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Abstract

Key word: Diagnosis and investigation, B-cell aggressive, NHL, Non-
hodgkin's, Rituximab,Vincristine,Prednisone, Cyclophsphamide

  ـــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــــ

Establishment of computerized network to store and transfer the patient's 

records and information between clinics and admission ward is 

recommended for better documentation Proper documentation of patients 

management data in the records regarding chemotherapy protocol, dose 

specification, radiotherapy dose and fractionation and carful assessment 

of response and toxicity by addition of toxicity sheet to records.The usage 

of effective salvage treatment e.g HDCT/ASCR in chemotherapy 

sensitive relapsed patient is strongly recommended, and the use of 

molecular based prognostic models is recommended for discriminating 

patients especially with intermediate risk group in IPI
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Introduction

  

        Non-Hodgkin's lymphomas (NHLs) are a heterogeneous group of cancers 

arising from B or T-lymphocytes, also rarely from natural killer cells (NK).

This heterogeneity results from the numerous histological entities, lymphoma's 

location in nodal or extra nodal sites, its capacity to remain localized or to 

disseminate through the body, and patient's age and associated co-morbidities. [1]

       NHL accounts for more than 85% of the lymphomas. Aggressive lymphomas 

constitute approximately 60% of NHL series, while indolent lymphomas account for 

approximately 40% of new diagnoses. The vast majority of NHLs are of B-cell 

origin. Early stage lymphoma is curable in greater than 75% of patients; however, 

advanced stage disease is curable in only 50% of patients. [ 2 ]

       High grade Non-Hodgkin's lymphomas occur in all age groups and often 

present with symptoms progressing rapidly and can be cured. They are among the 

most sensitive malignancies to radiation and cytotoxic therapy.[3 ]  

         Non-Hodgkin's lymphomas are the fifth and sixth most common malignancies

in man and women, respectively and are among the most rapidly increasing 

malignancies. In 2007 there were 63,190 new cases of NHL in United States 4% of 

new cancers in males, 5%  in females and ranks as the seventh most common cause 

of cancer-related death. [3,4]

      European cancer registry data suggest that the incidence of NHL increased until 

the mid-1990s, then began to plateau. In 2006, an estimated 72,800 new cases were 

diagnosed, increased from 62,300 in 2004.NHL accounted for 3.2% of new cancer 

cases and 2.8% of cancer deaths in Europe in 2006, making it the eighth leading 

cause of new cancer cases and the 10th leading cause of cancer death. The most 
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common form of NHL is diffuse large B-cell lymphoma (DLBCL), which accounts 

for 31% of NHL cases. The incidence of DLBCL increases with advancing age, 

such that the disease represents 54% of NHL cases among patients older than 75 

years.[5 ]

In Egypt NHLs represent the third most common cancer in males and the second 

most common cancer in females, accounting for 10.9% of all cancer in Egypt 

diagnosed every year.[6 ] NHL is common Kuwait, Oman, and Saudi Arabia, 

accounting for about 10% of all cancers.[7 ]

    High grade NHL is the most common subtype in Egypt.[8,9] The same result in 

Jordan ,Saudi Arabia, and Pakistan. [10,11 ]The high grade NHL represent more than 

50% of NHLs diagnosed in western countries and more than 60% in Egypt , Jordan, 

Saudi Arabia, Pakistan and Hong Kong.[ 12 ]

Treatment of aggressive NHLs is based on multiple factors, including histology,

International Prognostic Index. Treatment is frequently curative for DLBCL, ALCL, 

Burkitt's lymphoma, and lymphoblastic lymphoma. Cure is uncommon in most 

peripheral T-cell lymphoma.[13]
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                                           Aim of the work

The aim of the present work to study the different risk factors and treatment 

outcome of high grade non-Hodgkin's lymphomas among Egyptian patients treated 

in oncology department, faculty of medicine, Cairo University, during the period 

2005—2009 inclusive, with comparison with what mentioned in literature. 

      

                                 


