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use and a consequent decrease in infective 
complications.25,26 In myelodysplastic syndrome 
(MDS), Chalandon et al. showed that in the setting 
of MUD transplants, GVHD prophylaxis using 
PTCy, compared to ATG, resulted in better OS and  
PFS.27 Among patients with R/R HL, evidence 
suggests the utility of PTCy specifically in the MUD 
and mismatch-related transplant, allowing one 
to postulate that PTCy can target the lymphoma  
itself.28 PTCy could be an attractive GVHD prophy-
laxis option in MUD other than ATG, especially in 
lymphoma.

Interestingly, the outcome of transplants using 
haploidentical donors appeared comparable, if  
not superior, to those using MSD. This might 
be because haploidentical donor transplant was 
performed in more recent years and utilised either 
PTCy (n=15) or ex-vivo T-cell alpha-beta depletion 
(n=7) with the availability of novel GVHD prophylaxis 
and improvements in supportive care measures. 
Haploidentical donor transplantation presents an 
attractive option due to favourable availability.

Disease status at transplant
Our series showed that there was superior OS  
with better disease status at transplant. This  
finding is echoed by Hamadani et al. who evaluated 
patients with mature T-cell lymphoma from 
accredited EBMT and CIBMTR centres and showed 
improved PFS and OS in those in CR prior to allo-
HSCT.20 However, it is challenging to achieve CR 
pre-transplant in a significant proportion of patients 
with R/R high-risk lymphoma. Frontline treatment 
of lymphoma in Singapore was similar to National 
Comprehensive Cancer Network guidelines but 
not in the R/R setting. Although in certain parts 
of Asia, such as Japan and China where trials for 
novel therapies like valemetostat, linperlisib and 
golidocitinib have been made available for patients 
with refractory T-cell lymphomas,29,30 access to 
clinical trials for our patients remains limited. This 
adds to the challenge of achieving CR in refractory 
lymphoma patients. Notably, SD/PD patients still 
benefitted from allo-HSCT with the effect of graft-
versus-lymphoma effect evidenced by 4-year PFS 

Table 5. Multivariate analysis of factors influencing OS in lymphoma patients receiving allo-HSCT.

Variable n HR 95% CI P

Diagnosis

B-NHL 41 1 Reference

T-NHL 38 0.56 0.25–1.21 0.12

NKTL 24 1.08 0.51–2.27 0.83

HL 18 0.33 0.12–0.85 0.025

Disease status at transplantation

CR 73 1 Reference

PR 29 1.02 0.41–2.61 0.98

SD/PD 19 1.680 0.41–7.82 0.49

Donor type

MSD 54 1 Reference

MUD 35 3.56 1.49–8.31 0.004

Haploidentical 23 1.82 0.42–6.68 0.40

CB 9 2.93 0.43–17.2 0.25

Conditioning

RIC 102 1 Reference

MAC 17 1.65 0.49–4.61 0.38

Allo-HSCT: allogeneic-haematopoietic stem cell transplantation; B-NHL: B-cell non-Hodgkin lymphoma; CB: cord blood;  
CI: confidence interval; CR: complete remission; HL: Hodgkin lymphoma; HR: hazard ratio; MAC: myeloablative conditioning;  
MSD: matched sibling donor; MUD: matched unrelated donor; NKTL: natural killer T-cell lymphoma; OS: overall survival;  
PR: partial remission; RIC: reduced intensity conditioning; SD/PD: stable disease/progress-free disease;  
T-NHL: T-cell non-Hodgkin lymphoma




