivation by day 60 .005 .171 <.001 <.001

No CMV reactivation reference Reference reference reference

CMV reactivation 20.39 (20.66, 20.13) 20.31 (20.75, 0.13) 1.15 (0.77, 1.52) 20.58 (20.86, 20.29)

Day 100 aGVHD grade .651 .386 .630 .435

0-I reference reference reference reference

II 20.16 (20.52, 0.20) 20.05 (20.62, 0.51) 0.29 (20.32, 0.90) 20.20 (20.61, 0.21)

III-IV 20.19 (20.65, 0.27) 0.37 (0.36, 1.10) 0.30 (20.48, 1.07) 20.33 (20.83, 0.17)

*Engrafting CB unit.
There was no association with the variables of recipient sex, diagnosis (acute leukemia vs MDS/MPD vs lymphoma), or the addition of haploidentical CD341 cells (data not shown).

P values significant at the .01 level are indicated in bold.
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activated CD81 T cells44 was observed in patients with CMV
reactivation post-CBT. Because CB T cells are exclusively naive,47

this CMV-driven CD81 T-cell expansion reflects the emergence
of CMV effectors from naive CB-derived T cells. Although T-cell
specificity was not examined, our findings are supported by reports
that CMV effectors with memory phenotype are generated from naive
CB-derived T cells early post-CBT48-50 and after CMV infection in
neonates.51We also observed that CMV reactivation was associated
with lower total and CM CD41 T-cell counts. Although naive CD41

T cells were also numerically lower, this difference was not significant
at the prespecified significance threshold. Therefore, although we
demonstrate a negative impact of CMV reactivation on CD41 T-cell
recovery after CBT, whether thymopoiesis is impaired is uncertain.39

A critical finding of this analysis is that early T-cell recovery,
especially CD41 counts and T-cell function, was associated with
improved survival. Although an association of CD41 counts with
OS was not observed at 2 months,.75% of assayed patients already
had CD41 T cells .50/mm3 by that time, a threshold previously
associated with protection against infections and improved survival
in pediatric CBT.19,22,52,53 Importantly, we observed a continuous
reduction in overall mortality with increasing CD41 T-cell counts at
4 and 6 months post-CBT. Because CD41 T cells were the most
prevalent CD31 subset at these time points, this lymphocyte
population likely also accounted for the prognostic significance of
CD31 T-cell counts and ALC on survival. In contrast, CD81 T-cell
counts were not associated with survival, as previously reported
after adult donor HSCT.38,54 Early recovery of T-cell function as
assessed by PHA responses was also associated with improved
survival, as has previously been reported in CD341 selected HSCT
recipients,55 and was highly correlated with CD41 T-cell counts.

Notably, in contrast to previous reports supporting an important role
of thymopoiesis on CBT outcomes,15,30,48 we did not observe an
association of CD41CD45RA1 T-cell count recovery with improved
survival. A possible explanation is that ATG omission may decrease
reliance on thymopoiesis for CD41 T-cell reconstitution due to early
thymus-independent T-cell recovery.

Previous CBT studies have reported prompt posttransplant NK-
and B-cell recovery, regardless of ATG use.12,28,29,56 Similarly,
we observed early NK-cell recovery in our cohort. Unexpectedly,

advanced recipient age was associated with higher NK-cell counts,
as has previously been suggested in some HSCT studies,36,55 and
may represent a compensatory mechanism as recovery of adap-
tive immunity may be delayed in older HSCT recipients. We also
observed an association of a higher engrafting unit infused viable
CD341 cell dose with higher NK-cell counts post-CBT. In contrast,
NK-cell counts tended to be lower in recipients of a higher engrafting
unit infused viable CD31 cell dose, a finding possibly explained by
NK- and T-cell competition for homeostatic cytokines.57 Similar
findings have been reported in adult donor HSCT.58,59 Importantly, in
contrast to multiple HSCT series,54,58,60-62 we found no association
between NK-cell counts and CBT outcomes.

B-cell counts normalized by 4 months and were primarily charac-
terized by naive immunophenotype. Development of grade II to IV
aGVHD by day 100, and especially corticosteroid-requiring GVHD,
was the only factor that adversely affected B-cell and subset
recovery. Whether B-cell recovery has any prognostic value for
CBT outcomes remains unclear, as the prespecified statistical
significance threshold in our analysis was not achieved.

A striking finding of our study is that T-cell recovery after ATG-free
CBT in adults is robust, thymus independent, and CD41 biased.
These results add to the growing literature supporting an under-
appreciated prompt T-cell recovery after T-replete CBT.19,22-24,28

They suggest that the reconstituting neonatal immune system in
adult CBT recipients has unique biology as previously demon-
strated in children.24 The observed CD41 bias is in contrast to
the inversion of the CD41/CD81 T-cell ratio after adult donor
HSCT. Moreover, our study demonstrates that early CD41 T-cell
recovery after adult CBT, as well as T-cell function, is associated
with reduction in overall mortality, corroborating previous HSCT and
primarily pediatric CBT studies.22,28,38,53-55,63,64

We acknowledge that not all patients had early T-cell recovery.
Therefore, as with adult donor HSCT, strategies to further
augment immune reconstitution are needed. Notably, we found
that increased cell dose improved T-cell recovery, whereas HLA
mismatch was not detrimental. If these findings are confirmed,
they would support prioritizing cell dose over HLA match in CB
unit selection as a potentially modifiable factor to promote both
myeloid engraftment and T-cell recovery. In addition, although grade II

Table 5. Two-month landmark analysis for OS

Immune variable* n HR (95% CI) P

ALC 90 0.67 (0.34-1.31) .246

CD31 T cells 90 0.73 (0.45-1.18) .219

CD41 T cells 90 0.69 (0.43-1.12) .150

CD41CD45RA1 T cells 90 1.11 (0.75-1.64) .587

CD81 T cells 90 1.00 (0.66-1.49) .984

NK cells 78 1.34 (0.63-2.84) .439

B cells 90 0.85 (0.68-1.07) .163

PHA 88 0.56 (0.40-0.78)† .009

P values significant at the .01 level are indicated in bold.
*In univariable analysis of patient and graft variables, only recipient age was significantly

associated with OS (hazard ratio [HR], 2.11 [95% CI, 1.30-3.43] per decade, P 5 .001).
Patient sex, diagnosis, CMV seropositivity, engrafting CB unit–recipient HLA-match,
engrafting CB unit infused viable CD341 and CD31 cell doses, addition of haploidentical
CD341 cells were not significant.
†HR adjusted for age.

Table 6. Four-month landmark analysis for OS

Immune variable* n HR (95% CI) P

ALC 93 0.20 (0.08-0.51)† .004

CD31 T cells 93 0.41 (0.24-0.71)† .006

CD41 T cells 93 0.43 (0.25-0.73)† .006

CD41CD45RA1 T cells 93 1.03 (0.70-1.51) .887

CD81 T cells 93 0.86 (0.60-1.24) .434

NK cells 91 0.71 (0.32-1.60) .420

B cells 93 0.80 (0.66-0.97) .029

PHA 89 0.43 (0.26-0.71)† .008

P values significant at the .01 level are indicated in bold.
*In univariable analysis of patient, graft, and posttransplant variables, only recipient age

was significantly associated with OS (HR, 2.21 [95% CI, 1.31-3.75] per decade, P 5
.001). Patient sex, diagnosis, CMV seropositivity, engrafting CB unit–recipient HLA match,
engrafted CB unit infused viable CD341 and CD31 cell doses, addition of haploidentical
CD341 cells, and day 100 aGVHD grade were not significant.
†HR adjusted for age.
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to IV aGVHD did not significantly affect overall T-cell recovery or
mortality, severe aGVHD is often associated with significant morbidity
and opportunistic infections. Moreover, mitigation of aGVHD burden
may further speed thymus-dependent T-cell recovery due to the
deleterious effect of aGVHD on thymopoiesis.37,65 Therefore, based
on the promising results reported in adult donor HSCT,66,67 our
center is now investigating enhanced aGVHD prophylaxis with the
addition of tocilizumab (#NCT03434730) as a nonlymphodepleting
strategy. Finally, although CMV-specific immunity ultimately develops,
most seropositive CBT recipients reactivate CMV early posttrans-
plant.68 Therefore, our center has adopted letermovir prophylaxis
starting day 17 for all adult CMV-seropositive CBT recipients.69 It is
possible that reduction in CMV reactivation could in turn improve
CD41 T-cell recovery in these patients.

Our study could have benefited from an even larger patient sample
size and more frequent lymphocyte subset immunophenotyping
assessments. In addition, detailed evaluation of thymopoiesis,
including T-cell receptor excision circles15 and T-cell repertoire
diversity,43,46 virus-specific T-cell responses,29,39,48-50 and analysis of
phenotypic or functional NK-cell reconstitution,62,70,71 were not
routinely performed. These should be investigated in the future to
further elucidate the biology of immune recovery after CBT. Future
correlation of quantitative and qualitative T-cell reconstitution with
functional immune competence, as evidenced by protection against
viral infections,52,72 will also be critically important. Such studies
could identify immune milestones that may inform the duration of
needed viral monitoring and the safe cessation of antiviral prophylaxis,
including letermovir. Correlation of B-cell recovery with vaccine
responses73 will also be of great interest. Finally, CBT has been
associated with robust GVL effects,4,5,74 and early CD41 T-cell
recovery has been associated with reduction in relapse risk in patients

with myeloid malignancies.22,53 Thus, further research should focus
on the impact of T-cell recovery on TRM and relapse risk separately,
as well as the unique immune biology of CB-mediated GVL.
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(GETH). Severe infections after unrelated donor allogeneic hematopoietic stem cell transplantation in adults: comparison of cord blood transplantation
with peripheral blood and bone marrow transplantation. Biol Blood Marrow Transplant. 2006;12(7):734-748.

11. Komanduri KV, St John LS, de Lima M, et al. Delayed immune reconstitution after cord blood transplantation is characterized by impaired thymopoiesis
and late memory T-cell skewing. Blood. 2007;110(13):4543-4551.

12. Jacobson CA, Turki AT, McDonough SM, et al. Immune reconstitution after double umbilical cord blood stem cell transplantation: comparison with
unrelated peripheral blood stem cell transplantation. Biol Blood Marrow Transplant. 2012;18(4):565-574.

13. Ballen K, Woo Ahn K, Chen M, et al. Infection rates among acute leukemia patients receiving alternative donor hematopoietic cell transplantation. Biol
Blood Marrow Transplant. 2016;22(9):1636-1645.

14. Storek J. Immunological reconstitution after hematopoietic cell transplantation–its relation to the contents of the graft. Expert Opin Biol Ther. 2008;8(5):
583-597.

15. Politikos I, Boussiotis VA. The role of the thymus in T-cell immune reconstitution after umbilical cord blood transplantation. Blood. 2014;124(22):3201-3211.

16. Lucchini G, Perales MA, Veys P. Immune reconstitution after cord blood transplantation: peculiarities, clinical implications and management strategies.
Cytotherapy. 2015;17(6):711-722.

17. Castillo N, Garcı́a-Cadenas I, Barba P, et al. Early and long-term impaired T lymphocyte immune reconstitution after cord blood transplantation with
antithymocyte globulin. Biol Blood Marrow Transplant. 2017;23(3):491-497.

18. Pascal L, Tucunduva L, Ruggeri A, et al; Eurocord and the European Society for Blood and Marrow Transplantation. Impact of ATG-containing
reduced-intensity conditioning after single- or double-unit allogeneic cord blood transplantation. Blood. 2015;126(8):1027-1032.

19. Lindemans CA, Chiesa R, Amrolia PJ, et al. Impact of thymoglobulin prior to pediatric unrelated umbilical cord blood transplantation on immune
reconstitution and clinical outcome. Blood. 2014;123(1):126-132.

20. Pascal L, Mohty M, Ruggeri A, et al. Impact of rabbit ATG-containing myeloablative conditioning regimens on the outcome of patients undergoing
unrelated single-unit cord blood transplantation for hematological malignancies. Bone Marrow Transplant. 2015;50(1):45-50.

21. Brunstein CG, Weisdorf DJ, DeFor T, et al. Marked increased risk of Epstein-Barr virus-related complications with the addition of antithymocyte globulin
to a nonmyeloablative conditioning prior to unrelated umbilical cord blood transplantation. Blood. 2006;108(8):2874-2880.

22. Admiraal R, Lindemans CA, van Kesteren C, et al. Excellent T-cell reconstitution and survival depend on low ATG exposure after pediatric cord blood
transplantation. Blood. 2016;128(23):2734-2741.

23. Chiesa R, Gilmour K, QasimW, et al. Omission of in vivo T-cell depletion promotes rapid expansion of naı̈ve CD41 cord blood lymphocytes and restores
adaptive immunity within 2 months after unrelated cord blood transplant. Br J Haematol. 2012;156(5):656-666.

24. Hiwarkar P, Hubank M, Qasim W, et al. Cord blood transplantation recapitulates fetal ontogeny with a distinct molecular signature that supports CD41

T-cell reconstitution. Blood Adv. 2017;1(24):2206-2216.

25. de Koning C, Gabelich JA, Langenhorst J, et al. Filgrastim enhances T-cell clearance by antithymocyte globulin exposure after unrelated cord blood
transplantation. Blood Adv. 2018;2(5):565-574.

26. Kanda J, Chiou LW, Szabolcs P, et al. Immune recovery in adult patients after myeloablative dual umbilical cord blood, matched sibling, and matched
unrelated donor hematopoietic cell transplantation. Biol Blood Marrow Transplant. 2012;18(11):1664-1676.e1661.

27. Sauter C, Abboud M, Jia X, et al. Serious infection risk and immune recovery after double-unit cord blood transplantation without antithymocyte globulin.
Biol Blood Marrow Transplant. 2011;17(10):1460-1471.

28. Bejanyan N, Brunstein CG, Cao Q, et al. Delayed immune reconstitution after allogeneic transplantation increases the risks of mortality and chronic
GVHD. Blood Adv. 2018;2(8):909-922.

29. Saliba RM, Rezvani K, Leen A, et al. General and virus-specific immune cell reconstitution after double cord blood transplantation. Biol Blood Marrow
Transplant. 2015;21(7):1284-1290.

30. Politikos I, Kim HT, Nikiforow S, et al. IL-7 and SCF levels inversely correlate with T cell reconstitution and clinical outcomes after cord blood
transplantation in adults. PLoS One. 2015;10(7):e0132564.

200 POLITIKOS et al 14 JANUARY 2020 x VOLUME 4, NUMBER 1



31. Purtill D, Smith K, Devlin S, et al. Dominant unit CD341 cell dose predicts engraftment after double-unit cord blood transplantation and is influenced by
bank practice. Blood. 2014;124(19):2905-2912.

32. Rowlings PA, Przepiorka D, Klein JP, et al. IBMTR Severity Index for grading acute graft-versus-host disease: retrospective comparison with Glucksberg
grade. Br J Haematol. 1997;97(4):855-864.

33. Ponce DM, Sauter C, Devlin S, et al. A novel reduced-intensity conditioning regimen induces a high incidence of sustained donor-derived neutrophil and
platelet engraftment after double-unit cord blood transplantation. Biol Blood Marrow Transplant. 2013;19(5):799-803.

34. Ruggeri A, Peffault de Latour R, Carmagnat M, et al. Outcomes, infections, and immune reconstitution after double cord blood transplantation in patients
with high-risk hematological diseases. Transpl Infect Dis. 2011;13(5):456-465.

35. Castillo N, Garcı́a-Cadenas I, Dı́az-Heredia C, et al. Cord blood units with high CD3(1) cell counts predict early lymphocyte recovery after in vivo T
cell-depleted single cord blood transplantation. Biol Blood Marrow Transplant. 2016;22(6):1073-1079.

36. Niehues T, Rocha V, Filipovich AH, et al. Factors affecting lymphocyte subset reconstitution after either related or unrelated cord blood transplantation in
children--a Eurocord analysis. Br J Haematol. 2001;114(1):42-48.

37. Clave E, Busson M, Douay C, et al. Acute graft-versus-host disease transiently impairs thymic output in young patients after allogeneic hematopoietic
stem cell transplantation. Blood. 2009;113(25):6477-6484.

38. Berger M, Figari O, Bruno B, et al. Lymphocyte subsets recovery following allogeneic bone marrow transplantation (BMT): CD41 cell count and
transplant-related mortality. Bone Marrow Transplant. 2008;41(1):55-62.

39. Suessmuth Y, Mukherjee R, Watkins B, et al. CMV reactivation drives posttransplant T-cell reconstitution and results in defects in the underlying TCRb
repertoire. Blood. 2015;125(25):3835-3850.

40. Lugthart G, van Ostaijen-Ten Dam MM, Jol-van der Zijde CM, et al. Early cytomegalovirus reactivation leaves a specific and dynamic imprint on the
reconstituting T cell compartment long-term after hematopoietic stem cell transplantation. Biol Blood Marrow Transplant. 2014;20(5):655-661.

41. Kook H, Goldman F, Padley D, et al. Reconstruction of the immune system after unrelated or partially matched T-cell-depleted bone marrow
transplantation in children: immunophenotypic analysis and factors affecting the speed of recovery. Blood. 1996;88(3):1089-1097.

42. Drylewicz J, Schellens IM, Gaiser R, et al. Rapid reconstitution of CD4 T cells and NK cells protects against CMV-reactivation after allogeneic stem cell
transplantation. J Transl Med. 2016;14(1):230.

43. Kanakry CG, Coffey DG, Towlerton AM, et al. Origin and evolution of the T cell repertoire after posttransplantation cyclophosphamide. JCI Insight. 2016;
1(5):e86252.

44. Itzykson R, Robin M, Moins-Teisserenc H, et al. Cytomegalovirus shapes long-term immune reconstitution after allogeneic stem cell transplantation.
Haematologica. 2015;100(1):114-123.
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