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Allogeneic Transplants 
(n = 48.196)
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Allogeneic Transplants (n. 2076) - Indications 2024

Export date 14/04/2025

Disease %

AML 46

ALL 15

MDS 9

NHL 7

MPN 6

HD 3

AML; 953; 46%

ALL; 311; 15%
CL; 60; 3%

MPN; 131; 6%

MDS; 181; 9%

HD; 55; 3%

NHL; 142; 7%

PCD/MM; 13; 1%

BMF (AA); 71; 3%

ST; 3; 0%

Inb.Error; 41; 2%
Combined MDS/MPN; 56; 

3%
Hemogl.; 33; 1%

Other; 26; 1%
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Number of Allogeneic HCTs in Italy by Selected Disease

Export date 14/04/2025
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Passweg JR, et al. Bone Marrow Transplant. 2025 Feb 12. doi: 10.1038/s41409-025-02524-2.



2024 - Allogeneic Transplants: Donor type

Export date 14/04/2025
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2024 - Allogeneic Transplants: Patient age at transplantation

Years
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61.1% (60.6-61.5%)

54.7% (54.2-55.2%)
49.0% (48.5-49.6%)
43.4% (42.7-44.1%)

the 3-year probabilities (95% CI)  

140,532 patients receiving allogeneic HCT 

Spellman S, et al. Current Uses and Outcomes of Cellular Therapies in the US: CIBMTR Summary Slides, 2024.



Data reflects 100-days mortality 

9.6 %
WWW.CIBMTR.org



cumulative incidence of clinically significant HCMV 
infections (CS-HCMV-i) at 100 days and 180 days from allo-
HSCT in patients who received letermovir primary 
prophylaxis (LET-PP). The low rate of infections during the 
prophylaxis period was balanced by a rebound of infections 
in the late post-transplant phase, when prophylaxis was 
discontinued 

The cumulative incidence of CS-HCMV-i at 100 days and 180 
days from allo-HSCT in patients who did not receive LET-PP

The GITMO CYTO-ALLO STUDY

Girmenia et al. Open Forum Infectious Diseases 2025 



Key updates to the recommendations include: 

(1) primary use of ruxolitinib in steroid-refractory acute GVHD and steroid-
refractory chronic GVHD as the new standard of care,

(1) use of rabbit anti-T-cell (thymocyte) globulin or post-transplantation 
cyclophosphamide as standard GVHD prophylaxis in peripheral blood 
stem-cell transplantations from unrelated donors, and 

(2) the addition of belumosudil to the available treatment options for 
steroid-refractory chronic GVHD

Penack O, et al.. Lancet Haematol. 2024

GVHD: consensus recommendations of the European Society for Blood and Marrow 
Transplantation



Raiola AM, et al. Blood Adv. 2025

The 100-day cumulative incidence 
of grades 2 to 4 aGVHD was 18.2% 
(95% CI, 10.6-27.6) and of grades 
3 to 4 was 6.5% (95% CI, 3.1-15.1)

One-year cumulative incidence of 
chronic GVHD was 13.4% (95% CI, 6.9-
22.1). One-year cumulative incidence 
of nonrelapse mortality was 9.1% 
(95% CI, 4.0-16.9), and the relapse rate 
was 23.8% (95% CI, 14.9-33.9). One-
year overall survival and graft relapse-
free survival were 78.6% (95% CI, 67.4-
86.3) and 55.3% (95% CI, 43.4-65.7),
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Classification of Conditioning Regimens

• AraC, cytarabine; ATG, anti-T-lymphocyte immunoglobulin; CY, cyclophosphamide; GVT, graft vs tumor; Tbi/TBI, total body irradiation.

• Bacigalupo A, et al. Biol Blood Marrow Transplant. 2009;15:1628-1633; Gyurkocza B, et al. Blood. 2014;124:344-353.
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Transplant Conditioning Intensity Score 
EBMT

• TCI, transplant conditioning intensity.

• Spyridonidis A, et al. Bone Marrow Transplant. 2020;55:1114-1125.

The concept of MAC vs RIC has been expanded by recently developed Reduced 
Toxicity Conditioning (RTC) regimens including well-established agents



Data reflects 10-year mortality 

WWW.CIBMTR.org



In 1977 Thomas and colleagues published their landmark article in Blood describing outcomes of 100 consecutive subjects with 

advanced acute lymphoid or myeloid leukemia receiving transplants from HLA-identical siblings 
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Where Are We in Allogeneic HCT for Patients With 
AML?

• Lower relapse rate 
and an increased 
TRM in the donor 
group resulted in a 
significantly better 
DFS in the donor 
group than in the 
no-donor group 
• (48% vs 27%; P < 

.001)
• DFS, disease-free survival.

• Cornelissen JJ, et al. Blood. 2007;109;3658-2666.

• DFS of patients with AML in first CR according to donor 
availability

D
FS

, %

Months
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Where Are We in Allogeneic HCT for Patients With 
AML? 

• Cornelissen JJ, et al. Blood. 2007;109;3658-2666.

• DFS of patients with AML in first CR according to risk category and donor availability

• A DFS improvement was 
observed in all AML 
prognostic risk categories 
but was significant only in 
intermediate- and 
poor-risk patients

• (estimated HRs 
0.74-0.67)
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Where Are We in Allogeneic HCT for Patients With 
AML?

• OS, overall survival.

• Cornelissen JJ, et al. Blood. 2007;109;3658-2666.

• OS of patients with AML in first CR according to donor availability

• The improved DFS 
translated into a 
better OS
• (54% vs 46%; P = 

.07)
Months

O
S,

 %
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Risk Group Genetic Abnormality

Favorable

§ t(8;21)(q22;q22.1); RUNX1-RUNX1T1
§ inv(16)(p13.1q22) or t(16;16)(p13.1;q22); 

CBFB-MYH11
§ NPM1mut without FLT3-ITD or FLT3-ITDlow*
§ Biallelic mutated CEBPA

Intermediate

§ NPM1mut and FLT3-ITDhigh

§ Wild-type NPM1 without FLT3-ITD or FLT3-ITDlow* 
(without adverse-risk genetic lesions)

§ t(9;11)(p21.3;q23.3); MLLT3-KMT2A
§ Cytogenetic abnormalities not classified as 

favorable/adverse

Adverse

§ t(6;9)(p23;q34.1); DEK-NUP214
§ t(v;11q23.3); KMT2A rearranged
§ t(9;22)(q34.1;q11.2); BCR-ABL1
§ inv(3)(q21.3;q26.2) or t(3;3)(q21.3;q26.2); 

GATA2, MECOM(EVI1)
§ –5 or del(5q); –7; –17/abn(17p)
§ Complex karyotype (≥ 3 unrelated chromosomal 

abnormalities)
§ Monosomal karyotype
§ Wild-type NPM1 and FLT3-ITDhigh*
§ RUNX1mut, ASXL1mut, or TP53mut 22

Risk Group Genetic Abnormality

Favorable

§ t(8;21)(q22;q22.1); RUNX1-RUNX1T1
§ inv(16)(p13.1q22) or t(16;16)(p13.1;q22); CBFB-MYH11
§ NPM1mut without FLT3-ITD 
§ bZIP in-frame mutated CEBPA

Intermediate

§ Mutated NPM1 and FLT3-ITD
§ Wild-type NPM1 with FLT3-ITD
§ t(9;11)(p21.3;q23.3); MLLT3-KMT2A
§ Cytogenetic abnormalities not classified as 

favorable/adverse

Adverse

§ t(6;9)(p23;q34.1); DEK-NUP214
§ t(v;11q23.3); KMT2A rearranged
§ t(9;22)(q34.1;q11.2); BCR-ABL1
§ t(8;16)(p11;p13)/KATT6A::CREBBP
§ inv(3)(q21.3;q26.2) or t(3;3)(q21.3;q26.2); GATA2, 

MECOM(EVI1)
§ t(3q26.2;v)/MECOM(EVI1)-rearranged
§ –5 or del(5q); –7; –17/abn(17p)
§ Complex karyotype (≥ 3 unrelated chromosomal 

abnormalities), monosomal karyotype
§ Mutated ASXL1, BCOR, EZH2, RUNX1, SF3B1, 

SRSF2, STAG2, U2AF1, or ZRSR2
§ Mutated TP53

ELN Risk Stratification

Döhner H, et al. Blood. 2017;129:424-447; Döhner H, et al. Blood. 2022;140:1345-1377.





8,022 adult patients
3,648 adult patients



3,261 adult patients 1,157 adult patients







61.7% (59.8-63.6%)

the 3-year probabilities (95% CI) 

59.9% (55.7-64.3%)

38.3% (34.4-42.6%)

59.6% (58.3-61.1%)

57.1% (54.2-60.3%)

35.0% (32.3-38.0%)

the 3-year probabilities (95% CI) 

4,045 adult patients
7,848 adult patients 



56.8% (54.6-59.2%)

58.5% (54.0-63.4%)

33.4% (29.0-38.3%)

56.7% (53.0-60.8%)

51.3% (43.6-60.2%)

32.0% (25.4-40.5%)
the 3-year probabilities (95% CI) the 3-year probabilities (95% CI) 



Radich J, ASH 2024 Educational program



Acute myeloid leukemia: update on diagnosis, risk-stratification, and management

American J Hematol, Volume: 98, Issue: 3, Pages: 502-526, First published: 02 January 2023, DOI: (10.1002/ajh.26822) 
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Mortality by Age for MDS and sAML

Schetelig J, et al. Leukemia. 2019;33:686-695.

§ N = 6434 who received a first allogeneic 
HCT

§ For patients < 45 y at allogeneic HCT, the 
estimated 5-y population mortality was 
0.5%, compared with 8% for patients 
who were ≥ 65 y at transplantation

§ Estimated 5-y TRM rates of these 
populations were 6% and 17% for these 
age groups, respectively 



Acute myeloid leukemia: update on diagnosis, risk-stratification, and management

American J Hematol, Volume: 98, Issue: 3, Pages: 502-526, First published: 02 January 2023, DOI: (10.1002/ajh.26822) 



Loke J, Buka R and Craddock C (2021) Allogeneic Stem Cell Transplantation for Acute Myeloid Leukemia: Who, When, and How? Front. Immunol. 



• MRD positivity?

Di Nardo C, Ash educational program, 2024



Transplant in ALL: who, when, and how? 



How I treat newly diagnosed Philadelphia chromosome-positive 
acute lymphoblastic leukemia 

Marlise R. Luskin - Hematology 2024 | ASH Education Program 



Impact of pre-transplantation minimal residual disease on the outcomeof
Allogeneic hematopoietic stem cell transplantation for ALL

HEMATOLOGY 2021



Peters C, Dalle JH, LocatelliF, et al. J Clin Oncol. 2021;39(4):295-307. 

ALL: TBI- vs non-TBI-based conditioning 



Summary:

•Allo-SCT offers a potentially curative option for patients with AML, especially for those with high-risk or relapsed disease.

•In ALL, MRD has emerged as a powerful predictor of relapse irrespective of treatment strategy, challenging the necessity of 

transplant in MRD-negative patients. Immunotherapies and targeted treatments are increasingly integrated into both initial 

and relapsed treatment protocols yielding deep remis- sion and allowing for successful transplant in patients with a history 

of advanced disease. 

•While it can be highly effective due to the GVL effect, it comes with significant risks, including GVHD and infection.

•Advances in GVHD prevention, conditioning regimens, and post-transplant therapies are improving outcomes, but the

decision to proceed with allogeneic HSCT must be carefully individualized based on the patient’s overall health, disease risk,

and available donor options.

•.Expanded donor options, particularly haploidentical transplantation coupled with reduced intensity conditioning, have 

extended the applicability of allo-HCT to a broader range of patients. 


