
Dr. Jabbour will speak during the Next Questions 
session on Saturday, September 12
Elias Jabbour, MD, previews the remaining clinical challenges and 
future directions in acute lymphoblastic leukemia (ALL). 

 What are the next 
questions for ALL in 
2026? At the SOHO 
Annual Meeting, we heard 
from leading experts 
about where we are today 

and where the field is going. But what 
remains unanswered?

First, in Philadelphia chromosome (Ph)-
negative ALL, we are weighing whether it 
is time to move away from chemotherapy. 
The answer is possibly yes. Frontline trials 
are needed to determine whether chimeric 

antigen receptor (CAR) T-cell therapy can 
reduce or potentially eliminate the need 
for chemotherapy. This approach holds 
tremendous promise.

The second question involves older adults 
with ALL. These patients are often frail and 
may have poor disease biology and other 

Dr. Santini to  
lead society as  
SOHO president for  
2026–2027 term
Her presidency will be followed 
by Selina Luger, MD, who will 
serve as president-elect in 2027 
and president in 2028.

 Valeria Santini, MD, will 
assume the role of SOHO 
president today, Saturday, 
September 12, 2026, once 
the Fourteenth Annual 
Meeting has concluded.

Dr. Santini, who is an associate professor of 
hematology at the University of Florence 
Medical School in Italy, has been part 
of SOHO since its inception in 2012 and 
serves on the Education Committee, which 
develops the scientific and educational 
content of the annual meeting. In 
addition, Dr. Santini also serves on the 
Steering Committee and takes part in the 
Ambassador Program.

“I’m quite emotional about this presidency,” 
Dr. Santini said in a Pathways & 
Perspectives interview with SOHO Insider. 
“I’m incredibly honored. It’s truly amazing, 
especially as someone not based in the 
United States, because it makes the role 
even more meaningful.”

President-elect Selina Luger, MD
Dr. Santini’s presidency will be followed by  
Selina Luger, MD, who will serve as president- 
elect in 2027 and president in 2028.

Dr. Luger, a professor of medicine at the 
University of Pennsylvania, has been 
involved with SOHO for approximately 
a decade, first joining the society as an 
invited speaker when the annual meeting 
was significantly smaller, she explained. 
Over time, her role expanded to include 
the Education Committee, where she 

••• SEE SELINA LUGER, MD ON PAGE 8
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••• SEE DR. JABBOUR ON PAGE 7

 Selina Luger, 
MD, sits down 
with SOHO 
Insider to 
discuss the 
next questions 
in acute 
lymphoblastic 
leukemia (ALL) 
and the barriers 
to treatment, 

including toxicity to both the body and the 
wallet. She also reflects on her involvement 
with SOHO and the organization’s growth 
over the past dozen years.

What is SOHO’s role and contribution to 
the blood cancer community?
I’ve seen SOHO evolve over the dozen 
or so years since it was established. 
SOHO plays a unique role in bringing 

cutting-edge advances in hematologic 
malignancies to the broader hematology-
oncology community. The society 
is furthermore distinguished by its 
commitment to education throughout the 
year, not just during the annual meeting, 
and its ability to connect clinicians, 
investigators, and trainees in the US and 
beyond, around the questions that matter 
most for patient care.  

SOHO encourages people to think about 
the important questions that remain and 
helps them understand the questions 
being asked, in addition to the advances 
that have been made so far.

What are the remaining questions in ALL 
regarding the shift toward chemotherapy-
free regimens?

Selina Luger, MD, weighs the 
promise and challenges of 
modern ALL care
By Leah Sherwood

Daily news from the SOHO 2026 Annual Meeting

DAILY
EDITION

••• SEE LEADERSHIP ON PAGE 11
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PROGRAM

Saturday, September 12, 2026
TIME TOPIC/SESSION SPEAKER AFFILIATION/ROOM

INDUSTRY EXPERT SESSION XI: BREAKFAST (Non-Accredited) GRAND BALLROOM C, THEATER 3

6:45 AM A 2L+ Combination Therapy for Adults With RRMM After a PI and an 
Immunomodulatory Agent

M. Yair Levy, MD Baylor University Medical Center
Dallas, Texas, USA

This activity is sponsored by Johnson & Johnson

BREAKFAST WITH THE EXPERT III LEVEL 3, GENERAL ASSEMBLY

6:45 AM How to Use Fixed-Duration in the US Nitin Jain, MD MD Anderson Cancer Center
Houston, Texas, USA

7:45 AM BREAK

SESSION XIII: CELLULAR THERAPY   
Session Chairs: Rayne H. Rouce, MD and Betul Oran, MD

LEVEL 3, GENERAL ASSEMBLY

8:15 AM Debate: Should We Transplant TP53 Mutated AML – PRO Betul Oran, MD MD Anderson Cancer Center
Houston, Texas, USA

8:30 AM Debate: Should We Transplant TP53 Mutated AML – CON Mariam Nawas, MD University of Chicago Medicine
Chicago, Illinois, USA

8:45 AM Q&A

8:51 AM Debate: In Pediatric ALL Will There Still Be a Role for Allo SCT – PRO Michael Pulsipher, MD Huntsman Cancer Institute
Salt Lake City, Utah, USA

9:06 AM Debate: In Pediatric ALL Will There Still Be a Role for Allo SCT – CON Rayne H. Rouce, MD Baylor College of Medicine
Houston, Texas, USA

9:21 AM Q&A

9:27 AM Follicular Lymphoma Bispecific Antibodies vs CAR Krish Patel, MD Sarah Cannon Research Institute
Nashville, Tennessee, USA

9:42 AM Q&A

9:45 AM Oral Abstract | CT-230: Outcomes of Lisocabtagene Maraleucel 
(Liso-Cel) in Patients With Relapsed or Refractory (R/R) Mantle 
Cell Lymphoma (MCL): First Real-World Data From the Center for 
International Blood and Marrow Transplant Research (CIBMTR)

Elise Chong, MD Abramson Cancer Center
University of Pennsylvania
Philadelphia, Pennsylvania, USA 

9:55 AM BREAK

Session XIV: NEXT QUESTIONS   
Session Chairs: John DiPersio, MD, PhD and Valeria Santini, MD

LEVEL 3, GENERAL ASSEMBLY

10:25 AM Next Questions: Acute Lymphoblastic Leukemia Elias Jabbour, MD MD Anderson Cancer Center
Houston, Texas, USA

10:35 AM Next Questions: Acute Myeloid Leukemia Tapan Kadia, MD MD Anderson Cancer Center
Houston, Texas, USA

10:45 AM Next Questions: Cellular Therapy Sairah Ahmed, MD MD Anderson Cancer Center
Houston, Texas, USA

10:55 AM Next Questions: Chronic Lymphocytic Leukemia Alessandra Ferrajoli, MD MD Anderson Cancer Center
Houston, Texas, USA

11:05 AM Next Questions: Chronic Myeloid Leukemia Jorge E. Cortés, MD University of Alabama
Birmingham, Alabama, USA

11:15 AM Next Questions: Aggressive B-Cell Lymphoma Jason R. Westin, MD, MS, FACP, 
FASCO

MD Anderson Cancer Center
Houston, Texas, USA

11:25 AM Next Questions: Indolent B-Cell Lymphoma Brad Kahl, MD Washington University
St. Louis, Missouri, USA

11:35 AM Next Questions: T-Cell Lymphoma Mary Jo Lechowicz, MD Emory University, Winship Cancer Institute 
Atlanta, Georgia, USA 

11:45 AM Next Questions: Mantle Cell Lymphoma Krish Patel, MD Sarah Cannon Research Institute
Nashville, Tennessee, USA

11:55 AM Next Questions: Hodgkin Lymphoma Nancy L. Bartlett, MD Washington University
St. Louis, Missouri, USA

12:05 PM Next Questions: Multiple Myeloma Thomas G. Martin, MD University of California
San Francisco, California, USA

12:15 PM Next Questions: Myelodysplastic Syndromes Guillermo Garcia-Manero, MD MD Anderson Cancer Center
Houston, Texas, USA

12:25 PM Next Questions: Myeloproliferative Neoplasms Prithviraj Bose, MD MD Anderson Cancer Center
Houston, Texas, USA

12:35 PM Closing Remarks John DiPersio, MD, PhD President
Society of Hematologic Oncology
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DEBATE

To transplant or not to 
transplant in pediatric ALL?
During a debate series, Michael Pulsipher, MD, of 
Huntsman Cancer Institute, and Rayne H. Rouce, MD, 
of Baylor College of Medicine, offer their opinion on 
whether allogeneic hematopoietic cell transplant 
(HCT) is still necessary for pediatric patients with  
acute lymphoblastic leukemia (ALL).

Get a sneak preview of their point of view in this article.

In the past decade, the introduction of 
highly effective immune and cell therapies 
has dramatically changed our ability to 
treat children with ALL. Blinatumomab has 
markedly improved outcomes in relapsed 
ALL and similarly improved survival when 
used up front in standard-risk ALL, leading 
to universal adoption of use in first remission 
for all but the lowest-risk ALL cohorts. 

CD19-targeted chimeric antigen receptor (CAR) T cells have 
markedly improved remission rates in patients highly refractory to all 
forms of therapy, including blinatumomab, improving event-free and 
overall survival (OS) in relapsed/refractory ALL.  

In spite of these advancements, the role of HCT in children with 
ALL has continued and, in some cases, increased. There is clear 
evidence that consolidation of CAR-T therapy with HCT improves 
survival, and patients losing B-cell aplasia early after CAR-T therapy 
strongly benefit from HCT. Monitoring of next-generation sequencing 
measurable residual disease (MRD) after CAR-T and prior to HCT 
had allowed careful planning of HCT to either maximize efficacy or 
minimize toxicity depending upon risk. 

Patients previously unable to get into remission are achieving 
remissions through immunotherapy and are now eligible to receive 
a first and sometimes second chance at curative HCT. Until we 
develop universally available CAR T cells or bispecific/conjugated 
immunotherapies that target multiple antigens and have persistent 
effects, HCT will remain an important tool to treat and cure children 
with refractory or high-risk relapsed ALL.

This is a simple yet loaded question—one 
that pediatric leukemia, transplantation, 
and cellular therapy specialists have 
continuously grappled with in light 
of the paradigm-shifting success of 
B-ALL targeted immunotherapies. The 
advent of new therapies, contemporary 
prognosticators, and sophisticated MRD 
monitoring have shifted this charged 
question from a one-size-fits-all inquiry 

(“Is there a role for allogeneic HCT in pediatric ALL?”) to one that 
warrants a more customized response: “For whom and when should 
we consider allogeneic HCT in pediatric ALL?”

Despite the curative potential and sophisticated risk mitigation of 
modern HCT approaches, clear evidence exists that consolidative 
HCT does not offer event-free or OS benefit in a subset of patients 
who achieve remission with CD19 CAR-T. Furthermore, while 
consolidative HCT remains common practice in many patients 
receiving cellular and non-cellular immunotherapies, whether we are 
transplanting some out of habit versus necessity remains less clear. 
We must continue to pursue clinical trials designed to answer this 
question, given the morbidity, mortality, and late effects that persist 
despite current HCT strategies.

Can contemporary prognostic algorithms accurately define patient 
subpopulations for whom we can confidently avoid HCT? Is there a 
subset of patients in whom post-immunotherapy remission can be 
maintained without HCT? Can we salvage patients who show signs 
of diminished efficacy, limited persistence, or residual disease post-
CAR-T with non-HCT approaches? Could non-HCT consolidative 
regimens transform from a “salvage” to curative consideration, and 
how will they measure up to less toxic, more sophisticated modern 
HCT strategies designed to improve efficacy and reduce morbidity?

Thus, while HCT will continue to play a role, it will likely be for a 
smaller subset of patients for whom evidence continues to  
show benefit.

SESSION HIGHLIGHT
SESSION NAME:

In Pediatric ALL Will There Still 
Be a Role for Allo SCT?

WHEN:
September 12 at 8:51 AM

WHERE:
Level 3, General Assembly

Michael Pulsipher, MD

PRO

Rayne H. Rouce, MD

CON

Who won? 
Tell us your thoughts about the debate. 

Tag us on X @SocietyofHemOnc
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aggressive features, making chemotherapy 
a less suitable option. For these patients, the 
field is moving toward chemotherapy-free 
regimens that incorporate immunotherapy 
and potentially frontline CAR T-cell therapy. 
The coming years will show whether these 
approaches can improve outcomes.

The third question relates to central 
nervous system (CNS) relapses. Systemic 
chemotherapy is effective and immunotherapy 
has produced excellent results, but CNS 
relapse can still be a problem. We have seen 
this among patients with high white blood 
cell counts and Ph-positive ALL. Once a CNS 
relapse occurs, it can be difficult to eradicate.

CAR T-cell therapy is a promising option. Data 
have shown that CAR-T cells can penetrate 
the CNS, persist, and potentially prevent or 
control disease in this sanctuary site, further 
improving outcomes.

Another area to explore is T-cell ALL. 
Although we have several immunotherapies 
available for B-cell ALL, we have fewer options 
for T-cell ALL because of the nature of the 
disease and challenges such as fratricide and 
T-cell aplasia.

We are exploring CD7- and CD5-directed 
CAR T-cell therapies. These approaches are 
at the beginning of their development, but 
they hold promise for further improving 
patient outcomes.

To continue making progress, we need 
better classification and prognostic systems 
that can distinguish among disease subsets 
and help us tailor therapy accordingly. This 
work is already reflected in the research 
being presented.

Finally, we have many therapeutic options, 
but how should we sequence them? Should 
we use one treatment at a time or combine 
therapies sequentially? This is an important 
operational question.

We know that to achieve the best outcomes 
with CAR T-cell therapy, it should be 
administered when a patient has measurable 
residual disease (MRD). Following infusion, 
we must monitor CAR T-cell expansion and 
persistence. We must also monitor MRD 
negativity using next-generation sequencing 
to determine who may need a transplant and 
who may not.

The state-of-the-art question today is 
whether patients still need a transplant after 
CAR T-cell therapy. With the availability of 
newer therapies and models that can predict 
long-term outcomes, we may eventually 
reach a point at which CAR T-cell therapy 
is used as a finite consolidation approach 
rather than as a bridge to transplant.

Significant progress has been made, and the 
coming years will hopefully bring answers to 
these questions.

Elias Jabbour, MD, is an editor at SOHO 
Insider and a professor in the Department of 
Leukemia in the Division of Cancer Medicine 
at the University of Texas MD Anderson 
Cancer Center.

••• DR. JABBOUR  FROM PAGE 1

SESSION HIGHLIGHT
SESSION NAME: 

Next Questions: Acute 
Lymphoblastic Leukemia

WHEN:
September 12 at 10:25 AM

WHERE: 
Level 3, General Assembly 

AUGUST 

25-28

NEXT QUESTIONS
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••• SELINA LUGER, MD  FROM PAGE 1

FEATURE

What we have learned over the last few 
years is that the role of immunotherapy 
in ALL has increased and improved our 
patients’ outcomes. What we’ve seen in the 
Philadelphia chromosome (Ph)-negative 
population is that adding immunotherapy to 
chemotherapy enhances outcomes.

As we incorporate more immunotherapy 
into frontline treatment for Ph-negative ALL, 
one of the key questions is whether we can 
safely reduce chemotherapy exposure while 
maintaining excellent outcomes.

That’s one of the areas in which we’re hoping 
to move forward. As we incorporate more 
immunotherapy into frontline treatment for 
patients with Ph-negative ALL, we’re hoping 
to remove some of the chemotherapy.

In the Ph-positive population, we’ve already 
started moving in that direction. Some of the 
upfront regimens we are now looking at have 
no chemotherapy in them.

The questions are: What do we gain, and 
what do we have to worry about? A major 
concern in the Ph-positive population is how 
central nervous system (CNS) prophylaxis 

and CNS relapse need to be addressed if 
we’re not using chemotherapy.

How are new therapies impacting 
treatment sequencing in ALL?
Multiagent chemotherapy has always 
been the hallmark of ALL therapy. But I 
think we’re asking similar questions in ALL. 
With immunotherapy, do we need to start 
with chemotherapy and then move on to 
immunotherapy? Is immunotherapy best 
used only during consolidation or can it be 
added upfront? 

When do we most want to use it? I think 
that’s a question in terms of the toxicity 
we see when immunotherapy is given 
to patients with aggressive disease. 
Sometimes it’s better to cytoreduce before 
giving immunotherapy. On the other hand, 
for patients who are not candidates for 
chemotherapy, including older patients, 
targeted therapies or immunotherapies may 
be the approach we want to use throughout 
their treatment. 

We’ve also learned that immunotherapies 
can decrease the likelihood of needing 
a transplant. A key question is whether 

chimeric antigen receptor T-cell therapy 
should primarily serve as a bridge to 
transplant or whether, for select patients, 
it may eventually function as definitive 
consolidation therapy.  
 
In the ALL world, we talk about initial 
therapy, followed by post-remission 
therapy or consolidation therapy and, when 
appropriate, a transplant. The question is: 
What should that sequence be? In whom 
should we include all the different parts of 
that sequence? When can we use only some 
of them? Does everybody need maintenance? 
Can some people avoid maintenance? Those 
are all questions that come up in the ALL 
patient population. 

One of the areas we can examine, perhaps 
more so in the ALL world than in the 
lymphoma world, is the use of our newer 
techniques for detecting measurable residual 
disease. There are different techniques for 
the various ALL subtypes, and they can help 
us make decisions about what the treatment 
sequence should be and which parts of 
therapy each patient should receive.

What are the main barriers and progress 
regarding patient access?
I think there are two or three issues related 
to access, and they’re real issues. I think 
the simplest access issue is toxicity and the 
management of toxicity, as well as ensuring 
patients are aware of the toxicities, their 
characteristics, and when they should reach 
out to us.

But the other major access issue is a financial 

What are the remaining questions for ALL heading into the SOHO 
Breakthroughs in Blood Cancers Virtual meeting on November 10?
What are the best approaches for older 
patients with ALL? One of the greatest 
unmet needs remains the treatment of 
older adults with ALL. While outcomes 
have improved dramatically overall, older 
patients have not always experienced 
the same degree of benefit. We need 
to continue developing regimens 
that are both highly effective and 
better tolerated and to continue to do 
correlative research studies to enhance 
our knowledge.  

How can we optimize therapy for our older 
patient population, especially since they 
can’t always tolerate some of the more 
aggressive therapies?

One of the major questions is: How can 
we begin decreasing the amount of 
treatment and treatment-related toxicity?

Registration is free, go to soho.click/sbbc.

Selina Luger, MD, is a professor of 
medicine at the University of Pennsylvania 
and has been involved with SOHO for 
approximately a decade, first joining the 
society as an invited speaker when the 
annual meeting was significantly smaller. 
Over time, her role expanded to include 
the Education Committee, where she 
served as the subcommittee chair for 
acute lymphoblastic leukemia until 2023. 
Currently, she serves on the Education and 
Steering Committees.

If you were to look at the cost of not using some  
of these agents and, for example, proceeding to  
an allogeneic transplant, it is probably less 
expensive in some cases to use these expensive 
agents than to undergo a transplant. 
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SOHO has reached 13K members. 
Thank you to all of our members  
for making the society a success.

13K

one. Many of these newer therapies are 
extremely expensive. Depending on the 
insurance a patient has available or the 
location, not just within the United States, 
but globally, many of these agents are not 
available in the way they have been studied 
as regimens and shown to be effective.

It brings up the question: How can you best 
use these agents? How can you minimize 
the financial impact? While many of these 
therapies carry significant upfront costs, it is 
important to consider the total cost of care. 

In some situations, effective use of novel 
therapies may decrease the need for more 
expensive interventions such as allogenic 
transplant, prolonged hospitalization 
for treatment, or treatment-related 
complications.  

There are also challenges in terms of the way 
the agents are administered. Blinatumomab, 
which has been approved as consolidation 
therapy in ALL, has to be given as a 
continuous infusion for four weeks at a time. 
That is cumbersome for the patient.

Novel formulations and different ways of 
administering the agent are now being 
studied so that treatment will have less of an 
impact on patients and reduce the burden 
associated with receiving the therapy. Other 
similar agents with improved administration 
schedules are also being studied. These are 
all issues affecting patients that are being 
addressed through the development of novel 
agents and regimens.

Leah Sherwood is the editorial director of 
SOHO Insider.
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In your opinion, why is 
this debate question still 
controversial?
TP53-mutated myeloid 
neoplasms are a vexing 
disease subset that have 
eluded medical progress. 
As transplanters, we are 

optimists by nature as we offer our patients 
potential cures. It is tempting to gravitate 
toward the most optimistic interpretation of 
otherwise dismal outcome data and to resist 
the reality that there are subsets of disease 
we still cannot cure.

What is the biggest weakness in your  
own argument?
I am convinced that allogeneic hematopoietic 
cell transplant (alloHCT) rarely cures this 
disease subset, but I am willing to accept that it 
may prolong survival compared with alternative 
options (eg, chemotherapy alone). 

Data from Versluis et al analyzing results from 
the BMT CTN 1102 study demonstrate this 
(JCO 2023). However, I think it is important 
to consider whether a limited survival benefit 
is worth the rigors and perils of alloHCT and 
whether those results are generalizable to the 
average patient with this disease. The patient 
in question faces a prohibitively high risk of 

post-transplant morbidity and mortality and is 
not representative of patients on the 1102 study. 
I hope as transplant safety improves with time 
that gradually moves the needle on the risk/
benefit analysis of transplant in this subgroup.

If we revisit this debate in three years,  
what do you think the answer will be?
I worry we will be having the same debate in 3+ 
years. Clearly, the graft-versus-leukemia effect 
alone is not enough to overcome this disease. 
I pray that within my career, we see a potential 
cure—perhaps a novel therapy that induces 
a deep response that alloHCT can effectively 
consolidate. It always seems impossible until it 
is done. 

Is limited survival benefit 
worth the rigors and  
perils of alloHCT in  
TP53-mutated AML?
On today’s debate stage, Mariam Nawas, MD,  
will debate Betul Oran, MD, on whether transplant is appropriate  
in patients with TP53-mutated acute myloid leukemia (AML).  
Dr. Nawas gives a preview of her position.

DEBATE

SESSION HIGHLIGHT
DEBATE

SESSION NAME:
Should we transplant TP53 

mutated AML

WHEN: 
September 12 at 8:30 AM

WHERE:
Level 3, General Assembly

Dr. Jerald Radich highlights meaningful 
posters in chronic myeloid leukemia

CML-457: Artificial 
Intelligence in Chronic 
Myeloid Leukemia: 
Assessing the Accuracy 
and Clinical Utility of 
Large Language Model

“AI is everywhere. Is it useful in CML? This 
study tests three different AI engines in their 
ability to answer 25 clinically meaningful 
questions. Do they work? Is one better than 
the other? Come find out.”
 
CML-731: Efficacy of Olverembatinib in 
Patients With Chronic-Phase Chronic 
Myeloid Leukemia With Prior Resistance  

to Ponatinib or Asciminib and  
ASXL1 Mutations
“There are many TKIs. Are the new ones 
useful? This study looks at the use of 
olverembatinib in CML cases resistant to 
ponatinib and asciminib. The drug has 
notable activity in this setting, including 
patients who also harbor ASXL1 mutations.”

CML-929: Validation of a Prognostic  
Score in Blast-Phase CML: A Cure CML 
Consortium Analysis
“Blast crisis remains a problem in CML. This 
study provides validation of a prognostic risk 
score for patients in blast crisis. The model 

appears useful in categorizing patients 
into different risk groups with clinically 
meaningful different survival times.”

CML-1050: ASC4FIRST Week 144 Analysis: 
Continued Superior Efficacy and Favorable 
Safety of Asciminib vs Investigator-
Selected Tyrosine Kinase Inhibitors 
in Newly Diagnosed Chronic Myeloid 
Leukemia in Chronic Phase
“This is a week 144 analysis of newly 
diagnosed CML cases treated on the 
ASC4FIRST study. Do the earlier very 
encouraging early results hold up with 
longer follow up? Spoiler alert: Yes.”

Mariam Nawas, MD 
University of Chicago
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served as the subcommittee chair for acute 
lymphoblastic leukemia until 2023. Currently, 
she serves on both the Education and Steering 
Committees.

Reflecting on her upcoming presidency, 
Dr. Luger discussed SOHO’s global presence 
and how the meeting has evolved since its 
early days.

“The things we think about have to be relevant 
not just in North America, but also outside 
of North America,” she said. “It’s a great 
educational opportunity, but it’s also become 
a place where people present preliminary 

research and share new data that we haven’t 
seen anywhere else.”

Dr. Luger discussed the importance of SOHO’s 
virtual and ancillary programs, noting that 
these programs allow clinicians worldwide to 
learn about the latest data and directly pose 
questions to leading experts.

“We need to make it possible for patients and 
practitioners everywhere to think about how 
they diagnose patients, how they manage 
care, how they handle toxicities, and how 
they deliver treatment,” Dr. Luger said. “I 
think SOHO, and the ancillary meetings, really 

provide people with an opportunity to learn 
how to do that.”

Finally, the field needs to give some thought 
to the availability of therapies and to “ensure 
treatment is feasible,” she said, adding 
that the SOHO Annual Meeting allows for 
treatment discussions not found at meetings 
such as the American Society of Hematology 
(ASH). 

“Not everyone has the same resources, and 
some patients may not have the ability to 
access the types of treatments discussed at 
meetings like ASH,” Dr. Luger said.

Member Spotlight: Valeria Santini, MD
By Mya Hughes

 The Board of Directors and the Steering 
Committee of the Society of Hematologic 
Oncology (SOHO) are pleased to announce 
that Valeria Santini, MD, will assume the 
position of SOHO president at the conclusion 
of the 2026 SOHO Annual Meeting. She will 
oversee the society during the 2026-2027 
term and will chair the 15th Annual Meeting 
of SOHO in Houston, Texas.

Dr. Santini is an associate professor of 
hematology at the University of Florence 
Medical School in Italy, where she also earned 
her medical degree and a postgraduate 
diploma in hematology, cum laude. Her family 
moved to Florence when she was six, and 
she attended primary school, high school, 
and university there. Though drawn early on 
toward philosophy or art history, she chose 
medicine as a field that combined science 
with a focus on humanity, and by her second 
year of medical school, she had already 
joined a general pathology lab, balancing 
coursework with research.

Following her training in Italy, Dr. Santini 
spent three years in the Netherlands as an 
EORTC fellow in experimental hematology, 
from 1988 to 1991, at the Dr. den Hoed Kliniek 
at Erasmus University in Rotterdam, working 
on translational studies in acute myeloid 
leukemia. She then returned to the University 
of Florence where she rose from assistant to 

associate professor. In 1999, 
she spent time  
in the Department of 
Leukemia at the University 
of Texas MD Anderson 
Cancer Center in Houston, an 
experience she has described 
as introducing her to new 
drugs, a different approach 
to disease, and a level of 
organization and collaboration 
unlike anywhere else.

Dr. Santini has been part of 
SOHO since the society’s 
founding in 2012 and has 
served for many years on 
the Education Committee, 
shaping the scientific and 
educational content of the 
annual meeting, as well as on 
the Steering Committee. She 
is part of the Ambassador 
Program, which extends 
SOHO’s educational mission 
to hematologic oncologists worldwide, 
including those in developing countries.

Dr. Santini has said she feels both honored 
and a little nervous to take on the presidency, 
hoping to build a strong program and 
agenda, and noting that leading SOHO as 
someone based outside the United States 

makes the role feel especially meaningful. 
The chosen theme for SOHO 2027 will be 
announced separately.

Please join us in congratulating Dr. Santini!

Mya Hughes is the admin/communications 
assistant at SOHO Insider.

MEMBER SPOTLIGHT
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Thank you to all of the  
SOHO Committee members
SOHO would like to thank the following clinicians  
for their service to the society.

Board of Directors
	} John DiPersio, MD, PhD, President & 

Chairperson of the Board

	} Valeria Santini, MD, President-Elect
	} Phillip Scheinberg, MD, Immediate Past 

President 

	} Hagop Kantarjian, MD, Secretary

	} Guillermo Garcia-Manero, MD, Past 

President

	} Anthony H. Goldstone, CBE, FRCP, Past 

President

	} Dieter Hoelzer, MD, PhD, Past President

	} Alan List, MD, Past President 

	} Sagar Lonial, MD, FACP, Past President

	} Susan M. O’Brien, MD, Past President 
	} Ching-Hon Pui, MD, Past President

	} Moshe Talpaz, MD, Past President

	} Julie Vose, MD, Board Member

	} Janet Cesak, MBA, BS, Executive Director 

(non-voting)

Steering Committee
	} Hagop Kantarjian, MD, Chair
	} Elias Anaissie, MD
	} Stephen M. Ansell, MD, PhD
	} Renier Brentjens, MD, PhD
	} Jennifer R. Brown, MD, PhD
	} Charles Craddock, CBE, FRCP, FRCPath, 

DPhil, FMedSci
	} Meletios A. Dimopoulos, MD
	} John DiPersio, MD, PhD
	} Guillermo Garcia-Manero, MD
	} Sergio Giralt, MD
	} Anthony Goldstone, CBE, FRCP, FRCPath
	} Dieter Hoelzer, MD, PhD
	} Elias Jabbour, MD
	} Sundar Jagannath, MD
	} Rami S. Komrokji, MD
	} Jeffrey Lancet, MD
	} Suzanne Lentzsch, MD, PhD
	} Alan List, MD
	} Sagar Lonial, MD, FACP
	} Bob Löwenberg, MD, PhD
	} Selina Luger, MD
	} Thomas G. Martin, MD
	} María-Victoria Mateos, MD, PhD
	} Alison Moskowitz, MD

	} Charles G. Mullighan, MBBS (Hons),  
MSc, MD

	} Susan O‘Brien, MD
	} Barbara Pro, MD
	} Ching-Hon Pui, MD
	} Paul Richardson, MD
	} Valeria Santini, MD
	} Phillip Scheinberg, MD, PhD
	} David Scheinberg, MD, PhD
	} Charles A. Schiffer, MD
	} Laurie H. Sehn, MD, MPH
	} John Seymour, MBBS, FRACP, PhD
	} Elizabeth Shpall, MD
	} Wendy Stock, MD
	} Moshe Talpaz, MD
	} Julie Vose, MD, MBA

Education Committee
	} Sagar Lonial, MD, FACP, Chair
	} Sairah Ahmed, MD
	} Ibrahim Aldoss, MD
	} Pamela B. Allen, MD, MSc
	} Mary Ann Anderson, MBBS, FRACP, 

FRCPA, PhD
	} Michael Andreeff, MD, PhD
	} Stephen M. Ansell, MD, PhD
	} Martha Arellano, MD
	} Ehab L. Atallah, MD
	} Ali Bazarbachi, MD, PhD
	} Catherine Bollard, MD, MBChB
	} Prithviraj Bose, MD
	} Massimo Breccia, MD
	} Renier Brentjens, MD, PhD
	} Jennifer R. Brown, MD, PhD
	} Hetty Carraway, MD, MBA
	} Jorge E. Cortés, MD
	} Charles Craddock, CBE, FRCP, FRCPath, 

DPhil, FMedSci
	} Jennifer Crombie, MD
	} Nick Cross, MA, PhD, FRCPath
	} Naval Daver, MD
	} Michael Deininger, MD, PhD
	} Meletios A. Dimopoulos, MD
	} Angela Dispenzieri, MD
	} Barbara Eichhorst, MD
	} Pierre Fenaux, MD, PhD
	} Alessandra Ferrajoli, MD

	} Guillermo Garcia-Manero, MD
	} Aaron T. Gerds, MD, MS
	} Paolo Ghia, MD, PhD
	} Sergio Giralt, MD
	} Lucy A. Godley, MD, PhD
	} Jason R. Gotlib, MD, MS
	} Fadi Haddad, MD
	} Florian Heidel, MD
	} Alex Herrera, MD
	} Gabriela Hobbs, MD
	} Dieter Hoelzer, MD, PhD
	} Elias Jabbour, MD
	} Tapan Kadia, MD
	} Brad S. Kahl, MD
	} Partow Kebriaei, MD
	} Thomas Kipps, MD, PhD
	} Rami S. Komrokji, MD
	} Daniela Krause, MD
	} Amrita Y. Krishnan, MD, FACP
	} Andrew Kuykendall, MD
	} Jeffrey Lancet, MD
	} Mary Jo Lechowicz, MD
	} Suzanne Lentzsch, MD, PhD
	} Alan List, MD
	} Bob Löwenberg, MD, PhD
	} Selina Luger, MD
	} Matthew A. Lunning, DO, FACP
	} Kami J. Maddocks, MD
	} Thomas G. Martin, MD
	} John O. Mascarenhas, MD
	} Marcela V. Maus, MD, PhD
	} Hira Mian, MD, MSc
	} Laura C. Michaelis, MD
	} Mohamad Mohty, MD, PhD
	} Franck Morschhauser, MD, PhD
	} Alison Moskowitz, MD
	} Loretta Nastoupil, MD
	} Susan O’Brien, MD
	} Kristen O’Dwyer, MD
	} Tiong Ong, MA, MBBCh, MRCP (UK)
	} Robert Orlowski, MD, PhD
	} Cristina Papayannidis, MD, PhD
	} Francesco Passamonti, MD
	} Krina K. Patel, MD, MSc
	} Uwe Platzbecker, MD
	} Keith W Pratz, MD
	} Barbara Pro, MD
	} Ching-Hon Pui, MD

COMMITTEE  SPOTLIGHT
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	} Jerald Radich, MD
	} Noopur Raje, MD
	} Farhad Ravandi, MD
	} Delphine Rea, MD, PhD
	} Lindsay A.M. Rein, MD
	} Katy Rezvani, MD, PhD
	} Josep-Maria Ribera, MD, PhD
	} Gail J. Roboz, MD
	} Sarah Rutherford, MD
	} Valeria Santini, MD
	} Laurie H. Sehn, MD, MPH
	} John Seymour, MBBS, FRACP, PhD
	} Mazyar Shadman, MD, MPH
	} Bijal D. Shah, MD, MS
	} Surbhi Sidana, MD
	} Sonali M. Smith, MD
	} Simona Soverini, PhD
	} Douglas Tremblay, MD
	} Alessandro M. Vannucchi, MD
	} William Wierda, MD, PhD
	} Thomas Witzig, MD
	} Jasmine M. Zain, MD
	} Pier Luigi Zinzani, MD, PhD

Publication Committee
	} Sundar Jagannath, MD, Chair
	} Brad S. Kahl, MD
	} Hagop Kantarjian, MD
	} Sagar Lonial, MD, FACP
	} Moshe Talpaz, MD

Scientific Committee
	} Moshe Talpaz, MD, Chair
	} Sairah Ahmed, MD
	} Ibrahim Aldoss, MD
	} Taha Al-Juhaishi, MD
	} Pamela B. Allen, MD, MSc
	} Elias Anaissie, MD
	} Mary Ann Anderson, MBBS, FRACP, 

FRCPA, PhD
	} Prithviraj Bose, MD
	} Massimo Breccia, MD
	} Renier Brentjens, MD, PhD
	} Hetty Carraway, MD, MBA
	} Jorge E. Cortés, MD
	} Charles Craddock, CBE, FRCP, FRCPath, 

DPhil, FMedSci
	} Naval Daver, MD
	} Marco Davila, MD, PhD
	} Michael Deininger, MD, PhD
	} Courtney D. DiNardo, MD, MSCE
	} Barbara Eichhorst, MD
	} Pierre Fenaux, MD, PhD
	} Adele K. Fielding, MD, PhD
	} Guillermo Garcia-Manero, MD
	} Sergio Giralt, MD
	} Fadi Haddad, MD

	} Dieter Hoelzer, MD, PhD
	} Swaminathan P. Iyer, MD, MBBS
	} Elias Jabbour, MD
	} Sundar Jagannath, MD
	} Tapan Kadia, MD
	} Hagop Kantarjian, MD
	} Partow Kebriaei, MD
	} Eva Kimby, MD, PhD
	} Rami S. Komrokji, MD
	} Marina Konopleva, MD, PhD
	} Andrew Kuykendall, MD
	} Mary Jo Lechowicz, MD
	} Alan List, MD
	} Sanam Loghavi, MD
	} Sagar Lonial, MD, FACP
	} Bob Löwenberg, MD, PhD
	} Peihua Lu, MD
	} Thomas G. Martin, MD
	} John O. Mascarenhas, MD
	} María-Victoria Mateos, MD, PhD
	} Laura C. Michaelis, MD
	} Mohamad Mohty, MD, PhD
	} Franck E. Nicolini, MD, PhD
	} Ajay K. Nooka, MD, MPH, FACP
	} Eric Padron, MD
	} Cristina Papayannidis, MD, PhD
	} Jae Park, MD
	} Uday R. Popat, MD
	} Barbara Pro, MD
	} Ching-Hon Pui, MD
	} Prof. Anne Quinquenel, MD, PhD
	} Jerald Radich, MD
	} Farhad Ravandi, MD
	} Lindsay A.M. Rein, MD
	} Katy Rezvani, MD, PhD
	} Gail J. Roboz, MD
	} Giuseppe Saglio, MD
	} Charles A. Schiffer, MD
	} Laurie H. Sehn, MD, MPH
	} Mikkael A. Sekeres, MD, MS
	} Bijal D. Shah, MD, MS
	} Elizabeth Shpall, MD
	} Surbhi Sidana, MD
	} Simona Soverini, PhD
	} Wendy Stock, MD
	} Evangelos Terpos, MD, PhD
	} Julie Vose, MD, MBA
	} Eunice S. Wang, MD
	} Andrew Wei, MBBS, PhD
	} Jason R. Westin, MD, MS, FACP, FASCO
	} William Wierda, MD, PhD
	} Maurizio Zangari, MD
	} Amer Zeidan, MBBS, MHS
	} Pier Luigi Zinzani, MD, PhD

Ambassador Program
	} Hagop Kantarjian, MD, Chair
	} Hamdy Abdel-Azim, MSc, MD

	} Marwa Abdelgawad, MD, PhD
	} M.B. Agarwal, MD
	} Araz Taha Ahmed, MD
	} Asma Sultan Al Olama, MD
	} Abdulsalam Al-Ani, MD
	} Ahmad Alhuraiji, MD
	} Alia Bali Donjeta, MD
	} Hussain Alizadeh, PhD, DSc
	} Sarit Assouline, MD
	} Hassan Awada, MD
	} Tsetsegsaikhan Batmunkh, MD
	} Ali Bazarbachi, MD, PhD
	} Adriana Bello, MD
	} Chokri Ben Lamine, MD
	} Alejandro Berkovits, MD
	} Imre Bodó, MD, PhD
	} Francesc Bosch, MD, PhD
	} Massimo Breccia, MD
	} Reinaldo Campestri, MD
	} Antonio A. Carrasco, MD, BS
	} Claudio Cerchione, MD, PhD
	} Maria Eugenia Mandujano Colindres, MD
	} Charles Craddock, CBE, FRCP, FRCPath, 

DPhil, FMedSci
	} Ruddy Dalfeor, MD
	} Adolfo De La Fuente Burguera, MD
	} Meletios Dimopoulos, MD
	} Fedja Djordjevic, MD, PhD
	} Riad El Fakih, MD
	} Alaa El Haddad, MD, PhD
	} Georges N. El Hashem, MD
	} Moshen-Saleh Elalfy, MD
	} Ezzat Elhassadi, MD, FRCPath
	} Monika Engelhardt, MD
	} A. Emre Eskazan, MD
	} Yngvar Floisand, MD, PhD
	} Gin Gin Gan, MBBS, FRCP
	} Mouna Ezzidin Grain, MD
	} Birol Guvenc, MD
	} Yi Hyeon Gyu, MD, PhD
	} Yervand Hakobyan, MD, PhD
	} Syed Hasan, PhD
	} Juan Manuel Herrera, MD
	} Andreas Hochhaus, MD
	} Hsin-An Hou, MD
	} Valeh Huseynov, MD, PhD
	} Sapura Ibragimova, MD
	} Ahmad Ibrahim, MD
	} Raheel Iftikhar, MBBS
	} Elias Jabbour, MD
	} Gustavo Jarchum, MD
	} Rizwan Javed, MD
	} Hunan Julhakyan, MD, PhD
	} Rammurti Kamble, MD
	} Mehreen Ali Khan, MBBS, FCPS
	} Bor-Sheng Ko, MD, PhD
	} Rami S. Komrokji, MD
	} Lalit Kumar, MD, DM
	} Rajko Kusec, MD, PhD
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	} Nguyen Thanh Liem, MD
	} Sanam Loghavi, MD
	} Elza Lomaia, MD, PhD
	} Peihua Lu, MD, PhD
	} Takahiro Maeda, MD, PhD
	} Lucia Masarova, MD
	} Vikram Mathews, MD, DM
	} Mahshid Mehdizadeh, MD
	} Luis Antonio Meillón García, MD, FACP
	} Anne-Sophie Michallet
	} Mauricette Michallet, MD, PhD
	} Wojciech Mlynarski, MD, PhD
	} Rasha Magdy Mohamed Said, MD
	} Carlos O. Montero, MD
	} Pau Montesinos, MD
	} Elena Morozova, MD, PhD
	} Charles Mullighan, MBBS (Hons), MSc, MD
	} Vasile Musteata, MD, PhD, MPH
	} Hideaki Nakajima, MD
	} Muhammad Asif Naveed, MBBS
	} Karun Neupane, MD

	} Lawrence Cheng Kiat Ng, MD
	} Franck Nicolini, MD, PhD
	} Olga Novosad, MD, PhD
	} Susan O’Brien, MD
	} Evren Özdemir, MD
	} Irina Panovska-Stavridis, MD, PhD
	} Shubham Pant, MD
	} Virgina Abello Pollo, MD
	} Pia-Sophia Raanani, MD
	} Alma Reyes-Calavera, MD
	} Adan Rios, MD
	} Alia M. Saeed, MD
	} Khadra Salami, MD
	} Umera Saleem, MBBS, FCPS
	} Valeria Santini, MD
	} Koji Sasaki, MD, PhD
	} Phillip Scheinberg, MD
	} Manju Sengar, MD
	} Matjaz Sever, MD, PhD
	} John Seymour, MBBS, FRACP, PhD
	} Vasily Shuvaev, MD, PhD

	} Agostino Tafuri, MD
	} Rodica Talmaci, MD, PhD
	} Gevorg Tamamyan, MD, PhD
	} Nino Totogashvili, MD, PhD
	} Marek Trnený, CSc
	} Phan Truc, MD
	} Grigory Tsaur, MD, PhD
	} Jieun Uhm, MD
	} Aferdita Ukimeraj, MD
	} Mauricio Villegas, MD
	} Vitae Paresh Vyas, MRCP, DPhil, 

MRCPath, FRCP, FRCPath
	} Jan Vydra, MD
	} Andrew Wei, MBBS, PhD
	} Agnieszka Wierzbowska, MD, PhD
	} Tomasz Wrobel, MD, PhD
	} Mohamed A. Yassin, MD
	} Ben Yehuda Dina, MD
	} Nidia Paulina Zapata Canto, MD
	} Jan Maciej Zaucha , MD
	} Andrius Žučenka, MD

Dr. Sangeetha Venugopal Dr. Rami Komrokji

Start the conversation now 
on the SOHO365 Mobile App
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Real-world study shows infections are top 
driver of early mortality post-CAR-T
 A study presented by Nanditha Karra, 
MD, of the University of Maryland Capital 
Region Health, and colleagues at the 2026 
SOHO Annual Meeting, showed that pooled 
non-relapse mortality (NRM) in a cohort of 
patients receiving chimeric antigen receptor 
(CAR) T-cell therapy was 6.8%, and infections 
accounted for the majority of these deaths, 
ranging from 50.9% to 56.0%.

NRM has emerged as a new challenge related 
to CAR-T therapy, limiting population-level 
survival gains and long-term therapeutic 
benefit despite the treatment’s ability to 
improve relapse outcomes across disease 
subtypes, the authors noted.

Using population-level registries, national 
databases, and real-world data sets, they 
evaluated the incidence, temporal patterns, 
etiologic causes, and clinical, demographic, 
and socioeconomic determinants of early 
mortality and overall NRM following CAR-T 
use across hematologic malignancies. 

They pooled data from the SEER-Medicare 
linkage, CIBMTR, French DESCAR-T registry, 
NRD, and global meta analyses through 
2024 to evaluate mortality trends. The data 
set included more than 7600 adult and 
pediatric patients from 46 clinical trials and 
real-world studies in which patients received 
axicabtagene ciloleucel, tisagenlecleucel, 
lisocabtagene maraleucel, idecabtagene 
vicleucel, and ciltacabtagene autoleucel.

NRM was highest in patients with mantle cell 
lymphoma (10.6%) and multiple myeloma 
(8.0%).

Compared with NRM related to infections, 

just 11.5% of deaths were caused by cytokine 
release syndrome or immune effector cell-
associated neurotoxicity syndrome. Thirty-day 
mortality ranged from 5.0% to 6.7%. 

Older adults experienced higher rates of:

•	Acute kidney infection
•	Cardiovascular events
•	Prolonged hospitalization
•	Readmissions

Secondary malignancies and delayed 
infectious complications increasingly 
contributed to late NRM. Geographic 

challenges reduced CAR-T utilization by  
up to 37.6% in underserved regions.

“Survivorship strategies should prioritize 
antimicrobial prophylaxis, CAR-HEMATOTOX 
risk stratification, longitudinal infection 
surveillance, and decentralized cellular 
therapy delivery models to reduce 
preventable deaths,” the authors concluded.

Reference
Karra N, Chorya H, Sangaraju SL, et al. Hematologic 
malignancies: a population-level study. Abstract CT-
1048. Presented at the 2026 Society of Hematologic 
Oncology Annual Meeting; September 9-12, 2026; 
Houston.

POSTERS NOT TO MISS:  
Cellular therapy edition  
as reported by Krish Patel, MD

CT-1048: Early Mortality Following CAR-T 
Therapy in Hematologic Malignancies: A 
Population-Level Study

CT-227: Measurable Residual Disease by 
Circulating Tumor DNA in Patients With 
Third-Line or Later Relapsed or Refractory 
Follicular Lymphoma Treated With 
Lisocabtagene Maraleucel  
in TRANSCEND FL

CT-228: Outcomes of Lisocabtagene 
Maraleucel in Patients With Relapsed 

or Refractory Chronic Lymphocytic 
Leukemia: First Real-World Data From the 
Center for International Blood and Marrow 
Transplant Research

CT-594: Clinical Overview of Infection 
Events With Orca-T vs Conventional 
Allogeneic Hematopoietic Stem Cell 
Transplantation in the Precision-T Phase 3 
Study

Krish Patel, MD, is the Director of 
Lymphoma Research at Sarah Cannon 
Research Institute in Nashville, Tennessee.

POSTER WALKS

Miss any of these great sessions?  
Catch them on the  

SOHO365 mobile app.



Please see additional Important Safety Information, including Boxed Warning, and the Brief 
Summary of Prescribing Information for BLENREP on the following pages.

INDICATION
BLENREP is indicated in combination with bortezomib and dexamethasone for the treatment of adult 
patients with relapsed or refractory multiple myeloma who have received at least 2 prior lines of 
therapy, including a proteasome inhibitor and an immunomodulatory agent.

IMPORTANT SAFETY INFORMATION
WARNING: OCULAR TOXICITY 

•  BLENREP causes changes in the corneal epithelium resulting in changes in vision, including 
severe visual impairment, and symptoms such as blurred vision and dry eyes. In the clinical 
study, corneal ulcers, including cases with infection, also occurred.  

•  Conduct ophthalmic exams at baseline, before each dose, promptly for new or worsening 
symptoms, and as clinically indicated. In the clinical study, 83% of patients required a 
dosage modification due to ocular toxicity. Withhold BLENREP until improvement and resume 
or permanently discontinue, based on severity.  

•  Because of the risk of ocular toxicity, BLENREP is available only through a restricted program 
called the BLENREP Risk Evaluation and Mitigation Strategy (REMS).  

For adults with relapsed or refractory 
multiple myeloma who have received 
at least 2 prior lines of therapy including 
a proteasome inhibitor and an 
immunomodulatory agent

Please scan for full  
Prescribing Information, 

including Boxed 
Warning, for BLENREP.

Elevate the outcome.  
Transform the journey.

PFS (HR=0.31 [95% CI: 0.21-0.47]); mPFS was 31.3 months  
(95% CI: 23.5-NR) for BVd (N=108) vs 10.4 months (95% CI: 7-13.4)  
for DVd (N=109).1

The data presented are based on a post hoc exploratory  
subgroup analysis (N=217) and not adjusted for multiplicity  
nor powered to detect a statistical difference.

BVd, BLENREP (B) + bortezomib (V) + dexamethasone (d); CI, confidence interval; DVd, daratumumab (D) + bortezomib (V) + 
dexamethasone (d); HR, hazard ratio; mPFS, median progression-free survival; NR, not reached. 

Their ticket to
3x mPFS vs a daratumumab-based triplet
is within reach



+

Bortezomib 
1.3 mg/m2 SC on Days 1, 4, 8, 

and 11 of Cycles 1-8 (21-day cycles)

Dexamethasone (IV or PO) 
20 mg on the day of and day 

after bortezomib in Cycles 1-8*

Treatment period1,3

Until end of study, withdrawal of consent, PD, death, or unacceptable toxicity

CYCLES 1-8 CYCLE 9+

BLENREP
2.5 mg/kg IV Q3W

BLENREP was given on 
Day 1 of each cycle

+
BLENREP 

monotherapy
2.5 mg/kg IV Q3W 

Bortezomib 
1.3 mg/m2 SC on Days 1, 4, 8, 

and 11 of Cycles 1-8 (21-day cycles)
+

Dexamethasone (IV or PO) 
20 mg on the day of and day 

after bortezomib in Cycles 1-8*

Daratumumab
16 mg/kg IV QW for Cycles 1-3; 

and Q3W for Cycles 4-8
+

Daratumumab 
monotherapy

16 mg/kg IV Q4W
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Exploratory endpoints: PFS, OS, MRD negativity and ORR

• FDA approval was based on a post hoc exploratory subgroup analysis of patients with at least 2 prior lines 
of therapy, including a proteasome inhibitor and immunomodulatory agent

• DREAMM-7 was an open-label, randomized (1:1), multicenter study in adult patients with multiple myeloma 
who received at least 1 prior line of therapy1

• Adults with RRMM
• 2 prior lines of MM therapy including a 

proteasome inhibitor and immunomodulatory 
agent

• Progressive disease during or after most 
recent therapy

Inclusion criteria:
• Prior treatment with anti-BCMA therapy
• Refractory to or intolerant of daratumumab 

or bortezomib
• Current corneal epithelial disease§

Exclusion criteria: 

*The dose of dexamethasone in each arm was reduced by half in patients aged ≥75 years.1 †For patients who discontinue due 
to reasons other than PD.3 ‡For patients who discontinue due to PD or other reasons.3 §Patients with current corneal disease, 
except for mild punctate keratopathy, were excluded. 1 

BCMA, B-cell maturation agent; BVd, BLENREP (B) + bortezomib (V) + dexamethasone (d); DVd, daratumumab (D) +  
bortezomib (V) + dexamethasone (d); FDA, US Food and Drug Administration; IV, intravenous; MM, multiple myeloma;  
MRD, minimal residual disease; ORR, overall response rate; OS, overall survival; PD, progressive disease; PFS, progression-
free survival; PO, by mouth; QW, every week; Q3W, every 3 weeks; Q4W, every 4 weeks; Q12W, every 12 weeks; R-ISS, Revised 
International Staging System; RRMM, relapsed or refractory multiple myeloma; SC, subcutaneous; Vd, bortezomib (V) + 
dexamethasone (d).

Patients were stratified by prior lines of treatment (1 vs 2 or 3 vs ≥4), R-ISS stage (I vs II/III), and prior bortezomib 
(yes vs no)3

•  Follow-up period: PFS Q3W.† Disease assessment Q3W. Follow-up for OS Q12W3,‡

DREAMM-7 was a pivotal Phase 3 trial designed to study a triplet 
combination vs a daratumumab-based triplet1,2

Select eligibility criteria for efficacy population1,3
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HR§=0.49 95% CI§: 0.32-0.76

NUMBERS AT RISK (NUMBER OF EVENTS)
BLENREP +

bortezomib/dexamethasone
Daratumumab +

bortezomib/dexamethasone

MEDIAN

NR
(95% CI: NR-NR)‡

MEDIAN

35.7
MONTHS

(95% CI: 21.1-NR)‡

BVd (n=108)

DVd (n=109)

FDA approval was based on a post hoc exploratory subgroup analysis of patients 
with at least 2 prior lines of therapy, including a proteasome inhibitor and 
immunomodulatory agent. 

The data presented are based on a post hoc exploratory subgroup analysis (N=217) 
and not adjusted for multiplicity nor powered to detect a statistical difference.

Response was based on Independent Review Committee per International Myeloma Working Group criteria.1

• mOS for BVd was not reached. At the time of the interim analysis data cutoff, fewer patients on BVd  
(33; 31%) had an event vs DVd (57; 52%)1

• OS data had a median follow-up of 38.7 months1

• PFS data had a median follow-up of 27.9 months1

BVd is the first and only triplet that improved median PFS vs a daratumumab-based  
triplet, with durable benefit observed1

*Based on all randomized patients who had received at least 2 prior lines of therapy including a proteasome inhibitor and 
immunomodulatory agent.1 †Median follow-up of 27.9 months.1 ‡By Brookmeyer and Crowley method.1 §Based on stratified Cox 
regression model.1

BVd, BLENREP (B) + bortezomib (V) + dexamethasone (d); CI, confidence interval; DVd, daratumumab (D) + bortezomib (V) + 
dexamethasone (d); HR, hazard ratio; mOS, median OS; mPFS, median progression-free survival; NR, not reached; OS, overall survival.

BLENREP triplet combination (BVd) delivered 3x mPFS vs a  
daratumumab-based triplet (DVd)1

BVd improved overall survival benefit vs DVd1

51% reduction 
in risk of death 
with BVd vs a 

daratumumab-
based triplet1



BLENREP has a well-characterized safety profile1

Adverse reactions (≥20%) in patients with relapsed or refractory multiple 
myeloma who received BLENREP in DREAMM-71

In DREAMM-7, the safety of BLENREP with bortezomib and dexamethasone (n=242) compared 
to daratumumab with bortezomib and dexamethasone (n=246) was assessed in patients 
who received at least 1 prior line of therapy. Safety of BLENREP in combination with bortezomib 
and dexamethasone in patients who have received only 1 prior line of therapy (n=125) has not 
been established.

Adverse Reaction*
BLENREP + Vd

N=242
Daratumumab + Vd

N=246

All Grades (%) Grades 3+4 (%) All Grades (%) Grades 3+4 (%)
Eye Disorders

Reduction in BCVA† 89 57 44 9
Corneal exam findings† 86 72 19 3
Blurred vision 66 22 11 0.8
Dry eye‡ 51 7 7 0
Photophobia 47 2 2 0
Foreign body sensation in eyes‡ 44 3 4 0
Eye irritation 43 5 5 0
Eye pain‡ 33 0.8 4 0.4
Cataract‡ 24 8 14 3

Gastrointestinal Disorders
Diarrhea 32 4 31 4

Infections
Upper respiratory tract infection‡,§ 38 2 36 2
Pneumonia‡,§ 26 16 17 5
COVID-19§ 24 5 20 2

Hepatobiliary Disorders
Hepatotoxicity‡ 33 14 16 2

General Disorders and Administration Site Conditions
Fatigue‡ 26 6 27 4

*Adverse reactions, except ophthalmic exam findings, were graded according to CTCAE v5.0.1 †Based on ophthalmic exam 
findings.1 ‡Grouped term includes other related terms.1 §Includes the following fatal adverse reactions: BVd: pneumonia 
(n=10), COVID-19 (n=3), upper respiratory tract infection (n=1); DVd: pneumonia (n=7), COVID-19 (n=5), pyrexia (n=1).1

BCVA, Best-Corrected Visual Acuity; BVd, BLENREP (B) + bortezomib (V) + dexamethasone (d); CTCAE, Common 
Terminology Criteria for Adverse Events; Vd, bortezomib (V) + dexamethasone (d).

Please see additional Important Safety Information, including Boxed Warning, and the Brief 
Summary of Prescribing Information for BLENREP on the following pages.

• Serious adverse reactions occurred in 50% of patients who received BVd. Serious adverse reactions in ≥2% of 
patients included pneumonia (18%), pyrexia (5%), thrombocytopenia (5%), COVID-19 (5%), upper respiratory 
tract infection (4%), sepsis (4%), second primary malignancy (3%), and anemia (2%)1

• Fatal adverse reactions occurred in 10% of patients who received BVd. Fatal adverse reactions which occurred 
in >1 patient included pneumonia (4%), sepsis (2%), COVID-19 (1%), respiratory failure (<1%), and intracranial 
hemorrhage (<1%)1

• Permanent discontinuation of BLENREP due to an adverse reaction occurred in 17% of patients. Adverse reactions 
which resulted in permanent discontinuation of BLENREP in ≥3% of patients included ocular toxicity (9%) and 
pneumonia (4%)1



IMPORTANT SAFETY INFORMATION (cont’d)
WARNINGS AND PRECAUTIONS 
Ocular Toxicity 
BLENREP causes ocular toxicity, defined as changes in the corneal epithelium and changes in 
BCVA based on ophthalmic exam (including slit lamp exam), or other ocular adverse reactions as 
defined by the CTCAE.
In DREAMM-7, ocular toxicity occurred in 92% of patients, including Grade 3 or 4 in 77% of 
patients. The most common ocular toxicities (>25%) were reduction in BCVA (89%) and corneal 
exam findings (86%) based on ophthalmic exam findings, blurred vision (66%), dry eye (51%), 
photophobia (47%), foreign body sensation in eyes (44%), eye irritation (43%), and eye pain 
(33%).
Ocular toxicity based on ophthalmic exam findings was reported as Grade 2 in 9% of patients, 
Grade 3 in 56% of patients, and Grade 4 in 21% of patients. The median time to onset of the 
first Grade 2 to 4 ophthalmic exam findings was 43 days (range: 15 to 611 days). The median 
duration of all Grade 2 to 4 ophthalmic exam findings was 85 days (range: 5 to 813 days). 
Patients experienced a median of 3 episodes (range: 1 to 11 episodes) of ocular toxicity based on 
ophthalmic exam findings. Of the patients with Grade 2 to 4 ophthalmic exam findings, 42% had 
improvement of the last event to Grade 1 or better; 22% had resolution of the last event based on 
return to baseline or normal ophthalmic exam findings. 
The most commonly reported corneal exam findings included superficial punctate keratopathy, 
microcyst-like deposits, epithelial changes, and haze. Cases of corneal ulcer, including cases with 
infection, have been reported and should be managed promptly by an eye care professional.
A reduction in BCVA to 20/50 or worse in at least one eye occurred in 69% of patients, including 
29% who experienced a change in BCVA to 20/100 or worse, and 12% who experienced a change 
in BCVA to 20/200 or worse. Of the patients with reduced BCVA to 20/50 or worse in at least one 
eye, 61% had resolution of the last event to baseline or better. Of the patients with reduced BCVA to 
20/100 or worse, 57% had resolution of the last event. Of the patients with reduced BCVA to 20/200 
or worse, 48% had resolution of the last event. 
Ophthalmic exams (including slit lamp exam and BCVA assessment) should be conducted by an 
eye care professional, such as an ophthalmologist or optometrist, at baseline, before each dose of 
BLENREP, promptly for new or worsening symptoms, and as clinically indicated. Perform baseline 
exam within 4 weeks prior to the first dose. Perform each follow-up exam within 10 days prior to 
the next planned dose. All effort should be made to schedule the exam as close to BLENREP dosing 
as possible. Withhold BLENREP until improvement in both corneal exam findings and change in 
BCVA to Grade 1 or less and resume at same or reduced dose or permanently discontinue based 
on severity.
Counsel patients to promptly inform their healthcare provider of any ocular symptoms. Counsel 
patients to use preservative-free artificial tears at least 4 times a day starting with the first 
infusion and continuing until the end of treatment, and to avoid wearing contact lenses for the 
duration of therapy. Bandage contact lenses may be used under the direction of an eye care 
professional.
Changes in visual acuity may be associated with difficulty for driving and reading. Counsel 
patients to use caution when driving or operating machinery.

BLENREP Risk Evaluation and Mitigation Strategy (REMS)  
BLENREP is available only through a restricted program called the BLENREP REMS because of the 
risk of ocular toxicity. 
Further information is available at www.BLENREPREMS.com and 1-855-690-9572.  



IMPORTANT SAFETY INFORMATION (cont’d)
Thrombocytopenia 
Thrombocytopenia of any grade occurred in 100% of patients in DREAMM-7. 
Grade 2 thrombocytopenia occurred in 10% of patients, Grade 3 in 29% of patients, and Grade 
4 in 45% of patients. Clinically significant bleeding (Grade ≥2) occurred in 7% of patients with 
concomitant low platelet levels (Grade 3 or 4).
Monitor complete blood cell counts at baseline and periodically during treatment as clinically 
indicated. Withhold or reduce the dose of BLENREP based on severity. 
Embryo-fetal Toxicity
Based on its mechanism of action, BLENREP can cause fetal harm when administered to a 
pregnant woman because it contains a genotoxic compound (the microtubule inhibitor, 
monomethyl auristatin F [MMAF]) and it targets actively dividing cells.
Advise pregnant women of the potential risk to a fetus. Advise females of reproductive potential 
to use effective contraception during treatment with BLENREP and for 4 months after the last dose. 
Advise males with female partners of reproductive potential to use effective contraception during 
treatment with BLENREP and for 6 months after the last dose.  

ADVERSE REACTIONS
The most common adverse reactions (≥20%) with BLENREP in combination with bortezomib 
and dexamethasone are reduction in BCVA, corneal exam findings, blurred vision, dry eye, 
photophobia, foreign body sensation in eyes, eye irritation, upper respiratory tract infection, 
hepatotoxicity, eye pain, diarrhea, fatigue, pneumonia, cataract and COVID-19.
The most common Grade 3 or 4 (≥10%) laboratory abnormalities are decreased platelets, 
decreased lymphocytes, decreased neutrophils, increased gamma-glutamyl transferase, 
decreased white blood cells, and decreased hemoglobin. 
Please see accompanying full Prescribing Information, including BOXED WARNING, for BLENREP. 
For more information, please visit www.BLENREPhcp.com
Please see Brief Summary of Prescribing Information for BLENREP on the following pages.

Trademarks are owned by or licensed to the GSK group of companies.

©2026 GSK or licensor.
PMUS-BLMJRNA260006 July 2026
Produced in USA. 
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BRIEF SUMMARY 

BLENREP (belantamab mafodotin-blmf) for injection, for intravenous use 

The following is a brief summary; see full Prescribing Information for additional product information 

WARNING: OCULAR TOXICITY  

•  BLENREP causes changes in the corneal epithelium resulting in changes in vision, including severe visual 
impairment, and symptoms such as blurred vision and dry eyes. In the clinical study, corneal ulcers, 
including cases with infection, also occurred [see Warnings and Precautions (5.1)]. 

•  Conduct ophthalmic exams at baseline, before each dose, promptly for new or worsening  
symptoms, and as clinically indicated. In the clinical study, 83% of patients required a dosage 
modification due to ocular toxicity. Withhold BLENREP until improvement and resume or  
permanently discontinue, based on severity [see Dosage and Administration (2.3), Warnings and 
Precautions (5.1)]. 

•  Because of the risk of ocular toxicity, BLENREP is available only through a restricted program called the 
BLENREP Risk Evaluation and Mitigation Strategy (REMS) [see Warnings and Precautions (5.2)]. 

1 INDICATIONS AND USAGE  
BLENREP is indicated in combination with bortezomib and dexamethasone for the treatment of adult patients 
with relapsed or refractory multiple myeloma who have received at least two prior lines of therapy, including a 
proteasome inhibitor and an immunomodulatory agent. 

4 CONTRAINDICATIONS  
None. 

5 WARNINGS AND PRECAUTIONS  
5.1  Ocular Toxicity   

BLENREP causes ocular toxicity, defined as changes in the corneal epithelium and changes in BCVA based on 
ophthalmic exam (including slit lamp exam), or other ocular adverse reactions as defined by the CTCAE [see 
Adverse Reactions (6.1)]. 

In DREAMM-7, ocular toxicity occurred in 92% of patients, including Grade 3 or 4 in 77% of patients. The most 
common ocular toxicities (>25%) were reduction in BCVA (89%) and corneal exam findings (86%) based on 
ophthalmic exam findings, blurred vision (66%), dry eye (51%), photophobia (47%), foreign body sensation in 
eyes (44%), eye irritation (43%), and eye pain (33%) [see Adverse Reactions (6.1)]. 

Ocular toxicity based on ophthalmic exam findings was reported as Grade 2 in 9% of patients, Grade 3 in 56% 
of patients, and Grade 4 in 21% of patients. The median time to onset of the first Grade 2 to 4 ophthalmic exam 
findings was 43 days (range: 15 to 611 days). The median duration of all Grade 2 to 4 ophthalmic exam findings 
was 85 days (range: 5 to 813 days). Patients experienced a median of 3 episodes (range: 1 to 11 episodes) of 
ocular toxicity based on ophthalmic exam findings. Of the patients with Grade 2 to 4 ophthalmic exam findings, 
42% had improvement of the last event to Grade 1 or better; 22% had resolution of the last event based on 
return to baseline or normal ophthalmic exam findings. 

The most commonly reported corneal exam findings included superficial punctate keratopathy, microcyst-
like deposits, epithelial changes, and haze. Cases of corneal ulcer, including cases with infection, have been 
reported and should be managed promptly by an eye care professional [see Adverse Reactions (6.1)]. 

(continued on next page)



5.1  Ocular Toxicity  (cont’d)

A reduction in BCVA to 20/50 or worse in at least one eye occurred in 69% of patients, including 29% who 
experienced a change in BCVA to 20/100 or worse, and 12% who experienced a change in BCVA to 20/200 or 
worse. Of the patients with reduced BCVA to 20/50 or worse in at least one eye, 61% had resolution of the last 
event to baseline or better. Of the patients with reduced BCVA to 20/100 or worse, 57% had resolution of the last 
event. Of the patients with reduced BCVA to 20/200 or worse, 48% had resolution of the last event. 

Ophthalmic exams (including slit lamp exam and BCVA assessment) should be conducted by an eye care 
professional, such as an ophthalmologist or optometrist, at baseline, before each dose of BLENREP, promptly for 
new or worsening symptoms, and as clinically indicated. Perform baseline exam within 4 weeks prior to the first 
dose. Perform each follow-up exam within 10 days prior to the next planned dose. All effort should be made to 
schedule the exam as close to BLENREP dosing as possible. Withhold BLENREP until improvement in both corneal 
exam findings and change in BCVA to Grade 1 or less and resume at same or reduced dose or permanently 
discontinue based on severity [see Dosage and Administration (2.1, 2.3) of the full Prescribing Information]. 

Counsel patients to inform their healthcare provider of any ocular symptoms. Counsel patients to use 
preservative-free artificial tears at least 4 times a day starting with the first infusion and continuing until the 
end of treatment, and to avoid wearing contact lenses for the duration of therapy. Bandage contact lenses 
may be used under the direction of an eye care professional [see Dosage and Administration (2.1) of the full 
Prescribing Information]. 

Changes in visual acuity may be associated with difficulty for driving and reading. Counsel patients to use 
caution when driving or operating machinery.

5.2 BLENREP Risk Evaluation and Mitigation Strategy (REMS)  

BLENREP is available only through a restricted program called the BLENREP REMS because of the risk of ocular 
toxicity [see Warnings and Precautions (5.1)]. Notable requirements of the BLENREP REMS include the following: 

• Prescribers must be certified in the BLENREP REMS by enrolling and completing training. 
• Prescribers must counsel patients receiving BLENREP on the risk of ocular toxicity, the need for monitoring via 

ophthalmic exams before each dose, and provide patients with the BLENREP REMS Patient Guide. 
• Patients must be enrolled in the BLENREP REMS and adhere to monitoring. 
• Healthcare settings that dispense BLENREP must be certified in the BLENREP REMS by enrolling and must 

obtain authorization prior to dispensing. 
• Wholesalers and distributors must distribute BLENREP only to certified healthcare settings. 
Further information is available at www.BLENREPREMS.com and 1-855-690-9572. 
5.3 Thrombocytopenia  

Thrombocytopenia of any grade occurred in 100% of patients in DREAMM-7 [see Adverse Reactions (6.1)]. 

Grade 2 thrombocytopenia occurred in 10% of patients, Grade 3 in 29% of patients, and Grade 4 in 45% of patients. 
Clinically significant bleeding (Grade ≥2) occurred in 7% of patients with concomitant low platelet levels (Grade 3 
or 4). 

Monitor complete blood cell counts at baseline and periodically during treatment as clinically indicated. 
Withhold or reduce the dose of BLENREP based on severity [see Dosage and Administration (2.3) of the full 
Prescribing Information]. 

5.4 Embryo-fetal Toxicity  

Based on its mechanism of action, BLENREP can cause fetal harm when administered to a pregnant woman 
because it contains a genotoxic compound (the microtubule inhibitor, monomethyl auristatin F [MMAF]) and it 
targets actively dividing cells. 

(continued on next page) (continued on next page)



5.4 Embryo-fetal Toxicity  (cont’d)

Advise pregnant women of the potential risk to a fetus. Advise females of reproductive potential to use 
effective contraception during treatment with BLENREP and for 4 months after the last dose. Advise males with 
female partners of reproductive potential to use effective contraception during treatment with BLENREP and for 
6 months after the last dose [see Use in Specific Populations (8.1, 8.3)]. 

6 ADVERSE REACTIONS  
The following clinically significant adverse reactions are described elsewhere in the labeling: 
• Ocular Toxicity [see Warnings and Precautions (5.1)] 
• Thrombocytopenia [see Warnings and Precautions (5.3)] 
6.1 Clinical Trials Experience  

Because clinical trials are conducted under widely varying conditions, adverse reaction rates observed in the 
clinical trials of a drug cannot be directly compared with rates in the clinical trials of another drug and may not 
reflect the rates observed in practice. 

Relapsed or Refractory Multiple Myeloma in Combination with Bortezomib and Dexamethasone 

The safety of BLENREP with bortezomib and dexamethasone (n = 242) compared with daratumumab with 
bortezomib and dexamethasone (n = 246) was evaluated in DREAMM-7 in patients with relapsed or refractory 
multiple myeloma who received at least one prior line of therapy [see Clinical Studies (14) of the full Prescribing 
Information]. Patients received BLENREP 2.5 mg/kg of actual body weight once every 3 weeks in combination 
with bortezomib and dexamethasone (BVd) for the first 8 cycles, followed by BLENREP as a single agent or 
daratumumab in combination with bortezomib and dexamethasone (DVd) for the first 8 cycles, followed by 
daratumumab as a single agent. Among patients who received BLENREP, 69% were exposed for 6 months or 
longer and 55% were exposed for greater than one year. The safety of BLENREP in combination with bortezomib 
and dexamethasone in patients who received only one prior line of therapy (n = 125) has not been established. 

Serious adverse reactions occurred in 50% of patients who received BVd. Serious adverse reactions in ≥2% of 
patients included pneumonia (18%), pyrexia (5%), thrombocytopenia (5%), COVID-19 (5%), upper respiratory 
tract infection (4%), sepsis (4%), second primary malignancy (3%), and anemia (2%). Fatal adverse reactions 
occurred in 10% of patients who received BVd. Fatal adverse reactions which occurred in >1 patient included 
pneumonia (4%), sepsis (2%), COVID-19 (1%), respiratory failure (<1%), and intracranial hemorrhage (<1%). 

Permanent discontinuation of BLENREP due to an adverse reaction occurred in 17% of patients. Adverse 
reactions which resulted in permanent discontinuation of BLENREP in ≥3% of patients included ocular toxicity 
(9%) and pneumonia (4%). 

Dosage interruptions of BLENREP due to an adverse reaction occurred in 78% of patients. Adverse reactions 
which required dosage interruption of BLENREP in ≥3% of patients included ocular toxicity based on ophthalmic 
exam findings (74%), blurred vision (32%), upper respiratory tract infection (20%), dry eye (14%), photophobia 
(14%), pneumonia (14%), eye irritation (13%), COVID-19 (12%), foreign body sensation in eyes (12%), eye pain 
(10%), thrombocytopenia (9%), visual impairment (7%), cataract (5%), diarrhea (4%), and neutropenia (4%). 

Dosage reductions of BLENREP due to an adverse reaction occurred in 36% of patients. Adverse reactions which 
required dosage reductions for BLENREP in ≥3% of patients included ocular toxicity based on ophthalmic exam 
findings (30%), thrombocytopenia (14%), and blurred vision (10%). 

The most common adverse reactions (≥20%) were reduction in BCVA, corneal exam findings, blurred vision, dry 
eye, photophobia, foreign body sensation in eyes, eye irritation, upper respiratory tract infection, hepatotoxicity, 
eye pain, diarrhea, fatigue, pneumonia, cataract, and COVID-19. The most common Grade 3 or 4 laboratory 
abnormalities (≥10%) were decreased platelets, decreased lymphocytes, decreased neutrophils, increased 
gamma glutamyltransferase, decreased white blood cells, and decreased hemoglobin. 

Table 4 summarizes the adverse reactions in DREAMM-7. 

(continued on next page)



6.1 Clinical Trials Experience  (cont’d)

Table 4. Adverse Reactions (≥10%) in Patients with Relapsed or Refractory Multiple Myeloma Who Received 
BLENREP in DREAMM-7 

Adverse Reactiona BLENREP +  
Bortezomib and Dexamethasone

N = 242

Daratumumab + 
Bortezomib and Dexamethasone

N = 246
All Grades

(%)
Grades 3-4

(%)
All Grades

(%)
Grades 3-4

(%)
Eye disorders

Reduction in BCVAb 89 57 44 9

Corneal exam findingsb 86 72 19 3

Blurred vision 66 22 11 0.8

Dry eyec 51 7 7 0

Photophobia 47 2 2 0

Foreign body sensation in eyesc 44 3 4 0

Eye irritation 43 5 5 0

Eye painc 33 0.8 4 0.4

Cataractc 24 8 14 3

Visual impairment 11 5 2 0.4

Gastrointestinal disorders

Diarrhea 32 4 31 4

Nausea 16 0.8 12 0

Infections

Upper respiratory tract infectionc,d 38 2 36 2

Pneumoniac,d 26 16 17 5

COVID-19d 24 5 20 2

Hepatobiliary disorders

Hepatotoxicityc 33 14 16 2

General disorders and administration site conditions

Fatiguec 26 6 27 4

Pyrexiac,d 19 0.4 11 2

BCVA = best-corrected visual acuity; BVd = BLENREP + bortezomib and dexamethasone; DVd = daratumumab 
+ bortezomib and dexamethasone. 
a Adverse reactions, except ophthalmic exam findings, were graded according to Common Terminology 

Criteria for Adverse Events v5.0. 
b Based on ophthalmic exam findings. 
c Grouped term includes other related terms. 
d Includes the following fatal adverse reactions: BVd: pneumonia (n = 10), COVID-19 (n = 3), upper respiratory 

tract infection (n = 1); DVd: pneumonia (n = 7), COVID-19 (n = 5), pyrexia (n = 1). 
Clinically relevant adverse reactions in <10% of patients who received BVd included: increased lacrimation, 
vomiting, diplopia, albuminuria, sepsis, eye pruritus, infusion-related reactions, corneal ulcer (including cases 
with infection), and pneumonitis. 

(continued on next page) (continued on next page)



6.1 Clinical Trials Experience  (cont’d)

Table 5 summarizes the laboratory abnormalities in DREAMM-7. 

Table 5. Select Laboratory Abnormalities (>10%) That Worsened from Baseline in Patients with Relapsed or 
Refractory Multiple Myeloma Who Received BLENREP in DREAMM-7 

Laboratory  
Abnormality

BLENREP +  
Bortezomib and  

Dexamethasonea

Daratumumab +  
Bortezomib and  

Dexamethasonea

All Grades
(%)

Grades 3-4
(%)

All Grades
(%)

Grades 3-4
(%)

Hematology

Platelets decreased 100 74 88 48

Lymphocytes decreased 90 53 92 56

Leukocytes decreased 59 11 67 17

Neutrophils decreased 52 17 53 13

Hemoglobin decreased 51 10 60 12

Chemistry

Aspartate aminotransferase increased 88 5 40 0

Gamma glutamyltransferase increased 73 15 44 3

Alanine aminotransferase increased 71 5 54 1

Creatinine increased 51 2 53 <1

Creatine phosphokinase increased 48 3 31 3

BVd = BLENREP + bortezomib and dexamethasone; DVd = daratumumab + bortezomib and dexamethasone. 
a The denominator used to calculate the rate varied from 238 to 241 (BVd) and 243 to 246 (DVd) based on the 

number of patients with a baseline value and at least one post-treatment value. 
Patient-reported ocular symptoms were assessed using the Patient-Reported Outcomes Common 
Terminology Criteria for Adverse Events (PRO-CTCAE) and Ocular Surface Disease Index (OSDI). 

PRO-CTCAE assessments were collected at baseline and then every 3 weeks until treatment discontinuation. 
Completion rates in both arms were ≥90% at baseline and ≥81% at subsequent timepoints where >50% of 
patients remained on treatment. OSDI assessments were collected every 3 weeks until Dose 6 and then every 
6 weeks thereafter until treatment discontinuation for BVd and every 3 weeks until Cycle 6 and then every 
12 weeks thereafter until treatment discontinuation for DVd. Completion rates in both arms were ≥90% at 
baseline and ≥52% at subsequent timepoints where >50% of patients remained on treatment. 

Table 6 summarizes the patient-reported symptom of blurred vision as assessed by PRO-CTCAE. 

Table 6. Patient-Reported Symptom of Blurred Vision Assessed by PRO-CTCAE in Patients with Relapsed or 
Refractory Multiple Myeloma in DREAMM-7 

Symptom (Attribute)a Any Symptom 
Before Treatmentb

Score 3 or 4 
Before Treatmentc

Any Symptom on 
Treatmentd,e

Score 3 or 4 on  
Treatmentd,f

BVd (%)
n = 232

DVd (%)
n = 227

BVd (%)
n = 232

DVd (%)
n = 227

BVd (%)
n = 238

DVd (%)
n = 239

BVd (%)
n = 238

DVd (%)
n = 239

Blurred vision (severity) 28 24 <1 2 93 74 55 15

BVd = BLENREP + bortezomib and dexamethasone; DVd = daratumumab + bortezomib and dexamethasone; 
PRO-CTCAE = patient-reported outcomes common terminology criteria for adverse events.

(continued on next page)



(continued on next page)

6.1 Clinical Trials Experience  (cont’d)
a Symptom attribute scoring defined as severity with a score of 0 = ‘none’; 1 = ‘mild’; 2 = ‘moderate’; 

3 = ‘severe’; 4 = ‘very severe’. 
b Percentage of patients whose symptom score before treatment was 1 to 4. 
c Percentage of patients whose symptom score before treatment was 3 or 4. 
d Number of patients who provided at least one on-treatment score. 
e Percentage of patients whose maximum post-baseline score was 1 to 4 on treatment. 
f Percentage of patients whose maximum post-baseline score was 3 or 4 on treatment. 
Driving at night was assessed using the OSDI. At baseline, the proportion of patients who reported limitations 
with driving at night “all of the time” or “most of the time” during the last week was 9% in the BVd arm and 4% in 
the DVd arm. The proportion of patients who reported limitations with driving at night “all of the time” or “most 
of the time” during the last week was highest in the BVd arm at 47% at Week 13 and in the DVd arm at 12% at 
Week 76. 

8 USE IN SPECIFIC POPULATIONS  
8.1 Pregnancy  

Risk Summary 

Based on its mechanism of action, BLENREP can cause fetal harm when administered to a pregnant woman, 
because it contains a genotoxic compound (the microtubule inhibitor, MMAF) and it targets actively dividing 
cells [see Clinical Pharmacology (12.1), Nonclinical Toxicology (13.1) of the full Prescribing Information]. Human 
immunoglobulin G (IgG) is known to cross the placenta; therefore, belantamab mafodotin-blmf has the 
potential to be transmitted from the mother to the developing fetus. There are no available data on the use 
of BLENREP in pregnant women to evaluate for drug-associated risk. No animal reproduction studies were 
conducted with BLENREP. Advise pregnant women of the potential risk to a fetus. 

In the U.S. general population, the estimated background risk of major birth defects and miscarriage in 
clinically recognized pregnancies is 2% to 4% and 15% to 20%, respectively. 

8.2 Lactation 

Risk Summary

There are no data on the presence of belantamab mafodotin-blmf in human milk or the effects on the 
breastfed child or milk production. Because of the potential for serious adverse reactions in the breastfed child, 
advise women not to breastfeed during treatment with BLENREP and for 3 months after the last dose.

8.3 Females and Males of Reproductive Potential  

BLENREP can cause fetal harm when administered to pregnant women [see Use in Specific Populations (8.1)]. 

Pregnancy Testing

Verify the pregnancy status of females of reproductive potential prior to initiating BLENREP. 

Contraception 

Females: Advise females of reproductive potential to use effective contraception during BLENREP treatment and 
for 4 months after the last dose. 

Males: Because of the potential for genotoxicity, advise males with female partners of reproductive potential to 
use effective contraception during treatment with BLENREP and for 6 months after the last dose [see Nonclinical 
Toxicology (13.1) of the full Prescribing Information]. 

(continued on next page)



8.3 Females and Males of Reproductive Potential  (cont’d)

Infertility 

Based on findings in animal studies, BLENREP may impair fertility in females and males. The effects were not 
reversible in male rats but were reversible in female rats [see Nonclinical Toxicology (13.1) of the full Prescribing 
Information]. 

8.5 Geriatric Use  

Of 242 patients who received BLENREP in DREAMM-7, 121 patients (50%) were aged 65 years or older and 
37 patients (15%) were 75 years or older. No overall differences in the safety of BLENREP were observed between 
patients 65 years of age and older and younger adult patients. 

Of the 108 patients who received BLENREP and were evaluated for efficacy in the DREAMM-7 study, there was 
an insufficient number of older adult patients to determine if the effectiveness in patients 65 years of age and 
older is different than in younger adult patients. 

8.6 Hepatic Impairment  

No dose adjustment is recommended for patients with mild hepatic impairment (total bilirubin > upper limit of 
normal [ULN] to ≤1.5 × ULN and any aspartate aminotransferase [AST] or total bilirubin ≤ULN with AST >ULN). 

The recommended dose of BLENREP has not been established in patients with moderate or severe hepatic 
impairment [see Clinical Pharmacology (12.3) of the full Prescribing Information]. 

Manufactured by: 

GlaxoSmithKline LLC 

Philadelphia PA, 19104 

U.S. License No. 1727 

For: 

GlaxoSmithKline 

Durham, NC 27701 

©2025 GSK group of companies or its licensor. 

BLP:1BRS

Approved: 10/2025

Trademarks are owned by or licensed to the GSK group of companies.

©2026 GSK or licensor. 
PMUS-BLMJRNA260006 July 2026
Produced in USA.
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Elias Jabbour, MD

Rami S. Komrokji, MD

Kami J. Maddocks, MD

Megan Melody, MD

Loretta Nastoupil, MD

Mariam Nawas, MD

Ajay Nooka, MD, MPH

Michael Pulsipher, MD

Jerald Paul Radich, MD

Christian Recher, MD, PhD

Rayne Rouce, MD

Valeria Santini, MD

Phillip Scheinberg, MD, PhD

Nirav N. Shah, MD

SOHO Insider thanks all the 
writers, interviewers, and SOHO TV 
contributors who made this year’s 
Annual Meeting dailies a success.

THANK YOU
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SOHO 2026 PARTNERS

SOHO wishes to express its gratitude  
to our Corporate Partners

Diamond

Platinum 

Gold

For more information on SOHO’s 
Corporate Partner Program, go to
soho.click/scpp
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SOHO 2026 SPONSORS

Sponsor acknowledgements
The meeting committee wishes to express appreciation to the following companies:

Bronze Sponsors

AbbVie

Adaptive Biotechnologies

Agios Pharmaceuticals

Alexion

Amgen Hematology

Ascentage Pharma 
Group

Blueprint Medicines

Cairo Diagnostics

Damora Therapeutics

Disc Medicine

Enliven Therapeutics

Foundation Medicine, Inc.

Genomic Testing 
Cooperative

Geron

Invivoscribe, Inc.

Invivyd, Inc.

Jazz Pharmaceuticals

Karyopharm

Kura Oncology, Inc.

Machaon Diagnostics

Manor Pharmacy

Menarini Stemline

Natera

Nurix Therapeutics 

Omeros Corporation

Recordati Rare Diseases

Rigel

SecuraBio

Servier Pharmaceuticals

Sumitomo Pharma 
America

Taiho Oncology

Terns Pharmaceuticals

Therakos, LLC

Xspray Pharmaceuticals

Sponsors

Blood Cancer United, 
formerly The Leukemia & 
Lymphoma Society

Lee Health 

MD Anderson Cancer 
Center

Silver Sponsors 

Gold Sponsors 

Platinum Sponsors
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Arm your patients with support  
and resources as they navigate 
treatment with a Genmab medication

MyNavCare Patient Support by Genmab® 
offers services to assist your patients on 
their treatment journey.

To enroll patients, visit  MyNavCare.com
 For more information, call 1-866-NAV-CAR1 (1-866-628-2271).

*Based on eligibility requirements and Terms and Conditions. 
MyNavCare Patient Engagement Liaisons are part of the MyNavCare Patient Support by Genmab Program
and do not provide medical advice or work under the direction of the prescribing healthcare providers.
They are trained to direct patients to speak with their HCP about any treatment-related questions.
Genmab and its logos and MyNavCare Patient Support by Genmab are trademarks of Genmab A/S and/or
its subsidiaries. © 2026 Genmab A/S. All rights reserved.
06/26 COM-US-UNB-0001063

†

®

Visit us at Booth 176

Patient Support  
at Your Fingertips
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