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= SUGGESTED TREATMENT REGIMENS
‘\{£( i ;E i%i”jg Bendamustine + rituximab(category 1)
EEDH 5 RCHOP(rituximab,cyclophosphamide,doxorubicin,
AL ) vincristine, prednisone)(category 1)
RCVP(rituximab,cyclophosphamide,vincristine,
prednisone)(category 1)
Rituximab(375mg/m weekly for 4 doses)
Mante Cell Lymphoma
SUGGESTED TREATMENT REGIMENS
Less aggressive therapy
Bendamustine + rituximab
CHOP + rituximab followed by consolidation with
rituximab maintenance(375 mg/m2 every 8 wks until
progression ] (category 1 for maintenance)
Cladribine + rituximab
Modified rituximab-HyperCVAD with rituximab
maintenance in patients older than 65 y
WA K7 A| Rummel MJ, et al. Bendamustine plus rituximab versus
v O HLFH CHOP plus rituximab as first-line treatment for patients
X with indolent and mantle-cell lymphomas: an open-label,




multicentre, randomised, phase 3 non-inferiority trial.
Lancet 2013; 381: 1203-1210.
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treatment plan

first line

stage [1I-IV.

induction.
In the majority of patients with advanced stage 111
and IV disease, no curative therapy is yet
established. Since the natural course of the disease is
characterized by spontaneous regressions in up to
25% of cases and varies significantly from case to
case, therapy should be initiated only upon the
occurrence of symptoms including B-symptoms,
hematopoietic impairment, bulky disease, vital organ
compression, ascites, pleural effusion or rapid
lymphoma progression [I, A]. In four randomized
trials an early initiation of therapy in asymptomatic
patients did not result in any improvement of
disease-specific survival or overall survival (OS)
[9]. In a recent study, early initiation of rituximab
resulted in improved progression-free survival (PFS;
80% vs 48%, P <0.001), but the benefit on long-term
outcome has to be determined [10].

If complete remission and long PFS are to be

achieved, rituximab in combination with

chemotherapy [such as CHOP (cyclophosphamide,

doxorubicin, vincristine and prednisone), CVP

(cyclophosphamide, vincristine and prednisone),

purine analog-based schemes: FC (fludarabine and

cyclophosphamide) or FM (fludarabine and

mitoxantrone) or Bendamustine] should be used [I,




B] [11]. In cases with (histologically or clinically)
suspected transformation to aggressive lymphoma,
an anthracyclinebased regimen should be preferred.
Four prospective first-line trials and two salvage
trials as well as a systematic meta-analysis
confirmed an improved overall response, PFS and
OS when rituximab was added to chemotherapy
(Table 4) [12—-16].

Antibody monotherapy (rituximab,
radioimmunotherapy) or chlorambucil plus
rituximab remains an alternative in patients with low
risk profile or contraindications for a more intensive
chemoimmunotherapy [III, B] [17, 18].

In hepatitis B patients, specific recommendations
(HBV monitoring, antiviral therapy) should be
followed [19].

774 K7 4| Rummel MJ, Niederle N, Maschmeyer G et al.
v O R YLFRH Bendamustin plus ritxuiamb is superior in respect of
X progression free survival and CR rate when compared to
CHOP plus rituximab as first-line treatment of patients
with advanced follicular, indolent, and mantle cell
lymphomas: final results of a randomized phase III study
of the STIL. Blood 2009; 110(no 11).
15 7
A0 HA K7 | Newly diagnosed and relapsed follicular lymphoma
A4 4 ESMO Clinical Practice Guidelines for diagnosis,

treatment and follow-up (2011)
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treatment plan

first line

stage III-IV.

induction.
In the majority of patients with advanced stage I11
and IV disease, no curative therapy is yet
established. Since the natural course of the disease is

characterized by spontaneous regressions in up to




25% of cases and varies significantly from case to
case, therapy should be initiated only upon the
occurrence of symptoms including B-symptoms,
hematopoietic impairment, bulky disease, vital organ
compression, ascites, pleural effusion or rapid
lymphoma progression [I, A]. In four randomized
trials an early initiation of therapy in asymptomatic
patients did not result in any improvement of
disease-specific survival or overall survival (OS)
[9]. In a recent study, early initiation of rituximab
resulted in improved progression-free survival (PFS;
80% vs 48%, P <0.001), but the benefit on long-term
outcome has to be determined [10].

If complete remission and long PFS are to be

achieved, rituximab in combination with

chemotherapy [such as CHOP (cyclophosphamide,

doxorubicin, vincristine and prednisone), CVP

(cyclophosphamide, vincristine and prednisone),

purine analog-based schemes: FC (fludarabine and

cyclophosphamide) or FM (fludarabine and

mitoxantrone) or Bendamustine] should be used [I,
B] [11]. In cases with (histologically or clinically)

suspected transformation to aggressive lymphoma,
an anthracyclinebased regimen should be preferred.
Four prospective first-line trials and two salvage
trials as well as a systematic meta-analysis
confirmed an improved overall response, PFS and
OS when rituximab was added to chemotherapy
(Table 4) [12-16].

Antibody monotherapy (rituximab,
radioimmunotherapy) or chlorambucil plus
rituximab remains an alternative in patients with low
risk profile or contraindications for a more intensive
chemoimmunotherapy [III, B] [17, 18].

In hepatitis B patients, specific recommendations
(HBV monitoring, antiviral therapy) should be
followed [19].
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Rummel MJ, Niederle N, Maschmeyer G et al.

Bendamustin plus ritxuiamb is superior in respect of




progression free survival and CR rate when compared to
CHOP plus rituximab as first-line treatment of patients
with advanced follicular, indolent, and mantle cell
lymphomas: final results of a randomized phase III study
of the STIL. Blood 2009; 110(no 11).
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treatment plan

first line

stage [1I-IV.

induction.
In the majority of patients with advanced stage I11
and 1V disease, no curative therapy is yet
established. Since the natural course of the disease is
characterized by spontaneous regressions in up to
25% of cases and varies significantly from case to
case, therapy should be initiated only upon the
occurrence of symptoms including B-symptoms,
hematopoietic impairment, bulky disease, vital organ
compression, ascites, pleural effusion or rapid
lymphoma progression [I, A]. In four randomized
trials an early initiation of therapy in asymptomatic
patients did not result in any improvement of
disease-specific survival or overall survival (OS)
[9]. In a recent study, early initiation of rituximab
resulted in improved progression-free survival (PFS;
80% vs 48%, P <0.001), but the benefit on long-term
outcome has to be determined [10].

If complete remission and long PFS are to be

achieved, rituximab in combination with

chemotherapy [such as CHOP (cyclophosphamide,

doxorubicin, vincristine and prednisone), CVP

(cyclophosphamide, vincristine and prednisone),




purine analog-based schemes: FC (fludarabine and

cyclophosphamide) or FM (fludarabine and

mitoxantrone) or Bendamustine] should be used [I,

B] [11]. In cases with (histologically or clinically)

suspected transformation to aggressive lymphoma,
an anthracyclinebased regimen should be preferred.
Four prospective first-line trials and two salvage
trials as well as a systematic meta-analysis
confirmed an improved overall response, PFS and
OS when rituximab was added to chemotherapy
(Table 4) [12-16].

Antibody monotherapy (rituximab,
radioimmunotherapy) or chlorambucil plus
rituximab remains an alternative in patients with low
risk profile or contraindications for a more intensive
chemoimmunotherapy [III, B] [17, 18].

In hepatitis B patients, specific recommendations
(HBV monitoring, antiviral therapy) should be
followed [19].
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Rummel MJ, Niederle N, Maschmeyer G et al.
Bendamustin plus ritxuiamb is superior in respect of
progression free survival and CR rate when compared to
CHOP plus rituximab as first-line treatment of patients
with advanced follicular, indolent, and mantle cell
lymphomas: final results of a randomized phase III study
of the STIL. Blood 2009; 110(no 11).
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