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reached), and corresponding figures for those with 1-2 previous regimes
were 50% and 3 yrs, and ~3 previous regimes 13% and 0.8 yrs.

Responding patients may achieve a prolonged remission and survival,
but response is less likely in heavily pretreated patients.
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Treatment of patients with relapsed or refractory acute
myeloid leUkemia (AML) with recombinant engineered
human antl-CD33 antibody-calicheamlcln drug conjugate

E.L. Sleversl, 1.0. Bemstelnl, R.T. Spielberger2, S.J. Forman2 ,

K. Shannon-Dorcy' , F.R. Appelbaum1 . 1Fred Hutchinson cancer
Research Center, SeaNle, WA; 2City of Hope National Medical Center,
Duarte, CA, USA

CMA-676 is a conjugate of the potent cytotOXic agent calicheamicln linked
to a recombinant engineered human antibody directed against the C033
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Platelet recovery after high-dose (HD) chemotherapy (C) Is
superior with peripheral blood stem cells (PBSC) mobilized
by C + G-CSF compared to G-CSF alone

M. Crump, K. Yee, K. Imrie, S. Couban, A.K. Stewart, R. Saragosa,
A. Keating. The Toronto Hospital, Toronto. Canada

Collection of PBSC mobilized with G-CSF Is often more predictable and
easier to perform than mobilization using C. We evaluated two mobilization
strategies to support women receiving cyclophosphamide 6 g/m2 , mitox•
antrone 64 mg/m2 , carboplatin 0.8-2.0 g/m2 over 4 days (d) for C-sensltive
metastatic breast cancer. 35 consecutive pts received FAC (cyclo 2 g/m2 )
dl + G-CSF 10 j.tglkg d4-14, With leukapheresls (10-12 L) x 4 d12-15
(C + G, n =16); or G-CSF 10 j.tg/kg dl-7 with leukapheresls d5.6 ± 7.8,
depending on CD34 recovery (target> 2 x 10"/I<g) (Q, n =19). Number of
collections/pI: C + G 3:2pts, 4:12, 5:2; Q 2:5 pts, 3:5, 4:8. 5:1. CD34+ cell
recovery (x lOB/kg) was greater for C + G: median 12.9 vs 3.5 (p =0.009),
whereas CFU-GM, total cell number were similar. Mean D to ANC > 0.5 x
109/L were similar (C + G: 10.9, G: 12.4, p =0.15), but mean d to pits> 20
x lOS/L was less for pts collected after C + G (12.8 vs 24.4, P = 0.03). Pit
recovery and time to hospital discharge (DC) were significantly shorter for C
+ G pts (Iogrank p =0.02 and 0.001 respectively), With similar ANC recovery
(p =0.14). Prior adjuvant C did not affect apheresis yield, engraftment or
time to DC. For women receiving HOC for MBC, PBSC mobilized with C +
G may be superior to G alone, at least with respect to pit recovery.

The role of lung function measurements before allogenic
BMT to anticipate long term lung failure

Th. Beinert1 , E. Holler2, H.-G. Mergenthaler1 , M. Dubiel',
M. Fleischhacker1 , N. Bruhn1 , B. Flath1 , C. Vogelmeler3, J. Behr3,
C. Wolff2, H.-J. Kolt>2. 1From the Medizinische Klimk II, Charite, Humboldt
Universitat zu Berlin, and the Medizinische Klimk III; 2Medizinische Kllmk I;
3 Klinikum Gro8hadem, Umversitauml,t Miinchen, Germany

Background: Lung function often deteriorates after allogenic BMT for
hematological mall9nancies, and lung failure is the most important cause
of death after grafting. To test whether pre-BMT lung function impairment
is associated with long temn lung deterioration, we prospectively measured
lung function parameter of 80 consecutive patients with AML (n = 23),
CML (n =38) and ALL (n =19) before allogenic BMT, after 6 months, and
thereafter annually until 5 years after grafting.

Results: Pretransplant forced expiratory volume in one second (FEV1),
diffusing capacity for carbon monOXide (TLco) and Vital capacity (VC) were
significantly decreased in the ALL subgroup (FEVl 85% pred, TLeo 79%
pred. VC 83% pred, ECCS normal values). In contrast, no pre-BMT lung
Impairment was detectable in CML and AML patients. During the first 6
months after BMT lung function parameter decreases in all patient groups
inasimiiarway(FEVl15± 7.3%. TLc023 ± 11.2%, VC 19 ±9.8%). Further,
all lung parameter at least partially recovered within one year. Long-term
decline in FEV1, TLco and VC happened In all patients groups without
significant differences. No association was detectable between pre-BMT, 6
months after BMT and long term lung function decrease.

Conclusion: Pretransplant lung function Impairment is not associated
with increased relative risk for long term lung failure in allogenic BMT
patients.
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Transplant-related morbidity (TRM) In patients undergoing
bone marrow transplantation (BMT): The role of preparative
regimens (PR)

Ph. Giraud' 3, S. Oanhler3, C. Payen2 , F. Soum', J.M. cosset3, M. Attal2,

N. Daly-Schv8llzer'. rDept de RadiotMrapie, Centre Claudius Regaud,
Toulouse; 2ServIce d'Hematologie, Hopital Purpan, Toulouse; 3Dept de
RadiotMrapie, Institut Cune, Paris

Purpose: This retrospective analysis evaluated acute and late toxicities
after BMT according to PRo

Methods and Materials: From January 1984 to December 1994, 229
patients with acute leukemia (AL, n,. 114), chrOniC myelogenous leukemia
(CML, n = 53), lymphoma (51) and aplastic anemia (11) were transplanted
(171 allogeneic BMT, 58 autologous BMn. Preparative regimens wera
combining CytOtOXIC drugs (cyclophosphamide) with TBI (TBI group, n ,.
146) or without TBI (cyclophospamide, bUSUlfan) (CHE group, n ,. 83).
Median age was 32.4 years. Median follow-up was 36 months (0.3-121).

Results: There was no difference In temn of white blood cell count
recovery, engraftment, vena-occlusive disease and hemorrhagic cystitis
between the 2 groups. The CHE group presented an Increased Incidence
of second malignancies. The TBI group showed an higher Incidence of
platelets and red blood cell transfusion, cataracts (especially with cobalt
Irradiation), aseptic necrosis of bone and interslillal pneumonitis (IP). IP
occurred In 25% ot TBI group, especially In patients with graft-vs-host
disease. Survival according to the type of preparative regimens was similar
(Cox model). According to the BMT type, survival was better With allogeneic
BMT even If TRM was higher In thiS group (especially with TBI, 73% vs
12%).

Conclusion: Although patients treated with TBI experienced more late
toxicity. survival remains the same. This could be explained by the higher
rete of relapses In the CHE group. Therefore TBI keeps Its place as first
Intent treatment choice.

antigen, which Is commonly expressed on AML blast cells. The lack of C033
antigen expression on hematopoietic stem cells allows for selective delivery
of the cytotoxic celicheamlcin to the tumor target, while sparing normal
stem cells. Patients with CD33-positive relapsed or refractory AML received
CMA-676 as a single 2-hour IV Infusion per treatment cycle every 14 days
for up to 3 cycles at the same dose, contingent upon a lack of leukemic
progression and significant toxicity. Three to 6 patients were treated at
escalating dose levels of CMA-676. Between April 1995 and December
1996, 36 patients from 23 to 73 years of age, were entered. CMA-676
was well-tolerated at all dose levels. Fever and chills occurred in 26 (74%)
patients. Three patients experienced Grade III hepatiC toxicity. Dose-limiting
tOXicity was not observed, and only one patient discontinued the study due
to fever and hypotension. Marrow morphologic remissions were achieved
in 5 patients. two of whom recovered normal blood counts for 6 months
before experiencmg relapse. Three other patients achieved morphologic
remission; however one died of fungal sepSIS, one remained transfusion
dependent In morphologiC remission for 70 days when bone marrow relapse
occurred, and one experienced CNS relapse after a morphologic remission
of 40 days. We conclude that single-agent therapy With CMA-676 safely
Induces remiSSion In some petients with relapsed or refractory AML.
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Development of a "myeloma risk score" for patients with a
paraprotelnaemla

E.Qn9, J. Hermans, E.M. Noordljk, W. de Klevlet, P.J. Seelen,
P.W. Wljermans. J C. Kluin-Nelemans. Comprehensive Cancer Centre;
West, Leiden, The Netherlands

Purpose: Diagnoatlc systems for monoclonal gammopathies uee bone mar•
row and X-rey examinations to exclude multiple myeloma (MM). Data from a
population-based registry of unselected patients with paraprotelnaemla In•
dicate that these tests are frequently not performed. We therefore evaluated
the possibility of estimating the risk for MM In patients with paraprotelnaemla
using only standard laboratory tests.

Methods: We used 441 rendomly selected patients to develop a simple
four point "Myeloma Risk Score- based only on paraprotein type and
concentration. One point was given for concentratlona ~10 QI1. one point
for IgG and IgA, and two points for IgO and light chains only. A score of 0 or
1 Indicated a low risk for MM, with scores of 2 and 3 signifying high risks.

Reaults: SensitiVity, specificity, positive and negative predictive value
(PV) for the Myeloma Risk Score In the training sample were 92%, 88%,
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