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RESULTS

INTRODUCTION

Table 1: Risk of t-AML/MDS after first primary DLBCL or FL diagnosed 2000-2011 using SEER-

« T-AML/MDS constitute 20-30% of newly diagnosed myeloid neoplasms and have Medicare - — Among 24’4%5 D!}BSL and FL patients, 274 -AMLIMDS
a Poor prognosis. OR 95% Cl p-value OR 95% Cl p-value cases were | entl 1€ .

A — Large-scale population-based database study
. . . ge at first primary cancer 0.0002 <.0001 .

« T-AML/MDS develop in a small percentage of patients who receive <70years of of e Re-demonstrated well-established and known
chemoradiotherapy (CRT), thereby suggesting role of additional factors that may 70-<75 years 142 (0.93,2.17) 1.37 (0.83 ,2.28) Age 70-<75 vs <70 - - ) i risk of excess MDS/AML risk following
facilitate leukemic transformation. >75 years 2.77 (171, 4.49) 3.19 (1.85,5.52) chemotherapy exposure

o _ Initial chemotherapy 0.055 0.015 Age >=75 vs <70 - | * 4 —
« Clonal hematopoiesis (CH) represents a precursor state to overt myeloid no chemotherapy ref ref | |
neoplasm, and those surviving CRT/genotoxic stress may give rise to T- chemotherapy 151 (0.99,2.30) 1.82 (1.12, 2.96) Chemo vs no chemo - 1 e
Cardiovascular disease 0.283 0.193 ! ¢ !
AML/MDS. . .
no cardiovascular disease ref ref | |
Jb:ji =g _ _ cardiovascular disease 0.79 (0.51,1.22) 0.72 (0.44 ,1.18) » Infection vs no infection —e ’I ' .
o Infections 0.024 0.765 S Other clinical factors (mediators)
e || no infection ref ref L  Chronic autoimmune disorder vs none - B — Y J e Areinvolved in the evolution to MDS/AML (tMN)
" infection 0.67 (0.48,0.95) 0.94 (0.61, 1.44) x after chemotherapy exposure
A I I\/I oy Long autoimmune conditions 0.019 0.181 v A , , | ¢ |
g 8 _ o cute autoimmune disorder vs none . ! ¢ . '
i no autoimmune conditions ref ref ' '
autoimmune conditions 1.60 (1.08, 2.36) 1.41 (0.85, 2.32) , . ,
Short Autoimmune conditions 0.428 0.067 Growth factor vs none ——e | | Next Steps
To assess if clonal hematopoiesis-related comorbidities no autoimmune conditions  ref ref | * Reconsideration of common clinical practices
. . . . i i r” i autoimmune conditions 1.26  (0.71, 2.21) 1.74 (0.96 , 3.14) Yr 1st cx 2004-07 vs 2000-03 - ! ¢ I ¢ | such as routine use of G-CSF as primary
(cardiovascular disease, infections, autoimmunity, etc.) are w Growth acor f oo <.0001 orophylaxis tolimit nettropenia
. . - oo G no growth factor re re ) 03 | r— I , -eviati
assoclated with t-AML/MDS, beyond chemoradiotherapy. - arowth factor 112 (214,455 350 (248 614 Yr 1st ox 2008-11 vs 2000-03 — e Understand role of pre-existing molecular
y aberrations leading to progression to tMN
ear of NHL 0.247 0.016 I I I 1 . . . . .
5000-2003 ref ref 1 2 3 4 5 6 sl Pract e Avoid exposure in patients with underlying pre-
A n ractice . .
TN — 1 § a1 2004-2007 133 (0.89,1.99) 0.65 (0.42 ,1.02) OR and 95% Cl > malignant aberrations to prevent future MDS/
' 2008-2011 0.99  (0.65,1.50) 0.51 (0.32,0.83) _ AML (tMN) development
*Models controlled for months of Medicare coverage and were statistically significant for Disease ¢ DLBCL @ FL
an interaction between infection and growth factor.

METHOD
SEER-Medicare Database R ES U LTS

First primary DLBCL — Cumulative incidence of t-AML/MDS First primary FL — Cumulative incidence of t-AML/MDS

: ! E et primary Non-Hodekin (2000) (2012) adjusting for the competing risk of death adjusting for the competing risk of death Cumulative incidence
3 Lymphoma . . . . .
i ) 20%- 208 - First primary DLBCL: The cumulative incidence of t-AML/MDS for DLBCL
i B |
1 § patients diagnosed in 2000-2003 was lower than more recent years. This
3
| g . g increase in t-AML/MDS could be due to the increase in auto transplant in
OUTCOME e T 7 B . « e .
Large Population Based Age ange (5694 ears) I % % the recent cohorts. Alternatively, this increase could be due to the survival
Database Study ITreatments and medical cond|t|onlslwere alssesse using the Me |careCalm- = = ff f . . b
| — ik : : effect of rituximab.
§F L § First primary FL: 2000-2003 cumulative incidence of AML/MDS for FL
Associations between MN and proposed mediators examined = = . . . . .
- N g g patients is higher than that of 2004-07. This difference could be due to the
Mediarors J i—sq-ua.re ests to examine L L ] ] ] ] ] ]
KnownFactors  Less clear Other associations associations between E osw E 05%- change in therapy from more intensive to less intensive regimens
* Age associations . C_ardiovascular e Stringent P-value (0.01)
— Ger(rj'r_mllne L * Auto- glsease (CVD)  ____, « Factors associated with AML/
. gLee r|T\]'~:.([))03|t|on . |(r;’r_1(r:nsl::n|ty o tr;%?s?)lantation MDS-we.re included in the
o multivariable model
: g;d(;i::%n: 5 . Ierﬁ‘%(c):fil:)r:s : g%r?el\rACVD sk * The logistic regression model 0.0% . | | | 0.0% | | | CONTACT INFORMATION
. Obesity factors was assessed for fit 0 50 100 150 0 50 100 150
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