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1. Katherine Cummins

Trial in progress - Early clinical data From “PLATYPS”, a first-in-human clinical trial of an
Australian-developed and manufactured CD19-targeting CAR-T cell product (PMCC-COE19)

Abstract:

Background:

Chimeric antigen receptor (CAR) T-cell therapies have revolutionised treatment paradigms for many
haematological malignancies, however the majority of CAR T-cell products administered to Australian
patients are developed and manufactured internationally. The “PLATYPS” study was designed to assess
safety and feasibility of an Australian-developed and manufactured CD19-targeting CAR-T cell product
(PMCC-COE19) in a first-in-human study.

Method:

PMCC-COE19 is a 2nd generation TCR-41BB co-stimulated CD19-targeting (FMC63) autologous CAR T-
cell product, featuring shortened manufacture with cytokine fortification. PMCC-COE19 was designed and
developed at the Peter MacCallum Cancer Centre (PMCC). Approval was granted by the Therapeutic
Goods Administration (TGA) to evaluate PMCC-COE19 under the Clinical Trial Approval (CTA) scheme in
the first-in-human “PLATYPS” study, which opened at PMCC in October 2025. Adult patients with
relapsed/refractory CD19-expressing B-cell malignancies and no superior treatment options are potentially
eligible, including central nervous system (CNS) disease. Patients receive standard lymphodepleting
chemotherapy followed by a single infusion of PMCC-COE19, using an accelerated single patient dose
escalation schema.

Results:

Three patients have been enrolled to date, with median age of 53 years (range 53-65) and 4 prior lines of
therapy (range 4-6); see Table 1. The target dose was successfully manufactured in all patients, however
one infusion didn’t proceed due to clinical and radiological progression of CNS disease despite bridging
radiotherapy. No dose limiting toxicity has been observed, nor cytokine release syndrome (CRS) greater
than Grade 1; see Table 1. CAR T-cell engraftment was demonstrated by detection of PMCC-COE19 in
peripheral blood. The best response to date is a partial response (Dose Level 1), and ongoing assessments
are awaited.

Conclusion:

Preliminary data from “PLATYPS” indicates feasibility and safety of onshore manufacturing of an
Australian-designed autologous CAR T-cell product, representing an important advancement of sovereign
capability and capacity in the cellular therapy space. Patient accrual and dose escalation are ongoing.
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2. Nada Hamad

Allogeneic stem cell transplantation for sickle cell disease in Australia and New Zealand: outcomes,
unmet demand and the arrival of gene therapy

Abstract:

Aim:

Sickle cell disease (SCD) is increasing in Australia and New Zealand with migration, yet curative allogeneic
haematopoietic stem cell transplantation (allo-HSCT) appears markedly underused. We report national
registry outcomes of allo-HSCT for SCD, frame them against anticipated population demand and emerging
gene therapy, and describe how the true denominator of eligible patients will be established.

Method:

We retrospectively analysed all allo-HSCT for SCD recorded in the ANZTCT registry between January
2011 and June 2026. Outcomes included overall survival, event-free survival, engraftment, graft failure,
acute and chronic graft-versus-host disease (GVHD), and transplant-related mortality. In parallel, a national
health services study is collecting annualised data from paediatric centres across Australia and New
Zealand on SCD prevalence, patients on chronic transfusion or red cell exchange, and those undergoing
allo-HSCT, to define the population eligible for transplantation and gene therapy.

Result:

Twenty-one patients underwent allo-HSCT for SCD over the period (20 paediatric, one adult), with annual
numbers rising from one in 2011 to four in 2024. Median age was 11 (range 3-25) years. Donor source was
as follows: 17 matched siblings, 3, 2 or more HLA mismatched relative (> 2 HLA mismatches), 1 HLA
matched other relative. Two transplant-related deaths occurred: deaths occurred both related to transplant:
one 17yo at D160 from GVHD, one at D315 from EBV related lymphoproliferative disease, and
rasburicase-induced methemoglobinemia.

Conclusion:

Allo-HSCT provides a curative option for SCD with excellent survival outcomes but is grossly underutilised
relative to the SCD population in Australia. Demand will grow with demographic change and newborn
screening, and licensed gene therapy will further expand curative options while intensifying the need for
equitable, planned access. Defining the national denominator through health services research is critical to
quantify unmet need and guide policy, culturally safe models of care and transplant and gene therapy
service development.
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3. Elias Biris

Weight-adjusted ATG dosing improves relapse-free survival in obese allo-HSCT recipients
Abstract:

Background:

Anti-thymocyte globulin (ATG), combined with calcineurin inhibitor and methotrexate, is standard GVHD
prophylaxis in matched unrelated donor (MUD) allo-HSCT. As ATG has limited distribution into adipose
tissue, conventional total body weight (TBW)-based dosing may overexpose obese patients, impair immune
reconstitution, and increase relapse and viral reactivation risk. We hypothesised that adjusted body weight
(AdjBW25)-based dosing would optimise exposure and improve outcomes.

Method:

We performed a single-centre retrospective cohort study of obese MUD allo-HSCT recipients receiving
ATG-based GVHD prophylaxis, comparing TBW-based dosing (n=47) with AdjBW25-based dosing (n=19).
Outcomes included overall survival (OS), relapse-free survival (RFS), CMV and EBV reactivation, post-
transplant lymphoproliferative disorder (PTLD), and acute/chronic GVHD. Minimum follow-up was 100
days. Survival outcomes were analysed using Kaplan-Meier estimates with log-rank testing, and other
outcomes using Gray'’s test for competing risk endpoints.

Results:

Sixty-six obese patients underwent MUD allo-HSCT at our centre between 2017 and 2024, with
comparable baseline characteristics between groups. Median ATG dose was lower with AdjBW25 dosing
(327 mg vs. 450 mg; p &It;0.001). AdjBW25 was associated with significantly improved relapse-free survival
(median not reached vs. 18 months; p = 0.038), with no relapse events observed at a median follow-up of
356 days. A trend toward improved overall survival was also observed (median not reached vs. 38 months;
p = 0.097). EBV reactivation (16% vs. 34%; Gray’s p = 0.135) and PTLD (11% vs. 21%; Gray’s p = 0.296)
were lower with AdjBW25, although not statistically significant. CMV reactivation and rates of acute,
chronic, and severe GVHD were similar between groups.

Conclusion:

AdjBW25-based ATG dosing in obese MUD allo-HSCT recipients was associated with improved relapse-
free survival without compromising GVHD prophylaxis. These findings suggest that a simple dosing
optimisation strategy may improve disease control in this high-risk population and support prospective
multicentre evaluation.
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4. Miles Horton

Multiplex prime editing enables safe, drug-controllable and immunosuppression-resistant T-cell
therapies in vivo

Abstract:

Current cell and gene therapies lack clinically practical mechanisms to selectively promote or suppress
therapeutic cells in vivo, a limitation that is particularly acute in patients requiring ongoing
immunosuppression. This includes gene therapy for immune dysregulation syndromes, and antigen-
specific or chimeric antigen receptor (CAR) T-cell therapy for patients requiring immunosuppression (e.g.
transplant recipients), where both pathogenic and therapeutic cells may be suppressed. Here, we develop
a multiplex prime-editing platform that safely converts commonly used immunosuppressive drugs into tools
for in vivo control of T-cell therapies via defined, pathway-specific drug resistance. Focusing initially on
gene therapy, prime editing efficiently edited loci of multiple pathogenic variants associated with immune
dysregulation in primary human T-cells and corrected the HAVCR2 driver mutation in T-cells from multiple
patients with subcutaneous panniculitis-like T-cell ymphoma (SPTCL). Comprehensive genomic,
transcriptional, immunophenotypic, and clonal analyses demonstrated minimal off-target perturbation.
Multiplexed gene correction and drug-resistance editing of T-cells from patients with SPTCL enabled
selective in vivo expansion of corrected cells under immunosuppressive pressure in humanized mouse
models, and exhibited retained sensitivity to alternative agents permitting rapid in vivo suppression.
Extending this approach, prime-edited, drug-resistant antigen-specific and CAR T-cells retained effector
function despite pharmacologic immunosuppression, demonstrating the generalizability of this platform to
diverse cellular therapies. Together, these findings establish multiplex prime editing as a potentially
clinically viable framework for generating drug-controllable T-cell therapies, enabling safe and selective in
vivo modulation in settings where immunosuppression cannot be withdrawn.

Background:

Current cell and gene therapies lack practical mechanisms to selectively promote or suppress therapeutic
cells in vivo. This challenge is particularly acute in gene therapy for immune dysregulation syndromes and
antigen-specific or chimeric antigen receptor (CAR) T-cell therapy in transplant recipients, where
immunosuppression may inhibit both pathogenic and therapeutic cells. While gene editing could address
this limitation, existing approaches have significant drawbacks: lentiviral transduction risks insertional
oncogenesis, CRISPR/Cas9 introduces genotoxic double-strand breaks, and base editing is restricted to
transition mutations. In contrast, prime editing enables precise and versatile modifications without double-
strand breaks.

Method:

Primary T-cells from healthy donors and patients with HAVCR2-driven subcutaneous panniculitis-like T-cell
lymphoma (SPTCL) were prime edited using optimized pegRNAs. Editing efficiency was quantified by
targeted sequencing. Off-target effects were evaluated using CIRCLE-seq, transcriptional profiling,
immunophenotyping, and TCR sequencing. Drug-resistance variants were introduced into the targets of
tacrolimus (FKBP1A), methotrexate (DHRF) and mycophenolate (IMPDH2). Functional validation was
performed in vitro and in NSG xenografts models under immunosuppression. The platform was extended to
CD19 CAR and CMV-specific virus-specific T-cells (VSTs).

Results:

Prime editing corrected multiple inborn error of immunity (IEl)-associated loci with 8-52% intended edits
(mean 22%) minimal indels (mean 1.8%), and approximately 30-fold higher edit-to-indel ratios compared to
Cas9/HDR. In SPTCL patient T-cells (n=3), optimized editing corrected 18.7-35.8% (mean 29.8%) of
HAVCR?2 alleles and restored TIM-3 surface expression. Genome-wide analyses revealed no detectable

ANZTCT ASM 2026 — Oral Abstract Presentations



exonic off-target editing and no significant alterations in immunophenotype, transcriptional profile, or clonal
diversity.

Drug-resistance variants conferred resistance to tacrolimus, methotrexate, or mycophenolate while
preserving sensitivity to alternative agents, providing an intrinsic safety mechanism. FKBP1A-edited T-cells
maintained proliferation and IFN-y production under tacrolimus exposure. Multiplex editing of HAVCR2 and
FKBP1A enabled robust in vivo enrichment: corrected HAVCR?2 alleles increased from approximately 10%
at infusion to 76.8% in tacrolimus-treated mice, with no enrichment in vehicle-treated controls. Conversely,
sensitivity of FKBP1A-edited cells to cyclosporin in vivo was comparable to unedited cells, confirming
bidirectional drug control.

Tacrolimus-resistant CD19 CAR and CMV-specific T-cells exhibited preserved effector function under
immunosuppression, demonstrating broad applicability of the platform.

Conclusion:

Multiplex prime editing enables precise correction of pathogenic T-cell variants and programmable
resistance to widely used immunosuppressants without detectable off-target effects. This approach
transforms standard immunosuppressants into clinically familiar tools for in vivo selection and control of
therapeutic T-cells, supporting translation toward first-in-human clinical evaluation.

Abstract Author/s:

Bandala-Sanchez E (1,2); Ramsay K (1,2); Hilton A (1,2); White C (1,2); Bediaga NG (1,2): Li Wai Suen CS
(1,2); Naik SH (1,2); van der Weyden C (3,4); Fox L (3,4); Ritchie D (3,4); Sutrave G (6,7); Micklethwaite K
(6,7); Gottlieb D (6,7); Chan S (1,2,5,8); Roberts AW (1,2,3,4); Slade C (1,2,5); Lew TE (1,2,3,4); Horton
MB (1,2)

Affiliations:

(1) Walter and Eliza Hall Institute of Medical Research, Melbourne, Australia; (2) Department of Medical
Biology, University of Melbourne, Melbourne, Australia; (3) Sir Peter MacCallum Department of Oncology,
University of Melbourne, Melbourne, Australia; (4) Clinical Haematology, Peter MacCallum Cancer Centre
and The Royal Melbourne Hospital, Melbourne, Australia; (5) Allergy and Immunology, The Royal
Melbourne Hospital, Melbourne, Australia; (6) Department of Medicine, Sydney Medical School, University
of Sydney, Sydney, NSW, Australia; (7) Department of Haematology, Westmead Hospital, Westmead,
NSW, Australia; (8) Department of Infectious Diseases & Immunology, Austin Hospital, Heidelberg,
Australia

Conflict of Interest Statement (please specify in writing):
No conflict of interest to disclose

Link to supporting documents

ANZTCT ASM 2026 — Oral Abstract Presentations


https://www.dropbox.com/scl/fi/2athwaz2so3cki2hhxw43/Miles-Horton-ANZTCT_graphical.pdf?rlkey=32a2ziofoqvze4t6qeqz5pme6&st=5kdu6u46&dl=0

5. Lotte Fog (on behalf of Sarah Li)

Total Body Irradiation in Australia and New Zealand: A 2024 Practice Survey on Changing Patterns
of Care

Abstract:

Background:

Total body irradiation (TBI) practice varies globally. The optimal technique for TBI has not yet been
determined, although guidelines and recommendations are available. Five years after the initial Australia
and New Zealand (ANZ) practice survey in 2019, we report updated 2024 TBI practice patterns from 19
ANZ centres who are members of the ANZ Transplant and Cellular Therapies (ANZTCT) TBI Special
Interest Group (TBISIG).

Method:

The 2024 survey was distributed in November 2024. Survey questions covered patient cohorts and
caseloads, TBI regimens and dose-—fractionations, TBI techniques, planning considerations, quality
assurance, and treatment delivery. For all centres, one staff member from each discipline (Radiation
Oncology, Medical Physics, and Radiation Therapy) was invited to respond.

Results:

Responses were received from all 19 centres. Seven centres use modulated techniques in 2024, whereas
only one centre delivered modulated TBI in 2019. Twelve centres use large open fields in 2024, six of
which are considering changing to volumetric modulated arc therapy (VMAT) TBI. Compared to large open
fields, modulated techniques (1) require dedicated patient immobilisation equipment and treatment planning
software, (2) reduce dose to organs at risk (such as lungs and kidneys) below the prescription dose, (3)
have higher dose rates, and (4) require more time for planning and treatment delivery.

Conclusion:

The 2024 survey showed diverse TBI practice patterns in ANZ. Compared to 2019, more centres are using
or actively considering the implementation of modulated techniques, such as VMAT TBI, which adds to the
complexity of treatment planning and delivery.
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6. Erica Patterson

Early Identification Matters: Feasibility and Early Outcomes of a Nutrition and Exercise Program in
Allogeneic Versus Autologous Stem Cell Transplant Recipients

Abstract:

Background:

Nutrition and exercise interventions improve nutritional, functional and health-related quality of life
(HRQOL) outcomes for stem cell transplant (SCT) recipients (1-3). Allogeneic SCT (AlloSCT) recipients
experience greater treatment complexity than autologous SCT (AutoSCT) (4-6), but it is unclear whether a
single prehabilitation model adequately meets the needs of both groups. This study aimed to compare
feasibility, clinical outcomes, and health service utilisation between AutoSCT and AlloSCT recipients
participating in a multimodal nutrition and exercise program.

Method:

Prospective single-site feasibility study at a quaternary public cancer centre (February—November 2024).
Adults undergoing SCT were referred to a multimodal (in-person, telehealth, and home-based) nutrition and
exercise program delivered pre- and post-transplant. Outcomes included feasibility (participation), health
service utilisation (length of stay, ICU admission, unplanned readmission), and physical function (frailty, 6-
minute walk test). Between-group comparisons were performed with statistical significance set at p<0.05.

Results:

Fifty-one patients underwent transplantation (AutoSCT n=26; AlloSCT n=25). Baseline characteristics were
similar, including age (61 vs 62 years, p=0.69), sex (54% vs 64% male, p=0.46), and consent rates (81% vs
96%). AlloSCT recipients demonstrated greater health service utilisation, including longer median acute
length of stay (30 [26—46] vs 19 [16—21] days, p<0.001), higher rates of 22 ICU admissions (16% vs 0%,
p=0.070), and more unplanned readmissions before day-100 (10% vs 4%, p=0.007). They also had
reduced time for prehabilitation (27 [27-50] vs 44 [27-70] days, p=0.047) and delayed access to post-
transplant rehabilitation (21 [4-21] vs 9 [4—11] days, p=0.052). Clinically meaningful between group
differences in frailty and functional capacity were observed.

Conclusion:

AlloSCT recipients experience poorer early recovery trajectories and greater health service utilisation than
AutoSCT recipients. These findings support early identification and tailored integration of prehabilitation into
transplant care pathways.
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/. Cassie Abbott

Building a Skilled and Confident CAR-T Nursing Workforce: Assessing the Impact of Nurse-led
CAR-T Education.

Abstract:

Background:
To evaluate the impact of a nurse-led CAR-T education day on participants’ knowledge and confidence in
caring for patients receiving CAR-T Cell therapy.

Method:

A multidisciplinary curriculum was developed to cover CAR-T mechanisms of action; leukapheresis and cell
processing; clinical signs and management of toxicities; clinical trials; and medication management. A pre-
and post-education survey assessed self-reported knowledge and confidence. Knowledge was measured
using a 5-point Likert scale (1="Very poor understanding’ to 5="Very good understanding’) while confidence
rated on a 10-point scale (0=‘Not at all confident” to 10= ‘Extremely confident’). Independent samples t-
tests compared pre- and post- education scores, with a statistical significance set at 0.05.

Results:

Nine CAR-T education days were conducted between March 2023 to November 2025, involving 255
participants. Pre-education surveys were completed by 239 participants, and post-education surveys by
218 participants. Attendees included registered nurses (47.1%), clinical trial coordinators (21%), nurse
managers (9.2%), clinical nurse specialists (6.2%), clinical nurse consultants (5%), nurse educators (2.5%),
ICU liaison nurses (2.5%), scientists (1.5%), and others unspecified health professionals (5%).

Significant improvements in self-reported knowledge were observed across all domains, including CAR-T
Cell mechanisms of action (median 3.04 to 4.49); patient eligibility criteria, workup, and apheresis (median
2.54 10 4.30); role of the cellular therapies unit (median 2.64 to 4.32); daily nursing care (median 3.17 to
4.53); CRS assessment and management (median 3.32 to 4.57); ICANS assessment and management
(median 3.24 to 4.58); CAR-T medications (median 2.77 to 4.44); Discharge patient education (median
2.73 to 4.39); and Outpatient nursing care (median 2.66 to 4.36) (all p<0.001). Confidence in caring for
patients receiving CAR-T therapy improved significantly (median 5.20 to 8.18, p<0.001).

Conclusion:
A structured, nurse-led CAR-T education program significantly improves nursing knowledge and
confidence, directly supporting safe and effective CAR-T patient care.
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8. Salvatore Fiorenza

Vispa-cel, an allogeneic anti-CD19 CAR-T cell therapy with a PD-1 knockout, in patients with
relapsed/refractory B cell Non-Hodgkin Lymphoma (ANTLER phase 1 clinical trial)

Abstract:

Background:

Vispacabtagene regedleucel (vispa-cel, CB-010) is an allogeneic anti-CD19 CAR-T cell therapy
manufactured from healthy donors. The ANTLER Phase 1 trial (NCT04637763) evaluated safety and
efficacy of vispa-cel in r/r B-NHL.

Method:

Patients received lymphodepletion of sequential cyclophosphamide (60 mg/kg/day x 2 days) then
fludarabine (25 mg/m2/day x 5 days) followed by a single vispa-cel infusion of 40 million [M], 80M, or 120M
cells.

Results:

As of September 2, 2025, 84 pts received vispa-cel (63 2L LBCL, CD19-naive). The median age was 66
years. Vispa-cel was generally well tolerated with no GvHD. CRS occurred in 55% of pts (1% Gr =3),
ICANS occurred in 14% of pts (4% Gr =3), infections occurred in 51% of pts (25% Gr =23), Gr =3 prolonged
cytopenias occurred in 28% of pts, and IEC-HS occurred in 2% of pts (all Gr 23). By day 60, neutropenia
and thrombocytopenia recovered to Gr <2 by 95% and 86%, respectively. Five deaths occurred due to AEs
(1 related, 1 possibly related, 3 unrelated). The 80M cell dose was selected as the RP2D. Patients who
received optimized vispa-cel (donor age <30 yrs; 22 HLA matched alleles; N=35) had 86% ORR and 63%
CR rate. The median PFS and DOR were not reached, with 12-month PFS of 53%. Patients who received
optimized vispa-cel at RP2D (N=27) had 82% ORR and 63% CR. Updated data from patients who received
optimized vispa-cel will be presented.

Conclusion:

Vispa-cel demonstrates deep, durable responses, on par with approved autologous CAR-T cell therapies,
with well-tolerated safety, in 2L LBCL. A randomized pivotal trial is planned for 2L LBCL patients not eligible
for transplant and not candidates or not eligible for autologous CAR-T cell therapy based on access
challenges or medical criteria, including the need for urgent therapy.
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9. Nicole O'Leary

Intensive care unit utilisation amongst chimeric antigen receptor T-cell recipients: a single centre
experience

Abstract:

Chimeric antigen receptor (CAR) T-cell therapy is now standard-of-care (SoC) for certain
relapsed/refractory B cell leukemias, lymphomas and recently multiple myeloma. The therapy is
complicated by immune-related toxicities, including cytokine release syndrome (CRS), immune effector cell
associated neurotoxicity syndrome (ICANS), and immune effector cell-associated haematotoxicity (ICAHT),
that may require intensive care unit (ICU) support. Here we describe ICU resource utilisation and outcomes
amongst SoC CAR-T recipients within 28 days of infusion.

Background:

Chimeric antigen receptor (CAR) T-cell therapy has transformed treatment of haematological malignancies.
Early pivotal trials reported high rates of severe toxicities and ICU utilisation; however, these findings may
not reflect contemporary real-world practice, where improved toxicity recognition, risk stratification, and
management protocols have evolved. Understanding current ICU resource utilisation, patterns of organ
support, and outcomes in SoC CAR-T recipients is critical for optimising care pathways, informing resource
allocation, and guiding decisions regarding appropriate monitoring environments. We therefore sought to
characterise ICU utilisation and clinical outcomes among patients receiving commercial CAR-T therapy at
our centre, hypothesising that ICU burden may be lower than historically reported and that opportunities
exist to refine non-ICU management strategies.

Method:

We retrospectively reviewed all approved commercial CAR-T recipients at our centre between July 2019
and December 2025. Descriptive statistics were used to summarise ICU resource utilisation, and survival
analyses were performed using the Kaplan-Meier method.

Results:

In contrast to the Pivotal trials only 58 (19%) of 308 CAR-T recipients were admitted to ICU, across a total
of 79 episodes (13 patients were admitted twice; 4 three times). The median age was 65 (interquartile
range 56-72); 69% were male; haematological diagnosis was diffuse large B-cell ymphoma (DLBCL) 90%,
mantle cell lymphoma (MCL) 7% and B-cell acute lymphoblastic leukemia (B-ALL) 3%. 14 patients (24%)
experienced grade=3 CRS; 39 (66%) experienced grade=3 ICANS; 14 (24%) experienced grade=3 ICAHT.
Median ICU length-of-stay was 2.7 days (range 0.5-58.0 days). Invasive mechanical ventilation (INV) was
delivered in 18 (23%) of episodes, non-invasive ventilation in 6 (8%), vasopressor/inotrope in 31 (39%) and
renal replacement therapy in 2 (3%). No specific organ support was delivered in 44 episodes (56%). Only 2
patients (3%) died in ICU/within days of ICU discharge. 12-month progression-free survival (PFS) was 42%
and 12-month overall survival (OS) was 60%.

Conclusion:

ICU resource utilisation in CAR-T patients was significantly less than that reported in the pivotal trials, with
acceptable short and long-term outcomes. Over half of ICU admissions did not require specific organ
support, suggesting that there are opportunities to optimise ward-based protocols for heightened
observation to reduce the need for ICU admissions.
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10. Kate Graham

Shared Care: A nutrition care pathway for autologous stem cell transplant patients utilizing
nutrition assistants and dietitians.

Abstract:

Background:

Autologous stem cell transplants (AuSCT), commonly used to treat lymphoma and myeloma, can result in
suboptimal nutrition intake and malnutrition. At Peter MacCallum Cancer Centre nutrition care is provided to
AuSCT patients using a defined care pathway. A care pathway review identified many AuSCT patients
were well nourished at baseline and remained so throughout the transplant period. A shared care model
utilising Nutrition Assistants (NA) with oversight by dietitians and handover as required was implemented in
2025 for patients identified as well-nourished during prehabilitation. This study aimed to evaluate the
implementation of this shared care model.

Method:

A retrospective audit of AuSCT patients from care pathway implementation (April 2025) until April 2026 was
conducted. Patients were identified through attendance at prehabilitation clinic, and NA care, dietetic care,
nutrition interventions and nutrition status on discharge were extracted from the patient’s medical record.

Results:

Fifty-seven patients were eligible for the shared care pathway. Of these, 45 proceeded to transplant with 16
(35.5%) cared for by NAs alone. Nutrition interventions included diet modifications and provision of oral
nutrition supplements, and 94% remained well-nourished (MST <2) on discharge. Twelve patients required
shared care between NAs and dietitians, with total parenteral nutrition (n=8; 66.6%) the main reason for
handover. Care was shared for 17 patients (38%) due to unplanned NA leave, however only 2 of these
patients would have required shared care if full staffing was available. Importantly, NAs expressed high
satisfaction with the shared care model stating it promoted skill development and enhanced job satisfaction.

Conclusion:

Implementation of this shared nutrition care pathway allowed reallocation of dietetic time to higher risk
patients without compromising AuSCT patients’ nutrition care or outcomes, and improved NA job
satisfaction. This model could be considered for other populations where simple nutrition care may prevent
malnutrition.
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11. Karim lbrahim

Evaluating the impact of a dedicated outpatient pharmacy clinic on medication safety and
transitions of care for patients undergoing haematopoietic stem cell transplantation

Abstract:

Background:

Medication-related problems are common in haematopoietic stem cell transplantation (HSCT) due to
complex polypharmacy, frequent dose adjustments, narrow therapeutic index medicines, and multiple care
transitions. Dedicated transplant pharmacists play a vital role in improving medication safety and
streamlining transitions of care, but evidence for outpatient pharmacy clinic models is limited. We
established an outpatient HSCT pharmacy clinic service in May 2025 and evaluated its impact over the first
eight months (30th of May to 31st of January 2026). The aims were to describe services delivered, quantify
pharmacist interventions and assess early process outcomes.

Method:

A prospective service evaluation was conducted for all patients attending the pharmacist-led outpatient
clinic between 30th of May and 31st of January 2026. The clinic aimed to review patients 7-10 days prior to
planned transplant admission and 7—-14 days after discharge, each consultation was allocated 30 minutes.
During each visit, the pharmacist reviewed the upcoming conditioning chemotherapy protocol, discussed
key side effects, documented allergies, completed a full medication history and medication reconciliation,
identified drug interactions, reviewed relevant drug levels, screened for adherence issues, and assessed
tolerability issues with prior chemotherapy. The clinic operated using trained HSCT pharmacists, aligned
with FACT-JACIE standards for pharmacist competence, quality management, and record keeping. Data
were obtained from the electronic medication management record and the cancer centre operational
dashboard, capturing the number of visits, patient demographics, medication reconciliation activity, allergy
documentation, and the number and type of pharmacist-led interventions. Interventions were categorised
into four domains relevant to quality and safety: cessation or modification of inappropriate or interacting
medicines, medication additions required to meet protocol-based recommendations, therapeutic drug
monitoring (TDM)-guided dose changes, and chemotherapy dose optimisation based on patient-specific
parameters. Descriptive statistics were used to summarise the clinic activity.

Results:

Over the eight-month period, 63 patients (19 autologous and 44 allogeneic transplant recipients), attended
95 outpatient visits, with 54 pre-transplant and 41 post-transplant consultations. Medication reconciliation
and allergy documentation clarification were completed for all 63 patients, resulting in standardised
medication lists that were directly accessible to inpatient teams. A total of 127 pharmacist interventions
were recorded, of which 114 (89.8%) were accepted by the transplant team. This equated to an average of
2 interventions per patient, and 1.3 interventions per visit. The most frequent interventions involved
cessation or modification of inappropriate or interacting medicines (n=63). Suggested medication additions
as per transplant protocol (n=24), TDM-guided dose-change recommendations (n=23), suggested
chemotherapy dose adjustments (n=17).

Conclusion:

During the first eight months of operation, the implementation of the outpatient pharmacy clinic enhanced
medication safety, improved the accuracy and consistency of medication reconciliation and allergy
documentation and strengthened transitions of care. The high proportion of accepted pharmacist
interventions highlights meaningful clinical impact, opportunities for deprescribing, and strong
multidisciplinary collaboration. Ongoing data collection will focus on broader quality indicators, including
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reducing time to chemotherapy charting and ordering, patient and clinician satisfaction data, and reductions
in readmission rates to further evaluate and quantify the clinic’s contribution to overall transplant program
quality.
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12. Marzia Rahman

Renal Function at Stem Cell Infusion Stratifies Risk of Cyclosporine Associated Acute Kidney Injury
in PTCy Based AlloHSCT

Abstract:

Background:

Cyclosporine associated acute kidney injury (AKI) remains a major toxicity in allogeneic stem cell
transplantation. As centres increasingly adopt post transplant cyclophosphamide (PTCy)-based GVHD
prophylaxis, understanding organ specific toxicities is essential. Despite widespread use of PTCy—CsA,
limited evidence guides how baseline renal function should influence prophylaxis selection or early
conversion to renal sparing strategies. This study examines whether renal function at stem cell infusion
(Day 0) predicts the severity of CsA associated AKI and the likelihood of requiring renal sparing
immunosuppression. We hypothesised that lower Day 0 renal function identifies patients at high risk for
severe AKI, informing risk adapted GVHD prophylaxis in PTCy based alloHSCT.

Method:

This retrospective cohort study included 112 adult alloHSCT recipients treated at a single tertiary centre
(2015-2024), all receiving PTCy—cyclosporine GVHD prophylaxis. Baseline renal function at stem cell
infusion (Day 0) was calculated using the CKD EPI 2021 race free equation (BSA adjusted). AKI was
graded per KDIGO criteria, and clinical documentation was reviewed to identify reasons for cyclosporine
cessation or conversion to renal sparing immunosuppression. CKD EPI categories (>90, 60-89, 30-59,
<30 mL/min/1.73 m?) were predefined. Analyses included descriptive statistics, graded correlation between
CKD EPI and AKI severity, and cumulative incidence of Stage 3 AKI and treatment related mortality.

Results:

Among 112 recipients (median age 60.9; 69% male), baseline renal function was generally preserved
(median creatinine 68 umol/L; CKD EPI 99 mL/min/1.73 m?). Day 0 CKD EPI categories were: >90 (60%),
60-89 (22%), 30-59 (18%), and <30 (<2%). AKI occurred in 41% of patients (Stage 1: 17%; Stage 2: 11%;
Stage 3: 13%), typically within 3—6 weeks post transplant. A graded relationship was observed: patients
with CKD EPI >90 mainly developed Stage 1 AKI, whereas those with CKD EPI 30-59 were over
represented among Stage 3 events. Eight patients required conversion to sirolimus; 75% had baseline CKD
EPI 30-59. Severe AKI correlated with increased treatment related mortality.

Conclusion:

Day 0 CKD EPI strongly predicts cyclosporine associated AKI severity. Patients with CKD EPI 30-59 are at
high risk for Stage 3 AKI and require renal sparing immunosuppression. Incorporating baseline renal
function into GVHD prophylaxis selection, including consideration of CNI free strategies, may reduce renal
toxicity and improve transplant outcomes.
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