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SUMMARY
Between May 1980 and December 1984, 78 patients, ranging in
age from 21 to 82 years (median 64) and with limited stage lym-
phomas of aggressive histology (Ann Arbor Stage I or II, no B
symptoms and tumour less than 10 em in diameter and diffuse
large cell, mixed or immunoblastic types), were consecutively
enrolled in a single arm prospective trial. Comprehensive staging
without laparotomy was performed in all the patients. Treat-
ment was given in two phases; first, three cycles of the standard
CHOP regimen (Cyclophosphamide, Adriamycin, Oncovin and
Prednisolone) were given at 3 week intervals; followed, after a 3
to 4 weeks rest, by involved field radiotherapy. All patients were
fully evaluated for response, toxicity and relapse analysis.
Seventy-seven (99%) patients achieved a complete response
and of these 66 (86%) remained free of relapse during a follow
up period ranging from 17 to 73 months (median 30 months).
Actuarial 5-year survival of 85% and relapse-free survival of
84% were recorded. Eleven patients relapsed and of these 10
died. No prognostic factor useful in identifying patients at high
risk for relapse could be found. Further trials employing 6 weeks
therapy using the MACOP-B protocol plus radiotherapy in
similar patients are in progress.

COMMENTS
Approximately 83% of non-Hodgkin's lymphoma in
Northern India present with aggressive histological sub-
sets (Rappaport's classification). 1 Seventy per cent of
these manifest at an advanced stage with bulky disease,
while only 30% are localized. The management of appa-
rently localized disease (clinical stages I and II) is controv-
ersial. The application of extensive staging procedures in
these patients is mandatory. The routine employment of
staging laparotomy is not universally accepted since it
may delay treatment of an aggressive disease by several
weeks and because of the added surgical morbidity and
mortality.
Radiation therapy (RT) alone has produced variable

long term survival rates of 30% to 75%. A proportion of
patients treated with RTalone have distant relapses.t The
best results have been achieved in patients carefully inves-
tigated with staging laparotorny.? In order to minimize the
chances of distant relapses, chemotherapy (CT) has been
used as an adjuvant to RT in clinically staged patients.v?
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However, these studies have included all histological sub-
types and treatment consisted of less aggressive CT
(Cyclophosphamide, Vincristine and Prednisolone;
Streptonigrin; and Vincristine and Prednisolone ) given
for different lengths of time varying from 6 months to 3
years. The results indicate that relapse-free survival is
significantly increased when CT is added to RT irrespec-
tive of the stage (lor II), the type of localization (nodal or
extranodal) or the histological subtype (nodular or diffuse),
but there has been no significant difference in overall
survival except in one series. 3When subsets of patients with
unfavourable histology are considered, both relapse-free
and overall survival rates are improved in the RT plus cr
groups.> This study indicates that the distant relapses that
occur when RT is employed as the first modality can be
reduced by reversing the order of therapy, i.e. CT followed
by RT, and administering CT for brief periods. The study
also shows that CHOP, which is a safe, convenient and
relatively low cost regimen, can be used effectively in such
patients particularly in developing countries like India.
However, it is not clear whether CT alone is sufficient for
the treatment. Preliminary results from a study have indi-
cated that this may be the case. 6
Rapid strides in the management of advanced stage

non-Hodgkin's lymphoma of aggressive histology have
been made in the last decade, achieving higher remission
and lower relapse rates, but at the cost of CT related toxic-
ity.To this must be added a new concept of combined
modality treatment with CT plus RT in localized aggres-
sive non-Hodgkin's lymphoma; more randomized trials
are needed to clarify its optimal sequence, timing, type
and duration.
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