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ABSTRACT Objective: To investigate the dynamically monitoring minimal residual disease (MRD) by multiparameter flow
cytomety (MFC) in patients with acute myeloid leukemia (AML) after complete remission and its correlation with prognosis. Methods:
From January 2015 to February 2017, 60 cases of patients with AML were regularly monitored for MRD in bone marrow by MFC and
their bone marrow morphology was observed by light microscopy at the same time which continued to relapse or to follow-up deadline in
the Department of Hematology, the First Affiliated Hospital of Haerbin Medical University. MRD <10* was defined as negative,
otherwise, as negative. Results: Through average follow up for 11 months (3-61 months), the average MRD level of patients with CR was
got. And the prognostic value of MRD level at different time points in AML patients after CR was analyzed and summarized. The results
showed that maximum and minimum MRD levels of AML patients were % and 0.001%, respectively, the average was 0.99%. In most
patients, MRD decreased gradually with treatment, and MRD increased and finally relapsed in 6 patients. Conclusion: Dynamic
monitoring of MRD is important in predicting the response of AML patients to treatment and predicting recurrence.
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Table 1 Clinical characteristics and levels of minimal residual disease (MRD) of 12 AML patients

No. Age FAB WBC at diagnosis bone marrow blast Chemotherapy MRD Out come
(years) type (x 10°L) at diagnosis regimen (%)
1 59 MSa 14.75 70% Decitabine+tMA 6% NR
2 64 M2a 25.51 61.20% Decitabine+tMA 4.60% CR
3 25 MA4EO 194 91% Decitabine+tMA Negative CR
4 26 M2a 83.12 89.30% Decitabine+tMA Negative CR
5 45 M2b 1.64 46% Decitabine+tMA 1.60% CR
6 44 M2b 6.13 25.60% Decitabine+tMA Negative CR
7 45 M2a 53.8 89.90% Decitabine+tMA Negative CR
8 53 M2b 14.22 72.50% Decitabine+tMA Negative CR
9 36 M2a 24.86 72% DA 2.30% CR
10 56 M2a 82.7 81.70% MA Negative CR
11 33 M2a 27.5 70% DecitabinetMA 1.09% CR
12 44 M2a 154 41.90% Decitabine+tMA Negative CR
MRD levels were detected at day 8 after chemotherapy.
F 2 MRD BR%FNBHE4E 2 18] G FRAFAE AT BL 52
Table 2 Comparision of clinical characteristics between MRD negative and positive groups
Variable MRD negative MRD positive P value
Age (years) 41.85+ 12.10 47.40% 13.72 0476
Sex (male/female) 6/1 4/1 0.793
WBC at diagnosis (x 10°/L) 64.20+ 65.71 18.85+ 10.82 0.163
Hb at diagnosis (g/L) 81.85+ 23.34 84.06+ 18.89 0.865
Platelet at diagnosis (x 10°/L) 32.26x 24.09 37.21% 44.55 0.808
LDH at diagnosis (U/L) 760.23+ 242.83 526.56 466.83 0.281
Bone marrow blasts at diagnosis (%) 70.27+ 26.18 63.84+ 10.81 0.620
R 3IMRD 1 AML EXHIX R
Table 3 Relationship of MRD and AML relapsed
No. Relapsed MRD negative MRD positive
Sex
male 3 4 16 17
female 27 2 12 15
Years
<65 54 1 26 28
>65 6 5 4 2
Risk
high risk 11 1 6 5
low risk 49 5 29 20
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