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A new triple threat to CLL

Benjamin L. Lampson and Matthew S. Davids | Dana-Farber Cancer Institute

In this issue of Blood, Rogers et al demonstrate that 3 novel agents approved
for chronic lymphocytic leukemia (CLL), ibrutinib, venetoclax, and obinutuzumab,
can be safely combined at standard doses to create an active, chemotherapy-
free triplet regimen for relapsed or refractory disease.’

Cytotoxic chemotherapy in combination
with an anti-CD20 antibody (known as che-
moimmunotherapy) has been a widely
used treatment for patients with CLL. Each
chemotherapeutic agent was initially de-
veloped as a single drug. Subsequently,
the pioneers of modern CLL therapy
found that chemotherapy drugs with dif-
fering mechanisms of action, such as the
alkylating agent cyclophosphamide and
the nucleoside analog fludarabine, could
be safely given together and had superior
efficacy when given in combination rather
than individually.? The addition of the
type | anti-CD20 monoclonal antibody
rituximab led to the birth of the fludarabine-

cyclophosphamide-rituximab (FCR) regi-
men, the first CLL therapy to demonstrate an
overall survival benefit in a randomized trial 3

The CLL field now stands at a similar junc-
ture. |brutinib (an inhibitor of Bruton’s
tyrosine kinase [BTK]), venetoclax (an in-
hibitor of the antiapoptotic protein BCL-2),
and obinutuzumab (a type Il anti-CD20
monoclonal antibody) have complemen-
tary mechanisms of action and toxicity
profiles (see figure). Moreover, unlike in
the era when combination cytotoxic che-
motherapy was developed, there is
compelling preclinical evidence that the
combination of ibrutinib and venetoclax
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Ibrutinib, venetoclax, and obinutuzumab independently target 3 pathways critical for the survival of neoplastic B

cells in CLL.

could be highly active,* and early results of
clinical trials of this doublet and of either
agent with obinutuzumalb seem promising.>”
However, until now, the safety and efficacy of
a triplet combination was unknown. Rogers
et al have provided the first data to begin to
address these questions with early results
from a phase 1 trial of ibrutinib, venetoclax,
and obinutuzumab.

Putting these 3 highly active agents to-
gether raises concerns regarding the
potential for toxicities of tumor lysis syn-
drome (TLS) and neutropenia. To mitigate
the risk of TLS, Rogers et al took the sensible
approach of sequentially introducing the
3 agents, starting with obinutuzumab
monotherapy for 1 cycle, adding ibrutinib
during the second cycle, and then finally
introducing venetoclax in cycle 3. This
approach successfully debulked tumor
burden, thereby lessening the risk for TLS;
no cases of clinical or laboratory TLS were
seen in their study. Starting with obinu-
tuzumab did lead to infusion reactions
in 83% of patients, and one wonders
whether starting the ibrutinib either
before the obinutuzumab or at the
same time might have mitigated this
toxicity while still effectively debulking
the patients’ tumors, as was recently
suggested in an ongoing study.” An-
other safety concern when combin-
ing obinutuzumab and venetoclax is
neutropenia, but fortunately the rate of
grade =3 neutropenia in the Rogers et al
study was 33% (with no episodes of febrile
neutropenia), which is comparable to the
37% rate reported in a recent compre-
hensive safety analysis of venetoclax
monotherapy.? Thus, the authors appro-
priately concluded that venetoclax
could be safely administered at the full
400 mg daily dose approved for mono-
therapy, thereby allowing for maximal
dose intensity of the triplet combination.

This 12-patient phase 1 experience with
relatively short follow-up (median, 24.4
months) cannot definitively answer questions
about the efficacy of this triplet compared
with a doublet or monotherapy; however,
the high rate of undetectable minimal

€ blood® 11 OCTOBER 2018 | VOLUME 132, NUMBER 15 1547



http://www.bloodjournal.org/content/132/15/1568
http://www.bloodjournal.org/content/132/15/1568
https://crossmark.crossref.org/dialog/?doi=10.1182/blood-2018-08-870808&domain=pdf&date_stamp=2018-10-11

residual disease in the bone marrow after
14 cycles of therapy (5 [83%] of 6 patients
at the highest dose level, including 3
patients with a concomitant complete
response) certainly merits further inves-
tigation. These tantalizing early results
suggest the possibility that the efficacy of
this triplet therapy may be more than the
sum of its parts. But with highly active
doublet combinations such as ibrutinib-
venetoclax and venetoclax-rituximab also
in the discussion,>? it will ultimately take
randomized data in a large number of
patients to demonstrate superiority of a
triplet regimen.

Such studies are now being planned, but
there are several considerations for their
design that are worthy of consideration.
First, as previously mentioned, starting
with the BTK inhibitor before or concur-
rently with the obinutuzumab will likely
decrease the rate of infusion reactions.”
Second, next-generation BTK inhibitors
such as acalabrutinib may have fewer off-
target adverse effects than ibrutinib, an
especially important consideration in a
triplet combination regimen, in which
toxicities from all 3 agents may occur. We
recently launched one such study, the
phase 2 AVO (NCT03580928; Acalab-
rutinib, Venetoclax, and Obinutuzumab
for Initial Therapy of CLL) trial. Regimens
that combine all 3 mechanisms of action
carry the theoretical risk that few unused
drug classes remain for the treatment of
relapsed disease; however, the charac-
teristics of relapsed disease after triplet
therapy are currently unknown. It is
possible that patients who achieve re-
mission with time-limited triplet therapy
can be retreated with the same drugs at
time of relapse and respond again. Al-
ternatively, other active agents such as
phosphoinositide-3-kinase (PI3K) inhibi-
tors could be used. A similar concern was
raised about FCR a decade ago, and yet
it was found that putting the three best
drugs of that era together in the first-line
treatment setting had curative potential
in a subset of CLL patients with low-risk
disease.’® Although an analogous relation-
ship between triplet novel agent therapy
and combination chemoimmunotherapy
remains to be proven, this parallel is within
the realm of possibility.

If the results from this important early
study by Rogers et al are confirmed in
larger numbers of patients, this type
of approach may herald the dawn of a
new era in CLL therapy, in which a fixed-

duration, chemotherapy-free triplet can
safely provide durable disease control in
a diverse array of CLL patients, including
those with high-risk disease.
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THROMBOSIS AND HEMOSTASIS
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Three strikes to a hemophilic

joint bleed

Ton Lisman | University of Groningen

In this issue of Blood, Wyseure et al identified that defective activation of

thrombin-activatable fibrinolysis inhibitor (TAFI) drives joint bleeding in con-

genital but not acquired hemophilia A."

Hemophilia A and B are severe bleeding
disorders caused by a congenital or ac-
quired defect in coagulation factor VIII
(FVII) or FIX. Severe congenital he-
mophilia is characterized by spontaneous
joint and muscle bleeds and bleeding
after invasive procedures. The bleeding
phenotype in patients with acquired
hemophilia is notably different, and
joint bleeds, which are common in the
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congenital variant, are rare in acquired
hemophilia.

The question of why hemophiliacs bleed
is somewhat puzzling because activa-
tion of coagulation can proceed in-
dependently of the FVIII/FIX (cofactor
and enzyme) duo. Tissue factor (TF)-
induced coagulation leads to activation
of both FIX and FX (see figure), but it

20z AeN 6 uo 1sanb Aq Jpd-8080.L8PO0IA/ZE0L0YL/LYS LIS LIZE L/HPd-a1olEe/POO|gAeU SUOREDIqNdysSE//:diY Wol) papeojumoq


https://doi.org/10.1182/blood-2018-08-870808
http://www.bloodjournal.org/content/132/15/1593
http://www.bloodjournal.org/content/132/15/1593

