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Table 1. Patients Characteristics

No. of patients (%)

Characteristics RT" CMT? varlju e

group group

Total no. of patients 104 39

Age (years) ns.
Median (range) 46 (14~76) 45 (12~79)

Sex n.s.
Male 68 (65) 26 (67)

Female 36 (35) 13 (33)

Karnofsky performance status ns.
Median (range) 70 (60~90) 70 (60~90)

Site of primary lesion® ns.
Nasal cavity/paranasal sinus 74 (71) 27 (69)
Waldeyer's ring 39 (38) 16 (41)

{nasopharynx, tonsil,

base of tongue)
Oral cavity/soft palate 14 (14) 6 (15)
Larynx/hypopharynx 10 (10) 25

No. of primary lesions ns.
Solitary 77 (74) 29 (74)

Multiple 27 (26) 10 (26)

Cervical lymphadenopathy n.s.
No 84 (81) 32 82
Yes 20 (19) 7 (18)

Systemic B symptoms ns.
No 86 (83) 3282
Yes 18 (17) 7 (18)

Ann Arbor stage ns.
I 70 (67) 24 (62)

I 34 (33) 15 (38)

Immunophenotyping® ns.

T-cell lymphoma 12/33 (36) 11/23 (48)

NK/T cell lymphoma 21/33 (64) 12/23 (52)
Radiation dose (Gy) ns.

Median (range) 50 (20~70) 50 (20~70.2)
Follow-up (months)

Median (range) 52 (1~136) 37 (1~94)
"radiotherapy, 'combined modality treatment,

included 37 cases with multiple primary lesion sites
$immunophenotypic analysis performed in 56 cases
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Table 2. Treatment Response by Treatment Modality in Pa-
tients with Angiocentric Lymphoma of the Head and Neck

CHBHL AR Z2FEERIX) 2002;20(1):17 ~23

Table 3. Complications and Aberrant Immunologic Disorders
by Treatment Modality

No. of patients (%)

No. of patients (%)

Response p value Medical illness varljue
RT" group CMT' group RT" group CMT" group

CR? 72/104 (69) 26/39 (67) ns. Sepsis 3/14 3) 2/39 (5} ns.

PRY - 16/104 (15) 8/39 (21) ns. Intractable bleeding 2/104 (2) 3/39 (8) ns.

NR" - 16/104 (15) 5/39 (13) ns. Hemophagocytic syndrome

‘radiotherapy, combined modality treatment, "complete res-
ponse, ‘partial response, 'no response

Local Failure  Regional Failure

Local Failure Regional Failure
(48%) (3%)

(44%) (0%)

(o
AN A

Systemic Failure Systemic Failure

(24%) (33%)

L XRT Group j | CMT Group 4!

Fig. 1. Comparison of treatment failure pattemns of patients
treated with radiation alone (RT group) and with chemo
therapy and radiation (CMT group).

X BAMGGE FTAXN S 8% 4% (p=041), A
%) A (regional failure)7} 3%2} 0% (p=041), A=A
#l|(systemic failure)7} 24%2} 33% (p=0.40)2 X FHIHo|| u}-&
Aol glddchFg. ). 2y FAIHQ Kol HolA 49k
A HHEe WEAYSE AANSANES O T
yo vehet

Y, WYT 25 WD & 5o B4 YA 54
& IZolA 2o BASSIeS w 21%). HYEE 129 1
Tl 77 3eigt 267 Ygiel, IolA veRrd 3e0¢]
HEF 7 24 4, F8, 13 508 FHso] AW F
Al 3tedla dgtslel vebdek o F BTN A
Z¥(intractable bleeding), ¥FEA] ) EZ% F(themophagocytic
syndrome), 23} YH(new primary cancer) 58] XBH AAF
Aol WA= dl(Table 3) Ix|A EE-L L3A| 8%
e APz Jehen, SFIANESZILE 9, T
ujg Fd, £ ¥774F(umexplained cytopenia), F7A
o4 ¥-E4] =2 F{hemophagocytic histiocyte) T2 Ftat
W AE Qe 23 4 744 4, A, A, QedhellA
veigten g3 1] $AHY Aole (NTH3% vs 5%,
p=053). AAZES] WAlgo| X guholl ulel owigle %

8
3/14 3) 1/39(3) ns.
G

New primary cancer 3/104 3)  2/39 (B) ns.

* radiotherapy, 'combined modality treatment

J R RT group
: —— CMT group
80
g
,'g 60
5
B 40-
(o]
2 .
Q
5 p=0.93
20 Log-rank
5 12 24 3 @ w0

Survival Time {(months)

Fig. 2. Comparison of overall actuarial survival of patients
treated with radiation alone (RT group) and with chemo-
therapy and radiation (CMT group).

1001
pm——a group
_ T —— CMT group
R 801
E -
2
>
5 601
[/
2 J
(0]
i 4oJ
[0]
w -
o 0.99
2 004 PO
[a) 2 Log—rank
5 12 24 36 48 0

Survival Time (months)

Fig. 3. Comparison of disease free survival of patients treat-
ed with radiation alone (RT group) and with chemotherapy
and radiation (CMT group).

ol% WolAE shstort WA 29, 24 ¢ T el
B £ %S Bk

WA A s AL PRAZES 77 s8wst
%300k Al B 54 AZEF PIAEEE A7
38%8} 35% (p=093) (Fig. 2), 32%2} 27% (p=0.99) (Fig. 3)=
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Table 4. Univariate Analysis of Prognostic Factors

2o ST HY S SOISNA LA NI SGAEISE S=E239 HIW

5-year actuarial survival

5-year disease-free survival

P . . No. of
rognostic variable . -
patients  Rate (%)  95% CI'  pvalue  Rate (%)  95% CI'  p value
Sex ns. ns.
Male 94 37 27-~47 32 2~42
Female 49 39 24~64 27 12~42
Age (years) ns. ns.
<45 81 39 28~50 28 17~39
>45 62 36 23~49 36 23~49
Primary site ns. ns.
Nasal 86 40 29~51 1 30~52
Non-nasal 57 34 21~47 18 7~29
No. of primary lesions 0.00 0.00
Solitary 106 46 36~56 39 29~49
Multiple 37 11 0~22 8 0~18
Cervical lymph node involvement ns. ns.
No 116 39 29~49 33 24~42
Yes 27 29 10~48 21 4~38
Systemic B symptoms 0.05 0.03
No 121 41 32~50 34 35~43
Yes 2 19 1~37 15 0~32
Ann Arbor stage ; 0.00 0.00
I 94 47 36~58 41 30~52
I 49 19 7~31 10 0~20
Treatment modality n.s. ns.
RT' 104 38 28~48 32 2~42
emT! 39 35 18~52 27 11~43
Treatment response 0.00 0.00
CR? 9 55 4~66 45 34~56
Non-CR 45 0 0 2 0~6

“confidence interval, 'radiotherapy, fcombined modality treatment, ®complete response

Table 5. Multivariate Analysis of Prognostic Factors

5-year actuarial survival

5-year disease-free survival

Unfavorable prognostic variable

Risk ratio 9%5% CI' p value Risk ratio 95% CI' p value
Multiplicity of primary site 171 095~3.07 0.07 161 0.84~3.10 015
Presence of B symptoms 149 0.84~2.63 017 179 0.85~3.70 0.12
Ann Arbor stage II 145 0.83~2.56 0.19 132 0.70~2.44 0.39
RT' group 1.06 0.65~1.72 081 141 0.75~2.70 028
Failure to gain CR? 12.5 6.25~20.0 0.00 12.5 4.76~33.3 0.00
“confidence interval, *radiotherapy, "complete response
e E A SOE AL FHE AT X
k. AEET FHAEE g P F4dlde o Iokgl gHE
4ol ohliAst B 54, Amn Arbor W), Rl ol
So] BAMOE 4% FAAIKTbl 4. A by TAR 8B 249 AT Mo ARl BE £
% BANAE 9B 3] BAYeE FAR A ol Utk E AT 24 FeIEF o8 AT S

AR i cHTable 5).

ozt YLFe] Fol B4 ;e Aodslo] YolH AE
87 it A 24H0] AZ e TAEA Y=F3% NKT
ATAH JZFo] B TgPE 4 ok NK AT FARE
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£ u, #=, 7 &304, 28, S8 5o AZBAEEEA
(neural cell adhesion molecule)7} <FAJel AlZdZE%H(nerve end-
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A A A multidrug resistant drug)9} cHEFANA AL 19
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—— Abstract

Combined Chemotherapy and Radiotherapy versus Radiotherapy
alone in the Management of Localized Angiocentric Lymphoma
of the Head and Neck

Sei Kyung Chang, M.D.", Gwi Eon Kim, M.D.", Sang-Wook Lee, M.D.", Hee Chul Park, M.D.?,
Hong Ryull Pyo, M.D.*, Joo Hang Kim, M.D.T, Sun Rock Moon, M.D.", Hyeong Sik Lee, M.D.",
Eun Chang Choi, M.D." and Kwang Moon Kim, M.D."

*Department of Radiation Oncology, TInternal Medicine and TOtolaryngology, Yonsei University,
College of Medicine, "Department of Radiation Oncology, Ulsan University, College of Medicine,
$Department of Radiation Oncology, Hallym University, College of Medicine,
IDepartment of Radiation Oncology, Wonkwang University, College of Medicine,
“Department of Radiation Oncology, Dong~A University, College of Medicine

Purpose : To clarify the clinical benefit derived from the combined modality therapy (CMT) consisting of
chemotherapy (CT) and involved field radiotherapy (RT) for stage | and Ii angiocentric lymphomas of the
head and neck.

Materials and Methods : Of 143 patients with angiocentric lymphoma of the head and neck treated at
our hospital between 1976 and 1995, 104 patients (RT group) received involved field RT alone with a
median dose of 50.4 Gy (range: 20~70 Gy), while 39 patients (CMT group) received a median 3 cycles
{range: 1~6 cycles) of CT before involved field RT. The response rate, patterns of failure, complications,
and survival data of the RT group were compared with those of the CMT group.

Results : Despite a higher response rate, local failure was the most common pattern of failure in patients
of both groups. The pattemns of failure, including the systemic relapse rate were not influenced by the
addition of combination CT. Although both modalities were well tolerated by the majority of patients,
aberrant immunologic disorders or medical illnesses, such as a hemophagocytic syndrome, sepsis, intrac-
table hemorrhage, or the evolution of second primary malignancies were more frequently observed in
patients of the CMT group. The prognosis of patients in the RT group was relatively poor, with a 5-year
overall actuarial survival rate of 38% and disease-free survival rate of 32%, respectively. However, their
clinical outcome was not altered by the addition of systemic CT. Achieving complete remission was the
most important prognostic factor by univariate and multivariate analyses, but treatment modality was not
found to be a prognostic variable influencing survival.

Conclusions : Involved field RT alone for angiocentric lymphoma of the head and neck was insufficient to
achieve an improved survival rate, but the addition of CT to involved field RT failed to demonstrate any
therapeutic advantage over involved field RT alone.

Key Words : Chemotherapy, Radiotherapy, Angiocentric lymphoma
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