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TRENDS IN TRANSPLANT PRACTICE IN
EUROPE
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Passweg JR et al Hematopoietic cell transplantation and cellular therapy survey of the EBMT: monitoring of activities and trends over 30 years. Bone Marrow
Transplant. 2021 Jul;56(7):1651-1664.

Passweg JR et al The 2023 EBMT report on hematopoietic cell transplantation and cellular therapies. Increased use of allogeneic HCT for myeloid malignancies and of
CAR-T at the expense of autologous HCT. Bone Marrow Transplant. 2025 Apr;60(4):519-528.



ALLOHSCT IN ELDERLY PATIENTS - CIBMTR
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Figure 1. Absolute number of allogeneic transplants in recipients 70 years and HSErS

older from 2000 to 2013 reported to the CIBMTR by disease category. Figure 2. OS for allogeneic HCT recipients 70 years and older transplanted

between 2000-2007 and 2008-2013.

Increasing Use of Allogeneic Hematopoietic Cell Transplantation (HCT) in Patients Age 70 Years and Older: A CIBMTR Study of Trends and Outcomes
1.Muffly, Lori et al. Biology of Blood and Marrow Transplantation, Volume 22, Issue 3, S68 - S69



ALLO-HSCT activity across two centuries
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ALLO-HSCT activity across two centuries
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Table 4. Standardized reporting for correlation of cytogenetic and

molecular genetic data in AML with clinical data

Genetic group

Favorable

Intermediate-I*

Intermediate-I|

25,(

Adverse

No. of Transplantations

5000

Subsets

1(8;21)(q22:922); RUNX1-RUNX1T1

inv(16)(p13.1922) or t(16;16)(p13.1;922); CBFB-MYH11
Mutated NPM1 without FLT3-ITD (normal karyotype)

Mutated CEBPA (normal karyotype)
Mutated NPM1 and FLT3-ITD (normal karyotype)
Wild-type NPM1 and FLT3-ITD (normal karyotype)

Wild-type NPM1 without FLT3-ITD (normal karyotype)

(9;11)(p22;923); MLLT3-MLL

Cytogenetic abnormalities not classified as favorable or

adverset
inv(3)(q21926.2) or 1(3;3)(q21;926.2); RPN1-EVI1
1(6;9)(p23;q34); DEK-NUP214
t(v;11)(v;923); MLL rearranged
—5 or del(5q); —7; abnl(17p); complex karyotype}

Table 5. 2017 ELN risk stratification by genetics

Risk category*

Favorable

Intermediate

Adverse

Genetic abnormality

1(8;21)(922;922.1); RUNX1-RUNX1T1

inv(16)(p13.1922) or t(16;16)(p13.1;922); CBFB-MYH11

Mutated NPM1 without FLT3ITD or with FLT3-ITD"°%+

Biallelic mutated CEBPA

Mutated NPM1 and FLT3ITD""t

Wild-type NPM1 without FLT3-ITD or with FLT3-ITD'" (without
adverse-risk genetic lesions)

1(9;11)(p21.3;923.3); MLLT3-KMT2A%

Cytogenetic abnormalities not classified as favorable or adverse

1(6;9)(p23;934.1); DEK-NUP214

t(v;11923.3); KMT2A rearranged

1(9;22)(q34.1;q911.2); BCR-ABL1

inv(3)(q21.3926.2) or t(3;3)(q21.3;q26.2); GATA2, MECOM(EVI1)

—5 or del(5q); —7; —17/abn(17p)

Complex karyotype,§ monosomal karyotypell

Wild-type NPM1 and FLT3-ITD"9"+

Mutated RUNX1Y

Mutated ASXL1q

Mutated TP53#
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Table 6. 2022 ELN risk classification by genetics at
initial diagnosis*

Risk categoryt Genetic abnormality

Favorable

Intermediate

Adverse

2008 2012

2016

1(8;21)(922;922.1)/RUNXT::RUNXTT 11§
inv(16)(p13.1922) or t(16;16)(p13.1;922)/
CBFB::MYH11t,%

Mutated NPM1t,§ without FLT3-ITD
bZIP in-frame mutated CEBPA||

Mutated NPM1%,§ with FLT3-ITD
Wild-type NPM1 with FLT3-ITD (without
adverse-risk genetic lesions)
1(9;11)(p21.3;923.3)/MLLT3::KMT2At 1
Cytogenetic and/or molecular
abnormalities not classified as
favorable or adverse

1(6;9)(p23.3;934.1)/ DEK::NUP214
t(v;11923.3)/KMT2A-rearranged#
1(9;22)(934.1;911.2)/BCR::ABL1
(8;16)(p11.2;p13.3)/KAT6A:: CREBBP
inv(3)(g21.3926.2) or t(3;3)(921.3;926.2)/
GATA2, MECOM(EVI1)
1(3926.2;v)/MECOM(EVI1)-rearranged
—5 or del(5q); =7; —17/abn(17p)
Complex karyotype,** monosomal
karyotypett

Mutated ASXL1, BCOR, EZH2, RUNX1,
SF3B1, SRSF2, STAG2, U2AF1, and/or
ZRSR21%

Mutated TP53?

2023




Allogeneic Transplantation Versus Chemotherapy as
Postremission Therapy for Acute Myeloid Leukemia:

A Prospective Matched Pairs Analysis

Matthias Stelljes, Utz Krug,

Assessed for eligibility
(N = 3,989)

Randomly assigned
(n=3,658)

< 60 years of age
(n=1,475)

CR after induction
(n=954)

Excluded before
random assignment
(n=2331)

AML IG standard arm
(n=118)

Excluded after
random assignment
(n=308)

> 60 years of age
(n=1,757)

No CR after induction
(n=521)

alloSCT consolidation
in CR1
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No matching possible
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Matched alloSCT partner
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AML ELN22 new classification validation

522 AML patients at Leipzig

!

ELN2017 and ELN2022 risk stratification

ELN2022 adverse, n=271

}

Allogeneic stem cell transplantation h-

ELN2022 intermediate, n=137

Cum. incidence of
relapse/progression

ELN2022 favorable, n=114

ELN2017 ELN2022

Favorable Favorable
27% 22%

P<.001 P<.001

Intermediate
26%

. ELN2022 favorable, n=114
Intermediate

22%

ELN2022 favorable, n=114

ELN2022 intermediate, n=137 LN2022 intermediate, n=137

ELN2022 adverse, n=271

Event-free survival
Overall survival

ELN2022 adverse, n=271

Years after HSCT Years after HSCT

Jentzsch et al., Blood Cancer Journal, 2022



Allo-HCT refined ELN 2022 risk classification: validation of the

Adverse-Plus risk group in AML patients undergoing allogeneic
hematopoietic cell transplantation within the Spanish Group for
Hematopoietic Cell Transplantation (GETH-TC)

Carlos Jiménez-Vicente', Jordi Esteve (5, Ménica Baile-Gonzélez?, Estefania Pérez-Lopez?, Carmen Martin Calvo®, Clara Aparicio?,
Itziar Oiartzabal Ormategi®, Albert Esquirol®, Felipe Pefa-Munoz®, Sara Fernandez-Luis’, Inmaculada Heras Fernando®,

Ana Pilar Gonzalez-Rodriguez®, Alberto Lopez-Garcia'®, Jose Luis Lépez-Lorenzo'®, Tamara Torrado'', Adolfo Jests Saez Marin (2,
Cynthia Acosta Fleytas'3, Lucia Garcia'?, Sara Villar@', Silvia Filaferro'®, Pascual Balsalobre'®, Maria Jests Pascual Cascén'®'” and
Maria Queralt Salas(®'™
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Allo-HCT refined ELN 2022 risk classification: validation of the Hazard Rato (85% Ci) p-vaiue
Adverse-Plus risk group in AML patients undergoing allogeneic intermediate. Reference .

hematopoietic cell transplantation within the Spanish Group for Frvonsble 009041D - o
Hematopoietic Cell Transplantation (GETH-TC) I:WP' ;::::: _"_ _ 0::11

Carlos Jiménez-Vicente', Jordi Esteve (', Ménica Baile-Gonzélez?, Estefania Pérez-L6pez?, Carmen Martin Calvo?, Clara Aparicio?,
Itziar Oiartzabal Ormategi", Albert Esquirols, Felipe Pefa-Munoz®, Sara Fernandez-Luis’, Inmaculada Heras Fernando®, [ Age >55 years 1.72 (1.28-2.3) ' —_— <0.001 ]
Ana Pilar Gonzalez-Rodriguez®, Alberto Lépez-Garcia'®, Jose Luis Lopez-Lorenzo'®, Tamara Torrado'", Adolfo Jests Saez Marin(®'?, L

Cynthia Acosta Fleytas'?, Lucia Garcia'®, Sara Villar(®'?, Silvia Filaferro'®, Pascual Balsalobre'®, Maria Jests Pascual Cascén'®'” and AML Type 1.02 (0.67-1.6) — - 0.936
Maria Queralt Salas ('™ '
First CR 1.31(0.86-2) —_— 0.208
I MRD Status  1.49 (1.12-2) | ——— 0.007 I
» The Allo-HCT—Refined ELN 2022 classification Donor Type  1.03.0.64-13) .— 0747
further stratifies adverse-risk AML into Adverse* ProY  076(0541.) . o118

and Adverse-Plus (AdvP), identifying a subgroup | ; ; z
with significantly inferior outcomes after allo-HCT.

Hazard Ratio

b '
Hazard Ratio (95% Cl) E p-value
Patients classified as AdvP (complex karyotype, A ;
MECOM(EVI1) rearrangement, and/or TP53 |
. . Favorable 0.78 (0.52-1.18) —I—:— 0.248
mutation/deletion) showed markedly reduced 5- |
year OS (=28-32%) and LFS (=24%) with a very e e _'_ -
high cumulative incidence of relapse (=64%). [ Adverse Prs 266 18639 g . oo |
| Age >55 years 1.62 (1.24-2.11) R — <0.001 ]
In multivariable analysis, AdvP status, age >55 AMLType  1.01(069-1.48) —— 0.9%
years, and pre-transplant MRD positivity were FrstCR  12(082:75) —— 0356
independently associated with worse OS and LFS, b st 757105779 — s
while PTCY-based GVHD prophylaxis was I
. . . Donor Type  1.06 (0.88-1.27) —:l— 0.747
associated with improved LFS.
| PTCY 0.67 (0.5-0.91) e 0.01 |

Hazard Ratio



AML IS MOST FREQUENTLY DIAGNOSED IN OLDER ADULTS'

* Prognosis worsens with increasing age?

30%

25%

20%

15%

10%

New AML Cases (%)

5%

0%

Older patients can be
challenging to treat®

New AML Cases by Age!

26%
23%

17%

11%
9%

0,
5%  °* 5%

0-19 20-34 3544 45-54 5564 65-74 75-84 85+

Age (Years)

Significant comorbidities

Increased likelihood of prior treatment for malignancies or haematological disorders
Complex genetic and molecular leukaemia biology

5-Year Relative Survival in AML by Age?2

Includes related
precursor neoplasms

Patients (%)

Age (Years) Adapted from Visser et al. 2012

References: 1. National Cancer Institute. SEER. https://seer.cancer.gov/statfacts/html/amyl.html Last accessed, Nov 2021, 2. Visser O, et al. Eur J Cancer 2012;48(17):3257-3266, 3. Bhatt
VR, et al. Leuk Lymphoma 2018;59(1):29-41, 3. Kaiser S et al — Blood 2011 Feb 17;117(7):2137-45
Acronyms: AML, acute myeloid leukaemia



NOT ALL THE AML ARE THE SAME

Granfeldt Ostgard et al — Sweden group Erik Hulegardh et al - Danish group

Survival, intensive treatment all ages

== e novo AML
sAML, MDS
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== tAML

—— de novo (n=1574)
© t-AML (n=145)
- - AHD (n=248)
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Erik Hulegardh et al Am. J. Hematol. 90:208-214
Granfeldt Jstgard et al. J Clin Oncol 33:3641-3649



Eligibility for Allo-SCT in Older Adult Patients Is
Challenging

HCT-CI Scorel’]

ECOG PS 0-1 at HSCT I
e LT TR

Overall Survival (%)

Overall survival

== HCT-CI 0

5 = HCT-CI 1, 2
', ECOG PS 2—4 at HSCT HCT-Cl = 3

1 2 3 5
0 5 10 15 20 25 30 35

Time Since Transplantation (years)
Months after HSCT

. No
e % Yes

: FIL Score [c] FIL_unfit_frail

Kaplan-Meier overall survival estimates
Age 60+

Overall survival (%)

0.00 §

IADL and HCTCI
20 30 40 Both Normal 19 13

One Atnormal 28 12
Months from transplant Both Abnormal 17 3

both normal one abnormal both abnormal

FIL, Fondazione Italiana Linfomi; HSCT, hematopoietic stem cell transplant; IADL, instrumental activities of daily living.

a. Muffly LS, et al. Haematologica. 2014;99:1373-1379; b. Sorror ML, et al. J Clin Oncol. 2014;32:3249-3256; c. Polverelli N, et al. Bone Marrow Transplant. 2020;55:2224-2233; d. Tomori S, et al. Bone Marrow
Transplant. 2020;55:233-241.



A deeper T-Cell depletion is the right
answer?
103 AML and MDS-EB after FB4-CAMPATH

OS age >55 and HCT-CI GRFS >55 and HCT-CI
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Moderate and severe chronic GVHD are only 16% and 4%, respectively.
Relapse and TRM 30% and 26%
Causes of TRM: Infections (65% of total TRM), GVHD (5%), CNS bleeding (5%), and stroke (5%).

Avenoso D, etal. Transplant Cell Ther. 2023 Nov;29(11):698.e1-698.€6. doi: 10.1016/j.jtct.2023.08.012. PMID: 37579918.


https://www.sciencedirect.com/topics/immunology-and-microbiology/chronic-graft-versus-host-disease

Overall Survival

Number at risk

- 13
- 62
- 24

Outcome

OS@1yr

NRM @ 1
yr

CIR@1yr

Score = Low == Ma == High B

Development of a Simplified Geriatric Score-4 (SGS-4) to Predict
Outcomes After Allogeneic Hematopoietic Stem Cell
Transplantation in Patients Aged over 50

Eugenia Accorsi Buttini L2+, Alberto Zucchelli 13, Paolo Tura !, Gianluca Bianco 1, Daniele Avenoso 14
1,4

4

Giovanni Campisi 5 Mirko Farina , Gabriele Magliano 4 Enrico Morello 0, Vera Radici 140,
Nicola Polverelli ¢, Domenico Russo 14, Alessandra Marengoni 1>t and Michele Malagola 14/
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Days form Transplant ‘ Days form Transplant Days form Transplant

Low
(%)

32.7

16.1

69.2

Number at risk Number at risk

Interzzze)dlate F('(')/Gol)h p-value * Score Components

» Developed via Factor Analysis: Gait
speed, Hand grip, G8, Sex

» Score ranges stratified patients into:
* Low fitness (s13): n=13
20.6 25.0 0.95 - Intermediate fitness (>13-22.5): n=62
« High fithess (>22.5): n=24

62.7 70.3 0.025

30.4 10.9 <0.01



If no HLA-identical donor available, go
for HAPLO. The sooner, the bhetter.

August 2010 — August 2021
72 Haplo-HSCT

1

40 AML
and MDS

- AN

Leukaemla-free status: 3 CR2: g+
Upfront. 3 (Total: 27)
Active disease: 6
(Total: 13)

l

-~

> 2 previous lines of therapy: 7 > 2 previous lines of therapy: 3

[ <2 previous lines of therapy: 3 } [ <2 previous lines of therapy: 24

0 lines: 3

Avenoso D et. al Mediterr J Hematol Infect Dis. 2024 Jan
1;16(1):22024002. doi: 10.4084/MJHID.2024.002. PMID: 38223487.
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OS / PFS: 1- and 3-year OS were 62% and 43% (median OS 22
months). Patients with <2 prior therapy lines had superior OS (3-year:
55% vs 22%, p=0.04). One- and 3-year PFS were 57% and 46%.

CIR: Overall relapse incidence was 25% (median time to relapse 5
months). Patients with >2 prior therapy lines had higher 3-year CIR
than those with <2 (49% vs 17%, p=0.05).




Haploidentical bone marrow transplantation for AML in remission
after TBF conditioning: a long-term follow-up

Anna M. Raiola,' Carmen Di Grazia,' Alida Dominietto,’ Stefania Bregante,' Sabrina Giammarco,” Riccardo Varaldo,' Federica Sora,””
Elisabetta Metafuni,” Maria A. Limongiello,” Antonella Laudisi,' Monica Passannante,’ Eugenio Galli,” Massimiliano Gambella,’

Simona Sica,”” Andrea Bacigalupo,”” Emanuele Angelucci,’ and Patrizia Chiusolo™*

'Divisone Ematologia e Terapia Cellulare, IRCCS Policlinico San Martino IST, Genova, Italy; *Dipartimento di Diagnostica per Immagini, Radioterapia Oncologica ed

Ematologia, Fondazione Polidinico Universitario A. Gemalli IRCCS, Rome, Italy; and *Sezione di Ematologa, Dipartimento di Scierze Radiologiche ed Ematologiche,
Unnersita Cattolica del Sacro Cuore, Rome, ltaly
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MDS state of art

[ MDS Risk Assessment 9=1839 =@=4054 ~@~6577
r { - IPSS, IPSS-R, IPSS-M
Lower-Risk MDS Higher-Risk MDS
- IPSS: low, intermediate-1 - IPSS: intermediate-2, high
- IPSS-R: very low, low, intermediate < 3.5 - IPSS-R: intermediate > 3.5, high, very high
- IPSS-M very low , low, mod low - |PSS-M mod high, high, very high

g

Poor Risk Features Consider allo-HSCT eligibility

- Profound/new cytopenia or transfusion dependent - Performance status and co-morbidities

- Increase blast % 1 [ Comprehensive geriatric assessment
- High-risk/new mutations - The EBMT transplant-specific risk score for MDS
- Failure of treatment with HMA, other - TP53-mutated AML/MDS post-transplantation outcome risk score

lNo

Defer allo-HSCT

Number of transplants

‘ Symptomatic cytopenia ]

- HMA/ICT
_S rt' T T T T 1 T T L Ll T L)
C::ipczlt':';fare 2010 2011 2012 2013 2014 2015 2016 2017 2018 2019 2020
Transfusion support TranSPIant year

Observation - ESAs + G-CSF, luspatercept allo-HSCT all ich ietic stem cell tr ion, AML acute myeloid leukemia, EBMT 1 37 1 51 1 56 1 44 1 57 1 57 1 47 160 1 59 1 67 1 69
i i B uropean Society for Blood and Marrow Transplantation , s erythropoietin stimulating agents ,
- dralomdsibpint G.C5 graninte clon stmulating oo, HCT-G heatopmeicoel anspamatonspechic 762 874 916 924 955 1026 983 1076 1133 1148 1023
Considering in selected cases: |ST, A” -HSCT comorbidity index , HMA hypomethylating agents, IPSS International Prognostic Scoring System
o ,ICT intensive chemotherapy, IPSS-R Revised International Prognostic Scoring System , IST ‘| 70 ‘| 84 20‘[ 329 360 41 9 430 490 61 2 6 ‘| 2 587

Yes

No A
Treatment

uolen|eAs juejdsueli-aid Suunp 1J1/VINH

<

iron chelation, TPO-RA, androgens, v
HMA immunosuppressive therapy, MDS Myelodysplastic syndromes, TPO-RA thrombopoietin receptor
agonist, ICT intensive chemotharapy

Vittayawacharin P. et al Am J Hematol. 2023;98:322-337
Gurnari C. et al, Blood. 2025 May 1;145(18):1987-2001




Allo-HSCT as a curative strategy

Type of donor

2010-2015 2016-2020
100 4

~
w
L
~
w
L

Overall survival (%)
3

Overall survival (%)
3

N
w
1

I 1 ) L)

12 18 12 18
Months since allo-HCT Months since allo-HCT

2398 1756 1420 1223 1446 1170 949
387 250 198 174 720 582 465
3228 2315 1905 1680 2692 2271 1984
1065 705 569 498 711 581 495

109 90 83 64 )

227 43 ¥

OS by donor type: 2010-2015 OS by donor type: 2016-2020

Variable Groups N 24 months 48 months Variable Groups N 24 months 48 months

Donor type MRD 2398  57% (55-59%) 49% (47-51%) Donor type MRD 1988  60% (57-62%) 50% (47-52%) < .001
Haplo 387  48% (43-53%) 40% (35-45%) Haplo 1161  49% (46-52%) 43% (40-47%)
MUD 3228 56% (54-57%) 47% (46-49%) MUD 3554  62% (60-64%) 53% (51-55%)
MMUD 1065 48% (45-52%) 42% (39-45%) MMUD 999  55% (51-58%) 46% (43-50%)
CB 227  41% (35-48%) 37% (30-43%) CB 97 54% (44-64%) 44% (33-55%)

Gurnari C. et al, Blood. 2025 May 1;145(18):1987-2001
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The optimal AML/MDS patient journey:

Highly effective and Less Toxic and Tailored.

Diseases (High/Int) AML > MDS > MPN > ALL > NHL
Age > 50yy - 75yy

MRD CR1 mrd-/mrd+ > CR2

Fitness FIT > Frail

Pre-Transplant Treat-Prog
With CHT ( 3+7 or similar) no more than 15% of PTS get a Transplant




Phase 2 VEN-DEC GITMO Trial as “Bridge” to Allo-SCT

- Intensification

CR/CRI/MLFS

Study Design

Inclusion

Criteria
"Age260-<75y
=ELN int/high risk AML
newly diagnosed
*No prior Txt
*ECOG PS 0-1
=Bilirubin < 2 UNL;
ALT/AST < 2.5 UNL
=CrCIl > 50 mL/min

= Allo-SCT within 2
mo

= Any SC source

=  Any donor

CR/CRI

HLA typing

NR/PR Out of Study

Russo et al., Lancet Haematology Sept. 2024



Transplant Feasible Remission (TFR) in AML
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Russo D. Et Al . Venetoclax Plus Decitabine As A Bridge To Allogeneic Haematopoietic Stem-cell Transplantation In Older Patients With Acute Myeloid Leukaemia (VEN-DEC GITMO): Final Report Of A
Multicentre, Single-arm, Phase 2 Trial. Lancet Haematol. 2024

Avenoso D.*, Farina M.* Et Al. Venetoclax-decitabine Followed By Allogeneic Stem Cell Transplant Improves The Outcome Of Elderly High-risk Acute Myeloid Leukaemia: Ven-dec-gitmo Study Mid-term Update
Of Allo-transplanted Patients — Bone Marrow Transplantation (2025) 60:183 — 887 - *Joint first authorship.



REFRACTORY
ACUTE MYELOID
LEUKEMIA @




DESIGN OF THE ASAP TRIAL

Hypothesis: salvage chemotherapy prior to alloHCT would not provide a net benefit.

Salvage CT (HAM):

RlST AraC 2 x 3 g/m2 d 1-3 [®

Mitox 10 mg/m?d 3-5 ==

Conditioning Intensity
tailored to amount of
residual AML

Primary Endpoint:
R 281 patients, rando 1:1 Treatment success
OS from Rando

watchful waiting
or

Sequential conditioning

low-dose AraC ““-== E FLAMSA-RIC or
o SEEEEEE D Mel/Flu/TBI
- Mitoxantron 10 mg/m? ii N
DisC =

DKMS-14-01 Stelljes, Lancet Hematology 2024 &2




ASAP TRIAL: SURVIVAL UPDATES

No difference in DFS! No difference in OS from randomization!
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Median follow-up from randomization: 60 months

DKMS-14-01 Stelljes et al., ASH 2024 PP (left) / ITT population (right), data lock July 2024 (@



Summary: AML biology matters, but not: depth of remission
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 Long-term follow-up of ASAP trial shows no advantage of remission induction prior to alloHCT
» Sequential conditioning for patients with AML not in remission needs to be improved in frame-work of RCT
* Especially for adverse risk AML bridging, conditioning, and maintenance after HCT need to be improved.

Stelljes et al., ASH 2024




The AML pathway in 20307

FIT for allo-
HSCT?
Diagnosis
of AML
Unfit for
Allo-HSCT
VEN-based

chemo

Speaker personal’s opinion (& dream).

Tx for TFR

CR

Refractory

Allo-HSCT
With RTC

Relapse

Target
therapy +/-
other +/-
DLI and/or
second
allo-HSCT



Conclusions and open questions

» Allo-HSCT remains a central curative strategy in AML, with growing use in older patients and in high-risk
disease, supported by refined risk stratification (ELN 2022 AdvP) and by the emerging concept of
Transplant Feasible Remission within a comprehensive treatment journey.

> In older and high-risk AML, venetoclax-based therapies (e.g. VEN-DEC GITMO) enable a higher

proportion of patients to reach transplant and may redefine the concept of remission as “transplant-
oriented” rather than purely morphological.

» PTCY platforms, haploidentical donors, and reduced-intensity conditioning have expanded transplant

eligibility, but relapse and non-relapse mortality remain major limitations, especially in AdvP and heavily
pretreated patients.

Open questions: Can TFR become a standardized endpoint in AML? How should we
integrate MRD, fitness scores and biological risk to personalize conditioning, donor choice
and post-transplant strategies (maintenance, DLI, second allo-HSCT) in the 2030 AML
pathway?



