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Despite more than 40 years of extensive study,
it remains uncertain which individuals, if any,
with acute myelogenous leukemia (AML) in
ﬁrst remission should receive a blood cell or
bone marrow transplant versus post-remission
chemotherapy (or both). Nevertheless, there is a
recent trend toward recommending more transplants
in this setting. We consider four myths underlying
this recommendation: (1) only individuals achieving
second remission beneﬁt from a transplant; (2)
there is no effective therapy for relapse other than
an allotransplant; (3) we can accurately predict
which individuals with AML in ﬁrst remission
need a transplant; and (4) detection of minimal
residual disease in ﬁrst remission will resolve this
controversy. We discuss these misconceptions and
suggest approaches to resolve this issue.
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All who drink of this remedy recover in a short time,
except those whom it does not help, who all die.
Therefore, it is obvious that it fails only in incurable
cases.-Galen
For more than 40 years, hematologists have debated
the best way to prevent relapse and prolong survival
of individuals with acute myelogenous leukemia
(AML) in ﬁrst remission: an allotransplant or postremission chemotherapy. Many analyses were done
including comparisons of outcomes from historical
databases, controlled trials, pseudo-randomized
trials (often based on donor availability), case–
control studies, matched-pair analyses, comparison
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of outcomes using data from observational
databases, meta-analyses of randomized trials and/or
observational data-bases, propensity score analyses
and more (for example, see Koreth et al.(1)). Statistical
techniques used include landmark analyses, Mantel–
Byar test, Simon–Makuch plots, conventional
and extended Cox regression models, multi-state
models and others. Structured qualiﬁcation of
expert opinion was also used. Although a detailed
review of this large body of data is not the focus of
our report, we discusse advantages and limitations
of some of these approaches previously including
recent concerns over biases from using ﬁxed-effects
models for meta-analyses(2,3).
Most of these analyses show fewer relapses with
allotransplants. However, there is disagreement
whether leukemia-free survival or survival are
improved with transplants. There is also the issue
of whether the outcome of reserving transplants
for individuals who relapse might not result in a
similar outcome to transplanting everyone eligible
in ﬁrst remission, some of whom already cured by
prior therapy may die because of transplant-related
complications. For example, some analyses indicate
a beneﬁt for transplants only in persons with adverse
risk factors such as a FLT3 (fms-related tyrosine
kinase(3)) internal tandem duplication, whereas other
studies report contradictory data or a beneﬁt only
in persons with standard or intermediate cytogenetic
risk factors(4,5). Moreover, these analyses focus on
population-based outcomes, ignoring the more
complex and relevant question of who, if any
individual, should receive a transplant in ﬁrst
remission, the level on which physicians need to
make therapy recommendations.
For several reasons the recent balance has swung
toward recommending more transplants for
individuals with AML in ﬁrst remission. One is the
notion that very few persons who relapse achieve
second remission which is (mistakenly) considered
by some as the only situation where a transplant
can help(6). Other reasons include lack of substantial
progress in other post-remission therapies,
enthusiasm (appropriate or not) for reducedintensity transplants and increasing availability of
alternative donors such as HLA-matched unrelated
individuals, HLA haplotype-mismatched relatives
and HLA-matched umbilical cord blood cells. In
addition, there is a steady decrease in transplant66

related mortality, mostly from better post-transplant
immune suppression and supportive care(7).
Although no one really knows what post-remission
therapy is best, especially for a speciﬁc individual
with AML in ﬁrst remission, we think it is important
to consider several common misconceptions: (1)
only individuals achieving second remission beneﬁt
from a transplant; (2) there is no effective therapy
for relapse other than an allotransplant; (3) we can
accurately predict which individuals with AML in
ﬁrst remission will relapse and need a transplant;
and (4) detection of minimal residual disease in ﬁrst
remission will resolve this controversy. We discuss
these misconceptions and suggest a different way
to approach the unresolved issue of who with AML
should get a transplant in ﬁrst remission.
The only individuals who relapse and benefit from
a transplant are those achieving second remission
Results of transplants in individuals achieving
second remission are clearly better than results of
transplants in individuals who receive reinduction
chemotherapy, fail to achieve second remission
and are then transplanted. Bien-pensant. However,
the matter is not so simple: we lack the true
denominator of how many subjects who relapsed
received chemotherapy to try to achieve a second
complete remission but died en route to a transplant
or achieved a second remission but did not proceed
to a transplant for diverse reasons. As we shall see,
these data are critical in determining whether it is
better to transplant someone in second remission or
in untreated or partially treated relapse.
Most comparisons of outcome transplants in
individuals with AML in different disease states
(ﬁrst remission, second remission, relapse and so
on) use data from the Center for Blood and Marrow
Research (CIBMTR) and European Group for Blood
and Marrow Transplantation (EBMT). However,
drawing strategic conclusions from observational
databases on a subject like this is inappropriate
because these data sets include only transplant
recipients, and not everyone who could have
received a transplant. Clearly, this differs from an
intent-to-treat analysis used in evaluating data from
prospective trials. For example, if 100 individuals
with recurrent AML could receive a transplant but
centers transplant only 25 ﬁt individuals in second
remission, the data set will have data on these 25
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and not the 75 who could receive a transplant but did
not. Missing from the data set are: (1) individuals
dying from therapy designed to achieve second
remission; (2) persons achieving second remission
but no longer ﬁt for a transplant in someone’s
estimation (physicians understandably differ on this
point); (3) transplant candidates lacking funds or
insurance coverage (a variable correlated with many
health-care outcomes(8)); and (4) others who might
have received a transplant from transplant centers
that use different selection criteria.
There are several possible solutions to this problem,
none of which is easily accomplished. Developing
a population-based observational data set of AML
subjects from diagnosis regardless of therapy is
one approach. Continued follow-up of subjects on
randomized trials after completing their assigned
therapy is another. Data from a recent large Medical
Research Council (MRC) study that did precisely
this are informative(9). Many subjects who did not
receive a transplant in ﬁrst remission and relapsed
achieved a second remission after receiving
chemotherapy followed by a transplant, usually in
second remission. Their outcome was remarkably
good. However, there were several important
unknowns including precisely why these subjects,
many of whom had an HLA-identical sibling donor,
declined a transplant in ﬁrst remission. Might there
have been selection biases or other confounders?
Although unknown, these data suggest postponing
a transplant in ﬁrst remission in some individuals.
There are two additional caveats to this type of
analysis: (1) subjects entering these trials are unlike
most individuals with AML in the United States
where <10% of adults with AML enter clinical trials;
and (2) confounding by biases inﬂuencing off-study
interventions and follow-up(10,11).
Is a transplant the only effective therapy for relapse?
We also need to consider that some individuals with
recurrent AML may achieve long-term survival with
a second course of chemotherapy. For example,
second remission rates exceed 50% in some
individuals with favorable prognostic variables
such as a ﬁrst remission duration of 41.5 years,
those with inv(16) and those without t(8:21)(12–16).
In the recent MRC study of 41000 subjects cited

above, the 5-year leukemia-free survival was nearly
20%(9). It is, of course, difﬁcult to predict in early
ﬁrst remission which individuals who relapse will
do well with reinduction chemotherapy, especially
as duration of ﬁrst remission is a key variable. But
we can, at least, avoid the common fallacy that we
need to transplant individuals in long ﬁrst remission
because time is running out.
We agree many individuals who relapse never get to
a transplant. But some, even many, could receive a
transplant without further therapy or with additional
therapy aimed at disease control rather than
receiving reinduction therapy. Importantly, there are
no data from any intent-to-treat analysis showing a
beneﬁt of giving antileukemia drugs to individuals
with recurrent AML headed for a transplant. For
example, although some data suggest a correlation
between percent of pretransplant myeloblasts and
post-transplant survival that would favor giving
pretransplant antileukemia therapy(17), this beneﬁt
may be offset by adversely affecting performance
score and by loss of subjects who become transplant
ineligible because of therapy-related complications.
In addition, there is an obvious selection bias
complicating interpretation of these data.
To determine the best strategy for individuals with
AML in ﬁrst remission and/or those who relapse, we
need to know what was the outcome of all subjects,
and not just those transplanted in second remission.
Moreover, this outcome should be compared with
results in these individuals had they received a
transplant in ﬁrst remission. Obviously, the correct
answer cannot be accurately estimated from an
observational database of transplant recipients. The
few data we have from large clinical trials suggest
no substantial difference in outcome of subjects
with standard-risk AML who receive a transplant in
ﬁrst remission versus reserving transplants only in
those who relapse(9). However, even these data have
statistical limitations such as post-randomization
confounding by selection biases including subsequent
therapy(ies) and loss to follow-up such that results of
randomized clinical trials come to resemble those of
observational databases(10). In addition, as indicated,
we do not know what selection biases operate,
especially in individuals with an HLA-identical
donor transplanted in second rather than in ﬁrst
remission. The bottom line is we lack an appropriate
database to interrogate on the issue of best strategy.
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Can we accurately predict which individuals
with AML in first remission will relapse?
Another important issue is our inability to
accurately predict on the subject level the relapse
risk in an individual with AML in ﬁrst remission.
Most prognostic variables operate in the early
phases of AML therapy, often before a transplant
decision is made. Even under ideal circumstances,
only part of the variance in outcomes in individuals
with AML in ﬁrst remission is explained by known
variables. These variables are useful for deﬁning
outcome of a cohort but less so the outcome of an
individual in whom we need to make a speciﬁc
therapy recommendation. Because of the statistical
approach used to deﬁne risk cohorts, it is axiomatic
that a good- or standard-risk cohort will have a
better outcome than a high-risk cohort. However,
because conﬁdence intervals of these groups often
overlap, some individuals in the low-risk cohort
may relapse, whereas some individuals in the highrisk cohort may not. This situation is unavoidable
given our imprecision of prediction and considerable
unexplained variance. For example, Walter et al.(18)
recently addressed this question in a large setting
of remission induction data set. The area under the
receiver operating characteristic curve (ROC AUC)
of their predictive model was B0.75, indicating
the model performed better than chance (AUC ¼
0.5) but was wrong in nearly one-half of cases. (A
perfect model would have an AUC ¼ 1.0). No such
ROC AUC analysis is reported from a large data set
of individuals with AML in ﬁrst remission eligible
to receive a transplant. A net reclassiﬁcation index
analysis of this issue is not reported but is unlikely
to perform better(19). (Net reclassiﬁcation index is
another technique to evaluate the predictive value
of a test). We consider this issue in greater detail in
the next section.
Is minimal residual disease (MRD) testing the
answer?
What of individuals with AML in ﬁrst remission
with so-called MRD? Is this a clear-cut reason to
recommend a transplant in ﬁrst remission? The
answer is no. First, the term MRD is a relic of
an earlier era. The test(s) used to detect residual
leukemia cells and the cut point for declaring a test
result positive need precise deﬁnition(20).
In addition, when the results of a test are handled as
68

a binary (negative or positive) rather than expressed
as a probability of correlating with relapse based
on analysis of a ROC, it is unavoidable that some
test results misclassify individuals with AML in
ﬁrst remission as to their relapse risk. Moreover,
there is little or no consensus on the deﬁnition of
MRD in individuals with AML. For example, in a
recent carefully done study, individual who were
‘MRD-positive’ after consolidation chemotherapy
had more than twice the relapse risk as individuals
who were ‘MRD-negative’ (B70% percent vs
B30%)(21). However, we need to consider that onethird of subjects who were MRD positive did not
relapse, and one-third of subjects who were ‘MRDnegative’ relapsed. Obviously, this prediction
accuracy is not especially helpful in making therapy
recommendations for individual subjects.
Several other considerations are as follows. (1) We
do not know which cells we need to eliminate or
whether we need to eliminate all leukemia cells to
cure AML. Are the cells we detect by current MRD
tests the target for leukemia eradication or is the
target less-differentiated leukemia cells or even
leukemia stem cells with a different phenotype and/
or genotype than leukemia cells in the blood or bone
marrow? (2) When numbers of residual leukemia
cells in the body are low (<10E-3) sampling error
is more important than sensitivity of the assay in
detecting MRD(22). This is confounded by different
frequencies of leukemia cells in blood versus bone
marrow samples. (3) AML exhibits substantial clonal
complexity. Often leukemia clones (or subclones)
detected at relapse have a different genotype and/
or phenotype than cells detected at diagnosis(23). (4)
Phenotypes and even genotypes of leukemia and
normal cells may have considerable overlap. (5)
Finally, MRD assays are not standardized. If you
doubt the limitations of using MRD testing data to
direct therapy of individuals with AML, consider
the complexity of using MRD test data to direct
therapy of CML in a situation with a more sensitive
and speciﬁc MRD test(24,25).
Because of these limitations, we think using data
from MRD testing to determine whether to do a
transplant in ﬁrst remission is ﬂawed and presently
of limited value to the physician who needs to make
a therapy recommendation in a speciﬁc individual,
and not a cohort. For example, in the only prospective
study of MRD in young individuals with AML
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using multiparameter ﬂow cytometry and a binary
MRD test cut point of 10E-2, MRD testing was
informative regarding a transplant decision in <20%
of the starting cohort(22). We are left wondering how
to handle the remaining 80%. Most importantly,
we lack data from any prospective study showing
a better outcome when individuals with MRD in
ﬁrst remission are assigned to a transplant versus
chemotherapy. Finally, we need to recall that a
higher relapse rate in individuals with MRD is
again a self-fulﬁlling prophesy; although many
individuals with MRD relapse, other do not. They
are more interesting and problematic when one
considers advising them to receive a therapy with a
high therapy-related mortality.
These considerations lead to the axiom: the best
predictor of relapse is relapse. Everything else is
a surrogate with unavoidable false-positive and
-negative rates. The only disadvantage of using
relapse to trigger a transplant decision is if the
outcome of transplants is compromised by waiting
for relapse in precisely the same subjects. This is
the argument of those favoring transplants in ﬁrst
remission but we are not convinced. No prospective
study has shown a beneﬁt, whereas the advantages of
waiting for relapse are clear: no unneeded transplants
and no individuals cured by chemotherapy will die
from a transplant. This is a powerful argument,
especially to the physician advising an individual
with AML in ﬁrst remission where the risk of an
iatrogenic death in someone possibly already cured
by chemotherapy carries greater weight than a
disease-related death (primum no nocere). Every
physician appreciates this important distinction;
statisticians who deal with cohorts of subjects
may not. And although some have argued the best
predictor of second remission is second remission,
this misses the point as individuals with recurrent
AML other than only those in second remission
also beneﬁt from a transplant, perhaps to the same
overall magnitude (see above).
The calculus for determining appropriateness
of any medical intervention requires evaluating
beneﬁt versus risk in each individual. Here,
appropriateness means the anticipated beneﬁt of
an intervention should exceed the anticipated risk
by a sufﬁcient margin such that the intervention
should be performed(26). This decision can be
informed by data from clinical trials, observational

databases and/or structured quantiﬁcation of
expert opinion but subject-level data are often
lacking. Moreover, deciding if a transplant in ﬁrst
remission is appropriate requires consideration of
age, gender, pretransplant conditioning regimen,
genetic relatedness between donor and recipient
and other variables. In addition, there is continued
development of new transplant techniques and
advances in supportive care, some of which could
improve outcomes of transplants in individuals with
recurrent AML. New types of post-relapse therapy
such as using chimeric antigen receptor T-cells,
new transplant conditioning regimens such as use
of radiolabeled bone marrow seeking monoclonal
antibodies and new post-transplant therapies to
increase a putative graft-versus-leukemia effect
may favorably alter outcomes of transplants in
individuals who relapse but are not in second
remission(27–29). As we discussed, it may also be
possible to accurately predict relapse earlier in
individuals in ﬁrst remission using molecular and/or
immunological techniques but we are not there yet
in typical AML.
Finally, there is the important input of an individual’s
objectives and risk tolerance: some of us are arm
chair adventurers whereas others are sky divers or
ice climbers. Some people want to live long enough
to celebrate a next Christmas; others will bet all on a
small chance of cure.
We appreciate transplants can improve likelihood
of long-term survival in some, perhaps many,
individuals with AML. We also realize the need to
make therapy-related recommendations based on
available data. Nevertheless, we think current data
are inconclusive as to whether individuals with
standard- or high-risk AML should have a transplant
in ﬁrst remission. We also want to disarm the myths
that only individuals who relapse and achieve second
remission beneﬁt from a transplant, that everyone
with AML who relapse should receive reinduction
chemotherapy, that everyone with AML who relapse
are incurable unless they receive a transplant and
that we can accurately predict, on the subject level,
which individuals in ﬁrst remission will relapse. We
are not therapy nihilists. However, more work is
needed on these complex issues as is collecting data
permitting deﬁnitive conclusions regarding the best
therapy strategy for individuals with AML in ﬁrst
remission and in those who relapse. Randomized
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trials of alternative strategies are also needed.
We realize we are ﬁghting an uphill battle with
some of our ideas. Experimental psychologists and
brain researchers are familiar with the Einstellung
effect or heuristic similar to conﬁrmation bias
whereby experts tend to stick with the solution to
a problem or dilemma that comes ﬁrst to mind and
ignore alternatives including some that are better or
more efﬁcient. Amidst a rising tide of enthusiasm
for transplants in AML in ﬁrst remission, we hope
not to be judged like Socrates at his trial: ‘Incessant,
irksome, irritating questioning of all aspects of
existence as a deliberate perversity.’ Importantly,
we hope our survival probability is better than his.
Acknowledgements
RPG acknowledges support from the NIHR Biomedical
Research Centre funding scheme. Drs Elisabeth Paietta
and Gary Schiller kindly reviewed the typescript.
Conflict of interest
RPG is a part-time employee of Celgene Corp. PHW is
a speaker for Celgene Corp., Novartis and Janssen. HML
is a consultant to Actinium Pharmaceuticals, Inc. and
Pluristem Therapeutics, Inc. and a speaker for Celgene
Corp. Dr Charles Schiffer claims he recently heard Galen
comment on his remedy.

References
1. Koreth J, Schlenk R, Kopecy KJ, Honda S,
Sierra J, Djulbegovic BJ et al. Allogeneic stem
cell transplantation for acute myeloid leukemia
in first remission: systematic review and metaanalysis of prospective clinical trials. J Am
Med Ass. 2009; 301: 2349-2361.
2. Gale RP, Eapen M, Logan B, Zhang MJ,
Lazarus H. Comparing therapy-options: are
there roles for observational databases and
structured quantification of expert opinion to
answer therapy controversies in transplants?
Bone Marrow Transplant. 2009; 43: 435-446.
3. Cornell JE, Mulrow CD, Localio R, Stack
CB, Meibohm AR, Guallar E. Random effects
meta-analysis of inconsistent effects: a time for
change. Ann Intern Med. 2014; 160: 267-270.
4. Schlenk RF, Döhner K, Krauter J, Fröhling S,
Corbacioglu A, Bullinger L et al. Mutations
and treatment outcome in cytogenetically
normal acute myeloid leukemia. N Engl J Med.
2008; 358: 1909-1918.
70

5. Gale RE, Hills R, Kottaridis PD, Srirangan S,
Wheatley K, Burnett AK et al. No evidence
that FLT3 status should be considered as an
indicator for transplantation in acute myeloid
leukemia (AML): an analysis of 1135 patients,
excluding acute promyelocytic leukemia from
the UK MRC AML10 and 12 trials. Blood.
2005; 106: 3658-3665.
6. Forman SJ, Rowe JM. The myth of the second
remission of acute leukemia in the adult.
Blood. 2013; 121: 1077-1082.
7. Gooley TA, Chien JW, Pergam SA, Hingorani
S, Sorror ML, Boeckh M et al. Reduced
mortality after allogeneic hematopoietic-cell
transplantation. N Engl J Med. 2010; 363:
2091-2101.
8. Agency for Healthcare Research and Quality,
2010 National Healthcare Disparities Report.
US Department of Health and Human Services.
Agency for Healthcare Research and Quality:
Rockville, MD, 2011.
9. Burnett AK, Goldstone A, Hills RK, Milligan
D, Prentice A, Yin J et al. Curability of patients
with acute myeloid leukemia who did not
undergo transplantation in first remission. J
Clin Oncol. 2013; 31: 1293-1301.
10. Hernan MA, Hernandez-Diaz S, Robins JM.
Randomized trials analyzed as observational
studies. Ann Intern Med. 2013; 159: 560-562.
11. Labopin M, Gorin NC, Polge E, Socié G,
Gurman G, Gluckman E et al. A prospective
registration study to determine feasibility
of hematopoietic SCT in adults with acute
leukemia: planning, expectations and reality.
Bone Marrow Transplant. 2014; 49: 376-381.
12. Schlenk RF, Benner A, Krauter J, Büchner
T, Sauerland C, Ehninger G et al. Individual
patient data-based meta-analysis of patients
aged 16-60 years with core binding factor acute
myeloid leukemia: a survey of the German
Acute Myeloid Leukemia Intergroup. J Clin
Oncol. 2004; 22: 3741-3750.
13. Marcucci G, Mrózek K, Ruppert AS, Maharry
K, Kolitz JE, Moore JO et al. Prognostic
factors and outcome of core binding factor

HEMATOLOGÍA • Volumen 21 Nº Extraordinario 1er Congreso Argentino de Trasplante
de Células Progenitoras Hematopoyéticas • 2do Congreso del LABMT, 65-71, 2017

SHOULD PERSONS WITH ACUTE MYELOID LEUKEMIA HAVE A TRANSPLANT IN FIRST REMISSION?

acute myeloid leukemia patients with t(8;21)
differ from those of patients with inv(16): a
Cancer and Leukemia Group B study. J Clin
Oncol. 2005; 23: 5705-5717.

prognostic impact of flow cytometric minimal
residual disease detection in acute myeloid
leukemia: data from the HOVON/SAKK AML
42A Study. J Clin Oncol. 2013; 31: 3889-3897.

14. Schlenk RF, Taskesen E, van Norden Y, Krauter
J, Ganser A, Bullinger L et al. The value of
allogeneic and autologous hematopoietic stem
cell transplantation in prognostically favorable
acute myeloid leukemia with double mutant
CEBPA. Blood. 2013; 122: 1576-1582.

22. Butturini A, Klein J, Gale RP. Modeling
minimal residual disease (MRD) testing. Leuk
Res. 2002; 27: 293-300.

15. Breems DA, Van Putten WL, Huijgens PC,
Ossenkoppele GJ, Verhoef GE, Verdonck LF
et al. Prognostic index for adult patients with
acute myeloid leukemia in first relapse. J Clin
Oncol. 2005; 23(9): 1969-1978.
16. Chevallier P, Labopin M, Turlure P, Prebet T,
Pigneux A, Hunault M et al. A new leukemia
prognostic scoring system for refractory/
relapsed adult acute myelogenous leukaemia
patients: a GOELAMS study. Leukemia. 2011;
25: 939-944.
17. Luger SM, Ringdén O, Zhang MJ, Pérez WS,
Bishop MR, Bornhauser M et al. Similar
outcomes using myeloablative vs reducedintensity allogeneic transplant preparative
regimens for AML or MDS. Bone Marrow
Transplant. 2012; 47: 203-211.
18. Walter RB, Othus M, Borthakur G, Ravandi
F, Cortes JE, Pierce SA et al. Prediction of
early death after induction therapy for newly
diagnosed acute myeloid leukemia with
pretreatment risk scores: a novel paradigm for
treatment assignment. J Clin Oncol. 2011; 29:
4417-4423.
19. Leening MJ, Vedder MM, Witteman JC, Pencian
MJ, Steyerberg EW. Net reclassification
improvement: computation, interpretation and
controversies: a literature review and clinician’s
guide. Ann Intern Med. 2014; 160: 122-131.
20. Goldman JM, Gale RP. What does MRD in
leukemia really mean? Leukemia. 2013; e-pub
ahead of print 30 October 2013; doi:10.1038/
leu.2013.318.
21. Terwijn M, van Putten WL, Kelder A, van der
Velden VH, Brooimans RA, Pabst T et al. High

23. Ding L, Ley TJ, Larson DE, Miller CA,
Koboldt DC, Welch JS et al. Clonal evolution
in relapsed acute myeloid leukemia revealed
by whole-genome sequencing. Nature. 2012;
481: 506-510.
24. Gale RP, Goldman JM. Treating chronic
myeloid leukemia in the era of tyrosine kinase
inhibitors. Acta Haematol. 2013; 213: 192-195.
25. Marin D. Patient with chronic myeloid leukemia
in complete cytogenetic response: what does it
mean, and what does one do next. J Clin Oncol.
2013; 52: 9230.
26. Gale RP, Park RE, Dubois R, Bitran JD, Buzdar
A, Hortobagyi G et al. Delphi-consensus
panel analysis of appropriateness of high-dose
chemotherapy and blood cell or bone marrow
autotransplants in women with breast cancer.
Clin Transplant. 2000; 14: 32-41.
27. Ritchie DS, Neeson PJ, Khot A, Peinert S, Tai
T, Tainton K et al. Persistence and efficacy of
second generation CAR T cell against the LeY
antigen in acute myeloid leukemia. Mol Ther.
2013; 21: 2122-2129.
28. Pagel JM, Gooley TA, Rajendran J, Fisher
DR, Wilson WA, Sandmaier BM et al.
Allogeneic hematopoietic cell transplantation
after conditioning with 131I-anti- CD45
antibody plus fludarabine and low-dose total
body irradiation for elderly patients with
advanced acute myeloid leukemia or high-risk
myelodysplastic syndrome. Blood. 2009; 114:
5444-5453.
29. Goodyear OC, Dennis M, Jilani NY, Loke J,
Siddique S, Ryan G et al. Azacitidine augments
expansion of regulatory T cells after allogeneic
stem cell transplantation in patients with acute
myeloid leukemia (AML). Blood. 2012; 119:
3361-3369.

HEMATOLOGÍA • Volumen 21 Nº Extraordinario 1er Congreso Argentino de Trasplante
de Células Progenitoras Hematopoyéticas • 2do Congreso del LABMT, 65-71, 2017

71

