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The presence of donor-specific antibodies (DSA), mainly against HLA,

increases the risk of allograft rejection. Moreover, antibody-mediated rejection

(ABMR) remains an important barrier to optimal long-term outcomes after

solid organ transplantation. The development of chimeric autoantibody recep-

tor T lymphocytes has been postulated for targeted therapy of autoimmune dis-

eases. We aimed to develop a targeted therapy for DSA desensitization and

ABMR, generating T cells with a chimeric HLA antibody receptor (CHAR) that

specifically eliminates DSA-producing B cells. We have genetically engineered

an HLA-A2-specific CHAR (A2-CHAR) and transduced it into human T cells.

Then, we have performed in vitro experiments such as cytokine measurement,

effector cell activation, and cytotoxicity against anti-HLA-A2 antibody-

expressing target cells. In addition, we have performed A2-CHAR-Tc cytotoxic

assays in an immunodeficient mouse model. A2-CHAR expressing T cells

could selectively eliminate HLA-A2 antibody-producing B cells in vitro. The

cytotoxic capacity of A2-CHAR expressing T cells mainly depended on Gran-

zyme B release. In the NSG mouse model, A2-CHAR-T cells could identify and

eradicate HLA-A2 antibody-producing B cells even when those cells are local-

ized in the bone marrow. This ability is effector:target ratio dependent. CHAR
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technology generates potent and functional human cytotoxic T cells to

target alloreactive HLA class I antibody-producing B cells. Thus, we consider

that CHAR technology may be used as a selective desensitization protocol or

an ABMR therapy in transplantation.

KEYWORD S

ABMR therapy, antibody-producing B cells, chimeric HLA antibody receptor T cells
(CHAR-Tc), desensitization protocol, donor-specific antibodies, HLA-sensitized patients

1 | INTRODUCTION

Solid organ transplantation (SOT) is the best replacement
therapy for chronic organ dysfunction.1–4 HLA-A is a
commonly mismatched antigen in transplantation and is
associated with poor outcomes after hematopoietic stem
cell transplantation5–7 and SOT.8,9 Specifically, HLA-A*02
constitutes a common HLA allele group, with reports of
21.1%–27.7% of renal transplant recipients in Europe and
the United States receiving an HLA-A*02-mismatched
renal transplant.10–12

HLA-sensitized patients, those with pre-existing
donor-specific antibodies (DSAs), are limited regarding
the access to a suitable donor due to the high rejection
risk associated with pre-existing DSA. For highly sensi-
tized patients there are only very few or no donors
express acceptable HLA antigens. In addition, long
periods on the waiting list increase the risk of death or
unfavorable outcomes for these patients.13,14 Although
current therapies can almost block cellular rejection,
many recipients develop antibody-mediated rejection
(ABMR), especially those highly sensitized.15 ABMR
relates to HLA-incompatibilities between donor and
recipient and pre-existing or de novo DSA.16

Thus, desensitization therapies, either pre- or post-
transplant, constitute transplant options for these patients
despite DSA. Currently, there are several desensitization
protocols, which can include the elimination of DSA
through plasma exchange or immunoadsorption and sub-
sequent immunoglobulin replacement.17 In some centers,
the elimination of B cells using anti-CD20 antibodies, or
proteasome inhibitors (bortezomib or carfilzomib) to elim-
inate plasma cells has been assessed to eliminate the
antibody-producing cells.18 These therapies have also been
used to treat ABMR19 with variable success rates; in some
patients, a remission of the rejection episode can be
achieved, but in others, an acute or chronic deterioration
of graft function with subsequent graft loss persists. The
treatment of ABMR and its complications are critical
aspects and are still an unmet need.20,21

Donor-specific antibody removal techniques such as
plasma exchange or immunoadsorption and IgG

replacement is a therapy that eliminates the DSA or mod-
ulate their effects for a specific time interval, but after
some weeks, these HLA antibodies appear again.22 The
use of anti-CD20 antibodies has been debated because
they are not directed against plasma cells, the main
alloantibody-producing cells, and are associated to
adverse effects such as bacterial and especially viral infec-
tions, thus increasing the risk of mortality.23–25 On the
other hand, using proteasome inhibitors eliminates all
types of plasma cells; however, discordant results have
been observed if used as a desensitization therapy and
these drugs are associated with some severe side effects.26

Over the last two decades, the development of chime-
ric antigen receptor (CAR) T cell therapies has opened
the opportunity to target specific antigens with autolo-
gous cytotoxic T cells with remarkable clinical success in
the treatment of hematological malignancies.27–29 At
Hospital Clinic de Barcelona, CAR-19 therapies have
been developed from Academia reaching the clinical
phase in several oncological diseases.30,31

In the field of transplantation, the development of
alloantigen-specific T regulatory cells (Tregs) using a CAR
targeting HLA-A2 has demonstrated efficacy in reducing
graft versus host disease (GvHD)32 and prolonging skin
allograft survival in a murine model.33 This strategy has
been tested in heterotopic heart transplantation in mice
with good results.34 Recently, Schreeb et al. described the
design of the STEADFAST study, a first-in-human, phase
I/IIa, multicenter, open-label, single-ascending dose, dose-
ranging study to assess an autologous cell therapy
(TX200-TR101) where an HLA-A2-CAR is introduced into
autologous naive Tregs in living-donor renal transplant
recipients.35 These strategies generate a tolerogenic envi-
ronment around the alloantigen, however, the generation
of antibodies could be reactivated at any time.

The development of chimeric autoantibody receptor
(CAAR) T lymphocytes has been postulated for targeted
therapy of autoimmune diseases to eliminate the
antibody-producing cells. Specifically, Ellebrecht et al.
demonstrated that the engineered T cells, expressing the
pemphigus vulgaris autoantigen desmoglein, could selec-
tively eliminate anti-desmoglein target cells.36 Based on
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this idea, we considered the development of T cells that
express a chimeric HLA antibody receptor (CHAR), which
allows it to eliminate B cells that produce donor-specific
HLA antibodies. In particular, we engineered HLA-
A2-specific CHAR (A2-CHAR) T cells. This strategy could
be a therapeutic approach for personalized desensitization
of HLA-sensitized recipients and even for ABMR in SOT.

2 | METHODS

2.1 | A2-CHAR generation

Exons 2, 3 and 4 of the HLA-A gene, which codify for the
extracellular domains α1, α2, and α3, were cloned from an
HLA-A*02:01 healthy volunteer. RNA was extracted from
PBMCs using mRNA Isolation Kit (#11741985001; Roche),
retrotranscribed to cDNA using the Transcriptor First
Strand cDNA Synthesis Kit (#04379012001; Roche), and
cDNA was used as a template to amplify extracellular
domain sequence of HLA-A*02:01. The entire A2-CHAR
sequence was generated by the fusion of extracellular HLA-
A*02:01 domains with the transmembrane and intracellu-
lar domain of ARI-001 CAR19.30 The complete A2-CHAR
sequence (including a signal peptide, HLA-A*02:01
domains, CD8 hinge, and transmembrane regions 4-1-BB
and CD3z) was cloned into the third-generation lentiviral
vector pCCL (kindly provided by Dr. Luigi Naldini; San
Raffaele Hospital, Milan) under the control of EF1α pro-
moter. Third-generation lentiviral vectors37 were produced
by HEK 293T cell transfection with our transfer vector
(pCCL-EF1a-A2-CHAR) together with packaging plasmids
pMDLg-pRRE (Addgene, 12251), pRSV-Rev (Addgene,
12253), and envelope plasmid pMD2.G (Addgene, 12259),
using linear PEI molecular weight (MW) 25,000
(Polysciences, 23966-1). Briefly, 24 h before a transforma-
tion, HEK 293 T cells were plated at a concentration of 106

cells per Petri 150 mm plate with DMEM supplemented
with 10% of FBS and penicillin–streptomycin (100 UI/mL–
100 μg/mL). A plasmid-PEI mix was prepared and added
slowly to each plate on the day of transfection. After 4–6 h
of incubation, media was exchanged for new supplemented
DMEM. The supernatant was harvested at 48 and 72 h and
concentrated by LentiX–Concentrator (Takara Bio,
631232). The titers of concentrated virus were determined
by limiting dilution on Jurkat cells.

2.2 | T cells isolation, transduction, and
expansion

Human CD3+ T cells, isolated by negative selection using
RosetteSep Human T Cell Enrichment Cocktail Kit
(STEMCELL Technologies) from healthy HLA-A*02:01

negative donors buffy coats, were thawed, cultured with
RPMI1640 supplemented with 10% of FBS, penicillin–
streptomycin (100 UI/mL–100 μg/mL), and IL-2 (50 IU/mL;
R&D), and activated with anti-CD3 and anti-CD28 dyna-
beads (Thermofisher) at 1:1 bead: cell ratio 24 h prior trans-
duction. Cells were transduced the day after with the
lentiviral particles at MOI (Multiplicity of Infection) of 5 len-
tiviral particles/cell and cultured for 10 days before conduct-
ing experiments.

2.3 | Flow cytometry

The immunophenotype of transduced A2-CHAR T cells
and the evaluation of cytotoxicity were performed by flow
cytometry. All monoclonal antibodies against human
proteins and viability markers used were from BD biosci-
ence: CD3-BV421 (#563798), CD4-PE (#565999), CD8-
PerCP-Cy5.5 (#560662), CD19-PE (#561741), HLA-
A2-APC (#561341), and 7-AAD (#559925). Briefly, cells
were collected into a 5 mL Round Bottom Polystyrene
Test Tube (Falcon #352008) and washed with FACS
Buffer for 5 min at 300 g. Then, cells were stained for
15 min at room temperature, protected from light, and
washed again with FACS Buffer for 5 min at 300 g.

Samples were run through the BD FACSCanto II
(BD Biosciences) cytometer, and data were analyzed
using the FlowJo 10.8.1.

2.4 | Cytotoxic activity in vitro

To analyze the cytotoxic properties of A2-CHAR T cells, tar-
get anti-HLA-A*02 antibody-producing B cells (hybridomas
SN230G6 and ROU2D3) were required and gently provided
by Dr Claas group (currently directed by Dr Heidt at Leiden
University Medical Center).38 Briefly, SN230G6 cells pro-
duce anti-HLA-A*02 IgG1 isotype, whereas ROU2D3 cells
release IgM antibodies. Moreover, SN230G6 and ROU2D3
cells have low and high expression of anti-HLA-A2 anti-
body at surface, respectively. Antibody-producing B cell
hybridomas were adjusted to 10 � 106 live cells/mL in sup-
plemented RPMI medium. A total 250 μL of cell mixture
per well were added in a 48-well plate for a total of 2 � 105

live cells/well. Subsequently, A2-CHAR-T or UT-T cells
(the starting point was a concentration of 8 � 105 live cells/
mL) were cocultured at the indicated ratios.

The exposure to immunosuppressive drugs such as
tacrolimus (TAC) at 10 ng/mL, prednisolone (PDN) at
400 μg/mL, mycophenolate mofetil (MMF) at 10 μM, and
rapamycin (RAPA) at 10 ng/mL were analyzed to simulate
in vivo serum concentrations of patients with kidney trans-
plants.39 Two different triple therapies (TAC + MMF
+ PDN and TAC + RAPA + PDN) were also tested.

BETRIU ET AL. 451
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In addition, the cytotoxicity activity was evaluated
when the effector cells were not in contact with the target
cells, and their effects were assessed after exposure to
anti-HLA-A*02 antibody-containing serum. For this pur-
pose, transwells (TW) with 3 μm diameter pores (Falcon®

Cell Culture Inserts #353096) were used. In these experi-
ments, 24-well plates were used, 5 � 105 live SN230G6
target cells were plated with supplemented RPMI, then
TW was placed on top, and A2-CHAR-T cells were intro-
duced into the TW at 1:1 ratio. The cytotoxic activity was
also evaluated in the presence of anti-HLA-A*02 anti-
bodies through the addition of 100 μL of supernatant
(SN) from target cell cultures into the transwell.

After 16 h at 37�C, cells were collected from the well
and marked for 15 min with CD45-PE, and then stained
with 7-ADD and CountBright beads. Subsequently, cells
were analyzed by flow cytometry, as described above.

2.5 | Activation of A2-CHAR-T cells by
anti-HLA-A*02 antibodies

The following experiment was designed to determine
whether the presence of anti-HLA-A*02 antibodies can acti-
vate A2-CHAR T cells without contact with the target cells.
The A2-CHAR-T and UT-T cells were plated at 1.5 � 105

cells/well in a 96-well plate with supplemented RPMI in a
volume of 150 μL, then 50 μL of donor serum containing
antibodies were added. Sera containing anti-HLA A*02 and
Anti-HLA-B*44 (non-specific antibody) antibodies were
tested. The positive control was carried out with lectin phy-
tohemagglutinin (PHA). Cells were incubated for 16 h and
were subsequently analyzed for activation markers (CD137)
by flow cytometry and granzyme B release by Luminex®.

In order to analyze the cytotoxic properties of
A2-CHAR T cells, stable GFP/Luciferase-expressing target
antibody-producing B cells (hybridomas SN230G6 and
ROU2D3) were generated by genetic engineering. B cells
were transduced with 3rd generation lentiviral vector with
pLV_MSCV_Luc-T2A-GFP. GFP+ cells were sorted with
FACS Aria cell sorting to obtain a homogeneous B cell
population expressing GFP (Supplementary Figure S4).

2.6 | Interleukins and cytokines analysis
after cytotoxic in vitro assays

After 16 h at 37�C incubation, 450 μL of supernatant was
collected, and cytokine concentration levels were deter-
mined enzymatically using high-sensitivity enzyme-
linked immunosorbent assay (ELISA) kits IFNγ
(88-7316-77 Invitrogen) and IL-2 (88-7025-77 Invitrogen).
IFNγ and IL-2 concentrations were calculated using

standard curves. The data points are averages of three
independent experiments performed in duplicate.

Subsequently, using 25 μL of supernatants, cytokine
levels (IFNγ, IL-10, Granzyme B IL-2, IL-6, sFasL, TNFα,
perforin) were analyzed using MILLIPLEX® xMAP KIT
(Millipore®, Darmstadt, Germany) and Luminex® mag-
netic beads (Luminex, Austin, TX).

2.7 | Mice

Male NOD.Cg-Prkdcscid Il2rgtm1Wjl/SzJ mice (NSG, from
Jackson Laboratories), 9–11 weeks of age, were provided
by Dr. Guedan group and bred and housed at the Facultat
de Medicina vivarium from Universitat de Barcelona on a
12-h light cycle with access to food and water ad libitum.

2.8 | Cytotoxic activity in vivo

NSG mice were irradiated with 2Gy 1 day before injecting
the target cells. The specificity conferred by A2-CHAR to
T cells was assessed in the first set of experiments. The
expansion of 5 � 105 SN230G6 cells on NSG irradiated
mice that received 106 untransduced T cells or 106

A2-CHAR human T cells at day +1 was compared. In the
second set of experiments, ROU2D3 or SN230G6 cells
were administered by tail intravenous injection (107 cells)
on fully irradiated NSG mice. At day +1, several mice
received 107 A2-CHAR-T cells. Furthermore, other NSG
mice with ROU2D3 or SN230G6 cells received 107

A2-CHAR-T cells at day +7. In the third set of in vivo
experiments, repeated doses were dispensed, at D + 3
and D + 6, of 107 or 2 � 107 A2-CHAR-T cells on NSG
irradiated mice that received 106 SN230G6 cells at D0.

The in vivo cytotoxicity was determined by biolumines-
cence assay, and mice were followed up weekly using
in vivo imaging systems; Hamamatsu (Hamamatsu Photon-
ics KK, Hamamatsu, Japan) or IVIS (Lumina III; Perkin-
Elmer, Waltham, MA). Luciferin was administered to mice
by intraperitoneal injection, and after 10 min of incubation,
an image was taken. Bioluminescence images were ana-
lyzed and quantified with Hamamatsu or IVIS software.

2.9 | Statistics

All data are presented as mean ± SEM. Comparisons of
quantitative variables between groups in the experiments
of HLA-A*02 expression in T cells and Cytotoxic activity,
using t-student for parametric samples and Mann-Withey
U test or Kruskal-Wallis test for non-parametric samples.
Survival curves were estimated by the Kaplan–Meier

452 BETRIU ET AL.

 20592310, 2023, 4, D
ow

nloaded from
 https://onlinelibrary.w

iley.com
/doi/10.1111/tan.15156 by C

ochrane N
etherlands, W

iley O
nline L

ibrary on [13/05/2024]. See the T
erm

s and C
onditions (https://onlinelibrary.w

iley.com
/term

s-and-conditions) on W
iley O

nline L
ibrary for rules of use; O

A
 articles are governed by the applicable C

reative C
om

m
ons L

icense



method and compared with the log-rank test. A p-value
less than 0.05 was considered statistically significant.
Unless otherwise indicated, asterisks in graphs represent as
follows: *p < 0.05, **p < 0.01, ***p < 0.001, ****p < 0.0001.
The statistical analysis and graphical work were performed
with GraphPad Prism version 8.0.

2.10 | Study approval

The study was reviewed and approved by the Ethics
Committee of the Hospital Clinic de Barcelona
(HCB/2017/0645). Animal experiments were approved by
and conducted according to the guidelines of the Local
Animal Ethics Committee (Comitè Ètic d'Experimentaci�o
Animal, CEEA, Decret 214/97, Catalonia, Spain).

3 | RESULTS

3.1 | Construction and validation of an
A2-CHAR

We aimed to generate a new CHAR containing the
extracellular domain of the HLA-A*02 molecule, as
this is the most prevalent HLA class I allele, present

at high frequencies in all ethnic populations.
A2-CHAR was engineered by cloning and sequencing
the HLA-A*02:01 extracellular domains (α1, α2, and
α3) and fusing them to the transmembrane segment of
CD8 and the intracellular signal transducing portions
of 4-1BB, and CD3ζ in a second-generation CAR struc-
ture (Figures 1 and S1).

3.2 | Generation of A2-CHAR-T cells

First, A2-CHAR was cloned into the pCCL and then
transduced to HEK293 in combination with SuperLenti
Packaging Mix. HEK293 cells produced high-titer pack-
aged lentiviral particles (Figure S2A). To verify the
A2-CHAR expression, we performed the lentiviral infec-
tion of Chinese Hamster Ovary cells (CHO) and JURKAT
cells (Figure S2B,C). A2-CHAR human T cells were gen-
erated by purifying T cells from the peripheral blood of
healthy HLA-A*02 negative volunteers and then trans-
ducing them with A2-CHAR lentiviral particles. The
expression of A2-CHAR increased from 50%–60% to 85%
on A2-CHAR human T cells according to the multiplicity
of infection (MOI) applied, with MOI of 5 or 10, respec-
tively (Figure 2B). Considering the analysis of population
doubling (Figure 2C) and the A2-CHAR expression in

FIGURE 1 Engineering a

chimeric HLA antibody receptor

(CHAR). (A) Schematic representation

of CAR19 molecule, Class I HLA

molecule and engineered A2-CHAR.

(B) Cloning strategy to develop

A2-CHAR. HLA-A*02:01 extracellular

domains (α1, α2, and α3) were cloned
from healthy volunteers and then

were coupled to a second-generation

CAR19 instead of ScFv domain. The

transmembrane portion was derived

from CD8 molecule, and intracellular

portion contained a costimulatory

domain from 4-1BB molecule and a

stimulatory domain from CD3ζ
molecule. Created with

BioRender.com.
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human T cells, the following experiments were con-
ducted with an MOI of 5.

3.3 | Cytotoxic activity of A2-CHAR-T
cells in vitro

To test the cytotoxic activity, we used two hybridomas as
target cells, SN230G6 and ROU2D3, with low and high
expression of the anti-HLA-A2 antibody at the surface,
respectively.38

A2-CHAR human T cells could eliminate both
types of hybridomas in a dose dependent-manner
reaching 80%–85% at 1:1 ratio. In contrast, untrans-
duced T cells showed a background death rate of tar-
get cells up to 20% at 1:1 ratio (Figure 3A – left and
middle plots). In addition, the specificity of A2-CHAR
human T cells was tested in experiments that include
Nalm-6 B cells, as cells do not express anti-HLA-A2
antibodies at the surface. In this setting, A2-CHAR

human T cells, like untransduced T (UT-T) cells, did
not exhibit cytotoxic activity (Figure 3A – right plot).
The analysis of interleukin/cytokine production in the
supernatant revealed that A2-CHAR human T cells
released IFNγ and IL-2 into the supernatant during
cytotoxic experiments in a dose-dependent manner
(Figure 3B, C, respectively).

3.4 | Impact of the immunosuppressive
drugs on A2-CHAR-T cytotoxic capabilities

Several immunosuppressive drugs (TAC, MMF, RAPA,
and PDN) and two different triple therapies (TAC
+ MMF + PDN and TAC + RAPA + PDN) were tested
to analyze the cytotoxic properties of A2-CHAR-T cells
against SN230G6 target cells. None of these immuno-
suppressants alone at therapeutic doses impacted the
cytotoxic capacity of A2-CHAR-Tc (Figure 4A). Only
the triple therapies TAC + MMF + PDN and TAC

FIGURE 2 Lentiviral infection

with A2-CHAR construct into

primary T cells from healthy

volunteers. (A) Flow cytometry

approach to differentiate CD4 and

CD8 T cells. (B) Expression of HLA-

A2 in CD4 and CD8 T cells after

lentiviral infection with A2-CHAR

using MOI10 and MOI5.

(C) Population doubling and cell

number of T cells transduced with

the lentiviral A2-CHAR construct at

MOI10 and MOI5. MOI, multiplicity

of infection. MOI 5, 5 million virions

are added to 1 million cells. MOI10,

10 million virions are added to

1 million cells. Statistical differences

between MOI10 and MOI5

**p < 0.01; ***p < 0.001.

454 BETRIU ET AL.

 20592310, 2023, 4, D
ow

nloaded from
 https://onlinelibrary.w

iley.com
/doi/10.1111/tan.15156 by C

ochrane N
etherlands, W

iley O
nline L

ibrary on [13/05/2024]. See the T
erm

s and C
onditions (https://onlinelibrary.w

iley.com
/term

s-and-conditions) on W
iley O

nline L
ibrary for rules of use; O

A
 articles are governed by the applicable C

reative C
om

m
ons L

icense



+ RAPA + PDN statistically reduced the cytotoxic activ-
ity of A2-CHAR-Tc at E:T ratio of 1:2 and 1:1. The
analysis of cytokines and interleukins into the superna-
tant of the cytotoxic assays (Figures 4B and S3) revealed
that granzyme B was the only cytotoxic molecule that
remained unaffected by the immunosuppressants even
when A2-CHAR-T cells were cultured with the triple
therapies. All treatments that include Tacrolimus (TAC
alone, TAC + MMF + PDN, and TAC + RAPA + PDN)
reduced the release of IFNγ, IL-2, TNFα, and IL-10 on
the A2-CHAR-T cell assays to the same level of UT-T
cells. MMF treatment reduced the release of IFNγ, IL-2,

and sFasL. RAPA did not modify the release of any
cytokines or interleukins analyzed on the A2-CHAR-T
cell assays, whereas PDN only reduced the release of
IL-10.

3.5 | Assessment of non-contact
cytotoxicity activity of A2-CHAR-T cells

The use of permeable cell culture inserts (TW) in the
in vitro cytotoxic assays, avoiding cell-to-cell contact, sig-
nificantly reduced the cytotoxic activity of A2-CHAR-T

FIGURE 3 Cytotoxic activity of A2-CHAR human T cells in vitro. (A) Viability of target B cells after the co-incubation with

untransduced T cells (UT-T, circle) or A2-CHAR-T cells (square). Target B cells were ROU2D3 (left), SN230G6 (middle), and NALM-6

(right). (B) IFNγ release into the supernatant after the cytotoxic assay. (C) IL-2 release into the supernatant after the cytotoxic assay.

Statistical differences compared to UT-T cells release, *p < 0.05; **p < 0.01; ***p < 0.001.

BETRIU ET AL. 455

 20592310, 2023, 4, D
ow

nloaded from
 https://onlinelibrary.w

iley.com
/doi/10.1111/tan.15156 by C

ochrane N
etherlands, W

iley O
nline L

ibrary on [13/05/2024]. See the T
erm

s and C
onditions (https://onlinelibrary.w

iley.com
/term

s-and-conditions) on W
iley O

nline L
ibrary for rules of use; O

A
 articles are governed by the applicable C

reative C
om

m
ons L

icense



cells. The addition of supernatant from the hybridomas
cell culture, containing anti-HLA-A*02 antibodies,
increased the cytotoxic activity of A2-CHAR-T cells.
UT-T cells revealed a background death rate of target
cells of up to 10%–20%, which was not affected by the use
of TW nor the addition of anti-HLA-A*02 antibodies
(Figure 5A).

3.6 | Activation of A2-CHAR-T cells with
anti-HLA-A*02 antibodies

After exposing A2-CHAR-T cells to anti-HLA-A*02
containing serum, a significant increase in cell
activation (measured by CD137 expression) was
observed compared to the negative control

FIGURE 4 Impact of immunosuppressive drugs on cytotoxic activity of A2-CHAR human T cells in vitro. (A) Percentage of live target B

cells after the cytotoxic assay in the presence of calcineurin inhibitor (tacrolimus, TAC), mycophenolate mofetil (MMF), mTOR inhibitor

(rapamycin, RAPA), corticosteroids (prednisolone, PDN), the triple therapies; TAC + MMF + PDN (TMP) or TAC + RAPA + PDN (TRP).

Statistical differences compare to A2-CHAR-T cells without immunosuppressant, *p < 0.05; **p < 0.01. (B) Quantification of cytokine/

interleukin into the supernatant after the cytotoxic assay at 1:1 effector:target B cell ratio. Statistical differences compared to UT-T cells,
#p < 0.05; ##p < 0.01; ###p < 0.001. Statistical differences compared to A2-CHAR-T cells without any immunosuppressant, *p < 0.05;

**p < 0.01; ***p < 0.001.
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(Figure 5B), whereas UT-T cells were not activated
by anti-HLA-A*02 containing serum. However, no
difference was observed when UT-T or A2-CHAR-T
cells were exposed to serum with non-specific anti-
HLA antibodies (anti-HLA-B*44). Furthermore,
Granzyme B release increased when A2-CHAR-T
cells were exposed to a serum with anti-HLA-A*02
antibodies but not with anti-HLA-B*44 antibodies
(Figure 5C).

3.7 | Cytotoxic activity of A2-CHAR-T
cells in vivo

To track target cells in mice, we introduced GFP and
luciferase genes using a lentiviral vector into ROU2D3
and SN230G6 cells. Tracked target cells were transduced
and then sorted by GFP. Then, cytotoxic assays were
repeated to corroborate the ability of A2-CHAR-Tc to
eliminate both modified target cells by bioluminescence
(Figure S4).

We performed in vivo experiments to demonstrate
that only cells incorporating A2-CHAR could localize
and eliminate anti-HLA-A2 antibody-producing B cells.
Immunodeficient NSG mice were fully irradiated (2Gy)
the day before target cell infusion. Then, we infused
5 � 105 SN230G6 cells into NSG irradiated mice at D0,
and the day after, 106 untransduced (UT) T cells, 106

A2-CHAR-T cells, or vehicle were administered
(Figure 6). At D + 7, untreated mice and mice treated
with UT-T cells showed bioluminescence localized
mainly in the femur, sternum, and humerus, whereas
mice treated with A2-CHAR-T cells showed no signs of
bioluminescence. The follow-up revealed that SN230G6
cells achieved full expansion at D + 21 in untreated mice
and in mice treated with UT-T cells, whereas only 2 out
of 6 mice treated with A2-CHAR-T cells showed signs of
bioluminescence at D + 21. This signal remained local-
ized into the femur until D + 35 with a photons/sec infe-
rior to the bioluminescence at D + 7 observed in the
other two groups.

Next, at D0, 106 traceable target cells, either
ROU2D3 (Figures 7B–D and S5B) or SN230G6
(Figures 7E–G and S5C), were infused by intravenous
injection into NSG irradiated mice. At D + 1 or D + 7,
A2-CHAR-T cells were administered by intravenous
infusion. Both target cells revealed exponential growth,
although SN230G6 cell expansion was even faster than
ROU2D3, as they completely expanded in D + 14 ver-
sus D + 21. The early administration of A2-CHAR T
cells at Day + 1 reduced the expansion of both trace-
able target cells. ROU2D3 cells were eliminated by
A2-CHAR-T cells, and all mice survived until D + 35
without signs of bioluminescence. However, SN230G6
cells were eliminated partially by A2-CHAR-T cells, as
the bioluminescence assay revealed that target cells
started the expansion from D + 5. All mice survived
until D + 28 (doubling the life expectancy of mice
infused with SN230G6), then they were sacrificed at dif-
ferent time points due to ethical concerns.

The late administration of A2-CHAR-T cells at D + 7
showed discordant data on the target cell expansion into
mice. On the one hand, ROU2D3 cells were partially
eliminated by A2-CHAR-T cells, showing an extension of

FIGURE 5 Impact of cell-to-cell contact and circulating

antibodies on cytotoxic properties of A2-CHAR-T cells.

(A) Cytotoxic assay using transwell (TW) to avoid cell-to-cell

communication between UT-T or A2-CHAR-T cells with SN230G6

target cells at 1:1 effector:target ratio. In addition, the impact of

supernatant (SN) of target cells cultures (containing anti-HLA-A*02

antibodies) has been tested. Statistical differences compared to the

experimental group without TW group, *p < 0.05; ***p < 0.001.

Statistical differences compared to experimental groups with TW,
###p < 0.001. (B and C) Activation assay using serum samples

containing anti-HLA antibodies. Control (�), A2-CHAR-T cells

without any stimuli; Control (+), A2-CHAR-T cell stimulated with

phytohemagglutinin; A2, A2-CHAR-T cells exposed to serum with

anti-HLA-A*02 antibodies; B44, A2-CHAR-T cells exposed to serum

with anti-HLA-A*B44 antibodies. (B) CD137 staining is represented

by mean fluorescence intensity (MFI). Statistical differences

compared to the negative control, *p < 0.05; **p < 0.01;

***p < 0.001. Statistical differences compared to experimental

groups, ###p < 0.001. (C) Granzyme B was released in the

supernatant after the activation assay. Statistical differences

compared to the negative control, *p < 0.05. Statistical differences

compared to experimental groups, #p < 0.05.
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survival of NSG mice (Figure 7B–D), whereas NSG mice
infused with SN230G6 cells and treated with A2-CHAR-T
cells at D + 7 were sacrificed for ethical concerns before
the control group mice (Figure 7E–G).

The last experiment, performed in a high-sensitivity
device (Lumina IVIS), revealed that SN230G6 target
cells localized to the spleen and bone marrow on day
3 post-infusion (Figure 8). In the non-treated NSG
mice, SN230G6 cells were expanded over NSG mice
until the full expansion at D + 24 to +27. Repeated
doses of A2-CHAR-T cells (at 2 � 107 cells) prolonged
the NSG mice survival due to the limitation of the
SN230G6 cell expansion. However, the E:T ratio deter-
mined the ability of A2-CHAR-Tc to limit the expan-
sion of the target cells. The dose of 107 A2-CHAR-Tc
was insufficient to prevent the proliferation of the tar-
get cells, showing an expansion similar to that
observed in non-treated mice.

4 | DISCUSSION

CAR-HLA modified Tregs have been proposed previously
in the transplant field to inhibit alloimmune
responses.32,35 However, the ability to specifically elimi-
nate anti-HLA antibody-producing cells by the use of
CAR-modified cytotoxic T cells has yet to be reported. On
the other hand, CAAR T cell therapy has been proven
effective and specific for eliminating autoantigen
antibody-producing B cells in the pemphigus vulgaris
mouse model.36

This study is a proof-of-concept study in which we
have shown for the first time that CAR-modified cyto-
toxic T cells could eliminate anti-HLA antibodies produc-
ing B cells which play a prominent role in transplant
rejection. The use of the extracellular part of an
HLA-A*02:01 molecule in a CAR-like construct allows a
specific cytotoxic effect only against B cells that

FIGURE 6 Cytotoxic activity of A2-CHAR human T cells in the specificity assay in vivo. (A) Scheme of the in vivo cytotoxic assay. NSG

mice were irradiated at D-1, then modified GFP/Luciferase-SN230G6 cells (*) were infused at D0. At D + 1, three therapies (#) were applied;

without T cells (Ø, physiologic serum was administered), Untransduced T cells (UT-T), and A2-CHAR-T cells. (B) Bioluminescence pictures

were obtained with the Hamamatsu device. (C) Body weight (BW) follow-up. (D) Survival analysis. (E) Quantification of SN230G6 target cell

expansion by bioluminescence due to Hamamatsu device. Statistical differences compared to NSG mice without T cells, ***p < 0.001.

Statistical differences compared to NSG mice treated with UT-T cells, ###p < 0.001.
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express specific antibodies against HLA-A*02:01 molecule
on their plasma membrane. Unlike drugs that eliminate
all B cells, such as rituximab,40 our approach should
spare the majority of B cells, only removing the allospeci-
fic cells. The so called A2-CHAR-T cells eliminated spe-
cifically anti-HLA-A2 antibody-producing B cells under
in vitro and in vivo conditions. Interestingly, A2-CHAR-T
cells could be activated by anti-HLA-A*02 antibodies,
either IgG1 or IgM isotypes, produced by SN230G6 and
ROU2D3, respectively.

Our cell product contains about 50% of A2-CHAR-T
cells, which have been shown to completely eliminate
target cells in vitro at an effector:target (E:T) ratio of 1:2.
So, in fact, the ratio should be considered as 1:4. This dif-
ference between the real E:T ratio used and the

theoretical E:T ratio could have been a handicap when
the in vivo study was carried out, where the target cells
could not be completely eliminated. We have demon-
strated that the E:T ratio is critical for defining the suc-
cess of the therapy, being crucial in the in vivo assays
where the target cells are distributed throughout the
mouse body, mainly in the bone marrow (femur,
humerus, and sternum) but also in the spleen and lymph
nodes.

We considered it necessary to investigate the impact
of immunosuppression (IS) on the cytotoxic properties of
A2-CHAR-T cells in ABMR treatment because our kid-
ney transplant recipients receive immunosuppressive
therapies. Importantly, the cytotoxic properties were not
affected by IS at the therapeutic range, although several

FIGURE 7 Cytotoxic activity of

A2-CHAR human T cells at different

time points in vivo. (A) Scheme of the

in vivo cytotoxic assay. NSG mice were

irradiated at D-1, then modified

GFP/luciferase-ROU2D3 cells or

SN230G6 were infused at D0. The NSG

mice groups were analyzed; without T

cells (Ø, physiologic serum was

administered, Black line); Blue-line,

mice treated with A2-CHAR-T cells at

Day + 1; Red-line, mice treated with

A2-CHAR-T cells at Day + 7. The

cytotoxic activity of A2-CHAR-Tc

against ROU2D3 is shown in B–D plots,

whereas cytotoxic activity against

SN230G6 is in E–F plots. (B, E) Body

weight (BW) follow-up. (C, F) Survival

analysis. (D, G) Quantification of target

cell expansion by bioluminescence due

to the Hamamatsu device. Statistical

differences compared to NSG mice

without T cells, ***p < 0.001. Statistical

differences compared to NSG mice

treated with A2-CHAR-T cells at D + 7,
###p < 0.001.
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interleukins and cytokines were completely down-
regulated, specifically IL-2 and IFNγ. Both cytokines are
under the control of the nuclear factor of activated T-cells
(NFAT) transcription factor, which is completely
repressed by the calcineurin inhibitor TAC.41,42 Steroids
block T-cell cytokine expression, inhibit transcription of
cytokine genes and, subsequently, decrease serum levels
of IL-1, IL-2, IL-3, IL-6, TNFα, and IFNγ.43 These obser-
vations open the possibility of exploring the use of other
cell populations which could be less affected by the calci-
neurin inhibitors, such as NK cells.44,45

The presence of circulating anti-HLA-A2 DSAs in
sensitized patients could activate A2-CHAR-T cells

without any cell-to-cell interaction with the antibody-
producing B cells, which would reduce the efficacy of the
therapy or be potentially harmful. However, several well-
known techniques could help us to solve this problem.
Currently, plasma exchange and immunoadsorption are
used in SOT to eliminate DSA either in desensitization
protocols or during ABMR episodes.17,46 We consider that
plasma exchange therapy should be performed before the
application of A2-CHAR-T cell therapy to avoid
unwanted side effects in the desensitization setting.

The NSG mice model allowed us to demonstrate that
A2-CHAR-T cells could find target cells distributed in dif-
ferent mouse compartments and activate the cytotoxic

FIGURE 8 Cytotoxic activity of A2-CHAR human T cells in a multiple-dose assay in vivo. (A) Scheme of the in vivo cytotoxic assay.

NSG mice were irradiated at D-1, then SN230G6 cells were infused at D0. T-cell therapy was administered twice, at D + 3 and D + 6. Three

treatments were analyzed; without T cells (Ø, physiologic serum was administered), A2-CHAR-T cells 107 cells per infusion, or 2 � 107 cells

per infusion. (B) Bioluminescence pictures obtained with the IVIS-Lumina device. (C) Quantification of SN230G6 target cell expansion by

bioluminescence due to IVIS-Lumina device. Arrows indicate the time points when A2-CHAR-T cells were administered. Statistical

differences compared to NSG mice without T cells, ***p < 0.001. Statistical differences compared to NSG mice treated with 107 A2-CHAR-T

cells, ###p < 0.001.
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machinery to eliminate them. However, the in vivo
assays do not reflect the clinical scenarios because the
experiments were performed in immunodeficient mice,
where mature T, B, and NK cells are absent. In NSG
mice, expansion of target cells is easily achieved, and on
the other hand, the cytotoxic properties of A2-CHAR-T
cells are not altered by immune cells. Moreover, these
experiments do not pretend to simulate the situation that
could occur in a potential infusion in a human recipient.
The number of target cells and the timing of their appear-
ance will be completely different. Therefore, the doses of
A2-CHAR-T cells and the infusion time necessary to
eliminate the target cells in this animal model cannot be
extrapolated to a future clinical trial. Interestingly, the
number of target cells used in our approach was similar
to those used in oncology.47 However, in SOT, the num-
ber of antibody-producing B cells will be much lower,
and the proliferation rate of these cells is also very likely
to be lower than that of tumor cells. Additional experi-
mental in vivo models, including immunocompetent or
humanized mice, would be necessary to study whether
A2-CHAR-Tc therapy is effective in a functional immune
system.

Even though the specificity of A2-CHAR-T cells has
been proved in this paper, since these cells cannot kill B
cells that do not express specific anti-HLA antibodies, it
is not known how A2-CHAR-T cells would behave in a
human recipient. In addition, we cannot exclude poten-
tial off-target effects as the HLA Class I molecule
expressed in their cell membrane could be the natural
ligand of some other molecules, different from the spe-
cific anti-HLA antibodies. For instance, LILRB molecules
have been described as such ligands, and their binding to
the HLA class I molecules could lead to unexpected and
unwanted cell killing.48 On the other hand, A2-CHAR-T
cells could also recognize alloreactive T cells that express
a specific TCR able to bind the HLA-A*02 molecule
through a direct presentation. If this were the case,
A2-CHAR-T cells could eliminate anti-HLA antibody-
producing B cells and impair the T-cell alloresponse.

Patients with broad HLA sensitization have poor
access to donor organs, high mortality while waiting for a
solid organ transplant, and inferior graft survival after
receiving an organ through regular allocation. Although
current desensitization strategies permit the reduction of
the impact of DSA, the B cell–response axis from germi-
nal center activation to plasma cell differentiation
remains intact. The selective elimination of alloreactive B
cells that produce DSA could be a new personalized HLA
desensitization strategy without increasing infectious
adverse events. In addition, the appearance of de novo
DSA after transplantation and the development of ABMR
could be another indication for our A2-CHAR-T cell

therapy. Selectively eliminating alloreactive DSA B cells
could improve graft survival without side effects, such as
viral infections that compromise patient survival. Never-
theless, the low levels of expression of BCR in plasma
cells raise doubt about the effectiveness of this therapy in
eliminating these cells.

To our knowledge, this is the first study elucidating
the cytotoxic effects of CHAR-T cells on antibody-
producing cells, thus directly reducing the capacity of
anti-HLA antibody synthesis. Further studies have to be
performed to develop CHAR-T cells against alloreactive
B cells that produce class II HLA antibodies, which are
associated with long-term unfavorable outcomes in the
solid organ transplant setting.49

In conclusion, these findings demonstrate the efficacy
of A2-CHAR-T cells against alloreactive B cells. The
development of a chimeric HLA-antibody receptor library
may represent an innovative therapeutic strategy to reach
a personalized medicine capable of desensitizing patients
with broad HLA sensitization and even treat ABMR epi-
sodes. In addition, this approach could avoid the risks of
general IS.

AUTHOR CONTRIBUTIONS
Sergi Betriu and Jordi Rovira designed and performed
experiments and analyzed data. Carolt Arana, Ainhoa
García-Busquets, Marina Matilla-Martinez, Ariadna
Bartol�o-Ibars, Maria J. Ramirez-Bajo, Elisenda Bañon-
Maneus, and Marta Lazo-Rodriguez performed experi-
ments and analyzed data. Jordi Rovira and Sergi Betriu
wrote the manuscript. Elisenda Bañon-Maneus, Marta
Lazo-Rodriguez, Manel Juan, Beatriu Bayés-Genís, Josep
M. Campistol, Eduard Palou, and Fritz Diekmann criti-
cally reviewed it. Frans H. J. Claas, Arend Mulder, and
Sebastiaan Heidt contributed by providing SN230G6
and ROU2D3 hybridomas; both target cells have been
essential for the study's development and contributed to
the critical review of the manuscript. Beatriu Bayés-
Genís, Josep M. Campistol, Eduard Palou, and Fritz
Diekmann secured funding. Eduard Palou and
Fritz Diekmann conceived of and directed the research
and had overall oversight over the manuscript. The first
authors have been determined alphabetically.

ACKNOWLEDGMENTS
The authors are deeply grateful to Dr. Sonia Guedan
(Hematopoietic progenitor cell transplantation research
group from IDIBAPS, Barcelona, Spain) for providing the
NSG mice required in this study. Dr. Amer Najjar kindly
provided GFP/luciferase lentiviral plasmids from The
University of Texas MD Anderson Cancer Center
(Houston, TX, USA). They are indebted to the Citomics
core facility of IDIBAPS for the technical help. This work

BETRIU ET AL. 461

 20592310, 2023, 4, D
ow

nloaded from
 https://onlinelibrary.w

iley.com
/doi/10.1111/tan.15156 by C

ochrane N
etherlands, W

iley O
nline L

ibrary on [13/05/2024]. See the T
erm

s and C
onditions (https://onlinelibrary.w

iley.com
/term

s-and-conditions) on W
iley O

nline L
ibrary for rules of use; O

A
 articles are governed by the applicable C

reative C
om

m
ons L

icense



has been developed at the Centre de Recerca Biomèdica
Cellex, Barcelona, Spain. Graphical abstract and Figure 1
have been created with BioRender.com.

FUNDING INFORMATION
This study has been partially funded by the research
grant from Fundaci�o Acadèmia de les Ciències Mèdiques
i de la Salut de Catalunya i de Balears (2017), Redes
Tematicas De Investigacion Cooperativa En Salud
(REDINREN, RD16/0009/0023) and Redes de Investigaci�on
Cooperativa Orientadas a Resultados en Salud
(RICORS2040, RD21/0005/0003) co-funded by Instituto
de Salud Carlos III-Subdirecci�on General de Evaluaci�on
(PI17/00078) and Fondo Europeo de Desarrollo Regional
(FEDER) “Una manera de hacer Europa,” and Secretaria
d'Universitats i Recerca and CERCA Programme del
Departament d'Economia i Coneixement de la Generalitat
de Catalunya (2017-SGR-1331).

CONFLICT OF INTEREST STATEMENT
The authors declare no conflicts of interest.

DATA AVAILABILITY STATEMENT
All data are included in the manuscript and/or support-
ing materials.

ORCID
Sergi Betriu https://orcid.org/0000-0002-4199-1168
Jordi Rovira https://orcid.org/0000-0001-8737-5005
Marina Matilla-Martinez https://orcid.org/0000-0002-
6970-0158
Maria J. Ramirez-Bajo https://orcid.org/0000-0003-
0119-1331
Sebastiaan Heidt https://orcid.org/0000-0002-6700-
188X

REFERENCES
1. Arend SM, Mallat MJ, Westendorp RJ, van der Woude FJ, van

Es LA. Patient survival after renal transplantation; more than
25 years follow-up. Nephrol Dial Transplant. 1997;12:1672-
1679.

2. Schnuelle P, Lorenz D, Trede M, van der Woude FJ. Impact of
renal cadaveric transplantation on survival in end-stage renal
failure: evidence for reduced mortality risk compared with
hemodialysis during long-term follow-up. J Am Soc Nephrol.
1998;9:2135-2141.

3. Rao PS, Schaubel DE, Wei G, Fenton SS. Evaluating the sur-
vival benefit of kidney retransplantation. Transplantation.
2006;82:669-674.

4. Tennankore KK, Kim SJ, Baer HJ, Chan CT. Survival and hos-
pitalization for intensive home hemodialysis compared with
kidney transplantation. J Am Soc Nephrol. 2014;25:2113-2120.

5. Flomenberg N, Baxter-Lowe LA, Confer D, et al. Impact of
HLA class I and class II high-resolution matching on outcomes

of unrelated donor bone marrow transplantation: HLA-C mis-
matching is associated with a strong adverse effect on trans-
plantation outcome. Blood. 2004;104:1923-1930.

6. Lee SJ, Klein J, Haagenson M, et al. High-resolution donor-
recipient HLA matching contributes to the success of unrelated
donor marrow transplantation. Blood. 2007;110:4576-4583.

7. Morishima Y, Kashiwase K, Matsuo K, et al. Biological signifi-
cance of HLA locus matching in unrelated donor bone marrow
transplantation. Blood. 2015;125:1189-1197.

8. Opelz G, Wujciak T, Dohler B, Scherer S, Mytilineos J. HLA
compatibility and organ transplant survival. Collaborative
transplant study. Rev Immunogenet. 1999;1:334-342.

9. Williams RC, Opelz G, McGarvey CJ, Weil EJ, Chakkera HA.
The risk of transplant failure with HLA mismatch in first adult
kidney allografts from deceased donors. Transplantation 2016;
100:1094–1102.

10. Middleton D, Hamilton P, Doherty CC, Douglas JF,
McGeown MG. Mismatching for HLA-A, -B antigens and renal
graft survival. Clin Nephrol. 1985;23:26-27.

11. Barocci S, Valente U, Nocera A. Detection and analysis of HLA
class I and class II specific alloantibodies in the sera of dialysis
recipients waiting for a renal retransplantation. Clin Trans-
plant. 2007;21:47-56.

12. Marrari M, Duquesnoy RJ. Detection of donor-specific HLA
antibodies before and after removal of a rejected kidney trans-
plant. Transpl Immunol. 2010;22:105-109.

13. Montgomery RA, Loupy A, Segev DL. Antibody-mediated
rejection: new approaches in prevention and management.
Am J Transplant. 2018;3:3-17.

14. Orandi BJ, Luo X, Massie AB, et al. Survival benefit with kid-
ney transplants from HLA-incompatible live donors. N Engl J
Med. 2016;374:940-950.

15. Halloran PF, Chang J, Famulski K, et al. Disappearance of T
cell-mediated rejection despite continued antibody-mediated
rejection in late kidney transplant recipients. J Am Soc Nephrol.
2015;26:1711-1720.

16. Aubert O, Loupy A, Hidalgo L, et al. Ntibody-mediated rejec-
tion due to preexisting versus De novo donor-specific anti-
bodies in kidney allograft recipients. J Am Soc Nephrol. 2017;
28:1912-1923.

17. Mamode N, Bestard O, Claas F, et al. European guideline for
the Management of kidney transplant patients with HLA anti-
bodies: by the European Society for Organ Transplantation
Working Group. Transpl Int. 2022;35:10511.

18. Woodle ES, Shields AR, Ejaz NS, et al. Prospective iterative
trial of proteasome inhibitor-based desensitization. Am J
Transplant. 2015;15:101-118.

19. Bohmig GA, Eskandary F, Doberer K, Halloran PF. The thera-
peutic challenge of late antibody-mediated kidney allograft
rejection. Transpl Int. 2019;32:775-788.

20. Dantal J, Soulillou JP. Immunosuppressive drugs and the risk
of cancer after organ transplantation. N Engl J Med. 2005;352:
1371-1373.

21. Cheung CY, Tang SCW. An update on cancer after kid-
ney transplantation. Nephrol Dial Transplant. 2019;34:
914-920.

22. Redondo-Pachon D, Perez-Saez MJ, Mir M, et al. Impact of per-
sistent and cleared preformed HLA DSA on kidney transplant
outcomes. Hum Immunol. 2018;79:424-431.

462 BETRIU ET AL.

 20592310, 2023, 4, D
ow

nloaded from
 https://onlinelibrary.w

iley.com
/doi/10.1111/tan.15156 by C

ochrane N
etherlands, W

iley O
nline L

ibrary on [13/05/2024]. See the T
erm

s and C
onditions (https://onlinelibrary.w

iley.com
/term

s-and-conditions) on W
iley O

nline L
ibrary for rules of use; O

A
 articles are governed by the applicable C

reative C
om

m
ons L

icense

http://biorender.com
https://orcid.org/0000-0002-4199-1168
https://orcid.org/0000-0002-4199-1168
https://orcid.org/0000-0001-8737-5005
https://orcid.org/0000-0001-8737-5005
https://orcid.org/0000-0002-6970-0158
https://orcid.org/0000-0002-6970-0158
https://orcid.org/0000-0002-6970-0158
https://orcid.org/0000-0003-0119-1331
https://orcid.org/0000-0003-0119-1331
https://orcid.org/0000-0003-0119-1331
https://orcid.org/0000-0002-6700-188X
https://orcid.org/0000-0002-6700-188X
https://orcid.org/0000-0002-6700-188X


23. Pineiro GJ, de Sousa-Amorim E, Sole M, et al. Rituximab,
plasma exchange and immunoglobulins: an ineffective treat-
ment for chronic active antibody-mediated rejection. BMC
Nephrol. 2018;19:261.

24. Ko Y, Kim JY, Kim SH, et al. Acute rejection and infectious
complications in ABO- and HLA-incompatible kidney trans-
plantations. Ann Transplant. 2020;25:e927420.

25. Lee J, Park JY, Huh KH, et al. Rituximab and hepatitis B reacti-
vation in HBsAg-negative/anti-HBc-positive kidney transplant
recipients. Nephrol Dial Transplant. 2017;32:906.

26. de Sousa-Amorim E, Revuelta I, Diekmann F, et al. High inci-
dence of paralytic ileus after Bortezomib treatment of
antibody-mediated rejection in kidney transplant recipients:
report of 2 cases. Transplantation. 2015;99:e170-e171.

27. June CH, Sadelain M. Chimeric antigen receptor therapy.
N Engl J Med. 2018;379:64-73.

28. June CH, O'Connor RS, Kawalekar OU, Ghassemi S,
Milone MC. CAR T cell immunotherapy for human cancer. Sci-
ence. 2018;359:1361-1365.

29. Larson RC, Maus MV. Recent advances and discoveries in the
mechanisms and functions of CAR T cells. Nat Rev Cancer.
2021;21:145-161.

30. Castella M, Boronat A, Martin-Ibanez R, et al. Development of
a novel anti-CD19 chimeric antigen receptor: a paradigm for
an affordable CAR T cell production at academic institutions.
Mol Ther Methods Clin Dev. 2019;12:134-144.

31. Castella M, Caballero-Banos M, Ortiz-Maldonado V, et al.
Point-of-care CAR T-cell production (ARI-0001) using a closed
semi-automatic bioreactor: experience from an academic phase
I clinical trial. Front Immunol. 2020;11:482.

32. MacDonald KG, Hoeppli RE, Huang Q, et al. Alloantigen-
specific regulatory T cells generated with a chimeric antigen
receptor. J Clin Invest. 2016;126:1413-1424.

33. Sicard A, Lamarche C, Speck M, et al. Donor-specific chimeric
antigen receptor Tregs limit rejection in naive but not sensi-
tized allograft recipients. Am J Transplant. 2020;20:1562-1573.

34. Wagner JC, Ronin E, Ho P, Peng Y, Tang Q. Anti-HLA-
A2-CAR Tregs prolong vascularized mouse heterotopic
heart allograft survival. Am J Transplant. 2022;22(9):2237-
2245.

35. Schreeb K, Culme-Seymour E, Ridha E, et al. Study design:
human leukocyte antigen class I molecule a(*)02-chimeric anti-
gen receptor regulatory T cells in renal transplantation. Kidney
Int Rep. 2022;7:1258-1267.

36. Ellebrecht CT, Bhoj VG, Nace A, et al. Reengineering chimeric
antigen receptor T cells for targeted therapy of autoimmune
disease. Science. 2016;353:179-184.

37. Gandara C, Affleck V, Stoll EA. Manufacture of third-
generation lentivirus for preclinical use, with process develop-
ment considerations for translation to good manufacturing
practice. Hum Gene Ther Methods. 2018;29:1-15.

38. Mulder A, Eijsink C, Kardol MJ, et al. Identification, isolation,
and culture of HLA-A2-specific B lymphocytes using MHC
class I tetramers. J Immunol. 2003;171:6599-6603.

39. Kahan BD, Keown P, Levy GA, Johnston A. Therapeutic drug
monitoring of immunosuppressant drugs in clinical practice.
Clin Ther. 2002;24(3):330-350.

40. Vo AA, Lukovsky M, Toyoda M, et al. Rituximab and intrave-
nous immune globulin for desensitization during renal trans-
plantation. N Engl J Med. 2008;359:242-251.

41. Gummert JF, Ikonen T, Morris RE. Newer immunosuppressive
drugs: a review. J Am Soc Nephrol. 1999;10:1366-1380.

42. Halloran PF. Immunosuppressive drugs for kidney transplanta-
tion. N Engl J Med. 2004;351:2715-2729.

43. Sever MS. Transplantation-steroid-impaired glucose metabo-
lism: a hope for improvement? Nephrol Dial Transplant. 2014;
29:479-482.

44. Petersson E, Qi Z, Ekberg H, Ostraat O, Dohlsten M,
Hedlund G. Activation of alloreactive natural killer cells is
resistant to cyclosporine. Transplantation. 1997;63:1138-1144.

45. Eissens DN, van der Meer A, van Cranenbroek B, Preijers FW,
Joosten I. Rapamycin and MPA, but not CsA, impair human
NK cell cytotoxicity due to differential effects on NK cell phe-
notype. Am J Transplant. 2010;10:1981-1990.

46. Montagud-Marrahi E, Revuelta I, Cucchiari D, et al. Successful
use of nonantigen-specific immunoadsorption with antihuman
Ig-columns in kidney graft antibody-mediated rejection. J Clin
Apher. 2020;35:188-199.

47. Rodgers DT, Mazagova M, Hampton EN, et al. Switch-
mediated activation and retargeting of CAR-T cells for B-cell
malignancies. Proc Natl Acad Sci USA. 2016;113:E459-E468.

48. Katz HR. Inhibition of inflammatory responses by leukocyte
Ig-like receptors. Adv Immunol. 2006;91:251-272.

49. Senev A, Coemans M, Lerut E, et al. Eplet mismatch load and
de novo occurrence of donor-specific anti-HLA antibodies, rejec-
tion, and graft failure after kidney transplantation: an observa-
tional cohort study. J Am Soc Nephrol. 2020;31:2193-2204.

SUPPORTING INFORMATION
Additional supporting information can be found online
in the Supporting Information section at the end of this
article.

How to cite this article: Betriu S, Rovira J,
Arana C, et al. Chimeric HLA antibody receptor T
cells for targeted therapy of antibody-mediated
rejection in transplantation. HLA. 2023;102(4):
449‐463. doi:10.1111/tan.15156

BETRIU ET AL. 463

 20592310, 2023, 4, D
ow

nloaded from
 https://onlinelibrary.w

iley.com
/doi/10.1111/tan.15156 by C

ochrane N
etherlands, W

iley O
nline L

ibrary on [13/05/2024]. See the T
erm

s and C
onditions (https://onlinelibrary.w

iley.com
/term

s-and-conditions) on W
iley O

nline L
ibrary for rules of use; O

A
 articles are governed by the applicable C

reative C
om

m
ons L

icense

info:doi/10.1111/tan.15156

	Chimeric HLA antibody receptor T cells for targeted therapy of antibody-mediated rejection in transplantation
	1  INTRODUCTION
	2  METHODS
	2.1  A2-CHAR generation
	2.2  T cells isolation, transduction, and expansion
	2.3  Flow cytometry
	2.4  Cytotoxic activity in vitro
	2.5  Activation of A2-CHAR-T cells by anti-HLA-A*02 antibodies
	2.6  Interleukins and cytokines analysis after cytotoxic in vitro assays
	2.7  Mice
	2.8  Cytotoxic activity in vivo
	2.9  Statistics
	2.10  Study approval

	3  RESULTS
	3.1  Construction and validation of an A2-CHAR
	3.2  Generation of A2-CHAR-T cells
	3.3  Cytotoxic activity of A2-CHAR-T cells in vitro
	3.4  Impact of the immunosuppressive drugs on A2-CHAR-T cytotoxic capabilities
	3.5  Assessment of non-contact cytotoxicity activity of A2-CHAR-T cells
	3.6  Activation of A2-CHAR-T cells with anti-HLA-A*02 antibodies
	3.7  Cytotoxic activity of A2-CHAR-T cells in vivo

	4  DISCUSSION
	AUTHOR CONTRIBUTIONS
	ACKNOWLEDGMENTS
	FUNDING INFORMATION
	CONFLICT OF INTEREST STATEMENT
	DATA AVAILABILITY STATEMENT

	REFERENCES


