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The development of inhibitory antibodies to factor VIII is the most
serious complication of replacement therapy in hemophilia A.
Activation of the innate immune system during exposure to this

protein contributes to inhibitor development. However, avoidance of
factor VIII exposure during innate immune system activation by external
stimuli (e.g., vaccines) has not been consistently shown to prevent
inhibitors. We hypothesized that dexamethasone, a drug with potent
anti-inflammatory effects, could prevent inhibitors by promoting
immunologic tolerance to factor VIII in hemophilia A mice.  Transient
dexamethasone treatment during ainitial factor VIII exposure reduced
the incidence of anti-factor VIII immunoglobulin G in both a convention-
al hemophilia A mouse model  (E16KO, 77% vs. 100%, P=0.048) and a
hemophilia A mouse model with a humanized major histocompatibility
complex type II transgene (E17KO/hMHC, 6% vs. 33%, P=0.0048).
More importantly, among E17KO/hMHC mice that did not develop anti-
factor VIII immunoglobulin G after initial exposure, dexamethasone-
treated mice were less likely to develop a response after re-exposure six
(7% vs. 52%, P=0.005) and 16 weeks later (7% vs. 50%, P=0.097).
Similar results were obtained even when factor VIII re-exposure occurred
in the context of lipopolysaccharide (30% vs. 100%, P=0.069). The abil-
ity of these mice to develop immunoglobulin G to human von
Willebrand factor, a structurally unrelated antigen, remained unaffected
by treatment. Transient dexamethasone administration therefore pro-
motes antigen-specific immunologic tolerance to factor VIII. This effect
is associated with an increase in the percentage of thymic regulatory T
cells (12.06% vs. 4.73%, P<0.001) and changes in the thymic messenger
ribonucleic acid transcription profile. 
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ABSTRACT

Introduction

Neutralizing antibodies (inhibitors) against factor VIII (FVIII) develop in approxi-
mately 30% of treated severe hemophilia A (HA) patients, remaining the major com-
plication of therapy in this disease.1 The gold standard for eliminating inhibitors,
immune tolerance induction (ITI), is difficult to administer, incompletely effective2

and expensive.3 Strategies for preventing inhibitors are therefore needed. The risk of
developing inhibitors is not completely predicted by known patient-related genetic
risk factors (e.g., f8 genotype,4 polymorphisms in Il10, Ctla4, Tnfa, major histocom-
patibility complex class II [MHCII]5), suggesting that inhibitor risk is modifiable. 
Inhibitors are high-affinity immunoglobulin (Ig) G antibodies that are the result

of cognate interactions between FVIII-specific B cells and follicular T helper cells
(Tfhs). Tfhs are derived from naïve CD4+ T cells following interactions with
mature dendritic cells (DCs).6 In contrast, the interaction of naïve CD4+ T cells



with immature DCs results in differentiation to tolerance-
promoting regulatory T cells (Tregs)7 or T-cell anergy.8 DC
maturation is induced by pro-inflammatory stimuli (e.g.,
inflammatory cytokines, engagement of pattern recogni-
tion receptors), and as such the “decision” regarding
immunologic tolerance to FVIII may depend on whether
pro-inflammatory stimuli are present during a patient’s
initial exposure to FVIII.
Inhibitor risk might be reduced by avoiding pro-inflam-

matory stimuli during initial exposures to FVIII.9 Patients
whose first exposure is in the context of prophylactic
rather than on-demand therapy may have a lower
inhibitor risk.10,11 However, it is not always possible to
choose the conditions of first exposure to FVIII, since
bleeding that requires treatment may occur before the ini-
tiation of prophylaxis. Avoiding FVIII exposure in the
presence of other clinically-defined pro-inflammatory
stimuli (e.g., febrile illness, vaccines, tissue injury) has
been suggested to reduce inhibitor risk in an observational
study,9 but these results have not been reproduced.
Furthermore, this approach may be difficult to
implement,11 making passive avoidance of innate immune
stimulation impractical and ineffective.  
Active pharmacologic suppression of inflammatory sig-

nals during initial FVIII exposure would be a more control-
lable strategy. However, the pro-inflammatory signals
responsible for FVIII immunogenicity in HA have not
been conclusively identified and therefore cannot be
specifically targeted. Glucocorticoids, which affect both
innate and adaptive immunity, may mediate the suppres-
sion of a variety of pro-inflammatory signals and their
immunological consequences.12,13 Therefore, glucocorti-
coids such as dexamethasone (Dex), are attractive candi-
dates for the suppression of inflammatory danger signals
in the context of HA inhibitor development.  
To test the ability of Dex to promote immunologic tol-

erance to FVIII and investigate possible mechanisms of
action, we used two murine models of HA. The first
model is a severe HA mouse (knockout of exon 17 of the
f8 gene) in which the murine MHCII loci were replaced
with a single transgene for a chimeric human/murine
MHCII allele (E17KO/hMHC).  Approximately 30% of
these mice develop antibodies to human FVIII after
repeated exposure,14 suggesting that tolerance is possible,
and perhaps inducible, in this model. The second model is
a conventional severe HA mouse (knockout of exon 16 of
the f8 gene) in which recombinant human FVIII exposure
is immunogenic in 100% of animals (E16KO).15
We first hypothesized that E17KO/hMHC mice treated

with Dex during an intense initial exposure to FVIII that
did not subsequently develop anti-FVIII IgG would, on re-
exposure to FVIII, be less likely to develop anti-FVIII IgG
than would anti-FVIII IgG-negative mice that were initial-
ly treated with FVIII alone.  We then sought to determine
if our treatment protocol could attenuate the anti-FVIII
immune response in E16KO mice and investigate poten-
tial cellular mechanisms of action. 

Methods 

Animals
E17KO/hMHC. HA mice with all murine MHCII alleles

knocked out and expressing a single chimeric human/murine
transgene of the HLADRB1*1501 allele on a mixed C57Bl6/S129

background. Male mice aged 10-14 weeks were used.14

E16KO. HA mice on a homogeneous C57Bl6 background. Mice
were sex-matched across treatment groups and eight weeks of
age.16 All animal procedures were in accordance with the
Canadian Council on Animal Care guidelines and approved by the
Queen’s University Animal Care Committee. 

Treatment dosing and blood sampling
Dex (Omega) (75μg/dose, ~3mg/kg) was administered

intraperitoneally (IP). Recombinant human FVIII (Advate; Baxalta)
(6IU/dose, ~240IU/kg unless stated otherwise), lipopolysaccharide
(LPS; InvivoGen) (2μg/dose, ~8mg/kg) and ultra-pure plasma-
derived human von Willebrand Factor (VWF; Biotest) (2IU/dose,
~80IU/kg) were administered intravenously (IV), via tail vein.
Hank’s balanced salt solution (HBSS) was administered as vehicle
control at 100μl IP and 250μl IV.
Intermittent and final blood samples were obtained via retro-

orbital plexus and cardiac puncture respectively, then mixed in a
1:10 ratio with 3.2% buffered citrate. Plasma was separated by
centrifugation, then stored at -80°C.

Short-term treatment protocol
Initial exposure. At week zero, E17KO/hMHC or E16KO mice

received FVIII and Dex (FVIII+Dex group) or FVIII alone (FVIII
group) for five consecutive days (Figure 1A,B). At week five, blood
samples were collected.  
Re-exposure. FVIII and FVIII+Dex E17KO/hMHC mice with no

evidence of anti-FVIII IgG following initial exposure received FVIII
(FVIII/FVIII group and FVIII+Dex/FVIII group), or FVIII and
lipopolysaccharide (LPS; FVIII/FVIII+LPS group and
FVIII+Dex/FVIII+LPS group) for three consecutive days (week six,
Figure 1A). At week nine, blood samples were collected. 

Long-term treatment protocol
Initial exposure. E17KO/hMHC mice received FVIII and Dex

(FVIII+Dex group) or FVIII alone (FVIII group) for five consecutive
days (week zero, Figure 4). At week four, all mice were sampled. 
Intermittent low-dose FVIII exposure and re-exposure. FVIII+Dex

mice with no evidence of anti-FVIII IgG were divided into two
groups. One group received FVIII for three consecutive days at
week 16 (FVIII+Dex/FVIII group). The other group received inter-
mittent exposures to low-dose FVIII (2IU/dose at weeks four,
eight and 12) followed by FVIII (6IU/dose) for three consecutive
days at week 16 (FVIII+Dex/intFVIII+FVIII group). FVIII mice with
no evidence of anti-FVIII IgG received FVIII for three consecutive
days at week 16 (FVIII/FVIII group). All mice were sampled before
(week 14) and after (week 18) FVIII re-exposure.
Human VWF exposure. Mice received human plasma-derived

VWF once weekly at weeks 18 to 21. At week 22, blood samples
were collected. 

Anti-FVIII IgG ELISA
Anti-FVIII IgG titers were measured via enzyme-linked

immunosorbent assay (ELISA) as previously described.17 An opti-
cal density (OD) cutoff of 0.3 above the OD490 of the blank sample
was the criterion for positivity, and the titer was determined to be
the highest dilution at which a given sample was positive.
Samples with an OD490 below the cutoff at a 1:40 dilution were
considered to have non-detectable anti-FVIII IgG. 

Bethesda assay
FVIII inhibitory activity was measured via Bethesda assay as

previously described.18 Residual FVIII activity was quantified using
an automated coagulometer (STA Compact, Stago). Inhibitory
activity was calculated only for samples with a residual FVIII activ-
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ity of between 25% and 75%. The reported inhibitory activity
was calculated from the plasma dilution that resulted in a residual
FVIII activity closest to 50%. Samples with no evidence of FVIII
inhibitory activity or with inhibitory activity <0.4BU/ml when
undiluted were considered negative.

Anti-human VWF IgG ELISA
Ninety-six-well plates (4HBX, Immulon) were coated with FVIII

free plasma-derived human VWF (0.1IU/ml, ~1μg/ml) (Biotest)
overnight at 4°C, then blocked for two hours at room tempera-
ture. Plasma samples were diluted to 1:40 and incubated for two
hours at room temperature in duplicate. IgG detection was carried
out as described for the anti-FVIII IgG ELISA. The OD cutoff for

positivity was the OD490 of pooled plasma (1:40 dilution) taken
from FVIII deficient mice with no previous exogenous VWF expo-
sure. Samples with an OD490 below the cutoff at a dilution of 1:40
were considered to have non-detectable anti-human VWF IgG. 

Lymphocyte enumeration studies
E16KO mice received HBSS, Dex, FVIII or FVIII+Dex for five

consecutive days. Three days or three weeks after the last injec-
tion spleen, thymus and blood were collected. Lymphocyte popu-
lations were assessed via flow cytometry (MACSQuant Analyzer,
Miltenyi) by staining for CD19, CD4, CD8, CD25 and FoxP3
(eBiosciences) as appropriate for the particular organ of origin.
Data was analyzed with FlowJoX (Tree Star). 

Dexamethasone promotes tolerance to factor VIII
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Figure 1. Short-term treatment protocols. A. E17KO/hMHC mice
received FVIII (6IU IV) alone or in combination with Dex (75μg IP) for
five consecutive days.  At week five blood was collected and plasma
anti-FVIII IgG titers were measured. Mice with evidence of anti-FVIII
IgG were excluded from the remainder of the study. Mice with no
evidence of anti-FVIII IgG were re-exposed to FVIII (6IU IV), alone or
in combination with LPS (2μg IV), for three consecutive days. At
week nine blood was collected. Plasma anti-FVIII IgG titers and FVIII
inhibitory activity were measured. B. E16KO mice received FVIII
(6IU IV) alone or in combination with Dex (75μg IP) for five consec-
utive days.  At week five blood was collected and plasma anti-FVIII
IgG titers as well as FVIII inhibitory activity were measured. FVIII:
factor VIII; Dex: dexamethasone; LPS: lipopolysaccharide; Wk:
week.      : anti-FVIII IgG negative mice;     : anti-FVIII IgG 
positive mice;  : injection;   :  blood collection.

A

B



Messenger ribonucleic acid (mRNA) expression analysis
E16KO mice received HBSS, Dex, FVIII or FVIII+Dex for five

consecutive days. Three days after the last injection, spleen and
thymus were collected and stabilized in RNA Later (Invitrogen).
mRNA was then isolated using a commercial kit (RNeasy Plus
Mini Kit, Qiagen) and quantified using the NanoString Mouse
Immunology Panel (NanoString). Data was analyzed with nSolver
Software (NanoString). Genes that were deemed up/down-regu-
lated due to FVIII+Dex treatment had a transcript count ratio ≥2:1
in the same direction when comparing both FVIII+Dex against
FVIII and Dex against HBSS.

Statistics
Anti-FVIII IgG and FVIII inhibitors incidence were compared

using Fisher’s exact test. Anti-FVIII IgG and Bethesda titers were
compared using a Mann-Whitney U test. E17KO/hMHC samples,
but not E16KO samples, with titers below the detection limit were
excluded from statistical analyses. Percentages of lymphocyte
populations were compared using unpaired two-tailed t-tests.
Statistical analyses were performed using GraphPad Prism 5.0a
(GraphPad Software).  
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Figure 2. Administration of Dex during initial FVIII exposure reduces the initial anti-FVIII immune response in both E17KO/hMHC and E16KO mice. A. Anti-FVIII IgG
incidence and B. anti-FVIII IgG titers in E17KO/hMHC mice five weeks after initial treatment with FVIII or FVIII+Dex. A statistical comparison of the positive anti-FVIII
IgG titers across treatment groups could not be performed because fewer than three mice had evidence of antibodies in the FVIII+Dex group. G. Anti-FVIII IgG inci-
dence, D. anti-FVIII IgG titers, E. FVIII inhibitor incidence and F. FVIII inhibitory activity in E16KO mice five weeks after initial treatment with FVIII or FVIII+Dex. ND:
not detectable;  FVIII: factor VIII; Dex: dexamethasone; IgG: immunoglobulin G. 
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Results

Administration of Dex during initial FVIII exposure
reduces the initial anti-FVIII immune response in both
E17KO/hMHC and E16KO mice
Our first aim was to determine the ability of Dex to pre-

vent the anti-FVIII immune response when administered
during initial antigen exposure. FVIII was administered
alone or in combination with Dex for five consecutive days
(week zero, Figure 1A,B). At week five, 6% of
E17KO/hMHC FVIII+Dex mice compared to 33% of

E17KO/hMHC FVIII mice had evidence of plasma anti-FVIII
IgG (P=0.0050, Figure 2A). Furthermore, FVIII+Dex mice
that developed anti-FVIII IgG had lower antibody titers than
FVIII mice (Figure 2B). A similar effect was observed in
E16KO mice, with 77% of E16KO FVIII+Dex mice com-
pared to 100% of E16KO FVIII mice showing evidence of
plasma anti-FVIII IgG (P=0.0485, Figure 2C), and FVIII+Dex
mice having significantly lower anti-FVIII IgG titers than
FVIII mice (P=0.0063, Figure 2D). Although not statistically
significant, a similar trend was observed when looking at
inhibitor incidence and activity in E16KO mice (Figure 2E,F).
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Figure 3. Administration of Dex during initial FVIII exposure
induces tolerance to FVIII in E17KO/hMHC mice, even when
co-administered with LPS. A. Anti-FVIII IgG incidence, B. anti-
FVIII IgG titers, C. FVIII inhibitor incidence and D. FVIII inhibito-
ry activity following re-exposure to FVIII in E17KO/hMHC mice
initially exposed to FVIII or FVIII+Dex and with no evidence of
anti-FVIII IgG at week five. E. Anti-FVIII IgG incidence, F. Anti-
FVIII IgG titers, G. FVIII inhibitor incidence and H. FVIII inhibito-
ry activity following re-exposure to FVIII+LPS in E17KO/hMHC
mice initially exposed to FVIII or FVIII+Dex and with no evi-
dence of anti-FVIII IgG at week five. Some statistical compar-
isons could not be carried out because fewer than three mice
had evidence of antibodies and/or inhibitors. FVIII: factor VIII;
Dex: dexamethasone; IgG: immunoglobulin G; LPS:
lipopolysaccharide; ND: not detectable.
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Administration of Dex during initial FVIII exposure
induces tolerance to FVIII in E17KO/hMHC mice, even
when co-administered with LPS
Next, we wanted to determine whether E17KO/hMHC

mice that did not develop anti-FVIII IgG after initial expo-
sure would be immunologically tolerant upon re-exposure
to FVIII. Anti-FVIII IgG negative mice from both the FVIII
and FVIII+Dex groups were re-exposed to FVIII alone or in
combination with LPS (week 6, Figure 1A). 
At week nine, 7% of FVIII+Dex/FVIII mice compared to

52% of FVIII/FVIII mice had evidence of plasma anti-FVIII
IgG (P=0.0050, Figure 3A). The single FVIII+Dex/FVIII
mouse with evidence of anti-FVIII IgG had a lower titer
than most of the FVIII/FVIII mice (Figure 3B).
Furthermore, 0% of FVIII+Dex/FVIII mice compared to
35% of FVIII/FVIII mice showed evidence of FVIII
inhibitors by Bethesda assay (P=0.0132, Figure 3C,D). 
At week nine, 100% of FVIII/FVIII+LPS mice compared

to 30% of FVIII+Dex/FVIII+LPS mice had evidence of
anti-FVIII IgG (P=0.0699, Figure 3E). FVIII+Dex/FVIII+LPS
mice also had a trend towards lower anti-FVIII IgG titers
than FVIII/FVIII+LPS mice (P=0.1536, Figure 3F).
Furthermore, 20% of FVIII+Dex/FVIII+LPS compared to
100% of FVIII/FVIII+LPS mice (P=0.0150, Figure 3G) had
evidence of FVIII inhibitors and FVIII+Dex/FVIII+LPS
mice had lower FVIII inhibitor levels than FVIII/FVIII+LPS
(Figure 3H). These data suggest that Dex can promote per-
sistent tolerance to FVIII in the E17KO/hMHC murine

model of HA, and that this tolerance is robust enough to
withstand re-exposure to FVIII when co-delivered with
LPS, a potent adjuvant. 

Administration of Dex during initial FVIII exposure
induces durable, antigen-specific tolerance to FVIII in
E17KO/hMHC mice
We next sought to investigate the durability of Dex-

induced tolerance to FVIII, using the long-term treatment
protocol described (Figure 4).  At week four, 0% of
FVIII+Dex E17KO/hMHC mice compared to 64% of FVIII
E17KO/hMHC mice had evidence of anti-FVIII IgG
(P=0.0001, Figure 5A,B). Mice with evidence of anti-FVIII
IgG at week four were excluded from the remainder of the
experiment. At week 14, all remaining mice had main-
tained their anti-FVIII IgG negative status. At week 18,
two weeks after re-exposure to FVIII, 7% of
FVIII+Dex/FVIII mice and 27% of
FVIII+Dex/intFVIII+FVIII mice had evidence of anti-FVIII
IgG compared to 50% of FVIII/FVIII mice (P=0.0970
FVIII/FVIII vs. FVIII+Dex/FVIII; P=0.5573 FVIII/FVIII vs.
FVIII+Dex/intFVIII+FVIII; P=0.3295 FVIII+Dex/FVIII vs.
FVIII+Dex/intFVIII+FVIII, Figure 5C). No apparent differ-
ences were seen between the titers of the few mice from
each group positive for anti-FVIII IgG (Figure 5D). These
data indicate that administration of Dex during initial
FVIII exposure confers tolerance that persists for at least
18 weeks, and that ongoing intermittent FVIII exposure is
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Figure 4. Long-term treatment protocol. E17KO/hMHC mice received FVIII (6IU IV) alone or in combination with Dex (75μg IP) for five consecutive days. At week
four, blood was collected and plasma anti-FVIII IgG titers were measured. Mice with evidence of anti-FVIII IgG were excluded from the remainder of the study.
FVIII+Dex mice with no evidence of anti-FVIII IgG received FVIII (6IU IV) for three consecutive days at week 16, or single intermittent exposures to low-dose FVIII (2IU
IV) at weeks four, eight and 12, followed by FVIII (6IU IV) for three consecutive days at week 16. FVIII treated mice with no evidence of anti-FVIII IgG at week four
received FVIII for three consecutive days at week 16. All mice were sampled two weeks before and two weeks after FVIII re-exposure. Plasma anti-FVIII IgG titers
were determined at these time points. At week 18 mice started receiving weekly human VWF injections for four consecutive weeks. At week 22, blood was collected
and plasma FVIII inhibitory activity and the presence of plasma anti-human VWF IgG were determined. VWF: von Willebrand Factor; FVIII: factor VIII; Dex: dexametha-
sone; Wk: week.        : anti-FVIII IgG negative mice;          : anti-FVIII IgG positive mice; : injection; : blood collection. 



not required to maintain this tolerance.
To determine whether the observed effect is antigen

specific, we injected all mice with a structurally unrelated
antigen (human VWF) (week 18-21). At week 22, of the
anti-FVIII IgG negative mice, 100% of FVIII+Dex/FVIII,
89% of FVIII+Dex/intFVIII+FVIII and 100% of FVIII/FVIII
mice had evidence of anti-human VWF IgG (Online
Supplementary Figure S1). We conclude that Dex treatment
during initial FVIII exposure does not result in general
immunosuppression but rather promotes antigen-specific
tolerance to FVIII, and does not impair immune responses
to other antigens. 
At week 22, we also measured FVIII inhibitory activity.

8% of FVIII+Dex/FVIII, 8% of FVIII+Dex/intFVIII+FVIII
and 50% of FVIII/FVIII mice had evidence of FVIII
inhibitors (P=0.1206 FVIII/FVIII vs. FVIII+Dex/FVIII;
P=0.1357 FVIII/FVIII vs. FVIII+Dex/intFVIII+FVIII; P=1
FVIII+Dex/FVIII vs. FVIII+Dex/intFVIII+FVIII, Figure 5E).
No apparent differences were seen between the titers of
the few mice from each group positive for inhibitors
(Figure 5F).

Administration of Dex during initial FVIII exposure
causes early changes in lymphocyte populations of
E16KO mice 
To elucidate possible cellular mechanisms of our treat-

ment protocol, we determined the percentage of key lym-
phocyte populations in the thymus, spleen and blood via
flow cytometry. Three days after treatment, FVIII+Dex
mice had a decreased percentage of both splenic (47.22%
vs. 53.62%, P=0.0395) and blood (18.27% vs. 29.11%,
P=0.0050) B cells (CD19+ lymphocytes) compared to FVIII

mice (Figure 6A). At this time point, no significant changes
in the percentages of T cells (CD4+CD8– lymphocytes)
were observed across the three tissues (Figure 6B).
However, FVIII+Dex mice showed a significant increase
in the percentage of thymic Tregs (CD25 and FoxP3
expressing CD4+CD8– lymphocytes, 12.06% vs. 4.73%,
P<0.0010, Figure 6C).  Similar trends were observed when
comparing Dex and HBSS mice (Figure 6A-C). This sug-
gests that Dex promotes tolerance to FVIII partly by
decreasing the percentage of splenic and circulating B cells
as well as skewing the distribution of lymphocytes in the
thymus towards a regulatory phenotype early after treat-
ment. 
Three weeks after treatment, FVIII+Dex mice had no

significant differences in thymic and splenic lymphocyte
populations when compared to FVIII mice (Figure 6D-F).
We did however observe an increase in the percentage of
blood B cells (36.33% vs. 21.33%, P=0.028) in FVIII+Dex
mice compared to FVIII mice (Figure 6D). No significant
differences in thymic, splenic or blood lymphocyte popu-
lations were detected when comparing Dex and HBSS
mice (Figure 6D-F). This suggests that the effects of Dex
likely occur early on and have no major lasting impact on
lymphocyte populations despite the long-term FVIII toler-
ance.

Administration of Dex during initial FVIII exposures
alters the thymic but not splenic transcript profile of
E16KO mice
We also assessed the effects of our treatment protocol

on thymic and splenic mRNA transcription profiles of
E16KO mice. In the thymus, a total of 54 genes had
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Figure 5. Administration of Dex during initial FVIII exposure induces durable tolerance to FVIII in E17KO/hMHC mice. A. Anti-FVIII IgG incidence and B. anti-FVIII IgG
titers following initial exposure with FVIII or FVIII+Dex. C. Anti-FVIII IgG incidence, D. anti-FVIII IgG titers, E. FVIII inhibitor incidence and F. FVIII inhibitory activity fol-
lowing FVIII re-exposure in E17KO/hMHC mice initially treated with FVIII or FVIII+Dex and with no evidence of anti-FVIII IgG at week four. Some statistical comparisons
could not be carried out because fewer than three mice had evidence of antibodies and/or inhibitors.  ND: not detectable; FVIII: factor VIII; Dex: dexamethasone; IgG:
immunoglobulin G.
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altered expression due to FVIII+Dex treatment (Figure 7A,
Online Supplementary Table S1 and Table S2). There were
no differences between the splenic mRNA transcription
profiles of FVIII+Dex and FVIII mice (Figure 7B). There
were also no differences between the thymic and splenic
mRNA transcription profiles of FVIII and HBSS mice
(Online Supplementary Figure S2).

Discussion

We sought to determine whether Dex, when adminis-
tered during initial FVIII exposure, could promote
immunologic tolerance to FVIII in HA mice.  Our experi-
ments indicate that both E17KO/hMHC and E16KO
FVIII+Dex mice were less likely to develop anti-FVIII IgG
than FVIII mice after initial exposure to FVIII. Although
E17KO/hMHC mice can have inherent tolerance to FVIII,
the ability of Dex to also reduce inhibitor development in
E16KO mice is encouraging.  While any immediate effect
might have been due to transient immunosuppression, the
reduced incidence of anti-FVIII IgG in E17KO/hMHC
FVIII+Dex/FVIII mice after re-exposure to FVIII at six, and
especially 16, weeks suggests that long-lasting tolerance to
FVIII can be promoted. Furthermore, this tolerance is spe-
cific to FVIII since these mice mount a robust response to
a structurally unrelated antigen (human VWF) despite
remote exposure to Dex.
Especially noteworthy is the reduced anti-FVIII immune

response after Dex exposure in mice whose re-exposure to
FVIII was accompanied by LPS. LPS administration with
FVIII has been reported to yield anti-FVIII IgG in 100% of
E17KO/hMHC mice,14 an effect also observed in our
experiments. Compared to FVIII/FVIII+LPS mice,
FVIII+Dex/FVIII+LPS mice demonstrated a markedly
reduced anti-FVIII immune response, although this effect
did not reach statistical significance due to small numbers.  
We investigated potential cellular mechanisms of Dex-

mediated tolerance induction by examining its effect on
lymphocyte populations of E16KO mice. Three days after
treatment we observed a decrease in the percentage of

splenic and circulating B cells. A subset of splenic B cells
has been shown to play a role in the initiation of the anti-
FVIII immune response.19 B cells also maintain this
response as their inhibition has been identified as a poten-
tial mechanism of ITI in mice.20 Furthermore, in inhibitor
patients who fail conventional ITI, the addition of ritux-
imab to target B cells has been shown to increase ITI effi-
cacy.21 Three days post-treatment we also observed an
increase in the percentage of thymic Tregs. This T-cell
subset has been repeatedly implicated in tolerance to FVIII
in HA mouse models.18,22,23 Tregs simultaneously interact
with antigen-presenting cells and effector T cells, resulting
in effector T-cell suppression.  The changes in lymphocyte
populations following Dex treatment were no longer pres-
ent three weeks post-treatment. 
Our results are in line with previous studies showing

that glucocorticoids can induce apoptosis of B and T cells13
and that Tregs, especially those in the thymus, are prefer-
entially spared from Dex-induced cell death.24 There is
some evidence suggesting that repeated antigen exposure
is required for the maintenance of Treg populations.25
However, in our experiment, FVIII+Dex/intFVIII mice did
not maintain tolerance to FVIII better than
FVIII+Dex/FVIII mice. 
FVIII+Dex mice also had altered thymic gene expres-

sion, giving further insight into the mechanism of our
treatment protocol. We observed down-regulation of
genes involved in T-cell receptor formation and re-
arrangement (Cd4, Rag1, Rag2), genes coding for cytokines
that drive effector T-cell proliferation and maturation (Il9,
Il12b, Il13,26 Il16,27 Il2728) and genes responsible for T-cell
activation (Cd40lg,29 Lck30). In contrast, we saw up-regula-
tion of genes encoding for scavenger receptors involved in
clearance of apoptotic cells (Cd36,31 MARCO32) and genes
responsible for thymic involution (Pparg33). We also
observed an up-regulation of genes encoding extracellular
matrix components (Fn134) and adhesion molecules (Ita2b,
Cdh5) that may play a role in regulating thymocyte devel-
opment and migration.35 The splenic gene expression pro-
file in FVIII and HBSS control mice were almost identical,
and thus it appears that intense FVIII exposure alone does
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Figure 6. Administration of Dex during initial FVIII exposure causes early changes in lymphocytes populations of E16KO mice. The percentage of A. B cells, B. T
cells and C. Tregs in the thymus, spleen and blood three days after treatment with HBSS, Dex, FVIII or FVIII+Dex. The percentage of D. B cells, E. T cells and F. Tregs
in the thymus, spleen and blood three weeks after treatment with HBSS, Dex, FVIII or FVIII+Dex. n=3-7 for each condition. *P<0.05, **P<0.01, ***P<0.001. 

: HBSS; : Dex;  : FVIII; : FVIII+Dex.
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not result in altered expression of immune-relevant genes.
A number of prior studies have examined the ability of

immunomodulatory agents to prevent FVIII inhibitors in
murine models of HA: anti-CD3 monoclonal antibody,18
anti-CD4 monoclonal antibody with adjuvant,36
rapamycin,22 CD40/CD40-ligand interaction blockade,37
and IL2/ anti-IL2 monoclonal antibody complexes.38
However, some of these strategies only induced transient
tolerance to FVIII37 or tolerance that was not tested for
long-term durability.18 Furthermore, the effect on immune
responses to other antigens was not assessed in some
cases.18,37 Importantly, none of these other immunomodu-
latory agents is commonly used in clinical practice. 
Dex and other glucocorticoids are widely available, rou-

tinely used by hematologists and are known to have good
oral bioavailability.39 Glucocorticoids have been used in
clinical practice to reduce humoral immune responses to
protein therapeutics (e.g., infliximab),40 and have even
been successful in hemophilia patients with inhibitors.41
Moreover, because the greatest risk of FVIII inhibitors
occurs early (~25 first exposure days), clinical application
of this approach might only require Dex coverage of a few
early FVIII exposures, until the inhibitor risk is reduced.
For these reasons, translation of this approach to the bed-
side seems feasible.  A clinical trial examining the use of
Dex during early FVIII exposures expected to span several
days would be the most immediate application. 
This study does have some limitations.  As previously

mentioned, E17KO/hMHC mice have a mixed genetic
background. While this variability between animals may
be responsible for some of the observed variability in anti-
FVIII immune responses, it may also indicate some biolog-
ical robustness of the tolerance effect.  Due to the genetic
variability of E17KO/hMHC, experiments identifying the
mechanistic basis of the effect observed were carried out
using the inbred E16KO mouse model. The ability of our

treatment protocol to diminish the anti-FVIII immune
response in this model with high propensity for inhibitor
development further confirms the robustness of the effect.
Although the E17KO/hMHC mouse model of HA reca-

pitulates the epidemiology of anti-FVIII immune respons-
es among humans with severe HA, this does not imply
that the immunological mechanisms of these responses
are identical.  There are significant differences between
these species, such as the absence of the IgG4 isotype in
mice, which is the dominant IgG subclass associated with
inhibitors in HA patients.42 In addition, this mouse model
has only one MHC allele and will therefore have non-
physiologic antigen presentation.  The age of the model
might also be a limitation, as our mice would be consid-
ered “young adults”. In contrast, HA patients who are at
the greatest risk for inhibitor development are toddlers.
The effects of these age differences on the ability of Dex
to prevent inhibitors in humans cannot be predicted.
Our dose of Dex (~3mg/kg/day, demonstrated to have

anti-inflammatory effects in rodents)43 is higher than that
typically used in humans.  Small animals require higher
per-weight doses of medications than humans to achieve
equivalent dosing relative to body surface area.44 Dex is
given to children in doses of 0.3 – 0.6mg/kg/day for the
treatment of croup45 and asthma.46 In these applications,
Dex exerts the anti-inflammatory and anti-lymphocytic
effects that may be important for promoting immunologic
tolerance to FVIII. Therefore, similar dosing would be rea-
sonable to use in a clinical study addressing the mitigation
of FVIII inhibitor development.  Although Dex can be
immunosuppressive, the risk of invasive infections is low
after intermittent exposure in young children.47 
We also used FVIII doses (~240units/kg/dose) higher

than those used in most clinical applications.  However,
this is the FVIII dose required to provoke FVIII immune
responses in E17KO/hMHC mice. Although lower doses
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Figure 7.  Administration of Dex during initial FVIII exposure alters the thymic but not splenic mRNA transcript profile of E16KO mice. A. Thymic and B. splenic mRNA
transcript counts three days after treatment with FVIII+Dex versus mRNA transcript counts three days after treatment with FVIII alone. Each point corresponds with
the average mRNA transcript count of three different tissue samples. Labeled points indicate genes that exhibited a ≥2-fold change as a result of treatment with
FVIII+Dex. These genes had a gene count ratio ≥2:1 in the same direction when comparing both FVIII+Dex against FVIII and Dex against HBSS. n=3 for each condition.
FVIII: factor VIII; Dex: dexamethasone; mRNA: messenger ribonucleic acid.  
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could likely have been used in the E16KO mouse model,
we wanted a consistent treatment protocol across the two
strains. There is no conceptual reason that lower per-
weight FVIII doses would result in evasion of the toler-
ance-promoting mechanisms.
The use of high FVIII doses over consecutive treatment

days simulated “peak treatment moments” known to be
associated with an increased risk of inhibitors.10 However,
this intense initial exposure to FVIII was not given because
of a hemorrhagic event, which from a clinical point of
view is unrealistic. Patients often receive more intense ini-
tial exposures to FVIII to treat life-threatening bleeding,
when inflammation may be present and could enhance
the immune response to FVIII.  We cannot infer that Dex
would exert the same effect in these scenarios.  However,
animal models may be of limited utility in studying these
more clinically relevant circumstances. For example,
rodent studies have not consistently identified an associa-
tion between hemarthrosis48,49 and anti-FVIII immune
responses. Ultimately, clinical studies will be needed to
answer the most important questions about the use of
Dex in patients with severe HA.

Conclusions

Our experiments show that Dex, when administered
during an intense initial exposure to FVIII, diminishes the
anti-FVIII immune response in E17KO/hMHC and E16KO
HA mice. In addition, this treatment protocol promotes
durable and antigen-specific immunologic tolerance to
FVIII in E17KO/hMHC mice.  This effect appears to be
mediated by alterations in lymphocyte populations and
thymic gene expression. Clinical studies are needed to
determine if this approach can be translated into clinical
practice to prevent the devastating occurrence of FVIII
inhibitors for which we currently offer no mitigation strat-
egy, even in high-risk patients.  Ready access to Dex and
other glucocorticoids, ease of administration, and exten-
sive clinical experience with these drugs will make such
clinical studies very feasible.

Funding
This project was supported in part by Operating and

Foundation grants from The Canadian Institutes of Health
Research (MOP10912, FDN-154285). DL is the recipient of a
Canada Research Chair in Molecular Hemostasis.

M.T. Georgescu et al.

1412 haematologica | 2018; 103(8)

References
1. Hay CRM, Palmer B, Chalmers E, et al.

Incidence of factor VIII inhibitors through-
out life in severe hemophilia A in the United
Kingdom. Blood. 2011; 117(23):6367-6370.

2. DiMichele DM, Kroner BL. The North
American Immune Tolerance Registry: prac-
tices, outcomes, outcome predictors.
Thromb Haemost. 2002;87(1):52-57.

3. Rocino A, Cortesi PA, Scalone L, et al.
Immune tolerance induction in patients
with haemophilia a and inhibitors:
Effectiveness and cost analysis in an
European Cohort (The ITER Study).
Haemophilia. 2016;22(1):96-102.

4. Gouw SC, van den Berg HM, Oldenburg J,
et al. F8 gene mutation type and inhibitor
development in patients with severe hemo-
philia A: systematic review and meta-analy-
sis. Blood. 2012;119(12):2922-2934.

5. Oldenburg J, Pavlova A. Genetic risk factors
for inhibitors to factors VIII and IX.
Haemophilia. 2006;12(s6):15-22.

6. Goenka R, Barnett LG, Silver JS, et al.
Cutting edge: dendritic cell-restricted anti-
gen presentation initiates the follicular
helper T cell program but cannot complete
ultimate effector differentiation. J Immunol.
2011;187(3):1091-1095.

7. Bacchetta R, Gambineri E, Roncarolo M-G.
Role of regulatory T cells and FOXP3 in
human diseases. J Allergy Clin Immunol.
2007;120(2):227-235.

8. Appleman LJ, Boussiotis VA. T cell anergy
and costimulation. Immunol Rev. 2003;192:
161-180.

9. Kurnik K, Bidlingmaier C, Engl W,
Chehadeh H, Reipert B, Auerswald G. New
early prophylaxis regimen that avoids
immunological danger signals can reduce
FVIII inhibitor development. Haemophilia.
2010;16(2):256-262.

10. Gouw SC, van den Berg HM, le Cessie S,
van der Bom JG. Treatment characteristics
and the risk of inhibitor development: a

multicenter cohort study among previously
untreated patients with severe hemophilia
A. J Thromb Haemost. 2007; 5(7):1383-
1390.

11. Auerswald G, Kurnik K, Aledort LM, et al.
The EPIC study: a lesson to learn.
Haemophilia. 2015;21(5):622–628.

12. Franchimont D. Overview of the actions of
glucocorticoids on the immune response: a
good model to characterize new pathways
of immunosuppression for new treatment
strategies. Ann NY Acad Sci. 2004;1024:
124-137.

13. Amsterdam A, Sasson R. The anti-inflam-
matory action of glucocorticoids is mediated
by cell type specific regulation of apoptosis.
Mol Cell Endocrinol. 2002; 189(1–2):1-9.

14. Steinitz KN, van Helden PM, Binder B, et al.
CD4+ T-cell epitopes associated with anti-
body responses after intravenously and sub-
cutaneously applied human FVIII in human-
ized hemophilic E17 HLA-DRB1*1501 mice.
Blood. 2012; 119(17):4073-4082.

15. Qadura M, Waters B, Burnett E, et al.
Immunoglobulin isotypes and functional
anti-FVIII antibodies in response to FVIII
treatment in Balb/c and C57BL/6
haemophilia A mice. Haemophilia. 2011;17
(2):288-295.

16. Bi L, Lawler AM, Antonarakis SE, High KA,
Gearhart JD, Kazazian HH. Targeted disrup-
tion of the mouse factor VIII gene produces
a model of haemophilia A. Nat Genet.
1995;10(1):119-121.

17. Reipert BM, Ahmad RU, Turecek PL,
Schwarz HP. Characterization of antibodies
induced by human factor VIII in a murine
knockout model of hemophilia A. Thromb
Haemost. 2000;84(5):826-832.

18. Waters B, Qadura M, Burnett E, et al. Anti-
CD3 prevents factor VIII inhibitor develop-
ment in hemophilia A mice by a regulatory
CD4+CD25+-dependent mechanism and
by shifting cytokine production to favor a
Th1 response. Blood. 2009;113(1):193-203.

19. Zerra PE, Cox C, Baldwin WH, et al.

Marginal zone B cells are critical to factor
VIII inhibitor formation in mice with hemo-
philia A. Blood. 2017; 130(23):2556-2568.

20. Hausl C, Ahmad RU, Sasgary M, et al. High-
dose factor VIII inhibits factor VIII – specific
memory B cells in hemophilia A with factor
VIII inhibitors. Blood. 2005; 106(10):3415-
3422.

21. Carcao M, St Louis J, Poon M-C, et al.
Rituximab for congenital haemophiliacs
with inhibitors: a Canadian experience.
Haemophilia. 2006;12(1):7-18.

22. Moghimi B, Sack BK, Nayak S, Markusic
DM, Mah CS, Herzog RW. Induction of tol-
erance to factor VIII by transient co-admin-
istration with rapamycin. J Thromb
Haemost. 2011;9(8):1524-1533.

23. Kim YC, Zhang A-H, Su Y, et al. Engineered
antigen-specific human regulatory T cells:
immunosuppression of FVIII-specific T- and
B-cell responses. Blood. 2014; 125(7):1107-
1115.

24. Chen X, Murakami T, Oppenheim JJ,
Howard OMZ. Differential response of
murine CD4+CD25+ and CD4+CD25- T
cells to dexamethasone-induced cell death.
Eur J Immunol. 2004;34(3):859-869.

25. Ohkura N, Kitagawa Y, Sakaguchi S.
Development and maintenance of regulato-
ry T cells. Immunity. 2013;38(3):414-423.

26. Yarilin AA, Belyakov IM. Cytokines in the
thymus: production and biological effects.
Curr Med Chem. 2004;11(4):447-464.

27. Cruikshank WW, Kornfeld H, Center DM.
Interleukin-16. J Leukoc Biol. 2000;
67(6):757-766.

28. Iwasaki Y, Fujio K, Okamura T, Yamamoto
K. Interleukin-27 in T Cell Immunity. Int J
Mol Sci. 2015;16(2):2851-2863.

29. Grewal IS, Flavell RA. The role of CD40 lig-
and in costimulation and T-cell activation.
Immunol Rev. 1996;153:85-106.

30. Palacios EH, Weiss A. Function of the Src-
family kinases, Lck and Fyn, in T-cell devel-
opment and activation. Oncogene.
2004;23(48):7990-8000.



31. Platt N, da Silva RP, Gordon S. Recognizing
death: the phagocytosis of apoptotic cells.
Trends Cell Biol. 1998;8(9):365-372.

32. Rogers NJ, Lees MJ, Gabriel L, et al. A defect
in marco expression contributes to systemic
lupus erythematosus development via fail-
ure to clear apoptotic cells. J Immunol. 2009;
182(4):1982-1990.

33. Youm Y-H, Yang H, Amin R, Smith SR, Leff
T, Dixit VD. Thiazolidinedione treatment
and constitutive-PPAR  activation induces
ectopic adipogenesis and promotes age-
related thymic involution. Aging Cell.
2010;9(4):478-489.

34. Lannes-Vieira J, Dardenne M, Savino W.
Extracellular matrix components of the
mouse thymus microenvironment: ontoge-
netic studies and modulation by glucocorti-
coid hormones. J Histochem Cytochem.
1991;39(11):1539-1546.

35. Gameiro J, Nagib P, Verinaud L. The thymus
microenvironment in regulating thymocyte
differentiation. Cell Adh Migr.
2010;4(3):382-390.

36. Oliveira VG, Agua-Doce A, Curotto de
Lafaille MA, Lafaille JJ, Graca L. Adjuvant
facilitates tolerance induction to factor VIII
in hemophilic mice through a Foxp3-inde-
pendent mechanism that relies on IL-10.
Blood. 2013;121(19):3936-3945.

37. Reipert BM, Sasgary M, Ahmad RU, Auer
W, Turecek PL, Schwarz HP. Blockade of
CD40/CD40 ligand interactions prevents

induction of factor VIII inhibitors in hemo-
philic mice but does not induce lasting
immune tolerance. Thromb Haemost.
2001;86(6):1345-1352.

38. Liu CL, Ye P, Lin J, Djukovic D, Miao CH.
Long-term tolerance to factor VIII is
achieved by administration of interleukin-
2/interleukin-2 monoclonal antibody com-
plexes and low dosages of factor VIII. J
Thromb Haemost. 2014;12(6):921-931.

39. Duggan DE, Yeh KC, Matalia N, Ditzler CA,
McMahon FG. Bioavailability of oral dex-
amethasone. Clin Pharmacol Ther.
1975;18(2):205-209.

40. Farrell RJ, Alsahli M, Jeen Y-T, Falchuk KR,
Peppercorn MA, Michetti P. Intravenous
hydrocortisone premedication reduces anti-
bodies to infliximab in Crohn’s disease: a
randomized controlled trial.
Gastroenterology. 2003;124(4):917-924.

41. Edson JR, McArthur JR, Branda RF,
McCullough JJ, Chou SN. Successful man-
agement of a subdural hematoma in a
hemophiliac with an anti-factor VIII anti-
body. Blood. 1973;41(1):113-122.

42. Montalvão SAL, Tucunduva AC, Siqueira
LH, Sambo ALA, Medina SS, Ozelo MC. A
longitudinal evaluation of anti-FVIII anti-
bodies demonstrated IgG4 subclass is main-
ly correlated with high-titre inhibitor in
haemophilia A patients. Haemophilia.
2015;21(5):585-692.

43. Knowles RG, Salter M, Brooks SL MS. Anti-

inflammatory glucocorticoids inhibit the
induction by endotoxin of nitric oxide syn-
thase in the lung, liver and aorta of the rat.
Biochem Biophys Res Commun. 1990;172
(3):1042-1048.

44. Freireich EJ, Gehan EA, Rall DP, Schmidt LH
SH. Quantitative comparison of toxicity of
anticancer agents in mouse, rat, hamster,
dog, monkey, and man. Cancer Chemother
Rep. 1966;50(4):219-244.

45. Garbutt JM, Conlon B, Sterkel R, et al. The
comparative effectiveness of prednisolone
and dexamethasone for children with croup:
a community-based randomized trial. Clin
Pediatr (Phila). 2013;52(11):1014-1021.

46. Keeney GE, Gray MP, Morrison AK, et al.
Dexamethasone for acute asthma exacerba-
tions in children: a meta-analysis. Pediatrics.
2014;133(3):493-499.

47. Aljebab F, Alanazi M, Choonara I, Conroy S.
Tolerability of prednisolone and dexametha-
sone in Saudi Arabia. Arch Dis Child.
2016;101(9):e2.

48. Peyron I, Dimitrov JD, Delignat S, et al.
Haemarthrosis and arthropathy do not
favour the development of factor VIII
inhibitors in severe haemophilia A mice.
Haemophilia. 2015;21(1):e94-98.

49. Lövgren KM, Søndergaard H, Skov S,
Wiinberg B. Joint bleeds increase the
inhibitor response to human factor VIII in a
rat model of severe haemophilia A.
Haemophilia. 2016;22(5):772-779.

Dexamethasone promotes tolerance to factor VIII

haematologica | 2018; 103(8) 1413


