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Tips for haematological malignancies

• Splenomegaly
• Never see in myeloma

• In AML confined to monocytic leukaemias
• Don’t forget the gums (and potassium)

• Common in MPNs

• Thrombocytopenia may not be real

• Post splenectomy changes
• Howell-Jolly bodies

• Target cells



More tips: genes

• CML
• BCR-ABL Philadelphia chromosome: t(9;22)

• MPN
• JAK2 and CALR

• AML
• FLT3, NPM1
• t(15;17): PML-RARa

• Coagulopathy
• Differentiation syndrome

• inv(16), t(8;21): core-binding-factor mutations

• ALL
• Philadelphia chromosome



Some more random tips
• Myeloid cells are stickier than lymphoid cells

• Rarely will see hyperviscosity from intense lymphocytosis

• IgM > IgA >> IgG for hyperviscosity

• Hyperkalaemia in an asymptomatic patient with very high leukocyte 
count
• Time on bench



Transplant types

• Donor source
• Allogeneic

• HLA-identical sibling

• HLA-matched unrelated volunteer donor

• Haploidentical family member donor

• Stem cell source:
• Peripheral blood derived

• Bone marrow

• Umbilical cord blood

• Autologous
• Almost 100% peripheral blood



It all started here



Difference between allogeneic and 
autologous transplants
• Autologous transplants are simply a vehicle for delivering highly 

marrow-toxic therapy
• Myeloma
• NHL and HL
• Rarely, specific solid tumours (germ cell, small round cell)

• Allogeneic transplants
• High dose therapy
• Also reduced-intensity
• Graft-versus-host disease: T lymphocyte driven

• Immunotherapy
• CML>AML>ALL
• FL=MCL=CLL>>DLBCL (except Primary Mediastinal)



Timing and planning of allogeneic transplants

• Important to understand patient eligibility and timing
• Stable disease

• Appropriate time in disease process

• Pre-transplant involvement
• Ensure treatments given do not preclude transplant

• Allow patients to move quickly to transplant if needed, prior to disease 
progression or development of complications

• Allow adequate time for donor search if needed.
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ANATOMY OF AN ALLOGRAFT
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Who gets what?

• Patients with active and especially refractory disease (except for MDS 
and MF) rarely are offered transplant
• Exception: autologous transplant for myeloma

• Patients with bone marrow failure are not eligible for autologous 
transplants (obvious)

• Poorer risk leukaemias do worse after transplant as well

• The earlier in the course of treatment a transplant is done
• Less toxicitiy

• Greater chance of disease control

• Most difficulty with risk/benefit



Who gets what?

• Autologous transplants for myeloma
• Early in disease course

• Improve survival and QOL

• Non curative

• Autologous transplants for lymphoma (inc Hodgkin)
• After salvage therapy

• Curative intent

• Allogeneic transplants
• Always with curative intent



Graft versus host disease

• Donor T cell driven
• But not as simple as that

• Acute
• In first 100 days traditionally

• Skin liver and gut

• Prophylaxis:
• Tissue typing (blood groups largely irrelevant

• Ciclosporin/MTX; ATG; Post-transplant cyclophosphamide (PTCy)

• Treatment
• Corticosteroids



Graft versus host disease
• Chronic

• Generally after day 100

• The major impediment to Karnofsky score of 100

• Risk factors:

• Prior acute GVHD

• Older donors

• Peripheral blood derived stem cell source

• Target organs
• All (kidneys extremely rare)

• Looks like many autoimmune diseases (but is alloimmune)

• Treatment
• Corticosteroids



What might you see?
• Graft versus host disease

• Skin: dry, itchy, dyspigmentation,. sclerodermatous

• Oral: ulceration, lichenoid

• Liver: usually tests only

• Gut: chronic diarrhoea, malnutrition, pancreatic insufficiency

• Ocular: dry eyes, cataracts

• Lungs: Bronchiolitis Obliterans

• Effects of ongoing immunosuppression: steroids ± …..

• Remember infection risk and effective post-splenectomy state
• Secondary immunoglobulin deficiency

• Lymphopoenia






































