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Abstract Anti-CD19 chimeric antigen receptor (CAR) Tcell therapy has shown impressive efficacy in treating B-
cell malignancies. A single-center phase I dose-escalation study was conducted to evaluate the safety and efficacy of
T cells transduced with CBM.CD19 CAR, a second-generation anti-CD19 CAR bearing 4-1BB costimulatory
molecule, for the treatment of patients with refractory diffuse large B-cell lymphoma (DLBCL). Ten heavily
treated patients with refractory DLBCL were given CBM.CD19 CAR-T cell (C-CAR011) treatment. The overall
response rate was 20% and 50% at 4 and 12 weeks after the infusion of C-CAR011, respectively, and the disease
control rate was 60% at 12 weeks after infusion. Treatment-emergent adverse events occurred in all patients. The
incidence of cytokine release syndrome in all grades and grade ≥ 3 was 90% and 0, respectively, which is
consistent with the safety profile of axicabtagene ciloleucel and tisagenlecleucel. Neurotoxicity or other dose-
limiting toxicities was not observed in any dose cohort of C-CAR011 therapy. Antitumor efficacy was apparent
across dose cohorts. Therefore, C-CAR011 is a safe and effective therapeutic option for Chinese patients with
refractory DLBCL, and further large-scale clinical trials are warranted.
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Introduction

Diffuse large B-cell lymphoma (DLBCL) is the most
common subtype of non-Hodgkin’s lymphoma (NHL) and
accounts for approximately 30%–40% of NHL cases [1].
“One shot disease” is usually a typical presentation of
DLBCL; although this illness is sensitive to first-line
treatment, the therapeutic effect is not satisfactory once the
patient is exposed to second-line or salvage chemotherapy
[2,3]. Patients with refractory DLBCL who are failed by
primary or salvage immunochemotherapy or those who
relapsed after autologous stem cell transplantation (ASCT)
usually have a dismal prognosis with a median overall
survival (OS) of approximately 6 months [4]. According to
the SCHOLAR-1 study, patients in the primary refractory
DLBCL and high-risk international prognostic index (IPI)

subgroups had the lowest response rates of 20% and 18%,
respectively after salvage therapy, and those who relapsed
within 12 months post-ASCT (34%) and were refractory to
second-line or later-line therapy (26%) responded slightly
better; this finding indicated that the majority of patients
with refractory DLBCL lack curative treatment options [5].
Therefore, novel therapeutic approaches with different
mechanisms for these patients are urgently needed.
The adoptively transferred chimeric antigen receptor

(CAR) T cell therapy is a personalized immunotherapy for
cancers using genetically modified T cells that can
recognize and target specific tumor cell surface antigens
in a major histocompatibility complex (MHC)-indepen-
dent manner. The introduction and application of CAR-T
cell therapy for the treatment of B cell neoplasms including
chronic lymphocytic leukemia (CLL) [6,7], B cell
precursor acute lymphoblastic leukemia (B-ALL) [8,9],
and B cell NHL [10–12] has yielded encouraging
antitumor effectiveness. These advances led to the
approval of two autologous CD19 CAR-T products
for the treatment of relapsed or refractory B-ALL
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(tisagenlecleucel) and large B cell lymphoma (tisagenle-
cleucel and axicabtagene ciloleucel) by the US Food and
Drug Administration (FDA). Another anti-CD19 CAR-T
cell product, lisocabtagene ciloleucel, has recently showed
therapeutic potential for relapsed or refractory aggressive
NHL cases in a large clinical trial and thus may soon be
approved by the FDA [13]. Owing to the therapeutic effect
of this promising immunotherapy, many clinical trials are
under way to use CAR-T cells in the treatment of
hematological malignancies and promote CAR-T cell
therapy as part of the mainstream cancer therapy to
provide a potential cure for patients [14,15].
In B cell malignancies, CD19 is an attractive therapeutic

target because of its restricted expression on the surface of
normal and most malignant, transformed B cells. Auto-
logous T cells genetically engineered to express CD19-
targeted CARs on the cell membrane can eliminate tumor
cells expressing CD19. Compared with the first-generation
CARs harboring only a CD3z intracellular signaling
domain, the second-generation CARs incorporate a
costimulatory signal domain that is derived from CD28
or 4-1BB, can continuously stimulate T cells, and greatly
enhance the antitumor activity [14,16].
The National Cancer Institute (NCI) and other institu-

tions reported that second-generation anti-CD19 CAR-T
cells can induce responses with a manageable toxicity
profile in patients with refractory DLBCL [10,17,18]. This
work presents the preliminary results of a phase I dose-
escalation study conducted in Chinese patients with
refractory DLBCL who were treated with CBM.CD19

CAR-T cells (C-CAR011) bearing 4-1BB costimulatory
domains.

Patients and methods

Study design

The clinical trial was an open-label single-center phase I
study that aimed to evaluate the safety and feasibility and
explore the maximum tolerable dose of C-CAR011 in the
treatment of refractory DLBCL and was registered with
ClinicalTrials.gov (NCT02976857). All patients provided
written informed consent at the time of enrollment in the
trial in accordance with the Declaration of Helsinki, and
the study protocol was approved by the ethics committee
of Jiangsu Province Hospital.
The treatment protocol of the clinical trial consisted of

three stages, including a 3-week screening period, a 3-day
treatment period, and a 12-week follow-up period for
safety and effectiveness as depicted in Fig. 1. After signing
the informed consent, the patients were screened and
underwent an apheresis to obtain peripheral blood mono-
nuclear cells (PBMCs) for the preparation of CAR-T cells,
which required a period of 10–14 days. The median time
from apheresis to final product was 9 days. The baseline
disease condition of patients was assessed a week prior to
C-CAR011 infusion. Conditioning chemotherapy with
fludarabine (at a dose of 30 mg/m2 per day) and
cyclophosphamide (at a dose of 30 mg/m2 per day) was
administered on days -5 through -3. On days 0 to 2, the

Fig. 1 Schematic of study design. D, day; W, week.
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patients were grouped into low-dose, middle-dose, and
high-dose cohorts and received 0.8 � 106, 2.5 � 106,
and 5 � 106 C-CAR011 cells/kg, respectively, according
to the dose-escalation schedule following a standard 3+ 3
design. The total CAR-T cells were split into 3 consecutive
days of intravenous infusions with 10% of cells infused on
day 1, 30% on day 2, and 60% on day 3.
The patients were required to be hospitalized for

approximately 1 month after infusion and were followed
up through systematic assessment including physical
examination, vital signs, laboratory and imaging examina-
tions, and therapeutic efficacy evaluation. The safety of
CAR-Tcells was assessed at days 4, 7, and 10 and weeks 2,
3, 4, 8, and 12, and their effectiveness was evaluated at
weeks 4 and 12 after the first infusion.

Generation and transduction of C-CAR011

The second-generation CBM.CD19 CAR used in this
study contained an extracellular segment of anti-CD19
single-chain variable fragment that was derived from
FMC63 monoclonal antibody, a hinge and trans-membrane
regions that were derived from CD8α, and an intracellular
segment that consists of the 4-1BB costimulatory signaling
domain and CD3z T cell activation molecule and can
recognize and eliminate lymphoma cells in a CD19-
specific manner.
Approximately 1 � 109 to 1 � 1010 PBMCs were

obtained from the patients through leukapheresis and then
delivered to the manufacture center through a qualified
biological cold chain. T lymphocytes with high purity were
obtained by magnetic bead sorting. After simulation, the T
lymphocytes were transduced with lentivirus carrying
CBM.CD19 CAR. The cells expressing CBM.CD19 CAR
were amplified, cultured, and cryopreserved at a tempera-
ture below -135 °C. After the standard quality require-
ments were satisfied, the CAR-T cells were transported via
the cold chain to our clinical center, where they were
resuscitated and prepared for infusion.

Research objectives and assessments

The primary objective was to evaluate the safety and
feasibility of C-CAR011, especially the incidence of
grade ≥ 3 cytokine release syndrome (CRS) and neuro-
toxicity. The secondary objectives were to assess the
efficacy of C-CAR011 for the treatment of refractory
DLBCL and to explore the recommended dose for phase II
clinical trials. The exploratory objectives were to deter-
mine the in vivo expansion of C-CAR011 and the
persistence and ability of CAR-T cells to eliminate
peripheral B cells.
Safety evaluations include dose-limiting toxicities

(DLTs) and the incidence of treatment-emergent adverse
events (TEAEs). Efficacy was evaluated by the overall

response rate (ORR) at 4 and 12 weeks after infusion and
the disease control rate (DCR) at 12 weeks after infusion.
DLTs were defined in accordance with the criteria used by
Lee et al. [19] and Locke et al. [20]. CRS was evaluated
mainly according to the CRS revised grading system
proposed by Lee et al. [21,22] and in reference to the
criteria raised by Neelapu et al. [23]. Other TEAEs,
including neurotoxicity, were graded based on the National
Cancer Institute Common Terminology Criteria for
Adverse Events (NCI CTCAE, version 4.03). Details
regarding the toxicity and response criteria are provided in
the supplementary material.

Patient eligibility

Inclusion criteria were as follows: patients aged 18–70
years with histologically confirmed measurable refractory
DLBCL, which was defined as (1) progressive disease
(PD) as the best response to the latest standard chemother-
apy, (2) stable disease (SD) after receiving at least four
cycles of first-line treatment or two cycles of second-line or
later treatment, or (3) recurrence or progression within
12 months after ASCT. All patients must have received
standard treatment containing anti-CD20 monoclonal
antibody and anthracycline-contained chemotherapy
according to the National Comprehensive Cancer Network
(NCCN) guidelines. Eligible patients must meet the
requirements of the Eastern Cooperative Oncology
Group (ECOG) performance status of 0 to 1, left
ventricular ejection fraction (LVEF) ≥ 50%, and ade-
quate organ and bone marrow functions, including the
serum level of albumin ≥ 30 g/L, total bilirubin ≤ 25.7
mmol/L, creatinine ≤ 132.6 mmol/L, alanine aminotrans-
ferase and aspartate aminotransferase less than three times
of the normal upper limit, and the absolute neutrophil
count ≥ 1.0 � 109/L and platelet ≥ 50 � 109/L in the
peripheral blood.
Exclusion criteria were as follows: patients who

previously received CAR-T treatment or other genetically
modified T cell therapies; those who relapsed after
allogeneic stem cell transplantation; those with extranodal
lesions involving the central nervous system, skeleton,
lung or gastrointestinal tract; and those with a history of
active systemic autoimmune/immunodeficiency disease
requiring immunosuppressive therapy, cardiac insuffi-
ciency of grade III or IV per the New York Heart
Association (NYHA) classification, or seropositive hepa-
titis B or C virus.

Results

Patient characteristics

Among the 18 patients screened for eligibility, 12 were
enrolled in this study. Two patients withdrew from the
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clinical trial prior to C-CAR011 administration. Finally,
the 10 patients classified in three dose-escalation groups
received conditioning chemotherapy and completed CAR-
T cell infusion as specified in the protocol. Their
demographic and baseline characteristics are provided in
Table 1. The patients consisted of 7 males and 3 females
with a mean age of 44.5 � 13.2 years (range, 25.4–69.2
years). The mean age of patients at the time of diagnosis of
DLBCL was 44.7 � 14.9 years (range, 24.8–68.5 years),
and the mean time to pathological diagnosis was
-386.4 � 124.6 days (range, -600.0 days to -230.0 days).
According to the modified Ann Arbor staging system,
eight patients were classified as stage III (n = 3) or IV
(n = 5) prior to enrollment. Eight patients (80%) previously
received more than three lines of treatment, and the best

response of seven patients (70%) to prior treatment was SD
(30%) or PD (40%). After CAR-T cell infusion was
completed, eight of the patients were followed up for 12
weeks, and the remaining two voluntarily withdrew from
the study after 4 weeks.

Safety

Among the 10 patients who received CAR-T cell infusion,
no DLTs were observed at any dose level. The incidence of
TEAEs and adverse reactions (ARs) after treatment was
100% as listed in Table 2. All 10 patients had at least one
TEAE that met the criteria of NCI CTCAE ≥ 3, and these
TEAEs were reversible. Only one serious TEAE occurred
in a patient from the low-dose (0.8 � 106 CAR+ Tcells/kg)

Table 1 Baseline demographic and disease characteristics of patients who received C-CAR011 treatment

Characteristic
Low-dose cohort Middle-dose cohort High-dose cohort Total

(N = 3) (N = 3) (N = 4) (N = 12a)

Age (year) 　 　

Mean�SD 50.3�5.8 28.8�3.2 52.9�11.0 44.5�13.2

Range 43.7–53.0 25.4–31.6 45.4–69.2 25.4–69.2

Gender, n (%)

Male 2 (66.7) 3 (100.0) 2 (50.0) 9 (75.0)

Female 1 (33.3) 0 2 (50.0) 3 (25.0)

Height (cm)

Mean�SD 169.0�4.4 174.3�4.9 168.5�6.1 170.5�4.93

Range 164–172 171–180 163–176 163–180

Weight (kg)

Mean�SD 69.7�9 73�7 67.9�12.2 69.6�8.3

Range 64–80 68–81 60–86 60–86

Days to pathological diagnosisb

Mean�SD -440.5�21.9 -415.0�261.6 -331.3�61.8 -386.4�124.6

Range -456 to -425 -600 to -230 -399 to -278 -600 to -230

Modified Ann Arbor stage before enrollment, n (%)

I or II 0 1 (33.3) 1 (25.0) 4 (33.35)

III or IV 3 (100.0) 2 (66.7) 3 (75.0) 8 (66.7)

Symptom A or B, n (%)

A 3 (100.0) 3 (100.0) 1 (25.0) 9 (75.0)

B 0 0 3 (75.0) 3 (25.0)

Number of prior lines of treatment, n (%)

1–2 0 0 0 1 (8.3)c

3 1 (33.3) 1 (33.3) 1 (25.0) 3 (25.0)

>3 2 (66.7) 2 (66.7) 3 (75.0) 8 (66.7)d

Best response to previous regimens, n (%)

CR 0 0 1 (25.0) 1 (8.3)

PR 0 2 (66.7) 0 2 (16.7)

SD 1 (33.3) 1 (33.3) 1 (25.0) 4 (33.3)

PD 2 (66.7) 0 2 (50.0) 5 (41.7)
a The total population including two patients who withdrew from the clinical trial prior to C-CAR011 infusions (Patient 001 and Patient 009).
b The time span from the enrollment in this clinical trial to the initial diagnosis.
c Patient 001.
d Including Patient 009.
CR, complete remission; PR, partial remission; SD, stable disease; PD, progressive disease.
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cohort and who developed grade 3 erysipelas 77 days after
CAR-T cell infusion. After evaluation, this serious TEAE
was confirmed to be unrelated to the conditioning
chemotherapy or C-CAR011 infusion. In summary, the
incidence of serious TEAEs was 10% with no TEAEs or
adverse reactions leading to the withdrawal of patients or
dose adjustment/discontinuation. No TEAE-related deaths
were noted.
According to the summary of system organ class (SOC)

and preferred term (PT) in Table S1, the TEAEs were
widely distributed in various organs systems. Metabolic
and nutritional disorders, respiratory, thoracic and med-
iastinal diseases, general disorders, and administration site
reactions were the major sources of toxic effects. TEAEs
with the highest incidence (10/10, 100%) were multiple
hemocytopenia including B lymphocytes, white blood
cells and neutrophils, decrease in immunoglobulin A, and
increase in C-reactive protein.
CRS and neurotoxicity are two common toxicities for

patients who received CAR-Tcell therapies. Description of
cytokine release syndrome was shown in Table 3. During
the study period, nine of the 10 patients (90%) experienced
CRS, including three in the low-dose cohort, two in the
middle-dose cohort, and four in the high-dose cohort. Only
one patient in the high-dose cohort developed grade 2 CRS
that had manifested as fever, anorexia, vomiting, hypox-
emia, and elevated transaminase. No episodes of severe
CRS defined as grade 3 or higher were noted. Except for
one case with self-limited CRS in the low-dose cohort, the
other eight patients with CRS received only supportive
treatment, and their symptoms were relieved within five
days. No patients received tocilizumab or corticosteroids,
and no deaths were attributed to CRS. Neurotoxicity was
not observed.

Efficacy

Efficacy was evaluated in the full analysis set (FAS) as

Table 3 Description of cytokine release syndrome

Cohort Patient
Symptom
description

Level

Use of
tocilizumab

Use of
corticosteroids

Other
medication Action to

study product

Withdrawal

Yes/no Yes/no Yes/no Yes/no

Low-dose
cohort

Patient 001 Fever/chills/
elevated
transaminase

1 No No Yes Not
applicable

No

　 Patient 002 Elevated
transaminase

1 No No No Not
applicable

No

　 Patient 003 Fever/diarrhea 1 No No Yes Continue No

Middle-dose
cohort

Patient 005 Elevated
transaminase

1 No No Yes Not
applicable

No

　 Patient 006 Diarrhea/
constipation

1 No No Yes Continue No

High-dose
cohort

Patient 007 Fever 1 No No Yes Not
applicable

No

　 Patient 008 Fever/anorexia/
vomiting/
hypoxemia
/elevated
transaminase

2 No No Yes Continue No

　 Patient 009 Fever/elevated
transaminase

1 No No Yes Not
applicable

No

　 Patient 010 Fever/fatigue 1 No No Yes Continue No

Table 2 TEAE after treatment (Safety Analysis Set, SAS)

Factor, n (%)
Low-dose cohort Middle-dose cohort High-dose cohort Total

(N = 3) (N = 3) (N = 4) (N = 10)

Patients with ≥ 1 TEAE 3 (100%) 3 (100%) 4 (100%) 10 (100%)

Patients with ≥ 1 TEAE (NCI CTCAE ≥ 3) 3 (100%) 3 (100%) 4 (100%) 10 (100%)

Patients with ≥ 1 Serious TEAE 1 (33.3%) 0 0 1 (10%)

TEAEs, treatment-emergent adverse events; n/N, number of patients.
No patient had≥ 1 TEAE leading to withdrawal, dose adjustment/discontinuation, re-use after suspension, dose decrease or study discontinuation. No deaths or
other ARs occurred apart from TEAEs.
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shown in Table 4. At 4 weeks post-infusion of C-CAR011,
the overall response rate was 20%, with two patients
achieving partial remission (PR). The CAR-T therapy
yielded an ORR of 50% at 12 weeks after infusion.
Complete remission (CR) was obtained by three patients,
and PR was achieved by two patients. For the different
dose groups, the ORR was 66.7% in the 0.8 � 106 CAR-
T cells/kg cohort, 33.3% in the 2.5 � 106 CAR-T cells/kg
cohort, and 50% in the 5 � 106 CAR-T cells/kg cohort.
Disease control rate at week 12 was 60% and was 66.7%,
66.7%, and 50% in the low-, middle-, and high-dose
cohorts, respectively.
Among the 10 patients receiving treatment, two had

withdrawn from the study after 4 weeks, for whom the
efficacy at week 12 was not available. However, the
therapeutic efficacy of C-CAR011 therapy for DLBCL
based on the per-protocol set (PPS) was consistent with
that based on the FAS.

Exploratory results

After the infusion of C-CAR011 cells, the DNA copy
number of CAR-T cells targeting CD19 in peripheral blood
increased rapidly. The number of CAR copies reached a
peak level in the blood around 10 days after infusion and
remained at a high level in most patients until 12 weeks
(Fig. 2A). In four patients, the number of CD19-positive B
cells in peripheral blood decreased significantly after the

infusion of C-CAR011 (Fig. 2B). This finding indicated
that the CAR-T cells can effectively proliferate and expand
in patients and have the ability to remove CD19-positive B
cells.
The serum levels of cytokines were detected one week

prior to C-CAR011 infusion and at multiple time points
after infusion (Fig. 3). The level of serum interleukin (IL)-
2, IL-4, and tumor necrosis factor (TNF)-α in peripheral
blood were lower than the detection limit (IL-2, 17.55
pg/mL; IL-4, pg/mL; TNF-α, 16.00 pg/mL) at all time
points. In particular, the serum IL-6 in nine patients and the
interferon (IFN)-g in two patients increased briefly after
treatment and then returned to normal levels. Four patients
had elevated serum IL-10 level after CAR-T cell infusion,
and this trend was detected prior to infusion in three of
these patients. Further analysis was conducted on the
correlation between serum cytokine levels and CRS, and a
significant correlation was found between temperature (T)
and IL-6 (P = 0.0073) on day 4, between C-reaction
protein and IL-6 (P = 0.0341) on day 4, and between
temperature and IFN-g (P = 0.0245) on day 10.

Discussion

In this study, the safety and efficacy of C-CAR011 therapy
in the treatment of refractory DLBCL in Chinese patients
was reported. Ten patients with refractory DLBCL in three
dose cohorts received conditioning chemotherapy and

Table 4 Evaluation of efficacy (Full Analysis Set, FAS)

Response
Low-dose cohort Middle-dose cohort High-dose cohort Total

(N = 3) (N = 3) (N = 4) (N = 10)

Week 4, n (%) 　 　 　 　

CR 0 0 0 0

PR 1 (33.3%) 0 1 (25.0%) 2 (20.0%)

SD 1 (33.3%) 3 (100.0%) 2 (50.0%) 6 (60.0%)

PD 1 (33.3%) 0 1 (25.0%) 2 (20.0%)

NA 0 0 0 0

ORRa 1 (33.3%) 0 1 (25.0%) 2 (20.0%)

95% CI 0.8%–90.6% 0.0%–70.8% 0.6%–80.6% 2.5%–55.6%

Week 12, n (%) 　 　 　 　

CR 2 (66.7%) 0 1 (25.0%) 3 (30.0%)

PR 0 1 (33.3%) 1 (25.0%) 2 (20.0%)

SD 0 1 (33.3%) 0 1 (10.0%)

PD 0 1 (33.3%) 1 (25.0%) 2 (20.0%)

NA 0 0 0 0

ORRa 2 (66.7%) 1 (33.3%) 2 (50.0%) 5 (50.0%)

95% CI 9.4%–99.2% 0.8%–90.6% 6.8%–93.2% 18.7%–81.3%

DCRb 2 (66.7%) 2 (66.7%) 2 (50.0%) 6 (60.0%)

95% CI 9.4%–99.2% 9.4%–99.2% 6.8%–93.2% 26.2%–87.8%

N, number of patients; CR, complete response; PR, partial response; SD, stable disease; PD, progressive disease; ORR, overall response rate; DCR, disease
control rate; CI, confidence interval.
aORR = (CR+ PR)/Total N.
bDCR = (CR+ PR+ SD)/Total N.
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three consecutive days of CAR-T cell infusion. Except for
age, no substantial differences in demographic and base-
line characteristics were noted among the different dose
cohorts.
As a novel cellular immunotherapy, the safety and

toxicity profile of CD19 CAR-T cell therapy have been
widely studied, especially the most common CRS and
neurotoxicity [24,25]. The costimulatory domains of
second-generation CARs enhance the cell proliferation
ability and simultaneously produce high cytotoxicity [26].
The results reveal that the use of CBM.CD19 CAR
harboring 4-1BB costimulatory domain is generally safe
and feasible. Among the 10 patients who received

treatment, the infusions of C-CAR011 were well tolerated
without DLTs observed at any dose level. Only one patient
in the low-dose cohort developed serious TEAE, which
was evaluated and confirmed to be unrelated to the CAR-T
therapy. The TEAEs in other patients were mild and
clinically manageable, and no TEAE-related deaths were
observed.
CRS is the most prominent and severe toxic effect of

anti-CD19 CAR-T cell therapy and is accompanied by
dramatic elevations of multiple serum cytokines including
IL-2, IL-6, IL-8, IL-10, and IFN-g [27]. In this study, the
incidence of CRS of all grades was 90%, which was
similar to those of tisagenlecleucel and axicabtagene

Fig. 3 Levels of serum cytokines in peripheral blood at baseline and after C-CAR011 infusions. d, day; w, week; Pt, patient.

Fig. 2 (A) Persistence of C-CAR011 in peripheral blood (PB); (B) Percentage of CD45+CD19+ cells in PB. d, day; w, week; Pt, patient.
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ciloleucel (58% and 93%, respectively), two CD19 CAR-T
regimens approved by the FDA [18,28]. The CRS in our
patients was less severe than that in previous reports. Only
one case of grade 2 CRS was noted, and no grade ≥ 3
CRS occurred. By contrast, the incidence of grade ≥ 3
CRS in patients receiving tisagenlecleucel and axicabta-
gene ciloleucel was 22% and 13%, respectively [18,28]. In
all patients with CRS in this study, the symptoms were
either self-limiting or clinically manageable with only
supportive treatment. No patients received tocilizumab or
corticosteroids, and no CRS led to the withdrawal of
patients or dose adjustment/discontinuation. The levels of
serum cytokines, including IL-6, IL-10, and IFN-g, were
temporally increased in some patients after treatment and
returned to normal a few days later. The high level of IL-6
on day 4 and IFN-g on day 10 after initial CAR-T cell
infusion was substantially associated with CRS. No
neurotoxicity occurred in any dose cohort after C-
CAR011 infusion, indicating that safety of this treatment
is remarkably superior to other CAR-T therapies with high
incidence rates of neurotoxicity [29].
The results meet the primary objective of this clinical

trial regarding safety and feasibility. Each dose of C-
CAR011 exhibited a favorable safety profile for the
treatment of patients with refractory DLBCL. The data
implied that the safety profile of C-CAR011 is similar to or
slightly better than that of FDA-approved CD19 CAR-T
drugs. However, the sample size of this study is relatively
small, and the safety profile related to CRS and cytokines
in CAR-T therapy requires further investigation.
According to the international SCHOLAR-1 study,

patients with DLBCL that was aggressive or resistant to
primary or salvage chemotherapy and those who relapsed
within 12 months after ASCT had ORR and CR rate of
26% and 7%, respectively, and the median OS was 6.3
months with currently available therapies [5]. In the
present work, high-risk patients without curative thera-
peutic options were enrolled. At baseline, 80% of the
patients presented with an advanced stage DLBCL
(modified Ann Arbor stage III or IV), 80% had previously
experienced three or more lines of treatment, and 70% had
achieved only SD or PD as the best response to prior
treatment. Although the primary endpoint of this clinical
trial was not the efficacy parameter, the preliminary
efficacy results were encouraging. In summary, the
administration of C-CAR011 treatment could yield an
ORR of 50%, including 30% CR and 20% PR rate.
Approximately 60% of patients achieved disease control at
12 weeks after CAR-T cell infusion, suggesting its
promising anti-tumor effect in patients with refractory
DLBCL. These results were roughly consistent with the
two FDA-approved CD19 CAR-T products, that is, 50%
ORR, 43% CR, and 7% PR for tisagenlecleucel [17] and
82% ORR, 54% CR, and 28% PR for axicabtagene
ciloleucel [18].

In accordance with the observed clinical responses, the
number of T cells expressing the CAR gene rapidly
increased to a peak period of approximately 10 days after
infusion and remained at a high level until 12 weeks in
most patients. Meanwhile, the number of CD19-positive B
cells in peripheral blood decreased substantially after C-
CAR011 infusion. These results indicate that C-CAR011
cells can effectively proliferate in patients and eliminate
CD19-positive B cells.
The results from this phase I clinical trial confirm the

safety and feasibility of C-CAR011 therapy in the
treatment of Chinese patients with refractory DLBCL.
The three dose cohorts of C-CAR011, 0.8 � 106, 2.5 �
106, and 5.0 � 106 CAR-T cells/kg were well tolerated by
patients with no observed DLTs or unexpected side effects,
and the episodes of CRS were generally manageable and
reversible. The response rates were comparable with that
reported in other studies of CD19 CAR-T therapy in
predominant Caucasian patients. All dose cohorts showed
antitumor effect, thus supporting the need for further
clinical studies in a large phase II clinical trial with a
recommended dose of 5.0 � 106 CAR-T cells/kg.
Continuous follow-up will be conducted for these patients
to assess long-term efficacy and patient survival.
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