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Abstract
The coexistence of dual hematological neoplasms is very rare. Sequential or synchronous neoplasms in hematology
are an uncommon and complex clinical situation. The aim of the Hemo2 study was to describe the clinical charac-
teristics and analyze the outcome of these patients. We performed a retrospective review of all patients diagnosed
with sequential or synchronous hematological malignancies in the university hospital of Tours, between 2007 and
2018. We identified 49 patients in our study, with a prevalence of 0.89%. Sequential and synchronous combinations
were found in 36 (73%) and 13 (27%) patients, respectively. One patient presented three sequential neoplasms. The
median cumulative incidence was 6 years (95% CI 3–7). Among all neoplasms diagnosed (n = 99), we found 79
lymphoid neoplasms (LNs) (80%) and 20 myeloid neoplasms (MNs) (20%). Sex ratio was 1.88 with 65% of males
and 35% of females. The most common LNs were Hodgkin lymphoma (n = 16; 16%) and multiple myeloma (n = 11;
11%). The most frequent MN was essential thrombocythemia (n = 5; 5%). The most common combination was
Hodgkin lymphoma and follicular lymphoma in five (10%) patients. The overall survival from the first diagnosis
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(OS1) at 5 years was 82.4% (95% CI 72.1–94.3). The median overall survival from the second diagnosis (OS2) was
98 months (95% CI 44–NR) and 5-year OS2 was 58.7% (95% CI 45.5–75.7). Median progression-free survival from
the second diagnosis (PFS) was 47 months (95% CI 27–NR) with 5-year PFS of 49% (95% CI 35.9–67). OS and
PFS did not statistically differ between synchronous and sequential dual neoplasms. In this cohort, that the death
relative risk (RR) was significantly lower if the second neoplasm appeared after more than 4 years following the
first diagnosis (OR 0.37 (95% CI 0.16–0.90)). The Hemo2 study confirmed the rarity of dual hematological neo-
plasms. In this cohort, HL and FL were the most frequent combinations. Our results may support that synchronous
and sequential dual neoplasms bear the same prognosis. Further studies are needed to better characterize these
uncommon clinical situations.

Keywords Lymphoid .Myeloid . Sequential . Synchronous . Hematological neoplasm

Introduction

The coexistence of dual hematological neoplasms (HNs) is
very rare, occurring in only 0.3 to 1.1% of patients [1–4]. It
is an uncommon clinical situation which is complex to char-
acterize and therapeutically challenging, for which the prog-
nosis is unknown.

The literature is mainly focused on patients with chronic
myeloid neoplasms (MNs). There is evidence that patients
with MNs are at an increased risk to develop second primary
hematological neoplasms relative to the general population [1,
2]. Concerning lymphoid neoplasms (LNs), chronic lympho-
cytic leukemia (CLL) and Hodgkin lymphoma (HL) were
shown to be associated with MNs [5–7]. Hauck et al. showed
that the combination of CLL and JAK2-negative MNs
accounted for approximatively 50% of dual hematological
malignancies in their population [3]. The coexistence of two
different lymphomas is very rare [8]. Other LN and MN asso-
ciations have only been described in reported cases.

Synchronous and sequential associations differ by 4 weeks
between the two diagnoses [9]. Recently Kotchetkov et al.
identified 46 patients with synchronous dual neoplasms,
which represent a prevalence of 1.51% among patients diag-
nosed with any HN [9].

Interestingly, interactions between systemic autoimmune
or chronic inflammatory diseases and hematological malig-
nancies are reported. For example, patients with Sjogren syn-
drome have a 10.44-fold increase in risk of lymphoma than
healthy population, higher than that reported for systemic lu-
pus (sevenfold) or rheumatoid arthritis (fourfold) [10].
However, pathogenesis remains poorly understood; several
studies suggest key role of prooncogenic factors in abnormal
lymphomagenesis [11]. Other studies have indicated that pa-
tients with MNs have a higher risk of developing solid tumors
[2, 12, 13]. Earlier work found an increased risk (60%) in
pa t i en t s wi th mye lopro l i f e ra t i ve neop lasms of
nonhematologic malignancies compared with a matched con-
trol cohort [2]. However, these data are controversial and may
require further biological studies [14].

The pathogenic mechanism underlying dual hemato-
logical neoplasms is unknown. A few studies have sug-
gested that LNs and MNs may share a common clonal
origin [15]. Pathogenic age-related clonal hematopoiesis
(ARCH) mutations may have occurred in both LNs and
MNs. Whole exome sequencing (WES) and next-
generation sequencing (NGS) have already been used
to explore these pathogenic mechanisms in dual hema-
tological malignancies, and a potential key role played
by noncanonical ARCH has been found [16–18].

We aimed to describe the clinical characteristics, treat-
ments, and outcomes of patients with sequential or synchro-
nous dual hematological malignancies. We evaluated the fre-
quency of all combinations of lymphoid and myeloid
neoplasms.

Material and methods

Cohort selection

We performed a retrospective review of all patients di-
agnosed with any HN in our department between 2007
and 2018 by searching through the medical records da-
tabase of our institution. Inclusion criteria corresponded
to the coding of two independent malignancies, con-
firmed by the World Health Organization 2016 criteria
[19, 20]. We excluded patients with therapy-related my-
eloid neoplasms, the evolution of acute myeloid leuke-
mia (AML), any transformation (multiple myeloma
(MM) from smoldering myeloma or monoclonal
gammopathy of uncertain significance (MGUS), or ag-
gressive LNs from low-grade LNs), Richter’s syndrome,
and composite lymphoma. We also excluded patients
who underwent solid organ transplant or those with an
HIV/AIDS positive status.

We collected and analyzed relevant clinical, biological, and
therapeutic data by reviewing the patients’ medical records.
This included age, sex, type and stage of disease, cytogenetic,
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treatment, and status at follow-up. This study was conducted
in accordance with the Helsinki Declaration and was approved
by the local ethics committee for human research (project
Hemo2 Study no. 2018-108).

Statistical analysis

For each patient, the time of follow-up was defined as the
dates of the first and second neoplasm diagnosis to the date
of last follow-up or death. For sequential associations, overall
survival (OS) corresponded to the time of first (OS1) or sec-
ond (OS2) neoplasm diagnosis to death. Progression-free sur-
vival (PFS) was defined as the time of second neoplasm diag-
nosis to relapse, progression, or death. For synchronous dual
hematological malignancies, OS and PFS were defined as the
time of diagnosis of both neoplasms to death for OS and
relapse or progression for PFS. Data were analyzed using a
descriptive methodology. The Kaplan-Meier and log-rank
tests for survival analysis were performed using R software
version 3.5.0.

Results

Patient characteristics

We first identified 1808 patients from the medical re-
cord database of our department. A total of 1641 pa-
tients were excluded because of error (n = 567) or dif-
ferent codings for the same neoplasm (n = 1074).
Among the 188 remaining patients, 139 were not in-
cluded due to evolution of AML from a previous mye-
loid malignancy (n = 8), therapy-related myeloid neo-
plasm (n = 36), any transformation (n = 68), Richter’s
syndrome (n = 22), and composite lymphoma (n = 5).
Thus, 49 patients with confirmed dual hematological
neoplasms were included (Fig. 1).

The prevalence of dual HN among all patients diagnosed
and followed in our institution between 2007 and 2018 (n =
5508) was thus 0.89%.

Among the 49 included patients, sequential dual neoplasms
were found in 36 (73%) and synchronous neoplasms in 13
(27%). Among patients with a sequential association, 23
(64%) had dual LNs, nine (25%) MN prior to LN, three
(8%) LN prior to MN, and one (3%) dual MNs. Median time
before diagnosis of the second neoplasm was 58 months
(range 1.5–396.2). Among the remaining patients with syn-
chronous diseases, seven (54%) had two LNs and six (46%)
presented a concurrent LN and MN. Only one patient (2%)
presented three different hematological neoplasms during his
lifetime.

Cumulative incidence of sequential hematological
neoplasm

Median cumulative incidence of a second hematological neo-
plasm was 6 years (95% CI 3–7) The 5-year cumulative inci-
dence function (CIF) was 53.0% (95% CI 38.7–72.0) (Fig. 2).
In patients with LN as first neoplasm, the 5-year CIF proba-
bility was 38.5% (95% CI 16.6–54.6), whereas it was 70.0%
(95% CI 30.9–88.4) in those with MN as first neoplasm (p =
0.059).

Characteristics of hematological malignancies
and clinical and biological characteristics

Forty-nine patients were included, which corresponded to a
total of 99 HNs. Patients presented LNs in 80% of cases (n =
79 neoplasms) and MNs in 20% (n = 20 neoplasms). Those
characteristics are shown in Table 1. The most common LNs
were HL (n = 16, 16%), multiple myeloma (n = 11, 11%),
CLL (n = 10, 10%), and T cell NHL (n = 10, 10%). Among
patients with MNs, five (5%) had essential thrombocythemia
and four (4%) had polycythemia vera and myelodysplastic
syndrome.

Demographic, clinical, and biological characteristics and
detailed information concerning the patients’ treatment and
clinical outcome are summarized in Table 2 and
Supplementary Table S1. Sex ratio M/F was 1.88 with 32
males (65%) and 17 females (25%) (Supplementary
Table S2). Among patients with cytogenetic analysis at the
time of first diagnosis (n = 27; 55%), cytogenetic abnormali-
ties (conventional and/or FISH) were found in 13 (48%). Two
patients (7%) had abnormalities only for the second neoplasm.
Five patients (18%) had new abnormalities at the time of sec-
ond diagnosis. TP53 mutation was detected in only two pa-
tients who presented with CLL.

Dual hematological neoplasm combinations

The most frequent combination was follicular lymphoma
(FL) and HL (n = 5, 10%), one patient with a synchro-
nous diagnosis and four with sequential diagnoses
(Fig. 3). An association between CLL and MNs was
found in four (8%) patients (two synchronous and two
sequential). Multiple myeloma was associated with CLL
and T-NHL in four (8%) and two (4%) patients, respec-
tively. T-NHL was also diagnosed with HL in three
(6%) patients and with diffuse large B cell lymphoma
(DLBCL) in two (4%).

Only one patient (2%) developed two sequentialMNs, with
systemic mastocytosis followed by chronic myelomonocytic
leukemia (CMML).
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Treatment

Most patients received treatment for both hematological neo-
plasms (90%). The most frequent was chemotherapy (81%).
Regimens used were considered to be standard: anthracycline-
based in 41%, cisplatine or aracytine-based in 8%,

immunomodulatory or proteasome inhibitory-based in 18%,
palliative oral chemotherapy in 18%, fludarabine or
bendamus t ine-based in 12%, and others in 3%
(Supplementary Table S1).

Other strategies without chemotherapy, such as bleeding or
immunosuppressive treatments, were administered in 5% of
cases. Radiotherapy and surgery were performed in 2% each.
Active monitoring was decided for 10% of patients, mainly
for indolent LNs or nonevolutive MNs. At the time of diag-
nosis of the second neoplasm, the first malignancy was in
complete remission in 61% of patients, stable in 31%, and in
partial response in 8%.

Details of solid tumor or chronic inflammatory disease
associated

Concerning nonhematological neoplasms, 23 patients (47%)
had at least one solid tumor associated. The most frequent
diagnoses were squamous carcinoma (n = 5; 10%), basal car-
cinoma (n = 4; 8%), and breast cancer (n = 4; 8%) (Table 3).
Most solid tumors occurred in patients with sequential dual
LNs (n = 14; 61%). It was mainly associated with HL (n = 9;
39%), T-NHL (n = 6; 26%), and DLBCL (n = 5; 22%).We did
not find significant association between hematologic neo-
plasm and a type of solid tumor. In all solid tumors associated,
31% were diagnosed before HN, 6% between, and 10% after
both HNs. Among patients with solid tumor diagnosed before
the first hematological neoplasm, we found standard treatment
with surgery in 93% of cases, radiotherapy in 47%, and che-
motherapy and hormonotherapy in only 20% of cases.

Fig. 2 Cumulative incidence function with 95% confidence intervals of
second hematological neoplasm for the entire cohort

Fig. 1 Flow chart of the Hemo2

study. AML: acute myeloid
leukemia; LN(s): lymphoid
neoplasm(s); MN(s): myeloid
neoplasm(s)

2370 Ann Hematol (2019) 98:2367–2377



Among our population, we found 22 patients (45%) with
concomitant chronic inflammatory disease (CID) (Table 3).
As in solid tumors, most patients were diagnosed with sequen-
tial dual LNs (n = 12; 55%). Eight patients (16%) were treated
for an autoimmune disease, 7 (14%) for diabetes, 4 (8%) for

thyroid dysfunction, and 3 patients (6%) for chronic obstruc-
tive bronchopneumopathy (details in Supplementary
Table S3). CIDs were associated with CLL in 7 patients
(32%), MM in 7 patients (32%), and HL in 6 patients
(27%). In most cases, levothyroxine or insulin was used, and

Table 1 Patient characteristics and associated myelo- and lymphoid neoplasms

Overall cohort (n = 49 patients;
n = 99 neoplasms)

Sequential malignancies (n = 36 (73%);
n = 73 neoplasms)

Synchronous malignancies (n = 13 (27%);
n = 26 neoplasms)

Sex

Female 17 (35) 12 (33) 5 (38)

Male 32 (65) 24 (67) 8 (62)

Hematological malignancies

Lymphoid prior to
myeloid neoplasms

3 (6) 3 (8) –

Myeloid prior to
lymphoid neoplasms

9 (19) 9 (25) –

Dual lymphoid neoplasms 30 (61) 23 (64) 7 (54)

Dual myeloid neoplasms 1 (2) 1 (3) –

Lymphoid and myeloid
neoplasms

6 (12) – 6 (46)

Time between (months)

Median – 48 –

Range (min-max) – (1–396) –

Lymphoid neoplasms, n
(%)

79 (80) 59 (81) 20 (77)

Hodgkin lymphoma 16 (16) 13 (18) 3 (12)

Multiple myeloma 11 (11) 8 (11) 3 (12)

Chronic lymphocytic
leukemia

10 (10) 6 (8) 4 (15)

T cell non-Hodgkin
lymphoma

10 (10) 9 (12) 1 (4)

Follicular lymphoma 9 (8) 5 (7) 4 (15)

DLBCL 9 (8) 7 (8) 2 (8)

Marginal zone lymphoma 7 (7) 5 (7) 2 (8)

Hairy cell leukemia 3 (3) 2 (3) 1 (4)

Burkitt lymphoma 2 (2) 2 (3) –

Mantle cell lymphoma 1 (1) 1 (1) –

Waldenstrom
macroglobulinemia

1 (1) 1 (1) –

Myeloid neoplasms, n (%) 20 (20) 14 (19) 6 (25)

Myeloproliferative
neoplasms, n (%)

12 (12) 10 (14) 2 (8)

Essential
thrombocythemia

5 (5) 3 (4) 2 (8)

Polycythemia vera 4 (4) 4 (6) –

Primary myelofibrosis 1 (1) 1 (1) –

Chronic myeloid
leukemia

2 (2) 2 (3) –

Myelodysplastic
syndrome

4 (4) 1 (1) 3 (12)

Mastocytosis 3 (3) 2 (3) 1 (4)

Chronic myelomonocytic
leukemia

1 (1) 1 (1) –

DLBCL diffuse large B cell lymphoma
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none of these patients received specific treatment for autoim-
mune diseases. Median time to second neoplasm was
52.5 months (95% CI 36–95) for patients with CID and
34 months (95% CI 16–77) for patients without CID (p =
0.78).

Survival, relapse, and progression-free survival
analysis

The median time of follow-up was 97 months (IQR 60–140)
from the first diagnosis and 39 months (IQR 14–71) from the
second. At the last follow-up, 23 (47%) patients died. The
main causes of death were (i) progression (n = 13, 56%); (ii)
cardiorespiratory failure (n = 6, 26%), and (iii) infections (n =
4, 18%).

Median PFS was 47 months (95% CI 27–NR), and 5-year
PFS was 49% (95% CI 35.9–67) (Fig. 4a). Fourteen patients
relapsed (29%), for whom 65% was lymphoid relapse and
35% myeloid relapse. There was no difference in median
PFS according to whether relapse was lymphoid or myeloid,
with 25 months (95% CI 7–NR) vs. 29 months (95% CI 26–

NR), respectively (p = 0.48). Among the 14 relapses, eight
(57%) involved the first neoplasm and six (43%) the second.
Sequential and synchronous 5-year PFS did not statistically
differ, with 48.3% (95% CI 33.7–69.3) and 49.8% (95% CI
26.1–95.3) (p = 0.74), respectively.

The median OS1 was not reached (NR), and the 5-year
OS1 was 82.4% (95% CI 72.1–94.3). The median OS2 was
98 months (95% CI 44–NR), and 5-year OS2 was 58.7%
(95% CI 45.5–75.7) (Fig. 4b, c). There was no statistically
significant difference between OS2 for sequential and syn-
chronous neoplasms with 57.9% (95% CI 43.0–77.7) and
60.6% (95% CI 36.2–100) at 5 years, respectively. If the sec-
ond neoplasm occurred after more than 4 years following the
first diagnosis, the relative risk (RR) of death was 0.37 (95%
CI 0.16–0.90).

Concerning associated diseases, we found a statistical dif-
ference between patients with or without CID, with a median
OS1 of 97 months (95% CI 82–NR) vs. 524 months (95% CI
286–NR), respectively (p = 0.001). Occurrence of solid tu-
mors was not associated with a difference of OS in patients
with double HN (p = 0.93).

5 patients 4 patients 2 patients3 patients 1 patient
Fig. 3 Circos graph representing dual hematological malignancy
combinations. BL: Burkitt lymphoma; CLL: chronic lymphocytic
leukemia; DLBCL: diffuse large B cell lymphoma; FL: follicular
lymphoma; HCL: hairy cell leukemia; HL: Hodgkin lymphoma; M:

mastocytosis; MCL: mantle cell lymphoma; MDS: myelodysplastic
syndrome; MM: multiple myeloma; MPN: myeloproliferative
neoplasms; MZL: marginal zone lymphoma; T-NHL: T cell non-
Hodgkin lymphoma; WM: Waldenstrom macroglobulinemia
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Table 3 Details of patients with solid tumors or chronic inflammatory diseases associated

Total (n = 49) Hematological neoplasms

Sequential (n = 36) Synchronous (n = 13)

Solid tumor associated, n (%) 23 (47) 18 (50) 5 (38)

Before hematological neoplasms 15 (31) 11 (31) 4 (33)

Between or during 3 (6) 3 (8) 0

After 5 (10) 4 (11) 1 (8)

Sex, n (%)

Female 9 (18) 7 (19) 2 (15)

Male 14 (29) 11 (31) 3 (23)

Histologic type, n (%)

Squamous carcinoma 5 (10) 5 (14) 0

Basal carcinoma 4 (8) 3 (8) 1 (8)

Breast 4 (8) 2 (6) 2 (15)

Sarcoma 2 (4) 1 (3) 1 (8)

Rectum 2 (4) 2 (6) 0

Colon 1 (2) 1 (3) 0

Uterus, prostate, endometrium, stomach, lung 1 each (2% each) 1 each (not prostate) 1 (8)

≥ Two solid tumors 2 (4) 2 (6) 0

Chronic inflammatory disease associated, n (%) 22 (45) 18 (50) 4 (31)

Sex, n (%)

Female 4 (8) 3 (8) 1 (8)

Male 18 (37) 15 (42) 3 (23)

Type, n (%)

Autoimmune disease 8 (16) 7 (19) 1 (8)

Diabetes 7 (14) 5 (14) 2 (15)

Thyroid dysfunction 4 (8) 3 (8) 1 (8)

Chronic obstructive bronchopneumopathy 3 (6) 3 (8) 0

Solid tumor associated, n (%) 12 (24) 12 (33) 0

a b c

Fig. 4 Kaplan-Meier curves for overall survival (OS) and progression-free survival (PFS). a PFS for all included patients. OS from the first diagnosis
(OS1) (b) and OS from the second diagnosis (OS2) (c) for all included patients
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Discussion

Herein, we report the results of theHemo2 study, which aimed
at describing and analyzing the characteristics of patients with
dual hematological neoplasms, sequential in 73% and syn-
chronous in 27%, while epidemiological data have already
been published [1–4, 9]. For the first time, real-life cumulative
incidence, survival, and outcome data are reported, including
all HN combinations. The most frequently associated neo-
plasms were FL with HL, found in five patients.

In our center, the frequency of coexistent dual neoplasms
was 0.89%. This finding is consistent with those of previous
studies. Rumi et al. reported a prevalence of 1.1% of patients
with MNs who developed LNs over their lifetime [1]. Hauck
et al. showed a frequency of 1% of patients with MNs associ-
ated with LNs [3]. Kotchetkov et al. identified a prevalence of
1.51% [9] of synchronous dual neoplasms. High rate of males
(65%) was found in our cohort, without significant association
with any HN. In similar studies, sex ratio (M/F) varied from
0.8 to 2.14 [1–4, 9]. In a French nationwide epidemiologic
study on cancer incidence over the 1980–2012 period, sex
ratio (M/F) varied from 1.1 for classical Hodgkin lymphoma
(vs. 1.66 in our cohort) to 4.0 for MCL [21]. It is unknown
how sex ratio is associated with HN and particularly
lymphoma.

Here, we identified mostly LNs (74%) for the first diagno-
sis. This differs from other series, which reported an increased
risk of developing LNs in a population selected for myelopro-
liferative syndromes [1, 4–7]. Rumi et al. concluded that MN
patients have a 2.79-fold higher risk (95% CI 1.8–4.3) to de-
velop LNs [1]. Landtblom et al. also reported a hazard ratio
(HR) of 2.6 (95% CI 2.0–3.3) for developing lymphoma in a
large population of MNs patients [2]. The design of the study
which included patients selected for one MN might explain
this difference. In our study, patients were not selected for any
primary neoplasm. We were thus able to identify every com-
bination that occurred in our center. In the Hemo2 study, 25%
of patients presented sequential MNs prior to LN. Among
patients with myeloid neoplasms, the most frequent associa-
tion was MNs with CLL, in accordance with the literature,
following by marginal zone lymphoma associated with MNs
[6, 7]. We also found three patients with systemic
mastocytosis with associated clonal hematologic nonmast cell
lineage disease (SM-AHNMD). This entity is well defined as
a common subtype of mastocytosis [19, 22, 23]. In our study,
the AHNMD were CMML, MZL, and DLBCL, which are
consistent with the literature [24, 25]. Several studies suggest
a common precursor in SM-AHNMD with KIT involvement,
but other mutations were often detectable in TET2, ASXL1,
RUNX1, or RAS [26].

In our series, LNs were heterogeneous, with aggressive
(70%) or indolent disease (30%). We also report the largest
number of HL coexistent with FL (n = 5; 10%). This is the first

report to describe this combination. In contrast, composite
lymphoma composed of HL and FL has been recorded spo-
radically [27, 28]. This suggests a common germinal center B
cell between both lymphomas [29, 30].

We observed that second neoplasms appeared several years
after the first diagnosis, with a median CIF of 6 years.
Cumulative incidence analysis did not show a difference be-
tween hematological neoplasm types at first diagnosis (LN or
MN). Recently, Kotchetkov et al. described a cohort of 46
patients with synchronous dual hematological neoplasms
[9]. They found that management can be similar to that for a
single hematological malignancy. The therapy should thus be
targeted to the most aggressive neoplasm to control it. Most of
our patients required curative treatment for MNs or LNs.
Importantly, the treatment strategy used in our cohort was
almost the standard choice for both neoplasms. The clinical
course of the second diagnosis was not influenced by the first
response to treatment. Myeloid or lymphoid relapse occurring
after the second diagnosis had no impact on survival, with a
short follow-up. In contrast, the occurrence of second neo-
plasms during the 4 years following the first diagnosis in-
creased the risk of death relative to those diagnosed later.

We found a high rate of patients with CID (n = 22, 45%).
Chronic stimulation by immune complexes or proinflamma-
tory cytokines could be a key event involved in lymphoma-
genesis [11]. Mechanisms that control B cell activation could
be dysregulated and less efficient in tissues. Moreover, signal-
ing pathways, such as NF-kB, involved in both autoimmune
and lymphoid diseases, would be compromised in
immunosurveillance mechanisms.

Twenty-three (47%) patients showed associated
nonhematological neoplasms. Several mechanisms are possi-
ble, including the degree of immunosuppression induced by
the treatment or neoplasm itself, cytoreductive treatment, ge-
netic predisposition, or acquired mutations. Landtblom et al.
reported a significantly increased risk of solid tumors in a
population of MNs patients, with a HR of 1.6 (95% CI 1.5–
1.7) [2]. In the study of Kotchetkov et al., 30% of patients with
synchronous double disease had at least one concomitant solid
tumor, especially in dual LN cases (64%) [9].

The main weakness of our study was obviously the small
size of the cohort. Furthermore, relevant biological data were
missing, such as cytogenetic or histologic subtypes, due to the
retrospective nature of this study.

The rarity of dual disease may impede any further prospec-
tive studies. Future biological investigations are warranted to
decipher the pathogenic mechanism, especially to compare
the clonal origins.

In conclusion, the Hemo2 study confirms that dual hemato-
logical neoplasms are uncommon. We described all combina-
tions in our cohort in which LH and LF were the most fre-
quent. Second primary hematological malignancy may not
affect PFS or OS. We also find a significant proportion of
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patients with chronic inflammatory diseases or solid tumors.
Finally, our findings showed that although the median CIF of
second hematological neoplasm was 6 years, its occurrence
within the 4 years after first diagnosis was associated with
shorter OS. This may suggest that hematologists should re-
main vigilant during follow-up, particularly in the first 4 years
following the first diagnosis.
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