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GALLIUM NITRATE IN HYPERCALCEMIA

or corticosteroids was allowed only if the dose was stable or decreasing.
Introduction of hypocalcemic medication(s), cytotoxic chemotherapy,
or radiation (even if localized) was a protocol violation which made
that treatment course inevaluable for response. The duration of nor-
mocalcemia was defined as that period after normalization of serum
calcium up to the day of recurrent hypercalcemia, hospital discharge
without follow-up determinations of serum calcium, or (most com-
monly) the administration of other antitumor or hypocalcemic treat-
ment (including p.o. phosphorous or corticosteroids). In view of these
factors, the reported durations of normocalcemia may understate the
hypocalcemic effect of gallium nitrate in many patients. Similarly, the
evaluation for potential drug-related toxicity (particularly effects on
serum creatinine and phosphorous) includes data obtained up to the
day of recurrent hypercalcemia, administration of chemotherapeutic or
hypocalcemic medications, or a maximal period of 2 wk after complet-
ing the drug infusion if none of these conditions applied. Data are
presented as median values or as the mean + SD. Two-sided # tests
were used for statistical analysis of differences between means.

RESULTS

Patient Entry. Forty-five infusions of gallium nitrate were
administered to 36 individual patients. Thirty-nine treatment
courses in 31 patients are considered fully evaluable for hypo-
calcemic response. The median age of the evaluable patients
was 50 yr (range, 21-72); the median Karnofsky performance
status was 40 (range, 20-70). There were 20 males and 11
females. Six treatment courses were considered inevaluable.
Four patients received <3 days of treatment and were removed
from the study because of clinical deterioration which was not
drug related. Major protocol violations occurred in 2 other
patients. One patient with lymphoma received an injection of
dexamethasone on Day 5, and one patient with head and neck
cancer was started on radiation therapy during the drug study.
We did not attempt to quantify the extent of bone metastases
other than to note presence or absence (Table 1).

Hypocalcemic Response. Gallium nitrate proved highly effec-
tive in normalizing elevated serum calcium (Table 1). The mean
nadir calcium value at the highest daily dose of 200 mg/m? (9.2
+ 1.5 mg/dl) was significantly lower than the nadir value at the
lowest daily dose of 100 mg/m? (10.5 + 1.6 mg/dl) (Table 1; P
< 0.001). The percentage of patients who achieved normocal-
cemia was also higher at the high dose level (86%). However,
the difference relative to the percentage of control at the low
dose (60%) was not statistically significant. Given the inherently
high rate of control, a trial of approximately 60 fully evaluable
patients would be required to detect this difference with 95%
confidence (power = 0.8). Improved clinical response at the
highest dose level (manifested by more rapid control for more
prolonged duration) was observed in several patients treated
with sequential gallium infusions for recurrent episodes of
hypercalcemia. Representative curves from 2 of these patients
are shown in Fig. 1.

Duration of normocalcemic control was more difficult to
ascertain. Largely, this difficulty was due to the subsequent
administration of other cytotoxic chemotherapy or radiation
which (as defined above) terminated the hypocalcemic effect
which could be clearly ascribed to gallium nitrate. Any such
treatment may have uncertain effects upon tumor and/or bone
cell function. The durations of response noted in Table 1 as
“+” days indicate the administration of other therapy and thus
may understate the hypocalcemic effects of gallium. Infusions
in 9 patients who received the highest dose (200 mg/m?/day
and who developed recurrent hypercalcemia without intercur-
rent treatment maintained normocalcemia for a median dura-
tion of 8 days (range, 5-14 days). At the lowest dose (100 mg/

Table 1 Hypocalcemic response to gallium nitrate
See text for definition of normocalcemic duration.

Total serum Normo-
Infusion calcium® calcemic
Histological duration ——————  — duration  Bone
diagnosis (days) Initial Nadir (days) metastases
Dose: 200 mg/m?/day
(n=21y
Breast 5 14.2 10.5 6 No
Breast 5 16.1 9.5 9 Yes
Lymphoma 7 16.6 5.9 21+ No
Head and neck 5 13.6 9.8 9 No
Breast 6 14.8 9.0 6+ Yes
Lymphoma 7 15.2 1.5 14+ No
Lung 5 15.0 8.7 14 Yes
Penis 5 14.0 10.7 8 No
Head and neck 5 14.2 9.3 6+ Yes
Lung 5 13.6 9.7 5 Yes
Lung 5 15.7 9.3 7+ Yes
Lung 7 13.2 7.8 8 Yes
Lung 5 14.7 11.0° Yes
Bladder 5 18.7 10.7 1+ Yes
Head and neck 5 144 8.0 5+ Yes
Lung 5 15.3 83 8 No
Breast 7 15.6 7.8 3+ Yes
Sarcoma 5 12.5 12.3 No
Breast 5 13.2 8.9¢ 8 Yes
Head and neck 5 14.3 11.6° Yes
Breast 7 12.3 8.8 24+ Yes

146+ 1.5 92+1.5

Dose: 100 mg/m?/day
(n=15)

Breast 5 15.0 10.0 3+ Yes
Renal 5 13.6 12.0° No
Myeloma 5 15.8 14.6° Yes
Lung 5 13.6 1.7 Yes
Breast 5 16.3 9.7 4 Yes
Ovary 5 14.6 8.9 12 No
Breast 5 12.1 9.2 8 Yes
Lymphoma 5 13.4 11.3° No
Lung 5 16.7 10.7 3+ No
Head and neck 5 15.1 9.9 2+ No
Pancreas 5 15.8 10.8 1+ No
Anus 5 14.5 7.6 6+ Yes
Head and neck 5 14.3 11.2 Yes
Breast 5 14.9 9.1 6 Yes
Breast 5 15.3 12.2° Yes
147+1.2 105+1.6
Dose: 50 + 150 mg/
m?/day (n = 3)
Sarcoma 5 14.2 11.3¢ Yes
Sarcoma 5 14.6 1L.1° No
Lung 5 14.0 8.8 7 No

143+0.3 104+ 14

“ Data presented as mg/dl after adjustment for serum albumin concentration
(12).

5 Data from the first 10 patients were previously reported in Ref. 7.

¢ Nadir calcium value above the upper limit of normal; normal range = 9.2-
10.8 mg/dl.

¢ Mean + SD.

m?/day), the median duration of normocalcemia without other
treatment was 6 days (range, 4-12 days; n = 4).

One patient with malignant lymphoma experienced transient
regression of an abdominal mass coincidently with this treat-
ment. She subsequently developed obviously progressive disease
without recurrence of hypercalcemia. No other antitumor activ-
ity was observed in this study.

Pharmacokinetic Analysis. Detailed blood sampling was per-
formed during 15 drug infusions administered over 5 days for
treatment of hypercalcemia. Blood sampling was performed in
4 other normocalcemic patients who received gallium nitrate at
200 mg/m? for 7 days. Plasma gallium concentrations for all
19 infusions are reported.

As noted in Fig. 24, the daily dose level of 200 mg/m?/day
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GALLIUM NITRATE IN HYPERCALCEMIA
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Fig. 1. Comparative effects of different doses of gallium nitrate administered
sequentially to 2 patients for recurrent episodes of hypercalcemia. @, daily dose
of 200 mg/m?; O, daily dose of 100 mg/m?. The patients had carcinoma of the
lung A and breast B, respectively.

achieved steady-state plasma gallium concentrations between
1.0 and 1.5 ug/ml after 48 h in all hypercalcemic patients. The
intermediate dose level of 150 mg/m?/day, preceded by a brief
i.v. infusion of 50 mg/m?, produced consistently lower plasma
concentrations (Fig. 2). Moreover, the brief infusion did not
appreciably shorten the time to reach steady-state concentra-
tions (Fig. 24). This dose level was abandoned after the entry
and pharmacokinetic study of 4 patients (one of whom was
inevaluable for hypocalcemic response due to a concurrent
dexamethasone injection). Two of the 3 evaluable hypercal-
cemic patients treated at the 50 plus 150 mg/m? level failed to
achieve normocalcemia. There was no evidence of drug accu-
mulation in plasma beyond 72 h after initiation of the contin-
uous i.v. infusion at any dose level.

Although the mean nadir calcium value was significantly
lower after administration of the 200-mg/m? daily dose, the
percentage of patients who achieved normocalcemia relative to
the 100-mg/m? daily dose was not significantly different. Five
patients underwent detailed blood sampling at the lowest dose
level. Only one of these 5 patients failed to achieve normocal-
cemia. As noted in Fig. 2B, plasma gallium concentrations were
consistently lower in this individual during the entire duration
of the drug infusion relative to the other patients sampled.
Patients who achieved normocalcemia at the lowest dose level
also attained a plasma gallium concentration =0.95 ug/ml,
whereas the individual with uncontrolled hypercalcemia failed
to attain a plasma level >0.45 ug/ml at any time. This individual
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Fig. 2. A, plasma gallium concentrations after administration of gallium
nitrate at daily doses of 200 mg/m? (®, O) and 50 mg/m? by brief infusion
followed by 150 mg/m? (A, A). ®, n=8;0,n = 4; A, n = 4&; A, n = 3. Points,
mean; bars, SE. B, plasma gallium concentrations in patients who received gallium
nitrate (100 mg/m?/day). Patients represented in the upper line (®, n = 6) all
achieved normocalcemia. The single patient (O) represented by the lower line
failed to achieve normocalcemia.

had compression of the superior vena cava from an extrinsic
mass; however, the infusion was administered without difficulty
through a central venous catheter. The reason(s) for the sub-
stantially lower plasma gallium concentrations in this case is
unexplained. Two patients treated at a dose of 100 mg/m? had
plasma gallium concentrations of 0.2 and 0.14 ug/ml detected
8 and 11 days later when they developed recurrent hypercal-
cemia.

Toxic Reactions. Gallium nitrate was well tolerated. Several
patients had preexisting gastrointestinal complaints (nausea,
constipation) which were ascribed to hypercalcemia or concur-
rent use of narcotic medication. The effects of gallium on renal
function were evaluated by recording the highest and lowest
values of serum creatinine measured on study relative to the
initial value. In 15 of 39 treatment courses, the base-line cre-
atinine was the highest value recorded. In the 21 evaluable
infusions at the 200-mg/m? daily dose, the median increase
from base line to peak serum creatinine was 0.2 mg/dl; the
median increase at the 100-mg/m? daily dose (n = 15) was 0.1
mg/dl. The median decrease from base-line serum creatinine to
nadir was 0.2 mg/dl at the highest level; the median decrease
at the lowest level was 0.3 mg/dl. The highest value recorded
for any patient was 2.7 mg/dl which was identical to the highest
initial value. The effect of gallium upon creatinine clearance
could not be accurately determined. The confused and stupo-
rous condition of many patients at entry resulted in a large
number of inadequate urine collections.

The observed differences in hypocalcemic effect between the
high and low dose groups were not due to differences in renal
function. Mean serum creatinine concentrations (+SD) at base
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line were similar for both groups (1.2 + 0.4 versus 1.3 + 0.5
mg/dl, respectively). No patient developed symptoms of hypo-
calcemia. One patient received p.o. calcium replacement on a
preventive basis.

As we have previously observed in normocalcemic patients
(13), gallium treatment was frequently associated with a de-
crease in serum concentration of inorganic phosphorous. Serum
phosphorous concentration in all 39 patients declined from a
mean value of 2.9 + 0.86 mg/dl at base line to a nadir value of
1.8 + 0.66 mg/dl (P < 0.001). Fluid intake was retrospectively
assessed for the period immediately preceding gallium treat-
ment and daily during the drug infusion. There was no signifi-
cant difference between mean daily fluid intake for all patients
before or during therapy (3750 versus 3640 ml/day, respec-
tively). Mean daily fluid intake during therapy for patients who
achieved normocalcemia at the lowest dose level was similar to
patients who did not respond (5370 versus 4992 ml/day, re-
spectively). Thus, it is not likely that the observed hypocalcemic
effects occurred simply as a result of hydration and diuresis.

DISCUSSION

The current study confirms preliminary findings of the effec-
tiveness of gallium nitrate for acute control of cancer-related
hypercalcemia (7). It is apparent from these data that normo-
calcemia can be achieved with minimal toxicity and that the
effect occurs independently from other antitumor activity. In
vitro studies suggested that gallium-induced inhibition of cal-
cium release from bone was dependent upon drug concentration
(7). We noted a trend in favor of improved control for longer
duration at the highest dose level and a highly significant
difference in the mean lowest calcium value relative to the low
dose (Table 1; Fig. 1). The in vitro effects were also dependent
upon the duration of exposure to the drug (7). Most patients in
this study did not manifest a decline in serum calcium until 48
h after initiation of treatment which approximates the time at
which steady-state concentrations were attained (Fig. 2). Eleven
of 12 drug infusions in fully evaluable hypercalcemic patients
which resulted in normocalcemia were also associated with a
plasma gallium level =0.92 ug/ml at 72 h. Two infusions in
patients who developed recurrent hypercalcemia after prior
therapy with gallium both had plasma gallium concentrations
<0.2 ug/ml. Therefore, it appears likely that a threshold plasma
gallium level of approximately 1 pg/ml must be attained in
order to acutely normalize elevated serum calcium.

Gallium is incorporated into bone at ng levels (per mg of
bone mineral) (8). Therefore, plasma gallium concentrations
represent only one aspect of a complex pharmacodynamic
equilibrium. Laboratory data suggest that optimal effects upon
bone resorption are achieved with prolonged treatment at low
doses. Thus, the lowest dose examined in this study probably
exceeds the amount necessary to maintain a normocalcemic
state, especially since almost half of these patients developed
frank hypocalcemia (Table 1). We have elected to use a dose of
200 mg/m? for 5 days by infusion in current studies. This dose
is less than 50% of the Phase II anticancer dose (13, 14).

The mechanisms which cause hypercalcemia in cancer pa-
tients are multifactorial and controversial. Although good evi-
dence exists for humorally or nonhumorally mediated mecha-
nisms (15), true “ectopic” production of parathyroid hormone
probably occurs only as a rare event (16). We elected not to
intensively explore potential mechanisms of hypercalcemia in
this study since our data indicated that gallium nitrate directly
inhibits bone resorption. Gallium exerts at least 2 major effects

upon bone. (a) X-ray diffraction studies of hydroxyapatite taken
from bones of gallium-treated rats show that these crystals are
larger in size or more perfect than crystals from untreated
animals (9). Such crystals are less soluble and therefore less
susceptible to dissolution. (b) In vivo treatment with gallium
nitrate increases the calcium content of rat bones relative to
untreated controls (9). Unlike other drugs used for the treat-
ment of hypercalcemia (e.g., mithramycin), these effects are not
associated with toxicity to bone cells (9). Furthermore, treat-
ment with saline hydration and diuretics enhances further cal-
cium release from bone. Therefore, most conventional treat-
ment ultimately weakens the strength of already compromised
bone.

Recently, several new agents have been discovered which
directly affect the fundamental disorder in hypercalcemia,
namely, accelerated osteolysis and increased skeletal mobiliza-
tion of calcium. Such agents include gallium nitrate, WR-2721,
and the biphosphonates.

WR-2721 is a new compound which was originally developed
as a chemoprotective drug. Subsequently, this agent was found
to cause hypocalcemia by inhibiting secretion of parathyroid
hormone and also by decreasing bone resorption (17, 18). Ev-
idence of activity in hypercalcemic patients appears definite
(13), although large-scale trials have not been reported. An
extensive literature exists with respect to the biphosphonates.
The best-studied drug, dichloromethylene diphosphonate (clod-
ronate), has demonstrated activity in clinical trials (3, 4). How-
2ver, this compound has been withdrawn from clinical use
pending further evaluation of potential delayed toxic effects
(secondary leukemias). A new biphosphonate, aminohydroxy-
propylidene diphosphonate, has been successfully tested in two
European trials (5, 19). The drug has controlled patients with
hypercalcemia after a variable number of daily i.v. infusions.
However, a recent randomized trial showed that median cal-
cium values in hypercalcemic patients treated with aminohy-
droxypropylidene diphosphonate remained above normal de-
spite 9 daily infusions (20). Therefore, the potency of this agent
remains uncertain.

Each of these new compounds appears to be well tolerated at
doses which are effective for the acute management of hyper-
calcemia. The exact duration of normocalcemic control induced
by these drugs has been difficult to assess for reasons noted in
this study. Clearly, maintenance of a normocalcemic state is
preferable to treatment of recurrent episodes of hypercalcemia.
Given these considerations, a route other than i.v. infusion
would be desirable for long-term management. Sensitive mea-
surements (enzymuria and renal excretion of 8,-microglobulin)
have shown that high-dose infusions of gallium nitrate are not
associated with chronic nephrotoxicity (14). We have demon-
strated excellent bioavailability of gallium in blood and bone
after s.c. injections of gallium nitrate in rodents.> These data
suggest that s.c. injections of gallium administered every 24-
48 h may be sufficient to maintain normocalcemia. A clinical-
pharmacological study of the s.c. route is expected to begin in
the near future.

Finally, it must be noted that none of these new compounds
has yet proven to be clinically superior to aggressive conven-
tional management of cancer-related hypercalcemia. Therefore,
evidence for their efficacy must be regarded as preliminary
regardless of proposed theoretical advantages. A randomized,
double-blind trial of gallium nitrate versus standard therapy has
been initiated.

3R. Warrell et al., unpublished data.
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