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The EBMT risk score, incorporating five factors to estimate the risks associated with haematopoietic stem cell transplantation (HSCT)
in adult patients, has not been validated in children. This study aims to assess this score in 9447 children undergoing allogeneic
HSCT for acute lymphoblastic or myeloid leukemia (ALL/AML) between 2010 and 2021. Risk factors were coded according to the
original EBMT score. In both ALL (n =5774) and AML (n =3673), only disease status and the time from diagnosis to HSCT
significantly impacted all the outcomes in the multivariable analysis. The combination of female donors and male recipients did not
affect overall survival (OS), relapse incidence (RI), non-relapse mortality (NRM), and leukemia-free survival (LFS). Additionally, the
prognostic impact of donor type was not evident; when viewed as two modalities, the impact of MSD versus non-MSD on different
outcomes in ALL was inconsistent with those observed in AML. Consequently, in both ALL and AML, scores ranging from 3 to 5
significantly affected all outcomes, whereas a score of 2 did not significantly impact NRM or Rl in AML. Therefore, this analysis
demonstrates that the adult EBMT risk score is not entirely reliable in children with acute leukemia, highlighting the need for a new

pediatric-specific prognostic score.

Bone Marrow Transplantation; https://doi.org/10.1038/s41409-026-02952-8

INTRODUCTION

In 1998, the European Group for Blood and Marrow Transplanta-
tion (EBMT) developed a pre-transplant risk score for patients with
chronic myeloid leukemia eligible for haematopoietic stem cell
transplantation (HSCT) [1]. The goal was to provide a tool able to
accurately predict the risk of transplantation-related morbidity
and mortality. This score remains one of the easiest among the
proposed scoring systems [2]. It is based on five pre-transplant
parameters, including donor type, disease status at transplanta-
tion, recipient age, donor-recipient sex combination, and the time
from diagnosis to transplant. These five parameters had an
independent and significant impact on leukemia-free survival
(LFS), overall survival (0OS), and transplantation-related mortality
(TRM).

After further validation in larger cohorts of patients, this score
was extended to many other acquired malignant and non-
malignant hematological disorders and is now used routinely in
adult centers [3, 4]. In pediatrics, albeit some centers use the adult
EBMT risk score, the challenges of HSCT are different from those in
adults [5]. In inherited disorders and other non-malignant
conditions, which represent a significant proportion of transplant
indications in pediatrics, TRM must typically be carefully assessed
in regard to the non-fatal outcome of some of these diseases [5].
Additionally, for leukemias, age categories correlate more closely
with leukemia-related risk factors [6, 7] than with age-related
comorbidities, which may, however, be connected more to
preexisting inherited conditions. Thirdly, pediatric transplanters
must primarily prioritize curative options regarding the life

'Paediatric Onco-Haematology Unit, Geneva University Hospital, Geneva, Switzerland. ?Cansearch Research platform for pediatric oncology and hematology, Faculty of Medicine,
Department of Pediatrics, Gynecology and Obstetrics, University of Geneva, Geneva, Switzerland. >EBMT Paris Study Unit, Paris, France. *King Faisal Specialist Hospital & Research
Centre, Jeddah, Saudi Arabia. *Department of Paediatric Haematology and immunology, Robert Debré Hospital, GHU AP-HP Nord, Université Paris Cité, Paris, France.
Department of Medical Oncology, Jawaharlal Institute of Postgraduate Medical Education and Research, Puducherry, India. 7/RM Gorbacheva Research Institute, Paviov
University, St. Petersburg, Russia. ®Pediatric Hematology-Oncology, Fondazione IRCCS Policlinico San Matteo, Pavia, Italy. °lRRCS Ospedale Pediatrico Bambino Gest, Sapienza
University of Rome, Rome, Italy. '°Catholic University of the Sacred Heart, Rome, Italy. '"Onco-Ematologia Pediatrica Centro Trapianti Cellule Staminali, Torino, Italy. '*Department
of Paediatric Oncology/BMT, Bristol Royal Hospital for Children, Bristol, UK. '*Pediatric Hematopoietic Stem Cell Transplant Unit, Fondazione IRCCS San Gerardo dei Tintori,
Monza, Italy. '“Department of Medicine and Surgery, University of Milano-Bicocca, Milano, Italy. *Division of Pediatric Hematology, Oncology and Stem Cell Transplantation,
University of Padova, Padova, Italy. '®Haematology division and Bone Marrow Transplantation Unit, Geneva University Hospital, Geneva, Switzerland. '"Division for Stem Cell
Transplantation and Immunology, University Hospital Frankfurt, Goethe University, Frankfurt am Main, Germany. '®Department of Paediatric Haematology, Oncology and Stem
Cell Transplantation, University Hospital of Regensburg, Regensburg, Germany. °Clinical Department of Pediatric BMT, Hematology and Oncology, Wroclaw Medical University,
Wroclaw, Poland. *A list of authors and their affiliations appears at the end of the paper. ®email: frederic.baleydier@hug.ch

Received: 30 January 2026 Revised: 13 May 2026 Accepted: 18 June 2026
Published online: 20 July 2026

SPRINGER NATURE


http://crossmark.crossref.org/dialog/?doi=10.1038/s41409-026-02952-8&domain=pdf
http://crossmark.crossref.org/dialog/?doi=10.1038/s41409-026-02952-8&domain=pdf
http://crossmark.crossref.org/dialog/?doi=10.1038/s41409-026-02952-8&domain=pdf
http://crossmark.crossref.org/dialog/?doi=10.1038/s41409-026-02952-8&domain=pdf
http://orcid.org/0000-0002-8059-3015
http://orcid.org/0000-0002-8059-3015
http://orcid.org/0000-0002-8059-3015
http://orcid.org/0000-0002-8059-3015
http://orcid.org/0000-0002-8059-3015
http://orcid.org/0000-0001-9102-4427
http://orcid.org/0000-0001-9102-4427
http://orcid.org/0000-0001-9102-4427
http://orcid.org/0000-0001-9102-4427
http://orcid.org/0000-0001-9102-4427
http://orcid.org/0000-0002-6509-8526
http://orcid.org/0000-0002-6509-8526
http://orcid.org/0000-0002-6509-8526
http://orcid.org/0000-0002-6509-8526
http://orcid.org/0000-0002-6509-8526
http://orcid.org/0000-0002-8406-0793
http://orcid.org/0000-0002-8406-0793
http://orcid.org/0000-0002-8406-0793
http://orcid.org/0000-0002-8406-0793
http://orcid.org/0000-0002-8406-0793
http://orcid.org/0000-0002-8928-7049
http://orcid.org/0000-0002-8928-7049
http://orcid.org/0000-0002-8928-7049
http://orcid.org/0000-0002-8928-7049
http://orcid.org/0000-0002-8928-7049
http://orcid.org/0000-0002-8818-1744
http://orcid.org/0000-0002-8818-1744
http://orcid.org/0000-0002-8818-1744
http://orcid.org/0000-0002-8818-1744
http://orcid.org/0000-0002-8818-1744
http://orcid.org/0000-0002-7976-3654
http://orcid.org/0000-0002-7976-3654
http://orcid.org/0000-0002-7976-3654
http://orcid.org/0000-0002-7976-3654
http://orcid.org/0000-0002-7976-3654
http://orcid.org/0000-0002-9589-4136
http://orcid.org/0000-0002-9589-4136
http://orcid.org/0000-0002-9589-4136
http://orcid.org/0000-0002-9589-4136
http://orcid.org/0000-0002-9589-4136
http://orcid.org/0000-0002-9257-900X
http://orcid.org/0000-0002-9257-900X
http://orcid.org/0000-0002-9257-900X
http://orcid.org/0000-0002-9257-900X
http://orcid.org/0000-0002-9257-900X
http://orcid.org/0000-0002-5879-0610
http://orcid.org/0000-0002-5879-0610
http://orcid.org/0000-0002-5879-0610
http://orcid.org/0000-0002-5879-0610
http://orcid.org/0000-0002-5879-0610
http://orcid.org/0000-0002-4610-0870
http://orcid.org/0000-0002-4610-0870
http://orcid.org/0000-0002-4610-0870
http://orcid.org/0000-0002-4610-0870
http://orcid.org/0000-0002-4610-0870
http://orcid.org/0000-0001-9341-8104
http://orcid.org/0000-0001-9341-8104
http://orcid.org/0000-0001-9341-8104
http://orcid.org/0000-0001-9341-8104
http://orcid.org/0000-0001-9341-8104
http://orcid.org/0000-0003-4554-0265
http://orcid.org/0000-0003-4554-0265
http://orcid.org/0000-0003-4554-0265
http://orcid.org/0000-0003-4554-0265
http://orcid.org/0000-0003-4554-0265
http://orcid.org/0000-0003-1174-5799
http://orcid.org/0000-0003-1174-5799
http://orcid.org/0000-0003-1174-5799
http://orcid.org/0000-0003-1174-5799
http://orcid.org/0000-0003-1174-5799
https://doi.org/10.1038/s41409-026-02952-8
mailto:frederic.baleydier@hug.ch
www.nature.com/bmt

F. Baleydier et al.

Table 1. Adult derived pediatric EBMT scoring.

Adult Pediatric

Parameter EBMT risk Parameter EBMT risk

score score

Age (years) Age (years)

<20 0 0-2 0

20-40 2-4 0

>40 2 4-10 0
10-<18 0

Disease status Disease status / time from
diagnostic to HSCT

Early 0 CR1 0

Intermediate CR2* 1

Late 2 CR3® 2

Time interval from diagnostic to
transplant

<12 months 0
>12 months 1
Donor type
HLA-identical sibling 0
donor

Unrelated donor, 1
other

Donor recipient sex combination
All other 0

Female donor to 1
male recipient

Time interval from diagnostic to
transplant

<12 months 0
>12 months 1
Donor type
HLA-identical sibling 0
donor

Unrelated donor, 1
other

Donor recipient sex combination
All other 0

Female donor to 1
male recipient

*equivalent to intermediate disease stage in the adult EBMT score.
Sequivalent to late disease stage in the adult EBMT score.

expectancy of their patients; therefore, they are inclined to
consider more aggressive procedures such as HSCT, even in
challenging cases.

Therefore, although a pretransplant risk score could also benefit
pediatric patients, using the adult EBMT risk score brings its
reliability in pediatric HSCT into question. Thus, to address this
issue, we preliminarily undertook to evaluate the adult EBMT risk
score on a cohort of pediatric transplant patients registered in the
EBMT database who were affected by either acute lymphoblastic
leukaemia (ALL) or acute myeloid leukaemia (AML), the two
primary indications for HSCT in pediatrics [5, 8].

MATERIAL AND METHODS

This study is a retrospective registry-based analysis conducted on behalf of
the Pediatric Diseases Working Party (PDWP) of the EBMT. All patients
presenting with acute leukemia and aged under 18 years at the time of
transplantation who underwent first allogeneic HSCT between 2010 and
2021 were analyzed. Informed consent from the patients and/or their
relatives was obtained before enrolment into the EBMT registry.

The aim was to evaluate the prognostic value of the EBMT risk score on
the outcomes in the pediatric population. Quantitative variables were
described using the median, first quartile, third quartile, minimum, and
maximum values. Qualitative variables were presented as counts and
percentages. Outcomes included OS, LFS, relapse incidence (RI), non-
relapse mortality (NRM), acute graft-versus-host disease (GVHD), and
GVHD-free Relapse-free survival (GRFS) [9]. LFS was calculated from HSCT
until the date of first relapse, death from any cause, or the last follow-up.
NRM was defined as death in the absence of relapse, while GRFS was
calculated as the time elapsing between grade IlI-IV acute GVHD, extensive
chronic GVHD, relapse, or death, whichever occurred first.

OS, LFS, and GRFS were estimated using the Kaplan- Meier method.
Cumulative incidence functions were employed to estimate the incidence
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of relapse, NRM, acute GVHD, and chronic GVHD. Competing risk for
relapse was NRM, while for NRM, relapse was the competing risk. Relapse
and death represented competing events for acute and chronic GVHD.
Multivariable analyses were conducted using the Cox proportional hazard
model. Except for age, since all patients were under 18 years and
consequently assigned to a score of zero (same category as in the EBMT
risk score), the variables used to calculate the EBMT risk score (disease
status at transplant, time between diagnosis and transplant, donor type,
and female donor to male recipients) were assessed as coded in the adult
EBMT score (see Table 1) established by Gratwohl et al. for adult malignant
and non-malignant hematological diseases, including ALL and AML [3, 4].

All aforementioned variables were included in a multivariable Cox
regression model. A second model incorporated only the EBMT risk score
as a qualitative variable. To account for possible center effects, we
introduced a random effect (also known as a frailty effect) for each center.
Analyses were conducted separately for AML and ALL. The significance
level was set at .05, and P values were two-sided. Statistical analyses were
performed using R software version 3.2.3 (R Development Core Team,
Vienna, Austria).

RESULTS

The 9447 pediatric patients, comprising 5774 with ALL and 3673
with AML, registered in the EBMT registry from 2010 to 2021, were
extracted for this study. Descriptive statistics for the cohort are
summarized in supplementary Table 1. Forty-seven percent of
patients were transplanted in the first complete remission (CR1),
39% in CR2, and 14% in CR3 or more advanced disease. All
outcomes are detailed in supplementary Table 2. Briefly, the
median follow-up was 3 years (95% Cl 3-3.1) for the entire cohort,
and 2.9 years (95% Cl 2.8-3) and 3.2 years (95% Cl 3.1-3.4) for ALL
and AML patients, respectively. For the entire cohort, three-year
LFS and OS were 57.3%, (95% Cl 56.2-58.4), and 65.5%, (95% ClI
64.4-66.6), respectively; three-year Rl and NRM were 30%, (95% Cl
29-31.1) and 12.7%, (95% Cl 12-13.4), respectively.

Overall, the three-year LFS and OS in ALL were 56.3%, (95% Cl
54.8-57.7) and 65.5%, (95% Cl 64.1-66.9), respectively (see
supplementary Table 2). Concerning disease status at transplanta-
tion, overall, 37%, 48% and 15% were transplanted in CR1, CR2
and CR3 or more advanced disease, respectively (see supplemen-
tary Table 2). The status of disease at transplantation combined
with the time from diagnosis to transplant significantly impacted
OS, LFS, Rl and GRFS in the multivariable analysis (p < 0.001; see
supplementary Table 3). Focusing on CR2 patient group, unlike for
CR3 and active disease patient group, those transplanted more
than 12 months after the diagnosis showed a trend toward better
outcomes than those transplanted during the first 12 months
post-diagnosis (see supplementary Table 3). With its significant
impact on acute and chronic GVHD, donor type significantly
influenced OS, LFS, NRM and GRFS but not Rl (see supplementary
Table 3). In pediatric ALL patients, the female donor to male
recipient combination did not influence OS, LFS, Rl, NRM and GRFS
but significantly impacted both grade Ill-IV acute and chronic
GVHD (see supplementary Table 3).

In AML, three-year LFS and OS were 58.8% (95% Cl 57.1-60.6)
and 65.5% (95% Cl 63.7-67.2), respectively (see supplementary
Table 2). The proportion of patients transplanted in CR1, CR2, and
CR3 or more advanced disease was 62%, 26%, and 12%,
respectively, a proportion quite different from that observed in
ALL (see supplementary Table 1). Compared to CR1, the significant
influence of disease status at HSCT, combined with the time from
diagnosis to transplant, was still observed on OS, LFS, RI, and GRFS
for all patients with the exception of those presenting with
CR2 status who underwent HSCT more than 12 months after the
primary diagnosis and who had a prognosis similar to that of
children transplanted in CR1. The significant prognostic impact of
donor type remained present for NRM and acute GVHD, but not
for chronic GVHD or malignancy-related outcomes. As we
observed in ALL, unlike in adult patients, the female donor to
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Fig. 1 Outcomes of transplanted ALL patients according to the EBMT risk score. a, b, ¢, d correspond to overall survival (OS), leukemia-free

survival (LFS), relapse incidence (RI), and non-relapse mortality (NRM), respectively. e summarizes the hazard ratio for each outcome according
to EBMT score values and their corresponding P-value. EBMT score equal to or higher than two is significantly associated with impaired
survival outcomes. Moreover, patients with a score equal to or higher than two and with a score equal to 1 or ranged from 3 to 5, have a

significantly higher risk of RI and NRM, respectively.

male recipient combination did not impact any outcome except
for significantly affecting the incidence of chronic and chronic-
extensive GVHD.

The adult EBMT scoring system applied to our pediatric cohort
ranged from 0 to 5. In ALL, a score from 0 to 5 was associated with
a significant decrease (p < 0.001) in three-year LFS from 68%, (95%
Cl 62.7-72) to 44%, (95% Cl 40.7-47.6), and a significant decrease
(p <0.001) in three- year OS from 77%, (95% Cl 72.6-81.2) to 53%,
(95% Cl 49-56.1) (see Fig. 1a, b, e). The only outcome significantly
affected by a score of 1 was NRM (see Fig. 1d, e) due to its
significant impact on the risk of acute GVHD (see Table 2). A score
of 2 had a significant impact on OS, LFS, RIl, and GRFS but not on
NRM. Scores between 3 and 5 negatively affected all outcomes
(see Table 2 and Fig. 1a-d, e). In AML, a score of 1 did not affect
any outcomes and was only linked to a significant risk of grade Ill-
IV acute GVHD (see Table 3). A score of 2 significantly impaired
three-year OS and LFS (see Fig. 2¢, d, e). Scores higher than
2 significantly worsened all outcome parameters (see Table 3). For
scores of 3 and 4-5 combined, three-year LFS dropped from 64%,
(95% Cl 59.4-68.3), to 39%, (95% Cl 32.9-44.8), respectively
(Fig. 2¢, d) while three-year Rl increased from 27%, (95% CI
23.3-31.5), to 44%, (95% Cl 37.5-49.5), respectively. During the
decade covered by our study, significant improvements occurred
in leukemia treatment, conditioning regimens, and allogeneic-
HSCT supportive care. Therefore, we tested the outcome
according to the EBMT score after splitting the cohort into the
two periods of time, 2010-2014 and 2015-2021. Across these two
periods, LFS slightly improved for both ALL and AML (Supple-
mentary Fig. 1) during the late 2015-2021 period compared with
the early 2010-2014 period. For ALL, the EBMT score seems less
powerful in discriminating LFS during the late 2015-2021 era
(Supplementary Fig. 1a, b). For AML, scores ranging from 2 to 4-5
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appear more powerful in discriminating LFS during the late
2015-2021 period (Supplementary Fig. 1c, d).

DISCUSSION

This study aimed to evaluate the impact of the adult EBMT risk
score in a pediatric population presenting with acute leukemia
who undergo allogeneic-HSCT. We demonstrated that the adult
EBMT risk score is also predictive of the outcomes in pediatric
HSCT, but its relevance in this population remains uncertain.
Although some variations exist according to conditions, type of
donor, and conditioning regimen, the cumulative incidence of
NRM for pediatric and adult HSCT has substantially decreased
over the last decades [8]. However, the benefit/risk ratio of HSCT
differs significantly between pediatric and adult patients [8]. For
example, the age of the patient, one of the five items of the
adult EBMT score, is of major importance in adult patients,
typically for elderly patients in whom the benefit/risk ratio of
HSCT should be carefully balanced with age-related co-
morbidities [8]. On the contrary, in children, age-related co-
morbidities carry less weight, while certain underlying inherited
conditions or the disease status at HSCT may have greater
implications. Indeed, although worse NRM has been reported in
patients older than 10 years [10] or, alternatively, more than 16
years of age [5], the meaning and relevance of age in pediatric
BMT scoring is more reflective of unfavorable prognostic factors
of the leukemia [6, 11], rather than underlying co-morbidities
that subsequently limit therapeutic achievement [12, 13]. There-
fore, we believe that the age parameter should not be
considered for either a pediatric scoring system or for decisions
regarding HSCT in pediatrics. This work further shows that, as
expected, the disease status at transplantation remains the
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Acute IlI-IV GVHD
HR (95% CI) p

1

1.67 (1.16-2.39)
0.006

1.57 (1.07-2.30)
0.02

1.64 (1.15-2.33)
0.007

1.87 (1.28-2.73)
<0.001

1.90 (1.06-3.39)

Table 2. Analysis of outcome parameters of acute lymphoblastic leukemia according to EBMT score.

EBMT os LFS RI NRM

score HR (95% CI) p HR (95% CI) p HR (95% CI) p HR (95% CI) p

0 1 1 1 1

1 1.19 (0.96-1.48) 1.15 (0.95-1.39) 0.95 (0.76-1.18) 1.77 (1.23-2.53)
0.12 0.14 0.65 0.002

2 1.35 (1.08-1.69) 1.31 (1.08-1.59) 1.29 (1.03-1.61) 1.38 (0.94-2.03)
0.009 0.006 0.03 0.1

3 1.80 (1.47-2.21) 1.64 (1.38-1.96) 143 (1.16-1.76) 2.3 (1.62-3.25)
<0.001 <0.001 <0.001 <0.001

4 2.30 (1.85-2.86) 1.97 (1.63-2.39) 1.79 (1.44-2.24)  2.56 (1.77-3.70)
<0.001 <0.001 <0.001 <0.001

5 2.92 (2.15-3.98) 2.36 (1.79-3.12) 1.84 (1.30-2.60) 4.01 (2.48-6.49)
<0.001 <0.001 <0.001 <0.001

0.03

Chronic GVHD
HR (95% CI) p

1

1.23 (0.91-1.65)
0.17

1.29 (0.95-1.76)
0.11

1.44 (1.08-1.92)
0.01

1.40 (1.02-1.93)
0.04

1.73 (1.01-2.96)
0.04

GRFS
HR (95% CI) p

1
1.17 (0.99-1.38)
0.07

1.35 (1.14-1.60)
<0.001

1.59 (1.36-1.86)
<0.001

1.77 (1.49-2.09)
<0.001

2.10 (1.62-2.72)
<0.001

LFS leukemia-free survival, Rl relapse incidence, NRM non-relapse mortality, GRFS GVHD-relapse-free survival, OS overall survival, GVHD graft-versus-host disease.

strongest parameter affecting the prognosis of HSCT for acute
leukemias [14-16]. However, HSCT in pediatric acute leukemias
only accounts for about 50% of pediatric HSCT cases [17], and is
usually indicated only in the absence of alternative valid options.
Further, depending on disease status and the disease itself, the
timing from diagnosis to HSCT has varying impacts between
children with ALL and AML, as well as between children and
adults, in whom, unlike children who are in CR2, a longer time
from diagnosis to transplant appears to significantly worsen the
outcome [3, 4]. The problem of this parameter and the choice of
the 12-month cutoff have been extensively discussed by
Gratwohl et al. [3]. Briefly, dual meaning of shorter versus
longer time from diagnosis to transplant in a setting of relapse
may be summarized as follows: short time may reflect the
aggressiveness of a disease relapsing early or in contrast a
disease requiring relatively slight treatment to obtain a good
CR2/CR3 before HSCT; long time may sign late relapse of a less
aggressive disease or in contrast, a disease requiring more
treatment, and therefore more pre-transplant toxicity, to obtain
CR2/CR3. In the future, it is likely that the extensive use of
immunotherapy as a bridge-to-transplant will decrease even
more the weight of this parameter, at least in ALL. In children,
we have shown that the type of donor has differing impacts
between AML (no prognostic influence) and ALL (where the use
of an unrelated donor was associated with worse OS and LFS),
which contrasts with what is observed in adults, where donor
type has a stronger impact in AML than in ALL [3]. Regarding the
female donor to male recipient combination, in children, this
parameter does not significantly affect any outcomes, while it
does in adults, although this impact is lesser in adult ALL and
AML compared to other diseases considered [3]. Thus, in its
current configuration, the EBMT risk score used for adults does
not seem particularly relevant in pediatrics. The Bone-Marrow
Transplantation pediatric UK group from Great Ormond Street
Hospital made the same observation when they attempted to
validate the adult HCT-ClI score in their pediatric cohort [18].
They subsequently tailored a specific pediatric predictive score
for post-HSCT outcomes, the Pediatric Adapted Risk Index (PARI)
[19]. In our score, beyond the issue of age, we show that only
the status of the disease combined with the time from diagnosis
to transplant robustly predicts the outcome. LFS improvement
according to the EBMT score observed in both ALL and AML
during the late 2015-2021 area support that point. Indeed,
especially in ALL, it is likely that the successful use of
immunotherapies in bridge-to-transplant during this period
has produced better control of the disease before transplanta-
tion and subsequent improvement of disease status. This is

SPRINGER NATURE

consistent with many reports demonstrating that disease status
at transplantation is widely recognized as the major prognostic
factor significantly impacting LFS [16, 20-22]. Thus, M. Qayed
et al. developed a disease risk index for allo-HSCT in pediatric
AML and ALL mainly based on disease status before transplant
[23]. Moreover, unlike in the PARI, pretransplant comorbidities
are not taken into account in the adult EBMT score but seem to
be determinants in predicting 2-year NRM in pediatrics,
especially as pre-transplant infectious events along with lung
and central nervous system diseases [19]. In current pediatric
practice, those comorbidities are indeed widely considered
before deciding on BMT. Therefore, pediatric hematologists are
unlikely to make the decision to offer HSCT for high-risk
leukemias solely based on the adult EBMT risk score. Particularly,
with emerging bridge-to-transplant strategies that avoid che-
motherapies, typically such as immunotherapies, they will
probably be much more inclined to undertake HSCT after
evaluating measurable residual disease at transplantation in
combination with past and/or ongoing significant toxicities/
comorbidities resulting from previous treatments and/or poten-
tial underlying inherited conditions, especially those predispos-
ing to cancer. Moreover, this study aimed to gauge the accuracy
of the adult EBMT score in predicting outcome after HSCT in
children presenting with acute leukemia, whereas about 50% of
HSCT in children are performed for diseases other than
malignancies, such as inherited immunological or benign
hematological disorders [17]. This raises concerns about a
potentially life-threatening procedure in a non-malignant
disease, which may benefit from a scoring system to help the
decision-making process. Unfortunately, none of the parameters
from the adult EBMT score that are not related to disease status
at transplantation demonstrate a robust predictive effect on
outcome and, therefore, could not be considered useful for
scoring in diseases other than leukemia.

In addition to the limitations already mentioned above, such as
the absence of age scoring for pediatric patients and analysis
restricted to leukemia patients, one more limitation is the absence
of an intention-to-treat concept since only effectively transplanted
patients are registered in our database. Indeed, we can not
exclude that some centers have abandoned HSCT for patients
they judged to not fit this treatment enough.

In conclusion, having a risk score for pediatric HSCT that
predicts outcomes similar to those of adults would be obviously
useful. However, applying the adult risk score to pediatric patients
is hampered by substantial limitations. The age factor should be
removed from the parameters and re-evaluated in a different way.
Moreover, the impact of certain parameters differs between adults

Bone Marrow Transplantation



F. Baleydier et al.

Table 3.
EBMT 0s LFS
score
HR (95% Cl)p  HR (95% CI) p
0 1 1
1 1.06 (0.87-1.29) 0.97 (0.82-1.16)
0.55 0.77
2 1.29 (1.04-1.61) 1.26 (1.04-1.53)
0.02 0.02
3 1.68 (1.37-2.07) 1.49 (1.24-1.79)
<0.001 <0.001
4-5 2.52 (1.99-3.19) 2.29 (1.85-2.83)
<0.001 <0.001
a 0S AML
100 % .
Z 75% \ -
g
2 50% o
—o
e 1
3 25% 2
—3
— 45
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b
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RI

HR (95% CI) p
1

0.86 (0.70-1.05)
0.14

1.22 (0.97-1.53)
0.09

1.37 (1.10-1.70)
0.004

2.05 (1.59-2.64)
<0.001
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HR (95% CI) p
]

1.35 (0.96-1.89)
0.09

1.35 (0.91-1.99)
0.13

1.82 (1.27-2.60)
<0.001

2.95 (1.97-4.4)
<0.001

Analysis of outcome parameters of acute myeloid leukemia according to EBMT score.

Acute IlI-IV
GVHD

HR (95% CI) p
1

1.51 (1.09-2.10)
0.01

1.19 (0.81-1.76)
0.38

1.71 (1.20-2.44)
0.003

1.64 (1.06-2.56)
0.03

Chronic GVHD

HR (95% CI) p
1

1.31 (0.99-1.73)
0.06

1.31 (0.95-1.82)
0.1

1.66 (1.22-2.25)
<0.001

1.61 (1.07-2.4)
0.02

GRFS

HR (95% CI) p
1
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<0.001
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1.06 0.97 0.86 1.35
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Fig. 2 Outcomes for transplanted AML patients according to the EBMT score. a, b, ¢, d represent overall survival (OS), leukemia-free
survival (LFS), relapse incidence (Rl), and non-relapse mortality. e summarizes the hazard ratio for each outcome according to EBMT score
values and their corresponding P-value. The same results are observed as for ALL patients. Survival outcomes are significantly worsened for
scores equal to or higher than two, while Rl and NRM are significantly higher in patients with score higher than three.

and children, with the strongest predictive factor primarily being
the disease status at transplantation. Consequently, a pediatric-

specific EBMT scoring system that reflects the wider variety of
diseases or disease-specific individualized scoring systems should

be identified and validated to accurately predict the outcomes for

pediatric patients.
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