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-@ggressive and highly aggressi
B-cell lymphoma subtypes are
commonest in HIV/AIDS.

- Diffuse large B cell lymphoma
variants and Burkits lymphoma

top the list.




- Variants of Mantle cell lymphoma
- Variants of lymphoplasmacytic lymphoma

- Variants of angioimmunoblastic-dell lymphoma

- Enteropatytype T-cell lymphoma

- Peripheral Tcell lymphoma, unspecified

- Variants of adult Icell ymphoma/leukaemia (ATL)

- Anaplastic large cell lymphoma, primary systemioey




- Precursor Band T-cell lymphoblastic
41eukaemiallymphoma

- Variants of peripheral-tell lymphoma, unspecified.
- Variants of angioimmunoblastic-dell lymphoma
- Variants of enteropatktype T-cell lymphoma

- Variants of anaplastic large cell lymphorprimary,
systemic type

- Variants of ATL













Single agent chemotherapy in 1960s to
419703 with 5 year survivals of virtually
ZEro.

- 1960s—- Workers from US NCL C-

MOPP introduction:

- CR rates of 45%

- most of patients achieving CR
remained DF 24 years later

- Cure rates estimated at 37%




CR rates of 780% with
_cure rates of 60% boasted
with intensive CT that
Incorporate high dose salvage

protocols +




. Chemosensitive tumour cells remain after
+ treatment.

malignant clones predominate despiig

therapy.

—renders
chemotherapy ineffective

Inadequacy of treatment occasioned by:

- Drug relatec which compromises
ability to give adequate treatment.

especially in developing countries.




-%dequate management of drug relateld
toxicity to ensure chemotherapy
regimens are given at effective dosesy

- Inhibitors of multidrug resistance

proteins— not very useful despite
earlier promise

2













—dose
_escalation to eradicate
chemosensitive cancer cells,
perhaps overcome resistance

malignant cells to standard
doses

(Demitri GD and Griffin JD. J.
Clin Oncol 1991).







- Patients with newly diagnosed ARL
~ treated with low dose or standard dose
chemotherapy without cART have CR
rates of 4660% with a median survival ojj

about 6 months.
(Levine AM, et al. JAMA 1991)
(Kaplan LD, et al. N Engl J Med 1997)
(Sparano JA, et al. J Clin Oncol 1996)
(Gisselbrecht C, etal. Am J Med 1993)




has resulted In
substantial Increase In survival.

Retrospective analyses suggest that

- Virologic response to cART, may be the
most iImportant factor in predicting CR

and/or prolonged survival
(Besson C, et al. Am Jo Med 2001)
(Antinori A, et al. AIDS 2001)
(Hoffman C, et al. AIDS 2003)




Intercurrent
opportunistic infections and/or other
+hfections:

- Are likely to cause death directly
- Delay subsequent courses of

chemotherapy, leading eventually to
treatment failures.

Addition of cART Is expected to reduce
Incidence of these infections.

(Mocroft A, et al. Lancet 2003)




- Suboptimal responses observed in some patients wiiig
ARL may be due to tumour cell resistance mediated |
Pgp1/0.

(Pastan I, et al. Annu Rev Med 1991)

Ueda K, et al. Biochem Biophys Res Commun 1986)
(Hario M, et al. Proc Natl Acad Sci USA 1988)

- In non ARL, MDRI expression has been
demonstrated in <20% of cases at the time of
diagnosis, with an increase to 50% at the time of
relapse.

(Gascoyne R, et al. Proc Gen Motor Cancer Research
Foundation Symposium, Toronto, Canada, 1993,
(Abstr A7)




tissues from 66% Ofj
the cases expressed ME

|, with significantly lower
CR rates than MDR
negative patients.

























- Continent still at stage where industrialized coist
were in 1960s to 70s.

Problems:

- Weak economies GNP for Kenya is 1396 US Dollars
not different from rest of Africa problem of purchase
of medicines and equipment.

- 46% of the population survive on <1 US dollar a.day

- Cost of a course of CHOP at USD 450t affordable
® total expenditure on health peapita is 8.3 US
dollars.

- Government spends 30% US Dollar per person annugiiy,
on health




Total Annual expenditure in Kshs’000
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(Aggressive Phenotype +
Highly Aggressive Phenotype NHL at
_HOC.(N =75)

- CHOP-46.7%
- R-CHOP-14.7%

- MACOP-B -17.3%

- CR for HIV +VE cases- 21.9%
- CR for HIV —ve cases- 75%

(Othieno Abinya NA et al. Proc Am Soc
Clin Oncol 2007)




HIV -ve HIV+ve
5% 21.9%
0% 15.6%

19 months 6 months







R-CHOP—-50%

CHOP-25%
CHOEP-25%
Majority — concurrent CT/CART




- Oncologists In Africa are conscious dj

~the requirement to treat ARL with
Intensive chemotherapy and strive tc
SO as much as possible.

- Where conditions do not allow,
substandard treatment Is offered.

- Often times there I1s no treatment at &l







