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Background and Objectives

Response to pre-transplant salvage chemotherapy remains the most important
prognostic factor for outcome in refractory or relapsed Hodgkin’s lymphoma.
Results of a new induction regimen are reported in terms of response rates, toxic-
ity, and stem cell mobilization.

Design and Methods

Ninety-one patients with refractory or relapsed Hodgkin’s lymphoma were treated
prospectively with a salvage regimen consisting of ifosfamide 2000 mg/m2 on days
1 to 4, gemcitabine 800 mg/m2 on days 1 and 4, vinorelbine 20 mg/m2 on day 1,
and prednisolone 100 mg on days 1 to 4 (IGEV). 

Results

Forty-nine patients (53.8%) achieved a complete remission and 25 (27.5%) a par-
tial response for an overall response rate of 81.3%. In the multivariate analysis
response to the last chemotherapy (p<0.0001) and involvement of ≥3 sites
(p<0.049) were the most important prognostic factors for response. Adequate
CD34+ cell collection was achieved in 78 out of 79 (98.7%) mobilized patients. So
far, no treatment-related death has been documented. Thirteen (4.2%) and 27
(8.6%) out of 313 evaluated cycles had to be delayed or reduced, respectively,
mainly because of neutropenia and thrombocytopenia. No grade 4 non-hematolog-
ic toxicity was observed, except for one episode of mucositis.

Interpretation and Conclusions

The high response rate, in particular the complete remission rate, the low toxicity
profile, and the very high mobilizing potential of the IGEV regimen strongly suggest
that patients with relapsed/refractory Hodgkin’s lymphoma may benefit from the
use of this salvage induction regimen.
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ABSTRACT



Since the early 1990s, salvage chemotherapy fol-
lowed by high dose chemotherapy with autolo-
gous bone marrow or peripheral blood stem cell

(PBSC) support has become the gold standard treat-
ment for patients with refractory or relapsed
Hodgkin’s lymphoma, as clearly shown by several ret-
rospective or phase II studies,1,2 as well as by two
prospective randomized trials.3,4 This treatment
approach can produce long-term remissions in approx-
imately 40–50% of relapsed patients,5-7 and in up to
25–30% of those with primary refractory disease.8–11

The possibility of a cure depends strongly on several
prognostic factors, including duration of the initial
remission, extent of disease, prior chemotherapy regi-
men, presence of B symptoms, and the number of pre-
vious chemotherapy lines.2,5,12-15 However, in almost all
series, the disease status before high-dose chemother-
apy with PBSC support remains the most important
factor predicting outcome for these patients.2,4-5, 13-15

Very few studies reported data relating to which
standard-dose salvage regimen is the best to induce a
good clinical response and shrinkage of bulky dis-
ease16–25 before high-dose therapy. Hence, the identifi-
cation of new active regimens, combining therapeutic
activity and CD34+ stem cell mobilizing potential, is of
the utmost importance to increase pre-transplant
response rates and, possibly, the final outcome.

In November 1997, following initial experiences
with single-agent vinorelbine26 and gemcitabine,27 as
well as with a combination of vinorelbine and ifos-
famide,24,28 we designed a new chemotherapy regimen
including gemcitabine, vinorelbine, and ifosfamide for
patients with refractory or relapsed Hodgkin’s lym-
phoma. This combination was used in a multicenter
study whose results with regards to response rates,
toxicity,  and stem cell mobilization are reported here.

Design and Methods

Study design
From November 1997 to September 2005, 91

patients with relapsed or primary refractory Hodgkin’s
lymphoma after chemotherapy with or without radio-
therapy were entered in a study protocol consisting of
four cycles of combined ifosfamide, gemcitabine, and
vinorelbine (IGEV).The protocol was approved by the
Ethics Committee and written informed consent was
obtained from all participants. Patients who had failed
to achieve complete remission with previous chemo -
therapy were defined as refractory, those who
relapsed after an initial complete remission were clas-
sified as having relapsed.

All patients were staged according to the Cotswolds
modification of the Ann Arbor system and all under-
went at least computed tomography of the thorax and
abdomen, and bone marrow biopsy. Starting from

2002, many patients underwent positron emission
tomography (PET)-scanning as part of thier staging
procedure. Other criteria for eligibility were World
Health Organization (WHO) performance status ≤2,
and adequate pulmonary, cardiac, renal, and liver func-
tion. Human immunodeficiency virus-positive patients
were excluded.

Bulky disease was defined as a mediastinal mass
larger than one third of the maximum thoracic diame-
ter and/or any node over 10 cm. Disease evaluation
was performed after two and four chemotherapy
cycles by repeating all examinations that had given an
initial positive response. Bone marrow biopsy was
repeated when initially positive.

Therapy
The IGEV regimen was administered in an outpa-

tient setting. This regimen consists of ifosfamide 2000
mg/m2 on days 1 to 4 as a 2-hour infusion/day with
2,000 mL saline solution hyperhydration, MESNA
2600 mg/m2 on days 1 to 4, gemcitabine 800 mg/m2 on
days 1 and 4, vinorelbine 20 mg/m2 on day 1, and pred-
nisolone 100 mg on days 1 to 4, of each 3-week course.
Granulocyte colony-stimulating factor (G-CSF) was
administered from day 7 to day 12 of each course or up
to apheresis in the course of mobilization. Four cours-
es of chemotherapy were planned, provided there was
evidence of at least partial remission after the second
cycle. PBSC were collected after the first or second
course in the first 11 patients, in order to test the mobi-
lizing potential of the regimen, and thereafter after the
third treatment course whenever an objective response
was observed. A target yield of at least 3.0×106 CD34+

cells/kg of body weight was planned to support each
high-dose chemotherapy. The mobilization procedure
was considered to have failed when the target yield
was not achieved. Apheresis, CD34+ analysis, and cry-
opreservation procedures have been reported previ-
ously.27 Patients with complete or partial remission
after four IGEV courses received single or tandem
high-dose chemotherapy. 

Monitoring and toxicity assessment
Just 3 weeks before entering the study, each patient

underwent a clinical assessment that included evalua-
tion of B symptoms and WHO performance status
score, recording of weight, height, blood pressure, and
pulse rate, and measurement of palpable or visually
identified tumor lesions. All patients underwent the
following tests: complete blood cell counts, blood
chemistry, coagulation tests, urine analyses, electrocar-
diography and echocardiography. During therapy,
WHO performance status, weight, blood pressure,
pulse rate, and a complete blood cell count were
obtained before each course. The toxic effects were
evaluated according to the WHO Common Toxicity
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Criteria. Tumor manifestations were reassessed after
the second and fourth treatment cycles using the same
baseline imaging technique throughout the study.
Bidimensional tumor measurements and response
evaluation were based on WHO standard criteria.29

Responses were confirmed on two separate measure-
ments made at least 4 weeks apart. PET negativity was
mandatory to define complete remission in those
patients initially staged by PET. Time to best response
and time to disease progression were measured from
the start of IGEV treatment to the time of documenta-
tion of response or tumor progression. Survival was
calculated from the beginning  of therapy to the time
of death from any cause.

Statistics
Our analysis included all patients who completed

IGEV treatment before November 2005. Data are

described as numbers and percentages, or means and
standard deviations, when appropriate. The prognostic
factors were subjected to univariate logistic regression
analysis to determine whether they  also influenced
the response to IGEV. All variables showing a p value
<0.1 were considered as candidates for a stepwise
logistic regression procedure. All calculations were
performed using Stata 9 software (www.stata.com).

Results

Patients’ characteristics
Ninety-one patients with primary refractory or

relapsed Hodgkin’s lymphoma  were enrolled and
evaluated for response to and toxicity of IGEV. The
patients’ main characteristics before the initiation of
IGEV chemotherapy are listed in Table 1. There were
52 males and 39 females; their median age was 30
years (range 17–59 years). Nodular sclerosis was the
most frequent histological subtype (74.7%). A high
percentage of patients had B symptoms (59.3%), extra-
nodal involvement (47.2%), more than three involved
sites (45.1%), and/or bulky disease (45.1%). As regards
response to the last chemotherapy before IGEV
administration, 36 patients (39.6%) were refractory,
whereas the remaining 55 patients (60.4%) achieved a
complete remission, which lasted less than 12 months
in 28, and over 12 months in 27 cases.

According to the initial stage of their disease, all
patients had received from four to eight courses of at
least one previous chemotherapy combination. The
majority of patients (76.9%) had received only one
regimen, with a range from one to four. All patients
had been treated with an anthracycline-containing reg-
imen: 38 with adriamycin, bleomycin, vinblastine,
dacarbazine (ABVD); 18 with  mechlorethamine,
oncovin, procarbazine, prednisolone (MOPP) alternat-
ed with ABVD; 29 with epidoxorubicin, cyclophos-
phamide, vinorelbine, bleomycin, prednisone (VEBEP);
and 6 with other regimens. Four patients had relapsed
after high-dose chemotherapy with PBSC support.

Table 1. Response rate as a function of the patients’ characteris-
tics before IGEV chemotherapy.

Characteristics Patients Response in % p value* 
N % CR (49) PR (25) IF (17)

Total 91 100 53.8 27.5 18.7

Histology
Nodular sclerosis 68 74.7 50.0 27.9 22.1 0.3
Other 23 25.3 65.2 26.1 8.1

Symptoms
Yes 54 59.3 51.8 24.1 24.1 0.28
No 37 40.7 56.8 32.4 10.8

Bulky disease 
Yes 41 45.1 43.9 31.7 24.4 0.158
No 50 54.9 63.3 24.5 12.2

No. of  involved sites
≤3 50 54.9 64.0 24.0 12.0 0.076
>3 41 45.1 41.5 31.7 26.8

Extranodal involvement
Yes 43 47.2 49.2 25.5 26.3 0.635
No 48 52.8 56.2 29.2 14.6

Previous regimens
1 70 76.9 52.9 28.6 18.6 0.944
≥2 21 23.1 57.1 23.8 19.0

Disease status
Refractory 36 39.6 33.3 27.8 38.9 <0.001
Relapse 55 60.4 67.3 27.3 5.4

Relapse
CR ≤12 months 28 30.8 60.7 28.6 10.7 0.279
CR >12 months 27 29.7 74.1 25.9 0.0

Previous radiotherapy
Yes 55 60.4 60.0 30.9 9.1 <0.019
No 36 39.6 44.4 22.2 33.3

IGEV: ifosfamide, gemcitabine, and vinorelbine. *complete remission (CR) vs.
partial remission (PR) vs. induction failure (IF). Due to rounding off to the
nearest digit, percentages may not sum up to 100%.

Table 2. Multivariate analysis for response.

Prognostic factor OR SE Multivariate

CR vs. PR vs. IF

Refractory/relapsed (baseline=relapsed) 0.636 0.151 <0,0001

Involved sites (baseline=≤3) 0,295 0.148 0,049

Prior RT (baseline=no RT) 1.141 0.164 n.s.

OR: odds ratio; SE: standard error; CR: complete remission; PR: partial
remission; IF: induction failure;  RT: radiotherapy; n.s: not significant.
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Fifty-five patients had received radiotherapy as part of
their previous treatment program for Hodgkin’s lym-
phoma. The median follow-up time was 26 months,
with a range from 5 to 94 months.

Response to IGEV
Forty-nine patients (53.8%) achieved complete

remission and 25 (27.5%) partial remission with an
overall response rate of 81.3% (Table 1). Prognostic
factors influencing the likelihood of patients achieving
a response were disease status at accrual (relapsed vs
refractory, p<0.001), and previous radiotherapy
(p<0.019), while a trend was observed for number of
involved sites (p=0.076). All other prognostic factors
such as age, B symptoms, histology, extranodal
involvement, bulky disease, number of previous
chemotherapy regimens, duration of previous com-
plete remission (≤12 months vs >12 months), and pre-
vious high-dose chemotherapy with PBSC support,
did not influence the response rate significantly.

Prognostic factors associated with response, accord-
ing to the univariate p<0.1 criterion, were entered into
a multivariate logistic regression model (Table 2). The
significant predictive factors were response to the last
chemotherapy before IGEV (complete remission vs.
partial remission vs. induction failure; p<0.0001), and
number of involved sites (≤3 vs >3 sites, p=0.049),
whereas previous radiotherapy lost significance in
multi variate analysis. 

Overall, 64 out of  74 patients in complete or partial
remission after IGEV proceeded to single (29 cases) or
tandem (35 cases) high-dose chemotherapy with PBSC

support. Another five responsive patients who had
been treated with IGEV following relapse after previ-
ous high-dose chemotherapy with PBSC were allocat-
ed to receive non-myeloablative allogeneic transplants.
The remaining  five patients refused high-dose therapy.
The 3-year freedom from progression and overall sur-
vival rates were 52.98% and 70.03%, respectively,  for
the entire series. However long-term results were influ-
enced by response to previous chemotherapy as well as
to the IGEV regimen. Details on freedom from progres-
sion and overall survival require a longer follow-up.

Treatment delivery and toxicity
The details on treatment delivery and toxicity are

reported in Table 3. No treatment-related deaths have
been documented so far. Only one treatment toxicity-
related admission to the hospital occurred. Out of 313
cycles evaluated, 13 (4.2%) were delayed and 27 (8.6%)
reduced mainly because of neutropenia and thrombocy-
topenia. Overall, the IGEV-related toxic effects were
mild with a relatively low incidence of grade 3 and 4
toxicity according to WHO Common Toxicity Criteria.
In particular, grade 4 hematologic toxicity was recorded
in a very limited number of cycles. Platelet transfusion
support was required in 15 cycles (4.8%), and red blood
cells were transfused in 25 cycles (8.0%). As regards
non-hematologic toxicity, no grade 4 effects were
recorded except for one case of mucositis. No grade 3 or
4 renal, neurological, hepatic, or myocardial function
toxicity was observed. Eleven infections (3.5%) were
documented; however, all patients recovered quickly.
Grade 3 ifosfamide-related cystitis occurred in one case
and promptly recovered with hyperhydration and
mesna supplementation. In no case was ifosfamide
stopped or reduced because of  cystitis.

Table 3. Main toxicity according to WHO Common Toxicity Criteria.

No. %

Number of cycles 313 100

Number of delayed cycles 13 4.2

Number of reduced cycles 27 8.6

Infection (documented) 11 3.5

Treatment-related death 0 0

Hematologic toxicity
Neutropenia (grade 3/4) 71/18 22.7/5.7
Thrombocytopenia (grade 3/4) 48/15 15.3/4.8
Anemia (grade 3/4) 52/5 16.6/1.6
Platelet transfusion 15 4.8
Red blood cell transfusion 25 8.0

Non-hematologic toxicity
Mucositis (grade 3/4) 6/1 1.9/0.3
Nausea/vomiting (grade 3/4) 10/0 3.2/0
Cystitis (grade 3/4) 1 0.3/0
Neurological (grade 3/4) 0 0
Hepatic (grade 3/4) 0 0
Cardiac  (grade 3/4) 0 0
Renal (grade 3/4) 0 0

Table 4. Peripheral blood stem cell collection.

Patients mobilized, total 79

Adequate CD34+ collection, total 78 (98.7%)

Collection failure, total 1*(1.3%)

Days from IGEV, median (range) 13 (10–17)

CD34+ cell peak, median (range), 68.5 (16.6–482.0)
×106/kg body weight

Single HDCT scheduled
median CD34+ cells collected (range), 10.5 (3.0–39.0)
×106/kg body weight
median apheresis procedures (range) 1 (1–3)

Tandem HDCT scheduled
median CD34+ cells collected (range), 10.3 (6.0–22.0)
×106/kg body weight
median apheresis procedures (range) 2 (1-3)

HDCT: high-dose chemotherapy; *2.3×106 CD34+ cells/kg.
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Stem cell collection
Seventy-nine patients underwent stem cell mobiliza-

tion with G-CSF (236 µg/kg per day) from day 7 to leuka-
pheresis after one (4 patients), two (7 patients), three (60
patients) and four (8 patients) IGEV cycles (Table 4).
Twelve patients did not undergo stem cell mobilization
because of disease progression before the third IGEV
cycle (9 cases) or allocation to allogeneic transplantation
(3 cases).  Leukapheresis was performed when the num-
ber of CD34+ cells/mL was at least 12 and conducte daily
possibly until over 3×106 or 6×106 CD34+ cells/kg were
collected according to whether single or tandem high-
dose chemotherapy procedures were planned. In all cases
harvesting started from between day 11 and 17 (median,
day 13) following the beginning of IGEV chemotherapy.
An adequate CD34+ cell collection (i.e. over 3×106 CD34+

cells/kg for each high-dose chemotherapy procedure) was
achieved in 78 out of 79 (98.7%) mobilized patients, the
only failure pooling 2.3×106 CD34+ cells/kg. 

The median number of CD34+ cells collected was
10.5×106/kg (range, 3.0–39.0×106/kg) with a median of
one (range 1–3) apheresis procedure for patients elegible
for single high dose treatment, whereas the median num-
ber of CD34+ cells was 10.3×106/kg (range, 6.0-
22.0×106/Kg) with a median of two (range, 1-3) apheresis
procedures for candidates for tandem transplant. Overall
the target yields of 3×106 and 6×106 CD34+cells/kg were
reached in 69.0% and 44.0% of cases, respectively, after
the first apheresis procedure and in 20.7% and 50.0%,
after the second apheresis.

Discussion

The response rates to pre-transplant induction
chemotherapy regimens and/or their mobilizing

potential, as well as their impact on outcome have
been assessed accurately in only a small number of
studies (Table 5). Usually induction chemotherapy has
produced an overall response rate of around 70-80%
and the complete remission rate has been lower than
30-35%.

Our study outlines the results of a prospective pro-
gram evaluating a new chemotherapy regimen (IGEV)
for the treatment of 91 patients with refractory/rel -
apsed Hodgkin’s lymphoma. The study regimen,
which was based on the results of previous protocols
including vinorelbine,26 gemcitabine,27 and ifosfamide
plus vinorelbine,24,28 induced an overall response rate of
81.3%, which is comparable to rates reported in the
past. However, the incidence of complete remission
induced by four courses of IGEV, was very high
(53.8%) compared with previous data (Table 5). The
complete remission rate in refractory patients (33.3%)
is also noteworthy even though it is lower than that
observed in relapsed patients (67.3%). As a conse-
quence disease status (i.e. relapsed vs. refractory) dis-
ease extent (i.e., number of involved sites before IGEV)
remain the most important predictors of response in
multivariate analysis.

With regard to toxicity, IGEV was very well tolerat-
ed with one hospitalization and no treatment-related
deaths. Only a very limited number of cycles had to be
delayed because of hematologic or non-hematologic
toxicity, and from a general viewpoint toxicity was
mild. Grade 4 hematologic toxicity was recorded in a
very low number of cycles. Furthermore, no grade 4
extrahematologic toxicity was observed, except for
one episode of mucositis, and no patient developed
grade 3 toxicity apart from mucositis (1.9% of cycles),
cystitis (0.3% of cycles) and nausea and vomiting
(3.2% of cycles). These data compare very favorably

Table 5. Summary of results with pre-transplant salvage regimens

Regimen N. of Response (%) Grade 3-4 toxicity (%) Toxic 
patients CR+PR CR Neutrophilis Platelets deaths (%)  Ref.

DEXABEAM 144 81 27 NR NR 5 16

DEXABEAM 55 60 31 90 87 4 4

MiniBEAM 55 82 32 86 60 0 20

MiniBEAM 44 84 32 NR 90 0 21

DHAP 102 89 21 88 69 0 17

MINE 100 75 34 NR NR 0 25

ICE 65 85 26 NR NR 0 11

ASHAP 56 70 34 100 NR 0 19

GDP 34 62 10 NR NR 0 23

IGEV 91 81 54 38 20 0 This study

NR: not reported.
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with those from other series in which a higher inci-
dence of side-effects was documented (Table 5).

Finally the capacity to mobilize PBSC is a critical
requirement for a pre-transplant induction regimen. In
the majority of previous reports on high-dose chemo -
therapy, data on CD34+ cell mobilization are lacking
and details on PBSC mobilization and collection are
reported in a limited number of studies11,23,30-32 (Table 6).
An adequate stem cell collection (>2×106 CD34+

cells/kg) was observed in over 80% of patients. In the
present series, the target yield of 3×106 or 6×106 CD34+

cells/kg after IGEV was reached in almost all patients
(98.7%), with a failed harvest of 2.3×106 CD34+ cells in
only one patient. Furthermore, a single apheresis pro-
cedure was sufficient to achieve the target yield in a
high percentage of cases. These data confirm our pre-
vious experience with ifosfamide plus vinorelbine28

and are better than those attained with the two wide-
ly used regimens: ICE11 and miniBEAM.23

In conclusion, our results strongly suggest the bene-
fit of IGEV as a salvage induction regimen in patients
with refractory or relapsed Hodgkin’s lymphoma. This
is clearly supported by the high response rate, in par-
ticular the complete remission rate, the very favorable
toxicity profile, and also the very high mobilizing
potential.
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Table 6. Summary of stem cell collection with induction chemotherapy.

Regimen (Ref) N. CD34+×106 CD34+×106 Collection in a No. of  aphereses Successful
of patients (target) collected single apheresis (median) collection 

(median) (%) (%)

DHAP30 105 2.0 13.0 63 1 97

ESHAP31 78 NR 7.6 58 1 97

ICE11 66 2.5 7.0 NR 3 86

MiniBEAM23 34 2.0 5.5 36 1 82

GDP23 34 2.0 11.1 73 1 97

IVE32 28 2.5 5.4 NR 1 88

IGEV (this study)  79 3.0/6.0 10.5/10.3 69/44 1/2 99

NR: not reported.

References

1. Seyfarth B, Josting A, Dreyling M,
Schmitz N. Relapse in common
lymphoma subtypes: salvage treat-
ment options for follicular lym-
phoma, diffuse large cell lym-
phoma and Hodgkin disease. Br J
Haematol 2006;133:3-18.

2. Magagnoli M, Castagna L, Balza -
rotti M, Demarco M, Santoro A.
What is the best option to cure
patients with resistant/relapse
Hodgkin’s disease? Current stem
cell research and therapy. Submitt -
ed.

3. Linch DC, Winfield D, Goldstone
AH, Moir D, Hancock B, McMillan
A, et al. Dose intensification with
autologus bone marrow transplan-
tation in relapsed and resistant
Hodgkin’s disease: results of a
BNLI randomized trial. Lancet
1993;341:1051-4.

4. Schmitz N, Pfistner B, Sextro M,

Sieber M, Carella AM, Haenel M, et
al. German Hodgkin's Lymph oma
Study Group; Lymphoma Working
Party of the European Group for
Blood and Marrow Transplant -
ation. Aggressive conventional che  -
mo therapy compared with high-
dose chemotherapy with autolo-
gous haemopoietic stem cell trans-
plantation for relapsed chemosensi-
tive Hodgkin’s disease: a random-
ized trial. Lancet 2002; 359:2065-71.

5. Sureda A, Arranz R, Iriondo A,
Carreras E, Lahuerta JJ, Garcia-
Conde J, et al. Grupo Espanol de
Linfomas/Transplante Autologo de
Medula Osea Spanish Co operative
Group  Autologous stem cell trans-
plantation for Hodgkin’s disease:
results and prognostic factors in
494 patients from the Grupo
Espanol de Linfo mas/Trans plante
de Medula Osea Spanish coopera-
tive group. J Clin Oncol 2001;19:
1395-404.

6. Brice P, Divine M, Simon D,

Coiffier B, Leblond V, Simon M, et
al. Feasibility of tandem autolo-
gous stem-cell transplantation in
induction failure or very unfavor-
able relapse from Hodgkin’s dis-
ease. Ann Oncol 1999;10:1485-8.

7. Sweetenham JW, Taghipour G,
Milligan D, Blystad AK, Caballero
D, Fassas A, et al. . High-dose ther-
apy and autologus stem cell rescue
for patients with Hodgkin’s dis-
ease in first relapse after che mo -
therapy: results from the EBMT.
Bone Marrow Transplant 1997; 20:
745-52.

8. Lazarus HM, Loberiza FR Jr, Zhang
MJ, Armitage JO, Ballen KK, Ba -
shey A, et al. High dose cyclo -
phosphamide, carmustine (BCNU),
and etoposide (VP16-213) with or
without cisplatin (CBV +/- P) and
autologous transplantation for
patients with Hodgkin’s disease
who fail to enter a complete remis-
sion after combination chemother-
apy. Blood 1995;86: 451-6.



haematologica/the hematology journal | 2007; 92(01) | 41 |

IGEV: a new regimen for resistant relapsed HL

9. Prince HM, Crump M, Imrie K,
Stewart AK, Girouard C, Brand -
wein JM et al. Intensive therapy
and autotransplant for patients
with an incomplete response to
front line therapy for lymphoma.
Ann Oncol 1996;7:1043-9.

10. Lazarus HM, Rowlings PA, Zhang
MJ, Vose JM, Armitage JO,
Bierman PJ, et al. Autotransplants
for Hodgkin’s disease in patients
never achieving remission: a
report from the Autologous Blood
and Marrow Transplant Registry. J
Clin Oncol 1999;17:534-45.

11. Moskowitz CH, Kewalramani T,
Nimer SD, Gonzalez M, Zelenetz
AD, Yahalom J. Effectiveness of
high dose chemoradiotherapy and
autologous stem cell transplanta-
tion for patients with biopsy-
proven primary refractory
Hodgkin’s disease. Br J Haematol
2004;124:645-52.

12. Bonfante V, Santoro A, Viviani S,
Devizzi L, Balzarotti M, Soncini F,
et al. Outcome of patients with
Hodgkin’s disease failing after pri-
mary MOPP-ABVD. J Clin Oncol
1997;15:528-34.

13. Horning SJ, Chao NJ, Negrin RS,
Hoppe RT, Long GD, Hu WW, et
al. High-dose therapy and autolo-
gous hematopoietic progenitor
cell transplantation for recurrent
or refractory Hodgkin’s disease:
analysis of the Stanford University
results and prognostic indices.
Blood 1997;89:801-13.

14. Josting A, Rueffer U, Franklin J,
Sieber M, Diehl V, Engert A.
Prognostic factors and treatment
outcome in primary progressive
Hodgkin’s lymphoma: a report
from the German Hodgkin
Lymph  oma Study Group. Blood
2000;96:1280-6.

15. Yuen AR, Rosenberg SA, Hoppe
RT, Halpern JD, Horning SJ. Com -
parison between conventional sal-
vage therapy and high-dose thera-
py with autografting for recurrent
or refractory Hodgkin’s disease.
Blood  1997;89: 814-22.

16. Pfreundschuh MG, Rueffer U,
Lathan B, Schmitz N, Brosteanu
O, Hasenclever D, et al. Dexa-
BEAM in patients with Hodgkin’s
disease refractory to multidrug
chemotherapy regimens: a trial of
the German Hodgkin’s Disease
Study Group. J Clin Oncol 1994;
12:580-6. 

17. Josting A, Rudolph C, Reiser M,
Mapara M, Sieber M, Kirchner HH,
et al. Time-intensified dexametha-

sone/cisplatin/cytarabine: an effec-
tive salvage therapy with low toxi-
city in patients with relapsed and
refractory Hodgkin’s disease. Ann
Oncol 2002;13:1628-35.

18. Moskowitz CH, Nimer SD, Zele -
netz AD, Trippett T, Hedrick EE,
Filippa DA, et al. A 2-step compre-
hensive high-dose chemoradio-
therapy second-line program for
relapsed and refractory Hodgkin
disease: analysis by intent to treat
and development of a prognostic
model. Blood 2001;97:616-23.

19. Rodriguez J, Rodriguez MA,
Fayad L, McLaughlin P, Swan F,
Sarris A, et al. ASHAP: a regimen
for cytoreduction of refractory or
recurrent Hodgkin’s disease.
Blood 1999;93:3632-6.

20. Colwill R, Crump M, Couture F,
Danish R, Stewart AK, Sutton
DM, et al. Mini-BEAM as salvage
therapy for relapsed or refractory
Hodgkin’s disease before intensive
therapy and autologous bone mar-
row transplantation. J Clin Oncol
1995;13:396-402. 

21. Martin A, Fernandez-Jimenez
MC, Caballero MD, Canales MA,
Perez-Simon JA, Garcia de Bustos
J, et al. Long-term follow-up in
patients treated with Mini-BEAM
as salvage therapy for relapsed or
refractory Hodgkin’s disease. Br J
Haematol 2001;113:161-71. 

22. Baetz T, Belch A, Couban S, Imrie
K, Yau J, Myers R, et al. Gem -
citabine, dexamethasone and cis-
platin is an active and non-toxic
chemotherapy regimen in relaps -
ed or refractory Hodgkin’s disease:
a phase II study by the National
Cancer Institute of Canada
Clinical Trials Group. Ann Oncol
2003;14;1762-7.

23. Kuruvilla J, Nagy T, Pintilie M,
Tsang R, Keating A, Crump M.
Similar response rates and superi-
or early progression-free survival
with gemcitabine, dexametha-
sone, and cisplatin salvage therapy
compared with carmustine,
etoposide, cytarabine, and mel-
phalan salvage therapy prior to
autologous stem cell transplanta-
tion for recurrent or refractory
Hodgkin lymphoma. Cancer
2006;106:353-60.

24. Bonfante V, Viviani S, Santoro A,
Devizzi L, Di Russo A, Zanini M,
et al. Ifosfamide and vinorelbine:
an active regimen for patients
with relapsed or refractory
Hodgkin’s disease. Br J Haematol
1998;103:533-7.

25. Ferme C, Bastion Y, Lepage E,
Berger F, Brice P, Morel P, et al.
MINE regimen as intensive sal-
vage chemotherapy for relapsed
and refractory Hodgkin's disease:
Ann Oncol 1995;6:543-9.

26. Devizzi L, Santoro A, Bonfante V,
Viviani S, Balzarini L, Valagussa P,
et al. Vinorelbine: an active drug in
the management of patients with
heavily pre-treated Hodgkin’s dis-
ease. Ann Oncol 1994;5:817-20.

27. Santoro A, Bredenfeld H, Devizzi
L, Tesch H, Bonfante V, Viviani S,
et al. Gemcitabine in the treat-
ment of refractory Hodgkin’s dis-
ease: results of a multicenter phase
II study. J Clin Oncol 2000; 18:
2615-25.

28. Magagnoli M, Sarina B, Balzarotti
M, Castagna L, Timofeeva I, Noz -
za A, et al. Mobilising potential of
ifosfamide/vinorelbine-based
chemotherapy in pretreated ma -
lignant lymphoma. Bone Marrow
Transplant  2001; 28:923-7.

29. Cheson BD, Horning SJ, Coiffier B,
Shipp MA, Fisher RI, Connors JM,
et al. Report of an international
workshop to standardize response
criteria for non-Hodgkin's lym-
phomas. NCI Sponsored Inter -
national Working Group. J Clin
Oncol  1999; 17: 1244-54.

30. Smardova L, Engert A, Haver -
kamp H, Raemakers J, Baars J,
Pfistner B, et al. Successful mobi-
lization of peripheral blood stem
cells with the DHAP regimen
(dexamethasone, cytarabine, cis-
platinum) plus granulocyte co -
lony-stimulating factor in patients
with relapsed Hodgkin's disease.
Leuk Lymphoma 2005; 46:1017-
22.

31. Akhtar S, Tbakhi A, Humaidan H,
El Weshi A, Rahal M, Maghfoor I.
ESHAP + fixed dose G-CSF as
auto logous peripheral blood stem
cell mobilization regimen in
patients with relapsed or refracto-
ry diffuse large cell and Hodgkin's
lymphoma: a single institution
result of 127 patients. Bone
Marrow Transplant 2006;37:277-
82.

32. McQuaker I, Haynes A, Stainer C,
Byrne J, Russell N. Mobilisation of
peripheral blood stem cells with
IVE and G-CSF improves CD34+
cell yields and engraftment in
patients with non-Hodgkin's lym-
phomas and Hodgkin's disease.
Bone Marrow Transplant 1999;
24:715-22.


