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Simple Summary: The role of haematopoietic stem cell transplantation in the management of
peripheral T-cell lymphomas is not clearly defined and therapeutic decisions vary widely across
different institutions. This review examines the current body of evidence to best delineate the role
and timing of transplantation in an era where diagnostic techniques and targeted therapies are
rapidly evolving.

Abstract: Peripheral T-cell lymphomas (PTCLs) are distinct pathological entities with clinical
advancements lagging behind their B-cell lymphoma counterpart. Frequently aggressive in
their clinical behaviour, clinicians are constantly challenged with low complete remission rates,
early relapses and failure to achieve long-term responses despite aggressive first-line chemotherapy,
resulting in poor overall survival in the majority of patients. There is currently no consensus regarding
the optimal therapy for PTCL and treatment approaches are mainly derived from prospective
phase II studies, registry data and retrospective studies. Despite its biological heterogeneity, a less
than satisfactory “one-size-fits-all” approach has been adopted to date. Although its role remains
controversial, for many years, haematopoietic stem cell transplantation has been adopted by clinicians
with the aim of overcoming poor outcomes by consolidating responses. In this review, we aim to
define the role of both autologous and allogeneic stem cell transplantation in PTCL in both frontline
and salvage settings, especially in the context of recent advancements in this field.
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1. Introduction

Due to the rarity and heterogeneity of peripheral T-cell lymphomas (PTCLs), few randomised
prospective controlled trials currently exist to guide their management. Consequently, the management
of PTCL still remains a therapeutic challenge. Despite the wide variation in clinical and
biological behaviours of each PTCL subtype, management has largely taken a less than satisfactory
“one-size-fits-all” approach, applying non-targeted therapy to a heterogeneous disease entity. To date,
management approaches are primarily derived from phase II studies, retrospective series and
clinical experience.

Extrapolating from the management of B-cell non-Hodgkin lymphoma (B-NHL), anthracycline-
containing regimens such as cyclophosphamide, doxorubicin, vincristine and prednisolone (CHOP) or
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CHOP-like regimens represent the cornerstone of frontline treatment for PTCLs. However, outcomes
have been inferior with overall response rates for PTCL ranging from 50–70% compared with the more
favourable overall response rates of 80–90% in B-NHL [1,2]. In addition to inferior overall response rates
compared with B-NHL, PTCLs also have inferior complete remission (CR) rates, poor progression-free
survival (PFS) and overall survival (OS), even in the more favourable anaplastic large-cell lymphoma
(ALCL), anaplastic lymphoma kinase (ALK)-positive subtype [1]. A number of phase I and phase II
trials have attempted to improve these results by intensifying treatment either with (i) alternative more
aggressive chemotherapy regimens, (ii) the addition of a novel agent to a CHOP-backbone and/or (iii)
consolidation with haematopoietic stem cell transplantation (HSCT).

When evaluating the current available data, it is important to note that the majority of published
trials have excluded patients who are ALCL, ALK-positive as these patients have a superior outcome
with CHOP and CHOP-like regimens as opposed to other PTCL subtypes. Additionally, although
most patients with nodal PTCL are chemotherapy-sensitive, responses are generally not durable and a
substantial proportion of patients (between 25% and 56%) will not proceed to an autologous stem cell
transplantation (autoSCT) or allogeneic stem cell transplantation (alloSCT) due to early progression or
relapse of disease [3]. At present, many physicians adopt autoSCT as upfront consolidation in patients
achieving a CR or partial remission (PR) in the following subtypes: PTCL—not otherwise specified
(PTCL-NOS), angioimmunoblastic T-cell lymphoma (AITL) and ALCL, ALK-negative. The rationale
behind such an approach is discussed below.

2. Methodology

The electronic database MEDLINE (1998–2020) was searched to review the role of HSCT in PTCLs.
Titles, keywords and abstracts of citations were reviewed and full copies of potentially suitable articles
were assessed further. The following search strategy was used: ‘bone marrow transplantation’ OR
‘hematopoietic stem cell transplantation’ OR ‘stem cell transplantation’ AND ‘lymphoma, t-cell’ OR
‘t-cell, peripheral’ with limits to adults, English language AND Humans.

The selection process was undertaken in May 2020. Online search retrieved 397 publications.
Only randomised controlled trials, retrospective and prospective studies and meta-analyses were
included, resulting in 51 articles. Bibliographies of searched articles were analysed and an additional
11 publications were selected to prevent relevant articles from being missed. The final analysis included
62 articles. A flowchart of the included publications is shown in Figure 1.Cancers 2020, 12, x 3 of 25 
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Table 1. Levels of evidence and grades of recommendation. 

Levels of evidence 

I Evidence from at least one properly randomized, controlled trial 

II 
Evidence from at least one well designed clinical trial without randomization, from cohort 
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in uncontrolled experiments 

III 
Evidence from opinions or respected authorities, based on clinical experience, descriptive 

studies or reports of expert committees 

Grades of recommendation 

A Good evidence to support a recommendation for use 

B Moderate evidence to support a recommendation for use 

C Poor evidence to support recommendation 

D Moderate evidence to support a recommendation against use 

E Good evidence to support a recommendation against use 

Adapted from Infectious Diseases Society of America—United States Public Health Service grading system [4]. 
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Levels of evidence and grades of recommendation have been applied as per the Infectious Diseases
Society of America—United States Public Health Service grading system shown in Table 1 [4].

Table 1. Levels of evidence and grades of recommendation.

Levels of evidence

I Evidence from at least one properly randomized, controlled trial

II
Evidence from at least one well designed clinical trial without randomization, from cohort or

case-control analytic studies, from multiple time-series studies or from dramatic results in
uncontrolled experiments

III Evidence from opinions or respected authorities, based on clinical experience, descriptive studies or
reports of expert committees

Grades of recommendation

A Good evidence to support a recommendation for use

B Moderate evidence to support a recommendation for use

C Poor evidence to support recommendation

D Moderate evidence to support a recommendation against use

E Good evidence to support a recommendation against use

Adapted from Infectious Diseases Society of America—United States Public Health Service grading system [4].

3. Autologous Stem Cell Transplantation in Frontline PTCL

3.1. Prospective Data

Phase II Studies

Corradini et al. reported the combined results of two prospective phase II studies investigating the
role of upfront autoSCT in 62 patients with advanced PTCL, including ALK-positive ALCL. Whilst only
74% proceeded to an autoSCT, CR prior to autoSCT was achieved in just 56%. At a median follow-up
of 76 months, the estimated 12-year OS, PFS and event-free survival (EFS) were 34%, 55% and 30%,
respectively, but, as expected, significantly better outcomes were found in the ALK-positive group as
opposed to the non-ALK-positive group (OS 62% versus 21%, p = 0.005; EFS 54% versus 18% p = 0.006).
Multivariate analysis revealed patients attaining CR prior to autoSCT had a statistically significant OS
and EFS benefit (p < 0.0001). Transplantation-related mortality (TRM) was low at 4.8% [5].

Rodriguez et al. reviewed 26 high-risk PTCL patients, excluding ALK-positive ALCL,
where patients were restaged with gallium scans following three cycles of mega-CHOP
(cyclophosphamide 2 g/m2, doxorubicin 90 mg/m2 and vincristine 1.4 mg/m2 on day 1, prednisolone
60 mg/m2 days 1–5). Patients in CR received another cycle of mega-CHOP and proceeded to an
autoSCT whereas gallium scan-positive patients underwent salvage chemotherapy and proceeded
to an autoSCT if at least PR was attained. Complete remission was achieved in 46% following the
initial three cycles and overall 73% proceeded to transplant achieving an 89% CR rate. After a median
follow-up of 35 months, the 3-year predicted OS and PFS were 73% and 53%, respectively. The 2-year
predicted OS was 84% and PFS was 56% in the transplant group, indicating that early salvage therapy
in patients not attaining a CR may improve clinical outcomes [6].

Mercadal et al. studied 41 PTCL patients who were administered three courses of high-dose
CHOP alternated with three courses of etoposide, methylprednisolone, cytarabine, cisplatin (ESHAP)
followed by autoSCT if CR or PR were achieved. Only 41% were able to proceed to transplant (n = 17).
Four-year PFS and OS were 30% and 39%, respectively. The International Prognostic Index (IPI) was
noted to be of prognostic value [7].

A German study by Reimer et al. reviewed 83 PTCL patients (ALK-positive ALCL excluded)
who received four to six cycles of CHOP followed by autoSCT if at least a PR achieved (n = 55, 66%).
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In an intent-to-treat analysis overall response rates post autoSCT was 66% (65% CR, 8% PR) and with a
median follow-up of 33 months. In the CR group the estimated 3-year OS, disease-free survival (DFS)
and PFS were 48%, 53% and 36%, respectively. The 3-year OS for patients who underwent autoSCT
was 71% compared with only 11% in the non-transplant group [8]. A 5-year follow-up study with
the addition of 28 new patients (total n = 111) was published in 2016. Complete remission rate after
myeloablative therapy was 59%. The estimated 5-year OS, DFS and PFS rates were 44%, 54% and 39%,
respectively. The results of this study confirm that upfront autoSCT can result in long-term remissions
in patients with all major subtypes of PTCL in CR [9].

The largest and most important prospective study to date which drives current practice was
conducted by D’Amore et al. from the Nordic Lymphoma Group (NLG-T-01). They enrolled 166 patients
(ALK-positive ALCL excluded) and administered biweekly CHOP and etoposide (CHOEP), etoposide
omitted if age > 60 years) followed by autoSCT if at least PR achieved (71%). Following a long
follow-up period of 60.5 months, 5-year OS and PFS in a cohort of patients who underwent an autoSCT
were 51% (95% CI 43–59) and 44% (95% CI 36–52), respectively. Subtype-specific analysis revealed the
highest OS and PFS occurring in patients with ALCL (5 years: OS, 70%; PFS, 61%). Patients with AITL
and PTCL-NOS had OS at 5 years of 52% and 47% and PFS of 49% and 38%, respectively. The 5-year
OS and PFS for enteropathy-associated T-cell lymphoma (EATL) were 48% and 38%, respectively [3].

Please see Table 2.

Table 2. Autologous and allogeneic stem cell transplantation in the frontline setting: prospective studies.

Study Year Cases
(n)

PTCL Subtypes
(n = ALCL)

ITT Analysis
(n = Failed to

Proceed to
HSCT)

%
Proceeded
to HSCT

Response
Prior to

AutoSCT
Survival TRM

%

Autologous Stem Cell Transplantation

Corradini et al. [5] 2006 62

All subtypes including
ALCL

(ALK+ n = 19
ALK− n = 4)

Yes
(n = 16) 74 CR: 66%

PR: 16%
DFS: 55% at 12 years
OS: 30% at 12 years 4.8

Rodgriguez et al. [6] 2007 26
All subtypes including

ALCL
(ALK− n = 8)

No
(n = 7) 73 CR: 65%

PR: 8%
PFS: 53% at 3 years
OS: 73% at 3 years 0

Mercadal et al. [7] 2008 41
All subtypes including

ALCL
(ALK+ n = 1)

No
(n = 7) 41 CR: 49%

PR: 10%
PFS: 30% at 4 years
OS: 39% at 4 years -

Reimer et al. [8] 2009 83
All subtypes including

ALCL
(ALK− n = 13)

Yes
(n = 28) 66 CR: 39%

PR: 40% OS: 48% at 3 years 3.6

d’Amore et al. [3] 2012 166
All subtypes excluding

ALCL, ALK+
(ALK− n = 31)

Yes
(n = 51) 72 CR: 51%

PR: 30%
PFS: 44% at 5 years
OS: 51% at 5 years 4

Wilhelm et al. [9] 2016 111
All subtypes including

ALCL
(ALK− n = 16)

Yes
(n = 36) 68 CR: 62%

PR: 20%
PFS: 39% at 5 years
OS: 44% at 5 years 3.6

Allogeneic stem cell transplantation

Corradini et al. [10] 2014 61
All subtypes excluding

ALCL, ALK+
(ALK− n = 12)

No
(n = 24)

alloSCT
38

CR: 87%
PR: 13%

PFS: 69% at 4 years
OS: 69% at 4 years

13
autoSCT

23
CR: 71%
PR: 29%

PFS: 70% at 4 years
OS: 92% at 4 years

Loirat et al. [11] 2014 49
All subtypes excluding

ALCL, ALK+
(ALK− n = 7)

Yes
(n = 13) 60 CR: 41.5%

PR: 58.5%
PFS: 62.5% at 2 years
OS: 72.5% at 2 years 8.2

PTCL, peripheral T-cell lymphoma; ALCL, anaplastic large-cell lymphoma; n, number; ITT, intention-to-treat;
TRM, treatment related mortality; CR, complete remission; PR, partial remission; PFS, progression-free survival;
OS, overall survival; DFS, disease-free survival; autoSCT, autologous stem cell transplantation; ALCL, anaplastic
large-cell lymphoma; ALK+, anaplastic lymphoma kinase-positive; ALK−, anaplastic lymphoma kinase-negative.

3.2. Registry Data

The Grupo Español de Linfomas/Trasplante Autólogo de Médula Ósea (GEL-TAMO) registry in
Spain analysed 37 patients transplanted in first complete remission (CR1). Notably, the 5-year OS
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was 80% (95% CI 65–95) with a statistically significant longer survival when compared with patients
transplanted in later CRs (p = 0.007) [12].

The Swedish Lymphoma Registry included 252 nodal PTCL and EATL patients (excluding ALCL,
ALK-positive). Whilst 128 cases were planned for an upfront autoSCT, following a median follow-up
of 8.1 years, patients in the autoSCT intent-to-treat had a favourable OS (HR 0.57; p = 0.005) and PFS
(HR 0.59; p = 0.006). Five-year PFS and OS were 41% and 48%, respectively, compared with 20% and
26% in the non-transplant group [13].

More recently, the Comprehensive Oncology Measures for Peripheral T-cell Lymphoma Treatment
(COMPLETE) registry in the United States from 56 academic and community centres (n = 499 enrolled
patients) reported its outcomes. A prospective multicentre cohort study was published in 2019 and
focused on 119 newly diagnosed patients with nodal PTCL (excluding ALCL, ALK-positive) achieving
CR1. Whilst 36 patients proceeded to autoSCT, 83 patients received chemotherapy only. Following a
median follow-up of 2.8 years, the estimated 2-year OS and PFS rates for CR1 patients were 75.3%
(95% CI 67.8–83.7) and 63.4% (95% CI 55.2–72.9) as compared to 41.9% (95% CI 31.6–55.6) and 19.3%
(95% CI 11.8–31.8) in patients not achieving CR1. Regardless of autoSCT status, patients with ALCL
had a significantly longer OS and PFS. In terms of OS and PFS, there was a trend only in favour of
autoSCT for OS (p = 0.06 and p = 0.23). When PTCL subtypes were considered, interestingly, survival
outcomes for patients with AITL appeared more favourable in the autoSCT group with estimated
2-year OS and PFS in CR1 being 93.3% (95% CI 81.5–100) and 68.8% (95% CI 48.4–95.7), respectively,
compared with 52.9% (95% CI 33.8–82.9) and 41.2% (95% CI 23.3–72.7), respectively, in the non-autoSCT
group. However, definitive conclusions could not be made due to small numbers (n = 35). There was no
statistically significant OS or PFS benefit for transplant in ALCL (p = 0.39, p = 0.27) or for patients with
PTCL-NOS (p = 0.78, p = 0.46). Notably, PTCL-NOS was evenly distributed between the transplant and
non-transplant groups, whereas AITL and advanced-stage (III/IV) disease (92% versus 64%, p < 0.01)
were predominantly represented in the autoSCT cohort. In contrast, ALCL was more frequent in the
non-autoSCT group [14].

Please see Table 3.

Table 3. Autologous and allogeneic stem cell transplantation in the frontline setting: registry data.

Autologous Stem Cell Transplantation

Study Year Cases
(n)

PTCL Subtypes
(n = ALCL)

Median
Follow-Up

(Years)
Survival TRM

(%)

Rodriguez et al. [12]
(GEL-TAMO) 2003 37 All subtypes including

ALCL 37 DFS: 79% at 5 years
OS: 80% at 5 years 8

Ellin et al. [13]
(Swedish) 2014 128

All subtypes including
ALCL

(ALK− n = 24)
8.1 PFS: 41% at 5 years

OS: 48% at 5 years -

Park et al. [14]
(COMPLETE) 2019

119
(autoSCT

n = 36)

All subtypes including
ALCL

(ALK− n = 42)
2.8

OS: 87.6% at 2 year
Improved PFS and OS

for AITL
PFS: 68.8% at 2 years
OS: 93.3% at 2 years

-

Allogeneic Stem Cell Transplantation

Kanakry et al. [15]
(Johns Hopkins

Hospital)
2013

44
(MAC 20
RIC 24)

All subtypes ALCL,
(ALK+ n = 2

ALCL, ALK− n = 5
ALCL, ALKu n = 3)

3.9 PFS: 40% at 2 years
OS: 43% at 2 years

MAC 10
RIC 8

PTCL, peripheral T-cell lymphoma; ALCL, anaplastic large-cell lymphoma; n, number; HSCT, haemopoietic
stem cell transplantation; TRM, treatment related mortality; CR, complete remission; PR, partial remission;
PFS, progression-free survival; OS, overall survival; DFS, disease-free survival; autoSCT, autologous stem cell
transplantation; ALCL, anaplastic large-cell lymphoma; ALK+, anaplastic lymphoma kinase-positive; ALK−,
anaplastic lymphoma kinase-negative; ALKu, anaplastic lymphoma kinase-unknown; MAC, myeloablative
conditioning regimen; RIC, reduced intensity conditioning regimen.
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3.3. Retrospective Data

J. Yin et al. published a meta-analysis investigating the role of autoSCT as a first-line treatment
in PTCL. This included a total of 1021 patients from six prospective (five of these mentioned above)
and fifteen retrospective studies between 1990 and 2012. According to the pooled results, up-front
autoSCT showed a non-statistically significant trend in survival benefit in PTCL patients compared
with conventional chemotherapy alone (HR 0.81, 95% CI 0.31–2.13). The CR rate after autoSCT ranged
from 51 to 100%, whilst the OS ranged from 58% at 1 year to 34% at 12 years. They concluded that
achievement of CR before transplantation was a strong predictor of survival benefit with dismal
survival outcomes if patients failed to attain CR before transplantation (p = 0.004). Additionally,
they suggested a significant survival advantage after transplantation for patients with low IPI (≤2)
risk compared to patients with high IPI risk (p < 0.0001) based on six studies. Likewise, based on four
studies, a low prognostic index for PTCL (PIT) had better outcomes (PIT < 2, HR 0.31 (95% Cl 0.17–0.8);
PIT < 3, HR 0.31 (95% Cl 0.18–0.54)) [16].

Data from the MD Anderson Cancer Centre (MDACC) analysed the outcomes of 47 patients who
underwent a HSCT in a frontline setting (autoSCT, n = 47; alloSCT, n = 11) with PTCL-NOS and AITL
being the dominant histological subtypes. Four-year OS and PFS for autoSCT were 76% (95% CI 56–88)
and 56% (95% CI 43–71), respectively, with no statistically significant difference compared with frontline
alloSCT [17].

A large multicentre retrospective review from 14 centres in France, Belgium and Portugal
(LYSA centres) analysed the role of upfront autoSCT in 269 patients with PTCL (including ALCL,
ALK-positive). Neither the Cox multivariate model (HR = 1.02; 95% CI, 0.69–1.50 for PFS and
HR = 1.08; 95% CI 68–1.69 for OS) nor the propensity score analysis after stringent matching for
potential confounding factors (logrank p = 0.90 and 0.66 for PFS and OS, respectively) found a survival
advantage in favour of autoSCT as a consolidation procedure for patients in response after induction
over observation. Subgroup analyses did not reveal any further difference for patients according to
response status, disease stage or risk category [18].

A meta-analysis by El-Asmar et al., published in 2016, investigated the efficacy of autoSCT in
PTCL as frontline consolidation and in the relapsed and refractory (RR) setting. This analysis included
27 studies until the year 2015, mostly retrospective in nature, and included a total of 1359 patients.
Three prospective (n = 179) and 16 retrospective studies (n = 599) studies reviewed the efficacy of
autoSCT in the frontline setting. Pooled analysis of prospective studies revealed a PFS of 33% (95% CI
14–56) and OS of 54% (95% CI 32–75). Pooled analysis of retrospective studies demonstrated a PFS
and OS of 55% (95% CI 40–69) and 68% (95% CI 56–78), respectively. The difference in outcomes was
thought to be due to better control of confounding factors in prospective studies. They concluded that
autoSCT is a reasonable option in frontline consolidation with resulting OS rates of 54% to 68% and a
relatively low TRM ranging from 2% to 6%; however, this is debatable given the PFS from prospective
studies was only 33% [19].

Please see Table 4.

Table 4. Autologous stem cell transplantation in the frontline setting: retrospective data.

Study Year Cases
(n) PTCL Subtypes Median Follow-Up

(Months) Overall Survival

Khal et al. [20] 2002 10 All subtypes 13.3 58% at 1 year

Schetelig et al. [21] 2003 29 AITL 60 44% at 5 years

Rodriguez et al. [12] 2003 35 All subtypes 37.5 37% at 5 years

Jantunen et al. [22] 2004 18 All subtypes 24 63% at 5 years

Feyler et al. [23] 2007 64 All subtypes 37 53% at 3 years

Rodriguez et al. [24] 2007 19 AITL 25 60% at 3 years

Rodriguez et al. [25] 2007 74 All subtypes 67 68% at 5 years
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Table 4. Cont.

Study Year Cases
(n) PTCL Subtypes Median Follow-Up

(Months) Overall Survival

Kyriakou et al. [26] 2008 146 AITL 31 59% at 4 years

Niitsu et al. [27] 2008 10 All subtypes 72 60% at 5 years

Prochazka et al. [28] 2009 18 All subtypes 25.7 71% at 2 years

Yang et al. [29] 2009 64 PTCL-NOS 29.7 53% at 3 years

Numata et al. [30] 2010 39 All subtypes 78 62.2% at 5 years

Prochazka et al. [31] 2011 29 All subtypes 55.1 65% at 2 years

Nademanee et al. [32] 2011 12 All subtypes 33.6 92% at 5 years

Czyz et al. [33] 2012 12 ALCL, ALK+ excluded 53 77.2% at 5 years

Mehta et al. [34] 2013 34 ALCL, ALK+ excluded 4 years 67.4% at 4 years

Gui et al. [35] 2014 18 All subtypes 113.5 89% at 5 years

Beitinjaneh et al. [17] 2015 47 All subtypes 35 76% at 4 years

Gritti et al. [36] 2015 21 All subtypes 5.61 years 82% at 3 years

Yam et al. [37] 2016 20 ALCL, ALK+ excluded 23.1 72% at 3 years

Han et al. [38] 2017 52 All subtypes 34 71.1% at 5 years

Wu et al. [39] 2018 47 All subtypes 23.6 89.8% at 2 years

Fossard et al. [18] 2018 269 All subtypes 4.5 years 59.2% at 5 years

PTCL, peripheral T-cell lymphoma; AITL, angioimmunoblastic T-cell lymphoma; PTCL-NOS, peripheral T-cell
lymphoma, not otherwise specified; ALCL, anaplastic large-cell lymphoma; ALK+, anaplastic lymphoma
kinase-positive; n, number.

4. Allogeneic Stem Cell Transplantation in Frontline PTCL

4.1. Prospective Data

The first study testing the feasibility and efficacy of alloSCT in upfront PTCL was published by
Corradini et al. in 2014; 61 patients (<60 years) were administered alemtuzumab (ALZ) + CHOP,
followed by one or two cycles of high-dose methotrexate given as a continuous infusion (HyperCHidam
(1.6 g/m2) on day 1; cyclophosphamide 300 mg/m2 and high-dose cytarabine 2 g/m2 every 12 hours
for 3 days) and patients achieving a PR or CR (n = 38) entered the transplant phase (alloSCT, n = 23;
autoSCT, n = 14). Four-year OS were 92% for autoSCT and 69% for alloSCT (p = 0.10) and 4-year PFS
were 70% and 69% for those receiving autoSCT or alloSCT (p = 0.92), respectively. In a multivariate
analysis, the achievement of CR maintained for at least 6 months had a significant effect on PFS and
OS (p = 0.038, p = 0.009). Although no significant difference in survival outcomes were observed
despite prolonging DFS in young patients, this study was not designed and powered to evaluate the
differences between transplant types [10].

Loirat et al. analysed 49 patients with PTCL where 29 patients proceeded to an upfront alloSCT.
For transplanted patients, the 1- and 2-year OS were 76% (95% CI 62–93) and 72.5% (95% CI 58–91),
respectively, as opposed to 59% (95% CI 47–75) and 55% (95% CI 43–71) in all patients, including
those transplanted. A substantial proportion did not proceed to alloSCT due to disease progression or
insufficient response after induction. One-year TRM after alloSCT was only 8.2% (95% CI 0–18.5) and
2-year PFS rate for patients who did not proceed to alloSCT (for medical reasons, refusal or without a
human leukocyte antigen-matched donor) was 30% (95% CI 15.5–58.5) [11].

Please see Table 2.
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4.2. Registry Data

Retrospective analysis of the Johns Hopkins bone marrow transplant registry reviewed 44 alloSCT
(reduced-intensity conditioning (RIC) n = 24; myeloablative conditioning (MAC) n = 20) performed
over approximately two decades for PTCL. There was a trend toward superior outcomes for alloSCT
in CR1 versus beyond first remission, with an estimated 2-year PFS of 53% (95% CI 33–77) versus 29%
(95% CI 9–45), p = 0.08. Allografts in CR1, including those with primary induction failure, had an
estimated 5-year PFS of 54% and an estimated 5-year OS of 54% as well, comparing favourably to the
upfront autoSCT outcomes, particularly considering that RIC was used in more than half of alloSCT
and that a lower rate of graft versus host disease (GVHD) and non-relapse mortality (NRM) was
evident [15].

Please see Table 3.

5. Autologous Stem Cell Transplantation in Relapsed and Refractory PTCL

5.1. Registry Data

The previously mentioned GEL-TAMO registry reviewed 78 patients undergoing an autoSCT
between 1990 and 1999, in the salvage setting. Five-year predicted OS, time to treatment failure and
DFS were 45% (95% CI 31–59), 39% (95% CI 27–51) and 49% (95% CI 34–64), respectively, with no
difference between patients transplanted in PR (5-year OS 46% as opposed to patients transplanted in
second or subsequent CR (5-year OS 42%) [12].

In 2013, HSCT outcomes of a large cohort of 241 patients collected on the Centre for International
Blood and Marrow Transplant Research (CIBMTR) database with ALCL (n = 112), PTCL-NOS (n = 102),
AITL (n = 27) were analysed. Allograft and autograft outcomes were compared. There was a substantial
difference in baseline characteristics with patients undergoing autoSCT more likely to be in CR1,
have chemotherapy-sensitive disease, have ALCL subtype and have fewer prior lines of therapy.
Therefore, a multivariate analysis was performed which did not find a significant difference in
relapse/progression between autoSCT and alloSCT (p = 0.1451), although NRM was significantly higher,
6% compared with 34% in the latter. When specifically examining autoSCT recipients beyond CR1 by
histology, patients with ALCL (n = 39) had 3-year PFS and OS rates of 50% (95% CI 34–66) and 65%
(95% CI 49–80), respectively. Patients with PTCL-NOS (n = 28) had 3-year PFS and OS rates of 29%
(95% CI 12–50) and 42% (95% CI 22–62), respectively. Whilst only six patients with AITL underwent
autoSCT in the relapsed setting, 1-year PFS and OS rates were both 33% (95% CI 5–72). Notably, despite
the known impact of ALK status on outcomes of ALCL, this study did not include ALK status in the
analysis. However, one should bear in mind that this is a study of relapsed disease, so the included
ALK-positive patients would have been the uncommon aggressive subgroup [40].

Please see Table 5.

Table 5. Autologous and allogeneic stem cell transplantation in the relapsed and refractory setting:
Registry data.

Autologous Stem Cell Transplantation

Study Year Cases
(n)

PTCL Subtypes
(n = ALCL)

Median
Follow-Up
(Months)

Survival TRM
(%)

Rodriguez et al. [12]
(GEL-TAMO) 2003 78 All subtypes including

ALCL 37 DFS: 49% at 5 years
OS: 45% at 5 years

8
(37 months)

Smith et al. [40]
(CIBMTR) 2013 75

All subtypes including
ALCL

(n = 39)
73 PFS: 41% at 3 years

OS: 53% at 3 years 6 (3 year)

Allogeneic stem cell transplantation

Le Gouill et al. [41]
(French) 2008 77

All subtypes including
ALCL

(n = 27)
43 EFS: 53% at 5 years

OS: 57% at 5 years 32 (1 year)
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Table 5. Cont.

Autologous Stem Cell Transplantation

Study Year Cases
(n)

PTCL Subtypes
(n = ALCL)

Median
Follow-Up
(Months)

Survival TRM
(%)

Smith et al. [40]
(CIBMTR) 2013 126

All subtypes including
ALCL

(n = 51)
49 PFS: 47% at 3 years

OS: 46% at 3 years 34 (3 year)

Epperla et al. [42]
(CIBMTR) 2019 249 AITL 49 PFS: 49% at 4 years

OS: 56% at 4 years 19 (1 year)

Fukano et al. [43]
(Japanese) 2019

38
(RIC 8

MAC 30)
ALCL 72

OS: at 5 years
RIC 100%, MAC 49%

EFS: at 5 years
RIC 88%, MAC 43%

RIC 0
MAC 25.9

(5 year)

PTCL, peripheral T-cell lymphoma; n, number; ALCL, anaplastic large-cell lymphoma; TRM, treatment related
mortality; DFS, disease-free survival; OS, overall survival; EFS, event-free survival; PFS, progression-free survival;
AITL, angioimmunoblastic T-cell lymphoma; RIC, reduced-intensity conditioning; MAC, myeloablative conditioning.

5.2. Retrospective Data

The aforementioned meta-analysis by El-Asmar et al. included 15 retrospective studies
(n = 581) reported on autoSCT in the RR setting. For RR PTCL, the pooled rates of PFS, OS and
relapse/progression were 36% (95% CI 32–40), 47% (95% CI 43–51) and 51% (95% CI 39–62), respectively.
Transplantation-related mortality was 10% (95% CI 5–17). They concluded that relapse/progression
and TRM were higher when autoSCT was offered in RR disease (relapse/progression 36% and TRM 6%
in the frontline setting) [19].

Chen et al. reported an experience at Stanford where 32 RR PTCL patients underwent autoSCT
(primary refractory, n = 11). Five-year PFS and OS were 12% and 40%, respectively. They indicated a
minimal durable benefit with autoSCT and proposed the consideration of novel strategies or alloSCT
in the RR setting. This was in contrast to a favourable 5-year PFS of 51% and OS of 76% in CR1 [44].

The previously mentioned team from the MDACC reviewed 76 RR PTCL patients who underwent
a HSCT between 1990 and 2009 (autoSCT, n = 41; alloSCT, n = 35) and demonstrated better outcomes
with autoSCT, especially in chemotherapy-sensitive disease, with no survival benefit with alloSCT.
Notably, the two cohorts were not comparable, with alloSCT having a younger median age (43 years
versus 56 years) and more extra-nodal histologies. The 4-year predicted OS rates were superior in
autoSCT compared with alloSCT (50% versus 36%, p < 0.05). There was no statistically significant
difference in 4-year PFS between the two groups. Additionally, there were no discernible differences in
OS amongst the major histological subtypes [17].

Please see Table 6.

Table 6. Autologous and allogeneic stem cell transplantation in the relapsed and refractory setting:
Retrospective studies.

Autologous Stem Cell Transplantation

Study Year Cases
(n)

PTCL Subtypes
(n = ALCL)

Median
Follow-Up
(Months)

Survival TRM
(%)

Kewalramani et al. [45] 2006 24

All subtypes excluding
ALCL, ALK+
(ALCL, ALK−

n = 4)

6 years PFS: 24% at 5 years
OS: 33% at 5 years -

Chen et al. [44] 2008 32
All subtypes including

ALCL
(n = 13)

- PFS: 12% at 5 years
OS: 40% at 5 years 4

Nademanee et al. [32] 2011 55 All subtypes including
ALCL, ALK+

33.6 PFS: 32% at 5 years
OS: 45% at 5 years 0
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Table 6. Cont.

Autologous Stem Cell Transplantation

Study Year Cases
(n)

PTCL Subtypes
(n = ALCL)

Median
Follow-Up
(Months)

Survival TRM
(%)

Czyz et al. [33] 2012 46 All subtypes including
ALCL, ALK+

53 PFS: 51.7% at 5 years
OS: 56.8% at 5 years -

Beitinjaneh et al. [17] 2015
76

autoSCT 41
alloSCT 35

All subtypes excluding
ALCL, ALK+
(ALCL, ALK−

n = 28)

-

autoSCT
OS: 50% at 4 years

alloSCT
OS: 36% at 4 years

PFS: NSD

-

El-Asma et al. [19]
(meta-analysis) 2016 581 All subtypes including

ALCL - PFS: 36%
OS: 47% 10

Wu et al. [39] 2018 32 All subtypes including
ALCL 23.6 PFS: 32.9% at 2 years

OS: 50.5% at 2 years -

Allogeneic Stem Cell Transplantation

Kyriakou et al. [46] 2009 45 AITL 29 PFS: 54% at 3 years
OS: 64% at 3 years

25%
(1 year)

Shustov et al. [47] 2020 17 All subtypes including
ALCL 3.3 years PFS: 53% at 3 years

OS: 59% at 3 years
19%

(3 year)

Jacobsen et al. [48] 2011 52 All subtypes including
ALCL 49

Nodal PTCL
PFS: 45% at 3 years
OS: 52% at 3 years
Extranodal PTCL
PFS: 6% at 3 years
OS: 23% at 3 years

27
(3 year)

Zain et al. [49] 2011 37
All subtypes including

ALCL and CTCL
(ALCL n = 6)

20.3 PFS: 46.7% at 5years
OS: 52.2% at 5 years

28.9%
(5 years)

Delioukina et al. [50] 2012 27 All subtypes including
ALCL and CTCL 36 PFS: 47% at 2 years

OS: 55% at 2 years
22%

(2 years)

Dodero et al. [51] 2012 52
All subtypes including

ALCL
(n = 11)

67 PFS: 40% at 5years
OS: 50% at 5 years

12%
(5 years)

Golberg et al. [52] 2012 34
(n = CR1)

All subtypes including
ALCL
(n = 8)

45 PFS: 50% at 2 years
OS: 61% at 2 years 18

Czajczynska et al. [53] 2013 24
All subtypes including

ALCL
(n = 4)

44.8 OS 42.4% t 3 years 25

Huang et al. [54] 2017
67

(autoSCT 43
alloSCT 24)

All subtypes excluding
ALCL, ALK+
(ALCL, ALK−

n = 19)

27

autoSCT
PFS: 49% at 5 years
OS: 57% at 5 years

alloSCT
PFS: 54% at 5 years
OS: 55% at 5 years

18
(alloSCT)

7
(autoSCT)

Rohlfing et al. [55] 2018

117
(RR 91)

Underwent
SCT n = 38
(autoSCT 7
alloSCT 31)

All subtypes including
ALCL

(n = 27)
5.8 years

autoSCT
OS: 10 months

alloSCT
OS: 52% at 5 years

23
(alloSCT)

PTCL, peripheral T-cell lymphoma; n, number; ALCL, anaplastic large-cell lymphoma; AITL, angioimmunoblastic
T-cell lymphoma; TRM, treatment related mortality; PFS, progression-free survival; OS, overall survival; NSD, not
statistically different; autoSCT, autologous stem cell transplantation; alloSCT, allogeneic stem cell transplantation;
ALCL, anaplastic large-cell lymphoma; ALK+, anaplastic lymphoma kinase-positive; ALK−, anaplastic lymphoma
kinase-negative; RR, relapsed and refractory.
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6. Allogeneic Stem Cell Transplantation in Relapsed/Refractory PTCL

6.1. Prospective Data

A small phase II prospective study by Corradini et al. included 17 patients (primary chemotherapy
refractory, n = 2; relapsed disease, n = 15; disease relapse post autoSCT, n = 8) who received salvage
chemotherapy followed by RIC alloSCT. The estimated 3-year OS and PFS were 81% (95% CI 62–100) and
64% (95% CI 39–89%), respectively. The estimated probability of NRM at 2 years was 6% (95% CI 1–17).
Donor lymphocyte infusions induced a response in two patients progressing after alloSCT [56].

6.2. Registry Data

Retrospective analysis of a French registry included 77 PTCL patients who underwent an alloSCT
between 1988 and 2006. The median number of prior lines of therapies was two with 25% of cases
having a prior autoSCT. At the time of alloSCT, 31 patients were in CR, whereas 26 were in PR. Five-year
TRM was 33% (95% CI 24–46). The 5-year OS and event EFS rates were 57% (95% CI 45–68) and 53%
(95% CI 41–64), respectively. In multivariate analysis, chemotherapy resistant disease at the time of
alloSCT and the occurrence of severe grade 3–4 acute graft versus host disease (aGVHD) had a negative
prognostic value for OS (p = 0.0003 and 0.0001, respectively) [41].

As described previously, the CIBMTR registry reviewed 126 alloSCT patients in 2013 and noted
a 3-year PFS of 31% despite being heavily pre-treated and with refractory disease, but there was no
significant difference in relapse/progression between autoSCT and alloSCT (p = 0.1451). Regimen
intensity, either MAC, non-myeloablative conditioning (NMAC) or RIC, did not have an impact on
PFS, OS or NRM. Two or fewer lines of pre-transplantation therapy (HR 5.02; 95% CI 2.15–11.72) were
prognostic of survival [40].

The CIBMTR registry also reviewed the outcomes of alloSCT in 249 patients with RR AITL,
with a median of three prior lines of therapy, demonstrating durable disease control even in patients
who failed autoSCT and patients with refractory disease at the time of alloSCT. The majority had
chemotherapy-sensitive disease at time of alloSCT (79%) and received an NMAC/RIC conditioning
regimen; grade 3-4 acute graft versus host disease (aGVHD) was 12% (95% CI 8–17), 1-year chronic
graft versus host disease (cGVHD) was 49% (95% CI 43–56), 1-year NRM of 19% (95% CI 14–24), 4-year
PFS and OS of 47% (95% CI 41–54) and 56% (95% CI 49–63), respectively. Four-year PFS and OS in
refractory patients were 38% and 52%, respectively. [42].

Fukano et al. analysed 38 patients (age 3–30 years) with RR ALCL who had undergone an alloSCT
(RIC, n = 8; MAC, n = 30) in a Japanese registry. The 5-year OS rates in the RIC and MAC groups were
100% and 49%, respectively (p = 0.018). The 5-year EFS rates were 88% in the RIC and 43% in the
MAC group (p = 0.039). Whilst four of the eight patients in the RIC cohort showed residual disease at
alloSCT, all patients achieved a CR. These data suggest that RIC alloSCT may be effective for RR ALCL
in children, adolescents, and young adults, even in non-CR cases [43].

Please see Table 5.

6.3. Retrospective Data

Jacobsen et al. examined the outcome of 52 patients who underwent an alloSCT at the Dana-Farber
Cancer Institute/Brigham and Women’s Hospital and indicated that alloSCT can produce long-term
disease control with a notable plateau in OS and PFS curves. A wide variation of PTCL subtypes
were included, with the majority being PTCL-NOS (38%) and 79% of patients had undergone a prior
autoSCT. Three-year OS was 41% (95% CI 28–55) and 3-year PFS was 30% (95% CI 18–43) with the
nodal histology group performing better compared with extranodal histologies. The incidence of
GVHD was acceptable (grade III–IV aGVHD 6% and cGVHD 27%). Despite a significantly higher risk
of relapse with RIC (p = 0.00005) compared with ablative conditioning, there was no difference in OS
or PFS [48].
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Czajczynska et al. reviewed 24 RR PTCL patients with varying subtypes who underwent
induction therapy, usually the cladribine, cytosine arabinoside, and etoposide with granulocyte
colony-stimulating factor support (CLAEG) protocol, and proceeded immediately to conditioning with
carmustine, etoposide, cytarabine, melphalan (BEAM) and medium-dose alemtuzumab. Whilst 50%
had never achieved a CR previously, 20 of 22 assessable patients achieved a CR with acceptable toxicity
(grade II–IV aGVHD 25% and cGVHD 30%). One-year and 3-year OS were 58.3% (95% CI 40.6–83.8)
and 42.4% (95% CI 25.4–70.8), respectively [53].

A retrospective analysis from a Chinese centre in 2016 that included 67 patients with PTCL
(autoSCT, n = 43; alloSCT, n = 24), predominantly PTCL-NOS, did not demonstrate a difference in
5-year PFS (p = 0.499) or OS (p = 0.566) between alloSCT or autoSCT. However, the two groups were
not comparable as patients in CR1 and second CR were predominantly represented in the autoSCT
cohort, whilst patients in PR and not in remission were predominantly represented in the alloSCT
cohort. Once patients in CR or PR were excluded, alloSCT had a superior 3-year OS (53%, p = 0.042)
as opposed to patients who underwent an autoSCT, favouring a decision to proceed with alloSCT in
patients with primary refractory PTCL [54].

Rohlfing et al. conducted a retrospective single-centre analysis of PTCL patients (ALK-positive
patients excluded) referred to the University of Heidelberg, Germany, between 2001 and 2014. This was
a two-part study where the first primary objective was to analyse the impact of an ‘intent-to-autoSCT
strategy’ in the first-line treatment on outcome and the second primary objective was to investigate the
impact of autoSCT and alloSCT on survival after PTCL relapse. Ninety-one of the 117 patients relapsed
or progressed (78%) following first-line therapy (40% primary refractory, 16% relapsed within and 21%
beyond 6 months). Fifty-one patients (57%) could not proceed to HSCT following re-induction due to
progressive disease (38%), poor performance status or advanced age. Of the 38 patients who managed
to proceed to HSCT, the majority (31) underwent an alloSCT (seven of them with chemotherapy
refractory disease). This study revealed sustained remissions and long-term survival only in patients
that underwent an alloSCT with a 5-year predicted OS of 52%, in contrast to all seven patients who
received a salvage autoSCT succumbing with a median OS of 10 months [55].

As mentioned above, data from the MDACC demonstrated no survival benefit with alloSCT over
autoSCT in RR PTCL [17].

Please see Table 6.

7. Comparison of National and Co-Operative Group Guidelines

The National Comprehensive Cancer Network (NCCN) in 2020 [57], American Society for
Transplantation and Cellular Therapy (ASTCT) in 2017 [58] and the European Society for Medical
Oncology (ESMO) in 2015 [59] all recommend autoSCT as frontline consolidation as an option for
nodal PTCL subtypes PTCL-NOS, AITL, and ALK-negative ALCL.

In ALK-positive ALCL, an upfront autoSCT is not recommended in the ASTCT and NCCN
guidelines. Conversely, ESMO further subdivide this category as low and high risk according to
the IPI, defined as age (>60 years), performance status (2–4), tumour stage (III–IV), elevated serum
lactate dehydrogenase (LDH) and number of extranodal disease sites (>1). Whilst a consolidative
autoSCT is not recommended for low-risk disease, they recommend autoSCT in high-risk patients
(IPI > 2). All three guidelines recommend autoSCT as frontline consolidation for patients with EATL
and consideration of alloSCT in primary refractory or relapsed disease if eligible.

NCCN also suggest that ALK-negative DUSP22 rearranged cases could be treated similarly to
ALK-positive cases without an upfront autoSCT given their favourable prognosis.

Consideration of upfront alloSCT is suggested by NCCN in patients who do not achieve a PR
following induction treatment in nodal PTCL subtypes. Upfront alloSCT is recommended by all
for hepatosplenic T-cell lymphoma (HSTCL) if a suitable is donor available. However, some of the
panellists in ASTCT favoured frontline autoSCT in advanced age, multiple comorbidities and if CR1.
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In relapsed chemotherapy-sensitive disease, ASTCT—using the Grading of Recommendations
Assessment, Development and Evaluation (GRADE) methodology—strongly recommend an autoSCT
for all nodal PTCL subtypes including ALK-positive ALCL if not done as upfront consolidation or an
alloSCT if an autoSCT was performed in the frontline setting. Allogeneic stem cell transplantation is
weakly recommended for primary refractory or RR disease. ESMO and NCCN guidelines support this
recommendation and favour using a RIC regimen if proceeding with alloSCT.

8. Discussion and Recommendations

8.1. Why Explore Stem Cell Transplantation in the Management of PTCLs?

Peripheral T-cell lymphomas are a group of lymphomas that portend a poor prognosis with an
undefined optimal therapeutic approach. Despite the limited prospective data to clearly demonstrate
outcomes following standard CHOP-based therapy, it is recognised that survival outcomes are
unsatisfactory, especially compared with B-NHL. Aside from brentuximab vedotin, cyclophosphamide,
doxorubicin and prednisolone (A+CHP) for CD30-positive PTCLs and CHOEP for a selected group of
patients, intensification of frontline treatment regimens has largely been unsuccessful with benefits
mainly being offset by increased toxicity [3,60]. Consolidation with HSCT has thus been introduced
in an attempt to reduce disease relapse and achieve durable remissions. Additionally, as shown by
Chihara et al. and a report from the International T-cell Lymphoma Project, outcomes of patients
failing first-line therapy are dismal and salvage treatment followed by consolidation with HSCT have
also been attempted to mitigate such inferior outcomes in the RR setting [61,62].

There is a paucity of literature regarding the effectiveness of alloSCT in PTCL. It does,
however, have curative potential mediated by graft versus lymphoma effects. Additional advantages
include having a tumour-free graft and the option of donor lymphocyte infusions in the event of
recurrent disease.

8.2. Challenges Encountered in Proceeding with Stem Cell Transplantation

The timing and the best modality of autoSCT versus alloSCT in PTCL are controversial. The present
body of evidence is based on retrospective studies and registry data with only a handful of prospective
studies and no phase III randomised studies. Importantly, these data carry inherent limitations,
including small numbers (largest prospective and registry studies having only 166 and 249 patients,
respectively), patient selection bias with the selection of patients with chemotherapy-sensitive disease,
the marked heterogeneity of PTCL disease subtypes, including variation in the inclusion of favourable
histologies such as ALK-positive ALCL, diverse eligibility criteria and differing rates of CR prior
to HSCT. Importantly, intent-to-treat analysis is the exception rather than the rule. Indeed, up to
56% of patients are not included due to early relapse or refractory disease hindering progression to
transplantation [3].

The challenges of proceeding to an alloSCT include the identification of a human leukocyte
antigen-compatible donor, the need for a good pre-transplant performance status, organ function
and the potentially high TRM, with some studies quoting a risk of up to 33% [41]. Nevertheless,
progress over the years in supportive care, GVHD prophylaxis and better selection of conditioning
regimens have considerably improved TRM and the availability of alternative stem cell sources such
as haploidentical or mismatched donors have increased the access to alloSCT for many patients.

8.3. Predictors of Improved Disease Outcomes Following Stem Cell Transplantation

Best results with autoSCT are seen in patients in CR1 at the time of transplantation and this can
be challenging as upfront therapies remain inadequate especially in non-nodal aggressive subtypes.
This was a unifying observation from the phase II prospective trials where autoSCT was most effective
when performed as part of the initial therapy in CR1 and chemotherapy sensitivity was the most
important predictor of outcome with 5 year PFS and OS ranging between 39 and 44% and 44 and 51%,
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respectively [3,9]. Additionally, Rodriguez et al. indicated that early salvage therapy in patients not
attaining a CR may improve clinical outcomes with a 2-year predicted OS of 84% and PFS of 56% [6].
The COMPLETE registry also revealed an attractive estimated 2-year PFS and OS rates of 75.3% and
63.4% in patients who underwent an autoSCT in CR1 compared to 41.9% and 19.5% in patients not
achieving CR1 [14]. Similarly, disease status at alloSCT is a prognostic indicator [11].

Aside from chemotherapy-sensitive disease, to date, there are no well-defined characteristics that
help predict an improved outcome to transplantation.

8.4. Choice of Conditioning Regimen in AlloSCT

Presently, there is no clear evidence to support the use of a specific conditioning regimen.
A conditioning regimen has to cautiously balance lymphoma eradication and aid donor engraftment
whilst minimising the TRM. The data for a myeloablative conditioning regimen are sparse in this
setting and several small retrospective studies have demonstrated that increasing dose intensity with a
MAC regimen did not improve outcomes when compared with a RIC regimen [40,41,46,52]. It therefore
could be argued that only a graft versus lymphoma effect is responsible for the benefit seen in selected
patients, and not dose intensity. A RIC regimen is also attractive as it allows older patients to undergo
an alloSCT and its fewer immunosuppressive effects whilst its associated higher risk of relapse can be
compensated by lower TRM.

8.5. Haematopoietic Stem Cell Transplantation in the Frontline Management of PTCLs

8.5.1. Expected Outcome of PTCL with Standard Frontline Treatment

When considering the upfront management of PTCL, CHOP and CHOP-like regimens, CHOEP,
for a selected group of young patients (age < 60, normal LDH), remains the standard of care based
on extrapolation from studies conducted on aggressive lymphomas where B and T-cell lymphomas
have been grouped together with inadequate statistical power to determine T-cell-specific outcomes.
More recently, A+CHP has become the standard of care for CD30-positive PTCL (mainly ALCL).
Importantly, expected outcomes with CHOP can be inferred from three studies: the ECHELON-2
data; the recently published study comparing ALZ+CHOP versus CHOP in the elderly (>60 years);
and the abstract data on ALZ+CHOP versus CHOP in the young (≤65 years). The ECHELON-2 study
demonstrated a 3-year PFS of 44.4% in the placebo + CHOP group (n = 226, 70% poor risk ALCL,
consolidative autoSCT performed in 17%) with 42% of patients requiring subsequent salvage therapy
for residual or progressive disease [60]. The two ALZ+CHOP studies demonstrated a 3-year PFS of
28% and 26%, respectively, for patients receiving CHOP-based therapy [63,64].

8.5.2. When Should a Frontline AutoSCT Be Considered?

EATL

The evidence for autoSCT as a consolidation strategy is strongest for EATL. This has been
demonstrated in the following three prospective studies. The Scotland and Newcastle Lymphoma
Group collected data on a total 26 patients who received a novel regimen (one course of CHOP
followed by three courses of IVE (ifosfamide, vincristine, etoposide) alternated with intermediate-dose
methotrexate) followed by autoSCT if in remission. Five-year PFS and OS were 52% and 60%,
respectively, and were significantly improved compared with the historical group treated with
anthracycline-based chemotherapy (p = 0.01 and p = 0.003, respectively) [65]. More recently, a UK
phase II study evaluated 21 patients (EATL, n = 11) using the induction regimen administered by the
Scotland and Newcastle Lymphoma Group. For EATL patients, 1-year OS and PFS were both 45%
(95% CI 17–71). Of the five EATL patients receiving autoSCT, only one relapsed [66]. Additionally,
the NLG-T-01 study included 21 EATL patients treated with biweekly CHOEP followed by BEAM or
BEAC (carmustine, etoposide, cytarabine, cyclophosphamide)-conditioned autoSCT, with a 5-year PFS
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and OS of 38% and 48%, respectively [3]. A retrospective analysis of the European Society for Bone
and Marrow Transplantation (EBMT) registry and a retrospective cohort study both demonstrated
a survival advantage with autoSCT [67,68]. Based on these data, autoSCT should be considered as
frontline consolidation (Level II, Grade B).

PTCL-NOS and AITL

Centred on the data of the six prospective phase II studies and the COMPLETE registry,
consolidative autoSCT could be considered for AITL and PTCL-NOS cases in CR1 [3,5–9,14]. This is
further supported by two meta-analyses, each including more than 1000 patients; J. Yin et al.
demonstrated a non-statistically significant trend in survival benefit with frontline autoSCT and
El-Asmar et al. revealed a pooled PFS of 33–55% and an OS of 54–68% with consolidation autoSCT,
respectively [16,19]. When analysed by histological subtype, El-Asmar et al. demonstrated a 5-year
PFS and OS of 49% and 52% for AITL and 38% and 47% for PTCL-NOS, respectively [19] (Level II,
Grade C).

Moreover, two prospective studies have evaluated the role of alloSCT in frontline PTCL [10,11].
These studies did not reveal a significant difference in survival outcomes compared with autoSCT
and a substantial proportion of patients unable to proceed with alloSCT due to disease progression or
inadequate response. The present data are not sufficient to recommend an alloSCT over autoSCT in
the upfront setting, especially in the context of high TRM (Level II, Grade D).

8.5.3. When Should a Frontline AlloSCT Be Considered?

Hepatosplenic T-Cell Lymphoma

The EBMT reported a retrospective registry-based multicentre study of twenty-five patients who
were transplanted for HSTCL between 2003 and 2011 (alloSCT n = 18, autoSCT n = 7). The median
interval from diagnosis to transplant was five months and patients had received a median of two
(range one to four) lines of prior treatment. Disease status at alloSCT was CR (39%), PR (44%) or
refractory disease (17%). With a median follow-up of 36 months, 3-year PFS and OS were 48% and 54%
respectively. Of the seven patients who underwent an autoSCT, only one was alive and progression-free
58 months after transplantation [69].

A retrospective systematic review of outcomes in alloSCT reported similar findings. The estimated
3-year relapse-free survival and OS were 42% and 56%, respectively, in 44 patients [70].

Given the dismal prognosis associated with HSTCL and a younger median age of diagnosis,
alloSCT can be considered as a consolidative option where feasible, although outcomes remain
unsatisfactory with many patients progressing prior to transplantation (Level III, Grade C).

8.5.4. Approaches to Frontline Transplantation in ALCL

ALCL, ALK-Negative and ALK-Positive High Risk

The role of transplantation in this setting is controversial. As described previously, a subset of ALCL,
ALK-negative cases contain a DUSP22 translocation with survival rates similar to ALK-positive ALCL
and another subset harbour the TP63 translocation associated with a poorer prognosis, which may assist
in deciding on a consolidative approach. To date, no studies have examined these groups separately.

Several prospective studies suggest a benefit of frontline autoSCT. The previously mentioned
NLG-T-01 included 31 ALK-negative ALCL patients with ALK-positive excluded. The ALK-negative
group had a 5-year OS and PFS of 70% and 61%, respectively [3]. A sub-analysis of a prospective trial
of frontline autoSCT in 202 patients with NHL, which included 15 patients with sALCL (ALK-positive,
n = 7), was reported by the Groupe Ouest-est d’Etude des Leucémies et Autres Maladies du Sang
(GOELAMS) group. All patients entered CR, no relapse occurred and EFS and survival reached
87% with a follow-up of more than five years [71]. The COMPLETE trial included 30 patients with
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ALCL, ALK-negative and ALK-positive excluded. However, only four patients underwent autoSCT.
Regardless of their autoSCT status, patients with ALK-negative ALCL had significantly longer OS
than patients with AITL or PTCL NOS and the median PFS was not reached for ALK-negative ALCL,
whereas the median PFS times were 35.1 and 46.1 months for AITL and PTCL NOS, respectively.
The median PFS was 57.6 months in the autoSCT group, whereas the non-autoSCT group had a median
PFS of 47.5 months; however, the difference was not statistically significant [14]. Extrapolating from
the above data, it is reasonable to offer autoSCT for patients with ALCL, ALK-negative disease who
do not harbour the DUSP22 rearrangement (Level II, Grade C). The optimum management for those
with DUSP22 rearrangement is unknown but treatment as per ALK-positive disease could be adopted
(Level III, Grade C). Patients with a TP63 rearrangement could be considered for alloSCT (Level III,
Grade C).

Similarly, for ALCL, ALK-positive high-risk disease with an IPI of ≥2 (IPI defined according to
age (>60 years), performance status (>1), tumour stage (III–IV)), elevated serum LDH and a number of
extranodal disease sites (>1), consideration should be given to frontline consolidation with autoSCT
(Level II, Grade C).

ALK-Positive Standard Risk

In contrast, due to the favourable survival outcomes with induction therapy alone in ALCL,
ALK-positive standard-risk disease (IPI < 2), frontline autoSCT could be omitted, especially if CR1 is
achieved (Level II, Grade D).

ALCL, ALK-Negative with DUSP 22 Rearrangement

Additionally, given the favourable prognosis in ALCL, ALK-negative cases with DUSP22
translocation, one could argue that frontline autoSCT could be omitted in cases with an IPI < 2,
especially if CR1 is achieved (Level III, Grade C).

8.6. Haematopoietic Stem Cell Transplantation in Relapsed/Refractory PTCL

8.6.1. Expected Outcome of Peripheral T-Cell Lymphoma with Salvage Treatment

Importantly, as shown by Chihara et al., survival outcomes have not improved since 1999 in
subtypes AITL and PTCL-NOS following relapse/progression, despite the introduction of novel agents
such as romidepsin and pralatrexate with 5-year OS rates approaching only 10% in patients not
undergoing a HSCT [61]. Additionally, a report from the International T-cell Lymphoma Project,
which included a total of 1020 patients, has revealed a significant 47% of refractory cases and a 21%
relapse rate following frontline treatment with a median time to relapse of only 8 months. Median
OS was only 5.8 months; 3-year OS rates were 21% and 28% for refractory and relapsed patients,
respectively (p < 0.001). Patients receiving a salvage HSCT had a slightly better 3-year survival of 48%
compared with 18% for those not proceeding to a HSCT [62]. This underscores an unmet need in the
salvage options for the management of PTCL.

In patients proceeding to transplantation, various salvage combination therapy regimens used in
B-cell lymphomas have been investigated with no clear superiority of any single regimen over the
other. By way of contrast, for patients not suitable for transplant, standard combination chemotherapy
salvage regimens (i.e., ifosfamide, carboplatin, etoposide (ICE), dexamethasone, cisplatin, cytarabine
(DHAP), etc.) are not generally recommended as they are toxic and achieve only short remissions.
Thus, single-agent regimens such as pralatrexate, romidepsin and gemcitabine should be considered in
an attempt to achieve and maintain remissions.



Cancers 2020, 12, 3125 17 of 24

8.6.2. When Should an AutoSCT Be Considered in the Salvage Setting?

PTCL-NOS, ALCL (Both ALK-Positive and Negative)

The evidence for autoSCT in the RR setting comes from registry data and retrospective studies.
These data suggest that outcomes could be improved if a consolidation HSCT is performed, with the
most advantage in the ALCL subtype, improving the 3-year OS to 65% and to approximately 50% in
other subtypes. Registry data from CIBMTR revealed no significant difference in survival between
autoSCT and alloSCT, albeit a higher TRM of 34% as expected with alloSCT versus 6% [40]. Mixed results
have been observed in retrospective studies, with the MDACC data revealing better outcomes with
autoSCT and no survival advantage of alloSCT compared with the data from Stanford, revealing poor
5-year PFS and OS rates of 12% and 40% with autoSCT suggesting the need to consider alloSCT or
novel strategies [17,44]. Centred on these data, HSCT should be considered for eligible patients in the
salvage setting (Level II, Grade C) and chemotherapy-sensitive patients who have not previously had
a HSCT preference should be given autoSCT over alloSCT (Level III, Grade C).

In RR ALCL, ALK-negative cases with DUSP22 translocation and cases with TP63 rearrangement
not suitable for alloSCT, an autoSCT should be performed if this is not done as part of frontline
consolidation (Level III, Grade C).

8.6.3. When Should an AlloSCT Be Considered in the Salvage Setting?

AITL

Angioimmunoblastic T-cell lymphoma is a somewhat special circumstance where patients are
more likely to benefit from an alloSCT in the RR setting compared with other nodal PTCLs based on
two retrospective registry data [41,42] (Level II, Grade C).

The CIBMTR registry demonstrated a 4-year PFS and OS of 47% (95% CI 41–54) and 56% (95% CI
49–63) in RR AITL with a median of three prior lines of therapy and a median age of 56 years.
Additionally, relapses were noted to plateau at 2 years post alloSCT and provided durable disease
control even in patients with a failed prior autoSCT and patients with refractory disease at the time of
alloSCT (4-year PFS 38%, OS 52%) [42].

The French registry revealed a favourable survival advantage for RR AITL compared with other
histological subtypes with a 5-year OS and EFS rates of 80% (95% CI 39–94) and 80% (95% CI 39–94)
as opposed to 63% (95% CI 41–79) and 58% (95% CI 35–75) for PTCL patients, 55% (95% CI 35–72),
and 48% (95% CI 28–65) for ALCL patients, respectively. Nevertheless, univariate analysis showed no
statistical difference in OS, EFS and TRM according to the histological subtype [41].

8.7. Future Directions

Given its extreme heterogeneity and rarity, conducting well designed prospective RCTs addressing
areas of unmet need, especially in specific PTCL subtypes with inherently varied clinical behaviours,
is a formidable task but needs to be undertaken. In an era where novel agents are emerging as
potential frontline options, it is largely unknown if these targeted therapies are able to achieve durable
remissions. Such an approach may eventually obviate the need for HSCT, particularly in frontline
settings, similar to our current practice in B-NHLs.

Disease rarity and heterogeneity add to the complexity of managing PTCL. Excitingly,
gene expression profiling has recently improved our diagnostic and prognostic ability and it is
becoming increasingly clear that PTCL is not one disease, but many biologically distinct subsets with
varying prognostic implications and outcomes, especially in ALCL, ALK-negative and PTCL-NOS
subtypes. To date, these subtypes have not been explored individually. This underscores the importance
of enrolling patients in clinical trials or collaborating to form larger registries so specific subtypes can
be analysed individually.
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9. Conclusions

On the basis of currently available data, HSCT remains an important therapeutic modality in the
management of PTCLs in both the frontline and salvage settings, however the lack of good quality
randomized data to guide management has resulted in lack of consensus and occasionally conflicting
recommendations in the literature. The rapidly evolving changes in the diagnostic and therapeutic
landscape, will necessitate an ongoing evaluation of the role of HSCT in the management of these
heterogeneous diseases.
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Abbreviations

Abbreviation Explanation
A+CHP Brentuximab vedotin, cyclophosphamide, doxorubicin, prednisolone
AITL Angioimmunoblastic T-cell lymphoma
aGVHD Acute graft versus host disease
ALCL Anaplastic large-cell lymphoma
ALK Anaplastic lymphoma kinase
AlloSCT Allogeneic stem cell transplantation
ALZ+CHOP Alemtuzumab, cyclophosphamide, doxorubicin, vincristine, prednisolone
ASTCT American Society for Transplantation and Cellular Therapy
AutoSCT Autologous stem cell transplantation
BEAC Carmustine, etoposide, cytarabine, cyclophosphamide
BEAM Carmustine, etoposide, cytarabine, melphalan
B-NHL B-cell non-Hodgkin lymphoma
cGVHD Chronic graft versus host disease
CHOEP Cyclophosphamide, doxorubicin, vincristine, etoposide, prednisolone
CHOP Cyclophosphamide, doxorubicin, vincristine, prednisolone
CIBMTR Centre for International Blood and Marrow Transplant Research
CLAEG Cladribine, cytosine arabinoside, and etoposide with granulocyte colony-stimulating factor support
COMPLETE Comprehensive Oncology Measures for Peripheral T-cell Lymphoma Treatment
CR Complete remission
CR1 First complete remission
DFS Disease-free survival
DHAP Dexamethasone, cisplatin, cytarabine
EATL Enteropathy associated T-cell lymphoma
EBMT European Society for Bone and Marrow Transplantation
EFS Event-free survival
ESHAP Etoposide, methylprednisolone, cytarabine, cisplatin
ESMO European Society for Medical Oncology
GEL-TAMO Grupo Español de Linfomas/Trasplante Autólogo de Médula Ósea
GOELAMS Groupe Ouest-est d’Etude des Leucémies et Autres Maladies du Sang
GVHD Graft versus host disease
HSCT Haematopoietic stem cell transplantation
HSTCL Hepatosplenic T-cell lymphoma

HyperCHidam
High-dose methotrexate given as a continuous infusion (1.6g/m2) on day 1; cyclophosphamide 300mg/m2

and high-dose cytarabine 2 g/m2 every 12 hours for 3 days
ICE Ifosfamide, carboplatin, etoposide
IPI International prognostic index
IVE Ifosfamide, vincristine, etoposide
LDH Lactate dehydrogenase
MAC Myeloablative conditioning
MDACC MD Anderson Cancer Centre



Cancers 2020, 12, 3125 19 of 24

Abbreviation Explanation

Mega-CHOP
Cyclophosphamide 2 g/m2, doxorubicin 90 mg/m2 and vincristine 1.4 mg/m2 on day 1, prednisolone
60mg/m2 days 1–5

NCCN National Comprehensive Cancer Network
NLG-T-01 Nordic Lymphoma Group-T-01
NMAC Non-myeloablative conditioning
NRM Non-relapse mortality
OS Overall survival
PFS Progression-free survival
PIT Prognostic index for peripheral T-cell lymphoma
PR Partial remission
PTCL Peripheral T-cell lymphoma
PTCL-NOS Peripheral T-cell lymphoma-not otherwise specified
RIC Reduced-intensity conditioning
RR Relapsed and refractory
TRM Transplantation-related mortality

References

1. Schmitz, N.; Trümper, L.; Ziepert, M.; Nickelsen, M.; Ho, A.D.; Metzner, B.; Peter, N.; Loeffler, M.;
Rosenwald, A.; Pfreundschuh, M. Treatment and prognosis of mature T-cell and NK-cell lymphoma:
An analysis of patients with T-cell lymphoma treated in studies of the German High-Grade Non-Hodgkin
Lymphoma Study Group. Blood 2010, 116, 3418–3425. [CrossRef] [PubMed]

2. Feugier, P.; Van Hoof, A.; Sebban, C.; Solal-Celigny, P.; Bouabdallah, R.; Fermé, C.; Christian, B.; Lepage, E.;
Tilly, H.; Morschhauser, F.; et al. Long-term results of the R-CHOP study in the treatment of elderly patients
with diffuse large B-cell lymphoma: A study by the groupe d’etude des lymphomes de l’adulte. J. Clin. Oncol.
2005, 23, 4117–4126. [CrossRef]

3. D’Amore, F.; Relander, T.; Lauritzsen, G.F.; Jantunen, E.; Hagberg, H.; Anderson, H.; Holte, H.; Österborg, A.;
Merup, M.; Brown, P.; et al. Up-front autologous stem-cell transplantation in peripheral T-cell lymphoma:
NLG-T-01. J. Clin. Oncol. 2012, 30, 3093–3099. [CrossRef] [PubMed]

4. Gross, P.A.; Barrett, T.L.; Dellinger, E.P.; Krause, P.J.; Martone, W.J.; Mc Gowan, J.E.; Sweet, R.L.; Wenzel, R.P.
Purpose of quality standards for infectious diseases. Clin. Infect. Dis. 1994, 18, 421. [CrossRef] [PubMed]

5. Corradini, P.; Tarella, C.; Zallio, F.; Dodero, A.; Zanni, M.; Valagussa, P.; Gianni, A.M.; Rambaldi, A.; Barbui, T.;
Cortelazzo, S. Long-term follow-up of patients with peripheral T-cell lymphomas treated up-front with
high-dose chemotherapy followed by autologous stem cell transplantation. Leukemia 2006, 20, 1533–1538.
[CrossRef] [PubMed]

6. Rodríguez, J.; Conde, E.; Gutiérrez, A.; Arranz, R.; León, Á.; Marín, J.; Bendandi, M.; Albo, C.; Caballero, M.D.
Frontline autologous stem cell transplantation in high-risk peripheral T-cell lymphoma: A prospective study
from the Gel-Tamo Study Group. Eur. J. Haematol. 2007, 79, 32–38. [CrossRef] [PubMed]

7. Mercadal, S.; Briones, J.; Xicoy, B.; Pedro, C.; Escoda, L.; Estany, C.; Camós, M.; Colomo, L.; Espinosa, Í.;
Martínez, S.; et al. Intensive chemotherapy (high-dose CHOP/ESHAP regimen) followed by autologous
stem-cell transplantation in previously untreated patients with peripheral T-cell lymphoma. Ann. Oncol.
2008, 19, 958–963. [CrossRef]

8. Reimer, P.; Rüdiger, T.; Geissinger, E.; Weissinger, F.; Nerl, C.; Schmitz, N.; Engert, A.; Einsele, H.;
Muller-Hermelink, H.K.; Wilhelm, M. Autologous stem-cell transplantation as first-line therapy in peripheral
t-cell lymphomas: Results of a prospective multicenter study. J. Clin. Oncol. 2009, 27, 106–113. [CrossRef]

9. Wilhelm, M.; Smetak, M.; Reimer, P.; Geissinger, E.; Ruediger, T.; Metzner, B.; Schmitz, N.; Engert, A.;
Schaefer-Eckart, K.; Birkmann, J. First-line therapy of peripheral T-cell lymphoma: Extension and long-term
follow-up of a study investigating the role of autologous stem cell transplantation. Blood Cancer J. 2016,
6, e452. [CrossRef]

10. Corradini, P.; Vitolo, U.; Rambaldi, A.; Miceli, R.; Patriarca, F.; Gallamini, A.; Olivieri, A.; Benedetti, F.;
Todeschini, G.; Rossi, G.; et al. Intensified chemo-immunotherapy with or without stem cell transplantation
in newly diagnosed patients with peripheral T-cell lymphoma. Leukemia 2014, 28, 1885–1891. [CrossRef]

http://dx.doi.org/10.1182/blood-2010-02-270785
http://www.ncbi.nlm.nih.gov/pubmed/20660290
http://dx.doi.org/10.1200/JCO.2005.09.131
http://dx.doi.org/10.1200/JCO.2011.40.2719
http://www.ncbi.nlm.nih.gov/pubmed/22851556
http://dx.doi.org/10.1093/clinids/18.3.421
http://www.ncbi.nlm.nih.gov/pubmed/8011826
http://dx.doi.org/10.1038/sj.leu.2404306
http://www.ncbi.nlm.nih.gov/pubmed/16871285
http://dx.doi.org/10.1111/j.1600-0609.2007.00856.x
http://www.ncbi.nlm.nih.gov/pubmed/17598836
http://dx.doi.org/10.1093/annonc/mdn022
http://dx.doi.org/10.1200/JCO.2008.17.4870
http://dx.doi.org/10.1038/bcj.2016.63
http://dx.doi.org/10.1038/leu.2014.79


Cancers 2020, 12, 3125 20 of 24

11. Loirat, M.; Chevallier, P.; Leux, C.; Moreau, A.; Bossard, C.; Guillaume, T.; Gastinne, T.; Delaunay, J.; Blin, N.;
Mahe´, B.; et al. Upfront allogeneic stem-cell transplantation for patients with nonlocalized untreated
peripheral T-cell lymphoma: An intention-to-treat analysis from a single center. Ann. Oncol. 2015, 26,
386–392. [CrossRef] [PubMed]

12. Rodríguez, J.; Caballero, M.D.; Gutiérrez, A.; Marín, J.; Lahuerta, J.J.; Sureda, A.; Carreras, E.; León, A.;
Arranz, R.; Fernández de Sevilla, A.; et al. High-dose chemotherapy and autologous stem cell transplantation
in peripheral T-cell lymphoma: The GEL-TAMO experience. Ann. Oncol. 2003, 14, 1768–1775. [CrossRef]

13. Ellin, F.; Landström, J.; Jerkeman, M.; Relander, T. Real-world data on prognostic factors and treatment in
peripheral T-cell lymphomas: A study from the Swedish Lymphoma Registry. Blood 2014, 124, 1570–1577.
[CrossRef] [PubMed]

14. Park, S.I.; Horwitz, S.M.; Foss, F.M.; Pinter-Brown, L.C.; Carson, K.R.; Rosen, S.T.; Pro, B.; Hsi, E.D.;
Federico, M.; Gisselbrecht, C.; et al. The role of autologous stem cell transplantation in patients with nodal
peripheral T-cell lymphomas in first complete remission: Report from COMPLETE, a prospective, multicenter
cohort study. Cancer 2019, 125, 1507–1517. [CrossRef] [PubMed]

15. Kanakry, J.A.; Kasamon, Y.L.; Gocke, C.D.; Tsai, H.L.; Davis-Sproul, J.; Ghosh, N.; Symons, H.;
Bolaños-Meade, J.; Gladstone, D.E.; Swinnen, L.J.; et al. Outcomes of Related Donor HLA-Identical
or HLA-Haploidentical Allogeneic Blood or Marrow Transplantation for Peripheral T Cell Lymphoma.
Biol. Blood Marrow Transplant. 2013, 19, 602–606. [CrossRef] [PubMed]

16. Yin, J.; Wei, J.; Xu, J.H.; Xiao, Y.; Zhang, Y.C. Autologous stem cell transplantation as the first-line treatment
for peripheral T cell lymphoma: Results of a comprehensive meta-analysis. Acta Haematol. 2014, 131, 114–125.
[CrossRef]

17. Beitinjaneh, A.; Saliba, R.M.; Medeiros, L.J.; Turturro, F.; Rondon, G.; Korbling, M.; Fayad, L.; Fanale, M.A.;
Alousi, A.M.; Anderlini, P.; et al. Comparison of survival in patients with t cell lymphoma after autologous and
allogeneic stem cell transplantation as a frontline strategy or in relapsed disease. Biol. Blood Marrow Transplant.
2015, 21, 855–859. [CrossRef]

18. Fossard, G.; Broussais, F.; Coelho, I.; Bailly, S.; Nicolas-Virelizier, E.; Toussaint, E.; Lancesseur, C.; Le Bras, F.;
Willems, E.; Tchernonog, E.; et al. Role of up-front autologous stem-cell transplantation in peripheral T-cell
lymphoma for patients in response after induction: An analysis of patients from LYSA centers. Ann. Oncol.
2018, 29, 715–723. [CrossRef]

19. El-Asmar, J.; Reljic, T.; Ayala, E.; Hamadani, M.; Nishihori, T.; Kumar, A.; Kharfan-Dabaja, M.A. Efficacy of
High-Dose Therapy and Autologous Hematopoietic Cell Transplantation in Peripheral T Cell Lymphomas
as Front-Line Consolidation or in the Relapsed/Refractory Setting: A Systematic Review/Meta-Analysis.
Biol. Blood Marrow Transplant. 2016, 22, 802–814. [CrossRef]

20. Kahl, C.; Leithäuser, M.; Wolff, D.; Steiner, B.; Hartung, G.; Casper, J.; Freund, M. Treatment of peripheral
T-cell lymphomas (PTCL) with high-dose chemotherapy and autologous or allogeneic hematopoietic
transplantation. Ann. Hematol. 2002, 81, 646–650.

21. Schetelig, J.; Fetscher, S.; Reichle, A.; Berdel, W.E.; Beguin, Y.; Brunet, S.; Caballero, D.; Majolino, I.;
Hagberg, H.; Johnsen, H.E.; et al. Long-term disease-free survival in patients with angioimmunoblastic T-cell
lymphoma after high-dose chemotherapy and autologous stem cell transplantation. Haematologica 2003, 88,
1272–1278. [PubMed]

22. Jantunen, E.; Wiklund, T.; Juvonen, E.; Putkonen, M.; Lehtinen, T.; Kuittinen, O.; Franssila, K.; Söderström, K.O.;
Leppä, S.; Elonen, E.; et al. Autologous stem cell transplantation in adult patients with peripheral T-cell
lymphoma: A nation-wide survey. Bone Marrow Transplant. 2004, 33, 405–410. [CrossRef]

23. Feyler, S.; Prince, H.M.; Pearce, R.; Towlson, K.; Nivison-Smith, I.; Schey, S.; Gibson, J.; Patton, N.; Bradstock, K.;
Marks, D.I.; et al. The role of high-dose therapy and stem cell rescue in the management of T-cell malignant
lymphomas: A BSBMT and ABMTRR study. Bone Marrow Transplant. 2007, 40, 443–450. [CrossRef] [PubMed]

24. Rodríguez, J.; Conde, E.; Gutiérrez, A.; Arranz, R.; Gandarillas, M.; Leon, A.; Ojanguren, J.; Sureda, A.;
Carrera, D.; Bendandi, M.; et al. Prolonged survival of patients with angioimmunoblastic T-cell lymphoma
after high-dose chemotherapy and autologous stem cell transplantation. The GELTAMO experience.
Eur. J. Haematol. 2007, 78, 290–296. [CrossRef]

http://dx.doi.org/10.1093/annonc/mdu515
http://www.ncbi.nlm.nih.gov/pubmed/25392158
http://dx.doi.org/10.1093/annonc/mdg459
http://dx.doi.org/10.1182/blood-2014-04-573089
http://www.ncbi.nlm.nih.gov/pubmed/25006130
http://dx.doi.org/10.1002/cncr.31861
http://www.ncbi.nlm.nih.gov/pubmed/30694529
http://dx.doi.org/10.1016/j.bbmt.2013.01.006
http://www.ncbi.nlm.nih.gov/pubmed/23370119
http://dx.doi.org/10.1159/000353778
http://dx.doi.org/10.1016/j.bbmt.2015.01.013
http://dx.doi.org/10.1093/annonc/mdx787
http://dx.doi.org/10.1016/j.bbmt.2015.12.004
http://www.ncbi.nlm.nih.gov/pubmed/14607756
http://dx.doi.org/10.1038/sj.bmt.1704367
http://dx.doi.org/10.1038/sj.bmt.1705752
http://www.ncbi.nlm.nih.gov/pubmed/17589529
http://dx.doi.org/10.1111/j.1600-0609.2007.00815.x


Cancers 2020, 12, 3125 21 of 24

25. Rodríguez, J.; Conde, E.; Gutiérrez, A.; Arranz, R.; León, Á.; Marín, J.; Bendandi, M.; Albo, C.; Calballero, M.D.
The results of consolidation with autologous stem-cell transplantation in patients with peripheral T-cell
lymphoma (PTCL) in first complete remission: The Spanish Lymphoma and Autologous Transplantation
Group experience. Ann. Oncol. 2007, 18, 652–657. [CrossRef] [PubMed]

26. Kyriakou, C.; Canals, C.; Goldstone, A.; Caballero, D.; Metzner, B.; Kobbe, G.; Kolb, H.J.; Kienast, J.; Reimer, P.;
Finke, J.; et al. High-dose therapy and autologous stem-cell transplantation in angioimmunoblastic lymphoma:
Complete remission at transplantation is the major determinant of outcome—Lymphoma Working Party of
the European Group for blood and marrow transplantation. J. Clin. Oncol. 2008, 26, 218–224. [PubMed]

27. Niitsu, N.; Okamoto, M.; Nakamine, H.; Aoki, S.; Motomura, S.; Hirano, M. Clinico-pathologic features and
outcome of Japanese patients with peripheral T-cell lymphomas. Hematol. Oncol. 2008, 26, 152–158. [CrossRef]

28. Prochazka, V.; Faber, E.; Raida, L.; Vondrakova, J.; Kucerova, L.; Jarosovaa, M.; Indrak, K.; Papajik, T. Prolonged
survival of patients with peripheral T-cell lymphoma after first-line intensive sequential chemotherapy with
autologous stem cell transplantation. Biomed. Pap. 2009, 153, 63–66. [CrossRef]

29. Yang, D.H.; Kim, W.S.; Kim, S.J.; Bae, S.H.; Kim, S.H.; Kim, I.H.; Yoon, S.S.; Mun, Y.C.; Shin, H.J.; Chae, Y.S.;
et al. Prognostic Factors and Clinical Outcomes of High-Dose Chemotherapy followed by Autologous Stem Cell
Transplantation in Patients with Peripheral T Cell Lymphoma, Unspecified: Complete Remission at Transplantation
and the Prognostic Index of Peripheral T Ce. Biol. Blood Marrow Transplant. 2009, 15, 118–125. [CrossRef]

30. Numata, A.; Miyamoto, T.; Ohno, Y.; Kamimura, T.; Kamezaki, K.; Tanimoto, T.; Takase, K.; Henzan, H.;
Kato, K.; Takenaka, K.; et al. Long-term outcomes of autologous PBSCT for peripheral T-cell lymphoma:
Retrospective analysis of the experience of the Fukuoka BMT group. Bone Marrow Transplant. 2010, 45,
311–316. [CrossRef]

31. Prochazka, V.; Faber, E.; Raida, L.; Papajik, T.; Vondrakova, J.; Rusinakova, Z.; Kucerova, L.; Myslivecek, M.;
Indrak, K. Long-term outcome of patients with peripheral t-cell lymphoma treated with first-line intensive
chemotherapy followed by autologous stem cell transplantation. Biomed. Pap. 2011, 155, 63–70. [CrossRef]
[PubMed]

32. Nademanee, A.; Palmer, J.M.; Popplewell, L.; Tsai, N.C.; Delioukina, M.; Gaal, K.; Cai, J.; Kogut, N.;
Forman, S.J. High-Dose Therapy and Autologous Hematopoietic Cell Transplantation in Peripheral T Cell
Lymphoma (PTCL): Analysis of Prognostic Factors. Biol. Blood Marrow Transplant. 2011, 17, 1481–1489.
[CrossRef] [PubMed]

33. Czyz, A.; Romejko-Jarosinska, J.; Helbig, G.; Knopinska-Posluszny, W.; Poplawska, L.; Piatkowska-Jakubas, B.;
Hawrylecka, D.; Nasilowska-Adamska, B.; Dytfeld, D.; Lojko-Dankowska, A.; et al. Autologous stem cell
transplantation as consolidation therapy for patients with peripheral T cell lymphoma in first remission:
Long-term outcome and risk factors analysis. Ann. Hematol. 2013, 92, 925–933. [CrossRef] [PubMed]

34. Mehta, N.; Maragulia, J.C.; Moskowitz, A.; Hamlin, P.A.; Lunning, M.A.; Moskowitz, C.H.; Zelenetz, A.;
Matasar, M.J.; Sauter, C.; Goldberg, J.; et al. A retrospective analysis of peripheral T-cell lymphoma treated
with the intention to transplant in the first remission. Clin. Lymphoma Myeloma Leuk. 2013, 13, 664–670.
[CrossRef]

35. Gui, L.; Shi, Y.K.; He, X.H.; Lei, Y.H.; Zhang, H.Z.; Han, X.H.; Zhou, S.Y.; Liu, P.; Yang, J.L.; Dong, M.; et al.
High-dose therapy and autologous stem cell transplantation in peripheral T-cell lymphoma: Treatment
outcome and prognostic factor analysis. Int. J. Hematol. 2014, 99, 69–78. [CrossRef]

36. Gritti, G.; Boschini, C.; Rossi, A.; Delaini, F.; Grassi, A.; Algarotti, A.; Micò, C.; Trezzi, R.; Gianatti, A.;
Barbui, A.M.; et al. Primary treatment response rather than front line stem cell transplantation is crucial for
long term outcome of peripheral T-cell lymphomas. PLoS ONE 2015, 10, e0121822. [CrossRef]

37. Yam, C.; Landsburg, D.J.; Nead, K.T.; Lin, X.; Mato, A.R.; Svoboda, J.; Loren, A.W.; Frey, N.V.; Stadtmauer, E.A.;
Porter, D.L.; et al. Autologous stem cell transplantation in first complete remission may not extend
progression-free survival in patients with peripheral T cell lymphomas. Am. J. Hematol. 2016, 91, 672–676.
[CrossRef]

38. Han, X.; Zhang, W.; Zhou, D.; Ruan, J.; Duan, M.; Zhu, T.; Li, J.; Cai, H.; Cao, X.; Ouyang, M. Autologous
stem cell transplantation as frontline strategy for peripheral T-cell lymphoma: A single-centre experience.
J. Int. Med. Res. 2017, 45, 290–302. [CrossRef]

39. Wu, M.; Wang, X.; Xie, Y.; Liu, W.; Zhang, C.; Ping, L.; Ying, Z.; Deng, L.; Zheng, W.; Lin, N.; et al. Outcome
and prospective factor analysis of high-dose therapy combined with autologous peripheral blood stem cell
transplantation in patients with peripheral T-cell lymphomas. Int. J. Med. Sci. 2018, 15, 867–874. [CrossRef]

http://dx.doi.org/10.1093/annonc/mdl466
http://www.ncbi.nlm.nih.gov/pubmed/17229774
http://www.ncbi.nlm.nih.gov/pubmed/18182664
http://dx.doi.org/10.1002/hon.853
http://dx.doi.org/10.5507/bp.2009.011
http://dx.doi.org/10.1016/j.bbmt.2008.11.010
http://dx.doi.org/10.1038/bmt.2009.165
http://dx.doi.org/10.5507/bp.2011.009
http://www.ncbi.nlm.nih.gov/pubmed/21475380
http://dx.doi.org/10.1016/j.bbmt.2011.02.008
http://www.ncbi.nlm.nih.gov/pubmed/21338704
http://dx.doi.org/10.1007/s00277-013-1716-2
http://www.ncbi.nlm.nih.gov/pubmed/23471671
http://dx.doi.org/10.1016/j.clml.2013.07.005
http://dx.doi.org/10.1007/s12185-013-1465-y
http://dx.doi.org/10.1371/journal.pone.0121822
http://dx.doi.org/10.1002/ajh.24372
http://dx.doi.org/10.1177/0300060516676725
http://dx.doi.org/10.7150/ijms.23067


Cancers 2020, 12, 3125 22 of 24

40. Smith, S.M.; Burns, L.J.; Inwards, D.J.; van Besien, K.; Wiernik, P.H.; Cairo, M.S.; Le Rademacher, J.; He, W.;
Hari, P.N.; Fenske, T.S.; et al. Hematopoietic cell transplantation for systemic mature T-cell non-hodgkin
lymphoma. J. Clin. Oncol. 2013, 31, 3100–3109. [CrossRef]

41. Le Gouill, S.; Milpied, N.; Buzyn, A.; De Latour, R.P.; Vernant, J.P.; Mohty, M.; Moles, M.P.; Bouabdallah, K.;
Bulabois, C.E.; Dupuis, J.; et al. Graft-versus-lymphoma effect for aggressive T-cell lymphomas in adults:
A study by the Société Française de Greffe de Moëlle et de Thérapie Cellulaire. J. Clin. Oncol. 2008, 26,
2264–2271. [CrossRef] [PubMed]

42. Epperla, N.; Ahn, K.W.; Litovich, C.; Ahmed, S.; Battiwalla, M.; Cohen, J.B.; Dahi, P.; Farhadfar, N.; Farooq, U.;
Freytes, C.O.; et al. Allogeneic hematopoietic cell transplantation provides effective salvage despite refractory
disease or failed prior autologous transplant in angioimmunoblastic T-cell lymphoma: A CIBMTR analysis.
J. Hematol. Oncol. 2019, 12. [CrossRef] [PubMed]

43. Fukano, R.; Mori, T.; Fujita, N.; Kobayashi, R.; Mitsui, T.; Kato, K.; Suzuki, R.; Suzumiya, J.; Fukuda, T.;
Shindo, M.; et al. Successful outcome with reduced-intensity condition regimen followed by allogeneic
hematopoietic stem cell transplantation for relapsed or refractory anaplastic large-cell lymphoma.
Int. J. Hematol. 2019, 110, 723–728. [CrossRef] [PubMed]

44. Chen, A.I.; McMillan, A.; Negrin, R.S.; Horning, S.J.; Laport, G.G. Long-Term Results of Autologous
Hematopoietic Cell Transplantation for Peripheral T Cell Lymphoma: The Stanford Experience.
Biol. Blood Marrow Transplant. 2008, 14, 741–747. [CrossRef]

45. Kewalramani, T.; Zelenetz, A.D.; Teruya-Feldstein, J.; Hamlin, P.; Yahalom, J.; Horwitz, S.; Nimer, S.D.;
Moskowitz, C.H. Autologous transplantation for relapsed or primary refractory peripheral T-cell lymphoma.
Br. J. Haematol. 2006, 134, 202–207. [CrossRef]

46. Kyriakou, C.; Canals, C.; Finke, J.; Kobbe, G.; Harousseau, J.L.; Kolb, H.J.; Novitzky, N.; Goldstone, A.H.;
Sureda, A.; Schmitz, N. Allogeneic stem cell transplantation is able to induce long-term remissions in
angioimmunoblastic T-cell lymphoma: A retrospective study from the lymphoma working party of the
European group for blood and marrow transplantation. J. Clin. Oncol. 2009, 27, 3951–3958. [CrossRef]

47. Shustov, A.R.; Gooley, T.A.; Sandmaier, B.M.; Shizuru, J.; Sorror, M.L.; Sahebi, F.; McSweeney, P.;
Niederwieser, D.; Bruno, B.; Storb, R.; et al. Allogeneic haematopoietic cell transplantation after
nonmyeloablative conditioning in patients with T-cell and natural killer-cell lymphomas. Br. J. Haematol.
2010, 150, 170–178. [CrossRef]

48. Jacobsen, E.D.; Kim, H.T.; Ho, V.T.; Cutler, C.S.; Koreth, J.; Fisher, D.C.; Armand, P.; Alyea, E.P.; Freedman, A.S.;
Soiffer, R.J.; et al. A large single-center experience with allogeneic stem-cell transplantation for peripheral
T-cell non-Hodgkin lymphoma and advanced mycosis fungoides/Sezary syndrome. Ann. Oncol. 2011, 22,
1608–1613. [CrossRef]

49. Zain, J.; Palmer, J.M.; Delioukina, M.; Thomas, S.; Tsai, N.C.; Nademanee, A.; Popplewell, L.; Gaal, K.;
Senitzer, D.; Kogut, N.; et al. Allogeneic hematopoietic cell transplant for peripheral T-cell non-Hodgkin
lymphoma results in long-term disease control. Leuk. Lymphoma 2011, 52, 1463–1473. [CrossRef]

50. Delioukina, M.; Zain, J.; Palmer, J.M.; Tsai, N.; Thomas, S.; Forman, S. Reduced-intensity allogeneic
hematopoietic cell transplantation using fludarabine-melphalan conditioning for treatment of mature T-cell
lymphomas. Bone Marrow Transplant. 2012, 47, 65–72. [CrossRef]

51. Dodero, A.; Spina, F.; Narni, F.; Patriarca, F.; Cavattoni, I.; Benedetti, F.; Ciceri, F.; Baronciani, D.; Scimè, R.;
Pogliani, E.; et al. Allogeneic transplantation following a reduced-intensity conditioning regimen in
relapsed/refractory peripheral T-cell lymphomas: Long-term remissions and response to donor lymphocyte
infusions support the role of a graft-versus-lymphoma effect. Leukemia 2012, 26, 520–526. [CrossRef]
[PubMed]

52. Goldberg, J.D.; Chou, J.F.; Horwitz, S.; Teruya-Feldstein, J.; Barker, J.N.; Boulad, F.; Castro-Malaspina, H.;
Giralt, S.; Jakubowski, A.A.; Koehne, G.; et al. Long-term survival in patients with peripheral T-cell
non-Hodgkin lymphomas after allogeneic hematopoietic stem cell transplant. Leuk. Lymphoma 2012, 53,
1124–1129. [CrossRef]

53. Czajczynska, A.; Günther, A.; Repp, R.; Humpe, A.; Schub, N.; Raff, T.; Nickelsen, M.; Schrauder, A.;
Schrappe, M.; Kneba, M.; et al. Allogeneic stem cell transplantation with BEAM and alemtuzumab
conditioning immediately after remission induction has curative potential in advanced T-cell non-hodgkin’s
lymphoma. Biol. Blood Marrow Transplant. 2013, 19, 1632–1637. [CrossRef] [PubMed]

http://dx.doi.org/10.1200/JCO.2012.46.0188
http://dx.doi.org/10.1200/JCO.2007.14.1366
http://www.ncbi.nlm.nih.gov/pubmed/18390969
http://dx.doi.org/10.1186/s13045-018-0696-z
http://www.ncbi.nlm.nih.gov/pubmed/30630534
http://dx.doi.org/10.1007/s12185-019-02748-1
http://www.ncbi.nlm.nih.gov/pubmed/31620968
http://dx.doi.org/10.1016/j.bbmt.2008.04.004
http://dx.doi.org/10.1111/j.1365-2141.2006.06164.x
http://dx.doi.org/10.1200/JCO.2008.20.4628
http://dx.doi.org/10.1111/j.1365-2141.2010.08210.x
http://dx.doi.org/10.1093/annonc/mdq698
http://dx.doi.org/10.3109/10428194.2011.574754
http://dx.doi.org/10.1038/bmt.2011.16
http://dx.doi.org/10.1038/leu.2011.240
http://www.ncbi.nlm.nih.gov/pubmed/21904377
http://dx.doi.org/10.3109/10428194.2011.645818
http://dx.doi.org/10.1016/j.bbmt.2013.07.003
http://www.ncbi.nlm.nih.gov/pubmed/23850653


Cancers 2020, 12, 3125 23 of 24

54. Huang, H.; Jiang, Y.; Wang, Q.; Guo, L.; Jin, Z.; Fu, Z.; Han, Y.; Sun, A.; Liu, W.; Ruan, J.; et al. Outcome of
Allogeneic and Autologous Hematopoietic Cell Transplantation for High-Risk Peripheral T Cell Lymphomas:
A Retrospective Analysis From a Chinese Center. Biol. Blood Marrow Transplant. 2017, 23, 1393–1397.
[CrossRef] [PubMed]

55. Rohlfing, S.; Dietrich, S.; Witzens-Harig, M.; Hegenbart, U.; Schönland, S.; Luft, T.; Ho, A.D.; Dreger, P.
The impact of stem cell transplantation on the natural course of peripheral T-cell lymphoma: A real-world
experience. Ann. Hematol. 2018, 97, 1241–1250. [CrossRef]

56. Corradini, P.; Dodero, A.; Zallio, F.; Caracciolo, D.; Casini, M.; Bregni, M.; Narni, F.; Patriarca, F.;
Boccadoro, M.; Benedetti, F.; et al. Graft-versus-lymphoma effect in relapsed peripheral T-cell non-Hodgkin’s
lymphomas after reduced-intensity conditioning followed by allogeneic transplantation of hematopoietic
cells. J. Clin. Oncol. 2004, 22, 2172–2176. [CrossRef]

57. NCCN Clinical Practice Guidelines in OncologyTM. T-Cell Lymphoma (Version 1.2021). Available online:
https://www.nccn.org/professionals/physician_gls/pdf/t-cell.pdf (accessed on 13 August 2020). [CrossRef]

58. Kharfan-Dabaja, M.A.; Kumar, A.; Ayala, E.; Hamadani, M.; Reimer, P.; Gisselbrecht, C.; d’Amore, F.;
Jantunen, E.; Ishida, T.; Bazarbachi, A.; et al. Clinical Practice Recommendations on Indication and Timing
of Hematopoietic Cell Transplantation in Mature T Cell and NK/T Cell Lymphomas: An International
Collaborative Effort on Behalf of the Guidelines Committee of the American Society for Blood and Ma.
Biol. Blood Marrow Transplant. 2017, 23, 1826–1838. [CrossRef]

59. d’Amore, F.; Gaulard, P.; Trümper, L.; Corradini, P.; Kim, W.S.; Specht, L.; Bjerregaard Pedersen, M.;
Ladetto, M. Peripheral T-cell lymphomas: ESMO Clinical Practice Guidelines for diagnosis, treatment and
follow-up. Ann. Oncol. 2015, 26, v108–v115. [CrossRef]

60. Horwitz, S.; O’Connor, O.A.; Pro, B.; Illidge, T.; Fanale, M.; Advani, R.; Bartlett, N.L.; Christensen, J.H.;
Morschhauser, F.; Domingo-Domenech, E.; et al. Brentuximab vedotin with chemotherapy for CD30-positive
peripheral T-cell lymphoma (ECHELON-2): A global, double-blind, randomised, phase 3 trial. Lancet 2019,
393, 229–240. [CrossRef]

61. Chihara, D.; Fanale, M.A.; Miranda, R.N.; Noorani, M.; Westin, J.R.; Nastoupil, L.J.; Hagemeister, F.B.;
Fayad, L.E.; Romaguera, J.E.; Samaniego, F.; et al. The survival outcome of patients with relapsed/refractory
peripheral T-cell lymphoma-not otherwise specified and angioimmunoblastic T-cell lymphoma. Br. J. Haematol.
2017, 176, 750–758. [CrossRef]

62. Bellei, M.; Foss, F.M.; Shustov, A.R.; Horwitz, S.M.; Marcheselli, L.; Kim, W.S.; Cabrera, M.E.; Dlouhy, I.;
Nagler, A.; Advani, R.H.; et al. The outcome of peripheral t-cell lymphoma patients failing first-line therapy:
A report from the prospective, international t-cell project. Haematologica 2018, 103, 1191–1197. [CrossRef]
[PubMed]

63. d’Amore, F.; Leppä, S.; da Silva, M.G.; Relander, T.; Lauritzsen, G.F.; Brown, P.D.N.; Pezzutto, A.;
Doorduijn, J.K.; Weidmann, E.; van Gelder, M.; et al. Final Analysis of the Front-Line Phase III
Randomized ACT-1 Trial in Younger Patients with Systemic Peripheral T-Cell Lymphoma Treated with
CHOP Chemotherapy with or without Alemtuzumab and Consolidated By Autologous Hematopoietic Stem
Cell Transplant. Blood 2018, 132, 998. [CrossRef]

64. Wulf, G.G.; Altmann, B.; Ziepert, M.; D’Amore, F.; Held, G.; Greil, R.; Tournilhac, O.; Relander, T.; Viardot, A.;
Wilhelm, M.; et al. Alemtuzumab plus CHOP versus CHOP in elderly patients with peripheral T-cell
lymphoma: The DSHNHL2006-1B/ACT-2 trial. Leukemia 2020, 1–3. [CrossRef]

65. Sieniawski, M.; Angamuthu, N.; Boyd, K.; Chasty, R.; Davies, J.; Forsyth, P.; Jack, F.; Lyons, S.; Mounter, P.;
Revell, P.; et al. Evaluation of enteropathy-associated T-cell lymphoma comparing standard therapies with
a novel regimen including autologous stem cell transplantation. Blood 2010, 115, 3664–3670. [CrossRef]
[PubMed]

66. Phillips, E.H.; Lannon, M.M.; Lopes, A.; Chadwick, H.; Jones, G.; Sieniawski, M.; Davies, A.; Wood, K.;
Clifton-Hadley, L.; Smith, P.; et al. High-dose chemotherapy and autologous stem cell transplantation in
enteropathy-associated and other aggressive T-cell lymphomas: A UK NCRI/Cancer Research UK Phase II
Study. Bone Marrow Transplant. 2019, 54, 465–468. [CrossRef] [PubMed]

67. Jantunen, E.; Boumendil, A.; Finel, H.; Luan, J.J.; Johnson, P.; Rambaldi, A.; Haynes, A.; Duchosal, M.A.;
Bethge, W.; Biron, P.; et al. Autologous stem cell transplantation for enteropathy-associated T-cell lymphoma:
A retrospective study by the EBMT. Blood 2013, 121, 2529–2532. [CrossRef]

http://dx.doi.org/10.1016/j.bbmt.2017.04.021
http://www.ncbi.nlm.nih.gov/pubmed/28478121
http://dx.doi.org/10.1007/s00277-018-3288-7
http://dx.doi.org/10.1200/JCO.2004.12.050
https://www.nccn.org/professionals/physician_gls/pdf/t-cell.pdf
http://dx.doi.org/10.6004/jnccn.2017.0050
http://dx.doi.org/10.1016/j.bbmt.2017.07.027
http://dx.doi.org/10.1093/annonc/mdv201
http://dx.doi.org/10.1016/S0140-6736(18)32984-2
http://dx.doi.org/10.1111/bjh.14477
http://dx.doi.org/10.3324/haematol.2017.186577
http://www.ncbi.nlm.nih.gov/pubmed/29599200
http://dx.doi.org/10.1182/blood-2018-99-110429
http://dx.doi.org/10.1038/s41375-020-0838-5
http://dx.doi.org/10.1182/blood-2009-07-231324
http://www.ncbi.nlm.nih.gov/pubmed/20197551
http://dx.doi.org/10.1038/s41409-018-0294-2
http://www.ncbi.nlm.nih.gov/pubmed/30104718
http://dx.doi.org/10.1182/blood-2012-11-466839


Cancers 2020, 12, 3125 24 of 24

68. Nijeboer, P.; de Baaij, L.R.; Visser, O.; Witte, B.I.; Cillessen, S.A.G.M.; Mulder, C.J.; Bouma, G. Treatment
response in enteropathy associated T-cell lymphoma; survival in a large multicenter cohort. Am. J. Hematol.
2015, 90, 493–498. [CrossRef]

69. Tanase, A.; Schmitz, N.; Stein, H.; Boumendil, A.; Finel, H.; Castagna, L.; Blaise, D.; Milpied, N.; Sucak, G.;
Sureda, A.; et al. Allogeneic and autologous stem cell transplantation for hepatosplenic T-cell lymphoma:
A retrospective study of the EBMT Lymphoma Working Party. Leukemia 2015, 29, 686–688. [CrossRef]

70. Rashidi, A.; Cashen, A.F. Outcomes of allogeneic stem cell transplantation in hepatosplenic T-cell lymphoma.
Blood Cancer J. 2015, 5, e318. [CrossRef]

71. Deconinck, E.; Lamy, T.; Foussard, C.; Gaillard, F.; Delwail, V.; Colombat, P.; Casassus, P.; Lemevel, A.;
Brion, A.; Milpied, N. Autologous stem cell transplantation for anaplastic large- cell lymphomas: Results of
a prospective trial. Br. J. Haematol. 2000, 109, 736–742. [CrossRef]

Publisher’s Note: MDPI stays neutral with regard to jurisdictional claims in published maps and institutional
affiliations.

© 2020 by the authors. Licensee MDPI, Basel, Switzerland. This article is an open access
article distributed under the terms and conditions of the Creative Commons Attribution
(CC BY) license (http://creativecommons.org/licenses/by/4.0/).

http://dx.doi.org/10.1002/ajh.23992
http://dx.doi.org/10.1038/leu.2014.280
http://dx.doi.org/10.1038/bcj.2015.43
http://dx.doi.org/10.1046/j.1365-2141.2000.02098.x
http://creativecommons.org/
http://creativecommons.org/licenses/by/4.0/.

	Introduction 
	Methodology 
	Autologous Stem Cell Transplantation in Frontline PTCL 
	Prospective Data 
	Registry Data 
	Retrospective Data 

	Allogeneic Stem Cell Transplantation in Frontline PTCL 
	Prospective Data 
	Registry Data 

	Autologous Stem Cell Transplantation in Relapsed and Refractory PTCL 
	Registry Data 
	Retrospective Data 

	Allogeneic Stem Cell Transplantation in Relapsed/Refractory PTCL 
	Prospective Data 
	Registry Data 
	Retrospective Data 

	Comparison of National and Co-Operative Group Guidelines 
	Discussion and Recommendations 
	Why Explore Stem Cell Transplantation in the Management of PTCLs? 
	Challenges Encountered in Proceeding with Stem Cell Transplantation 
	Predictors of Improved Disease Outcomes Following Stem Cell Transplantation 
	Choice of Conditioning Regimen in AlloSCT 
	Haematopoietic Stem Cell Transplantation in the Frontline Management of PTCLs 
	Expected Outcome of PTCL with Standard Frontline Treatment 
	When Should a Frontline AutoSCT Be Considered? 
	When Should a Frontline AlloSCT Be Considered? 
	Approaches to Frontline Transplantation in ALCL 

	Haematopoietic Stem Cell Transplantation in Relapsed/Refractory PTCL 
	Expected Outcome of Peripheral T-Cell Lymphoma with Salvage Treatment 
	When Should an AutoSCT Be Considered in the Salvage Setting? 
	When Should an AlloSCT Be Considered in the Salvage Setting? 

	Future Directions 

	Conclusions 
	References

