cancers
Case Report

Complete Remission of a Refractory Acute Myeloid
Leukemia with Myelodysplastic- and Monosomy
7-Related Changes after a Combined Conditioning
Regimen of Plerixafor, Cytarabine and Melphalan in a
4-Year-Old Boy: A Case Report and Review
of Literature
Antonio G. Grasso 1 , Marilena Granzotto 2 , Davide Zanon 3
Stefano Loiacono 3 ID and Natalia Maximova 4, * ID
1
2
3

4

*

ID

, Alessandra Maestro 3 ,

Department of Medicine, Surgery and Health Sciences, University of Trieste, Piazzale Europa 1,
34127 Trieste, Italy; antonioggrasso@gmail.com
Department of Laboratory Medicine, ASUITS, Piazza dell’Ospitale 1, 34129 Trieste, Italy;
marilena.granzotto@asuits.sanita.fvg.it
Pharmacy and Clinical Pharmacology Unit, Institute for Maternal and Child Health-IRCCS Burlo Garofolo,
via dell’Istria 65/1, 34137 Trieste, Italy; davide.zanon@burlo.trieste.it (D.Z.);
alessandra.maestro@burlo.trieste.it (A.M.); stefano.loiacono@burlo.trieste.it (S.L.)
Bone Marrow Transplant Unit, Institute for Maternal and Child Health-IRCCS Burlo Garofolo,
via dell’Istria 65/1, 34137 Trieste, Italy
Correspondence: natalia.maximova@burlo.trieste.it; Tel.: +39-040-3785276 (ext. 565); Fax: +39-040-3785494

Received: 19 July 2018; Accepted: 23 August 2018; Published: 27 August 2018




Abstract: Acute myeloid leukemia with myelodysplastic changes and monosomy 7 is a rare form
of pediatric leukemia associated with very poor disease-free survival. The refractoriness of the
disease is due to the protection offered by the bone marrow niche, making leukemic stem cells
impervious to whatever chemotherapy or myeloablative regimen is chosen. Using a mobilizing agent
for haematopoietic stem cells, Plerixafor, could sensitise leukemic cells to the myeloablative therapy.
This approach was not previously used in a pediatric population, and in adult populations, was used
in combination with busulphan with no difference in overall survival. We describe the case of a
4-year-old boy affected by refractory acute myeloid leukemia with myelodysplastic changes and
monosomy 7. The child had never achieved a remission. We proposed a combined time-scheduled
scheme of therapy with plerixafor and melphalan. Combining pharmacokinetics of plerixafor with
pharmacokinetics and rapid and elevated myeloablative potential of melphalan in high dosage
(200 mg/m2 ), we succeeded in mobilizing more than 85% of stem blasts immediately before infusion
of Melphalan. The count of residual blasts after 8 h from melphalan infusion was only 1.3 cells/µL.
The child achieved an engraftment at day +32 with full donor chimerism. Sixteen months after
haematopoietic stem cell transplantation (HSCT), he is well and in complete remission. Our case
suggests that the use of plerixafor before a conditioning therapy with melphalan could induce
remission in acute myeloid leukemia refractory to the usual conditioning therapy in pediatric patients.
This work adds strength to the body of knowledge regarding the “personalized” conditioning regimen
for high-risk leukemic patients.
Keywords: acute myeloid leukemia; refractory; monosomy 7; pediatric; myelodysplastic;
plerixafor; melphalan
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1. Introduction
Acute myeloid leukemia (AML) in children is rare in comparison with acute lymphoid leukemia,
accounting for 10–15% [1] of cases of pediatric leukemia with an overall survival of almost 75% at
five years [2]. However, the assessment of the cytogenetic and molecular features is essential for
risk stratification in myeloid malignancies, AML included. All patients with high-risk characteristics
need to achieve remission and undergo bone marrow transplantation [3], with an overall survival of
70% for those undergoing transplantation after complete remission and 50% for those undergoing
transplantation after incomplete remission [4].
Molecular features of high-risk AML are translocation t(6;9) (p23;q34), monosomy/deletion of
chromosome 5, mutation or duplication of FLT3 gene and monosomy/deletion of chromosome 7.
The complete monosomy of chromosome 7 may be found in myeloid diseases as myelodysplastic
syndrome and AML. In AML, although rare (5%), it is one of the severest and most conspicuous
cytogenetic abnormalities, with an overall survival at 5 years null without haematopoietic stem
cell transplantation (HSCT) and 35–50% with transplantation after achieving remission [5]. Even a
matched unrelated donor transplant can offer a better survival compared with chemotherapy. However,
achieving remission is crucial: undergoing transplantation without complete remission has an overall
survival of 10–20%. Strategies to achieve remission and prevent post-transplant relapse are needed,
but resistance to a regimen of chemotherapy is not uncommon [6].
We propose a combined conditioning approach using cytarabine (ARA-C), plerixafor, melphalan
(L-PAM) as myeloablative and immunosuppressive therapy prior to HSCT. Plerixafor is an inhibitor of
chemokine receptor type 4 (CXCR-4) and is commonly used to induce mobilization of haematopoietic
stem cells (HSC) for apheresis prior to autologous HSCT. We assume that Plerixafor could induce
susceptibility to conditioning therapy and report a pediatric case of a monosomy 7-related AML
that was refractory to chemotherapy and standard conditioning but that had a complete molecular
remission one year after the HSCT using this approach.
2. Case Presentation
We present the case of a 4-year-old boy with onset of AML with fever, abdominal pain, a very
enlarged spleen palpable on transverse umbilical line, and hyperleukocytosis. The first evaluation
of disease revealed a massive invasion of the bone marrow (50% of myeloid leukemia cells) with
absence of invasion of the central nervous system. The karyotype analysis revealed a monosomy of
chromosome 7 without translocations of prognostic impact at fluorescent in situ hybridization analysis.
The child was therefore treated with European protocol LAM 2013/01 but showed no response to
induction treatment with the persistence of 30% of blast cells at bone marrow aspiration. The bone
biopsy, after induction phase, showed dysmorphic and dysplastic precursor myeloid cells of the
three lineages, allowing diagnosis of acute myeloid leukemia with myelodysplasia-related changes
(AML-MDC). Resistance to induction, monosomy 7 and the condition of AML-MDC categorize the
disease as a high-risk AML, requiring the achievement of remission and bone marrow transplantation.
The boy received two cycles of idarubicin, cytarabine, and etoposide and one cycle of fludarabine
and high-dose cytarabine as salvage therapy without response. At the end of therapy, peripheral
blood immunophenotypic analysis showed a persistence of CD34+ CD117+ CD33− blast cells (14% of
leukocytes, 435 cell/µL). Because of the disease severity, we chose to continue the program of HSCT
and started conditioning treatment.
The boy received high doses of ARA-C (4 g/m2 /die) for 5 days prior to transplant on day 0,
L-PAM (200 mg/m2 ) and antithymocyte globulin (6.3 mg/kg/die for three days). Despite the high-dose
ARA-C treatment, at day −3, peripheral blood flow cytometric analysis still showed presence of blast
cells (13% of leukocytes; 21 blast cells/µL). At day −2, we administered a dose of 240 µg/kg of
plerixafor, an inhibitor of CXCR4, to mobilize staminal CD34+ leukemic cells from bone marrow.
After 8 h and 1/2 from the subcutaneous injection of plerixafor, we analyzed all CD34+ cells in
peripheral blood, finding the expected massive mobilizing effect with 493 CD34+ cells/µL (85% of
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During the post-transplant period, the boy was affected by a systemic infection caused by
During the post-transplant period, the boy was affected by a systemic infection caused by
human herpesvirus 6 and cytomegalovirus and by a BK polyomavirus-related hemorrhagic cystitis,
human herpesvirus 6 and cytomegalovirus and by a BK polyomavirus-related hemorrhagic cystitis,
without any consequences and a good response to the therapy. Liver biopsy confirmed a mild
without any consequences and a good response to the therapy. Liver biopsy confirmed a mild
cholestatic hepatitis due to almost complete ductopenia, which was treated with ursodesossicolic
cholestatic hepatitis due to almost complete ductopenia, which was treated with ursodesossicolic
acid. After 12 months from transplant, the boy was still in complete remission, validated by both
acid. After 12 months from transplant, the boy was still in complete remission, validated by both the
the bone biopsy, which showed only a hypocellular bone marrow with a normal myeloid series,
bone biopsy, which showed only a hypocellular bone marrow with a normal myeloid series, and the
and the immunophenotypic and MRD analyses of bone marrow cells, which showed complete
immunophenotypic and MRD analyses of bone marrow cells, which showed complete remission.
remission. With no severe morbidity and a complete engraftment with a normal function of B-cells,
With no severe morbidity and a complete engraftment with a normal function of B-cells, the boy was
the boy was able to return to the vaccination calendar with inactivated vaccines.
able to return to the vaccination calendar with inactivated vaccines.
Informed consent for publication was obtained and is available for review by the Editor.
Informed consent for publication was obtained and is available for review by the Editor.
3. Results and Discussion
3. Results and Discussion
Monosomy 7-related AML is one of the most refractory leukemia diseases. Although it is
Monosomy 7-related AML is one of the most refractory leukemia diseases. Although it is possible
possible to achieve remission with induction (62%), post-transplant relapse is common and involves
to achieve remission with induction (62%), post-transplant relapse is common and involves almost 80%
almost 80% of treated AML, of which 75% occur in the first year after transplantation. In
of treated AML, of which 75% occur in the first year after transplantation. In comparison, the overall
comparison, the overall incidence of AML relapses is 25–35%, with a worse prognosis for those
incidence of AML relapses is 25–35%, with a worse prognosis for those occurring in the first year [7,8].
occurring in the first year [7,8].
One of the resistance mechanisms of leukemia cells is finding “sanctuaries” where chemotherapy
One of the resistance mechanisms of leukemia cells is finding “sanctuaries” where
cannot induce its pro-apoptotic and toxic effects. Current evidence suggests that the molecular features
chemotherapy cannot induce its pro-apoptotic and toxic effects. Current evidence suggests that the
of staminal leukemic cells change the interaction between the bone marrow niche microenvironment
molecular features of staminal leukemic cells change the interaction between the bone marrow
and normal cells, developing resistance to common treatment regimens. The bone marrow niche
niche microenvironment and normal cells, developing resistance to common treatment regimens.
influences survival and development of normal stem cells, and staminal leukemia cells enhance and
The bone marrow niche influences survival and development of normal stem cells, and staminal
leukemia cells enhance and overexpress proximity and soluble involved factors [9,10]. One of the
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overexpress proximity and soluble involved factors [9,10]. One of the most important mechanisms
involved is the binding between CXCR4 on the endothelial cells and its ligand C-X-C chemokine
receptor 12 (CXC12 or SDF1) on the stromal structure of the niche, which induce crucial pathways for
stem cell survival and homing in bone marrow [11,12]. The exposition of CXCR4 in myeloid leukemia
cells is associated with a very poor prognosis, confirming the idea that the niche has a protective
function against chemotherapy for leukemia cells [13,14].
We postulated that using Plerixafor, a CXCR4 inhibitor, could induce staminal leukemia cells to
mobilize in the bloodstream, making them vulnerable to a conditioning regimen, and so achieving
remission and letting the patient undergo the bone marrow transplantation. The mobilizing effect
is mediated by the inhibition of the molecular binding between CXCR4 and CXC12, releasing
CD34+ cells into the bloodstream and interfering with the survivor’s downstream pathway (such as
PI3K/AKT) [15].
Chambon et al. [16] showed that in children in a ‘one-day’ mobilization with a dosage of 240µg/kg,
the maximum CD34+ peak was reached between 4 and 7 h after plerixafor. Maschan et al. [17] obtained
a successful mobilization with plerixafor in 31 patients without relevant toxicity after 11 h from
injection. Liles et al. [18] obtained the best dose-response at 9 h after administration of 240 µg/kg of
plerixafor. Poor mobilizers seem to reach the peak earlier than good mobilizers, in a period between
3 and 6 h: this parameter could be very important in monitoring CD34+ release and, for this reason,
we started the infusion of melphalan only after monitoring the HSC count in peripheral blood [19,20].
All the analyzed studies showed a progressive reduction of CD34+ count around three hours after
the peak.
Key to maximizing the antileukemia cells’ effect is, in our theory, administering the conditioning
regimen at the exact moment when the mobilizing effect on leukemia cells of plerixafor is maximum.
To achieve this effect, the myeloablative regimen was chosen after an accurate analysis of the
pharmacokinetics of melphalan and busulphan. The latter shows a wide interpatient variability
due principally to its variable hepatic metabolisms, but also linked to age and clearance. Furthermore,
busulfan is given on multiple days in the conditioning regimens and has steady myeloablative
effects. Animal models show an effect on CD34+ cells inducing senescence but not apoptosis after
the intravenous infusion, with only a progressive ablation of the haematopoietic stem cells [21–24].
Unlike busulfan, L-PAM has a rapid and immediate action against leukemia cells. L-PAM has a half-life
of 90 min ± 57 and this short period is linked to its high level of spontaneous degradation and renal
excretion. A high dose of melphalan, such as 200 mg/m2 , could possibly lead to a change in its kinetics,
prolonging its half-life [25].
Plerixafor administration prior to conditioning or chemotherapy regimen [26] was already tried
in adults affected by AML, using a combined regimen of busulfan and cytarabine, but the results,
despite showing a high success of complete remission prior to HSCT, showed no difference in survival
and relapse compared with the traditionally treated cohort without plerixafor [27]. Both studies used
granulocyte colony stimulating factors to enhance the effect of plerixafor but, paradoxically, as the
authors speculate, combined with chemotherapy, the prosurvival effect of the drug on HSC could
counteract the pro-apoptotic mobilizing effect of the plerixafor.
Finally, we observed a late engraftment and a massive acute GVHD in our patient that was
resistant to the standard immunosuppressive therapy and responded to fludarabine only. This is in
contrast with other studies involving plerixafor, where severity and incidence of GVHD was lower
in comparison with the historical cohort [27]. We could assume that the massive myeloablative
effect of L-PAM on a mobilized bone marrow disrupts even the little quota of chimerism that leads
to an equilibrium between graft and host, altering the structure of the niche inhibiting CXCR4,
slowing the engraftment and lowering the action of T-Reg cells whose action is mediated by interaction
between CXCR4 and CXC12 [28]. The massive acute GVHD may have helped achieve remission by
inducing a graft-versus-leukemia effect (GVL), but data from historical cohorts are not clear about
the role of GVL in refractory disease and do not show any correlation of the incidence of relapse
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with the grade of acute GVHD in AML with or without myelodysplastic changes, unlike the proven
correlation in acute lymphoblastic leukemia [29,30]. We could speculate that GVL alone could not
induce remission in refractory disease and requires the prior sensitization and cytoreductive effects of
the plerixafor–melphalan combination to achieve its antileukemic effect.
4. Conclusions
In conclusion, we would highlight some considerations from our case: first of all, the inhibition
of CXCR-4 also mobilizes staminal leukemia cells that may be found in peripheral blood; second,
our hypothesis is that chemotherapy and myeloablative agents could be more effective if used in
combination with “chemotherapy-sensitising” agents, taking into account the timing of the maximal
effect of the two drugs. Lastly, this approach could also achieve remission in refractory/relapsed
disease that normally almost always has a precocious relapse between one month and six months after
transplantation. This is the first described pediatric case where plerixafor was used combined with a
myeloablative regimen to achieve remission in leukemia, and the first in either a pediatric or adult
population using L-PAM.
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the Clinical Data, S.L., D.Z., and A.M.; Immunophenotypic Analysis, M.G.; Original Draft Preparation, Review and
Editing, D.Z., A.M., and S.L. All authors read and approved the final manuscript.
Funding: The study did not provide any source of funding by the Sponsor.
Acknowledgments: No grant support needs to be reported.
Conflicts of Interest: The authors declare no conflict of interest.

References
1.
2.

3.
4.

5.
6.

7.

8.

9.
10.

Puumala, S.E.; Ross, J.A.; Aplenc, R.; Spector, L.G. Epidemiology of childhood acute myeloid leukemia.
Pediatr. Blood Cancer 2013, 60, 728–733. [CrossRef] [PubMed]
Gamis, A.S.; Alonzo, T.A.; Perentesis, J.P.; Meshinchi, S.; COG Acute Myeloid Leukemia Committee.
Children’s Oncology Group’s 2013 Blueprint for Research: Acute Myeloid Leukemia. Pediatr. Blood Cancer
2013, 60, 964–971. [CrossRef] [PubMed]
Hasle, H. A Critical Review of Which Children with Acute Myeloid Leukaemia Need Stem Cell Procedures.
Br. J. Haematol. 2014, 166, 23–33. [CrossRef] [PubMed]
Rasche, M.; Zimmermann, M.; Borschel, L.; Bourquin, J.P.; Dworzak, M.; Klingebiel, T.; Lehrnbecher, T.;
Creutzig, U.; Klusmann, J.H.; Reinhardt, D. Successes and challenges in the treatment of pediatric acute
myeloid leukemia: A retrospective analysis of the AML-BFM trials from 1987 to 2012. Leukemia 2018.
[CrossRef] [PubMed]
Nathan, D.G. Monosomy 7 And the Myeloid Malignancies. Blood 2003, 102. [CrossRef]
Trobaugh-Lotrario, A.D.; Kletzel, M.; Quinones, R.R.; McGavran, L.; Proytcheva, M.A.; Hunger, S.P.;
Malcolm, J.; Schissel, D.; Hild, E.; Giller, R.H. Monosomy 7 associated with pediatric acute myeloid leukemia
(AML) and myelodysplastic syndrome (MDS): Successful management by allogeneic hematopoietic stem
cell transplant (HSCT). Bone Marrow Trans. 2005, 35, 143–149. [CrossRef] [PubMed]
Sander, A.; Zimmermann, M.; Dworzak, M.; Fleischhack, G.; von Neuhoff, C.; Reinhardt, D.; Kaspers, G.J.;
Creutzig, U. Consequent and Intensified Relapse Therapy Improved Survival in Pediatric AML: Results
of Relapse Treatment In 379 Patients of Three Consecutive Aml-Bfm Trials. Leukemia 2010, 24, 1422–1428.
[CrossRef] [PubMed]
Creutzig, U.; Zimmermann, M.; Ritter, J.; Reinhardt, D.; Hermann, J.; Henze, G.; Jürgens, H.; Kabisch, H.;
Reiter, A.; Riehm, H.; et al. Treatment Strategies and Long-Term Results in Paediatric Patients Treated in
Four Consecutive Aml-Bfm Trials. Leukemia 2005, 19, 2030–2042. [CrossRef] [PubMed]
Tabe, Y.; Konopleva, M. Role of Microenvironment in Resistance to Therapy in AML. Curr. Hematol.
Malig. Rep. 2015, 10, 96–103. [CrossRef] [PubMed]
Rashidi, A.; Dipersio, J.F. Targeting the Leukemia–Stroma Interaction in Acute Myeloid Leukemia: Rationale
and Latest Evidence. Ther. Adv. Hematol. 2016, 7, 40–51. [CrossRef] [PubMed]

Cancers 2018, 10, 291

11.

12.
13.

14.

15.

16.

17.

18.

19.

20.
21.
22.
23.

24.
25.
26.

27.

28.

7 of 8

Dar, A.; Goichberg, P.; Shinder, V.; Kalinkovich, A.; Kollet, O.; Netzer, N.; Margalit, R.; Zsak, M.; Nagler, A.;
Hardan, I.; et al. Chemokine Receptor Cxcr4-Dependent Internalization and Resecretion Of Functional
Chemokine Sdf-1 By Bone Marrow Endothelial and Stromal Cells. Nat. Immunol. 2005, 6, 1038–1046.
[CrossRef] [PubMed]
Krause, D.S.; Scadden, D.T. A hostel for the hostile: The bone marrow niche in hematologic neoplasms.
Haematologica 2015, 100, 1376–1387. [CrossRef] [PubMed]
Rombouts, E.J.; Pavic, B.; Löwenberg, B.; Ploemacher, R.E. Relation between Cxcr-4 Expression,
Flt3 Mutations, and Unfavorable Prognosis of Adult Acute Myeloid Leukemia. Blood 2004, 104, 550–557.
[CrossRef] [PubMed]
Konoplev, S.; Rassidakis, G.Z.; Estey, E.; Kantarjian, H.; Liakou, C.i.; Huang, X.; Xiao, L.; Andreeff, M.;
Konopleva, M.; Medeiros, L.J. Overexpression of Cxcr4 Predicts Adverse Overall and Event-Free Survival in
Patients with Unmutated Flt3 Acute Myeloid Leukemia with Normal Karyotype. Cancer 2007, 109, 1152–1156.
[CrossRef] [PubMed]
Zeng, Z.; Shi, Y.X.; Samudio, I.J.; Wang, R.Y.; Ling, X.; Frolova, O.; Levis, M.; Rubin, J.B.; Negrin, R.R.;
Estey, E.H.; et al. Targeting the Leukemia Microenvironment by Cxcr4 Inhibition Overcomes Resistance to
Kinase Inhibitors and Chemotherapy in AML. Blood 2009, 113, 6215–6224. [CrossRef] [PubMed]
Chambon, F.; Merlin, E.; Rochette, E.; Pereira, B.; Halle, P.; Deméocq, F.; Kanold, J. Mobilization of
hematopoietic stem cells by plerixafor alone in children: A sequential Bayesian trial. Transf. Apheres. Sci.
2013, 49, 453–458. [CrossRef] [PubMed]
Maschan, A.A.; Balashov, D.N.; Kurnikova, E.E.; Trakhtman, P.E.; Boyakova, E.V.; Skorobogatova, E.V.;
Novichkova, G.A.; Maschan, M.A. Efficacy of plerixafor in children with malignant tumors failing to
mobilize a sufficient number of hematopoietic progenitors with G-CSF. Bone Marrow Transplant. 2015, 50,
1089–1091. [CrossRef] [PubMed]
Liles, W.C.; Broxmeyer, H.E.; Rodger, E.; Wood, B.; Hübel, K.; Cooper, S.; Hangoc, G.; Bridger, G.J.;
Henson, G.W.; Calandra, G.; et al. Mobilization of Hematopoietic Progenitor Cells in Healthy Volunteers by
AMD3100, A CXCR4 antagonist. Blood 2003, 102, 2728–2730. [CrossRef] [PubMed]
Lefrère, F.; Mauge, L.; Réa, D.; Ribeil, J.A.; Dal Cortivo, L.; Brignier, A.C.; Aoun, C.; Larghéro, J.;
Cavazzana-Calvo, M.; Micléa, J.M. A specific time course for mobilization of peripheral blood CD34+ cells
after plerixafor injection in very poor mobilizer patients: Impact on the timing of the apheresis procedure.
Transfusion 2013, 53, 564–569. [CrossRef] [PubMed]
Bilgin, Y.M.; de Greef, G.E. Plerixafor for stem cell mobilization: The current status. Curr. Opin. Hematol.
2016, 23, 67–71. [CrossRef] [PubMed]
Meng, A.; Wang, Y.; Van Zant, G.; Zhou, D. Ionizing Radiation and Busulfan Induce Premature Senescence
in Murine Bone Marrow Hematopoietic Cells. Cancer Res. 2003, 63, 5414–5419. [PubMed]
Hassan, Z.; Hassan, M.; Hellström-Lindberg, E. The pharmacodynamic effect of busulfan in the P39 myeloid
cell line in vitro. Leukemia 2001, 15, 1240–1247. [CrossRef] [PubMed]
Bremer, S.; Fløisand, Y.; Brinch, L.; Gedde-Dahl, T.; Bergan, S. Glutathione Transferase Gene Variants
Influence Busulfan Pharmacokinetics and Outcome after Myeloablative Conditioning. Ther. Drug Monit.
2015, 37, 493–500. [CrossRef] [PubMed]
Hassan, M.; Ehrsson, H.; Ljungman, P. Aspects Concerning Busulfan Pharmacokinetics and Bioavailability.
Leukemia Lymphoma 1996, 22, 395–407. [CrossRef] [PubMed]
Shaw, P.J.; Nath, C.E.; Lazarus, H.M. Not too little, not too much-just right! (Better ways to give high dose
melphalan). Bone Marrow Transplant. 2014, 49, 1457–1465. [CrossRef] [PubMed]
Uy, G.L.; Rettig, M.P.; Stone, R.M.; Konopleva, M.Y.; Andreeff, M.; McFarland, K.; Shannon, W.; Fletcher, T.R.;
Reineck, T.; Eades, W.; et al. A phase 1/2 study of chemosensitization with plerixafor plus G-CSF in relapsed
or refractory acute myeloid leukemia. Blood Cancer J. 2017, 7, e542. [CrossRef] [PubMed]
Konopleva, M.; Benton, C.B.; Thall, P.F.; Zeng, Z.; Shpall, E.; Kebriaei, P.; Alousi, A.; Popat, U.; Anderlini, P.;
Nieto, Y.; et al. Leukemia Cell Mobilization With G-Csf Plus Plerixafor During Busulfan-Fludarabine
Conditioning in Allogeneic Stem Cell Transplantation. Bone Marrow Transplant. 2015, 50, 939–946. [CrossRef]
[PubMed]
Zou, L.; Barnett, B.; Safah, H.; Larussa, V.F.; Evdemon-Hogan, M.; Mottram, P.; Wei, S.; David, O.; Curiel, T.J.;
Zou, W. Bone Marrow Is A Reservoir for CD4+CD25+ Regulatory T Cells That Traffic Through Cxcl12/Cxcr4
Signals. Cancer Res. 2004, 64, 8451–8455. [CrossRef] [PubMed]

Cancers 2018, 10, 291

29.

30.

8 of 8

Kato, M.; Kurata, M.; Kanda, J.; Kato, K.; Tomizawa, D.; Kudo, K.; Yoshida, N.; Watanabe, K.; Shimada, H.;
Inagaki, J.; et al. Impact of graft-versus-host disease on relapse and survival after allogeneic stem cell
transplantation for pediatric leukemia. Bone Marrow Transplant. 2018. [CrossRef] [PubMed]
Alzahrani, M.; Power, M.; Abou Mourad, Y.; Barnett, M.; Broady, R.; Forrest, D.; Gerrie, A.; Hogge, D.;
Nantel, S.; Sanford, D.; et al. Improving Revised International Prognostic Scoring System Pre-Allogeneic
Stem Cell Transplantation Does Not Translate into Better Post-Transplantation Outcomes for Patients with
Myelodysplastic Syndromes: A Single-Center Experience. Biol. Blood Marrow Transplant. 2018, 24, 1209–1215.
[CrossRef] [PubMed]
© 2018 by the authors. Licensee MDPI, Basel, Switzerland. This article is an open access
article distributed under the terms and conditions of the Creative Commons Attribution
(CC BY) license (http://creativecommons.org/licenses/by/4.0/).

