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Some preclinical and pharmacokinetic studies suggested the variable safety and the potential efficacy of an antifungal prophy-
laxis with a single high dose of liposomal amphotericin B (L-AmB) in high-risk patients. An open-label, prospective study was
conducted with 48 adults receiving induction chemotherapy for acute myeloid leukemia (AML). Patients received a single infu-
sion of 15 mg/kg of body weight L-AmB and, eventually, a second dose after 15 days of persistent neutropenia. The primary ob-
jective was tolerability and safety. Efficacy was also evaluated as a secondary endpoint. A pharmacokinetic study was performed
with 34 patients in order to evaluate any association of plasma L-AmB levels with toxicity and efficacy. Overall, only 6 patients
(12.5%) reported Common Toxicity Criteria (CTC) grade 3 hypokalemia, which was corrected with potassium supplementation
in all cases, and no patient developed clinically relevant nephrotoxicity. Mild infusion-related adverse events occurred after 6 of
53 (11.3%) total infusions, with permanent drug discontinuation in only one case. Proven invasive fungal disease (IFD) was di-
agnosed in 4 (8.3%) patients. The mean AmB plasma levels at 6 h, 24 h, and 7 days after L-AmB administration were 160, 49.5,
and 1 mg/liter, respectively. The plasma AmB levels were higher than the mean values of the overall population in 3 patients who
developed CTC grade 3 hypokalemia and did not significantly differ from the mean values of the overall population in 3 patients
who developed IFD. Our experience demonstrates the feasibility and safety of a single 15-mg/kg L-AmB dose as antifungal pro-
phylaxis in AML patients undergoing induction chemotherapy.

Invasive fungal diseases (IFDs), in particular invasive aspergillo-
sis (IA), are a leading cause of morbidity and mortality in pa-
tients with acute myeloid leukemia (AML) (1-4). Primary anti-
fungal prophylaxis has been considered an appealing strategy,
because the diagnosis of IFD is often difficult to obtain in time to
implement an early and effective therapeutic intervention. How-
ever, despite the availability of various broad-spectrum antifungal
drugs suitable for prophylaxis use, only oral posaconazole has
proven to be effective in this setting and is actually recommended
as the drug of choice for the prevention of IFDs in AML patients
undergoing induction chemotherapy (5-12). However, a major
problem with the use of oral posaconazole in patients treated with
intensive chemotherapy is represented by the unpredictable gas-
trointestinal absorption, which may require monitoring of tria-
zole plasma levels; the possible difficulty in taking oral medica-
tions; and some drug-drug interactions, which may limit the use
of this drug, as well as of the other triazoles, in patients receiving
certain antileukemic treatments (13—17). Therefore, other classes
of antifungals may be considered prophylaxis in some particular
settings.

The liposomal form of AmB (L-AmB) has been investigated in
order to evaluate the feasibility of its use in primary prophylaxis of
IFDs in patients with hematological malignancies receiving che-
motherapy or stem cell transplant (SCT) (18-28). Some preclini-
cal and pharmacokinetic studies suggested the relevance of a high-
dose regimen of L-AmB (7.5 to 15 mg/kg of body weight)
administered as long-interval infusions (once weekly) or as a sin-
gle administration in the prophylaxis of IFDs (25-28). All these
experiences demonstrated variable safety and clinical attractive-
ness of long intervals or single, high-dose, prophylactic schedules
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of L-AmB in certain high-risk populations, but this has not been
adequately investigated for AML patients.

The aim of this pilot study was to evaluate the feasibility and
tolerability of prophylactic administration of a single very high
dose (15 mg/kg) of L-AmB in adult patients newly diagnosed with
AML and undergoing induction chemotherapy.

MATERIALS AND METHODS

Study design. This study was a prospective, pilot, phase II, single-center
trial. This study aimed to assess the feasibility and tolerability of a single
very high dose of L-AmB (15 mg/kg/infusion) in 48 adult patients newly
diagnosed with AML undergoing first-remission induction chemother-
apy. Efficacy was also evaluated as a secondary endpoint. A pharmacoki-
netic study was also performed with 34 patients in order to evaluate any
association of plasma L-AmB levels with toxicity and efficacy. Patients
were enrolled between January 2004 and January 2011. The study was
performed according to institutional guidelines and was approved by the
local review board in compliance with good clinical practices and the
Declaration of Helsinki. Written informed consent was obtained from
each patient before any study procedure was performed.
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TABLE 1 Patient demographics and clinical characteristics

Characteristic Value
No. (%) of male patients 29 (61.7)
Median age (yr) (range) 55 (32-78)
No. (%) of patients with type of leukemia

Nonpromyelocitic AML 42 (87.5)

Acute promyelocitic leukemia 6 (12.5)
No. of patients in chemotherapy protocol”

AML-12 14

AML-17 5

AML-19 2

AIDA

3+7 11

FLAG
No. (%) of patients with de novo AML 40 (83.3)
No. (%) of patients with secondary AML? 8 (16.7)

@ See references 29-32.
¥ AML occurring after a myelodysplastic phase or other hematologic or solid tumor.

Patient population. Patients were eligible for the study if they were
=18 years old, underwent first-remission induction chemotherapy, and
had expected neutropenia of <500 neutrophils/ml for at least 2 weeks.

Patients should not have had any evidence of invasive mycosis at the
onset of leukemia before the start of chemotherapy; therefore, all patients
by protocol underwent a chest computed tomography (CT) scan as a
baseline screening in order to exclude any pulmonary infection. Patients
should not have received any other concomitant antifungal prophylaxis.
Also, patients were not eligible for enrollment into the study if the serum
creatinine level was >1.5 times the upper limit of our laboratory value and
if the potassium serum level was <3.0 mEq/liter. Patients with severe
cardiovascular disease, severe disease other than hematological disease,
and pregnancy were not eligible. Patients were hospitalized in single-bed
rooms with HEPA filtration and positive pressure. Antibacterial prophy-
laxis consisted of oral ciprofloxacin (500 mg/twice a day [b.i.d.]).

Chemotherapy procedures. Patients underwent induction chemo-
therapy protocols according to age (=60 years or >60 years) and type of
AML (most of the patients were enrolled in the EORTC-GIMEMA stud-
ies), as detailed in Table 1 (29-32).

Study drug administration. L-AmB (Ambisome; Gilead Sciences,
Paris, France) was reconstituted, according to the manufacturer’s instruc-
tions, to give a 2-mg/ml solution. Drug dilutions for injection were pre-
pared as needed with 5% dextrose. All patients received a single intrave-
nous L-AmB administration at a dose of 15 mg/kg as a 6-h infusion within
24 h after the stop of chemotherapy. A second 15-mg/kg dose was even-
tually administered to patients with persistent profound neutropenia
(<100 neutrophils/ul) after 15 days from the first L-AmB dose. Premed-
ication was not administered per protocol for infusion-related reactions
prior to the study drug infusion.

Monitoring of safety and tolerability. In order to monitor the safety
and tolerability of L-AmB infusions, patients were closely observed for
infusion-related side effects during the administration of study drug and
during the following 12 h. Serial vital signs during and after infusion as
well as clinical signs and symptoms of toxicity were recorded. Pulse and
blood pressure were monitored immediately before infusion, during in-
fusion if necessary, and at the end of infusion. Signs, symptoms, and
reported side effects associated with drug infusion or occurring at any
time during the study period were documented and assessed for a rela-
tionship to the study drug. Routine laboratory examinations (blood
counts and determination of serum creatinine, uric acid, aspartate ami-
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notransferase, alanine aminotransferase, alkaline phosphatase, total bili-
rubin, sodium, potassium, phosphate, calcium, magnesium, and glucose
levels) for assessment of safety were performed daily for the first 15 days
and then at least every other day until patient discharge. Safety and toler-
ability were assessed according to the incidence of grade 3 to 4 adverse
events (AEs) based on the Common Toxicity Criteria (CTC) classifica-
tion, reported as definitely, possibly, or probably related to the study drug.
In particular, CTC grade 3 and grade 4 hypokalemia was defined as po-
tassium serum levels of <3 mmol/liter and <2.5 mmol/liter, respectively,
and CTC grade 3 and grade 4 acute kidney injury was defined as creatinine
levels >3 X baseline serum levels and dialysis indication, respectively. Any
adverse event with onset during or within 1 h of completion of the study
drug infusion was recorded as an infusion-related reaction.

Assessment of efficacy. Efficacy assessment was based on a clinically
driven diagnostic workup. In the event of fever or other clinical signs
potentially related to an underlying infection, patients underwent physi-
cal examination; serial blood cultures; cultures from other sites if indi-
cated; and CT scan of the chest, paranasal sinuses, and abdomen. Bron-
choalveolar lavage and biopsy of suspicious lesions/sites with microscopic
evaluation and cultures were done at the discretion of the investigator.
Since January 2007, serum Aspergillus galactomannan (Platelia Aspergil-
lus) and Candida mannan (Platelia Candida) tests were also used in the
diagnostic workup. Generally, patients who died underwent autopsy. Di-
agnosis of IFD was done according to the European Organization for
Research and Treatment of Cancer-Mycoses Study Group (EORTC-
MSG) criteria published in 2002 (33).

Pharmacokinetic study. Overall, 34 patients were evaluable for AmB
pharmacokinetics, all after the first L-AmB infusion. Blood samples were
taken immediately before L-AmB administration (T},), at the end of the
6-h infusion (T), and at 24 h (T,,) and 7 days from the start of L-AmB
administration. Amphotericin B concentrations were determined by
high-performance liquid chromatography (HPLC) of plasma sample ex-
tracts.

Chromatography was performed with a Perkin-Elmer series 200 high-
performance liquid chromatograph connected to a Perkin-Elmer series
200 fluorometer and autoinjector from Perkin-Elmer Instruments, Nor-
walk, CT. Data collection and processing were carried out by using a
Totalchrome WS HPLC IPM chromatography data system (Perkin-Elmer
Instruments, Norwalk, CT). The mobile phase consisted of acetonitrile—
0.7 M EDTA (36:64, vol/vol) at a flow rate of 1.0 ml/min. Separation was
performed by reverse-phase chromatography on a Bondclone C, 4 column
(3.9 by 150 mm, 10 pm; Phenomenex) with a C, 4 guard cartridge packed
with the same material. Detection was done by measurement of the ab-
sorbance at 405 nm.

An aliquot of plasma samples (500 wl) was extracted with acetonitrile
(0.5 ml) containing 50 pl of the internal standard N-acetylamphotericin B
at a 5-mg/liter final concentration. The mixture was vortex mixed briefly
and centrifuged at 1,200 X g for 10 min twice.

The layer was transferred into clean tubes and was evaporated to dry-
ness at 37°C. The residue was reconstituted in 500 pl of the mobile phase,
and the components were mixed for 20 s; this was followed by centrifu-
gation. The aqueous layer was transferred into injection vials, and 50-pl
aliquots were injected into the HPLC system.

Standards were prepared by adding the diluted amphotericin B solu-
tion, and the internal standard, to appropriate volumes of plasma to give
a total volume of 0.5 ml and concentrations of 0.15, 0.3, 0.6, 1.25, 2.5, 5,
and 10 pg/ml. The standard curves for amphotericin B were constructed
by weighted linear regression of the peak area-versus-concentration ratio
and were linear in the concentration ranges. The lowest concentration of
the prepared standards was used as the limit of quantification for each
assay. If the concentration of a sample was above the range of the standard
curve, a dilution of the sample was made in appropriate medium, and the
sample was reassayed. The final concentration was calculated by multiply-
ing the concentration of the diluted sample obtained by the assay by the
dilution factor. When the concentration of a sample was below the detec-
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TABLE 2 CTC AEs observed after 53 L-AmB infusions in 48 patients

TABLE 3 Pharmacokinetic analysis

No. (%) of L-AmB infusions

All CTC grade CTC grade 3—4
CTC AEs AEs
L-AmB infusions with at least one AE 19 (35.8) 6(11.3)°
Infusion-related AEs
Abdominal pain 1(1.9) 0
Lumbar pain 1(1.9) 0
Pruritus 1(1.9) 0
Skin rash 2 (3.8)¢ 0
Chills 2 (3.8)° 0
AEs subsequent to L-AmB infusion
Serum creatinine level increase 4(7.5) 0
Hypokalemia 14 (26.4) 6(11.3)°
Infusion-related AEs that caused increase 4 (7.5) 0
of infusion duration for better
tolerance
Infusion-related AEs that caused 1(2.1)° 0

permanent infusion discontinuation
“ All CTC grade 3, with 5 AEs after the first L-AmB infusion and 1 AE after the second
one.
Y The patient developed abdominal pain and refused to continue the infusion.
¢ One patient developed both chills and skin rash after the same infusion.

tion limit, it was not used in the analyses. To investigate the accuracy and
precision of each assay, quality control samples (e.g., standards prepared
identically to, but independently from, those of the standard curve) were
assayed with each standard curve in each assay run. The assay was linear
over a concentration range of 0.15 to 10 pg/ml in plasma. Validation data
for accuracy and precision were a coefficient of variation (CV) of between
2.7 and 9.5%, and intraday accuracy was in the range of 99.9 to 105.5%.

Analysis. The primary endpoints were tolerability and safety, defined
by infusion-related side effects and the incidence of AEs occurring within
4 weeks from the administration of prophylactic treatment. The second-
ary endpoints were prophylaxis efficacy (incidence of proven and proba-
ble IFDs within 1 month from L-AmB administration), use of empirical
antifungal therapy (in patients with persistent fever of unknown origin
during postinduction chemotherapy), use of preemptive antifungal ther-
apy (in patients with clinical and/or microbiological findings suspected to
be related to an underlying IFD but not fulfilling the EORTC-MSG crite-
ria for proven-probable IFD), and survival at 3 months. Death was attrib-
uted to IFD in patients who failed to respond to therapy (i.e., who had
stable disease or disease progression) and in patients with a partial re-
sponse to therapy who died as the result of an acute event involving any of
the sites of infection or of an unknown cause.

Descriptive statistics included absolute and relative frequencies for
categorical data and median, mean, and range for numerical measure-
ments.

RESULTS

Demographic and clinical characteristics of patients are summa-
rized in Table 1. All 48 patients received at least one prophylactic
dose (median, 1,000 mg; standard deviation [SD], =193 mg;
range, 550 to 1,300 mg), whereas 5 patients with prolonged severe
neutropenia received a second prophylactic dose (median, 900
mg; SD, *£185 mg; range, 900 to 1,300 mg).

Primary endpoints. Overall, 18 of the 48 (37.5%) patients ex-
perienced at least one AE (all CTC grade) after the first or the
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Mean AmB plasma level (mg/liter) (SD)

Total patients ~ Patients who  Patients who
(n = 34 for developed developed
Time of blood sample Tgand Ty CTCgrade3  invasive
collection after L-AmB ~ n = 27 for hypokalemia  fungal disease
infusion day 7) (n=3) (n=3)
T, 160 (72) 237 (60.3) 164 (19.7)
Ty, 49.5 (19.1) 78 (6.0) 49.3 (9.0)
7 days from the startof 1 (1.1) 1.1(1.3) 0.9 (0.2)
infusion

second L-AmB infusion, and only 6 of them (12.5%) reported a
CTC grade 3 AE probably related to L-AmB administration.

The main AEs observed after 53 L-AmB infusions are detailed
in Table 2.

CTC grade 3 hypokalemia was documented in 6 cases (11.3%)
3,5, 5, 6, and 10 days from the first L-AmB infusion and 5 days
from the second infusion, respectively. In one of these cases, CTC
grade 3 hypokalemia was also associated with CTC grade 2 acute
kidney injury. In all cases, hypokalemia was corrected with intra-
venous potassium supplementation. An increased infusion dura-
tion for better tolerance was required in 4 cases (7.5%), and in
only 1 case (1.9%) was the infusion permanently discontinued due
to the patient’s refusal to continue the treatment after the devel-
opment of abdominal pain. For this patient, no alternative anti-
fungal prophylaxis was administered.

Secondary endpoints. Data on proven-probable IFDs docu-
mented within 1 month from L-AmB administration, use of em-
pirical or preemptive antifungal therapy, and 3-month survival
rate are detailed in Table 3. Proven IFD was diagnosed in 4 (8.3%)
patients (2 cases of pulmonary aspergillosis, 1 case of pulmonary
mucormycosis, and 1 case of disseminated Geotrichum capitatum
infection). The first infectious clinical signs for the 4 proven IFDs
were observed at 8, 8, 10, and 11 days from L-AmB administra-
tion, respectively. Empirical and preemptive (for a possible pul-
monary IFD) antifungal therapy was administered to one patient
each. Thirteen deaths (27.1%) occurred within 3 months from the
first L-AmB administration; four deaths were attributed to a
proven IFD.

Pharmacokinetic analysis. Plasma samples at Ty, Ty, and T>,
were available for all 34 patients evaluated for pharmacokinetics,
whereas plasma samples at day 7 were available for only 27 pa-
tients. The pharmacokinetic data are detailed in Table 3. The
mean (=SD) AmB plasma levels at T, T,,, and day 7 were 160
(£72),49.5(£19.1), and 1 (*£1.1) mg/liter, respectively.

Out of 34 patients considered for the pharmacokinetic evalu-
ation, 3 developed CTC grade 3 hypokalemia. The plasma AmB
levels were higher than the mean values of the overall population
for all 3 patients at T, (300, 230, and 180 mg/liter, respectively)
and at T, (72, 84, and 78 mg/liter, respectively) and for 1 of them
at day 7 (0.3, 2.6, and 0.4 mg/liter, respectively).

The plasma levels of 3 patients who developed IFD despite
L-AmB prophylaxis did not significantly differ from the mean
values of the overall population.

DISCUSSION

The aim of the present study was to investigate the safety and
feasibility of a single very high dose of L-AmB administered as
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TABLE 4 Review of prospective studies of primary antifungal prophylaxis with L-AmB in hematological and stem cell transplant populations”

Type of study (reference)

Population (no. of patients)

Schedule of L-AmB
administration

Main toxicity and tolerability result(s)

Main efficacy result(s)

Prospective, double blind,
multicenter, placebo
controlled (18)

Prospective, double blind,
multicenter, placebo
controlled (19)

Prospective, randomized, single
center, open label, placebo
controlled (20)

Prospective, randomized, single
center, open label (21)

Prospective, randomized, single
center, open label (22)

Single center, prospective,
uncontrolled (23)

Prospective, single center,
historically controlled (24)

Single center, prospective,
pharmacokinetic (25)
Single center, prospective,

uncontrolled (26)

Multicenter, prospective, pilot,
phase IT (27)

Single center, prospective,
pharmacokinetic (28)

Adult neutropenic patients receiving
allogeneic SCT (36 in the L-AmB arm and
40 in the placebo arm)

Adult patients receiving chemotherapy or SCT
for HM (74 in the L-AmB arm and 87 in
the placebo arm)

Pediatric patients receiving chemotherapy or
autologous SCT for HM or solid tumor (16
in the L-AmB arm and 13 in the placebo
arm)

Adult AML patients undergoing induction
chemotherapy (62 in the L-AmB arm and
67 in the control arm)

Adult patients receiving allogeneic SCT for
HM (75 in the L-AmB arm and 57 in the
control arm)

Pediatric and adolescent patients receiving
allogeneic SCT for HM (51)

Pediatric patients receiving chemotherapy or
autologous SCT for HM (187 prophylaxis
courses in 44 patients)

Pediatric patients receiving allogeneic SCT
(14)

Adult neutropenic patients receiving
allogeneic SCT and with GVHD (21)

Adult patients receiving chemotherapy for AL
or allogeneic SCT (29)

Adult patients receiving allogeneic or
autologous SCT (21)

1 mg/kg/day

2 mg/kg 3 times weekly
during neutropenia

1 mg/kg 3 times weekly
during neutropenia

3 mg/kg 3 times weekly
during neutropenia

50 mg every other day
during neutropenia

3 mg/kg daily until day
100 from SCT

2.5 mg/kg twice weekly
during neutropenia

10 mg/kg weekly for 4 wk

7.5 mg/kg once weekly
during treatment of
GVHD

10 mg/kg weekly for 4 wk
in AL patients and for
8 wk in SCT patients

1 mg/kg/day for 15 days
(7 patients), 7.5 mg/
kg/wk for 2 wk (7
patients), single 15-
mg/kg dose (7
patients)

3 allergic reactions

Treatment-related toxicity was modest, and no additional toxicity was
observed in patients receiving L-AmB

No difference in renal toxicity and hypokalemia; L-AmB was
discontinued in 19% of cases due to infusion-related reactions

The L-AmB-treated patients more often developed increased bilirubin
levels, increased creatinine levels, and infusion-related symptoms

No CTC grade 3 or 4 toxicities were observed

Grade 34 side effects, hypokalemia in 4% of patients, nephrotoxicity
in 12%; L-AmB was discontinued in 11% of patients due to toxicity

L-AmB was discontinued in 9% of patients due to allergic reactions;
only 1 grade 3 reaction; grade 3—4 hypokalemia in 15.2% of
prophylaxis courses

No significant change in serum creatinine level; none of the patients
developed hypokalemia, hypomagnesemia, or increased alkaline
phosphatase or transaminase levels; only 1 infusion toxicity
requiring withholding of the wk 4 dose

L-AmB was discontinued in 33% of patients, 19% due to
nephrotoxicity and 9.5% due to infusion-related adverse events

Grade 3—4 AEs, 2/21 AL patients and 6/8 SCT patients; enrollment of
SCT patients was stopped

For the daily dosing (1-mg/kg) group, 1 patient withdrew on day 1
due to sternal pain, and 1 patient developed CTC grade 3
hypokalemia; for the weekly dosing (7.5-mg/kg) group, 1 patient
was withdrawn due bronchospam after the first dose, and 1 patient
developed CTC grade 3 hypokalemia; for the single-dose (15-mg/
kg) group, 2 patients developed CTC grade 3 and 1 patient
developed CTC grade 4 hypokalemia

Proven/probable IFDs, 2.8% in the L-AmB arm
vs 7.5% in the placebo arm

Proven/probable IFDs, 0% in the L-AmB arm
vs 2.3% in the placebo arm; 1 death
attributed to IFD for each arm

Proven/probable IFDs, 31.2% in the L-AmB
arm vs 46.1% in the control arm; no death
attributed to IFD

Proven/probable IFDs, 4.8% in the L-AmB arm
vs 4.5% in the control arm

Proven/probable IFDs, 6.7% in the L-AmB arm
vs 35% in the control arm (P = 0.001);
death attributed to IFD, 2.7% in the L-AmB
arm vs 12.3% in the control arm (P = 0.07)

Proven/probable IFDs, 10%; no death
attributed to IFD

No breakthrough proven-probable IFD while
on prophylaxis

Only 1 patient developed evidence of IFD

Only one IFD; no death attributed to IFD

Proven/probable IFDs, 4/29 (13.8%); 1 death

attributed to IFD

Not reported

“ HM, hematologic malignancies; AL, acute leukemia; GVHD, graft-versus-host disease.
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antifungal prophylaxis in AML patients undergoing first-remis-
sion induction chemotherapy. Overall, 48 patients were enrolled
in the study, and this is the largest experience of high-dose L-AmB
prophylaxis in this category of high-risk patients reported in the
literature so far. The biological rationale of this schedule of L-
AmB prophylaxis derives from previous studies in neutropenic
animals suggesting that the administration of a single dose of L-
AmB of up to 20 mg/kg of body weight can prevent infections due
to yeasts or molds (34, 35). Higher L-AmB doses produce in-
creased intravascular concentrations, which may facilitate its pen-
etration into tissues with sustained concentrations sufficiently
high to provide prophylactic efficacy against fungi for several
weeks posttreatment (36). In a study on pharmacokinetics and
safety of extended-interval dosing of prophylactic L-AmB in stem
cell transplant recipients, different schedules of L-AmB adminis-
tration were evaluated (28). A single L-AmB dose of 15 mg/kg
produced mean plasma concentrations of >0.491 mg/liter for at
least 7 days. Furthermore, measurement of buccal mucosal tissue
concentrations showed that high levels of the drug, well in excess
of the MICs reported in the literature for susceptible strains of
Candida and Aspergillus spp., continued to be detected 2 weeks
after a single 15-mg/kg dose of L-AmB. Of interest, the buccal
mucosal concentrations increased 33% from day 7 to day 15.
These pharmacokinetic data suggest that a single very high dose of
L-AmB administered at the onset of the period of infectious risk
may be considered antifungal prophylaxis with a presumable effi-
cacy of at least 2 weeks.

The main result of our experience is represented by the favor-
able safety profile of the antifungal prophylaxis schedule. Al-
though CTC grade 3 hypokalemia was observed after 11.3% of
infusions, the electrolyte abnormality was still easily and quickly
corrected with potassium supplementation and without clinically
significant consequences. With regard to renal toxicity, only a
mild and self-limiting increase of the serum creatinine level was
observed. The continuous hydration with careful electrolyte mon-
itoring usually performed at our institution for leukemic patients
undergoing intensive chemotherapy may have contributed to the
low toxicity of the treatment. Again, infusion-related reactions
occurred after 6 infusions; the infusion duration was prolonged to
achieve better tolerance in only 4 cases, and the infusion was
stopped by decision of the patient in only 1 case. The low inci-
dence of infusion-related side effects in our series may have been
related to the longer infusion time (6 h) that we used than in
previous studies reported in the literature (2 to 4 h) (25-28). Con-
sidering the data of the pharmacokinetic study performed with 34
patients, we observed that for the 3 patients who developed CTC
grade 3 hypokalemia, the levels at T and at T,, were higher than
the mean values of the overall population. Presumably, the higher
the peak level of AmB, the higher the distal tubular epithelial tox-
icity, with increased urinary potassium wasting and hypokalemia.
This effect was observed within a few days after L-AmB infusion
and rapidly disappeared.

Several studies reported in the last years, most of which were
published since the initiation of the present pilot study, have
shown a variable tolerance of L-AmB given as antifungal prophy-
laxis in neutropenic and SCT patients (Table 4). Various admin-
istration schedules in different hematologic populations have
been used. When daily to weekly low or standard doses (from 1 to
3 mg/kg) of L-AmB were used, the toxicity profile was generally
favorable (18-24). On the contrary, the use of high L-AmB doses
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(7.5 to 15 mg/kg) administered at weekly intervals or as a single
administration was in some cases associated with severe adverse
events, leading to the treatment discontinuation (25-28). In par-
ticular, a significant toxicity of high doses of L-AmB was observed
in adult SCT patients (26-28). In the PROPHYSOME study,
where 10-mg/kg L-AmB doses were planned to be administered
weekly for 8 weeks in allogeneic SCT patients, 6 of the first 8 SCT
patients enrolled in the study developed various CTC grade 3 to 4
AEs (dyspnea, thoracic pain, abdominal pain, tubulointerstitial
nephritis, anuria, and anaphylactic shock), leading the indepen-
dent data review committee to stop the inclusion of SCT subjects
(27).

The toxicity observed in SCT patients was not confirmed in
nontransplant neutropenic patient populations. In agreement
with our experience, the PROPHYSOME study showed a good
toxicity profile of high-dose L-AmB antifungal prophylaxis (10
mg/kg/week for 4 weeks) in acute leukemia patients undergoing
intensive chemotherapy (27).

Our study was not primarily designed to measure prophylactic
efficacy of a single 15-mg/kg L-AmB dose, and the 8.3% incidence
of IFDs that we observed, although similar to or lower than that
reported for real-life experiences of posaconazole prophylaxis in
AML patients (6-8), does not allow any interpretation. However,
in agreement with previous pharmacokinetic studies, the median
day 7 plasma L-AmB concentration in our patients was within the
range of MICs for susceptible strains of Candida (0.25 to 1 mg/
liter) and at the lower limits for Aspergillus (0.5 to 2 mg/liter). In
any case, it was difficult to find a correlation between AmB plasma
levels and efficacy of the prophylaxis regimen considering the
highly variable interpatient plasma concentration-time data; fur-
thermore, the plasma levels of the 3 patients who developed IFD
and were evaluated for pharmacokinetics did not significantly dif-
fer from the mean values of the overall population.

In conclusion, our prospective experience demonstrates the
feasibility and safety of a single very high L-AmB dose as antifun-
gal prophylaxis in AML patients undergoing induction chemo-
therapy. The challenging aspect of this particular schedule of
mold-active prophylaxis is the single intravenous administration,
which may be repeated in the event of prolonged neutropenia. It
may be an alternative to oral triazoles (itraconazole, posaconazole,
and voriconazole), which have the limits of gastrointestinal ab-
sorption, metabolic variability, and drug-drug interactions, or to
other mold-active intravenous drugs (echinocandins, voricona-
zole, and itraconazole), which require daily administration during
the entire at-risk period. The pharmacokinetic studies of patients
receiving a single very high L-AmB dose demonstrated the
achievement of prolonged serum and tissue therapeutic levels of
the drug, and published uncontrolled clinical series, including the
present one, suggest a promising clinical efficacy of this prophy-
lactic schedule. Prospective, controlled clinical trials are needed to
verify the potential efficacy of a single very high L-AmB dose as an
alternative prophylaxis choice for acute leukemia patients under-
going intensive chemotherapy.

ACKNOWLEDGMENT

The work was performed at the Unita di Ematologia, Azienda Ospedaliera
San Giovanni Addolorata, Rome, Italy.

REFERENCES

1. Anderlini P, Luna M, Kantarjian HM, O’Brien S, Pierce S, Keating M]J,
Estey EH. 1996. Causes of initial remission induction failure in patients

Antimicrobial Agents and Chemotherapy

IANLS 1793a .VLISYIAINN Ag 910z ‘€T Arenuer uo /Hio wse-oee//:dny wolj papeojumog


http://aac.asm.org
http://aac.asm.org/

10.

11.

12.

13.

14.

15.

16.

17.

with acute myeloid leukemia and myelodysplastic syndromes. Leukemia
10:600—-608.

. Pagano L, Caira M, Candoni A, Offidani M, Fianchi L, Martino B,

Pastore D, Picardi M, Bonini A, Chierichini A, Fanci R, Caramatti C,
Invernizzi R, Mattei D, Mitra ME, Melillo L, Aversa F, Van Lint MT,
Falcucci P, Valentini CG, Girmenia C, Nosari A. 2006. The epidemiol-
ogy of fungal infections in patients with hematologic malignancies: the
SEIFEM-2004 study. Haematologica 91:1068 —1075.

. Pagano L, Caira M, Picardi M, Candoni A, Melillo L, Fianchi L,

Offidani M, Nosari A. 2007. Invasive aspergillosis in patients with acute
leukemia: update on morbidity and mortality—SEIFEM-C report. Clin.
Infect. Dis. 44:1524-1525.

. Pagano L, Caira M, Candoni A, Offidani M, Martino B, Specchia G,

Pastore D, Stanzani M, Cattaneo C, Fanci R, Caramatti C, Rossini F,
Luppi M, Potenza L, Ferrara F, Mitra ME, Fadda RM, Invernizzi R,
Aloisi T, Picardi M, Bonini A, Vacca A, Chierichini A, Melillo L, de
Waure C, Fianchi L, Riva M, Leone G, Aversa F, Nosari A. 2010.
Invasive aspergillosis in patients with acute myeloid leukemia: SEIFEM-
2008 registry study. Haematologica 95:644—650.

. Cornely OA, Maertens J, Winston DJ, Perfect J, Ullmann AJ, Walsh TJ,

Helfgott D, Holowiecki J, Stockelberg D, Goh YT, Petrini M, Hardalo
C, Suresh R, Angulo-Gonzalez D. 2007. Posaconazole vs. fluconazole or
itraconazole prophylaxis in patients with neutropenia. N. Engl. J. Med.
356:348-359.

. Vehreschild JJ, Riiping MJ, Wisplinghoff H, Farowski F, Steinbach A,

Sims R, Stollorz A, Kreuzer KA, Hallek M, Bangard C, Cornely OA.
2010. Clinical effectiveness of posaconazole prophylaxis in patients with
acute myelogenous leukaemia (AML): a 6 year experience of the Cologne
AML cohort. J. Antimicrob. Chemother. 65:1466-1471.

. Hahn J, Stifel F, Reichle A, Holler E, Andreesen R. 2011. Clinical

experience with posaconazole prophylaxis—a retrospective analysis in a
haematological unit. Mycoses 54(Suppl 1):12-16.

. Girmenia C, Frustaci AM, Gentile G, Minotti C, Cartoni C, Capria S,

Trisolini SM, Matturro A, Loglisci G, Latagliata R, Breccia M, Meloni
G, Alimena G, Foa R, Micozzi A. 2012. Posaconazole prophylaxis during
front-line chemotherapy of acute myeloid leukemia: a single center real
life experience. Haematologica 97:560-567.

. Robenshtok E, Gafter-Gvili A, Goldberg E, Weinberger M, Yeshurun

M, Leibovici L, Paul M. 2007. Antifungal prophylaxis in cancer patients
after chemotherapy or hematopoietic stem-cell transplantation: system-
atic review and meta-analysis. J. Clin. Oncol. 25:5471-5489.

Walsh TJ, Anaissie EJ, Denning DW, Herbrecht R, Kontoyiannis DP,
Marr KA, Morrison VA, Segal BH, Steinbach W], Stevens DA, van
Burik JA, Wingard JR, Patterson TF. 2008. Treatment of aspergillosis:
clinical practice guidelines of the Infectious Diseases Society of America.
Clin. Infect. Dis. 46:327-360.

Maertens J, Marchetti O, Herbrecht R, Cornely OA, Fliickiger U, Frére
P, Gachot B, Heinz WJ, Lass-Flérl C, Ribaud P, Thiebaut A, Cordon-
nier C, Third European Conference on Infections in Leukemia. 2011.
European guidelines for antifungal management in leukemia and hema-
topoietic stem cell transplant recipients: summary of the ECIL 3-2009
update. Bone Marrow Transplant. 46:709—718.

Cornely OA, B6hme A, Buchheidt D, Einsele H, Heinz WJ, Karthaus M,
Krause SW, Kriiger W, Maschmeyer G, Penack O, Ritter J, Ruhnke M,
Sandherr M, Sieniawski M, Vehreschild JJ, Wolf HH, Ullmann AJ.
2009. Primary prophylaxis of invasive fungal infections in patients with
hematologic malignancies. Recommendations of the Infectious Diseases
Working Party of the German Society for Haematology and Oncology.
Haematologica 94:113-122.

Girmenia C. 2009. New generation azole antifungals in clinical investiga-
tion. Expert Opin. Invest. Drugs 18:1279-1295.

Muller C, Arndt M, Queckenberg C, Cornely OA, Theisohn M. 2006.
HPLC analysis of the antifungal agent posaconazole in patients with
haematological diseases. Mycoses 49(Suppl 1):17-22.

Lebeaux D, Lanternier F, Elie C, Suarez F, Buzyn A, Viard JP,
Bougnoux ME, Lecuit M, Jullien V, Lortholary O. 2009. Therapeutic
drug monitoring of posaconazole: a monocentric study with 54 adults.
Antimicrob. Agents Chemother. 53:5224-5229.

Thompson GR, III, Rinaldi MG, Pennick G, Dorsey SA, Patterson TF,
Lewis JS, II. 2009. Posaconazole therapeutic drug monitoring: a reference
laboratory experience. Antimicrob. Agents Chemother. 53:2223-2224.
Sanz M, Burnett A, Lo-Coco F, Lowenberg B. 2009. FLT3 inhibition as

June 2013 Volume 57 Number 6

20.

21.

22.

23.

24.

25.

26.

27.

28.

29.

30.

31.

High-Dose Liposomal Amphotericin B Prophylaxis

a targeted therapy for acute myeloid leukemia. Curr. Opin. Oncol. 21:
594-600.

. Tollemar J, Ringdén O, Andersson S, Sundberg B, Ljungman P, Tydén

G. 1993. Randomized double-blind study of liposomal amphotericin B
(Ambisome) prophylaxis of invasive fungal infections in bone marrow
transplant recipients. Bone Marrow Transplant. 12:577-582.

. Kelsey SM, Goldman JM, McCann S, Newland AC, Scarffe JH, Oppenheim

BA, Mufti GJ. 1999. Liposomal amphotericin (AmBisome) in the prophy-
laxis of fungal infections in neutropenic patients: a randomised, double-blind,
placebo-controlled study. Bone Marrow Transplant. 23:163—168.
Uhlenbrock S, Zimmermann M, Fegeler W, Jiirgens H, Ritter J. 2001.
Liposomal amphotericin B for prophylaxis of invasive fungal infections in
high-risk paediatric patients with chemotherapy-related neutropenia: in-
terim analysis of a prospective study. Mycoses 44:455—-463.

Mattiuzzi GN, Estey E, Raad I, Giles F, Cortes J, Shen Y, Kontoyiannis
D, Koller C, Munsell M, Beran M, Kantarjian H. 2003. Liposomal
amphotericin B versus the combination of fluconazole and itraconazole as
prophylaxis for invasive fungal infections during induction chemotherapy
for patients with acute myelogenous leukemia and myelodysplastic syn-
drome. Cancer 97:450—456.

Penack O, Schwartz S, Martus P, Reinwald M, Schmidt-Hieber M, Thiel
E, Blau IW. 2006. Low-dose liposomal amphotericin B in the prevention
of invasive fungal infections in patients with prolonged neutropenia: re-
sults from a randomized, single-center trial. Ann. Oncol. 17:1306-1312.
Roman E, Osunkwo I, Militano O, Cooney E, van de Ven C, Cairo MS.
2008. Liposomal amphotericin B prophylaxis of invasive mold infections
in children post allogeneic stem cell transplantation. Pediatr. Blood Can-
cer 50:325-330.

Bochennek K, Tramsen L, Schedler N, Becker M, Klingebiel T, Groll
AH, Lehrnbecher T. 2011. Liposomal amphotericin B twice weekly as
antifungal prophylaxis in paediatric haematological malignancy patients.
Clin. Microbiol. Infect. 17:1868—1874.

Mehta P, Vinks A, Filipovich A, Vaughn G, Fearing D, Sper C, Davies
S. 2006. High-dose weekly AmBisome antifungal prophylaxis in pediatric
patients undergoing hematopoietic stem cell transplantation: a pharma-
cokinetic study. Biol. Blood Marrow Transplant. 12:235-240.

El-Cheikh J, Faucher C, Fiirst S, Duran S, Berger P, Vey N, Stoppa AM,
Bouabdallah R, Gastaut JA, Viens P, Blaise D, Mohty M. 2007. High-
dose weekly liposomal amphotericin B antifungal prophylaxis following
reduced-intensity conditioning allogeneic stem cell transplantation. Bone
Marrow Transplant. 39:301-306.

Cordonnier C, Mohty M, Faucher C, Pautas C, Robin M, Vey N,
Monchecourt F, Mahi L, Ribaud P. 2008. Safety of a weekly high dose of
liposomal amphotericin B for prophylaxis of invasive fungal infection in
immunocompromised patients: PROPHYSOME study. Int. J. Antimi-
crob. Agents 31:135-141.

Gubbins PO, Amsden JR, McConnell SA, Anaissie EJ. 2009. Pharma-
cokinetics and buccal mucosal concentrations of a 15 milligram per kilo-
gram of body weight total dose of liposomal amphotericin B administered
as a single dose (15 mg/kg), weekly dose (7.5 mg/kg), or daily dose (1
mg/kg) in peripheral stem cell transplant patients. Antimicrob. Agents
Chemother. 53:3664-3674.

Amadori S, Suciu S, Jehn U, Stasi R, Thomas X, Marie JP, Muus P,
Lefrére F, Berneman Z, Fillet G, Denzlinger C, Willemze R, Leoni P,
Leone G, Casini M, Ricciuti F, Vignetti M, Beeldens F, Mandelli F, De
Witte T, EORTC/Leukemia Group GIMEMA. 2005. Use of glycosylated
recombinant human G-CSF (lenograstim) during and/or after induction
chemotherapy in patients 61 years of age and older with acute myeloid
leukemia: final results of AML-13, a randomized phase-3 study. Blood
106:27-34.

Mandelli F, Vignetti M, Suciu S, Stasi R, Petti MC, Meloni G, Muus P,
Marmont F, Marie JP, Labar B, Thomas X, Di Raimondo F, Willemze
R, Liso V, Ferrara F, Baila L, Fazi P, Zittoun R, Amadori S, de Witte T.
2009. Daunorubicin versus mitoxantrone versus idarubicin as induction
and consolidation chemotherapy for adults with acute myeloid leukemia:
the EORTC and GIMEMA Groups Study AML-10. J. Clin. Oncol. 27:
5397-5403.

Amadori S, Suciu S, Selleslag D, Stasi R, Alimena G, Baila L, Rizzoli V,
Borlenghi E, Gaidano G, Magro D, Torelli G, Muus P, Venditti A,
Cacciola E, Lauria F, Vignetti M, de Witte T. 2010. Randomized trial of
two schedules of low-dose gemtuzumab ozogamicin as induction mono-
therapy for newly diagnosed acute myeloid leukaemia in older patients not
considered candidates for intensive chemotherapy. A phase II study of the

aac.asm.org 2601

IANLS 1793a .VLISYIAINN Ag 910z ‘€T Arenuer uo /Hio wse-oee//:dny wolj papeojumog


http://aac.asm.org
http://aac.asm.org/

Annino et al.

32.

33.

EORTC and GIMEMA leukaemia groups (AML-19). Br. J. Haematol. 149:
376-382.

Lo-Coco F, Avvisati G, Vignetti M, Breccia M, Gallo E, Rambaldi A,
Paoloni F, Fioritoni G, Ferrara F, Specchia G, Cimino G, Diverio D,
Borlenghi E, Martinelli G, Di Raimondo F, Di Bona E, Fazi P, Peta A,
Bosi A, Carella AM, Fabbiano F, Pogliani EM, Petti MC, Amadori S,
Mandelli F, Italian Cooperative Group GIMEMA. 2010. Front-line
treatment of acute promyelocytic leukemia with AIDA induction followed
by risk-adapted consolidation for adults younger than 61 years: results of
the AIDA-2000 trial of the GIMEMA Group. Blood 116:3171-3179.
Ascioglu S, Rex JH, de Pauw B, Bennett JE, Bille J, Crokaert F, Denning
DW, Donnelly JP, Edwards JE, Erjavec Z, Fiere D, Lortholary O,
Maertens J, Meis JF, Patterson TF, Ritter J, Selleslag D, Shah PM,
Stevens DA, Walsh TJ, Invasive Fungal Infections Cooperative Group
of the European Organization for Research and Treatment of Cancer,

2602 aac.asm.org

34.

35.

36.

Mycoses Study Group of the National Institute of Allergy and Infec-
tious Diseases. 2002. Defining opportunistic invasive fungal infections in
immunocompromised patients with cancer and hematopoietic stem cell
transplants: an international consensus. Clin. Infect. Dis. 34:7-14.
Adler-Moore JP, Olsen JA, Proffitt RT. 2004. Alternative dosing regi-
mens of liposomal amphotericin B (AmBisome) effective in treating mu-
rine systemic candidiasis. J. Antimicrob. Chemother. 54:1096—1102.
Lewis RE, Albert ND, Kontoyiannis DP. 2008. Efficacy of single-dose
liposomal amphotericin B or micafungin prophylaxis in a neutropenic
murine model of invasive pulmonary aspergillosis. Antimicrob. Agents
Chemother. 52:4178-4180.

Smith PJ, Olson JA, Constable D, Schwartz J, Proffitt RT, Adler-Moore
JP. 2007. Effects of dosing regimen on accumulation, retention and pro-
phylactic efficacy of liposomal amphotericin B. J. Antimicrob. Che-
mother. 59:941-951.

Antimicrobial Agents and Chemotherapy

IANLS 1793a .VLISYIAINN Ag 910z ‘€T Arenuer uo /Hio wse-oee//:dny wolj papeojumog


http://aac.asm.org
http://aac.asm.org/

	Prospective Phase II Single-Center Study of the Safety of a Single Very High Dose of Liposomal Amphotericin B for Antifungal Prophylaxis in Patients with Acute Myeloid Leukemia
	MATERIALS AND METHODS
	Study design.
	Patient population.
	Chemotherapy procedures.
	Study drug administration.
	Monitoring of safety and tolerability.
	Assessment of efficacy.
	Pharmacokinetic study.
	Analysis.

	RESULTS
	Primary endpoints.
	Secondary endpoints.
	Pharmacokinetic analysis.

	DISCUSSION
	ACKNOWLEDGMENT
	REFERENCES


