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[HZ] B - 2WroRi2 KBk EIE (diffuse large B-cell lymphoma, DLBCL) HE GRS MG G FE X, A
RS I T 40l # F (autologous stem cell transplantation, ASCT) K F| % £ B 4 3596 97 X} DLBCL & & Wi J5 1Y &% "[LJO
ik o W I 5 3 R I A4 B B TR BT AR = B LR 2015 4F 1 —20204F 1 H A 1Y 160 51 289 BE % G 98 43 TR IR 12
DLBCL B # MR TR, AHrsgm B E Iy S e ik R . 20 & kA Tk DLBCL 8 By Ik IR AL, ﬁmﬁi*ﬁzﬁ
ASCT X & B 417 (overall survival, OS) 52T, X rhIPEAG A E] 52 228 f#% (complete remission, CR) WG, ¥
i ASCT BRI 25 BB AR F5 3697 % A AF U s i . 258 - PRI >60 % (P=0.005) . EBRTUSFE%4L (International
Prognostic Index, IPI) 3~54} (P=0.032). {RFA&EFI/KT (P=0.001) K#XIfl (P=0.007) HHMTHIFSAH, ZHRES
Wres R gR: BMEWIRER>60% (HR=2.788, 95%CI 1.575~4.936, P=0.000), non-GCB W% (HR=2.230, 95%CI 1.150~
4324, P=0.018), FLEAME /KT8 (HR=2.064, 95%CI 1.006~4.234, P=0.048), X1 1/KF (HR=2.052, 95% CI
1.169~3.602, P=0.012) 545 & kB 41 (progression-free survival, PFS) M~y fE 6 K25 M EWIAER>60 %
(HR=2.269, 95%CI 1.060~4.860, P=0.035), IPI¥F4}3~54F (HR=2.557, 95%CI 1.132~5.778, P=0.024) {E i~ %5
iR OS. X & /MEVATE DLBCL (%, itk ASCT fig & M s, RME T HFM R ERE (P=0.030).
S FALZEATF R PP A B CR R SR, DLETE ASCT KA ZH it 4e 55697 & BREVF LS AR BBt T4, (H3F
KRIEKFBH OS (P>0.05). 45t - MR ASCT BB & K Z L /MEiA1E DLBCL & OS, [HILIEME ASCT KA 221 pi 4

FHBYT I AN BERER 5 /2 DLBCL f:#5 OS.,
[S&4IA ] TR KBNS AR M AR IRIRERIE; WA
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Clinical characteristics and prognosis of patients with diffuse large B-cell lymphoma

ZHAO Jie, JIANG Yan, HAO Siguo
Department of Hematology, Xinhua Hospital, Shanghai Jiao Tong University School of Medicine, Shanghai 200090, China

[Abstract] Objective:To analyze the clinical characteristics and prognostic risk factors of patients with diffuse large B-cell
lymphoma (DLBCL), and evaluate the prognostic effects of autologous stem cell transplantation (ASCT) and rituximab maintenance
therapy on DLBCL patients. Methods- The clinical data of 160 patients with DLBCL who were first diagnosed by pathology and
immunotyping were collected from the Department of Hematology, Xinhua Hospital, Shanghai Jiao Tong University School of
Medicine from January 2015 to January 2020, and the risk factors affecting the efficacy and prognosis of patients were analyzed.
Moreover, the clinical characteristics of patients with relapsed/refractory DLBCL and the effect of salvage ASCT on overall survival
(OS) were assessed. For those high-risk patients who achieved complete remission (CR) in the interim assessment, the impact of
ASCT and rituximab maintenance therapy on survival outcomes was further assessed. Results-Patients with initial age of
treatment >60 years (P=0.005), International Prognostic Index (IPI) 3—5 scores (P=0.032), low albumin level (P=0.001) and anemia
(P=0.007) had poor efficacy. Multivariate analysis showed that the initial age of treatment >60 years (HR=2.788, 95%CI 1.575—
4.936, P=0.000), non-GCB subtype (HR=2.230, 95%CI 1.150—4.324, P=0.018), elevated lactate dehydrogenase level (HR=2.064,
95%CI 1.006—4.234, P=0.048) and low albumin level (HR=2.052, 95% CI 1.169-3.602, P=0.012) were the independent risk factors
for progression-free survival (PFS). The initial age of treatment >60 years (HR=2.269, 95% CI 1.060—4.860, P=0.035) and IPI
scores of 3 to 5 (HR=2.557, 95%CI 1.132—-5.778, P=0.024) were independent factors affecting OS. For patients with relapsed/
refractory DLBCL, salvage ASCT was found to significantly improve the prognosis of these patients and was a protective factor for
the death event of patients (P=0.030). For patients in the high-risk group who achieved CR in the interim evaluation after
chemotherapy, there were no deaths in patients on maintenance therapy with consolidation ASCT and rituximab to the end point of
follow-up; however, it did not prolong the OS of the patients (P>0.05). Conclusion-In patients with relapsed/refractory DLBCL,
salvage ASCT can significantly prolong the OS, whereas in the high-risk patients of DLBCL, consolidation ASCT and rituximab
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maintenance therapy can't prolong the OS.

[Key words] diffuse large B-cell lymphoma (DLBCL); autologous stem cell transplantation (ASCT); clinical feature; prognostic factor

yx i K B 4 bk 9 (diffuse large B-cell
lymphoma, DLBCL) s2dFEE#T &Ik (non-Hodgkin's
lymphoma, NHL) s WA #w Ay, 5 firf NHL
(1130%~40% "', DLBCL7EIi R AL, LB FEhR . fe
JEFAU | XRBIT S m SOV TR A TR R ) S
ST IS o R-CHOP (2 BT+ RIS -+ o
BRI HRER) 2 BHETAYT DLBCL
BRI 25 SR, AT5AT 30%~40% HY & A7 AE T ZY
R RS B 2 R MR YE DLBCL AT [ 1A
Ifil T 240 ie # 45 (autologous stem cell transplantation,
ASCT) T1ENR) — Rl =40 r i FRE S 2 pom e,
{HAARTUR A ), X ffif5%5 4 5 8 DLBCL
TRITIUMERT . A B AR [l i 73 DLBCL i85
I RAFAE . 43 HT 3K 2L I PRFE 5 X B8 7 88 S A1
S, (RIS Mkt ASCT . JLIEIE ASCT Ko 2
BA L ey T o g BAEE (overall survival, OS)
Y52

1 ¥E5hE

1.1 wBilctE

W B IV 583 K A = 2 B B i i A = e i R
20154F 1 H—2020 4F 1 HWCiA i 198 151 2895 21 1% f iz
43U 1) DLBCL R IR IR WOk, BR AP i & Al
P2 7 48 DLBCL 10 ] . & JF55 i 6 ) . Ll
B 2ENM I 32 A2 E BT (fRYT) 106 L I PR B
HFEEAGEE 1241, 2 AL 160 10174

1.2 WFsEhi bR

BT . BERAEAR . JRURFROL . 4RI SRS
R 35 B R MR B AE 41 (Eastern Cooperative
Oncology Group, ECOG) ¥4y . [ Pr il J5 48 %L
(International Prognostic Index, IPI). Ifi R4+ . FL
12 il = ¥ (lactate dehydrogenase, LDH) . [ .
IMLTER . b U 200 B %o {1 5 6 R T S A A 52
Wi, H P ACEAS KHE CHESON 25 ' 48 4 % Lugona
bR, GIIESE4ZE# (complete remission, CR) . #F
4y 2% fft (partial remission, PR) . J&XJ§fa i€ (stable
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disease, SD). #IGUEE (progressive disease, PD).,
[, WERRIRIZYTY G 2 4F N 2 R IMER 1Y 54 1) F 3
I R B, o B LG R RF AR, I PP 4% ASCT X
DLBCL [ TS (520, 54 )5 K MEIR T B Tl
4fiHe32 T ASCT. HHl, 4 &/ DLBCL
TCHIHA E SCo AEARDFFE il /2 LU T AT Ao — 3 B ] 12
Wi: 744844~ R-CHOP J& 15 A5 5 PROK
Ao @it 245k 24 LL I ROR T IS ARk #)
PRIRZS . BASCT A 124 H gk

1.3 Witsl 5 AL Koy v 0EAk

W B H IPLIF4r23 400 LR mifE . Iy acs b
WIVPAL TR, — MR LT 4~6 RIS I R 52
PEAR o P PEAR I IR B CRORAS 19 2 & A 93 491,
HrhE 45 p) . KfGA 48 0. mfEdlmE hi%z
ASCT (835 6 ], 352 F 2 Ry Rein 7 iy i o
3, RIEZHFELIHERIT R E 364, A5
IREREVT R H I 20214 12 A 31 B, it i is
ST SCA R B UL % o SR RORE L CR
PR A SH AT HL I R BT SCAS IR R ) o R AR
7 (progression-free survival, PFS) F1OS %k},

14 HilFIiik

FH SPSS 26.0 3 {53 Hr K ali o e Pk BEORER FH 7 R
55 5, Fisher K5 B2 00 o BRIN R M 2 I & 43 Hr R
COX [Lfl X457, PH (proportional hazards) {5
LIRS 55 4578 5 RE A 49 A COX FL 9] RUBS B A . R H
Kaplan-Meier J7 23 il AEAE e, 2HIH] FLBER T Log-
rank K3 55 . 7EF 3 M, A HEZR AR B EAT 25 S5
Brs QSRR oA A W 2 R, BEATN I IR 43 I
BL. P<0.05 &2 A G #E L.

2 ER

2.1 %R

160 5 DLBCL /& 35 il RAFIE LR 1. BYEEH
AT 88 B (55.0%), AR 62 (25~88) %, #i}
P IPLIF 4 (AR I AL, B IR E VIR AR IR 4y 2 4,
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HP AR >60 4 B E A 870 (54.4%) . WA FEAE
K B RS BAAEIRE 736 (45.6%), &
Hans 73 B4 A 9B 42 & th0 BB (non germinal center
B cells, Non-GCB) # 1041 (65%), #1i&H} ECOG
Wor<243# 11761 (73.1%), Ann Arbor 434 1 ~11
631 (39.4%), IPIP430~243 70 5] (43.8%), #IiA
LDH /KT # 109 6] (68.1%), K& H & 37
(23.1%) , Ik B 40 B 46 X {3 2k 9% (% & 56 il
(35.0%), LML 546 (33.8%), PIKALIT HELL
R-CHOP J5 & £ 14761 (91.9%)

&1 DLBCLBEERIGRHFE (n=160)
Tab 1 General clinical features of patients with DLBCL (n=160)

Variable Patients/n(%)

Gender

Male 88 (55.0)

Female 72 (45.0)
Age

<60 years 73 (45.6)

>60 years 87 (54.4)
Group B symptoms

No 87 (54.4)

Yes 73 (45.6)
Hans classification

GCB 56 (35.0)

Non-GCB 104 (65.0)
ECOG score

<2 scores 117 (73.1)

=2 scores 43 (26.9)
Ann Arbor stage

-1 63 (39.4)

- 97 (60.6)
IP1 score

0-2 scores 70 (43.8)

3-5 scores 90 (56.2)
LDH level

<211 U-L" 51 (31.9)

>211 U-L" 109 (68.1)
Albumin level

>35g-L" 123 (76.9)

<35g-L" 37 (23.1)
Absolute lymphocyte level

>1.1x10°-L"" 104 (65.0)

<1.1x10°-L7" 56 (35.0)
Anemia

No 106 (66.2)

Yes 54 (33.8)
Chemotherapy regimen

R-CHOP 147 (91.9)

CHOP 13 (8.1)

P
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2.2 DLBCL EFEWIY 05 b

160 ] DLBCL &, 4Fi<60 2 4 B34 i 5
BHRE R 94.5%, F>60 & H B H K 793% (P=
0.005) ; IPI ¥ 43 0~2 43 20 i 35 3 M 8 A & 28
92.9%, IPI V43 3~5 70 20 /45 81.1% (P=0.032) ;
8 RS R B ARCE R 91.1%, IRAEA
4 70.3% (P=0.001); JE 72 i 4H 35 W1 G A 50 % 0
91.5%, FHIMLALHR 75.9% (P=0.007) . %45 RN,
VIR >60 % | IPIFA> 3~543 . MR KT &L #%
I 2B I BT ROREE, TS PR B A G B 4LE
K. Hans 3%, ECOG ¥4y . IR . LDH /K-,
WA A XA . AT J7 58 55 PR 4 R 3T ) A 5
I, ZRIGIEEL (R2).
%2 DLBCLE2FEHTRSHT
Tab 2 Analysis of short-term efficacy of patients with DLBCL

Overall response rate (CR+PR)
Variable

Patients/n(%) P value

Gender
Male 74/88 (84.1) 0.381
Female 64/72 (88.9)

Age
<60 years 69/73 (94.5) 0.005
>60 years 69/87 (79.3)

Group B symptoms
No 79/87 (90.8) 0.068
Yes 59/73 (80.8)

Hans classification
GCB 51/56 (91.1) 0.194
Non-GCB 87/104 (89.7)

ECOG score
<2 scores 104/117 (88.9) 0.110
=2 scores 34/43 (79.1)

Ann Arbor stage
-1 57/63 (90.5) 0.211
m-v 81/97 (83.5)

IPI score
0-2 scores 65/70 (92.9) 0.032
3-5 scores 73/90 (81.1)

LDH level
<211 U-L" 47/51 (92.2) 0.138
>211 U-L™ 91/109 (83.5)

Albumin level
>35g-L7" 112/123 (91.1) 0.001
<35¢g-L" 26/37 (70.3)
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Variable

Continued Tab

Overall response rate (CR+PR)

Patients/n(%)

Absolute lymphocyte level

>1.1x10°-L""

<1.1x10°-L""
Anemia

No

Yes

93/104 (89.4)

45/56 (30.4)

97/106 (91.5)

41/54 (75.9)

Chemotherapy regimen

R-CHOP

CHOP

126/147 (85.7)

12/13 (92.3)

P value

0.112

0.007

0.508

%3 MDLBCLEEPFS MERZMEEENT
Tab 3 Univariate and multivariate analysis for the factors affecting PFS of patients with DLBCL

Female

Age>60 years
Group B symptoms
Non-GCB

ECOG score >2

Variable

Ann Arbor stage -1V

IPI score 3-5

Increased LDH [>211 U-L™]

Low albumin [<35 g+L™"]

Lymphocytopenia (<1.1x10°-L™")

Anemia

Chemotherapy (R-CHOP)

Univariate analysis

HR (95%CI)

0.668 (0.394-1.132)
2.744 (1.553-4.848)
1.424 (0.850-2.386)
2.398 (1.243-4.624)
2.330 (1.379-3.937)
2.496 (1.366-4.561)
3.149 (1.722-5.759)
2.796 (1.413-5.535)
2.824 (1.657-4.811)
2.142 (1.277-3.592)
1.894 (1.128-3.179)
0.937 (0.400-2.195)

%4 F0DLBCLEZEOSHBRRZMEERS
Tab 4 Univariate and multivariate analysis for the factors affecting OS of patients with DLBCL

Female

Age>60 years
Group B symptoms
Non-GCB

ECOG score =2

Variable

Ann Arbor stage M-IV

IPI score 3-5

Increased LDH [>211 U-L™]

Low albumin [<35 g+L™"]

Lymphocytopenia (<1.1x10°-L™")

Anemia

Chemotherapy (R-CHOP)
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Univariate analysis

HR(95%CI)
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2.3 W DLBCL & U 8 5P & % & 2

H LR 2 COX [RIH 20T H P<0.05 Y748 & 2855 PH
BoEFMAZHE . 2R BN BEVIRTER
>60 % (HR=2.788, 95%CI 1.575~4.936, P=0.000) ,
non-GCB W %! (HR=2.230, 95%CI 1.150~4.324, P=
0.018), LDH /K-FFt& (HR=2.064, 95%CI 1.006~
4234, P=0.048) , fi& F1 & 1 K (HR=2.052,
95%CI 1.169~3.602, P=0.012) &5 Ui 3 PFS il 4l
SfERHER (R3) . BEWIGIFER>60% (HR=
2269, 95%CI 1.060~4.860, P=0.035), IPI %> 3~
57%% (HR=2.557, 95%CI 1.132~5.778, P=0.024) J&
S R OS I ek &R (£4),

Multivariate analysis

P value HR (95%CI) P value
0.134
0.001 2.788 (1.575-4.936) 0.000
0.179
0.009 2.230 (1.150-4.324) 0.018
0.002
0.003
0.000
0.003

2.064 (1.006-4.234) 0.048

0.000 2.052 (1.169-3.602) 0.012
0.004
0.016

0.881

Multivariate analysis

P value HR(95%CI) P value

0.124

0.586 (0.296-1.158)
2.950 (1.416-6.145)
1.283 (0.667-2.468)
1.515 (0.712-3.223)
2.122 (1.092-4.124)
2.295 (1.078-4.888)
3.261 (1.484-7.166)
3.422 (1.329-8.808)
2.423 (1.238-4.745)
1.760 (0.911-3.402)
1.720 (0.891-3.320)

1.422 (0.431-4.699)

0.004

0.455

0.281

0.027

0.031

0.003

0.011

0.010

0.093

0.106

0.563

2.269 (1.060-4.860)

2.557 (1.132-5.778)

0.035

0.024

i SRR (0 2023, 43(10) (@)



1286 | tifsmAREE (B

2.4 5 R/MEVRYE DLBCL % 5E T2 fE RS I & 40 bt
160 B9 2 Wi K 3697 B DLBCL (&, 24EN&E
RIMEIR R HE A 540 (33.8%), ZBBEDTA IR BIAE
TR 34401, 54952 I /MR TR B P AL AR IR
64% (29~88 %), WIAHFIR>60% (70.4%) . non-
GCB % (81.5%) . Ann Arbor II~IV#] (77.8%) .
IPIIF43 3~543 (77.8%) M LDHFE & (85.2%) J&
%, Hwd, ¥NASER>60 % B F b BT 4 25 )
(65.8%) , non-GCB . #Y [ # v 5E 7 %5 i 26 il
(59.1%), Ann Arbor 733 Il ~ IV 1 & 2% F 26 T 9% B
269 (61.9%), TPTIES> 3~5 43 f & HhaE T Jk 191 27 191
(64.3%) , #1if LDH K- Tt i 8 5 5813005 451 30 141]
(65.2%) o A[Allm RFE AR AT 1Y 835 TR) Lo e, FET %
HZEFILGIEE X (P>0.05), W#ES.

TEWIG B R R F T, A 4014552 T Hgohk
ASCT, BEVI3FENAR M IIET S, $/R$H:32 ASCT
S5 R MEVRTE DLBCL 8 5 U T2 & AR i ORA P I
% (P=0.030), W35,

x5 EER/MEREDLBCLEERTHMEREZRSN
Tab 5 Risk factor analysis for death in patients with relapsed/

refractory DLBCL

Death rate
Variable
Patients/n(%) P value
Gender
Male 23/35 (65.7) 0.570
Female 11/19 (57.9)
Age
<60 years 9/16 (56.3) 0.507
>60 years 25/38 (65.8)
Group B symptoms
No 17/25 (68.0) 0.477
Yes 17/29 (58.6)
Hans classification
GCB 8/10 (80.0) 0.383
Non-GCB 26/44 (59.1)
ECOG score
<2 scores 20/31 (64.5) 0.784
>2 scores 14/23 (60.9)
Ann Arbor stage
-1 8/12 (66.7) 1.000

-1V 26/42 (61.9)

e
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Continued Tab

Death rate
Variable
Patients/n(%) P value
IP1 score
0-2 scores 7/12 (58.3) 0.970
3-5 scores 27/42 (64.3)
LDH level
<211 U-L" 4/8 (50.0) 0.670
>211 U-L™ 30/46 (65.2)
Albumin level
>35g-L" 20/32 (62.5) 0.932
<35g-L" 14/22 (63.6)
Absolute lymphocyte level
>1.1x10°- L™ 19/27 (70.4) 0.260
<1.1x10°-L"" 15/27 (55.6)
Anemia
No 19/29 (65.5) 0.675
Yes 15/25 (60.0)
ASCT
Yes 0/4 (0) 0.030
No 34/50 (68.0)

2.5 ASCT FrF| Z 15 i 4E ¥ if 97 %F DLBCL B %

OS I35 i

160 41 K2 Wi B 3697 1 DLBCL %, 24
2 BUPR HE ) B R 540 (33.8%) , &t
CHOP/R-CHOP Jy £y MLAfLYT , T IHZ PET-CT i
fli i B CR AR E A 93 4] (58.1%) , H o IPIF 43>
3R fE R E A 4506, R T iE—2 T ff ASCT FilF]
T BGTAERFIL AT = fa B AR A, 3RAT
Xt & S METR PR R 2 IR 2 Z Wk ASCT 5
HOSWKRIMAT T, G5 EIR: BRVIZ R,
ZWRE ASCT By 837 1 R AL T4 Mok dE2
ASCT B4 34E0S K} 35.1%, S4FEOSHE N 12.3%,
A8 A 2HRER BRI FHEL (P=
0.019), WL 1A, [RIEF43H7 I IEAL I8 2] CR 1 = f
B ETHEEZ UEE ASCT IR (n=6) . $£ZH %
WP AR ILIENR YT B (n=3) FIR$EZ ASCT
FZE BPLAERRRIT IR E (n=36) W OS, ZR R
Ny Bz DU ASCT K A 22 BT 2 R o7 1) AR
&, BRI R BT S REEZ G
4 H 3 4E OS H ok 82.8%, 54E 0S H K 60.2%; 341
255 Tai#E X (E1B).
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A B
1.0
L ASCT
0.8 -~ Non-ASCT
-~ ASCT
L 06F -+ Non-ASCT-censored .
= -+ ASCT-censored g Consolidation therapy
& | o) | ~Non-ASCT and non-rituximab maintenance
-~ Rituximab maintenance
02k 02k -+ Non-ASCT and non-rituximab maintenance-censored
: p=0511 “ASCT-censored
P=0.019 . + R1tux1mab mamtenance censored
0 20 40 60 80 0 20 40 60 80 100

t/month

t/month

Note: A. OS curve of relapsed/refractory DLBCL patients with ASCT (Log-rank P=0.019). B. OS curve of ASCT or rituximab maintenance therapy in patients
in the high-risk group with CR who had achieved interim assessment (ASCT vs no consolidation therapy, Log-rank P=0.361; rituximab maintenance vs no

consolidation therapy, Log-rank P=0.546. There was no significant difference among the three groups, P=0.511).
El1 ASCTRHMEZERHRAEFHETHDLBCL EENETFHESERFST

Figl Survival curves and survival analysis of patients with ASCT or rituximab maintenance therapy

3 itie

DLBCL & 7RG RAFAE . SRR A . XPVRYT T
20 BN S T T AT AR R B S Bt . SR R-CHOP
T IR R G T B 1 B R TS , B4 R 5
82 R IMETR TR R E WU AME, J& H AT DLBCLIAYT HME

wo 520 DLBCL #il 5 M ZRARZ , Ao A R
Wmﬁﬁ»mﬁﬁmﬁFssﬁﬁ%m%%ONME
SEfER N ER . ks e I PR 3R AR 2 R METR 7 DLBCL i
FHH RAFAE AP A 290 5 (HX T 5 R MEIE T R
L XSG RAE AR I TS A B TR

XA R MERTE DLBCL B, JRE0IATT T £
TE B A I 2 B A A T Y SR . PSR
By, 768 kMEVETEDLBCL 3% d, ASCTIAYT)G
44E PFS RAE 40%~50% ™ o AWF BBEVTLE R,
ZHWRE ASCT 41835 1 AR AT FHH Mk
ASCT A B H P AW 184N H , 34E 0S F35.1%,
54F0S % 12.3%, #RHEALTT Al ASCT J& X 28 1 35 7]
1T HARIRIT ik

AR, BEE FHH e e i R R, ok
22 (3R 7 J7 k] T R TR P DLBCL B o
CART (chimeric antigen receptor T-cell) J7 53T H
KT g 3L R, LIRS A2k, #lH CD19
516 DLBCL i JE R P, ml B o0 i) &2 A/
167k DLBCL 2 % ik 8] CR, AR & B & B ATF
R WANG % i SE & B ASCT A CART 415
ASCTAAHLL, R ELF)34EPFS, (H34EOS AL
WIS 25 5 o A M G R T TR H TR X B R ME TR M
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DLBCL B H A Bt BT Tk, ZIRAERI T
I PRAR G 2 B A 25 5 1310 DUAR IR S [l st
N, SRAEAY T IR R LA E DLBCL S i/,
WO AR VEAL CART J7 1 S 20 M S 28T 7 v A6 2 R IR
DLBCL & "h IR IT BUR . X2 A5 1A 2
Z Ak

TP ASCT 570125 syt dERmin Ty, WhFh 7k
X} DLBCL (& & IR Y7 AR 4, AR . A ooE
FW . 54 % 1EDLBCL H ASCT iAI7 B & ML,
—4% ASCT IR YT 1922 200 M bk T 088 8 J 2 vh AR i 48 R 45
DLBCL i % 19 OS I PFS ¥ 4f 7, %} T 13 22 1%
DLBCL &, —ZIAYT#3Z ASCT I & % 5 sl 32
x%ﬁ VHHE, OS5 PFS ¥ L B 2%

WA, RIS ] CR R AL
(454]) A 6 il B E B 232 T ASCT, Horp2 i1
B)E VRN B kR, (0 B 15 2 o5 i 8] i R
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