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The bone marrow (BM) is responsible for generating and
maintaining lifelong output of blood and immune cells. In
addition to its key hematopoietic function, the BM acts as
an important lymphoid organ, hosting a large variety of
mature lymphocyte populations, including B cells, T cells,
natural killer T cells, and innate lymphoid cells. Many of
these cell types are thought to visit the BM only tran-
siently, but for others, like plasma cells and memory
T cells, the BM provides supportive niches that promote
their long-term survival. Interestingly, accumulating ev-
idence points toward an important role for mature
lymphocytes in the regulation of hematopoietic stem
cells (HSCs) and hematopoiesis in health and disease. In
this review, we describe the diversity, migration, locali-
zation, and function of mature lymphocyte populations in

murine and human BM, focusing on their role in immunity
and hematopoiesis. We also address how various BM
lymphocyte subsets contribute to the development of
aplastic anemia and immune thrombocytopenia, illus-
trating the complexity of these BM disorders and the
underlying similarities and differences in their disease
pathophysiology. Finally, we summarize the interactions
between mature lymphocytes and BM resident cells in
HSC transplantation and graft-versus-host disease. A
better understanding of the mechanisms by which ma-
ture lymphocyte populations regulate BM function will
likely improve future therapies for patients with benign
and malignant hematologic disorders. (Blood. 2021;
137(22):3015-3026)

Introduction
Hematopoietic stem cells (HSCs) reside in specialized bone
marrow (BM) niches that regulate their maintenance to ensure
lifelong blood cell production. Numerous cell types contribute
to the formation and function of such niches, which exist in
various compositions and locations and support diverse func-
tional states of HSCs and hematopoietic progenitors. Niches
provide anchorage and survival signals, regulate HSC quies-
cence, self-renewal, differentiation, proliferation, homing, and
mobilization, and modulate BM output.1 Sinusoidal endothelial
cells and perivascular C-X-Cmotif chemokine ligand 12 (CXCL12)-
abundant reticular (CAR) cells are important constituents of HSC
niches, but they also constitute a topologically complex network
to which many other BM cells connect2,3 (Figure 1). In addition to
classical niche cells that have been identified, it has become
clear that mature hematopoietic cells also regulate hemato-
poiesis through various mechanisms. Lymphocytes are of par-
ticular interest, because their motile behavior and dedicated role
in immunity enables them to transfer information from the pe-
riphery back to the BM. Many mature lymphocyte subsets can
enter the BM, and an attractive hypothesis is that these cells
provide feedback about an ongoing infection, which enables a
tailored hematopoietic response against the invading pathogen.
Resting BM T cells already produce HSC-supportive cytokines,4,5

whereas their transient activation boosts the production of

cytokines that skew hematopoietic differentiation.6 However,
prolonged T-cell activation suppresses hematopoiesis, causing
the development of BM failure diseases such as aplastic anemia
(AA) by impairing HSC maintenance.7

Here, we discuss the diversity, localization, and (patho)physiol-
ogy of mature lymphocyte populations in the BM (supplemental
Table 1, available on the Blood Web site). We focus on B cells,
T cells, and innate lymphoid cell (ILC) populations and ad-
dress their roles in homeostasis, upon immune challenge, and in
non-neoplastic hematologic disorders, including AA, immune
thrombocytopenia (ITP), HSC transplantation (HSCT), and graft-
versus-host disease (GVHD). The role of lymphocytes in hematologic
malignancies and antitumor therapies is important, but it has
been thoroughly reviewed elsewhere8,9 and will not be covered
here.

Localization and function of mature
lymphocytes in the BM
B cells and plasma cells
The BM acts as a primary lymphoid organ by accommodating
B-cell development, and it also harbors the most differentiated
B cells, the plasma cells. Long-lived plasma cells are the first and
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best described mature lymphocyte subset residing in the BM,
and their accumulation makes the BM a major site of antibody
production.10 Plasmablasts (plasma cell precursors that develop
during a humoral immune response in secondary lymphoid

tissues [SLTs]) express C-X-C motif chemokine receptor 3
(CXCR3) and CXCR4 and home to the BM via endothelial cells
expressing CXCL9, CXCL10, and CXCL12.11 Upon BM entry,
plasmablasts co-localize with CAR cells, where they receive
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Figure 1. Localization and function of mature lymphocytes in the BM. Sinusoidal endothelial cells and perivascular C-X-C motif chemokine ligand 12 (CXCL12)-abundant
reticular (CAR) cells are important constituents of HSC niches and form a topologically complex network to which many other BM cells connect. (A) Plasmablasts (PB) colocalize
with perisinusoidal CAR cells. Here, they receive important survival signals such as B lymphocyte stimulator (BLyS), interleukin-6 (IL-6), and a proliferation-inducing ligand (APRIL),
which enable them to differentiate into long-lived immunoglobulin-secreting plasma cells (PCs). Plasma cells are closely associated with BM regulatory T cells (TREGS), dendritic
cells (DCs), and eosinophils (Eos). During various clinical conditions, the BM can contain germinal centers, complete with follicular DCs (FDCs) and T follicular helper (TFH) cells.
The BM contains significant numbers of memory B cells (BMEM), the majority of which are noncirculating BM resident cells that dock onto VCAM-11 stromal cells. (B) Scattered
naı̈ve CD81 T cells (CD81 Tnaı̈ve) cluster at a 10:1 ratio around antigen-presenting cells (APCs) presenting their cognate antigen. Both naı̈ve andmemory CD81 T cells (CD81 TMEM)
locate close to the sinusoidal vessel and perivascular VCAM-11 stromal cells that support their survival and maintenance by producing IL-7 and IL-15. Memory CD81 T cells
produce tumor necrosis factor-a (TNF-a) and interferon-g (IFN-g), which can regulate or disrupt HSC maintenance, depending on the amount produced. Memory CD41 T cells
(CD41 TMEM) colocalize with VCAM-11 stromal cells, which also produce IL-7. They secrete cytokines necessary for HSC maintenance, such as IL-3 and granulocyte-macrophage
colony-stimulating factor (GM-CSF). Tregs preserve normal hematopoiesis because of their T-cell suppressive function and possibly because of their IL-10 secretion. CD150hi

Tregs and CD41 T cells localize near HSCs in the perivascular niche and provide immune privilege. Extracellular adenosine generated via CD39 expressed on those lymphocyte
subsetsmaintains HSC quiescence. (C-D) The BM also containsmature gd T cells, natural killer (NK) cells, NK T cells (NKT cells), and innate lymphoid cells (ILCs), but little is known
about their precise localizations and functions. (C) BMNKT cells can be activated by CD1d-expressing HSCs and enhancemyelopoiesis by secreting GM-CSF. BMNKT cells also
secrete IFN-g, IL-10, and IL-4, suggesting that they regulate hematopoiesis. Whether gd T cells regulate hematopoiesis, as has been shown for ab T cells, is not known. (D) The
presence of ILC2s and ILC3s in the BM has been reported for mice and humans, respectively. ILC3s in human BMmay be harbored in a stromal cell niche, but systematic analyses
of the presence, localization, and function of mature ILCs in the BM are still lacking. In humans and mice, BM NK cells are a major source of cytokines that can regulate
hematopoiesis, including IFN-g, TNF-a, and GM-CSF. In a mouse Toxoplasma gondii infection model, BM NK cells triggered by systemic IL-12 produced IFN-g, promoting an
immune regulatory program in monocytes (Mono).
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important survival signals, such as interleukin-6 (IL-6), B lym-
phocyte stimulator (BLyS), and a proliferation-inducing ligand
(APRIL), which enable their differentiation into long-lived plasma
cells12-14 (Figure 1A). This process is important for long-term
immunity after infection and vaccination and also for the path-
ophysiology of multiple myeloma.15 Interestingly, although
plasma cells and HSCs are both highly responsive to CXCL12
and therefore reside close to CAR cells,16 there is, to our
knowledge, no evidence for functional crosstalk between plasma
cells and HSCs. In contrast, plasma cells are closely associated
with BM regulatory T cells (Tregs), dendritic cells (DCs), and
eosinophils, and depletion of Tregs significantly reduces BM
plasma cell numbers17,18 (Figure 1A).

As with SLTs, B-cell activation and differentiation can also occur
inside the BM.19 Microscopic analyses in autoimmune disorders,
infections, lymphomas, and other malignancies revealed that
BM can contain reactive germinal centers (GCs), complete with
follicular DCs and surrounding T cells.20 This is supported by flow
cytometric detection of GC B cells,21 and T follicular helper
cells.22,23 Therefore, not only B-cell activation, but also sub-
sequent affinity maturation, isotype switching, and plasmablast
development, can occur in the BM24 (Figure 1A). Moreover, the
BM contains significant numbers of memory B cells, which can
rapidly differentiate into plasma cells upon local activation.25,26

Distinct subsets of BM memory B cells have recently been
identified, the majority of which are noncirculating and resident
to the BM, docking onto vascular cell adhesion molecule 1
(VCAM-11) stromal cells.27 These observations indicate that the
BM serves not only as the generative organ for B-cell devel-
opment but also serves as an SLT with great importance to
systemic humoral immunity.

CD81 T cells
Next to B cells and plasma cells, a large part of the mature
lymphocyte pool in BM consists of T cells (supplemental Table 1).
The percentage of CD81 T cells is higher than the percentage of
CD41 T cells, which is different from the ratios in peripheral
blood (PB) and SLTs (CD4:CD8 ratios in BM and PB are 0.7 and
2.0, respectively).28,29 In immunologically unchallenged mice, a
large fraction (;50% to 65%) of BM CD81 T cells are naı̈ve,
whereas the remainder are central memory and effector memory
cells.30,31 Importantly, this composition can change substantially
upon immunologic challenge32,33; the frequency of effector
memory CD81 T cells in murine BM was shown to increase from
;10% to ;60% after recovery from lymphocytic choriomenin-
gitis virus infection.30 In this model, virus-specific BM memory
CD81 T cells greatly outnumber those in the spleen, which is also
a result of the large amount of BM distributed throughout the
body.30

Adoptively transferred naı̈ve CD81 T cells migrate not only to
SLTs but also to BM where they maintain a naı̈ve phenotype34

and cluster around antigen-presenting cells (APCs)31,34 (Figure 1B).
Ex vivo isolated central memory CD81 T cells also rapidly home
to BM as do effector memory CD81 T cells, albeit to a lesser
extent.32 Entry of CD81 T cells into the BM is dependent on
CXCR4, which is highly expressed on both naı̈ve and memory
CD81 T cells.35,36 Contrary to plasmablasts,10 memory CD81

T cells do not depend on their high expression of CXCR3 to enter
the BM, despite local production of CXCL9 and CXCL10.35 BM
memory CD81 T cells are fully functional and mount recall

responses when transferred into naı̈ve mice.37 BM naı̈ve CD81

T cells can be activated by BM-resident DCs,34 which again
demonstrates that BM acts as SLT. Although the presented
antigens may be taken up from the blood,31,34 it has also been
shown that neutrophils can transport viral antigens from the
dermis to the BM, resulting in polyclonal CD81 T-cell priming via
APCs.38 Interestingly, these BM-primed CD81 T cells exhibited
differential effector functions and gene-expression profiles
compared with their SLT-primed counterparts.38 This is consis-
tent with a study in humans showing that BM CD81 T cells have a
different homing phenotype than those in other organs and that
the BM selectively accumulates certain virus-specific memory
CD81 T-cell populations.39

Even though BM can serve as SLT, intravital imaging revealed
that both naı̈ve and memory CD81 T cells are surprisingly im-
mobile in the BM compared with SLT, and they interact with
perivascular stromal cells that support their survival.35 This
suggests that the BM is also important for maintaining CD81

T cells in the absence of cognate antigen and that they tem-
porarily reside in the BM to recharge on cytokines.40 Indeed, BM
memory CD81 T cells localize close to VCAM-11 stromal cells,
which produce high levels of IL-7, a cytokine critical for their
survival.33,41 Moreover, these stromal niches also produce IL-
15,35,42 which drives proliferation of memory CD81 T cells43,44

(Figure 1B). Whether maintenance of BM memory CD81 T cells
depends on homeostatic proliferation or survival is heavily
debated.45,46 Furthermore, although it is unclear how long these
cells reside in the BM, most BM CD81 T cells are in equilibrium
with PB.47 However, a small pool of memory CD81 T cells with
specificities against a variety of peripheral and systemic antigens
is truly resident and remains inside the BM.48 These data cor-
roborate the notion that the BM is a key organ for maintenance
of CD81 T-cell–mediated immunologic memory. It should be
noted that memory CD81 T cells not only passively recharge in
the BM but also produce soluble factors that enhance HSC self-
renewal and maintenance5 (Figure 1B). This supportive function
is altered when an infection induces CD81 T-cell activation and
production of interferon-g (IFN-g) and tumor necrosis factor-a
(TNF-a), promoting HSC differentiation toward mature immune
cells that eliminate the pathogen.49,50

CD41 T cells
Naı̈ve CD41 T cells compose ;60% of the total BM CD41 T-cell
pool,51 and like their CD81 counterparts, they can be locally
activated to generate robust immune responses.34 Not much is
known about their localization, but they probably colocalize in
clusters with local APCs like naı̈ve CD81 T cells.52 BM localization
of memory CD41 T cells has been studied in more detail; they
are found in VCAM-11IL-71 stromal cell niches,53 similar to
memory CD81 T cells and B cells (Figure 1B). Importantly, BM
CD41 T cells do not homeostatically proliferate53 but are reac-
tivated by cognate antigen, whereupon they proliferate and form
clusters with B cells.54 These clusters are distinct from classical
GCs, because the CD41 T cells in them do not develop into
T follicular helper cells, and the B cells do not acquire a GC
phenotype.54

When activated, CD41 T cells can producemany hematopoiesis-
regulating cytokines, such as IL-3, IL-4, IL-6, IL-17, granulocyte-
macrophage colony-stimulating factor (GM-CSF), IFN-g, and
TNF-a55-57 (Figure 1B). BM CD41 T cells have a key role in
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maintaining normal hematopoiesis, because T-cell–deficient
mice show defective terminal differentiation of myeloid cells,
leading to an accumulation of immature myeloid cells in the BM
and peripheral neutropenia.58 Normal granulopoiesis is restored
upon reconstitution with CD41, but not CD81, T cells and is
dependent on the activation state of the CD41 T cells.58 Exper-
iments with T-cell–specific deficiency of signal transducer and
activator of transcription 4 (STAT-4) or STAT-6 showed that ef-
fector CD41 T cells can also actively regulate hematopoietic
progenitor cell homeostasis, possibly by secreting oncostatin M.4

The BM also contains a high fraction of Tregs compared with PB
and SLTs, which make up;25% to 45% of total BM CD41 T cells
in humans and mice59-61 (supplemental Table 1). Tregs also
depend onCXCR4/CXCL12 signaling for BM localization and are
mobilized upon administration of granulocyte-CSF (G-CSF),
which decreases BM CXCL12 levels.60,61 BM Tregs are important
for preserving normal hematopoiesis,61,62 most likely because of
their T-cell suppressive functions, and possibly because of their
secretion of IL-10, which may stimulate HSC self-renewal.63

gd T cells
gd T cells constitute a small percentage of circulating T cells that
participate in immune surveillance and innate immune re-
sponses because they recognize foreign and stress-induced self-
antigens without previous antigen exposure.64 Unlike ab T cells,
gd T cells are activated independently of major histocompati-
bility complex (MHC); they recognize lipids presented on CD1-
family molecules and butyrophilin-like ligands.65 They mainly
localize to epithelial and mucosal tissues, with T-cell receptor
(TCR) differentiation and adaptations unique to their tissue en-
vironment.66 Subsets of gd T cells can also follow an ab-like
adaptive pathway, including delayed activation, expansion, and
establishment of memory.67 The 2main subsets of gd T cells, Vd11

and Vd21, are found in the BM (Figure 1C). Vg91Vd21 cells usually
participate in innate-like immune responses, whereas Vg9–Vd11

cells have been associated with adaptive-like responses.68,69 In
murine BM, ;2% of cells are gd T cells.70 In human BM, ;6% of
T cells are gd T cells, and the majority of these are Vg91Vd21,
pointing to a high constitution of innate-like gd T cells.71 Of these,
30% display a naı̈ve, 30% a central memory, and 40% an effector
memory phenotype72 (supplemental Table 1). Vg91Vd21 cells can
act as innate effector cells and can kill tumor cells upon activation
with aminobisphosphonates.73 Whether gd T cells can also affect
hematopoietic progenitor cells, as has been shown for ab T cells,
is unknown.

NKT cells
NKT cells are unconventional T cells that recognize glycolipids
presented on CD1d. Type I NKT cells express an invariant TCR,
whereas type II NKT cells express diverse TCRs. NKT cells lack
CD8, but some cells do express CD4.74 Although NKT cells
constitute only a minority of all BM T cells (supplemental Ta-
ble 1), they can be activated by CD1d-expressing HSCs and
modulate myelopoiesis by secreting GM-CSF and IFN-g. NKT cell–
deficientmice have significantly fewer leukocytes andplatelets, lower
BM cellularity, and fewer HSCs, suggesting that NKT cells
positively regulate hematopoiesis75 (Figure 1C).

NK cells are cytotoxic lymphoid cells that recognize and lyse
virus-infected and cancer cells that display distress signals
and/or lack self-signals such as MHC-I and regulate immune

responses through interactions with T cells, DCs, macrophages,
and endothelial cells.76,77 NK cells are widely distributed
throughout tissues in both humans and mice and constitute
between 2% and 4% of the total lymphocytes in the BM77,78

(supplemental Table 1). BM NK cells are a major source of
cytokines that regulate myelopoiesis, including IFN-g and TNF-
a.8 Upon gastrointestinal infection of mice with Toxoplasma
gondii, mucosa-associated lymphoid tissue–resident DCs
produce systemic levels of IL-12, which stimulate BM-resident
NK cells to produce IFN-g and form clusters with developing
monocytes. This induces an immune regulatory program in the
monocytes before their egress into the blood and recruitment
to the site of infection79 (Figure 1D).

ILCs
The family of noncytotoxic (helper) ILCs comprises 3 subsets:
ILC1s, ILC2s, and ILC3s.80 ILCs arise from HSCs via lymphoid-
primed multipotent progenitors, common lymphoid progeni-
tors, and different committed ILC precursors (ILCPs), such as
a-lymphoid precursors.81,82 Cxcl12 deletion studies showed that
lymphoid-primed multipotent progenitors, common lymphoid
progenitors, and B-cell progenitors depend on and live in close
proximity to CXCL12-secreting osteoblasts and perivascular
stromal cells.83 In contrast, localization and niche requirements
for more committed ILCPs and mature ILCs remain obscure. In
adult humans, committed CD341RORgt1 ILC3 progenitors are
not found in the BM, but rather in tonsils and intestinal lamina
propria, indicating that final maturation occurs at the definite site
where ILC3s are required.84 This is consistent with recent find-
ings that SLT-resident human ILCPs locally give rise to helper
ILCs and cytotoxic NK cells.85 Importantly, these ILCPs were
found in SLTs, but not in PB or BM. Yet, another study showed
that certain ILCPs do circulate through PB and give rise to IFN-
g–producing ILC1s, IL-13–producing ILC2s, and IL-22–, but not
IL-17–producing ILC3s within specific tissues.86 There are reports
that ILC2s can be found in murine BM and ILC3s in human BM
(supplemental Table 1), but systematic analyses of the presence,
localization, and function of mature ILCs in the BM are still
lacking (Figure 1D).

Pathophysiology of mature BM
lymphocytes in autoimmune cytopenias
Non-neoplastic BM failure diseases are characterized by BM
hypocellularity in$1 blood lineages and the resultant peripheral
cytopenias. BM failure is found in several inherited syndromes,
including Fanconi anemia, but it can also be acquired in diseases
such as AA and ITP. In most patients with AA, immune-mediated
injury to HSCs leads to BM hypocellularity in all 3 lineages,
resulting in serious pancytopenia. HSCT is curative but is as-
sociated with substantial short- and long-term adverse effects;
elderly patients are often ineligible because of comorbidities,
and there is a worldwide shortage of HSC donors. Therefore,
most patients with AA are treated with immunosuppressive
therapies.7 In contrast to AA, ITP affects the megakaryocyte
lineage only, leading to low platelet counts and the risk of
bleeding. ITP is associated with polymorphisms in immunity-
related genes, dysregulated T-cell responses to platelet surface
antigens, and antiplatelet autoantibodies, resulting in increased
platelet apoptosis and phagocytosis.87
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Mechanistically, chronic exposure of HSCs and hematopoietic
progenitors to inflammatory cytokines is associated with im-
paired self-renewal, HSC loss, and BM failure,50,88 as seen in AA
and ITP89,90 (Figure 2). Because there is no convincing evidence
for the recognition of exogenous antigens, a prevailing theory is
that AA is mediated by autoreactive T cells.91 Activated T cells
preferentially infiltrate residual hematopoietic areas in otherwise
hypocellular BM biopsies from patients with AA, suggesting site-
directed homing of autoreactive T cells in the pathogenesis of
AA.92 Patients with AA exhibit significantly higher frequencies of
activated CD81 T cells in their BM than do healthy people. Those
cells express high levels of CX3CR1,93 which mediates leukocyte
chemotaxis and adhesion. Indeed, patients with AA have sig-
nificantly higher fractalkine (CX3CL1) levels in BM plasma, which
promotes chemotaxis and recruitment of CX3CR11 T cells to BM
and contributes to AA pathogenesis.93 BM T cells from patients
with AA also express elevated levels of TNF-a and IFN-g,89 which
impedes HSC survival by disrupting suppressor of cytokine
signaling 2 (SOCS2) and STATpathways,94 impairing thrombopoietin-
MPL signaling,88,95 and promoting apoptosis by upregulating Fas

expression.96 CD81 T cells also use perforin- and granzyme-
mediatedmechanisms to directly target HSCs97 (Figure 2B). Flow
cytometry, spectratyping of complementarity-determining region
3 length skewing, and TCR Vb sequencing revealed oligoclonal
expansions of dysregulated effector-memory CD81 T cells, sug-
gesting that they respond to an HSC-expressed antigen.91,98

Activated CD41 T cells also have the potential to disrupt he-
matopoiesis, and polyclonal expansion of dysregulated CD41

T cells is implied in AA pathogenesis.99 T helper 1 (Th1)-, Th2-,
and Th17-cell expansions are characteristic of AA.100 Elevated
IL-17 levels may impair hematopoiesis by depleting Tregs,100

directly inhibiting HSCs,101 recruiting Th1 cells,100 and/or by
inducingmacrophages to secrete TNF-a.102 TNF-a in turn stimulates
IFN-g secretion from T cells,103 accelerating HSC impairment. Oli-
goclonal or monoclonal expansion of Th1 cells,104 increased T-bet (a
T-box transcription factor) expression, and abnormally high pro-
duction of IFN-g, TNF-a, and IL-2 are also typical for AA, indicating a
Th1 response–based pathogenesis105,106 (Figure 2B).
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Figure 2. Pathophysiology of mature BM lymphocytes in autoimmune cytopenias. (A) In healthy BM, mature lymphocyte populations regulate HSC self-renewal,
maintenance and hematopoietic output by producing soluble factors and likely by (as yet undefined) direct cell-cell interactions. (B-C) In AA and ITP, this delicate regulatory
balance is distorted. For example, chronic exposure to high levels of inflammatory cytokines results in HSC loss, as seen in AA, and megakaryocyte (Mk) malfunction, as seen in
ITP. (B) In AA, the patients’ BM is infiltrated by activated autoreactive (auto-)CD81 T cells that express high levels of CX3CR1 and are recruited by CX3CL1 present in AA BM. BM
auto-CD81 T cells secrete high amounts of TNF-a and IFN-g, and also use perforin- and granzyme-mediated mechanisms to directly target HSCs. Polyclonal BM auto-CD41

T-cell numbers are increased in AA, and Th17-cell expansion is characteristic. Elevated levels of IL-17 impair hematopoiesis by depleting Tregs, directly inhibiting HSCs, and
recruiting additional Th1 cells. IL-17 also promotes the secretion of TNF-a by macrophages (Mfs), which in turn stimulates IFN-g secretion by T cells. Patients with AA have
reduced NK- and NKT-cell numbers in their BM.Whereas the significance of this finding for NKT cells is unclear, the reduction of BMNK cells in patients with AAmay contribute
to the excess of auto-CD81 T cells as result of decreased T-cell killing by NK cells. (C) In patients with ITP, low platelet (plt) numbers are the predominant clinical feature.
Presumably, BM auto-CD81 T cells recognize megakaryocyte-derived antigens presented on platelets via MHC-I and can lyse platelets directly or induce platelet apoptosis.
Moreover, suppression of megakaryocyte apoptosis by BM auto-CD81 T cells directly inhibits platelet formation. BM auto-CD41 T cells induce the production of anti-platelet
autoantibodies (anti-plt abs) involved in disease pathogenesis. Patients with ITP have lower total numbers of CD41 T cells in the BM than healthy controls. The disproportional
loss of BM Th2 cells, as well as Tregs, results in a Th1 shift that contributes to autoantibody-mediated platelet destruction and T-cell cytotoxicity. The localizations and functions
of BM NK and NKT cells in ITP are largely unknown.
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Autoreactive CD81 T cells are also implicated in the patho-
physiology of ITP. In patients with ITP, BM T cells express more
VLA-4 and CX3CR1 and make up 81% of BM lymphocytes (vs
55% in healthy controls), suggesting that increased BM T-cell
recruitment is part of ITP pathogenesis.107 Most of those CD81

T cells are cytotoxic, expressing high levels of TNF, FASLG,
PRF1, and GZMB messenger RNAs, and they can lyse platelets
directly or induce platelet apoptosis108,109 (Figure 2C). The an-
tigens recognized by CD81 T cells in ITP have not yet been
identified, but they might recognize megakaryocyte- or pathogen-
derived antigens presented on platelets via MHC-I. ITP BM CD81

T cells can also inhibit platelet formation by suppressing mega-
karyocyte apoptosis.110

CD41 T cells also display a Th1 shift in ITP, and glycoprotein IIb/
IIIa-autoreactive CD41 T cells induce the production of anti-
platelet autoantibodies involved in disease pathogenesis111

(Figure 2C). The Th1 shift in ITP is a result of a decrease in Th2
cells,112 suggesting a different mechanism than the T-bet in-
duction observed in AA. In addition, and contrary to AA, the
fraction of CD41 T cells in ITP BM is lower than that in healthy
controls (40% vs 61%, respectively).110

Treg malfunction is associated with both AA and ITP. Circulating
CD41CD251 T cells in patients with AA have significantly lower
levels of FoxP3 than those in healthy controls, and significantly
decreased or absent levels of NFAT1, the master regulator for
FoxP3 expression.113 Patients with AA also display an inverse
correlation of Th17 and Treg numbers,100 the differentiation of
which is reinforced by specific cytokine milieus.114 This indicates
that the immune system is polarized toward a Th1/Th17 re-
sponse, with Treg deficiency contributing to the development of
AA.100 Treg deficiency is also implicated in the pathogenesis of
ITP; patients with ITP have fewer BM Tregs than do healthy
controls (5% vs 11% of CD41 cells, respectively). Lower levels of
Tregs and Treg-secreted factors such as transforming growth
factor b (TGF-b) contribute to destruction of platelets by anti-
bodies and T cell–mediated cytotoxicity in ITP107 (Figure 2C).

Little is known about the role of gd T cells in AA. gd T cells in the
BM of patients with AA are significantly decreased compared
with those in healthy controls,115 but they are increased in pa-
tients with acquired pure red cell aplasia.116 In pediatric ITP,
significant increases in polyclonally expanded Vg91Vd21 T cells
(to up to 48% of all T cells) were observed in PB, and reductions
in these cells directly correlated with recovery, implicating a role
for gd T cells in ITP pathogenesis. gd T cells may induce platelet
destruction by secreting cytokines such as IL-2, GM-CSF, and
IFN-g by enhancing antibody production by autoreactive B cells,
by direct cytolysis, or via antibody-dependent cell-mediated
cytotoxicity.117,118 Moreover, ITP can present as the first symp-
tom of hepatosplenic gd T-cell lymphoma as a result of BM
involvement by malignant gd T cells.119 This is seen in approx-
imately two-thirds of patients, typically with a sinusoidal in-
filtration pattern that can compose up to 30% of all BM cells.120

Patients with AA exhibit reduced BM NKT cells, which display a
more diverse, polyclonal TCR repertoire, but the significance
thereof remains unclear.121 Stimulating NKT cells from AA mice
with a-galactosylceramide inhibits IFN-g production and en-
hances IL-4 secretion, which restores hematopoietic colony
formation in vitro.122 The role of NKT cells in ITP is less clear. One

study reported increased NKT cell numbers in patients with
severe ITP, suggesting that NKT cells may drive ITP patho-
genesis.123 Other studies reported that NKT cell function was
reduced in untreated patients with ITP124 and that NKT cell
activation suppressed platelet-induced T-cell proliferation
in vitro,125 suggesting a protective role for NKT cells in ITP.
Similar to NKT cells, NK cells in PB and BM of patients with AA
are significantly reduced, and their cytotoxic functions are im-
paired; these parameters are restored upon immunosuppressive
therapy.126,127 Because NK cells regulate CD81 T cells via direct
killing,128 impaired NK cell cytotoxicity and the resulting excess
of autoreactive CD81T cells likely contribute to AA pathogenesis129

(Figure 2B). In contrast, in ITP, NK cells can lyse platelets directly
and contribute to disease pathogenesis.130 However, the role of
BM NK cells in this process is largely unknown because most
studies on the role of NK cells in ITP focused on PB or spleen,
and results are contradictory. In 1 study, PB NK cell frequencies
were approximately twice as high in patients with ITP compared
with those in healthy controls.131 Another study reported largely
unaltered NK cell frequencies in PB and spleen; however, their
cytotoxic functions were impaired132 as in AA.126

ILCs are altered in their distribution and function in the spleens of
patients with ITP, with increased numbers of IFN-g– and IL-
2–producing ILCs, although no data on BM were reported.133

On the basis of their comparable cytokine profile, it is tempting
to speculate that ILCs could have a similar impact on HSCs and
progenitors as TCR-expressing lymphocytes.

To summarize, the efficacy of immunosuppressive therapies in
AA and ITP provides a strong pathophysiological link to immune-
mediated mechanisms, likely executed by BM-resident mature
lymphocytes. Antithymocyte globulin and cyclosporin, in com-
bination with theMPL agonist eltrombopag, are effective inmost
patients with AA, which is in line with the mainly T-cell–driven
autoimmune process in AA.134 Nowadays, patients with ITP are
most commonly treated with corticosteroids, intravenous immu-
noglobulins, or rituximab, an anti-CD20 monoclonal antibody;
splenectomy is reserved for refractory cases.135,136 The efficacy of
rituximab confirms that B cells and autoantibodies are involved in
the pathophysiology of ITP; this is corroborated by a report
showing that the proteasome inhibitor bortezomib, which targets
long-lived plasma cells, also alleviated ITP.137 Thus, targeting BM
plasma cells may be an interesting therapeutic strategy for au-
toimmune cytopenias as well.

Pathophysiology of mature BM
lymphocytes in HSCT
HSCT is a cornerstone therapy for numerous hematologic dis-
eases. Mature lymphocyte populations support HSC engraft-
ment and execute graft-versus-tumor effects, but they are also
key players in GVHD, a major cause of morbidity and mortality
after HSCT. GVHD is induced by donor-derived T cells as well as
persisting tissue-resident recipient T cells that are activated by
donor APCs.138 In contrast, Tregs are known to alleviate GVHD
and promote immune reconstitution after HSCT.139,140 Although
many functions of different T-cell subsets in HSCT have been
elucidated (Figure 3A), much still needs to be learned about the
role of other lymphocyte populations such as ILCs and the lo-
calization and contribution of their specific niches.
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Donor CD81 T cells support HSC engraftment by inactivating the
host response against donor MHC-I alloantigens141 and sup-
pressing host-derived immune cells.142 CD81 T cells also facil-
itate BM entry and inhibit BM exit of donor HSCs,143,144

potentially by modulating phosphotyrosine-mediated signaling
in response to CXCL12.144 However, although higher frequen-
cies of donor CD81 T cells support HSC engraftment, they are
also associated with a higher likelihood of GVHD.145 Naı̈ve and,
to a lesser extent, central-memory (but not effector-memory)
CD81 T cells mediated GVHD in mice in both MHC-mismatched
and MHC-matched recipients.146 Therefore, naı̈ve T-cell de-
pletion has been investigated as a means of reducing GVHD
in HSCT.147,148 In addition, based on the pathophysiological
changes that take place in AA, ITP, and viral infections, it is likely
that activated donor CD81 T cells modulate HSCs and hema-
topoiesis in GVHD through production of proinflammatory cy-
tokines (Figure 3B).

The role of CD41 T cells in HSCT has mostly been addressed in
view of Tregs and GVHD. In patients with severe GVHD, there is
an imbalance between Tregs and effector CD41 T cells, mainly
because of an overrepresentation of effector-memory CD41

T cells.149,150 Although the positive functions of effector CD41

T cells on HSC engraftment are somewhat clear, more is known
about the role of Tregs. After HSCT inmice, donor-derived Tregs
preferentially localize to the endosteal surface, accumulating
around donor HSCs and providing immune protection by pre-
venting allorejection. Therefore, Treg depletion resulted in a loss
of 75% to 90% of donor HSCs.59 A distinct subset of CD150hi

Tregs localizes in perivascular HSC niches, where they provide
immuneprivilege andmaintainHSCsquiescence.61Cotransplantation

of niche-associated CD150hi Tregs improved HSC engraftment
to a greater extent than did transplantation of CD150low Tregs.61

Recently, CD41CD150hiFoxP3– T cells were shown to play a
similar role in regulating HSCs. It was postulated that CD150hi

Tregs and CD41CD150hiFoxP3– T cells generate extracellular
adenosine in a coordinated fashion via CD39/CD73, maintaining
HSC quiescence and improving engraftment by protecting HSCs
from oxidative stress.151 Tregs are also important in B-cell re-
constitution after HSCT. Treg depletion diminished the pro-
duction of IL-7, an important B-cell survival factor, by ICAM1

perivascular stromal cells, possibly as a result of the inflammatory
cytokine milieu induced by autoreactive T cells.62

B cells, plasma cells, and antibodies play an important and
complex role in GVHD.152 Although the precise role of BM herein
is less clear, donor B-cell–derived antibodies can promote cu-
taneous chronic GVHD.153 Moreover, gradual destruction of host
plasma cells by GVHD is an important reason why host antidonor
isohemagglutinins gradually disappear after ABO-mismatched
HSCT.154,155 Therapeutic efficacy of donor plasma cell depletion
for treatment of chronic GVHD is being tested in a phase 2
clinical trial using pomalidomide, an immunomodulatory drug
for multiple myeloma (clinicaltrials.gov identifier: NCT01688466).
This is in line with the proven efficacy of the proteasome inhibitor
bortezomib, which also targets long-lived plasma cells and
thereby alleviates GVHD.156,157

Recent studies suggest a favorable role for gd T cells in HSCT.158

After HSCT, reconstitution of gd T cells is largely the result of
clonal expansion of donor-derived cells.159,160 High numbers of
CD271 gd T cells post-HSCT correlated with longer disease-free
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Figure 3. Pathophysiology of mature BM lympho-
cytes in HSCT. (A) In HSCT, donor BM CD81 T cells
support HSC engraftment by facilitating HSC entry into
the BM, inhibiting their exit, and suppressing host-
derived alloreactive (allo-) BM CD41 and CD81 T cells.
NKT cells are resistant to irradiation, a common con-
ditioning regimen in HSCT, leading to an altered
NKT-cell/T-cell balance in the BMand IL-4 production by
host BM NKT cells. This results in Th2-polarization of
donor BM T cells and induction of IL-10–producing
donor BM Tregs, which improve HSC engraftment.
Moreover, donor BM Tregs preferentially accumulate
around donor HSCs and provide immune protection. In
addition, they promote B-cell reconstitution by facili-
tating IL-7 production from BM perivascular stromal
cells. High numbers of donor-derived CD271 gd T cells
post-HSCT correlate with longer disease-free survival,
but the exact localization of those cells, and whether
they home to the BM, is not known. (B) GVHD is me-
diated by activated donor T cells and is a major cause of
morbidity and mortality after HSCT. High levels of naı̈ve
and central-memory allo-CD81 T cells correlate with
increased GVHD risk. Donor BM allo-CD81 T cells can
induce host plasma cell destruction. In addition, acti-
vated donor CD81 T cells likely negatively affect HSCs in
GVHD through secretion of proinflammatory cytokines,
including TNF-a and IFN-g. Moreover, donor-derived
alloantibodies, presumably secreted by plasma cells in
BM, can promote cutaneous chronic GVHD. Host BM
NKT cells can ameliorate GVHD by inhibiting the pro-
liferation and preventing the activation of allo-CD81 and
CD41 T cells. Finally, donor-derived CD81 gd T cells are
associated with higher incidences of GVHD, but the role
of BM in this process is unknown.
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survival.71 In addition, CD81 gd T cells were associated with a
higher incidence of GVHD, whereas the frequency of CD8– gd

T cells tended to correlate with lower GVHD rates, suggesting a
possible immunoregulatory role.71 Studies in leukemia patients
who had undergone HSCT with ab T cell-depleted grafts in-
dicated that gd T cells facilitate the graft-versus-leukemia effect
without causing GVHD.161 This phenomenon may be explained
by gd T cells not being HLA-restricted, which reduces the chance
of GVHD triggered by HLA-mismatch.158

The importance of NK cells and NKT cells has also been
documented in HSCT. NK cells were shown to facilitate the
engraftment of HSCs in HSCT models using reduced myeloa-
blative conditioning regimens and IL-15162 as well as in cord
blood HSCT.163 The resistance of NKT cells to irradiation leads to
an altered NKT cell/T cell balance after conditioning and IL-4
production by host NKT cells, resulting in Th2 polarization of
donor T cells and induction of IL-10–producing donor Tregs,
which ameliorates GVHD74,164 (Figure 3B). Tracking studies of
ILCs in patients with acute myeloid leukemia who are receiving
chemotherapy and HSCT revealed that abundance of ILC before
and reconstitution of ILC after induction chemotherapy was
associated with protection from GVHD. This was mediated by
donor ILC3s expressing CD69 and tissue-homingmarkers for the
gut and skin.165 A possible mechanism for GVHD protection is
ILC3-derived IL-22, a cytokine associated with epithelial ho-
meostasis. Indeed, ILC3s proliferate and upregulate IL-22 pro-
duction when cocultured with BM-derived mesenchymal stem
cells,166 suggesting that ILC3s may harbor in an mesenchymal
stem cell–containing BM niche.

Conclusions
BM is a highly dynamic organ with complex, intertwined func-
tions necessary for hematopoiesis and immunity, many of which
can be regulated by mature lymphocytes residing within it.
Thoroughly characterizing different BM lymphocyte populations,
their diverse states and microenvironments, and the cells they
interact with will improve our understanding of homeostatic
and disordered hematopoiesis and possibly lead to novel
therapies for diseases such as AA and ITP. Future studies of BM
lymphocyte populations should therefore combine functional

assays with high-dimensional analysis technologies, including
single-cell RNA sequencing, mass cytometry, multiplexed tis-
sue imaging, and 3D microscopy.3,167-169 This will enable a
deeper understanding of the diversity, localization, and (patho)
physiology of these different cell types and how they interact with
hematopoietic and nonhematopoietic cells.
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33. Sercan Alp Ö, Durlanik S, Schulz D, et al.
Memory CD8(1) T cells colocalize with IL-
7(1) stromal cells in bone marrow and rest in
terms of proliferation and transcription. Eur
J Immunol. 2015;45(4):975-987.

34. Feuerer M, Beckhove P, Garbi N, et al. Bone
marrow as a priming site for T-cell responses
to blood-borne antigen.Nat Med. 2003;9(9):
1151-1157.

35. Goedhart M, Gessel S, van der Voort R, et al.
CXCR4, but not CXCR3, drives CD81 T-cell
entry into and migration through the murine
bone marrow. Eur J Immunol. 2019;49(4):
576-589.

36. Chaix J, Nish SA, Lin W-HW, et al. Cutting
edge: CXCR4 is critical for CD81 memory
T cell homeostatic self-renewal but not
rechallenge self-renewal. J Immunol. 2014;
193(3):1013-1016.

37. Slifka MK, Whitmire JK, Ahmed R. Bone
marrow contains virus-specific cytotoxic T
lymphocytes. Blood. 1997;90(5):2103-2108.

38. Duffy D, Perrin H, Abadie V, et al.
Neutrophils transport antigen from the der-
mis to the bonemarrow, initiating a source of
memory CD81 T cells. Immunity. 2012;37(5):
917-929.

39. Palendira U, Chinn R, Raza W, et al. Selective
accumulation of virus-specific CD81 T cells
with unique homing phenotype within the
human bone marrow. Blood. 2008;112(8):
3293-3302.

40. Di Rosa F, Gebhardt T. Bone marrow T cells
and the integrated functions of recirculating
and tissue-resident memory T cells. Front
Immunol. 2016;7:51.

41. Kieper WC, Tan JT, Bondi-Boyd B, et al.
Overexpression of interleukin (IL)-7 leads to
IL-15-independent generation of memory
phenotype CD81 T cells. J Exp Med. 2002;
195(12):1533-1539.

42. Herndler-Brandstetter D, Landgraf K,
Jenewein B, et al. Human bonemarrow hosts
polyfunctional memory CD41 and CD81
T cells with close contact to IL-15-producing
cells. J Immunol. 2011;186(12):6965-6971.

43. Lodolce JP, Boone DL, Chai S, et al. IL-15
receptor maintains lymphoid homeostasis by
supporting lymphocyte homing and pro-
liferation. Immunity. 1998;9(5):669-676.

44. Zhang X, Sun S, Hwang I, Tough DF, Sprent
J. Potent and selective stimulation of
memory-phenotype CD81 T cells in vivo by
IL-15. Immunity. 1998;8(5):591-599.

45. Nolte MA, Goedhart M, Geginat J.
Maintenance of memory CD8 T cells: Di-
vided over division. Eur J Immunol. 2017;
47(11):1875-1879.

46. Di Rosa F. Maintenance of memory T cells in
the bone marrow: survival or homeostatic
proliferation? Nat Rev Immunol. 2016;16(4):
271.

47. Klonowski KD, Williams KJ, Marzo AL, Blair
DA, Lingenheld EG, Lefrançois L. Dynamics
of blood-borne CD8memory T cell migration
in vivo. Immunity. 2004;20(5):551-562.

48. Pascutti MF, Geerman S, Collins N, et al.
Peripheral and systemic antigens elicit an
expandable pool of resident memory CD81

T cells in the bone marrow. Eur J Immunol.
2019;49(6):853-872.

49. Schürch CM, Riether C, Ochsenbein AF.
Cytotoxic CD81 T cells stimulate hemato-
poietic progenitors by promoting cytokine
release from bone marrow mesenchymal
stromal cells. Cell Stem Cell. 2014;14(4):
460-472.

50. Pronk CJH, Veiby OP, Bryder D, Jacobsen
SEW. Tumor necrosis factor restricts hema-
topoietic stem cell activity in mice: in-
volvement of two distinct receptors. J Exp
Med. 2011;208(8):1563-1570.

51. Price PW, Cerny J. Characterization of CD41
T cells in mouse bone marrow. I. Increased
activated/memory phenotype and altered
TCR Vbeta repertoire. Eur J Immunol. 1999;
29(3):1051-1056.

52. Feuerer M, Beckhove P, Mahnke Y, et al.
Bone marrow microenvironment facilitating
dendritic cell: CD4 T cell interactions and
maintenance of CD4 memory. Int J Oncol.
2004;25(4):867-876.

53. Tokoyoda K, Zehentmeier S, Hegazy AN,
et al. Professional memory CD41 T lym-
phocytes preferentially reside and rest in the
bone marrow. Immunity. 2009;30(5):
721-730.

54. Siracusa F, McGrath MA, Maschmeyer P,
et al. Nonfollicular reactivation of bone
marrow resident memory CD4 T cells in
immune clusters of the bone marrow. Proc
Natl Acad Sci USA. 2018;115(6):1334-1339.

55. Migliaccio G, Migliaccio AR, Visser JW.
Synergism between erythropoietin and
interleukin-3 in the induction of hemato-
poietic stem cell proliferation and erythroid
burst colony formation. Blood. 1988;72(3):
944-951.

56. Greenberger JS, Krensky AM, Messner H,
Burakoff SJ, Wandl U, Sakakeeny MA.
Production of colony-stimulating factor(s) for
granulocyte-macrophage and multipotential
(granulocyte/erythroid/megakaryocyte/
macrophage) hematopoietic progenitor cells
(CFU-GEMM) by clonal lines of human IL-2-
dependent T-lymphocytes. Exp Hematol.
1984;12(9):720-727.

57. Luckheeram RV, Zhou R, Verma AD, Xia B.
CD41T cells: Differentiation and functions.
Clin Dev Immunol. 2012;2012:925135.

MATURE LYMPHOCYTES IN BONE MARROW blood® 3 JUNE 2021 | VOLUME 137, NUMBER 22 3023

D
ow

nloaded from
 http://ashpublications.net/blood/article-pdf/137/22/3015/1808199/bloodbld2020007592.pdf by guest on 18 M

ay 2024



58. Monteiro JP, Benjamin A, Costa ES, Barcinski
MA, Bonomo A. Normal hematopoiesis is
maintained by activated bone marrow CD41
T cells. Blood. 2005;105(4):1484-1491.

59. Fujisaki J, Wu J, Carlson AL, et al. In vivo
imaging of Treg cells providing immune
privilege to the haematopoietic stem-cell
niche. Nature. 2011;474(7350):216-219.

60. Zou L, Barnett B, Safah H, et al. Bone marrow
is a reservoir for CD41CD251 regulatory
T cells that traffic through CXCL12/CXCR4
signals. Cancer Res. 2004;64(22):8451-8455.

61. Hirata Y, Furuhashi K, Ishii H, et al. CD150high

bone marrow Tregs maintain hematopoietic
stem cell quiescence and immune privilege
via adenosine. Cell Stem Cell. 2018;22(3):
445-453.e5.

62. Pierini A, Nishikii H, Baker J, et al. Foxp31

regulatory T cells maintain the bone marrow
microenvironment for B cell lymphopoiesis.
Nat Commun. 2017;8:15068.

63. Couper KN, Blount DG, Riley EM. IL-10: the
master regulator of immunity to infection.
J Immunol. 2008;180(9):5771-5777.

64. Bonneville M, O’Brien RL, Born WK.
Gammadelta T cell effector functions: a
blend of innate programming and acquired
plasticity. Nat Rev Immunol. 2010;10(7):
467-478.

65. Adams EJ, Gu S, Luoma AM. Human gamma
delta T cells: Evolution and ligand recogni-
tion. Cell Immunol. 2015;296(1):31-40.

66. Khairallah C, Chu TH, Sheridan BS. Tissue
adaptations of memory and tissue-resident
gamma delta T cells. Front Immunol. 2018;9:
2636.

67. Davey MS, Willcox CR, Baker AT, Hunter S,
Willcox BE. Recasting human Vd1 lympho-
cytes in an adaptive role. Trends Immunol.
2018;39(6):446-459.

68. Gaballa A, Arruda LCM, Rådestad E, Uhlin M.
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