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AlloHCT in CLL – why?

GVL !
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CLL3X: Relapse by MRD pattern

Krämer Blood 2017 September 21



Passweg et al, BMT 2017;52:811
and EBMT, data on file

2017: 142



45y, PS 100%, sensitive disease, 
matched related male donor

55y, PS 80%, resistant disease, 
unrelated female donor

N=694, HCT 2000-2011

BMT
2017;52:552



N=70, HCT 2013-2016

BMT
2019;54:44
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• NRM is high and comes early
• Relapse after HCT is 

immediately fatal

alloHCT in CLL: Prejudices 



• NRM is high and comes early
• Relapse after HCT is 

immediately fatal
• It is unclear if HCT is feasible 

after PI (failure)

alloHCT in CLL: Prejudices



Variable
n 141
Age (y) 67 (37-91)

Prior lines 3 (0-11)
Prior ibrutinib 82%
TP53 aberation 53%
Follow-up (mo) 7 (0.1-38)



• Progress under BCRi: can be safely 
and durably rescued by BCL2i

• Progress under BCL2i: we will find 
something else

PI in R/R CLL: Prejudices



All patients Patients after BCRi failure



Who should be offered
cellular immunotherapy ?
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O‘Brien et al; 
Blood 2018;131:1910
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5y OS 
>50%

Krämer et al; 
Blood 2017;130:1477

17p-: 5y OS 32%
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CLL HR-I: PFS by HCT criteria
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CLL HR-I: OS by HCT criteria
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HCT for CLL HR-II: PFS
(Heidelberg; n=13; f-u 23 mo (3-45))
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N=684, HCT 2000-2011

BJH
2017;178:521

Favorable HR Unfavorable HR Not significant

# CLL transplants 0.96 Status SD/PD 1.7 # overall transplants

JACIE 0.7 F → M 1.4 Donor MUD/MMUD

CD52 TCD 1.5 RIC vs MAC

Karnofsky <90 1.4 Del 17p



N=684, HCT 2000-2011

BJH
2017;178:521



Blood 2018;132:892-902

CARTs for 
replacing AlloHCT:
Are we there yet?


