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• Allogeneic hematopoietic cell transplantation (allo-HCT) remains the 
sole curative option for myelofibrosis (MF) achieving an estimated 3-
year overall survival (OS) of roughly 50% to 60% in younger

• Relapse remains a significant problem (in up to 20% to 30% of cases)

• DLI is a potentially effective strategy for relapse prevention and 
management, but the optimal timing based on measurable residual 
disease/ chimerism analyses and the choice of regimen remain 
undetermine



Type of donor:

• sibling donor or unrelated donor (URD) , Haploidentical donors , with 
a move away from umbilical cord blood



conditioning regimen:

1. transplantation center experience

2. patient characteristics (age and performance status/comorbidities ) 

3. disease-specific features, as captured in such scoring systems as the 
Dynamic International Prognostic Scoring System (DIPSS) and 
Mutation-Enhanced International Prognostic Scoring System 70+ 
v2.0 (MIPSS70+ v2.0)



Relapse after allo-HCT:

• no prognostic score accurately predicts the risk of relapse. 

• 20% to 30% of patients will relapse within 3 years, most commonly 
within the first 12 months



Post allo-HCT strategies to reduce the risk of 
overt relapse include : 
• close monitoring of measurable residual disease (MRD) when a 

suitable mutation is present 

• chimerism monitoring to guide immunosuppression weaning  

• use of preemptive adoptive immunotherapy with donor 
lymphocyte infusion (DLI) if feasible and necessary



• marked variation in MRD and chimerism monitoring practices 

DLI

• frank relaps therapeutic approaches vary widely:
1. from palliation and DLI 

2. reintroduction of JAK inhibitors 

3. even a second allo-HCT in selected individuals.                   



DLI in relapse of MF :

• the optimal timing and dosing remain undetermined in MF allo-HCT 
patients

• DLI can be considered “preemptive” when use is triggered by mixed 
donor chimerism or reemergence of MRD in the absence of clear 
relapse and “therapeutic” when there is evidence of clinician-
defined relapse.



• DLI is most commonly delivered in an escalating dose regimen 
(EDR) or as “bulk salvage” therapy, 

• the selection of which is determined by:
1. disease relapse kinetics

2. type of donor

3. degree of T cell depletion

4. physician choice

5. desired clinical endpoint



efficacy of DLI following MF allo-HCT :

• only a small number of studies

• A previous single-center case series (n = 17) highlighted that 
preemptive DLI as an EDR for molecular relapse post-allo-HCT for MF 

(as evidenced by an increased JAK2 V617F allele burden 
determined by a highly sensitive quantitative PCR) led to molecular 
complete response (CR) in 8 of 8 patients, compared with 4 of 9 
patients with clinical relapse achieving CR who received DLI as salvage 
treatment











DISCUSSION:

1. molecular monitoring enables to differentiate between molecular 
relapse after HCT, which is associated with significantly improved 
outcome in comparison with hematological relapse after HCT

2. this approach can identify and treat relapsed patients early after 
HCT

3. all patients who experienced subsequent relapse after having 
achieved mCR after first DLI could be salvaged with subsequent DLI, 
exhibiting long-term survival.

4. half of the patients achieve mCR without developing GvHD

5. no patient that was initially treated for molecular relapse was in 
need of a second HCT as salvage strategy



Conclusion:

• DLI for relapsed myelofibrosis after HCT showed excellent survival, 
particularly for patients with molecular relapse and who showed mCR
at any time. 

• Molecular CR can be achieved in half of the patients without 
development of debilitating GvHD


