
"Challenges for Chronic Myelogenous Leukemia Therapy in the 
Post-imatinib Era: A Kinase Strikes Back" 

BCRIABL mutations 

~nal evolution 

quiescent CML progenitors 

drug resistance 

BCRIABL overexpression 

Internal Medicine Grand Rounds 

Robert L. Ilaria, Jr., M.D. 
July 1, 2004 

This is to acknowledge that Robert Ilaria, Jr. has not disclosed any financial interests or other relationships with 
commercial concerns related directly or indirectly to this program. Dr. !Zaria will not discuss off-label uses in his 
presentation. 



Robert L. Haria, Jr., M.D., Assistant Professor of Medicine and Molecular Biology, Division of 
Hematology/Oncology, UT Southwestern Medical Center 
Internal Medicine Grand Rounds, July 1, 2004 

Research interests: Our laboratory studies the molecular biology of the oncogenes BCR/ABL, 
EWS/ FLI-1 and P AX3/ F KHR. In our Bcr/ Abl work, we focus on mouse models of Philadelphia 
chromosome positive hematological malignancy to test novel therapeutic approaches and to gain 
insight into the molecular pathogenesis of Bcr/ Abl-induced leukemia. EWS/FLI-1 and P AX3/FKHR are 
oncogenes that play central roles in the pediatric cancers Ewing's sarcoma and rhabdomyosarcoma. 
Both act as mutant transcription factors, but how these oncogenes transform cells is not well defined. 
We are interested in developing novel mouse models for these cancers to identify potential therapeutic 
targets and to develop a roadmap for how EWS/FLI-1 and PAX3/FKHR manipulate normal cellular 
processes to achieve tumorigenesis. 

Chronic myelogenous leukemia: epidemiology and clinical manifestations 
Chronic myelogenous leukemia (CML) is a myeloproliferative disorder characterized by myeloid 
expansion with preserved granulocytic differentiation. CML comprises approximately 15% of 
leukemias in adults, with approximately 5000-7000 new cases diagnosed in the U.S. yearly, for an 
incidence of approximately 1 case per 75,000 persons. In large clinical trial series, the median age for 
CML has ranged between 45-55 years of age, although recent SEER data has reported that the highest 
incidence rate is in patients over the age of 65 [ 1]. The ratio of male to female cases is 1. 3 to 1. There 
is no known hereditary component for the development of CML, even in monozygotic twins. 
Significant exposure to ionizing radiation has been associated with an increased incidence of CML, but 
the risk is significantly less than the development of other secondary cancers [2, 3]. No other 
environmental factors have been causally linked to CML. Historically, splenomegaly (due to 
extramedullary granulocytic infiltration) has been a cardinal sign of CML, but with the more 
widespread use of routine blood tests splenomegaly is detected in only about 40% of patients at 
diagnosis. Consistent with a trend towards earlier diagnosis, almost half of patients are asymptomatic 
at the time of presentation [ 4]. Of symptomatic patients, left upper quadrant discomfort, early satiety, 
anorexia, fatigue, and "B symptoms" such as weight loss, pruritus and sweats are the most commonly 
reported. Hepatomegaly is seen in fewer than 10% of patients. Symptoms of hyperviscosity may be 
observed in some patients presenting with more extreme degrees of granulocytosis. 

CML: laboratory features 
On laboratory evaluation, an elevated WBC with a granulocytic predominance and left shift is seen in 
most cases. Variable degrees of eosinophilia and basophilia may also be observed on peripheral blood 
smear. Thrombocytosis is seen in approximately 40% of patients at diagnosis, and is greater than 
700,000/fll in 15-20% of patients [4]. Anemia is generally modest, and is observed in approximately 
half of patients at presentation, but can be more severe in up to 20% of cases. In contrast to other 
causes of neutrophilia, the leukocyte alkaline phosphatase (LAP) score is normal or low in CML, but 
with the increasing availability of molecular diagnostic tests this test is less often used. The bone 
marrow (BM) evaluation in CML shows a marked increase in marrow cellularity and 
myeloid/erythroid ratio. Reticulin stain may reveal increased BM fibrosis, which has been associated 
with a worse prognosis [5]. 
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CML: Molecular biology 
CML is probably the best understood human malignancy. In 1960, investigators in Philadelphia noted 
the presence of a smaller than normal chromosome 22 (the "Philadelphia chromosome") in patients 
with CML [6]. In 1973, the Philadelphia chromosome (Ph) was fully characterized by cytogenetics and 
found to be the product of a reciprocal translocation (t(9;22) (q34.l;qll.21)) between chromosomes 9 
and 22 [7]. Subsequent studies demonstrated that the Ph chromosome could be detected in granulocyte, 
monocyte, erythroid, megakaryocytic, and B-lymphoid lineage cells [8-10], but not in BM fibroblast or 
other mesenchymal cells [11]. These findings, together with the rare occurrence ofT-lymphoid CML 
blast crisis [12, 13], illustrate the BM stem cell origins of CML. 

Molecular analysis of the Ph chromosome led to the discovery that the proto-oncogene ABL 
comprised the chromosome 9-derived part of the genetic fusion, and that the BCR gene comprised the 
chromosome 22-derived portion (figure 1, left; [14, 15]). Three different Bcr/Abl fusions proteins can 
be transcribed from BCR/ABL, depending on the genomic breakpoint in the BCR gene. In CML, the 
BCR genomic breakpoint occurs within the 5.8 kb breakpoint cluster region (M-bcr) of BCR, resulting 
in a BCR/ABL transcript containing either 13 or 14 exons (e13 or el4) of BCR. The ABL breakpoint 
occurs anywhere within a ,..., 300 kb region upstream of ABL ex on 2, either before alternative ex on 1 b, 
between ex on 1 b and 1 a, or between ex on 1 a and ex on 2 [ 16]. Despite the heterogeneity of the ABL 
genomic breakpoint, all BCR/ABL mRNAs have a single ABL junction at exon 2 (a2) because of post
transcriptional processing. The resulting e13a2 or el4a2 BCR/ABL transcripts are translated into a 210 
kd Bcr/Abl fusion protein, referred to as P210BcRJABL or P210, which is expressed in virtually all cases 
of CML. It should be noted that originally BCR exons 13 and 14 were called b2 and b3, respectively, 
so some still refer to the BCR/ABL breakpoints as b2a2 or b3a2, which can be the source of some 
confusion. 
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Adapted in part from [17] 

Figure 1. Reciprocal translocation between chromosomes 9 and 22 forms the Philadelphia (Ph) 
chromosome containing the BCR/ABL fusion (left). The three major forms of the Bcr/ Abl fusion 
protein contain the same amount of ABL-derived sequences but different amounts of BCR (right). 
The ABL and BCR transcript junctions are indicated by arrows. BCR ex on 1; exons 2-13 or 2-14; 
or 2-19 are denoted by the dark gray, light gray, and hatched rectangle, respectively. TK denotes 
the Abl tyrosine kinase domain. 

Approximately 60% of Ph chromosome positive acute lymphoblastic leukemia (ALL) and very rare 
cases of CML express a shorter 190 kd Bcr/Abl chimeric protein. Pl90BCRJABL is the product of a 
genomic breakpoint that occurs within m-bcr, a region in the 54 kb intron between the two alternative 

3 



BCR exons e2' and e2 [18]. RNA processing leads to a single BCR/ABL transcript (e1a2) that 
contains only exon 1 of BCR (figure 1, right). In some cases, a different BCR/ABL fusion leads to a 
longer BCR/ ABL transcript containing sequences from the almost the entire BCR gene fused to Abl 
exon 2. The resulting P230BCRIABLfusion protein has been associated with a neutrophilic form of CML, 
characterized by more mature granulocytic differentiation and a more indolent clinical course [19]. 

CML diagnosis 
Advances in the molecular biology of CML has led to the general consensus that the presence of 
BCR/ABL by bone marrow and/or peripheral blood analysis is a prerequisite for the diagnosis of CML. 
Approximately 90% of patients with clinical features of CML will have evidence of BCRIABL (Ph 
chromosome) by routine cytogenetics or BCR/ABL fluorescence-in situ hybridization (FISH). An 
additional5-10% will have atypical BCR/ABL transcripts not detectable by routine cytogenetics but 
detectable by FISH and/or polymerase chain reaction (PCR)-based techniques. Patients with Ph 
chromosome negative but BCRIABL positive myeloproliferative disorders experience the same general 
clinical course and response to therapy as the more conventional Ph chromosome positive CML 
patients [20]. Patients with myeloproliferative disorders resembling CML but lacking molecular 
evidence ofBCR/ABL transcripts should be considered to have a disease distinct from CML [21], 
despite the fact that some refer to such patients as Ph chromosome negative or atypical CML. 

CML biology 
In contrast to other forms of leukemia, CML is comprised of distinct clinical stages. Chronic or stable 
phase CML is characterized by granulocytic expansion with relatively preserved differentiation, and 
the absence of significant peripheral blood basophilia, eosinophilia or blasts (figure 2, left). The 
median duration of chronic phase ranges between 3-6 years. Unfortunately, without definitive 
treatment, CML inevitably evolves into an acute or blastic phase (figure 2, right). 

Chronic 

Median 
, tabi lization 5-6 

Advanced phases 

Median 
Duration 6-9 month. 

Blast Crisis 

Median 
, u rvival 3-6 months 

Figure 2. The clinical 
and biological phases 
ofCML. 

Two-thirds of patients develop myeloid blast crisis resembling acute myelogenous leukemia, while the 
remainder develop an ALL-like lymphoid blast crisis. It is likely that some cases of Ph chromosome 
positive ALL are really CML that had remained clinically silent until the development of lymphoid 
blast crisis. Prior to blastic phase, most-but not all-chronic phase patients develop an accelerated phase 
that is characterized by increasing degrees of basophilia (>20% ); eosinophilia (eosinophils +basophils 
>20%); thrombocytosis (plts> one millionhtl); increased presence of immature myeloid elements 
(blasts >15% or blasts +promyelocytes >30%); progressive splenomegaly; thrombocytopenia (plts< 
100,000/!!1); acquisition of additional chromosomal abnormalities by cytogenetics; or loss of 
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previously established disease control [22]. With recent trends in earlier diagnosis, over 80% of 
patients are diagnosed while in the chronic phase. 

CML therapy 
After the initial cloning of the BCR/ABL translocation breakpoint in CML, several important 
discoveries led investigators to the hypothesis that Bcr/ Abl was a rational molecular target for CML 
therapy. 

1. Abl is a nuclear-localized non-receptor protein tyrosine kinase [23, 24]. 
2. The presence ofBcr upstream of Abl constitutively activates Abl tyrosine kinase activity [25, 26]. 
3. The tyrosine kinase activity of Abl is required for Bcr/Abl hematopoietic cell transformation [27]. 
4. Bcr/Abl-transduced primary murine BM cells induce a CML-like disease in mice [28, 29]. 
5. Abl-deficient (knockout) mice are viable suggesting that cells could tolerate the pharmacological 
inhibition of ABL in vivo. 

In the mid to late 1990's investigators screened compounds known to inhibit the platelet-derived 
growth factor (PDGF) receptor tyrosine kinase, a member of the type III tyrosine kinase family. The 
product of this search and subsequent chemical refinements led to CGP57148, later known as STI571, 
a highly water soluble 2-phenylaminopyrimidine tyrosine kinase inhibitor with a molecular weight of 
approximately 590 daltons (figure 3). 

Figure 3. Chemical structure of 
the tyrosine kinase inhibitor 
imatinib mesylate (Gleevec), a 2-
phenylaminopyrimidine. 

Imatinib proved to be a potent inhibitor of Abl and Bcr/Abl kinase activity with an IC50 of 
approximately 0.025 ~-tM [30]. Imatinib also inhibited the receptor tyrosine kinases PDGF and c-Kit at 
similar concentrations [31], and the tyrosine kinase ARG [32], but had little activity against several 
dozen receptor kinases and other signaling molecules. Initially it was felt that imatinib competed with 
ATP for binding to the Abl kinase domain, but subsequent co-crystallization structural analyses have 
indicated a more complex mechanism. According to the present model, the kinase domain of Abl must 
undergo certain conformational changes to accommodate imatinib in the binding cleft, and these 
structural changes lock Abl in the inactive state thereby preventing ATP binding and kinase activation 
(figure 4). 
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N Figure 4. Ribbon model depicting 
imatinib interacting with Bcr/ Abl. 
Note that imatinib binds in the cleft 
between the N and C lobes that 
contains the ATP-binding and 
catalytic regions. Imatinib binds 
Bcr/ Abl when the activation loop is 
folded inward (non-tyrosine 
phosphory latedlinacti ve state). 

Adapted from [33]. 

After encouraging findings in pre-clinical Bcr/Abl cell culture and xenograft studies (reviewed in [34], 
in the late 1990's STI571 (imatinib; Gleevec®, Novartis pharmaceuticals) entered phase 1111 trials in 
CML patients who had failed or were intolerant of interferon-a, the standard therapy at the time [35]. 
Even in these early dose-finding trials imatinib exhibited therapeutic efficacy unprecedented in such 
unfavorable risk CML patients, including many patients with CML in blastic phase [36]. These studies 
led to a recent phase III randomized study comparing imatinib dosed orally at 400 mg a day to 
interferon-a plus ARA-C in newly diagnosed CML patients [37]. The initial analysis this study still in 
progress revealed that imatinib patients had an complete hematological response rate of 95% and an 
estimated major and complete cytogenetic response rate of 85% and 74%, respectively (for definitions 
of CML response, see table 1). 

Table 1. Hematologic and cytogenetic criteria for response in CML 

Response Category Magnitude Criteria 
Hematological response Complete Normal peripheral WBC and differential 

Platelets< 450,000/~-tl 
Resolution of all associated CML signs and 
symptoms 

Partial Incomplete normalization of peripheral blood counts 
Persistent splenomegaly or other associated disease 
symptoms 

Cytogenetic response Complete No Ph+ cells by cytogenetics/FISH 
Partial <35% Ph+ cells 

Major cytogenetic response= Minor >35% Ph+ cells 
CGR+PCR No 100% Ph+ cells 
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Patients randomized to interferon-a had a 56% complete hematologic response rate and an estimated 
major and complete cytogenetic response rate of only 22% and 9%, respectively (figure 5, left). The 
time to major cytogenetic response was more rapid in imatinib-treated patients and imatinib was 
superior to interferon-a/ARA-C in estimated time to progression (figure 5, right). There were no 
differences in overall survival between the two arms, but follow-up was short and the analysis was 
complicated by the large number of patients crossing from the interferon-a arm to imatinib (57%). 

100 

~ 90 
ClJ 

~~--~~HH~·~ ~ 100 
lltl•ltb._ 1-- 1111 90 • a 80 111 

s:: 
lmatinib "iV 

... 
.~ 80 "14f i IIIIHt-~ lmatinib 

0 70 c.. 
111 i::: 70 

~i-·~·, 
--il 

ClJ 60 a:: 
v 

:::s 
Combination therapy II) 60 

50 ."i 
s:: 

40 ClJ 
DO 
0 

30 >. 
u .. 

<II 50 <II 
~ 40 s: 
0 30 'iii 
Ill 20 20 0 ·;a 
<II ... 10- P<0.001 bD 

:::!: 10 

0 
0 9 12 15 18 21 24 27 

0 0 ... 
~ 

0 3 6 9 12 15 18 21 24 
3 6 

Months after Randomization Months after Randomization 

Figure 5. Kaplan Maier curve depicting the time to major cytogenetic response for CML 
patients treated on a large randomized phase III trial of imatinib versus interferon-a plus 
ARA-C. 

Adapted from [37] 

27 

In contrast to the fairly unpleasant side-effects of interferon-a, imatinib was very well tolerated. The 
major side-effects included nausea, bloating, periorbital edema, muscle cramps, and skin rash [37]. 
These findings led to imatinib becoming the standard of care for the treatment of CML. Because of the 
initial efficacy and relatively favorable side effect profile of imatinib, initial studies did not establish 
the maximum tolerated dose. This, and the observation that imatinib rarely achieved BCR/ ABL 
negativity by ultra-sensitive PCR detection techniques, led to a study of high dose imatinib therapy in 
newly diagnosed CML patients. At a dose of 800 mg a day, 90% of patients achieved a complete 
cytogenetic response and 28% achieved a reduction in BCR/ ABL transcripts to undetectable levels 
([37]; sensitivity 1:105

) . The complete cytogenetic and molecular response rates were both statistically 
superior to a historical cohort receiving the standard 400 mg dose. Grade 3/4 hematological toxicity 
was significantly higher in the high dose group, but 82% of patients were able to maintain a dose of at 
least 600 mg a day. Long-term, randomized studies will be required to determine if the superior 
molecular responses observed with high dose imatinib ultimately translate into improved overall 
outcome. 

Despite the inspiring success of imatinib thus far in CML, data from numerous studies have 
indicated that challenges still lie ahead. First, complete molecular responses by nested PCR at 
detection sensitivities of 106 or higher, commonly used to detect minimal residual disease in 
transplantation, have not been common with imatinib. Although this raises concerns for the 
inevitability of relapse, some argue that the eradication of all Bcr/ Abl positive cells may not be 
required if they could be indefinitely suppressed by imatinib. It is not clear at present whether the 
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detection of BCR/ ABL transcripts in a small percentage of otherwise normal individuals supports this 
hypothesis or not [38]. Second, results from the initial phase 1/II and ongoing phase III studies have 
demonstrated that imatinib is less successful in advanced CML. In accelerated and blastic phase CML, 
imatinib has complete cytogenetic response rate of 34% and 8%, respectively [39, 40], indicating that 
additional approaches will be necessary to achieve durable disease control in advanced CML patients. 
Third, imatinib resistance has been reported in some chronic phase patients. Lastly, allogeneic bone 
marrow transplantation is the only established curative approach for CML, particularly when 
performed within the first year of diagnosis. Thus, CML patients with HLA-matched donors are faced 
with complex treatment choices until the long-term outcome of imatinib-treated patients has been 
determined. 

Imatinib-resistant CML 
In a recent German series of approximately 350 patients, 71 CML patients were classified as having 
imatinib-resistant CML. They included patients who relapsed while on imatinib therapy and those who 
never achieved a hematological response to imatinib (primary resistant CML; Table 2). Primary 
imatinib resistance did not occur in chronic phase CML patients, but was responsible for up to one half 
of the cases of imatinib-resistant CML observed in patients with more advanced phases of the disease 
[41, 42]. 

Table 2. Imatinib resistance by CML stage 

CML h pl ase Rl e apse r · t res1s ance T t l oa p ercen t 
chronic 18 0 18 26% 
accelerated 11 5 16 23% 
blast I myeloid 17 17 34 48% 

I lymphoid 2 0 2 3% 
Total 48 22 70 

Consistent with earlier phase II trials, over two-thirds of the imatinib-resistant CML cases occurred in 
patients with either accelerated or blast crisis CML. To determine possible mechanisms for CML 
relapse or primary resistance to imatinib, peripheral blood and bone marrow samples from these 
patients were analyzed by RT-PCR, FISH, and cytogenetics. About 13% ofimatinib-resistant patients 
had evidence of increased BCR/ ABL mRNA expression associated with at least one additional copy of 
the BCR/ABL gene. Point mutations in the BCRIABL kinase domain predicted to interfere with imatinib 
binding were found in approximately 40% of imatinib-resistant CML patients. Complete cytogenetic 
data was available for only half of the patients, but about half of the evaluable imatinib-resistant 
patients had evidence of clonal evolution (acquisition of additional cytogenetic abnormalities besides 
t(9;22) in Ph positive cells). The most common cytogenetic abnormalities were duplication of the Ph 
chromosome, trisomy 8, and 17p alterations (loss of one p53 allele), all of which had been reported in 
advanced stages of CML prior to the availability of imatinib. Overall, a molecular or cytogenetic 
abnormality was detected in about 60% of imatinib-resistant CML patients that could explain the 
failure of imatinib [ 41, 42]. Interestingly, none of the primary imatinib-refractory CML patients had 
evidence of ABL kinase domain mutations. Although clonal evolution and increased Bcr/ Abl 
expression were found in about 30% of imatinib-refractory patients, the mechanisms responsible for 
the remainder of the imatinib failures remained unresolved. 
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Imatinib-resistant BCRIABL mutations 
The prevalence of BCR/ABL kinase domain mutations in imatinib-resistant CML patients varies 
considerably among published series, perhaps due to differences in assay sensitivity. However, in all 
series BCR/ABL mutations have been more prevalent than BCRIABL gene duplication [41, 43-46]. 
Over a dozen different BCRIABL kinase domain mutations have been reported to date, with the vast 
majority clustered in the ATP-binding pocket (P-loop; P), activation (A) loop, and catalytic (C) regions 
of the Abl kinase domain (figure 6). 
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Figure 6. BCRIABL mutations 
found in the leukemic cells of 
imatinib-resistant CML patients are 
clustered within a relatively short 
region of the kinase domain. The P
loop (P), catalytic (C) and 
activation (A) domains are depicted 
at top. At bottom, individual 
patients are depicted by letter 
indicating the stage of CML at time 
of relapse on imatinib: myeloid (M) 
or lymphoid (L) blast crisis, or 
chronic phase (C); P indicates 
patients in whom a mutation was 
present prior to imatinib therapy. 

Adapted from [ 46]. 

In a recent series of 32 CML patients who had relapsed after an initial response to imatinib, mutations 
at amino acid 255 (glutamine changed to lysine), amino acid 315 (leucine changed to isoleucine), and 
amino acid 351 (methionine to threonine) comprised over 60% of the total mutations detected [ 46]. 
E255K (or E255V) and T3151 have been among the most common mutations noted in other series of 
imatinib-resistant patients [43, 45, 47-49]. Modeling based of Abl and imatinib co-crystalization 
studies [33, 50] have predicted that the P-loop mutations E255K/V and Y253F/H ([48];figure 7), and 
others in the adjacent region, impair imatinib binding because they limit the flexibility of the kinase 
domain to accommodate imatinib [50, 51]. The T3151 mutation is predicted to directly impair imatinib 
binding by disrupting a hydrogen bond that occurs between imatinib and the Abl kinase domain [50]. 
The precise mechanisms by which mutations such as M3511 and H396P impair imatinib binding are 
less obvious. The activation loop mutation H396P is located near Y393, a critical tyrosine that is 
phosphorylated in the activated form of Bcr/ Abl. It has been hypothesized that the H396P mutation 
causes the activation loop to adopt a more open conformation, mimicking the conformation adopted 
upon Y393 phosphorylation, and creating a steric clash for imatinib binding [33]. M3511 is located in 
the Abl kinase domain C lobe near the activation loop, and it may limit the flexibility of this region to 
accommodate imatinib. 
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Figure 7. A ribbon 
model of the Abl 
kinase domain bound 
to imatinib (shown in 
black). The location of 
some Abl kinase 
domain mutations 
found in imatinib
resistant CML patients 
is shown relative to 
the ~ strands 
(numbers) and a. 
helices (letters) 
comprising the P-, 
activation, and 
catalytic loops. The 
mutations discussed in 
the text are circled. 

Adapted from [48]. 

Most imatinib resistance-associated Bcr/ Abl mutants have the same kinase activity as wild-type 
Bcr/ Abl, likely because the Bcr/ Abl binding sites for imatinib and ATP overlap but are not identical 
[33, 50]. Despite the geographic proximity ofmostBCRIABLkinase domain mutations, mutants vary 
in their degree of resistance to imatinib in vitro. For example, the mutations E255K!V and T315I are 
highly resistant to imatinib, with an IC50 of greater than 5 ~-tM. while the mutants Y253H or Y253F 
have more modest degrees of imatinib resistance, with IC50s of 3.7 ~-tM and 1.8 ~-tM, respectively (table 
3). 

Table 3. Characteristics of some of the most prevalent BCRIABL kinase domain mutations 

cr muan 'SO B /Abl t t IC l f oca Ion pos tul t d ae h mec amsm 
Y253F 1.8~-tM P-loop restricts conformation nee. to bind imatinib 
Y253H 3.7~-tM P-loop 

restricts ability of kinase domain to bind imatinib 
E255K!V >5~-tM P-loop 
T315I >5~-tM kinase domain alters a direct imatinib:kinase domain interaction 
M351T ND* kinase domain restricts activation loop conformation change necessary 
H396P 4.3 ~-tM activation loop to bind imatinib 
H396R 5.4 ~-tM activation loop 

*kinase activity only 20% of WT; data compiled from [ 42, 52]. 
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There is emerging evidence that clinical outcome may be influenced by the type of BCR/ ABL mutation 
present at relapse. For example, in a recent study the median survival of CML patients with P-loop 
mutations was only 4.5 months after detection, while patients with non-P-loop mutations had only a 
21% mortality rate at a median follow-up of 11 months [53]. This suggests that less potent Bcr/ Abl 
mutants may be suppressible with higher doses of imatinib alone. 

The molecular pathogenesis of BCRIABL mutations in CML 
The precise incidence of BCR/ABL mutations in newly diagnosed CML has yet to be fully elucidated. 
In a study of 144 imatinib-treated CML patients, patient samples were analyzed by direct RT-PCR
generated DNA sequencing for evidence of ABL kinase domain mutations. Thirty-three percent of 
accelerated phase patients were found to have a BCR/ABL kinase domain mutation, compared to 22% 
and 0% of late- and early-chronic phase patients, respectively [53]. BCR/ABL mutations were also 
more frequent in patients who had started imatinib more than 4 years after diagnosis compared to 
patients starting imatinib earlier. Others using more sensitive techniques have detected the presence of 
BCR/ABL mutations prior to the initiation of imatinib [44, 54-57]. In another study, investigators 
analyzed samples from patients with CML relapsing on imatinib by subcloning the RT-PCR products 
and sequencing multiple clones. The frequency of BCR/ABL mutation using this more sensitive 
approach was 91% [46]. A similar analysis of 13 patients who were having in a complete hematologic 
response to imatinib but failed to achieve a major cytogenetic response revealed that four patients 
harbored mutations. Three of these four patients ultimately progressed on imatinib within 18 months. 
These findings indicate that (1) BCR/ABL mutations can be present even at diagnosis, but highly 
sensitive techniques are required for their detection; (2) BCR/ABL mutations are more prevalent in 
advanced and relapsing imatinib-treated CML patients, suggesting a role for disease- and/or therapy
induced clonal selection. 

Because Bcr/Abl has been implicated in mediating genomic instability [58-62], investigators 
have examined whether BCR/ABL mutations might indicate a more global increase in genomic 
mutations. In five patients with known BCR/ABL mutations, sequence analysis of 700 bp upstream of 
the Abl kinase domain and the c-Kit kinase domain (another tyrosine kinase with similar imatinib 
sensitivity [31]) revealed no additional mutations, suggesting that biologic selection for imatinib
resistant cells played a more important role than a global increase in mutagenesis [ 46]. 

Mechanisms ofimatinib resistance other thanBCR/ABL mutations and Bcr/Abl overexpression 
BCR/ ABL mutations and overexpression of wild type Bcr/ Abl clearly play important roles in 
conferring resistance to imatinib. However, these two mechanisms do not explain all cases of CML 
relapsing or resistant to imatinib. Other potential mechanisms can be divided into two broad categories, 
based on their dependence on Bcr/ Abl. Of the Bcr/ Abl-dependent mechanism, probably the one of 
most concern is the observation that CML progenitors persist in many imatinib-treated patients [63, 
64]. In a recent study, 11 of 15 CML patients in complete cytogenetic remission on imatinib were 
found to have 6.5-13.2% BCR!ABL + CD34+ cells by FISH [65]. The clinical significance of this 
finding remains to be determined since only two of the cohort has progressed to clinical relapse, and 
both patients were in accelerated phase at the start of imatinib. 
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The detection of BCR/ABL transcripts post-allogeneic BMT has been an important predictor of 
relapse [66]. However, in some CML patients with durable complete cytogenetic and molecular 
remissions on interferon-a, the presence of BCR/ ABL + progenitors did not appear to guarantee 
relapse [67]. Thus, longer follow-up will be required to determine if persistent BCRIABL +progenitors 
can be indefinitely suppressed by imatinib, or whether such cells will be potential reservoirs for the 
development of mutant Bcr/ Abl clones or secondary molecular derangements. Nonetheless, the 
observation that CML patients on imatinib for two years or longer can still harbor significant numbers 
of BCR/ ABL+ progenitors underscores the importance of closely monitoring imatinib-treated CML 
patients. Future challenges will be to determine how CML progenitors survive imatinib treatment. It is 
possible that Bcr/ Abl is more important for myeloid expansion than CML progenitor survival, allowing 
for the persistence of CML progenitors in imatinib-treated patients [68]. Because imatinib is also a 
potent inhibitor of c-Kit [31], imatinib-mediated inhibition of c-Kit/ stem cell factor signaling may 
contribute to the quiescence of CD34+ BCR/ABL+ cells. Lastly, CML progenitors, like other 
hematopoietic stem cells [69], may have altered expression of drug efflux pumps that interfere with the 
ability of imatinib to maintain therapeutic intracellular concentrations. 

Bcr/ Abl-independent mechanisms for imatinib resistance also represent an important, but still 
relatively undefined explanation for the failure of imatinib in some CML patients. It has been known 
for many years that additional chromosomal abnormalities may accompany CML progression, 
particularly alterations in chromosomes 7, 8, 17, 19, or 21 [70-73]. Alterations in p53 or Rb function 
are found in as many as one-third of cases of CML in blastic phase, particularly myeloid blast crisis 
[7 4-79], while deletion of the cell cycle inhibitor p 16 has been associated more with lymphoid blastic 
transformation [80]. Thus, incomplete eradication of CML progenitors, or the initiation of imatinib in 
patients with advanced stages of CML could leave patients at risk for the development of Bcr/ Abl
independent leukemic clones. Interestingly, cytogenetic abnormalities have recently been reported in 
Ph chromosome negative cells from imatinib-treated CML patients [81]. The clinical implications of 
this phenomenon, and the role of imatinib in this process, remain to be determined. Atypical 
cytogenetic findings have also been reported in some CML patients treated with interferon-a [82], 
suggesting that chronic alterations in BM cytokine milieu might provide a selective advantage for cells 
with certain chromosomal abnormalities. 

The anti-leukemic effect of imatinib is likely mediated through the inhibition of multiple 
Bcr/Abl-dependent signal transduction pathways. Recent studies suggest that imatinib resistance may 
occur in some patients because of the constitutive activation of Bcr/Abl-independent signaling 
pathways such as Lyn and NF-KB that are not inhibited by imatinib [83, 84]. The role of the drug
binding plasma protein a1-acid glycoprotein in CML imatinib resistance has been controversial. 
Although a1-acid glycoprotein does bind imatinib with high affinity, it has been difficult to prove that 
it interferes with the therapeutic activity of imatinib in vivo [85-87]. 
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Strategic approaches for the treatment of CML in the post-imatinib era 
Since the adoption of imatinib as first line therapy for CML, treatment algorithms have become 
increasing complex. In the recent past, the formulation of CML treatment plans centered on the 
availability and feasibility of allogeneic BMT because it has been the only established curative 
therapy. Now, because all newly diagnosed CML patients will receive imatinib, attention has focused 
on developing an algorithm for separating patients into two groups: (1) patients who can be maintained 
on imatinib with a relatively low risk for disease progression (2) patients who are unlikely to be cured 
or have durable control of their disease with imatinib. Because allogeneic BMT is most effective when 
performed within the first year of diagnosis, an ideal monitoring schema would be sufficiently rigorous 
to detect imatinib failure early enough to allow patients with HLA-compatible donors to undergo BMT 
without compromising their outcome. Further, for those patients lacking transplantation options, 
sensitive assays of imatinib failure would allow sufficient time for patients to consider other 
therapeutic options or enroll on research protocols. Previous studies in CML patients treated with 
interferon-a showed that BCRJABL transcript number correlated well with cytogenetic response and 
clinical outcome [88-91]. In imatinib-treated patients, quantitative RT-PCR analysis of BCRJABL 
transcript level after two or three months of therapy has been demonstrated to correlate with the degree 
of cytogenetic response achieved at six months [92, 93]. Others have found that a 50% reduction in 
BCRJABL transcript level after four weeks of imatinib predicted a major cytogenetic response at six 
months [94]. Investigators analyzing data from the IRIS imatinib trial used the combination of 
complete cytogenetic remission and major molecular remission (defined as a ~ 3 log reduction in 
baseline BCR-ABL/ABL transcript ratio) to identify a particularly favorable subgroup of newly 
diagnosed CML patients who had not progressed in the first two years of therapy (figure 8). 
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Although these data cannot predict the ultimate success of imatinib in this favorable subgroup, it does 
reflect initial attempts to group CML patients into prognostic categories based on sophisticated 
molecular techniques. Until long-term follow up is available for imatinib-treated patients, the decision 
between imatinib and stem cell transplantation will remain largely a leap of faith influenced by 
evolving clinical and scientific data. As always, for patients at the far ends of the clinical spectrum the 
decision will be more straightforward, and for most patients in the middle decisions will be 
accompanied by considerable uncertainty (figure 9). 

13 



continue 
imatinib 

::; 45 y/o- sibling 
::; 35 y/o URD 

-increase imatinib 
-research study 

Figure 9. One potential treatment algorithm for newly diagnosed CML patients. Path in bold 
represents those patients or doctors who chose to emphasize allogeneic stem cell transplant. The 
goals for imatinib response are that patients must achieve at least a minor cytogenetic response 
(mCR) by 3 months, a major cytogenetic response (MCR) by 6 months, and a complete cytogenetic 
response (CCR) with or without a major molecular response (MMR) at 12 months. The treatment 
plan for patients failing to meet these targets should be re-assessed to determine whether increased 
dose of imatinib, a research study, or allogeneic stem cell transplant should be considered. 

The option of a non-myeloablative stem cell transplant may lower the threshold for transplant for some 
CML patients. These reduced conditioning regimen transplants have lower acute morbidity and 
mortality than standard myeloablative transplant regimens, but further study will be required to assess 
the long term morbidity and overall success rate of non-myeloablative transplants in CML [97-99]. 
The availability of donor leukocyte infusions to salvage transplant relapse has also been an important 
advance in improving transplant outcome [ 100-1 02], but challenges still remain for carefully balancing 
graft versus leukemia and graft versus host disease in CML [103-105]. In the future, improvements in 
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transplantation may facilitate multifaceted CML treatment approaches in which imatinib could be used 
to improve the functional status of advanced stage patients pre-transplant, and salvage or prevent 
relapse in patients post-transplant [106-110]. 

Another important goal for CML therapeutics is the development of a schema to identify and 
treat patients who show early signs of losing an imatinib response (reviewed in [111, 112]). Although 
treatment guidelines vary somewhat by treatment center, imatinib-treated patients should be monitored 
by peripheral blood cytogenetics, BCR/ABL FISH, and quantitative BCR!ABL transcript studies at 
diagnosis and every three months thereafter for at least the first year, or until a maximum imatinib 
response is achieved. In patients who achieve a complete cytogenetic response, cytogenetic and 
molecular studies may be spread out to six-month intervals if peripheral blood counts remain normal. 
Patients whose response reaches a plateau short of complete cytogenetic response should probably be 
monitored every three months to allow sufficient warning for consideration of alternative approaches. 
BM studies are generally more sensitive for confirmation of complete cytogenetic or major molecular 
responses, and are often periodically useful to validate peripheral blood responses. Loss of a complete 
hematologic response (unrelated to imatinib hematological toxicity) should correlate with alterations in 
cytogenetic or molecular response, or evidence of clonal evolution (acquisition of additional 
chromosomal abnormalities in Ph chromosome positive cells by cytogenetic analysis). It should be 
noted that some patients may experience significant myelosuppression on imatinib. Although BM 
suppression during imatinib therapy is an adverse risk factor in advanced CML patients [113], it does 
not necessarily reflect imatinib failure in early stage patients. Thus, it is important to minimize 
interruptions in imatinib therapy and support patients as needed with cytokines [114-116]. 

Overall, a loss of a complete hematologic or cytogenetic response, evidence of clonal evolution 
[117-119], increase in Ph chromosome positive cells by 30% [111], or a consistent increase in 
BCRI ABL transcripts are indications that alternative therapeutic approaches may need to be 
considered. Although increased dosage of imatinib may improve the hematologic and cytogenetic 
parameters in some patients starting to fail imatinib, or in whom the response has reached a plateau 
[120], the durability of such responses is often brief [121, 122], so attention should be directed to 
formulating alternative approaches. In selected cases, patient samples may be sent for BCRIABL kinase 
domain sequence analysis to identify Bcr/ Abl mutant clones that might respond to the cessation of 
imatinib therapy. 

Novel treatment approaches for the treatment of patients with de novo and imatinib-resistant 
CML 
The downstream targets of Bcr/ Abl and the molecular pathogenesis of Bcr/ Abl cellular transformation 
have been extensively studied (reviewed in [123-125]. The fruit of this effort has been the 
identification of numerous other molecular targets with potential therapeutic utility for CML patients 
(figure 10). Therapeutic agents have not been developed for all potential Bcr/Abl targets depicted in 
the figure on the following page, but several are in pre-clinical and early clinical development. Besides 
their potential use in treating or preventing imatinib resistance, some may be partnered with autologous 
BMT, a historically ineffective treatment for CML. There has also been considerable interest in 
combining imatinib with a variety of other conventional anti-CML drugs such as interferon-a (recently 
reviewed in [34, 126]), but cumulative myelotoxicity and the relatively rarity of CML will make this a 
complex and lengthy endeavor. 
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Figure 10. Potential molecular targets for CML therapy. Agents targeting Ras (items numbered 6-8), 
the Abl kinase domain (SH1), PI-3 kinase (items 6, 9), and Bcr/Abl protein stability (item 4) are in 
various stages of pre-clinical and clinical development. Agents targeting the Bcr/ Abl oligomerization 
domain (OD; important for Bcr/Abl activation) or BCR/ABL transcripts (item 5), or attempts at 
trapping Bcr/Abl in the nucleus (item 3), or eliciting a Bcr/Abl-specific immune response by 
junction-specific peptide vaccines (item 10) may prove more challenging. 

The Abl kinase domain (SHl) 
Apart from imatinib, other small molecule tyrosine kinase inhibitors are in various stages of pre
clinical and early clinical development. PD166326, a member of the pyridopyrimidine class, has been 
demonstrated to be approximately 100 times more potent than imatinib in inhibiting Bcr/Abl kinase 
activity in vitro [127], perhaps because of its ability to inhibit Bcr/ Abl in both active and inactive 
conformations [33]. At least two other tyrosine kinase inhibitors more potent than imatinib are in early 
pre-clinical/clinical studies. Other agents include Adaphostin (NSC 680410), an analogue of the 
tyrosine kinase inhibitor tyrphostin AG957, which also targets the Abl kinase domain [128], but 
appears to act by blocking Bcr/ Abl substrate interactions rather than interfering with ATP binding. In 
pre-clinical studies, adaphostin inhibited Bcr/Abl autophosphorylation and Bcr/Abl protein stability, 
and had activity against imatinib-resistant cells [129, 130], suggesting that adaphostin and imatinib 
might be an effective clinical combination. 
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Bcr/ Abl protein stability 
The novel anti-cancer drug 17 -AAG is an inhibitor of the molecular chaperone protein Hsp90, which is 
responsible for stabilizing a number of signaling proteins, growth factor receptors, and oncogenic 
proteins including Bcr/Abl [131-134]. Treatment of Bcr/Abl-expressing cells with 17-AAG has been 
demonstrated to disturb the interaction of Bcr/ Abl with the chaperone protein Hsp90, resulting in a 
proteosome-dependent decrease in the stability and expression of Bcr/ Abl protein, and the apoptosis of 
Bcr/Abl-expressing cells [132, 135]. 17-AAG also has activity against cells expressing imatinib
resistant BCR!ABL mutations in vitro [136]. Phase 1/11 trials of 17-AAG in imatinib-resistant CML are 
currently in progress, although 17-AAG may prove more effective when administered in combination 
with imatinib in newly diagnosed CML patients. 

Targeting the Ras signal transduction pathway 
Generally, the Ras signal transduction pathway has not been considered to play a major role in Bcr/Abl 
transformation. However, several downstream Ras effectors appear to play collaborative roles in 
Bcr/ Ablleukemogenesis, and therapeutic agents targeting the Ras signaling cascade have had some 
encouraging initial success. Despite fairly modest constitutive Ras activation in CML, the famesyl 
transferase inhibitor (FTI) SCH66336 (lonafamib, Schlering Plough) had potent activity in a murine 
Bcr/ Abllymphoid leukemia model, and also inhibited the growth of primary CML cells in a BM 
colony assay [137]. In this study, SCH66336 had greater activity against Bcr/Abl cell lines than co
expression of dominant negative ras, suggesting FTis may also inhibit non-Ras targets. SCH66336 also 
has been demonstrated to have activity against imatinib-resistant human CML cell lines [138]. Another 
FTI, R115777 (Zarnestra, Johnson & Johnson) has been demonstrated to have activity in CML blast 
crisis patients [139], suggesting that imatinib and FTI combinations may be useful in high-risk and 
imatinib-resistant CML patients. 

Other Ras effectors such as Raf-1 [140], Grb2/Sos [141, 142], CrkL [143-146], and She [141, 
147] have been implicated in Bcr/Abl transformation, providing rationale to investigate MEK1 
inhibitors, which target the downstream activation of mitogen activated protein kinase (MAPK) 1/2. 
Several different MEK1 inhibitors have shown activity against human CML cell lines [148], and to act 
synergistically when combined with imatinib in vitro [149]. Because mutagenesis of the Grb2-binding 
site in Bcr completely blocked the induction of CML in mouse models, peptide-based therapy targeting 
Grb2 has also been studied. Peptides targeting the src homology (SH) 3 domain of Grb2 disrupted its 
interaction with Sos, reduced MAPKl/2 activation, and suppressed the proliferation of CML cell lines 
and primary patient CML blast samples [150]. 

Inhibition of the PI-3 kinase/mTOR pathway 
Inhibition of the phosphatidylinositol (PI)-3 kinase pathway has been demonstrated to impair the 
proliferation and survival of Bcr/Abl-expressing cells [151, 152]. Targeting PI-3 kinase and its 
downstream effector Akt has also been of recent interest because of evidence of cross-talk between PI-
3 kinase and the adapter proteins Grb2 and Gab2, both of which are important for Bcr/ Abl 
transformation [142, 153]. A recent study found that the PI-3 kinase inhibitors wortmannin and 
LY294002 both had activity against CML progenitors in vitro, including cells resistant to imatinib 
[154]. Further investigation in CML patients will require the clinical development of effective PI-3 
kinase inhibitors. There has also been recent interest in targeting mammalian target of rapamycin 
(mTOR), a downstream effector of Akt (reviewed in [155]), in CML. A recent study found that 
rapamycin, an mTOR inhibitor, was syngergistic with imatinib against Bcr/Abl-expressing cells in 

17 



vitro, and improved the survival of mice in a CML animal model in vivo [156]. Several mTOR 
inhibitors are in early clinical trials in refractory hematological malignancy and other cancers, 
suggesting the feasibility of studying mTOR/imatinib combinations in patients with advanced CML in 
the near future. 

Summary and future directions 
Advances in basic and translational research made molecularly-targeted therapy for CML a reality, and 
provided an important paradigm for rational cancer therapeutics. Despite important advances in CML 
therapy, important challenges and goals lie ahead. These include: (1) Determine if tyrosine kinase 
inhibitors like imatinib, administered at the highest tolerated doses, are capable of achieving durable, 
long-term remissions/cures (2) Identify imatinib combination regimens capable of curing de novo 
CML (3) Improve allogeneic stem cell transplantation efficacy and minimize morbidity (4) Determine 
if advances in molecular CML therapy can render autologous transplantation a viable therapeutic 
option for CML patients (5) Identify new agents for treating imatinib-resistant CML. 

18 



References 

1. Xie, Y., S.M. Davies, Y. Xiang, L.L. Robison, and J.A. Ross, Trends in leukemia incidence and 
survival in the United States (1973-1998). Cancer, 2003. 97(9): p. 2229-35. 

2. Boice, J.D., Jr., N.E. Day, A. Andersen, L.A. Brinton, R. Brown, N.W. Choi, E.A. Clarke, M.P. 
Coleman, R.E. Curtis, J.T. Flannery, and et al., Second cancers following radiation treatment 
for cervical cancer. An international collaboration among cancer registries. J Natl Cancer Inst, 
1985. 74(5): p. 955-75. 

3. Brown, W.M. and R. Doll, Mortality from cancer and other causes after radiotherapy for 
ankylosing spondylitis. Br Med J, 1965. 5474: p. 1327-32. 

4. Faded, S., M. Talpaz, Z. Estrov, and H.M. Kantarjian, Chronic myelogenous leukemia: biology 
and therapy. Ann Intern Med, 1999. 131(3): p. 207-19. 

5. Dekmezian, R., H.M. Kantarjian, M.J. Keating, M. Talpaz, K.B. McCredie, and E.J. Freireich, 
The relevance of reticulin stain-measured fibrosis at diagnosis in chronic myelogenous 
leukemia. Cancer, 1987. 59(10): p. 1739-43. 

6. Nowell, P.C. and D.A. Hungerford, A minute chromosome in human chronic granulocytic 
leukemia. Science, 1960. 132: p. 1197-1200. 

7. Rowley, J.D., A new consistent chromosomal abnormality in chronic myelogenous leukaemia 
identified by quinacrine fluorescence and Giemsa staining. Nature, 1973.243: p. 290-293. 

8. Whang, J., E. Frei Ill, J.H. Tjio, P.P. Carbone, and G. Brecher, The distribution of the 
Philadelphia chromosome in patients with chronic myelogenous leukemia. Blood, 1963. 22: p. 
664-673. 

9. Fialkow, P.J., R.J. Jacobson, and T. Papayannopoulou, Chronic myelocytic leukemia: Clonal 
origin in a stem cell common to the granulocyte, erythrocyte, platelet and 
monocyte/macrophage. Am. J. Med., 1977.63: p. 125-130. 

10. Fialkow, P.J., A.M. Denman, R.J. Jacobson, and M.N. Lowenthal, Chronic myelocytic 
leukemia: Origin of some lymphocytes from leukemic stem cells. J. Clin. Invest., 1978. 62: p. 
815-823. 

11. Tough, I.M., P.A. Jacobs, W.M. Court-Brown, A.G. Baikie, and E.R.D. Williamson, 
Cytogenetic studies on bone-marrow in chronic myeloid leukaemia. Lancet, 1963. 1: p. 844-
846. 

12. Allouche, M., A. Bourinbaiar, and V. Georgoulias, T-celllineage involvement in lymphoid 
blast crisis of chronic myeloid leukemia. Blood, 1985. 66: p. 1155-1161. 

13. Jonas, D., M. Lubbert, B.S. Kawasaki, M. Henke, K.J. Bross, R. Mertelsmann, and F. 
Hermann, Clonal analysis_ of bcr-abl rearrangement in T lymphocytes from patients with 
chronic myelogenous leukemia. Blood, 1992. 79: p. 1017-1023. 

14. Groffen, J., J.R. Stephenson, N. Heisterkamp, A. de Klein, C.R. Bartram, and G. Grosveld, 
Philadelphia chromosomal breakpoints are clustered within a limited region, bcr, on 
chromosome 22. Cell, 1984. 36: p. 93-99. 

15. Heisterkamp, N., J.R. Stephenson, J. Groffen, P.F. Hansen, A. de Klein, C.R. Bartram, and G. 
Grosveld, Localization of the c-abl oncogene adjacent to a translocation break point in chronic 
myelocytic leukaemia. Nature, 1983. 306: p. 239-242. 

16. Melo, J.V., The diversity of BCR-ABLjusion proteins and their relationship to leukemia 
phenotype. Blood, 1996. 88(7): p. 2375-84. 

17. Sawyers, C.L., Chronic myeloid leukemia. N Engl J Med, 1999. 340(17): p. 1330-40. 

19 



18. Hermans, A., N. Heisterkamp, M. von Lindem, S. van Baal, D. Meijer, D. van der Plas, L.M. 
Wiedemann, J. Groffen, D. Bootsma, and G. Grosveld, Unique fusion ofbcr and c-abl genes in 
Philadelphia chromosome positive acute lymphoblastic leukemia. Cell, 1987. 51: p. 33-40. 

19. Pierce, A., P.J. Owen-Lynch, E. Spooncer, T.M. Dexter, and A.D. Whetton, p210 Bcr-Abl 
expression in a primitive multipotent haematopoietic cell line models the development of 
chronic myeloid leukaemia. Oncogene, 1998. 17(5): p. 667-672. 

20. Shtalrid, M., M. Talpaz, R. Kurzrock, H. Kantarjian, J. Trujillo, J. Gutterman, G. Yoffe, and M. 
Blick, Analysis of breakpoints within the bcr gene and their correlation with the clinical course 
of Philadelphia-positive chronic myelogenous leukemia. Blood, 1988. 72: p. 485-490. 

21. Kurzrock, R., H.M. Kantarjian, M. Shtalrid, J.U. Gutterman, and M. Talpaz, Philadelphia 
chromosome-negative chronic myelogenous leukemia without breakpoint cluster region 
rearrangement: A chronic myeloid leukemic with a distinct clinical course. Blood, 1990. 75: p. 
445-452. 

22. Garcia-Marrero, G., S. Faded, S. O'Brien, J. Cortes, M. Talpaz, and H.M. Kantarjian, Chronic 
myelogenous leukemia: a review and update of therapeutic strategies. Cancer, 2003. 98(3): p. 
437-57. 

23. Van Etten, R.A., P. Jackson, and D. Baltimore, The mouse type IV c-abl gene product is a 
nuclear protein, and activation of transforming ability is associated with cytoplasmic 
localization. Cell, 1989. 58: p. 669-678. 

24. Wetzler, M., M. Talpaz, R.A. Van Etten, C. Hirsch-Ginsberg, M. Beran, and R. Kurzrock, 
Subcellular localization of Bcr, Abl, and Bcr-Abl proteins in normal and leukemic cells and 
correlation of expression with myeloid differentiation. J. Clin. Invest., 1993.92: p. 1925-1939. 

25. McWhirter, J.R. and J.Y.J. Wang, Activation of tyrosine kinase and microfilament-binding 
functions of c-abl by bcr sequences in bcr/abl fusion proteins. Mol. Cell. Biol., 1991. 11: p. 
1785-1792. 

26. McWhirter, J.R., D.L. Galasso, and J.Y.J. Wang, A coiled-coil oligomerization domain of Bcr 
is essential for the transforming function of Bcr-Abl oncoproteins. Mol. Cell. Biol., 1993. 
13(12): p. 7587-7595. 

27. Lugo, T.G., A. Pendergast, A.J. Muller, and O.N. Witte, Tyrosine kinase activity and 
transformation potency of bcr-abl oncogene products. Science, 1990. 247: p. 1079-1082. 

28. Daley, G.Q., R.A. Van Etten, and D. Baltimore, Induction of chronic myelogenous leukemia in 
mice by the P21(Jbcrtabl gene of the Philadelphia chromosome. Science, 1990. 247: p. 824-830. 

29. Kelliher, M.A., J. McLaughlin, O.N. Witte, and N. Rosenberg, Induction of a chronic 
myelogenous leukemia-like syndrome in mice with v-abl and bcr/abl. Proc. Natl. Acad. Sci. 
USA, 1990. 87: p. 6649-6653. 

30. Buchdunger, E., J. Zimmermann, H. Mett, T. Meyer, M. Muller, B.J. Druker, and N.B. Lydon, 
Inhibition of the Abl protein-tyrosine kinase in vitro and in vivo by a 2-phenylaminopyrimidine 
derivative. Cancer Res, 1996. 56(1): p. 100-4. 

31. Buchdunger, E., C.L. Cioffi, N. Law, D. Stover, S. Ohno-Jones, B.J. Druker, and N.B. Lydon, 
Abl protein-tyrosine kinase inhibitor ST/571 inhibits in vitro signal transduction mediated by c
kit and platelet-derived growth factor receptors. J Pharmacal Exp Ther, 2000. 295(1): p. 139-
45. 

32. Okuda, K., E. Weisberg, D.G. Gilliland, and J.D. Griffin, ARG tyrosine kinase activity is 
inhibited by STI571. Blood, 2001. 97(8): p. 2440-8. 

20 



33. Nagar, B., W.G. Bornmann, P. Pellicena, T. Schindler, D.R. Veach, W.T. Miller, B. Clarkson, 
and J. Kuriyan, Crystal Structures of the Kinase Domain of c-Abl in Complex with the Small 
Molecule Inhibitors PD173955 and Imatinib (STI-571). Cancer Res, 2002. 62(15): p. 4236-43. 

34. Druker, B.J., Imatinib alone and in combination for chronic myeloid leukemia. Semin Hematol, 
2003. 40(1): p. 50-8. 

35. Druker, B.J., M. Talpaz, D.J. Resta, B. Peng, E. Buchdunger, J.M. Ford, N.B. Lydon, H. 
Kantarjian, R. Capdeville, S. Ohno-Jones, and C.L. Sawyers, Efficacy and safety of a specific 
inhibitor of the BCR-ABL tyrosine kinase in chronic myeloid leukemia. N Engl J Med, 2001. 
344(14): p. 1031-7. 

36. Druker, B.J., C.L. Sawyers, H. Kantarjian, D.J. Resta, S.F. Reese, J.M. Ford, R. Capdeville, 
and M. Tal paz, Activity of a specific inhibitor of the BCR -ABL tyrosine kinase in the blast crisis 
of chronic myeloid leukemia and acute lymphoblastic leukemia with the Philadelphia 
chromosome. N Engl J Med, 2001. 344(14): p. 1038-42. 

37. O'Brien, S.G., F. Guilhot, R.A. Larson, I. Gathmann, M. Baccarani, F. Cervantes, J.J. 
Cornelissen, T. Fischer, A. Hochhaus, T. Hughes, K. Lechner, J.L. Nielsen, P. Rousselot, J. 
Reiffers, G. Saglio, J. Shepherd, B. Simonsson, A. Gratwohl, J.M. Goldman, H. Kantarjian, K. 
Taylor, G. Verhoef, A.E. Bolton, R. Capdeville, and B.J. Druker, Imatinib compared with 
interferon and low-dose cytarabine for newly diagnosed chronic-phase chronic myeloid 
leukemia. N Engl J Med, 2003. 348(11): p. 994-1004. 

38. Bose, S., M. Deininger, J. Gora-Tybor, J.M. Goldman, and J.V. Melo, The presence of typical 
and atypical BCR-ABL.fusion genes in leukocytes of normal individuals: biologic significance 
and implications for the assessment of minimal residual disease. Blood, 1998. 92(9): p. 3362-7. 

39. Talpaz, M., R.T. Silver, B.J. Druker, J.M. Goldman, C. Gambacorti-Passerini, F. Guilhot, C.A. 
Schiffer, T. Fischer, M.W. Deininger, A.L. Lennard, A. Hochhaus, O.G. Ottmann, A. 
Gratwohl, M. Baccarani, R. Stone, S. Tura, F.X. Mahon, S. Femandes-Reese, I. Gathmann, R. 
Capdeville, H.M. Kantarjian, and C.L. Sawyers, Imatinib induces durable hematologic and 
cytogenetic responses in patients with accelerated phase chronic myeloid leukemia: results of a 
phase 2 study. Blood, 2002. 99(6): p. 1928-37. 

40. Sawyers, C.L., A. Hochhaus, E. Feldman, J.M. Goldman, C.B. Miller, O.G. Ottmann, C.A. 
Schiffer, M. Talpaz, F. Guilhot, M.W. Deininger, T. Fischer, S.G. O'Brien, R.M. Stone, C.B. 
Gambacorti-Passerini, N.H. Russell, J.J. Reiffers, T.C. Shea, B. Chapuis, S. Coutre, S. Tura, E. 
Morra, R.A. Larson, A. Saven, C. Peschel, A. Gratwohl, F. Mandelli, M. Ben-Am, I. 
Gathmann, R. Capdeville, R.L. Paquette, and B.J. Druker, Imatinib induces hematologic and 
cytogenetic responses in patients with chronic myelogenous leukemia in myeloid blast crisis: 
results of a phase II study. Blood, 2002. 99(10): p. 3530-9. 

41. Hochhaus, A., S. Kreil, AS. Corbin, P. La Rosee, M.C. Muller, T. Lahaye, B. Hanfstein, C. 
Schoch, N.C. Cross, U. Berger, H. Gschaidmeier, B.J. Druker, and R. Hehlmann, Molecular 
and chromosomal mechanisms ofresistance to imatinib (ST/571) therapy. Leukemia, 2002. 
16(11): p. 2190-6. 

42. Hochhaus, A., Cytogenetic and molecular mechanisms of resistance to imatinib. Semin 
Hematol, 2003. 40(2 Suppl 3): p. 69-79. 

43. Gorre, M.E., M. Mohammed, K. Ellwood, N. Hsu, R. Paquette, P.N. Rao, and C.L. Sawyers, 
Clinical resistance to STI-571 cancer therapy caused by BCR-ABL gene mutation or 
amplification. Science, 2001. 293(5531): p. 876-80. 

44. Roche-Lestienne, C., V. Soenen-Comu, N. Grardel-Duflos, J.L. Lai, N. Philippe, T. Pacon, P. 
Fenaux, and C. Preudhomme, Several types of mutations of the Abl gene can be found in 

21 



chronic myeloid leukemia patients resistant to ST/571, and they can pre-exist to the onset of 
treatment. Blood, 2002. 100(3): p. 1014-8. 

45. Branford, S., Z. Rudzki, S. Walsh, A. Grigg, C. Arthur, K. Taylor, R. Herrmann, K.P. Lynch, 
and T.P. Hughes, High frequency of point mutations clustered within the adenosine 
triphosphate-binding region of BCR/ABL in patients with chronic myeloid leukemia or Ph
positive acute lymphoblastic leukemia who develop imatinib (STI571) resistance. Blood, 2002. 
99(9): p. 3472-5. 

46. Shah, N.P., J.M. Nicoll, B. Nagar, M.E. Gorre, R.L. Paquette, J. Kuriyan, and C.L. Sawyers, 
Multiple BCR-ABL kinase domain mutations confer polyclonal resistance to the tyrosine kinase 
inhibitor imatinib (ST/571) in chronic phase and blast crisis chronic myeloid leukemia. Cancer 
Cell, 2002. 2(2): p. 117-25. 

47. Barthe, C., P. Cony-Makhoul, J.V. Melo, and J.R. Mahon, Roots of clinical resistance to ST/-
571 cancer therapy. Science, 2001. 293(5538): p. 2163. 

48. Gambacorti-Passerini, C.B., R.H. Gunby, R. Piazza, A. Galietta, R. Rostagno, and L. Scapozza, 
Molecular mechanisms of resistance to imatinib in Philadelphia-chromosome-positive 
leukaemias. Lancet Oncol, 2003. 4(2): p. 75-85. 

49. von Bubnoff, N., F. Schneller, C. Peschel, and J. Duyster, BCR-ABL gene mutations in relation 
to clinical resistance of Philadelphia-chromosome-positive leukaemia to STI571: a prospective 
study. Lancet, 2002. 359(9305): p. 487-91. 

50. Schindler, T., W. Bornmann, P. Pellicena, W.T. Miller, B. Clarkson, and J. Kuriyan, Structural 
mechanismfor ST/-571 inhibition of abelson tyrosine kinase. Science, 2000. 289(5486): p. 
1938-42. 

51. Roumiantsev, S., N.P. Shah, M.E. Gorre, J. Nicoll, B.B. Brasher, C.L. Sawyers, and R.A. Van 
Etten, Clinical resistance to the kinase inhibitor STI-571 in chronic myeloid leukemia by 
mutation ofTyr-253 in the Abl kinase domain P-loop. Proc Natl Acad Sci US A, 2002. 99(16): 
p. 10700-5. 

52. Corbin, A.S., P. La Rosee, E.P. Stoffregen, B.J. Druker, and M.W. Deininger, Several Bcr-Abl 
kinase domain mutants associated with imatinib mesylate resistance remain sensitive to 
imatinib. Blood, 2003. 

53. Branford, S., Z. Rudzki, S. Walsh, I. Parkinson, A. Grigg, J. Szer, K. Taylor, R. Herrmann, J.F. 
Seymour, C. Arthur, D. Joske, K. Lynch, and T. Hughes, Detection of BCR-ABL mutations in 
patients with CML treated with imatinib is virtually always accompanied by clinical resistance, 
and mutations in the ATP phosphate-binding loop (P-loop) are associated with a poor 
prognosis. Blood, 2003. 102(1): p. 276-83. 

54. Roche-Lestienne, C. and C. Preudhomme, Mutations in the ABL kinase domain pre-exist the 
onset ofimatinib treatment. Semin Hematol, 2003. 40(2 Suppl3): p. 80-2. 

55. Roche-Lestienne, C., J.L. Lai, S. Darre, T. Facon, and C. Preudhomme, A mutation conferring 
resistance to imatinib at the time of diagnosis of chronic myelogenous leukemia. N Engl J Med, 
2003.348(22):p. 2265-6. 

56. Hofmann, W.K., M. Komor, B. Wassmann, L.C. Jones, H. Gschaidmeier, D. Hoelzer, H.P. 
Koeffler, and O.G. Ottmann, Presence of the BCR-ABL mutation Glu255Lys prior to ST/571 
(imatinib) treatment in patients with Ph+ acute lymphoblastic leukemia. Blood, 2003. 102(2): 
p. 659-61. 

57. Kreuzer, K.A., P. Le Coutre, 0. Landt, I.K. Na, M. Schwarz, K. Schultheis, A. Hochhaus, and 
B. Dorken, Preexistence and evolution ofimatinib mesylate-resistant clones in chronic 

22 



myelogenous leukemia detected by a PNA-based PCR clamping technique. Ann Hematol, 2003. 
82(5): p. 284-9. 

58. Canitrot, Y., D. Lautier, G. Laurent, M. Frechet, A. Ahmed, A.G. Turhan, B. Salles, C. Cazaux, 
and J.S. Hoffmann, Mutator phenotype of BCR--ABL transfected Ba/F3 cell lines and its 
association with enhanced expression of DNA polymerase beta. Oncogene, 1999. 18(17): p. 
2676-80. 

59. Klucher, K.M., D.V. Lopez, and G.Q. Daley, Secondary mutation maintains the transformed 
state in BaF3 cells with inducible BCR!ABL expression. Blood, 1998. 91(10): p. 3927-3934. 

60. Salloukh, H.F. and P. Laneuville, Increase in mutant frequencies in mice expressing the BCR
ABL activated tyrosine kinase. Leukemia, 2000. 14(8): p. 1401-4. 

61. Canitrot, Y., R. Falinski, T. Louat, G. Laurent, C. Cazaux, J.S. Hoffmann, D. Lautier, and T. 
Skorski,p210 BCR/ABL kinase regulates nucleotide excision repair (NER) and resistance to 
UVradiation. Blood, 2003. 102(7): p. 2632-7. 

62. Skorski, T., BCR/ABL regulates response to DNA damage: the role in resistance to genotoxic 
treatment and in genomic instability. Oncogene, 2002. 21(56): p. 8591-604. 

63. Graham, S.M., H.G. Jorgensen, E. Allan, C. Pearson, M.J. Alcorn, L. Richmond, and T.L. 
Holyoake, Primitive, quiescent, Philadelphia-positive stem cells from patients with chronic 
myeloid leukemia are insensitive to ST/571 in vitro. Blood, 2002. 99(1): p. 319-25. 

64. Holtz, M.S. and R. Bhatia, Effect of imatinib mesylate on chronic myelogenous leukemia 
hematopoietic progenitor cells. Leuk Lymphoma, 2004. 45(2): p. 237-45. 

65. Bhatia, R., M. Holtz, N. Niu, R. Gray, D.S. Snyder, C.L. Sawyers, D.A. Arber, M.L. Slovak, 
and S.J. Forman, Persistence of malignant hematopoietic progenitors in chronic myelogenous 
leukemia patients in complete cytogenetic remission following imatinib mesylate treatment. 
Blood, 2003. 101(12): p. 4701-7. 

66. Olavarria, E., E. Kanfer, R. Szydlo, J. Kaeda, K. Rezvani, K. Cwynarski, C. Pocock, F. Dazzi, 
C. Craddock, J.F. Apperley, N.C. Cross, and J.M. Goldman, Early detection of BCR-ABL 
transcripts by quantitative reverse transcriptase-polymerase chain reaction predicts outcome 
after allogeneic stem cell transplantation for chronic myeloid leukemia. Blood, 2001. 97(6): p. 
1560-5. 

67. Talpaz, M., Z. Estrov, H. Kantarjian, S. Ku, A. Foteh, and R. Kurzrock, Persistence of dormant 
leukemic progenitors during interferon-induced remission in chronic myelogenous leukemia. 
Analysis by polymerase chain reaction of individual colonies. J Clin Invest, 1994. 94(4): p. 
1383-9. 

68. Holtz, M.S., M.L. Slovak, F. Zhang, C.L. Sawyers, S.J. Forman, and R. Bhatia, Imatinib 
mesylate (ST/571) inhibits growth of primitive malignant progenitors in chronic myelogenous 
leukemia through reversal of abnormally increased proliferation. Blood, 2002. 99(10): p. 
3792-800. 

69. Scharenberg, C.W., M.A. Harkey, and B. Torok-Storb, The ABCG2 transporter is an efficient 
Hoechst 33342 efflux pump and is preferentially expressed by immature human hematopoietic 
progenitors. Blood, 2002. 99(2): p. 507-12. 

70. Mitelman, F., The cytogenetic scenario of chronic myeloid leukemia. Leuk Lymphoma, 1993. 
11 Suppl1: p. 11-5. 

71. Mitelman, F., G. Levan, P.G. Nilsson, and L. Brandt, Non-random karyotypic evolution in 
chronic myeloid leukemia. Int J Cancer, 1976. 18(1): p. 24-30. 

23 



72. Alimena, G., B. Dallapiccola, R. Gastaldi, F. Mandelli, L. Brandt, F. Mitelman, and P.G. 
Nilsson, Chromosomal, morphological and clinical correlations in blastic crisis of chronic 
myeloid leukaemia: a study of69 cases. Scand J Haematol, 1982. 28(2): p. 103-17. 

73. Johansson, B., T. Fioretos, and F. Mitelman, Cytogenetic and molecular genetic evolution of 
chronic myeloid leukemia. Acta Haematol, 2002. 107(2): p. 76-94. 

74. Ishikura, H., Y. Yufu, S. Yamashita, Y. Abe, T. Okamura, S. Motomura, J. Nishimura, and H. 
Nawata, Biphenotypic blast crisis of chronic myelogenous leukemia: abnormalities ofp53 and 
retinoblastoma genes. Leuk Lymphoma, 1997. 25(5-6): p. 573-8. 

75. Marasca, R., M. Luppi, P. Barozzi, M.G. Ferrari, M. Morselli, and G. Torelli, P53 gene 
mutations in chronic myelogenous leukemia medullary and extramedullary blast crisis. Leuk 
Lymphoma, 1996. 24(1-2): p. 175-82. 

76. Foti, A., H.G. Ahuja, S.L. Allen, P. Koduru, M.W. Schuster, P. Schulman, M. Bar-Eli, and M.J. 
Cline, Correlation between molecular and clinical events in the evolution of chronic myelocytic 
leukemia to blast crisis. Blood, 1991. 77(11): p. 2441-4. 

77. Ahuja, H., M. Bar-Eli, S.H. Advani, S. Benchimol, and M.J. Cline, Alterations in the p53 gene 
and the clonal evolution of the blast crisis of chronic myelocytic leukemia. Proc N atl Acad Sci 
US A, 1989. 86(17): p. 6783-7. 

78. Stuppia, L., G. Calabrese, R. Peila, P. Guanciali-Franchi, E. Morizio, A. Spadano, and G. 
Palka, p53 loss and point mutations are associated with suppression of apoptosis and 
progression ofCML into myeloid blastic crisis. Cancer Genet Cytogenet, 1997. 98(1): p. 28-35. 

79. Gaidano, G., A. Serra, A. Guerrasio, G. Rege-Cambrin, U. Mazza, and G. Saglio, Genetic 
analysis of p53 and RBI tumor-suppressor genes in blast crisis of chronic myeloid leukemia. 
Ann Hematol, 1994. 68(1): p. 3-7. 

80. Sill, H., J.M. Goldman, and N.C. Cross, Homozygous deletions of the p16 tumor-suppressor 
gene are associated with lymphoid transformation of chronic myeloid leukemia. Blood, 1995. 
85(8): p. 2013-6. 

81. Guilbert-Douet, N., F. Morel, M.J. Le Bris, C. Berthou, P. Morice, P. Bourquard, and M.D. 
Braekeleer, Clonal chromosomal abnormalities in the Philadelphia chromosome negative cells 
of chronic myeloid leukemia patients treated with imatinib. Leukemia, 2004. 18(6): p. 1140-2. 

82. Johansson, B., T. Fioretos, R. Billstrom, and F. Mitelman, Abberant cytogenetic evolution 
pattern of Philadelphia-positive chronic myeloid leukemia treated with interferon-alpha. 
Leukemia, 1996. 10(7): p. 1134-8. 

83. Donato, N.J., J.Y. Wu, J. Stapley, G. Gallick, H. Lin, R. Arlinghaus, and M. Talpaz, BCR-ABL 
independence and LYN kinase overexpression in chronic myelogenous leukemia cells selected 
for resistance to ST/571. Blood, 2003. 101(2): p. 690-698. 

84. Donato, N.J., J.Y. Wu, J. Stapley, H. Lin, R. Arlinghaus, B. Aggarwal, S. Shishodin, M. 
Albitar, K. Hayes, H. Kantarjian, and M. Talpaz, Imatinib mesylate resistance through BCR
ABL independence in chronic myelogenous leukemia. Cancer Res, 2004. 64(2): p. 672-7. 

85. Gambacorti-Passerini, C., R. Bami, P. le Coutre, M. Zucchetti, G. Cabrita, L. Cleris, F. Rossi, 
E. Gianazza, J. Brueggen, R. Cozens, P. Pioltelli, E. Pogliani, G. Comeo, F. Formelli, and M. 
D'Incalci, Role of alpha] acid glycoprotein in the in vivo resistance of human BCR- ABL( +) 
leukemic cells to the abl inhibitor ST/571. J Natl Cancer Inst, 2000. 92(20): p. 1641-50. 

86. Gambacorti-Passerini, C., M. Zucchetti, D. Russo, R. Frapolli, M. Verga, S. Bungaro, L. 
Tomaghi, F. Rossi, P. Pioltelli, E. Pogliani, D. Alberti, G. Comeo, and M. D'Incalci, Alpha] 
acid glycoprotein binds to imatinib (ST/571) and substantially alters its pharmacokinetics in 
chronic myeloid leukemia patients. Clin Cancer Res, 2003. 9(2): p. 625-32. 

24 



87. Jorgensen, H.G., M.A. Elliott, E.K. Allan, C.E. Carr, T.L. Holyoake, and K.D. Smith, Alphal
acid glycoprotein expressed in the plasma of chronic myeloid leukemia patients does not 
mediate significant in vitro resistance to STI571. Blood, 2002. 99(2): p. 713-5. 

88. Hochhaus, A., F. Lin, A. Reiter, H. Skladny, F. van Rhee, P.C. Shepherd, N.C. Allan, R. 
Hehlmann, J.M. Goldman, and N.C. Cross, Variable numbers of BCR-ABL transcripts persist 
in CML patients who achieve complete cytogenetic remission with interferon-alpha. Br J 
Haematol, 1995. 91(1): p. 126-31. 

89. Hochhaus, A., F. Lin, A. Reiter, H. Skladny, R. Hehlmann, J.M. Goldman, and N.C. Cross, 
Quantitative molecular methods to monitor the response of CML patients to interferon-alpha. 
Bone Marrow Transplant, 1996. 17 Suppl 3: p. S41-4. 

90. Hochhaus, A., F. Lin, A. Reiter, H. Skladny, P.J. Mason, F. van Rhee, P.C. Shepherd, N.C. 
Allan, R. Hehlmann, J.M. Goldman, and N.C. Cross, Quantification of residual disease in 
chronic myelogenous leukemia patients on interferon-alpha therapy by competitive polymerase 
chain reaction. Blood, 1996. 87(4): p. 1549-55. 

91. Kurzrock, R., Z. Estrov, H. Kantarjian, and M. Talpaz, Conversion of interferon-induced, long
term cytogenetic remissions in chronic myelogenous leukemia to polymerase chain reaction 
negativity. J Clin Oncol, 1998. 16(4): p. 1526-31. 

92. Merx, K., M.C. Muller, S. Kreil, T. Lahaye, P. Paschka, C. Schoch, A. Weisser, C. Kuhn, U. 
Berger, H. Gschaidmeier, R. Hehlmann, and A. Hochhaus, Early reduction of BCR-ABL mRNA 
transcript levels predicts cytogenetic response in chronic phase CML patients treated with 
imatinib after failure of interferon alpha. Leukemia, 2002. 16(9): p. 1579-83. 

93. Hughes, T. and S. Branford, Molecular monitoring of chronic myeloid leukemia. Semin 
Hematol, 2003. 40(2 Suppl2): p. 62-8. 

94. Wang, L., K. Pearson, J.E. Ferguson, and R.E. Clark, The early molecular response to imatinib 
predicts cytogenetic and clinical outcome in chronic myeloid leukaemia. Br J Haematol, 2003. 
120(6): p. 990-9. 

95. Crossman, L.C. and S. O'Brien, Clinical results with imatinib in chronic myeloid leukaemia. 
Leuk Res, 2004.28 Suppl1: p. 3-9. 

96. Hughes, T.P., J. Kaeda, S. Branford, Z. Rudzki, A. Hochhaus, M.L. Hensley, I. Gathmann, 
A.E. Bolton, I.C. van Hoomissen, J.M. Goldman, and J.P. Radich, Frequency of major 
molecular responses to imatinib or interferon alfa plus cytarabine in newly diagnosed chronic 
myeloid leukemia. N Engl J Med, 2003. 349(15): p. 1423-32. 

97. Or, R., M.Y. Shapira, I. Resnick, A. Amar, A. Ackerstein, S. Samuel, M. Aker, E. Naparstek, 
A. Nagler, and S. Slavin, Nonmyeloablative allogeneic stem cell transplantation for the 
treatment of chronic myeloid leukemia in .first chronic phase. Blood, 2003. 101(2): p. 441-5. 

98. Chakrabarti, S., D. MacDonald, G. Hale, K. Holder, V. Turner, H. Czamecka, J. Thompson, C. 
Fegan, H. Waldmann, and D.W. Milligan, T-cell depletion with Campath-JH "in the bag"for 
matched related allogeneic peripheral blood stem cell transplantation is associated with 
reduced graft-versus-host disease, rapid immune constitution and improved survival. Br J 
Haematol, 2003. 121(1): p. 109-18. 

99. Das, M., T.K. Saikia, S.H. Advani, P.M. Parikh, and S. Tawde, Use of a reduced-intensity 
conditioning regimen for allogeneic transplantation in patients with chronic myeloid leukemia. 
Bone Marrow Transplant, 2003. 32(2): p. 125-9. 

100. Raiola, A.M., M.T. Van Lint, M. Valbonesi, T. Lamparelli, F. Gualandi, D. Occhini, S. 
Bregante, C. di Grazia, A. Dominietto, M. Soracco, C. Romagnani, F. Vassallo, M. Casini, B. 
Bruno, F. Frassoni, and A. Bacigalupo, Factors predicting response and graft-versus-host 

25 



disease after donor lymphocyte infusions: a study on 593 infusions. Bone Marrow Transplant, 
2003.31(8):p.687-93. 

101. Gilleece, M.H. and F. Dazzi, Donor lymphocyte infusions for patients who relapse after 
allogeneic stem cell transplantation for chronic myeloid leukaemia. Leuk Lymphoma, 2003. 
44(1): p. 23-8. 

102. Elmaagacli, A.H., R. Peceny, N. Steckel, R. Trenschel, H. Ottinger, H. Grosse-Wilde, U.W. 
Schaefer, and D.W. Beelen, Outcome of transplantation of highly purified peripheral blood 
CD34+ cells with T-cell add-back compared with unmanipulated bone marrow or peripheral 
blood stem cells from HLA-identical sibling donors in patients with first chronic phase chronic 
myeloid leukemia. Blood, 2003. 101(2): p. 446-53. 

103. Vela-Ojeda, J., M.A. Garcia-Ruiz Esparza, E. Reyes-Maldonado, L. Jimenez-Zamudio, M. 
Moreno-Lafont, E. Garda-Latorre, E. Ramirez-Sanjuan, L. Montiel-Cervantes, F. Tripp
Villanueva, L.D. Garcia-Leon, M. Ayala-Sanchez, A. Rosas-Cabral, J.A. Avina-Zubieta, G. 
Galindo-Rodriguez, M. Vadillo-Buenfil, and D. Salazar-Exaire, Donor lymphocyte infusions 
for relapse of chronic myeloid leukemia after allogeneic stem cell transplantation: prognostic 
significance ofthe dose ofCD3(+) and CD4(+) lymphocytes. Ann Hematol, 2004. 83(5): p. 
295-301. 

104. Posthuma, E.F., E.W. Marijt, R.M. Barge, R.A. van Soest, 1.0. Baas, C.W. Starrenburg, S.L. 
van Zelderen-Bhola, W.E. Fibbe, W.M. Smit, R. Willemze, and J.H. Falkenburg, Alpha
interferon with very-low-dose donor lymphocyte infusion for hematologic or cytogenetic 
relapse of chronic myeloid leukemia induces rapid and durable complete remissions and is 
associated with acceptable graft-versus-host disease. Biol Blood Marrow Transplant, 2004. 
10(3): p. 204-12. 

105. Amrolia, P.J., G. Muccioli-Casadei, E. Yvon, H. Huls, U. Sili, E.D. Wieder, C. Bollard, H.E. 
Heslop, J.J. Molldrem, C.M. Rooney, and M.K. Brenner, Selective depletion of donor 
alloreactive T cells without loss of antiviral or antileukemic responses. Blood, 2003. 102(6): p. 
2292-9. 

106. Olavarria, E., C. Craddock, F. Dazzi, D. Marin, S. Marktel, J.F. Apperley, and J.M. Goldman, 
Imatinib mesylate (ST/571) in the treatment of relapse of chronic myeloid leukemia after 
allogeneic stem cell transplantation. Blood, 2002. 99(10): p. 3861-2. 

107. Kantarjian, H.M., S. O'Brien, J.E. Cortes, S.A. Giralt, M.B. Rios, J. Shan, F.J. Giles, D.A. 
Thomas, S. Faded, M. De Lima, G. Garcia-Marrero, R. Champlin, R. Arlinghaus, and M. 
Talpaz, Imatinib mesylate therapy for relapse after allogeneic stem cell transplantation for 
chronic myelogenous leukemia. Blood, 2002. 100(5): p. 1590-5. 

108. Shimoni, A., N. Kroger, A.R. Zander, J.M. Rowe, I. Hardan, A. Avigdor, M. Yeshurun, I. Ben
Bassat, and A. Nagler, Imatinib mesylate (ST/571) in preparation for allogeneic hematopoietic 
stem cell transplantation and donor lymphocyte infusions in patients with Philadelphia-positive 
acute leukemias. Leukemia, 2003. 17(2): p. 290-7. 

109. Gopcsa, L., A. Barta, A. Banyai, J. Dolgos, G. Halm, and K. Paloczi, Salvage chemotherapy 
with donor lymphocyte infusion and STI 571 in a patient relapsing with B-lymphoblastic phase 
chronic myeloid leukemia after allogeneic bone marrow transplantation. Pathol Oncol Res, 
2003. 9(2): p. 131-3. 

110. Olavarria, E., O.G. Ottmann, M. Deininger, R.E. Clark, G. Bandini, J. Byrne, J. Lipton, A. 
Vitek, M. Michallet, W. Siegert, A. Ullmann, B. Wassmann, D. Niederwieser, and T. Fischer, 
Response to imatinib in patients who relapse after allogeneic stem cell transplantation for 
chronic myeloid leukemia. Leukemia, 2003. 17(9): p. 1707-12. 

26 



111. Goldman, J.M., D. Marin, E. Olavarria, and J.F. Apperley, Clinical decisions for chronic 
myeloid leukemia in the imatinib era. Semin Hematol, 2003. 40(2 Suppl2): p. 98-103; 
discussion 104-13. 

112. Goldman, J.M. and D. Marin, Management decisions in chronic myeloid leukemia. Semin 
Hematol, 2003. 40(1): p. 97-103. 

113. Sneed, T.B., H.M. Kantarjian, M. Talpaz, S. O'Brien, M.B. Rios, B.N. Bekele, X. Zhou, D. 
Resta, W. Wierda, S. Faded, F. Giles, and J.E. Cortes, The significance of myelosuppression 
during therapy with imatinib mesylate in patients with chronic myelogenous leukemia in 
chronic phase. Cancer, 2004. 100(1): p. 116-21. 

114. Marin, D., S. Marktel, N. Foot, M. Bua, J.M. Goldman, and J.F. Appedey, Granulocyte colony
stimulating factor reverses cytopenia and may permit cytogenetic responses in patients with 
chronic myeloid leukemia treated with imatinib mesylate. Haematologica, 2003. 88(2): p. 227-
9. 

115. Quintas-Cardama, A., H. Kantarjian, S. O'Brien, G. Garcia-Manero, M.B. Rios, M. Talpaz, and 
J. Cortes, Granulocyte-colony-stimulating factor (filgrastim) may overcome imatinib-induced 
neutropenia in patients with chronic-phase chronic myelogenous leukemia. Cancer, 2004. 
100(12): p. 2592-7. 

116. Cortes, J., S. O'Brien, A. Quintas, F. Giles, J. Shan, M.B. Rios, M. Talpaz, and H. Kantarjian, 
Erythropoietin is effective in improving the anemia induced by imatinib mesylate therapy in 
patients with chronic myeloid leukemia in chronic phase. Cancer, 2004. 100(11): p. 2396-402. 

117. Marktel, S., D. Marin, N. Foot, R. Szydlo, M. Bua, A. Karadimitris, V.A. DeMelo, P. 
Kotzampaltiris, F. Dazzi, A. Rahemtulla, E. Olavarria, J.F. Appedey, and J.M. Goldman, 
Chronic myeloid leukemia in chronic phase responding to imatinib: the occurrence of 
additional cytogenetic abnormalities predicts disease progression. Haematologica, 2003. 
88(3): p. 260-7. 

118. Mohamed, AN., P. Pemberton, J. Zonder, and C.A. Schiffer, The effect ofimatinib mesylate on 
patients with Philadelphia chromosome-positive chronic myeloid leukemia with secondary 
chromosomal aberrations. Clin Cancer Res, 2003. 9(4): p. 1333-7. 

119. Cortes, J.E., M. Talpaz, F. Giles, S. O'Brien, M.B. Rios, J. Shan, G. Garcia-Manero, S. Faded, 
D.A. Thomas, W. Wierda, A. Ferrajoli, S. Jeha, and H.M. Kantarjian, Prognostic significance 
of cytogenetic clonal evolution in patients with chronic myelogenous leukemia on imatinib 
mesylate therapy. Blood, 2003. 101(10): p. 3794-800. 

120. Kantarjian, H.M., M. Talpaz, S. O'Brien, F. Giles, G. Garcia-Manero, S. Faded, D. Thomas, J. 
Shan, M.B. Rios, and J. Cortes, Dose escalation ofimatinib mesylate can overcome resistance 
to standard-dose therapy in patients with chronic myelogenous leukemia. Blood, 2003. 101(2): 
p. 473-5. 

121. Marin, D., J.M. Goldman, E. Olavarria, and J.F. Apperley, Transient benefit only from 
increasing the imatinib dose in CML patients who do not achieve complete cytogenetic 
remissions on conventional doses. Blood, 2003. 102(7): p. 2702-3; author reply 2703-4. 

122. Zonder, J.A., P. Pemberton, H. Brandt, AN. Mohamed, and C.A. Schiffer, The effect of dose 
increase of imatinib mesylate in patients with chronic or accelerated phase chronic 
myelogenous leukemia with inadequate hematologic or cytogenetic response to initial 
treatment. Clin Cancer Res, 2003. 9(6): p. 2092-7. 

123. Barnes, D.J. and J. V. Melo, Management of chronic myeloid leukemia: targets for molecular 
therapy. Semin Hematol, 2003. 40(1): p. 34-49. 

27 



124. Kurzrock, R., H.M. Kantarjian, B.J. Druker, and M. Talpaz, Philadelphia chromosome-positive 
leukemias: from basic mechanisms to molecular therapeutics. Ann Intern Med, 2003. 138(10): 
p. 819-30. 

125. Steelman, L.S., S.C. Pohnert, J.G. Shelton, R.A. Franklin, F.E. Bertrand, and J.A. McCubrey, 
JAK/STAT, Raf/MEK/ERK, PI3K/Akt and BCR-ABL in cell cycle progression and 
leukemogenesis. Leukemia, 2004. 18(2): p. 189-218. 

126. Tipping, A.J. and J.V. Melo, Imatinib mesylate in combination with other chemotherapeutic 
drugs: in vitro studies. Semin Hematol, 2003. 40(2 Suppl 2): p. 83-91. 

127. Wisniewski, D., C.L. Lambek, C. Liu, A. Strife, D.R. Veach, B. Nagar, M.A. Young, T. 
Schindler, W.G. Bommann, J.R. Bertino, J. Kuriyan, and B. Clarkson, Characterization of 
potent inhibitors of the Bcr-Abl and the c-kit receptor tyrosine kinases. Cancer Res, 2002. 
62(15): p. 4244-55. 

128. Anafi, M., A. Gazit, C. Gilon, Y. Ben-Neriah, and A. Levitzki, Selective interactions of 
transforming and normal abl proteins with ATP, tyrosine-copolymer substrates, and 
tyrphostins. J Biol Chern, 1992. 267(7): p. 4518-23. 

129. Svingen, P.A., A. Tefferi, T.J. Kottke, G. Kaur, V.L. Narayanan, E.A. Sausville, and S.H. 
Kaufmann, Effects of the bcr/abl kinase inhibitors AG957 and NSC 680410 on chronic 
myelogenous leukemia cells in vitro. Clin Cancer Res, 2000. 6(1): p. 237-49. 

130. Mow, B.M., J. Chandra, P.A. Svingen, C.G. Hallgren, E. Weisberg, T.J. Kottke, V.L. 
Narayanan, M.R. Litzow, J.D. Griffin, E.A. Sausville, A. Tefferi, and S.H. Kaufmann, Effects 
of the Bcr/abl kinase inhibitors ST/571 and adaphostin (NSC 680410) on chronic myelogenous 
leukemia cells in vitro. Blood, 2002. 99(2): p. 664-71. 

131. Blagosklonny, M.V., Hsp-90-associated oncoproteins: multiple targets of geldanamycin and its 
analogs. Leukemia, 2002. 16(4): p. 455-62. 

132. Nimmanapalli, R., E. O'Bryan, and K. Bhalla, Geldanamycin and its analogue 17-allylamino-
17-demethoxygeldanamycin lowers Bcr-Abllevels and induces apoptosis and differentiation of 
Bcr-Abl-positive human leukemic blasts. Cancer Res, 2001. 61(5): p. 1799-804. 

133. Nimmanapalli, R., E. O'Bryan, D. Kuhn, H. Yamaguchi, H.G. Wang, and K.N. Bhalla, 
Regulation of 17-AAG-induced apoptosis: role of Bcl-2, Bcl-XL, and Bax downstream of 17-
AAG-mediated down-regulation of Akt, Raf-1, and Src kinases. Blood, 2003. 102(1): p. 269-75. 

134. Blagosklonny, M.V., T. Fojo, K.N. Bhalla, J.S. Kim, J.B. Trepel, W.D. Figg, Y. Rivera, and 
L.M. Neckers, The Hsp90 inhibitor geldanamycin selectively sensitizes Bcr-Abl-expressing 
leukemia cells to cytotoxic chemotherapy. Leukemia, 2001. 15(10): p. 1537-43. 

135. An, W.G., T.W. Schulte, and L.M. Neckers, The heat shock protein 90 antagonist 
geldanamycin alters chaperone association with p210bcr-abl and v-src proteins before their 
degradation by the proteasome. Cell Growth Differ, 2000. 11(7): p. 355-60. 

136. Gorre, M.E., K. Ellwood-Yen, G. Chiosis, N. Rosen, and C.L. Sawyers, BCR-ABLpoint 
mutants isolated from patients with imatinib mesylate-resistant chronic myeloid leukemia 
remain sensitive to inhibitors of the BCR-ABL chaperone heat shock protein 90. Blood, 2002. 
100(8): p. 3041-3044. 

137. Peters, D.G., R.R. Hoover, M.J. Gerlach, E.Y. Koh, H. Zhang, K. Choe, P. Kirschmeier, W.R. 
Bishop, and G.Q. Daley, Activity ofthefarnesyl protein transferase inhibitor SCH66336 
against BCRIABL-induced murine leukemia and primary cells from patients with chronic 
myeloid leukemia. Blood, 2001. 97(5): p. 1404-12. 

138. Hoover, R.R., F.X. Mahon, J.V. Melo, and G.Q. Daley, Overcoming ST/571 resistance with the 
farnesyl transferase inhibitor SCH66336. Blood, 2002. 100(3): p. 1068-71. 

28 



139. Karp, J.E., J.E. Lancet, S.H. Kaufmann, D.W. End, J.J. Wright, K. Bol, I. Horak, M.L. Tidwell, 
J. Liesveld, T.J. Kottke, D. Ange, L. Buddharaju, I. Gojo, W.E. Highsmith, R.T. Belly, R.J. 
Hohl, M.E. Rybak, A. Thibault, and J. Rosenblatt, Clinical and biologic activity of the 
farnesyltransferase inhibitor R115777 in adults with refractory and relapsed acute leukemias: 
a phase 1 clinical-laboratory correlative trial. Blood, 2001. 97(11): p. 3361-9. 

140. Skorski, T., M. Nieborowska-Skorska, C. Szczylik, P. Kanakaraj, D. Perrotti, G. Zon, A. 
Gewirtz, B. Perussia, and B. Calabretta, C-RAF-1 serine/threonine kinase is required in 
BCR/ABL-dependent and normal hematopoiesis. Cancer Res, 1995. 55(11): p. 2275-8. 

141. Tauchi, T., H.S. Boswell, D. Leibowitz, and H.E. Broxmeyer, Coupling between p210bcr-abl 
and She and Grb2 adaptor proteins in hematopoietic cells permits growth factor receptor
independent link to ras activation pathway. J Exp Med, 1994. 179(1): p. 167-75. 

142. Million, R.P. and R.A. Van Etten, The Grb2 binding site is required for the induction of 
chronic myeloid leukemia-like disease in mice by the Bcr/Abl tyrosine kinase. Blood, 2000. 
96(2): p. 664-70. 

143. Oda, T., C. Heaney, J.R. Hagopian, K. Okuda, J.D. Griffin, and B.J. Druker, Crkl is the major 
tyrosine-phosphorylated protein in neutrophils from patients with chronic myelogenous 
leukemia. J Bioi Chern, 1994. 269(37): p. 22925-8. 

144. ten Hoeve, J., R.B. Arlinghaus, J.Q. Guo, N. Heisterkamp, and J. Groffen, Tyrosine 
phosphorylation ofCRKL in Philadelphia+ leukemia. Blood, 1994. 84(6): p. 1731-6. 

145. Sattler, M. and R. Salgia, Role of the adapter protein CRKL in signal transduction of normal 
hematopoietic and BCR/ABL-transformed cells. Leukemia, 1998. 12(5): p. 637-644. 

146. Rhodes, J., R.D. York, D. Tara, K. Tajinda, and B.J. Druker, CrkLfunctions as a nuclear 
adaptor and transcriptional activator in Bcr-Abl-expressing cells. Exp Hematol, 2000. 28(3): 
p. 305-10. 

147. Matsuguchi, T., R. Salgia, M. Hallek, M. Eder, B. Druker, T.J. Ernst, and J.D. Griffin, She 
phosphorylation in myeloid cells is regulated by granulocyte macrophage colony-stimulating 
factor, interleukin-3, and steel factor and is constitutively increased by p21rJ1CRIABL. J Bioi 
Chern, 1994. 269(7): p. 5016-21. 

148. Morgan, M.A., 0. Dolp, and C.W. Reuter, Cell-cycle-dependent activation of mitogen
activated protein kinase kinase (MEK-112) in myeloid leukemia cell lines and induction of 
growth inhibition and apoptosis by inhibitors of RAS signaling. Blood, 2001. 97(6): p. 1823-34. 

149. Yu, C., G. Krystal, L. Varticovksi, R. McKinstry, M. Rahmani, P. Dent, and S. Grant, 
Pharmacologic mitogen-activated protein/extracellular signal-regulated kinase 
kinase/mitogen-activated protein kinase inhibitors interact synergistically with ST/571 to 
induce apoptosis in Bcr/Abl-expressing human leukemia cells. Cancer Res, 2002. 62(1): p. 188-
99. 

150. Kardinal, C., B. Konkol, H. Lin, M. Eulitz, E.K. Schmidt, Z. Estrov, M. Talpaz, R.B. 
Arlinghaus, and S.M. Feller, Chronic myelogenous leukemia blast cell proliferation is inhibited 
by peptides that disrupt Grb2-SoS complexes. Blood, 2001. 98(6): p. 1773-81. 

151. Skorski, T., P. Kanakaraj, M. Nieborowska-Skorska, M.Z. Ratajczak, S.C. Wen, G. Zon, A.M. 
Gewirtz, B. Perussia, and B. Calabretta, Phosphatidylinositol-3 kinase activity is regulated by 
BCRIABL and is required for the growth of Philadelphia chromosome-positive cells. Blood, 
1995. 86(2): p. 726-36. 

152. Skorski, T., A. Bellacosa, M. Nieborowska-Skorska, M. Majewski, R. Martinez, J.K. Choi, R. 
Trotta, P. Wlodarski, D. Perrotti, T.O. Chan, M.A. Wasik, P.N. Tsichlis, and B. Calabretta, 

29 



Transformation of hematopoietic cells by BCR/ABL requires activation of a PI-3k!Akt
dependent pathway. Embo J, 1997. 16(20): p. 6151-6161. 

153. Sattler, M., M.G. Mohi, Y.B. Pride, L.R. Quinnan, N.A. Malouf, K. Podar, F. Gesbert, H. 
Iwasaki, S. Li, R.A. Van Etten, H. Gu, J.D. Griffin, and B.G. Neel, Critical role for Gab2 in 
transformation by BCRIABL. Cancer Cell, 2002. 1(5): p. 479-92. 

154. Marley, S.B., J.L. Lewis, H. Schneider, C.E. Rudd, and M.Y. Gordon, Phosphatidylinositol-3 
kinase inhibitors reproduce the selective antiproliferative effects of imatinib on chronic 
myeloid leukaemia progenitor cells. Br J Haematol, 2004. 125(4): p. 500-11. 

155. Panwalkar, A., S. Verstovsek, and F.J. Giles, Mammalian target ofrapamycin inhibition as 
therapy for hematologic malignancies. Cancer, 2004. 100(4): p. 657-66. 

156. Mohi, M.G., C. Boulton, T.L. Gu, D.W. Sternberg, D. Neuberg, J.D. Griffin, D.G. Gilliland, 
and B.G. Neel, Combination ofrapamycin and protein tyrosine kinase (PTK) inhibitors for the 
treatment of leukemias caused by oncogenic PTKs. Proc Natl Acad Sci US A, 2004. 

30 


