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incidence of grade IlI-IV acute GVHD was 20% (95% CI, 12% to 30%). The estimated 1-year
incidence of chronic GVHD was 19% (95% CI, 11% to 29%). After a median follow-up of
40.1 months, both the estimated median PFS and median OS after allo-SCT were not
reached; the 40-month PFS rate was 56.8% and the 40-month OS rate was 76.5%. The esti-
mated 40-month cumulative incidence of TRM and relapse was 17% (95% CI, 9% to 27%)
and 27% (95% CI, 16% to 38%), respectively. Among participants with cHL (median follow-
up, 39.5 months), both the estimated median PFS and median OS after allo-SCT were not
reached; the 40-month PFS rate was 59.7% and the 40-month OS rate was 83.4%. The esti-
mated 40-month cumulative incidence of TRM and relapse in participants with cHL was
12% (95% CI, 5% to 23%) and 23% (95% CI, 12% to 36%), respectively. Overall, the incidences
of acute and chronic GVHD in this cohort were within the expected ranges. PFS and OS
outcomes were favorable, and the rates of TRM and relapse were low. These results sup-

port allo-SCT as a useful and feasible salvage option after anti—PD-1 therapy.
© 2025 Dr. John Kuruvilla. Published by Elsevier Inc. on behalf of The American Society
for Transplantation and Cellular Therapy. This is an open access article under the CC BY

license (http://creativecommons.org/licenses/by/4.0/)

INTRODUCTION

Immune checkpoint inhibition with anti-
programmed cell death protein 1 (PD-1) therapies
has demonstrated substantial antitumor activity
and manageable safety in relapsed or refractory
(R/R) hematologic malignancies, including classi-
cal Hodgkin lymphoma (cHL) and primary medi-
astinal large B-cell lymphoma (PMBCL) [1-6].
However, most patients will eventually experi-
ence progressive disease, requiring additional
anticancer treatment. Allogeneic stem cell trans-
plantation (allo-SCT) is a potentially curative
treatment approach in patients with cHL and non-
Hodgkin lymphoma and may be considered an
option for patients whose disease has progressed
after PD-1 blockade [7—9]. However, allo-SCT is
associated with a high risk of transplantation-
related morbidity and mortality, especially from
graft-versus-host disease (GVHD) [10,11]. Despite
progress in optimizing outcomes, GVHD remains
a common complication of allo-SCT, with an esti-
mated incidence between 30% and 80% depending
on donor match [12—-14].

Immune checkpoint inhibition targeting the
PD-1 receptor blocks the inhibitory role that
the receptor normally plays in T-cell activation,
proliferation, and survival, and in cytokine release
[15,16]. While this inhibition is responsible for
the highly effective antitumor activity of anti—PD-
1 therapies, it has been postulated that residual
PD-1 receptor blockade during or after allo-SCT
could be a cause of dysregulated T-cell activity,
contributing to the emergence of GVHD events
[17]. A retrospective study in patients with lym-
phoma (N = 39) demonstrated the feasibility of
allo-SCT after anti—PD-1 therapy but also sug-
gested an increased risk of immune-mediated
toxicity and severe acute GVHD [9]. In a larger,

more recent retrospective study in patients with
cHL who underwent allo-SCT after anti—PD-1
therapy (N = 209), similar safety concerns were
recognized, including increased toxicity and
GVHD; however, this study also reported that
strategies such as optimizing transplant timing
and post-transplantation cyclophosphamide—
based GVHD prophylaxis were able to improve
outcomes [18]. There remains significant inter-
est in characterizing the safety and efficacy of
allo-SCT after anti—PD-1 therapy.

The PD-1 inhibitor pembrolizumab has been
shown to provide durable activity with a manage-
able safety profile in participants with hemato-
logic malignancies in a number of clinical trials
(KEYNOTE-013, KEYNOTE-087, KEYNOTE-170,
and KEYNOTE-204) [1-3,6,19]. Results from these
studies have contributed to approval by the US
Food and Drug Administration for the treatment
of patients with R/R cHL and refractory PMBCL
or PMBCL that has relapsed after 2 or more lines
of prior therapy [20]. Some of the participants in
these clinical trials subsequently underwent
allo-SCT, providing an opportunity to evaluate
post—allo-SCT outcomes and a more detailed
description of post-transplantation adverse
events of interest. Here, we present a pooled anal-
ysis from 4 clinical trials of the safety and efficacy
of allo-SCT following pembrolizumab in partici-
pants with hematologic malignancies.

METHODS
Study Design

Data were pooled from the multicohort phase
1b KEYNOTE-013 study, which included partici-
pants with various hematologic malignancies
(NCT01953692; N = 197) [1,21-23]; the phase 2
KEYNOTE-087 study, which included participants
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with R/R cHL (NCT02453594; N = 210) [2]; the
multicohort phase 2 KEYNOTE-170 study, which
included participants with R/R PMBCL or R/R
Richter syndrome (RS; NCT02576990; N = 76)
[6,24]; and the randomized, open-label, phase 3
KEYNOTE-204 study, which included participants
with R/R cHL (NCT02684292; N = 148) [3]. Eligibil-
ity criteria for each study have been previously
reported [1-3,6,21—24]. Participants who under-
went allo-SCT within 2 years of their last dose of
pembrolizumab and had a known transplantation
date were included.

All participants from the included studies pro-
vided written informed consent. The study was
conducted in accordance with principles of Good
Clinical Practice and was approved by the appro-
priate institutional review boards and regulatory
agencies.

Assessments

Data were collected both prospectively and ret-
rospectively for safety events of clinical interest
in participants who received an allo-SCT at any
point following treatment with pembrolizumab.
Events of clinical interest were reported for up to
18 months after transplantation and include acute
and chronic GVHD, febrile syndrome treated with
corticosteroids, other immune-mediated adverse
events, pulmonary complications, veno-occlusive
liver disease, and critical illness. Critical illness
was defined as any investigator-assessed event
that was serious or of grade 3 or higher severity
that could not be categorized as any of the
other prespecified events of clinical interest.
The objective of this analysis was to characterize
these prespecified complications after allo-SCT
following on-study pembrolizumab.

Statistical Analyses

Participants who underwent allo-SCT within
2 years of their last dose of pembrolizumab were
included in the analysis. The non-GVHD events of
clinical interest were characterized using descrip-
tive statistics. Acute GVHD severity was graded
according to the Glucksberg criteria and was cate-
gorized as grade II-IV and grade III-IV [25]. The
cumulative incidence of grade II-IV acute GVHD,
grade Il or IV acute GVHD, and chronic GVHD was
estimated using cumulative incidence function
approach [26]. Corresponding competing risk
events were death without acute grade II-IV
GHVD, death without acute grade III or IV GVHD,
and death without chronic GVHD, respectively,
and censored on last known alive date for partici-
pants without any competing risk event. The

cumulative incidence of transplantation-related
mortality (TRM) and relapse post—allo-SCT were
estimated using the cumulative incidence func-
tion approach. TRM and relapse after allo-SCT are
competing risk events for each other and censored
on last known alive date for participants without a
competing event. The Kaplan-Meier method was
used to estimate progression-free survival (PFS)
and overall survival (OS) after allo-SCT (censored
on the date of last non-progressive disease assess-
ment and last known alive date, respectively).
The data cutoff dates were June 26, 2020, for
KEYNOTE-013; April 20, 2020, for KEYNOTE-087;
May 7, 2020, for KEYNOTE-170; and January 16,
2020, for KEYNOTE-204.

RESULTS
Participants

Of 631 participants in the all-participants-as-
treated populations across the 4 KEYNOTE studies,
78 participants underwent allo-SCT after receiv-
ing study pembrolizumab. Of those, 8 participants
were not included in the analysis (7 participants
underwent allo-SCT >2 years after the last pem-
brolizumab dose and 1 participant had a missing
date of allo-SCT). Of the 70 participants, 35 (50%)
included in the analysis were female; the median
age was 30.0 years (range, 18 to 65), and 57 par-
ticipants (81%) had cHL (Table 1). Nearly all partic-
ipants (69 of 70; 99%) received pembrolizumab
monotherapy (Table 1); 51 participants (73%)
received pembrolizumab 200 mg every 3 weeks
and 18 participants (26%) received 10 mg/kg
every 2 weeks (26%). One participant (1%)
received pembrolizumab 200 mg every 3 weeks
in combination with lenalidomide (Table 1). The
median duration of pembrolizumab treatment
was 5.3 months (range, 0.7 to 29.6) (Table 1). For
the 57 participants with cHL, the median duration
of pembrolizumab treatment was 6.2 months
(range, 0.7 to 29.6). A total of 49 of 70 participants
(70%) received intervening therapy, defined as
any anticancer therapy that was not part of a con-
ditioning regimen for allo-SCT (Table 2). Interven-
ing therapy may have included pembrolizumab
after having received the last study pembrolizu-
mab dose, prior to initiating a conditioning
regimen for an allo-SCT. Of the 70 participants, 44
(63%) received a reduced intensity conditioning
regimen, 25 (36%) received full intensity, and
information was not available for 1 (1%) (Table 2).
The most common regimens (>10%), regardless
of intensity, were fludarabine plus cyclophospha-
mide (25%), fludarabine plus melphalan (25%),
and fludarabine plus busulfan (12%). The median
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Table 1 Table 2 (Continued)
Participant Characteristics Total
Total N=70
N=170 PD 9(13)
Study population No assessment 1(1)
embrolizumab to first allo-SCT,
KEYNOTE-087 31(44) gwdian (range), months
KEYNOTE-170 5(7) Type of SCT
KEYNOTE-204 14(20) Allo-SCT and auto-SCT 7(10)

Age, median (range), years 30.0 (18-65) Allo-SCT only 63 (90)

Female 35(50) Disease status at first allo-SCT

Disease type Active 34 (49)
cHL 57(81) Remission 31 (44)
PMBCL 5(7) Status unknown 5(7)

RS 3(4) First allo-SCT donor source
MM 2(3) Matched sibling 18 (26)
Other” 3(4) Mismatched related 1(1)

Study pembrolizumab regimen Matched unrelated 22 (31)
Pembrolizumab monotherapy 69 (99) Mismatched unrelated 4(6)
Pembrolizumab plus lenalidomide' 1(1) Haploidentical 22(31)

Duration of on-study pembrolizumab, 5.3(0.7-29.6) Umbilical cord blood 1(1)

median (range), months Missing 2(3)
cHL, classical Hodgkin lymphoma; DLBCL, diffuse large B- Type of stem cell collection at first allo-SCT
cell lymphoma; FL, follicular lymphoma; MDS, myelodys- Peripheral blood mobilization 39 (56)
plastic syndrome; MM, multiple myeloma; PMBCL, primary Bone marrow harvest 23(33)
mediastinal B-cell lymphoma; RS, Richter syndrome. Umbilical cord blood 1(1)
Data are n (%) unless oth.erw1se stated. Not available 6(9)
* Other disease types included MDS, FL, and DLBCL (n = 1 .
each). Missing : . 1(1)
! One participant was included from cohort 5 of the G\él;lllj512/rg[f>hya/lri;(clis glnet(:;catlons
KEYNOTE-013 study, which evaluated pembrolizumab plus == P ; p
lenalidomide in participants with DLBCL. Tacrollmu.s/ sirolimus 30(43)
Cyclosporine 27 (39)
Mycophenolate mofetil 24 (34)
Methotrexate 19 (27)
Table 2 Cyclophosphamide 17 (24)
Transplantation Baseline Characteristics Immunoglobulin 13 (19)
Total Prednisone” 12(17)
N=70 allo-SCT, allogeneic stem cell transplantation; auto-SCT,

Treatment status prior to first SCT autologous stem cell transplantation; BOR, best overall
No intervening therapy 20 (29) response; CR, complete response; GVHD, graft-versus-host
Refractory* 4(6) disease; mCR, marrow complete response; PD, progressive
Achieved PR or CR! 38 (54) disease; PR,'partial response; SCT, stem cell transplantation;
Unknown' 8(11) SD, stable disease. .

Received intervening therapy“” 49 (70) Data aren (%) unless o therwlse stat?d.

—— - - - * Participant received intervening therapy and best

Conditioning regimen intensity response is SD.

Full 25(36) t Participants received intervening therapy and achieved
Reduced 44 (63) CR or PR on follow-up per investigator assessment at any
Missing 1(1) time prior to initial SCT.

Most common conditioning regimens® ! Data were insufficient to determine overall relapse
(>10% of participants) status.

Fludarabine plus cyclophosphamide 17 (25) § Participants who received any anticancer therapy,
Fludarabine plus melphalan 16 (25) including radiation for disease control after the initial allo-
Fludarabine plus busulfan 8(12) SCT (but excluding total body irradiation).

BOR prior to allo-SCT I Intervening therapies may have included pembrolizu-
R 16(23) mab after the study and prior to conditioning regimen for
mCR 1(1) an allo-SCT. .

9 Participants could have received >1 treatment as part
PR 25 (36) of the conditioning regimen.
SD 18 (26) * Includes prednisolone, methylprednisolone, and

(continued)

prednisone.
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time from the last dose of pembrolizumab admin-
istered on study to the date of first allo-SCT was
4.6 months (range, 1 to 20) (Table 2). For the 20
participants (30%) who received allo-SCT without
an intervening therapy, the median time from last
dose of pembrolizumab to the date of first allo-
SCT was 1.5 months (range, 0.7 to 14.0).

At the time of allo-SCT, 34 participants (49%)
had active disease, 31 participants (44%) were in
remission, and 5 participants (7%) had unknown
disease status. Of the 57 participants with cHL,
25 (44%) had active disease. Most participants
received allo-SCTs only (63 of 70; 90%); however,
7 participants received both an allo-SCT and an
autologous SCT (10%). The most common donor
types for first allo-SCT were haploidentical (22 of
70 participants; 31%), matched unrelated (22 of
70; 31%), and matched sibling (18 of 70; 26%)
(Table 2). At first allo-SCT, 56% of participants
received peripheral blood stem cells and 33%
bone marrow; 1 participant received umbilical
cord blood (information was not available for the
remainder) (Table 2). Among the 17 participants
who received cyclophosphamide, 11 (65%) devel-
oped acute GVHD, and 2 (12%) developed chronic
GVHD. In contrast, among the 53 participants who
received other GVHD prophylaxis, 31 (59%) had
acute GVHD, and 18 (34%) had chronic GVHD.

Prespecified Events of Clinical Interest

Of 70 participants, 45 (64%) developed GVHD;
38 participants (54%) had an acute GVHD event,
and 17 participants (24%) had a chronic GVHD
event (Table 3). Among the 20 participants who
received allo-SCT without an intervening therapy,
11 (55%) had an acute GVHD, and 6 (30%) had a
chronic GVHD. Of the 38 participants with acute
GVHD events, 27 participants had grade II-IV
GVHD, and 15 participants had grade III-IV GVHD
(Table 3). A total of 64 GVHD events occurred: 46
acute events and 18 chronic events. The most
common sites for acute GVHD were skin (n = 38),
lower gastrointestinal (n = 15), and liver (n = 6)
(Table 3). Of the 17 participants with chronic
GVHD, 9 participants had mild disease, 4 had
moderate disease, and 4 had severe disease
(Table 3). The most common sites for chronic
GVHD were skin (n = 12), liver (n = 8), and oral
mucosa (n = 8) (Table 3).

The 6-month cumulative incidence of grade II-
IV acute GVHD was 41% (95% confidence interval
[CI], 30% to 53%) and the 6-month cumulative
incidence of grade III-IV acute GVHD was 20%
(95% CI, 12% to 30%) (Figure 1). The 1-year

Table 3
Summary of GVHD Events

Participants with GVHD events, n (%)* 45
Acute 38
Chronic 17

Participants with acute GVHD
events by grade, n

Glucksberg I 6
Glucksberg II 12
Glucksberg III 9
Glucksberg IV 6
IBMTR B 1
2
2

IBMTR C
Missing
Participants with chronic GVHD events
by grade, n
Mild 9
Moderate 4
Severe 4
GVHD events, n 64
Acute 46
Chronic 18
Sites for acute GVHD events, n'
Skin
GI, lower
Liver
GI, upper
Lung
Oral mucosa
Buccal mucosa
Eyes
Cornea
Mouth
Sites for chronic GVHD events, n'
Skin

w
(o]

J—
w

_— e e = (NN (N[O

—_
\S]

Liver

Oral mucosa

Eye

Fascia

Joint

Kidney

Lung

Pericardial effusion

GI, gastrointestinal, GVHD, graft-versus-host disease;
IBMTR, International Bone Marrow Transplant Registry.

* Participants could have >1 GVHD event type: 28 partici-
pants had acute-only GVHD, 7 participants had chronic-
only GVHD, and 10 participants had both acute and chronic
GVHD events.

' GVHD events can involve >1 organ site.
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Acute grade 2-4

Acute grade 3 or 4

6 months after allo-SCT
41% (95% ClI, 30% to 53%)

6 months after allo-SCT
20% (95% ClI, 12% to 30%)

40 —

Cumulative Incidence, %

20—

\ \
40 60

Time From Allo-SCT, Months

Figure 1. Post—allo-SCT cumulative incidence of GVHD. allo-SCT, allogeneic stem cell transplantation; CI, confidence interval;

GVHD, graft-versus-host disease.

cumulative incidence of chronic GVHD was 19%
(95% CI, 11% to 29%) (Figure 1).

A total of 32 participants (46%) experienced >1
prespecified non-GVHD event of clinical interest.
There were 22 (31%) critical illness events, 7 (10%)
immune-mediated adverse events, 13 (19%) pul-
monary complications, and 3 (4%) veno-occlusive
liver disease events (Supplemental Table 1). No
febrile syndrome events treated with corticoste-
roids occurred. The most common prespecified
clinical events of interest (>5%) were grade 3 or 4
febrile neutropenia (n = 5; 7%), any grade pneu-
monia (n =5; 7%), and grade 3 or 4 pyrexia (n = 4;
6%) (Supplemental Table 1). The most common
other adverse events included grade 1 or 2
pyrexia (n = 5; 7%) and rash (n = 2; 3%) (Supple-
mental Table 1).

Efficacy Outcomes

For the analysis population, the median time
from allo-SCT to database cutoff was 40.1 months
(range, 5.1 to 71.2). The median PES after allo-SCT
was not reached (NR; 95% CI, 14.5 months to NR),
and the PFS rate at 24 and 40 months was 58.9%
(95% CI, 45.2% to 70.3%) and 56.8% (42.9% to
68.5%), respectively (Figure 2A). The median OS
after allo-SCT was NR (95% CI, NR to NR), and the
OS rate at 24 and 40 months was 76.5% (95% (I,
45.2% to 70.3%) and 76.5% (42.9% to 68.5%) each
(Figure 2B). The cumulative incidence of TRM at
40 months after allo-SCT was 17% (95% CI, 9% to
27%) (Figure 3). The cumulative incidence of
relapse 40 months was 27% (95% CI, 16% to 38%)
(Figure 3).

Among the 57 participants with cHL, the
median time from allo-SCT to database cutoff was
39.5 months (range, 5.1 to 71.2). The median PFS
in participants with cHL was NR (95% CI, 14.5
months to NR) (Figure 2A); the PFS rate at 24 and
40 months was 62.5% and 59.7%, respectively. The
median OS in participants with cHL was NR (95%
CI, NR to NR) (Figure 2B); the OS rate at both 24
and 40 months was 83.4%. The cumulative inci-
dence of TRM at 40 months was 12% (95% CI, 5% to
23%) (Figure 3). The cumulative incidence of
relapse at 40 months was 23% (12% to 36%),
respectively (Figure 3).

DISCUSSION

Allo-SCT represents an effective treatment
option for patients with R/R lymphomas, includ-
ing cHL [27,28]. However, risks for immune-
mediated toxicity, especially GVHD following
allo-SCT, have been an important clinical concern,
particularly for patients who have received prior
checkpoint inhibitor therapy [29]. The results of
this analysis show that the incidence of GVHD and
other events of clinical interest were broadly
within the expected range for patients undergo-
ing allo-SCT.

The incidence of acute GVHD is generally con-
sidered to range from 35% to 80% in patients after
allo-SCT regardless of prior treatment [13,30]. The
6-month cumulative incidence of acute grade
[I-IV GVHD in the current analysis was 41%, which
is at the lower end of this range and is similar to
rates reported in other studies investigating allo-
SCT after PD-1 blockade. In a study conducted by
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Total population (N = 70) cHL (n =57)

Follow-up duration (range), months 40.1 (5.1 to 71.2)
PFS, median (95% Cl), months

39.5 (5.1 to 71.2)

NR (14.5 to NR) NR (14.5 to NR)

1 56.8

Post-Allo SCT PFS, %

0 x x x — x
0 5 10 15 20 25 30

I N I I I I I 1
35 40 45 50 55 60 65 70

Time From Allo-SCT, Months

No. atrisk 70 50 39 34 29 27 23

22 20 14 10 8 6 4 0

Total population (N = 70) cHL (n =57)

B 100 —

90 —
1 76.5
80 —

0S8, median (95% CI), months

NR (NR to NR) NR (NR to NR)

1 76.5
(AN

70+
60 —
50+
40—+
30

Post-Allo SCT OS, %

20+
10 —

0 N B B E—

T f T T T T T 1

0 5 10 15 20 25 30

35 40 45 50 55 60 65 70

Time From Allo-SCT, Months

No. atrisk 70 64 53 44 41 38 33

29 26 19 13 9 8 5 0

Figure 2. Kaplan-Meier estimates of post—allo-SCT (A) PFS and (B) OS for the total population and participants with cHL.
allo-SCT, allogeneic stem cell transplantation; cHL, classical Hodgkin lymphoma; CI, confidence interval; No., number; NR, not

reached; OS, overall survival; PFS, progression-free survival.

Merryman et al., the 1-year cumulative incidence
of grade II-IV acute GVHD was 44% in participants
with R/R lymphoma (N = 39) [9]. Similar results
were also observed in a larger, more recent retro-
spective study by Merryman et al. in which the
6-month cumulative incidence of grade II-IV acute
GVHD was 37% in participants with R/R cHL
who received allo-SCT after anti—PD-1 therapy
(N =209) [18]. The rate of grade III-IV acute GVHD
in the current analysis was 20%, which was similar
to the rates reported by Merryman et al. in partici-
pants with R/R lymphoma (23%) and lower than
in patients with R/R cHL (37%) [9,18]. Several

analyses have also been conducted to investigate
outcomes in participants with R/R cHL who had
undergone allo-SCT after treatment with nivolu-
mab. The incidence of grade II-IV acute GVHD in
these studies ranged from 59% to 100% and, for
grade III-IV acute GVHD, from 20% to 69%
[31-33].

The incidence of chronic GVHD after allo-SCT is
also variable, with estimates ranging from 30%
to 70% [14]. In the current analysis, the 1-year
cumulative incidence of chronic GVHD was 19%,
which was substantially lower than the rates
reported in the studies by Merryman et al
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100
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Total population (N = 70)

cHL (n=57)

Relapse
40 months after allo-SCT

Transplant-related mortality
40 months after allo-SCT
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40

17% (95% ClI, 9% to 27%)

27% (95% Cl, 16% to 38%) 23% (95% ClI, 12% to 36%)
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Figure 3. Cumulative incidence of relapse and TRM for the total population and participants with cHL. Allo-SCT, allogeneic
stem cell transplantation; cHL, classical Hodgkin lymphoma; CI, confidence interval; TRM, treatment-related mortality.

(41%, R/R lymphoma; 34%, R/R cHL), in studies
investigating allo-SCT after nivolumab (25% to
35%, R/R cHL), or in a non-anti—PD-1 registry
study [9,18,32—-34]. Notably, at the time the cur-
rent study was conducted, prophylaxis for GVHD
had not been optimized. Several clinical trials
have now shown that cyclophosphamide-based
regimens significantly improve outcomes in par-
ticipants undergoing allo-SCT [18,35]. In the cur-
rent study, the rate of GVHD remained within the
expected range despite participants receiving var-
ious prophylaxis regimens and only 24% receiving
cyclophosphamide. With uniform use of post-
transplantation cyclophosphamide-based GVHD
prophylaxis, the safety of allo-SCT after anti—PD-1
therapy may be even more favorable than
observed in the current study [36].

The observed PFS and OS outcomes in the cur-
rent analysis were similar to published bench-
marks for allo-SCT after anti—PD-1 therapy,
particularly for participants with cHL. In the
current analysis, the 24-month post—allo-SCT PES
rate was 58.9% and the 24-month OS rate was
76.5%. The Merryman et al. study reported
24-month PFS and OS rates of 69% and 82%,
respectively, in participants with R/R cHL who
underwent allo-SCT after anti—PD-1 therapy [18].
These results were also numerically superior com-
pared with other studies of allo-SCT in cHL, mostly
without prior PD-1 blockade, which have reported
2-year PFS rates ranging from 27% to 34% and
2-year OS rates from 43% to 62% [27,28]. The TRM
rate was also acceptable in the current analysis
for an allo-SCT series (40-month cumulative inci-
dence, 17%) and compares favorably with results

in similar populations [9,18]. Of note, the censor-
ing rules in the current analysis were different
for PFS and TRM and relapse, and therefore, the
sum of TRM and relapse incidences differs slightly
from the complement of PFS.

Limitations of this study include the post hoc
nature of the analysis and the fact that the data
were pooled from 4 clinical trials with differing
participant populations and methodologies. Nota-
bly, the majority of participants included in this
analysis had cHL (81%), and thus, the current
findings may not be generalizable to other hema-
tologic malignancies.

In conclusion, the current analysis demon-
strates that allo-SCT after treatment with pembro-
lizumab is associated with acceptable safety and
favorable survival outcomes. These results add
to the growing body of evidence regarding the
safety and efficacy of allo-SCT after anti—PD-1
therapy and provide reassurance that allo-SCT is
a feasible and useful salvage option for patients
after anti—PD-1 therapy.
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