e OPUTWHATNBbHbBIE NCCINTEAOBAHNA

Yu.L. Yevstakhevych!
M. .M. Semerak!

1. Yo. Yevstakhevych!
Ya.l. Vyhovska’
H.B. Lebed?

IM. Tumak?

O.A. Petronchak’
V.E. Loginsky'

!State Institution «Institute
of Blood Pathology
and Transfusion Medicine»

2Lviv National Medical University
named after Danylo Galytsky

3Lviv Oncology Regional
Treatment and Diagnostic Center,
Lviv, Ukraine

Key Words: non-Hodgkin’s
lymphoma, diffuse large B cell
lymphoma, splenectomy,
autoimmune hemolytic anemia,
immune thrombocytopenia.

SPLENECTOMY

IN THE TREATMENT OF DIFFUSE
LARGE B CELL LYMPHOMA

AND ITS RESULTS

Objective: to analyze the immediate and long-term results of splenectomy in pa-

tients with diffuse large B cell lymphoma and, as based on the results, to specify
indications for splenectomy, surgical approach and outcomes. Object and methods:

among 114 splenectomies in patients with non-Hodgkin’s lymphomas (NHL),

29 splenectomies were performed in patients with diffuse large B cell lymphoma

(DLBCL). Among them there were 15 men and 14 women 21—75 years old (me-

dian age — 57 years). The indications for splenectomy in patients with DLBCL

were: splenomegaly, leukopenia, immune thrombocytopenia, autoimmune hemo-

Wtic anemia, regional portal hypertension, absence of diagnosis. The statistical
processing was performed by means of software package Statistica for Windows 6.0
(StatSoft, USA). Parametric data was presented as median (minimum-maximum)

[lower-upper quartiles]. The results of splenectomy were assessed in the immedi-

ate post-splenectomy period (on the fourteenth—sixteenth day) pursuant fo crite-

ria described in the references and during follow-up control. The overall patients’
survival was determined by the Kaplan — Meier method and described as a medi-

an survival (lower-upper quartiles) and 3- and 5-year survival was also estimated
constructing tables of cumulative survival. The survival curves were compared using
the log-rank and Cox tests. Results: splenectomy was effective in 25 (86.2%) pa-

tients with DLBCL: abdominal discomfort, anemia, leukopenia were eliminated,

hemolysis associated with autoimmune hemolytic anemia stopped, and the num-

ber of platelets associated with immune thrombocytopenia increased or norma-

lized, and hemorrhagic syndrome disappeared. One patient died immediately af-

ter splenectomy. Early postoperative mortality after splenectomy in patients with

DLBCL was 3.4%. The analysis of long-term results of splenectomy in DLBCL

patients showed that the median survival according to Kaplan — Meier curve was
31.9 months (observation period 1.0—192.0 months, the lower quartile and the
upper quartile are 5.6—72.5 months) with 3-year cumulative survival 48.7% of
patients and with 5-year — 32.9%. In patients with concomitant immune cytope-

nias median survival was 6.5 months in contrast to 56.5 months in their absence.

The difference with between the groups was highly significant — p < 0.01 by log-

rank criterion and Cox’s F Test. Multivariate analysis by Cox regression method
showed that in addition to cytopenia, an independent predictor of less survival is
an earlier onset of relapses, age and duration of the disease did not affect survival.

Conclusions: as a result of splenectomy in patients with DLBCL, the direct clini-

cal and hematological effect occurred in 86.2% of cases. In DLBCL patients who

did not have concomitant immune cytopenias, the median survival after opera-

tion was 56.5 months, in contrast to 6.5 months in the presence of immune cyto-

penias. The best results of splenectomy in DLBCL were recorded in patients with

isolated spleen lesions: patients lived from 72 to 186 months.

Non-Hodgkin’s lymphomas (NHL) are the malig-
nant tumors of lymph nodes system when in 6% of ca-
ses pathological process invades the spleen [1]. There-
fore, among a large variety of splenic lymphomas diffuse
large B cell lymphoma (DLBCL) occurs in 11% of ca-
ses [2, 3]. The main therapeutic method in treating DLB-
CL is chemotherapy, however, in case of progressive in-
crease in spleen weight the chemotherapy efficacy may
significantly decrease. The large size of the organ may
lead to compression syndrome (occasional abdominal
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pain, constipation, signs of chronic intestinal obstruc-
tion), regional portal hypertension (RPH); there is also
a risk for the stroke and spontaneous rupture of spleen.
Moreover, DLBCL, as other types of lymphoma, in 10—
15% of cases is complicated by concomitant immune cy-
topenias in pathogenesis of which the spleen may play a
key role [4—6]. In such cases an issue on the necessity of
splenectomy performance arises.

The aim of the paper was to analyze the immediate
and long-term results of splenectomy in patients with
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DLBCL and, as based on the results, to specify indica-
tions for splenectomy, surgical approach and outcomes.

OBJECT AND METHODS

During the period of 1986—2017 at the Department
of General and Hematological Surgery of the State In-
stitution «Institute of Blood Pathology and Transfusion
Medicine of National Academy of Medical Sciences
of Ukraine» (Lviv) and at the premises of the Depart-
ment of Surgery of Lviv City Communal Clinical Hos-
pital No. 5 among 114 splenectomies in patients with
NHL, 29 splenectomies were performed in patients with
DLBCL. Among them there were 15 men and 14 women
21-75 years old (median age — 57 years).

The diagnostics of DLBCL was performed as based
on the results of the clinical and instrumental examina-
tions, cytological examination of peripheral blood, bone
marrow, histological examination of biopsy specimens
of the removed lymph nodes and/or spleen, immuno-
phenotypic features of malignant cells of the investigat-
ed tissues in accordance with current classifications (WF,
REAL) with further specification pursuant to WHO clas-
sification [7]. The extending (stage) of the disease was
estimated on grounds of clinical, X-ray, ultrasonograph-
ic examinations and computed tomography according to
Ann Arbor staging system [8]. 12 patients were diagnosed
with III-E or I1I-ES stage disease, and 17 patients were
diagnosed with IV stage disease (Table 1). However, only
5 (17.2%) patients were diagnosed with DLBCL before
surgery. Other patients had different diagnoses excluding
peripheral lymphadenopathy and DLBCL typical cells in
bone marrow and peripheral blood: splenomegaly of un-
defined origin with suspected NHL (n = 14), myelofi-
brosis (n = 2), splenic cyst (n = 2), splenic hematoma
(n = 1), primary splenic cancer (n = 4), Lennert’s lym-
phoma (n=1). 5 (17.2%) patients with DLBCL under-
went chemotherapy courses before surgery. In all cases
the chemotherapy proved to be ineffective.

The indications for splenectomy in patients with
DLBCL were: splenomegaly, leukopenia, immune
thrombocytopenia (ITP), autoimmune hemolytic ane-
mia (AIHA), RPH, absence of diagnosis.

The statistical processing was performed by means
of software package Statistica for Windows 6.0 (StatSoft,
USA). Parametric data was presented as median (mini-
mum-maximum) [lower-upper quartiles]. The overall
patients’ survival was determined by the Kaplan — Me-
ier method and described as a median survival (lower-
upper quartiles) and 3- and 5-year survival was also es-
timated constructing tables of cumulative survival. The
survival curves were compared using the log-rank and
Mantel — Cox tests.

RESULTS AND DISCUSSION

As it has been already mentioned, 29 patients with
DLBCL underwent splenectomy. All patients, except
for three of them, were in satisfactory clinical condi-
tion complaining of general weakness, easy fatigabili-
ty, weight loss, sensation of heaviness and periodical

pain in the left hypochondrium (grade 1—2 accord-
ing to ECOG scale); 10 patients suffered from fever.
The disease duration before splenectomy ranged from
1 to 48 months (median 4 months, lower-upper quar-
tiles 3—6 months). During physical, ultrasound exami-
nations and computer tomography, the enlargement of
peripheral lymph nodes was observed in 5 (17.2%) pa-
tients, intra-abdominal — in 23 (79.3%) patients (Ta-
ble 1). 3 patients were diagnosed with a left-sided re-
active pleuritis accompanied by continuous cough in
2 cases. All the patients suffered from a splenomegaly,
moreover, in 19 (65.5%) patients the spleen occupied
all the left side of the abdomen and its inferior pole de-
scended into the small pelvis. Hepatomegaly (the liver
protruded below the costal margin to 1—6 cm) was ob-
served in 14 (48.3%) patients.

In 22 (75.9%) patients an increased diameter of the
splenic and portal veins was observed sonographical-
ly, indicating the presence of RPH. Hematological ex-
amination of peripheral blood defined anemia (Hb
<100 g/1) in 19 (65.5%) patients, leukopenia (leukocytes
<3.5+10°/1)in 17 (58.6%) cases, leukocytosisin 5 (17.2%)
patients, thrombocytopenia (platelets <100.0 * 10%)
in 9 (31.0%) patients (Table 1).

Table 1

Clinical and hematologic characteristics and results
of splenectomy in patients with DLBCL

Criteria
Number of patients 29
Sex: Male/Female 15/14
Age > 60 years 9
Disease duration before splenectomy {months) 1-48
General condition according to ECOG > 2 10
DLBCL + AIHA 2
DLBCL + AIHA + ITP 3
DLBCL + TP 6
Clinical signs
Peripheral lymph nodes 5
Mediastinal lymph nodes 0
Intra-abdominal lymph nodes 23
Splenomegaly 29
Hepatomegaly 14
Bone marrow invoivement 2 30% of lymphoid celis 0
Stage of disease

] 12

v 17
Indices of peripheral blood
Anemia < 100 g/l 19
Thrombocytopenia < 100 - 10°/1 9
Leukocytosis > 10 - 1091 5
Leukopenia < 3,5+ 10%/1 17
Reticulocytes > 20% 5
Erythrocyte sedimentation rate > 20 mm/h 16
Therapy before splenectomy 5
Intraoperative indices
Massive splenomegaly (weight > 1500 g) 17
Perisplenitis 9
Regional porial hypertension 22
Ascite 7
Bleeding during surgery 1
Blood loss > 500 mi ]
Response to splenectomy
Remission > 12 months 7
Remission 2-12 months 13
Absence of remission (progression) 4
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In 11 (37.9%) patients the disease was complicat-
ed by immune hemocytopenias. In 6 cases it was ITP,
in 2 patients — AIHA with thermal antibodies, and in
3 patients the combination of ITP and AIHA was de-
tected (Evans — Fisher syndrome). In the presence of
ITP, the number of platelets was from single in the drug
to 99.0 + 10%/1, although hemorrhagic syndrome was re-
corded only in 3 cases. With complication of ATHA, re-
ticulocytosis of 22—128%o, hyperbilirubinemia due to
indirect fraction (24.0—68.0 umol/l) and positive di-
rect Coombs’ test and warm agglutinins were observed.

Concomitant diseases were found in 4 patients:
chronic pyelonephritis (n = 3), hepatitis C (n = 1),
chronic hepatitis (n = 1), acquired valvular heart dis-
ease (n=1).

Splenectomy was mainly performed under intubation
anesthesia via the upper middle laparotomy. 2 patients
underwent surgery under spinal anesthesia. In particu-
lar patients with massive splenomegaly (spleen weight
> 1.5 kg), marked perisplenitis and vascular anastomo-
ses among organs resulting from RPH the laparotomy in-
cision was extended towards pubic articulation or sup-
plemented by a lateral incision on the left 2 cm above
the umbilicus. Since 2002 all patients were immunized
with Pneumo-23 and recently with Prevenar vaccines
before splenectomy in order to prevent post-splenecto-
my infection.

The results of splenectomy were assessed in the im-
mediate post-splenectomy period (on the fourteenth—
sixteenth day) pursuant to criteria described in the refe-
rences [9] and during follow-up control.

During laparotomy, all patients had significant sple-
nomegaly, what is more in 17 (58.6%) patients the spleen
had a giant size (28—45 cm in length and 15—50 cm
in width). Massive splenomegaly was usually accompa-
nied by the RPH (n = 22), and was manifested by sple-
nic, abdominal, omental and diaphragmatic varices; the
ascitic fluid was found in the abdominal cavity in 7 pa-
tients (24.1%) in the amount of 0.4—0.61. As it was not-
ed, 23 (79.3%) patients had enlarged intra-abdominal
lymph nodes. In 21 cases, their conglomerates were ob-
served in various parts of the abdominal cavity: along the
hepatoduodenal ligament, along the lesser and greater
omentum, mesenteric, along the upper edge of the pan-
creas, along the lesser and greater curvatures of the sto-
mach, para-aortic, retroperitoneal and, most of all, in the
splenic hilum; moreover, the enlarged lymph nodesin the
splenic hilum singularly were found only in 2 patients.
Perisplenitis in the form of adhesions of the spleen to the
surrounding organs (stomach, diaphragm, colon, and in
some cases completely «walled-up» spleen in adhesions)
was observed in 9 (31.0%) patients. In these patients, sur-
gerywas accompanied with significant technical difficul-
ties, bleeding in the splenic bed, which was especially ex-
cessive with concomitant RPH and/or ITP. The average
blood loss amounted to 180.0 ml. In 2 patients during the
splenic mobilization it’s rupture occurred, which result-
ed in excessive intra-abdominal bleeding with blood loss
of more than 1.0 liter of blood. The «quickfire» splenec-
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tomy was carried out with a parallel stabilization of the
patients’ condition.

While carrying out histological and immunohis-
tochemical studies of the excised spleens, the diagno-
sis of DLBCL has been defined or confirmed: CD45
(2B11 + PD7/26) — positive reaction, CD20cy (L26) —
positive reaction, CDS5 (4C7) — negative reaction,
CD30 Ab-1 (Ber-H2) — negative reaction, CD3 (PS1) —
negative reaction. The mass of the excised spleens ranged
from 800 to 5100 g.

Splenectomy was effective in 25 (86.2%) patients
with DLBCL: abdominal discomfort, anemia, leuko-
penia were eliminated, hemolysis associated with ATHA
stopped, and the number of platelets associated with ITP
increased or normalized, and hemorrhagic syndrome
disappeared.

In 3 patients with DLBCL splenectomy was inef-
fective.

Patient K., 54 years old, was diagnosed with Len-
nert’s lymphoma with complaints of hectic fever, diz-
ziness, discomfort in the left hypochondrium. In con-
nection with splenomegaly, pancytopenia (anemia, leu-
kopenia, thrombocytopenia) and complete inefficiency
of chemotherapy (numerous courses for 4 years), the pa-
tient underwent salvage splenectomy. As a result of sur-
gery, the phenomena of hypersplenism were eliminat-
ed and the high temperature disappeared. However, on
the 7* day after surgery, the patient’s condition began
to deteriorate: fever resumed, a sharp general weakness
appeared. The patient died on the 22™ day after surgery
due to relapse of pancytopenia, progression of the dis-
ease and multiple organ failure. Pathohistological con-
clusion of the excised spleen: DLBCL.

Patient H., 25 years old, was admitted to the hos-
pital complaining of sharp general weakness, feeling of
heaviness in the left hypochondrium with a preliminary
diagnosis: myelofibrosis, severe AIHA, splenomegaly.
Blood test on admission: Hb — 51 g/1; erythrocytes —
1.7 « 102/1; leucocytes — 3.9 * 10°/1; reticulocytes —
80%o; platelets — 34,0+ 10°/1. Due to the giant size of
the spleen and hemolytic anemia the patient under-
went splenectomy, resection of the tail of pancreas. Sur-
gery was accompanied by severe bleeding from the var-
icose veins of the diaphragm, therefore it was necessary
to tamponade the left sub-diaphragmatic space and the
splenic bed. On the 11" day after splenectomy the gene-
ral condition of the patient has improved, and the indi-
ces of peripheral blood stabilized: Hb — 98 g/1; eryth-
rocytes — 3.7 « 10%/1; leukocytes — 27.0 « 10%/1; reticulo-
cytes — 8%o; platelets — 589.0 * 10°/1. However, on the
22 day after splenectomy, the patient’s condition has
deteriorated sharply, relapse of pancytopenia and hemo-
lysis, and he died on the 32™ day after surgery.

Patient H., 65 years old, was admitted to the hospital
complaining of sharp general weakness, pain in the left
hypochondrium, hectic fever, gastrointestinal bleeding.
Blood test: Hb — 82 g/1; erythrocytes — 2.6 * 102/1; leu-
kocytes — 2.2 « 10°/1; platelets — 10.4 « 10°/1. Due to the
serious condition of the patient, massive splenomegaly
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and lack of diagnosis under the control of ultrasonogra-
phy, the patient underwent a diagnostic puncture of the
spleen, but the diagnosis was not established, and splen-
ectomy was prescribed. Surgery was performed with sig-
nificant technical difficulties, severe bleeding and blood
loss (more than 1000 ml) (large spleen in varicose adhe-
sions with surrounding organs). Surgery was completed
by tamponade of the left hypochondrium. Splenectomy
did not give the expected effect: the level of hemoglo-
bin did not increase, leukopenia and thrombocytope-
nia preserved, hemolysis increased. The patient died af-
ter 1 month after surgery of pancytopenia phenomena,
relapse of hemolysis, chronic adrenal insufficiency on
the background of complete inefficiency of splenectomy.

The above clinical cases confirm the thesis about
heterogeneity of DLBCL and difficulties in predicting
the effectiveness of splenectomy. The condition of these
patients was extremely severe, and splenectomy was of
the nature of salvage surgery, when on the background
of the severe disease, splenomegaly, pancytopenia, lack
of diagnosis, and in one case of complete inefficiency of
chemotherapy, surgery remained to be the only diagnos-
tic and therapeutic method.

Postoperative complications were observed in 4
(13.8%) patients with DLBCL: pneumonia (n = 1), ad-
renal insufficiency (n = 2). In two patients pancreatic
necrosis has developed: in one patient after splenectomy
with proximal resection of the stomach, and in other pa-
tient after splenectomy with planar resection of the dia-
phragm, stomach and distal resection of the pancreas. If
in the last patient this serious complication was cured by
aconservative treatment, then in another patient pancre-
atic necrosis resulted in necrosis of the gastric remnant,
parapancreatic and gastric fistula and parapancreatic ab-
scess. The patient underwent relaparotomy with abscess
opening. After long-term treatment, both patients were
discharged in satisfactory condition. According to the lit-
erature, in patients with chronic lymphoproliferative dis-
eases, after splenectomy, as a rule, infectious, inflamma-
tory or thrombohemorrhagic complications occur. The
most common are subdiaphragmatic abscess [10, 11],
pneumonia [12, 13], pancreatic necrosis [14—16], sple-
nic vein stump thrombosis [17, 18]. The causes of their
occurrence are the presence of aggressive malignant dis-
ease, technical errors during surgery, as well as negligent
and too short qualified monitoring of the patient after
splenectomy. The surgeon, in our opinion, should try to
avoid crude manipulation in the splenic hilum, perform
a reliable hemostasis of its bed, in some cases, do not
rush to remove the drains from the left hypochondrium.
The post-operative control and correction of the plate-
let count in dynamics is also important, due to possible
postsplenectomy hyperthrombocytosis, which can lead
to serious thrombotic complications.

One patient died immediately after splenectomy. Pa-
tient H., 67 years old, was admitted to the hospital com-
plaining of general weakness, weight loss, shortness of
breath, nosebleeds, fever (body temperature > 38 °C)
(ECOG 2). The patient was diagnosed with NHL with

the stomach wall lesions, splenomegaly, chronic cal-
culous cholecystitis. The patient underwent splenecto-
my, cholecystectomy, resection of lymphoma formation
of the anterior wall of the lesser curvature of the stomach.
As a result of acute pulmonary and heart failure and pul-
monary edema, the patient died on the 4* day after sur-
gery. Thus, early postoperative mortality after splenec-
tomy in patients with DLBCL was 3.4%.

The analysis of long-term results of splenectomy in
DLBCL patients showed that the median overall survi-
val according to Kaplan — Meier curve was 31.9 months,
observation period (1.0—192.0 months, the lower quar-
tile and the upper quartile are 5.6—72.5 months), with
3-year cumulative survival — 48.7% of patients and with
5-year — 32.9% (Fig. 1). In patients with concomitant
immune cytopenias median survival was 6.5 months in
contrast to 56.5 months in their absence (Table 2). The
difference with between the groups was highly signifi-
cant — p < 0.01 by log-rank criterion and Cox’s F Test
(Fig. 2). Multivariate analysis by Cox regression method
showed that in addition to cytopenia, an independent
predictor of less survival is an earlier onset of relapses,
age and duration of the disease did not affect survival.
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Table 2
Survival characteristic in groups
with immune cytopenias and without them
Patients with cy- | Patients without cy-
Criteria topenia (min-max) | topenia (min-max)
[Le-UQl,n=11 [LQ-UQ],n=18
56 (21-67) 58.5 (25-75
Age, years old” [45-64] [50-61] )
Duration of the disease be- 6 (2-48) 3(1-16)
fore splenectomy, months™ [4-12] [2-5]
Relapse after splenectomy, 3(1-49) 3.5(1-6)
months* [1-22] [2-4]
Men 5 (45.5%) 9 (50%)
Died 10 10
Alive at the time of the last 1 8
contact
A 6.5 (1-53 56.5(27.6—145.9
Survival* {1(_2 4] ) [2-192] )
3-year cumulative survival rate 18.2% 68.2%
5-year cumulative survival rate 0 46.9%

*Median (min—max) [25-75%]; **median (min—max) [25-75%], deter-
mined by the Kaplan — Meier method.
LQ — lower quartile; UQ — upper quartile.
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Fig. 2. Overall survival of patients with DLBCL complicat-
ed by immune cytopenias (group 1, IU 6.5) and patients with
DLBCL without cytopenias (group 2) (IU 56.5), log-rank test
2.855, p=0.0043

I. Smeltzer, ef al. from the Mayo Clinic (Rochester,
USA) found that in 9 DLBCL patients a median overall
survival after splenectomy amounted to 6 months [19]. The
authors believe that in this variant of lymphoma splenec-
tomy is indicated only in the presence of massive spleno-
megaly on the background of complete inefficiency of che-
motherapy. M. Mollgjo, et al. divided DLBCL into three
pathohistological variants depending on the type of sple-
nic lesions: macronodular, micronodular and diffuse lym-
phoma of the red pulp of the spleen. The authors recorded
the best results of splenectomy in macronodular DLBCL:
15 out of 20 patients survived and 13 of them had com-
plete remission within 7—120 months. The authors also
concluded that micronodular DLBCL is more aggressive:
since the diagnosis establishment, patients lived on aver-
age for 2 years and therefore in this variant of the disease
splenectomy has only diagnostic value [20].

Unfortunately, we also must admit that there are a rela-
tively large number of unsatisfactory consequences of splen-
ectomy in DLBCL. So, 8 (27.6%) patients lived after sur-
gery for only 1 year. Especially bad were the results in pa-
tients who had both anemia, leukopenia, thrombocytopenia
before surgery, and in some cases also hemolysis (n = 5).
Four of these patients died after 1—2 months after surgery
and only one patient lived for 12 months. In some cases,
splenectomy, as already noted, was carried out as salvage
surgery, despite the serious condition of the patient, due to
the complete ineffectiveness of the previous chemothera-
py and concomitant immune cytopenia. However, despite
the above, we believe that splenectomy plays an important
role in the treatment of DLBCL, accompanied by the sple-
nic lesions. First, in the absence of peripheral lymphadeno-
pathy, as a result of splenectomy, the final version of NHL
is established, and secondly, in 5 (17.2%) patients, we re-
corded postoperative survival from 72 to 186 months, and
in 3 of them after surgery only 2—4 courses of chemothe-
rapy were carried out. Generally, these were patients whose
tumor mass was localized directly in the spleen.

Patient Z., 54 years old, was admitted to the Depart-
ment of Surgery with a diagnosis of splenomegaly, tu-
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mor of the spleen, with the presence of reactive periphe-
ral lymph nodes. A biopsy of the cervical lymph node was
carried out, which was unsuccessful. During splenectomy,
a round-shaped tumor with a diameter of about 8.0 cm
was detected, of cartilaginous consistency, which occu-
pied the entire upper pole of the spleen. Pathohistologi-
cal conclusion: DLBCL. After surgery, the patient lived
for 189 months, not receiving any treatment and died for
other reasons. These patients for DLBCL with the pre-
sence of isolated tumor of the spleen, we observed in three
cases. One lives for 81 months, the second-186 months
after surgery, another patient died 176 months later after
a splenectomy, not because of lymphoma.

CONCLUSIONS

1. Asaresult of splenectomy in patients with DLBCL,
the direct clinical and hematological effect occurred in
86.2% of cases: abdominal discomfort disappeared, hy-
persplenism was eliminated, hemolysis stopped, mani-
festations of RPH decreased.

2. In DLBCL patients who did not have concomitant
immune cytopenias, the median survival after operation
was 56.5 months, in contrast to 6.5 months in the pre-
sence of immune cytopenias.

3. The best results of splenectomy in DLBCL were
recorded in patients with isolated spleen lesions: patients
lived from 72 to 186 months.
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CNNEHEKTOMISA Y NIKYBAHHI XBOPUX
HA BUDY3HY B-BENTUKOKNITUHHY
NIMOOMY TATI PE3YJILTATU

10.JI. €scmaxesun’, M.M. Cemepax’,
LH. €scmaxeeuy’, A.I. Buzoscoxa’, I B. Jebeds’,
IM. Tymar?, O.A. llemponuar’, B. €. Jozincoxui’

1TV «Incmumym namonozii kpoei ma mparcghysitinot
meduuunu HAMH Ykpainw

2 /Ivgiscokuii HayionanvHui MeOudHUl yHigepcumem
imeni Jlanuna Tanuuybroeo

¥ /IveisCbkuil OHK0AOIYHUL pe2iOHAAbHUL NIKYBANbHO-
diaenocmuvnuil yenmp, Jlveie, Yipaina

PeswomMe. Mema: npoaunanizyeamu 6esnocepedui
ma eiddaneni peayabmamu cnaeneKxmomii npu ougys-
Hili B-eeaukoxaimunnii aimgomi I Ha ocHOGI 1bo2o
YMOYHUMU NOKA3aHHA 00 npoeeder s cnaeneKxmomii,
xipypeiuny maxmuky ma Hacaidku. O6’ckm i memoou:
ceped 114 cnaenexmomiii y x80pux Ha Hexo00HCKIHCHKI
Aimgpomu suxonano 29 cnaenexmomii npu oughysniii
B-genuxoxnimunniii nimgbomi (IBKJI). Ceped Hux 6yno
15 yonogixie ma 14 xcinok eikom 6id 21 do 75 pokis
(mediana 57 pokis). Iloxazannsamu do cnaenexmomii
npu JIBKJI 6yau: cnaenomeeanin, aeiikonenis, iMyHHa
mMpoMBOUUMONEHIs, GQyMOiMYyHHA 2eMOAIMUYHA aHeMIs,
pezionapra nopmanvha einepmensin, sidcymuicmo dia-
2Ho3y. Pezyavmamu cnaenexmomii ouinroeanu besnoce-
DeOHbo nicas eudanenis cenedinku (a 14— 16-ii oens)
3a onucarumu 'y aimepamypi kpumepiamu i y giddane-
Huli nepiod. Cmamucmuury 06po6ky nposoduau 3a 0o-
nomoeoro naxema npozpam Statistica for Windows 6.0
(StatSoft, USA). Ilapamempuuni dani nodaeanu ax me-
diany (Minimym-maxcumym) [Huscriti-eepxniii keap-
muani]. 3azanvny euscusanicme X60pux suzna4an

3a memodom Kanaana — Meiiepa ma onucysanu sx
Mediany suxcusarnocmi (HUMCHili-eepxniti Keapmui),
ouintoeanu maxoxc 3- i 5-piuny eusxcusanicmes, 6yoy-
oMy mabauui Kymyasmueroeo doxcumms. Kpuei eu-
JHCUBAHOCMI NOPIGHIOBANU 30 JOnOMO2010 log-rank kpu-
mepiio i F-xpumepiro Kokca. Pesyavmamu: cnaenex-
monmin suseunacs egpexmuenor y 25 (86,2%) xeopux
na I BKJI: rixeidosaro ab0ominansvruii ouckomgpopm,
anemiio, NeliKoneniro, npu cynymuii aymoimyHuiii ee-
MONIMUYMHIT aHeMii NPUNURUBCS 2eMOAI3, a NPU IMYH-
Hili mpombouyumonenii 36invwunacs abo nopmanizyea-
A4acs Kinvkicms mpombouumie ma 3HUK 2eMopaziyHuli
cundpom. Beaznocepednvo nicas cnaenexmomii nomep
odurn nauienm. Panna nicasonepauyiiina semanvricmo
nicas cnaenexmomii y xeopux na JBKJI cmanosuna
3,4%. Ipu ananizi i00aneHUx pe3ynbmamis cnieHex-
momil y xeopux na JJBKJI ecmanoeaeno, ujo mediana
suxcuearocmi 3a oyinkoro kpueoi Kanarana — Meiie-
pacmanoeuna 31,9 mic (mepmin cnocmepexcennsn 1,0—
192,0 mic, nuxcniii-eepxniti keapmuai 5,6— 72,5 mic)
3 3-piunoro Kymyasmueroro euxcuearnicmro — 48,7%
xeopux i 3 5-piunoro — 32,9%. Y nauicumie i3 cynym-
HiMU IMYHHUMU UUMOREHIAMU MediaHa euMdCusaHocmi
cmarnosuna 6,5 mic Ha npomusazy 56,5 mic 3a ix €io-
cymuocmi. Piznuys mixc epynamu 6yna 6UCOK03Ha4y-
wor — p < 0,01 3a log-rank xpumepiem | F-xpumepiem
Kokca. bazamogaxmopruii ananiz memodom pezpe-
cii 3a Koxcom 3aceiouue, wo, okpim cynymuvor iMyH-
HOT yumonerii, He3aNedCHUM RPEeCUKMOPOM HUNCHOI
suxcueanocmi € 6inbll PAHHE HACMAHHA peyudusis;
6iK | mpueanicmo x60pobu He 6NAUGAAU HA BUNCUBA-
Hicmb. Bucnoexu: y pezynomami cnaenexmomii y xeo-
pux na I BKJI 6e3nocepedniii kainixo-2emamonoziyHuii
egpexm Hacmynug y 86,2% eunadkis. Y nayicnmie
i3 IBKJI, aki ne manu cynymmuix iMyHHUX yumone-
Hill, mediana 3az2anbHol euscuearocmi nicas onepauii
cmanoeuaa 56,5 mic, npome npu Hasenocmi yumo-
neniii dopientosana auwe 6,5 mic. Hailikpawi pe3yab-
mamu cnaenexmonmii npu JIBKJI 3agixcosaro y xeo-
DUX 3 [301b08GHUM YDAXCEHHSAM Cene3iHKu: nauicmu
acunu 8id 72 do 186 mic.

Kimouogi cioBa: HexoKKiHCHKA JiMpoMa,
CIUIeHeKTOMisl, Tudy3Ha B-BeMUKOKITITHHHA
miMdoMa, ayToiMyHHA reMOJTiTUIHA aHeMisl,
iMyHHa TPOMOOITUTOIICHIS.
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