
Lymphoma
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diagnosis Clinical examination Clinical stage

Classic Hodgkin’s 
lymphoma

Good prognosis of early 
classification

See initial 
treatment

Early non-prognostic 
classification

Stage III- IV

NLPHL

Clinical evaluation:
• B symptoms
• Complete blood count
• ESR
• Lactate dehydrogenase (LDH)
• PET-CT or CT
•  Bone marrow biopsy (if 

necessary)
• β-2  Micro globulin (optional)
• Uric acid
•  Check hepatitis B、C profile  

before chemotherapy
•  Evaluation of ejection fraction 

(EF) if anthracycline-based 
chemotherapy is indicated.

Pathological 
Examination

1. B symptoms : fever, night sweating, body weight loss.
2. Poor prognostic factors: ESR>50, B symptoms, Nodal sites >3. bulky tumor(>10) or large mediastinum lesion(MMR>0.33).
3. Clinical trial is always an option of treatment.

[Diagnosis and treatment of lymphoma consensus-1]-- (Hodgkin's Lymphoma)
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[Diagnosis and treatment of lymphoma consensus -2]  CLASSICAL HODGKIN LYMPHOMA (CHL)

Clinical Stage Clinical Stage Clinical Stage Guidelines Page

IA / IIA

No No Favorable Disease

No Yes Favorable /Unfavorable Disease

Yes Yes/No Unfavorable Disease

IB / IIB Yes / No Yes/No Unfavorable Disease

III - IV Yes / No N/A Advanced Disease



154

[Diagnosis and treatment of lymphoma consensus -3]-- (Hodgkin's Lymphoma)

PET 5-POINT SCALE (DEAUVILLE CRITERIA)

Score PET CT Scan Result

Negative

1 No uptake

2 Uptake ≤ mediastinum

3 Uptake > mediastinum but ≤ liver

Positive

4 Uptake moderately higher than liver and visually above adjacent background activity

5 Uptake markedly higher than liver and/or new lesions

X New areas of uptake unlikely to be related to lymphoma
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[Diagnosis and treatment of lymphoma consensus -4]— (Hodgkin's Lymphoma) 
(Age 18- 60years)

1. Clinical trial is always an option of treatment.
2. Rituximab may be added electively (self-paid) if CD 20 is positive in IHC stain.
3.  A good definition of early prognosis:1.Age< 50 y/o 2.ESR normal 3.Stage I~II 4.No B symptoms 5.No bulky disease
4.  If the PET evaluation is calculated according to the DEAUVILLE CRITERIA, please discuss it with a nuclear medicine 

physician on a case-by-case basis.
5.  PET 5-POINT SCALE (DEAUVILLE CRITERIA)，please refer to [Diagnosis and treatment of lymphoma consensus

Organizational pattern：Classic Hodgkin's Lymphoma

Deauville 
4

Deauville 
5

Deauville 
3

Deauville 
1–2

Combined modality therapy
R/T or ABVD 1 cycle (total 3) +R/T ( Consider )

Combined modality therapy
R/T or ABVD 2 cycle (total 4) +R/T

Chemotherapy alone ABVD 2 cycle

Chemotherapy alone AVD 4 cycle

ABVD 2 
cycle

( ＋ )

( － ) 1.  High-dose chemotherapy 
+ autologous stem cell 
transplantation

2.  Palliative chemotherapy
3.  Clinical trials
4.  Immune checkpoint 

inhibitor
5.  Anti-CD30 monoclona

Initial treatment

R/T

Biopsy

Follow
-up

Good 
prognosis 
of early 
classification

ABVD 
2 courses

Restage 
with

(PET-CT)
Restage with 
(PET-CT)

Biopsy

( ＋ )

( － )
Deauville 

4-5

Deauville 
1–3
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[ Diagnosis and treatment of lymphoma consensus -5]—(Hodgkin's Lymphoma) 
(Age 18- 60years) Organizational pattern：Classic Hodgkin's Lymphoma

Initial treatment Adjuvant therapy

1. Clinical trial is always an option of treatment.
2. It means a huge tumor bulky mediastinal disease or ≥ 10 cm. 
3.  If the PET evaluation is calculated according to the DEAUVILLE 

CRITERIA, please discuss it with a nuclear medicine physician 
on a case-by-case basis.

4. PET 5-POINT SCALE (DEAUVILLE CRITERIA)，please 
refer to [Diagnosis and treatment of lymphoma consensus 
--4]-(Hodgkin's Lymphoma)

Chemotherapy 
alone
High-dose 
chemotherapy 2 
courses

Comprehensive 
therapy 
R/T

BiopsyDeauville 
4–5

1. High-dose chemotherapy +autologous stem cell transplantation
2. Palliative chemotherapy
3. Clinical trials
4. Immune checkpoint inhibitor
5. Anti-CD30 monoclonal

Comprehensive therapyABVD 2courses + R/T

Chemotherapy alone ABVD 4 courses
Deauville

1–3

Follow
-up

Early non-
prognostic 
classification

ABVD
2courses

Reassessmen
PET-CT

Deauville 
4–5

High-dose 
chemotherapy 
2 courses

Reassessment
PET-CT

Deauville 
1–3

( － )

( ＋ )
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[Diagnosis and treatment of lymphoma consensus -6] - Classic Hodgkin's Lymphoma 
(Age 18- 60years)

Initial treatment Adjuvant therapy

1. Clinical trial is always an option of  treatment.
2. It means a huge tumor bulky mediastinal disease or ≥ 10 cm.
3. If the PET evaluation is calculated according to the DEAUVILLE CRITERIA, please discuss it with a 

nuclear medicine physician on a case-by-case basis.
4. PET 5-POINT SCALE (DEAUVILLE CRITERIA)，please refer to [Diagnosis and treatment of 

lymphoma consensus -4]-(Hodgkin's Lymphoma)
* Reevaluation (PET-CT) after chemotherapy at least 2 courses.
**Total 6 courses

Stge 
III- IV

ABVD
2 courses

BV-AVD 
6 courses

Follow-up

Reassessment
PET-C

Follow-up

1.  High-dose chemotherapy+ autologous 
stem cell transplantation

2. palliative chemotherapy
3. Clinical trials
4. Immune checkpoint inhibitor
5. Anti-CD30 monoclonal
6. R/T

( － )

( － )

Biopsy

Biopsy

Follow
-up

( ＋ )

( ＋ )

Reassessment
PET-CT

Reassessment
PET-CT

AVD 
4 courses

High-dose
chemotherapy 
3 courses

or

Deauville 
1–3

Deauville 
1–3

Deauville 
4 -5

Deauville 
4 -5

Deauville 
4 -5

High-dose
chemotherapy 1 
courses ± R/T

Deauville 
1–3
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[Diagnosis and treatment of lymphoma consensus -7] - Classic Hodgkin's 
Lymphoma ( in Adults Age >60 Years or Adults With Poor Performance Status or 
Substantial Comorbidities)

 *PRINCIPLES OF SYSTEMIC THERAPY Primary Systemic Therapy Regimens

Primary Systemic Therapy Regimens

Stage I–II Favorable 
Disease 

• A(B)VDa,b,c,h (2 cycles) ± AVD (2 cycles) + ISRTd (preferred) 。
• CHOP (4 cycles) + R/T。

Stage I–II Unfavorable 
or Stage III–IV Disease

•  A(B)VD(2 cycles) followed by AVD (4 cycles)if FDG-PET scan is negative after 2 cycles of   
  ABVD
  →Patients with a positive FDG-PET scan after 2 cycles of ABVD need individualized treatment 。
•  BV followed by AVD, conditionally followed by BV in patients with CR or PR and no neuropathy 。
• CHOP (6 cycles) ±R/T。

Patients with Low EF • Add dexrazoxane to ABVDa,b,c or CHOP, with close cardiology follow-up。 
• BV-DTIC (dacarbazine)。
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[Diagnosis and treatment of lymphoma consensus -8]- Nodular lymphocyte–
predominant Hodgkin's Lymphoma

Clinical stage Initial treatment Adjuvant therapy

Complete 
response

F/U

Local R/T

Stable or 
Disease 
progression

*C/T + local R/T 
  ±Anti-CD20
  monoclonal  antibody

1. * C/T + local R/T 
      ±Anti-CD20  
      monoclonal antibody
2.Local R/T
3. Observe 

(Asymptomatic)

Observe

1.Observe
2. Palliative 

chemotherapy
3.Local R/T
4. Immune checkpoint 

inhibitor(optional)

( － )

( ＋ )

* Reevaluation(PET-CT) after chemotherapy at least 2 courses ˙   Clinical trial is always an option of treatment. PET
* If the PET evaluation is calculated according to the DEAUVILLE CRITERIA, please discuss it with a nuclear medicine physician on a case-by-case basis. 
* PET 5-POINT SCALE (DEAUVILLE CRITERIA)，please refer to [Diagnosis and treatment of lymphoma consensus --4]-(Hodgkin's Lymphoma)
* IPSused risk stratification tool for patients with advanced Hodgkin lymphoma- Risk factor items/calculation methods (7 items in total): Serum albumin/ <4 g/

dL；Hb /<10.5 g/dL; Male/yes；Stage IV/yes；Age/ ≥ 45 y/o；WBC count/ ≥ 15k/mcL；Lymphocyte count/<600/mcL or <8% of WBC count。
* BV: Brentuximab vedotin。

reassessment
PET-CT

Local R/T (First choice)
or Observe

Stage IA, IIA
(non-bulky)

StageIII, IV

Stage IB,IIB or
IA(bulky)/
IIA(bulky 
or non-
contiguous)

Tissue 
biopsy
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[Diagnosis and treatment of lymphoma consensus -9] -Chronic lymphocytic leukemia (CLL)/ 
small lymphocytic lymphoma (SLL)

SLL 
(Ann Arbor stage I)

Asymptomatic Observe

Observe

Observe

1.  C/T+ Anti-CD20 
monoclonal antibody

2. R/T
3.  Obinutuzumab
    (optional)
4.  Ibrutinib(if 

17p deletion or 
TP53mutation)

5.  Venetoclax(if 17p 
deletion or TP53 
mutation)

Asymptomatic

*Symptomatic

1.R/T
2.C/TSymptomatic

SLL(II-IV)

CLL
Rai stage(0-II)
Binet stage(A,B)

CLL
Rai stage(III-IV)
Binet stage(C)

CLL(Rai stage 0-IV)
(Binet stage A,B,C)
or
SLL 
(Ann Arbor stage 
II-IV)

Clinical evaluation:
• B symptoms
• Complete blood count
• Lactate dehydrogenase (LDH)
•  Head & neck + Chest +Abdomen 

+Pelvic cavity CT or PET-CT 
(optional)

•  Bone marrow biopsy (if necessary)
• β-2 microglobulin (optional)
•  Uric acid
•  Check hepatitis B、C profile 

before chemotherapy
•  Cytogenetics (CLL must do)
• ESR(optional)
• Coombs' test (optional)
•  Immunophoresis (optional)

Diagnosis Clinical stage Initial treatment

• Clinical trial is always an option of treatment.
• The evaluation has the following symptoms *:
1. Fatigue(severe) 2. Night sweats 3. Weight loss 
4. Fever without infection
* Threatened end-organ function

* Progressive bulky disease(spleen>6cm below costal 
margin, lymph nodes>10cm)

* Progressive anemia
* Progressive thrombocytopenia
• Gazyva(Obinatuvzumab)(optional)
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[Diagnosis and treatment of lymphoma consensus -10] —(Follicular Lymphoma) - Grade 1、2、3A

Clinical examination Clinical stage The main treatment

Stage I or
contiguous
stage II

Recurrence 
or disease 
progression

Recurrence or PD

F/U ± maintenance 
single antibody for 2 
years

1. Chemotherapy
2.  High-dose 

chemotherapy±
 autologous stem   
 cell transplantation
 ( who had received 

C/T)
3. Clinical trials
4. Palliative C/T
5. Supportive therapy

No response

No Observe

Yes

Within five years of diagnosis:
• Clinical examination every 3-6 months
•  Within 2years：every 6 months to do 
a CT examination.

• Great than 2 years：CT once a years
• Clinical examination, CT once a year

Within five years of diagnosis:
•  Clinical examination every 3-6 
months

•  Within 2years：every 6 months to 
do a CT examination.

• Great than 2 years：CT once a years
•  Clinical examination, CT once a 
year

1. C/T 6 to 8 courses
2. Clinical trials
3. Local R/T

Pa
th

ol
og

ic
al

 e
xa

m
in

at
io

n

Clinical evaluation:
• B symptoms
•  Complete blood 

count
•  Lactate 

dehydrogenase 
(LDH)

•  PET-CT or CT
•  Bone marrow 

biopsy
•  β-2 microglobulin     

(Optional)
• Uric acid
•  Check hepatitis B、

C profile before 
chemotherapy

•  Fertility 
preservation˙

•  SPEP) and/or 
quantification

•  immunoglobulin 
levels

Indications:
1. Symptoms
2.  Important 

organ’s 
function is 
damaged

3.  Lymphoma 
triggered

 low blood cell
  disease
4.  Huge lumps      

( 7 cm ≦ Bulky 
disease)

5. Continued  
 deterioration

SD or PD

Complete or 
partial 
response

1.  R/T 
2.  Anti-CD20 

monoclonal 
antibody±C/T

 ±R/T

Observe

Complete 
response or 
Partial 

* Rituximab Persistent treatment is administered every 3 months for 2 years, only for follicular lymphoma (Gr. I-III)
• Clinical trial is always an option of treatment.
* contiguous stage II: Follicular lymphoma cells are found in lymph node groups next to each other。
* No contiguous stage II: Follicular lymphoma cells are found in two or more lymph node groups on the same side of the diaphragm。

No 
contiguous 
stage II; 
stage III-IV
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[Diagnosis and treatment of lymphoma consensus -11]- DLBCL / FL Grade 3B

Clinical examination Clinical stage Initial treatment

Stage 
I-II

Evaluate the 
treatment response 
after anti-CD20 
monoclonal ± 
[Polatuzumab or 
Bispecific antibody
(Glofitamab)]
3-4 courses

Bulky 
mass
( ＜ 7.5
   cm)

CR

CR

CR

PR

PR

Complete anti-CD20 
monoclonal + C/T Total 6~8 
courses + R/T(bulky mass)

Complete anti-CD20 monoclonal + C/
T Total 6~8 courses ± R/TPR

Bulky 
mass
( ≧ 7.5
  cm)

Evaluate the treatment 
response after anti-
CD20 monoclonal 
± [Polatuzumab or 
Bispecific antibody 
(Glofitamab)]
3-4 courses

Evaluate the treatment 
response after anti-
CD20 monoclonal 
± [Polatuzumab or 
Bispecific antibody
(Glofitamab)]
3-4 courses

R/T

observe

observe

observe

CR

SD+PD

SD+PD

SD+PD

R/T

Complete anti-CD20 
monoclonal + C/T Total 
6~8 courses

1.  Rescuing chemotherapy
+/-Immuno- Targeted Therapy
2. High - dose chemotherapy + ASCT
3. if CAR-T is indicated
4. Clinical trials
5. Palliative treatment.

Complete anti-CD20 
monoclonal + C/T Total 
6~8 courses

Clinical evaluation:
• B symptoms
•  Complete blood 

count
•  Lactate 

dehydrogenase 
(LDH)

• PET-CT or CT
•  Bone marrow biopsy 

(optional)
•  β-2 microglobulin 

(Optional)
• Uric acid
•  Check hepatitis B、

C profile before 
chemotherapy

•  Evaluation of 
ejection fraction (EF) 
if anthracycline-
based chemotherapy 
is indicated.

Reassessment

R
eassessm

ent

CR

Non-
CR

Complete anti-CD20 monoclonal + C/
T Total 6~8 courses + R/T

*  Rituximab persistent treatment is administered every 3 months for 2 years, only 
for follicular lymphoma (Gr. I-III. *Clinical trial is always an option of treatment.

Non-
CR

Stage 
III-IV
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Previously
receive 
treatment

No response
1. Clinical trials
2. High-dose C/T
3. Palliative therapy

High-dose C/T and stem cell 
transplantation

1. Observe
2.  High-dose C/T and High-dose C/T 

and stem cell transplantation
3. Clinical trials

1. Observe
2.  Rescuing C/T ± Immuno-targeted 

therapy
3. Palliative therapy
4. Supportive therapy

1.  High-dose C/T and High-dose C/T 
and stem cell transplantation

2. C/T ± Immuno-targeted therapy 
3. Clinical trials

Responsive

Complete 
response

Partial 
response

No response 
or disease 
progression

1. Clinical trials
2.  Chemotherapy ±Anti-

CD20 Monoclonal 
antibody

3. 3. Local R/T
4. Supportive therapy

Chemotherapy (preferred 
unless there is taboo) + Anti-
CD20 monoclonal antibody
± R/T

Not previously 
C/T

Lymphoma of 
the follicular 
lymphoma into 
histologically 
diffuse large B-cell 
lymphoma

[Diagnosis and treatment of lymphoma consensus12] – 
Follicular lymphoma transformed into diffuse large B-cell lymphoma(FL → DLBCL)

Adjuvant therapyInitial treatment
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[Diagnosis and treatment of lymphoma consensus -13]  Lugano Staging

Lugano Staging System for  
Gastrointestinal Lymphomas

Lugano 
Modification 
of Ann Arbor 

Staging  System

TNM Staging System  
Adapted for Gastric  

Lymphoma
Tumor Extension

Stage I

Confined to GI tracta
I1 = mucosa, submucosa IE T1 N0 M0 Mucosa, submucosa

I2 = muscularis  propria, serosa
IE T2 N0 M0 Muscularis propria
IE T3 N0 M0 Serosa

Stage II
Extending into abdomen
II1 = local nodal  involvement IIE T1-3 N1 M0 Perigastric lymph nodes
II2 = distant nodal  involvement IIE T1-3 N2 M0 More distant regional lymph  nodes

Stage IIE Penetration of serosa to  involve 
adjacent organs  or tissues IIE T4 N0 M0 Invasion of adjacent  structures

Stage IVB

Disseminated  extranodal 
involvement  or concomitant  
supradiaphragmatic  nodal 
involvement

T1-4 N3 M0 Lymph nodes on both  sides of 
the diaphragm/ distant metastases 
(eg,  bone marrow or additional  
extranodal sites)

IV T1-4 N0-3 M1
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[Diagnosis and treatment of lymphoma consensus -14] —(Gastric MALT lymphoma )

Clinical examination Clinical stage Initial treatment Evaluation

Anti- Helicobacter pylori

Endoscopy 
evaluation

Endoscopy 
evaluation

Evaluation

1. R/T(30-33Gy)
2.  Anti-CD20 monoclonal (self-

pay)
3. C/T ± Rituximab( self-pay)
4.  Anti- Helicobacter Pylori ( 

except IIE)

1. C/T ±Anti-CD20 monoclonal
2. R/T
3. Observe

Stage IV

Physical examination, attention to other parts of 
the stomach (eye, skin)
• Physical status (ECOG PS)
• CBC, white blood cell classification, platelet count
• Biochemical routine
• LDH
•  Non-invasive detection of Helicobacter pylori (fecal 

antigen test, urea breath test, blood antibody test) if 
histopathological detection of H. pylori is negative.

•  If Rituximab is to be used, perform hepatitis 
B-related assays

•  Thoracic / Abdominal / Pelvic and Developer CT 
enhance diagnostic quality

•  Ultrasound endoscopy (if any) under the multiple 
parts of the specimen slice

•  Women of childbearing age undergo pregnancy tests 
(eg, chemotherapy)

• Bone marrow biopsy (if needed)
•  If require treatment with Anthracycline, MUGA scan 

/ cardiac ultrasound data should be displayed
• Hepatitis C-related testing

Stage I、II、IIE
Gastric 
Helicobacter 
pylori (+)

Stage I、II、IIE
Gastric 
Helicobacter 
pylori( － )

•Clinical trial is always an option of treatment.
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ALCL,ALK( ＋ )

C/T x6 courses± 
R/T
Or
C/T x3 courses+ 
R/T

C/T± R/T

Image 
inspection

Image 
inspection

1. C/T
2. Crizotinib (optional)
3. Anti-CD30monoclonal 

antibody (if CD30(+)
4.  Targeted therapy 

(Chidamide)
5. Palliative care

Rescue treatment

Observe

Observe

C/T x 6 courses
± R/T

PTCL,NOS
ALCL,ALK( － )

 [Diagnosis and treatment of lymphoma consensus -15]—T-cell lymphoma

Clinical evaluation:
• B symptoms
• Complete blood count
•  Lactate dehydrogenase 

(LDH)
•  PET-CT or CT
• Bone marrow biopsy
•  Check hepatitis B, C 

liver profile before C/T

1.Clinical trial is always an option of treatment.
2.Treatment with diffuse large B cell lymphoma without rituximab.
3.aaIPI: Age - adjusted International Prognostic Index

Clinical examination Clinical stage Initial treatment

SD

SD

PD

PD

I-IV

I-II

III-IV



167

《 Reference 》

1. NCCN clinical practice guidelines in oncology-Hodgkin Lymphoma. Version 3.2024.
2. NCCN clinical practice guidelines in oncology-B-cell Lymphoma. Version 3.2024.
3. NCCN clinical practice guidelines in oncology-T-cell Lymphoma. Version 4.2024.
4. NCCN clinical practice guidelines in oncology-Chronic Lymphocytic Leukemia/Small Lymphocytic Lymphoma. Version 4.2024.
5.	Cheson BD, Fisher RI, Barrington SF, et al. Recommendations for initial evaluation, staging, and response assessment of 

Hodgkin and non-Hodgkin lymphoma: the Lugano classification. J Clin Oncol 2014;32:3059-3068.
6.	Cunningham D, Hawkes EA, Jack A, et al. Rituximab plus cyclophosphamide, doxorubicin, vincristine, and prednisolone in 

patients with newly diagnosed diffuse large B-cell non-Hodgkin lymphoma: a phase 3 comparison of dose intensification with 
14-day versus 21-day cycles. Lancet 2013;381:1817-1826.

7.	Eichhorst B, Fink AM, Busch R, et al. Frontline chemoimmunotherapy with fludarabine (F), cyclophosphamide (C), and 
rituximab (R) (FCR) shows superior efficacy in comparison to bendamustine (B) and rituximab (BR) in previously untreated 
and physically fit patients (pts) with advanced chronic chronic lymphocytic leukemia (CLL): Final analysis of an international, 
randomized study of the German CLL Study Group (GCLLSG) (CLL10 Study)[abstract]. Blood 2014;124:Abstract 19.

8.	Flinn IW, van der Jagt R, Kahl BS, et al. Open-label, randomized, noninferiority study of bendamustine-rituximab or R-CHOP/
R-CVP in first-line treatment of advanced indolent NHL or MCL: the BRIGHT study. Blood 2014;123:2944-2952.

9.	Rummel MJ, Niederle N, Maschmeyer G, et al. Bendamustine plus rituximab versus CHOP plus rituximab as first-line 
treatment for patients with indolent and mantle-cell lymphomas: an open-label, multicentre, randomised, phase 3 non-inferiority 
trial. Lancet 2013;381:1203-1210. Flinn IW, van der Jagt R, Kahl BS, et al. Open-label, randomized, noninferiority study of 
bendamustine-rituximab or R-CHOP/R-CVP in first-line treatment of advanced indolent NHL or MCL: the BRIGHT study. 
Blood 2014;123:2944-2952.



168

10.	Salles, G, Seymour JF, Feugier P, et al. Updated 6 year follow-up of the PRIMA study confirms the benefit of 2-year rituximab 
maintenance in follicular lymphoma patients responding to frontline immunochemotherapy [abstract]. Blood 2013;122:Abstract 
509.

11.	Radford J, et al. Involved field radiotherapy versus no further treatment in patients with clinical stages IA and IIA Hodgkin 
Lymphoma and a negative PET scan after 3 cycles of ABVD. esults of the UK NCRI RAPID Trial [abstract]. Blood 2012; 
120:Abstract 547.

12.	Fischer K, Cramer P, Busch R, et al. Bendamustine in combination with rituximab for previously untreated patients with 
chronic lymphocytic leukemia: A multicenter phase II trial of the German Chronic Lymphocytic Leukemia Study Group. J Clin 
Oncol 2012;30:3209-3216. Knauf WU, Lissichkov T, Aldaoud A, et al. Phase III randomized study of bendamustine

13.	Meyer R, Gospodarowicz M, Connors J, et al. ABVD alone versus radiation-based therapy in limited-stage Hodgkin's 
lymphoma. N Engl J Med 2012;366:399-408.

14.	Salles GA, Seymour JF, Offner F, et al. Rituximab maintenance for 2 years in patients with high tumour burden follicular 
lymphoma responding to rituximab plus chemotherapy (PRIMA): A phase 3, randomised controlled trial. The Lancet 
2011;377:42-51.

15.	alles GA, Seymour JF, Offner F, et al. Rituximab maintenance for 2 years in patients with high tumour burden follicular 
lymphoma responding to rituximab plus chemotherapy (PRIMA): A phase 3, randomised controlled trial. The Lancet 
2011;377:42-51.

16.	Coiffier B, Thieblemont C, Van Den Neste E, et al. Long-term outcome of patients in the LNH-98.5 trial, the first randomized 
study comparing rituximab-CHOP to standard CHOP chemotherapy in DLBCL patients: a study by the Groupe d'Etudes des 
Lymphomes de l'Adulte. Blood 2010;116:2040-2045.

17.	Gisselbrecht C, Glass B, Mounier N, et al. Salvage regimens with autologous transplantation for relapsed large B-cell 
lymphoma in the rituximab era. J Clin Oncol 2010;28:4184-4190.



169

18.	WHO classification of tumours of haematopoietic and lymphoid tissues. In: Swerdlow SH, Campo E, Harris NL, et al., eds (ed 4). 
Lyon, France: IARC; 2008

19.	Fernández de Larrea C, Martínez C, et al. Salvage chemotherapy with alternating MINE- ESHAP regimen in relapsed or 
refractory Hodgkin's lymphoma followed by autologous stem cell transplantation. Ann Oncol 2010;21(6):1211-1216.

20.	Feugier P, Van Hoof A, Sebban C, et al. Long-term results of the R-CHOP study in the treatment of elderly patients with diffuse 
large B-cell lymphoma: a study by the Groupe d'Etude des Lymphomes de l'Adulte. J Clin Oncol 2005;23:4117-4126.

21. 	NCCN clinical practice guidelines in oncology- Hodgkin Lymphoma. Version 1.2024.



170

Principle of Radiation Therapy in Lymphoma

I、Therapeutic Range

1. Lymphoma

2. High risk for Lymphomainvasion
II、Irradiation Dose / Fraction Number

1. Total irradiation dose
▲	Hodgkin Lymphoma：

(1) Non-bulky disease : Dose : 20-30 Gy, Fractions : 10-20fx, 1.5-2.0 Gy per fractrion
(2) Bulky disease : 30-36Gy, Fractions : 15-24fx, 1.5-2.0 Gy per fractrion
(3) Sites of PR to chemotherapy : 36-45Gy, Fractions : 18-30fx, 1.5-2.0 Gy per fractrion

▲	Non-Hodgkin Lymphoma :

	 Follicular lymphoma
(1) Dose : 24-30 Gy, Fractions : 12-20fx, 1.5-2.0 Gy per fractrion

	 Early-stage mantle cell lymphoma
(1) Dose : 24-36 Gy, Fractions : 12-24fx, 1.5-2.0 Gy per fractrion

	 Marginal zone lymphoma
(1) Dose : 24-30 Gy, Fractions : 12-20fx, 1.5-2.0 Gy per fractrion
(2) Gastric: Dose: 30Gy, Fractions : 20fx, 1.5 Gy per fractrion

	 DLBCL
(1) Consolidation after chemotherapy CR : Dose : 30-36 Gy, Fractions : 15-24fx
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(2) Complimentary after PR : Dose : 36-50Gy, Fractions : 18-34fx
(3) RT as primary treatment for refractory or non-candidates for chemotherapy : Dose : 40-55Gy, Fractions : 20-37fx
(4) In combination with stem cell transplantation : Dose : 20-36Gy, Fractions : 10-24fx

	 NK/T-cell lymphoma

(1) Primary treatment : Dose : 50-55 Gy, Fractions : 25-31fx,
(2)  RT in combined modality therapy : Dose : 45-56Gy, Fractions : 22-32fx

	 PTCL
(1) Consolidation after chemotherapy CR : Dose : 30-36 Gy, Fractions : 15-20fx
(2) Complimentary after PR : Dose : 40-50Gy, Fractions : 20-34fx
(3) RT as primary treatment for refractory or non-candidates for chemotherapy : Dose : 40-55Gy, Fractions : 20-37fx
(4) In combination with HCT : Dose : 20-36Gy, Fractions : 10-24fx

	 PCMZL & PCFCL
(1) Primary treatment : Dose : 24-30 Gy, Fractions : 12-17fx

	 MF & SS

(1) Individual plaque and tumor lesions : Dose : 8-12 Gy, Fractions : 1-6fx
(2) Unilesional MF : Dose : 24-30Gy, Fractions : 12-20fx
(3) TSEBT : Dose : 12-36Gy, Fractions : 2-9fx, general 4-6 Gy per week

	 Primary cutaneous ALCL
(1) Curative treatment : Dose : 24-36 Gy, Fractions : 12-24fx

	 Primary CNS Lymphoma
(1) WBRT: Dose: 23.4Gy-36Gy, Fractions : 13-20fx
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(2) Consider focal boost to 45Gy
	 Breast implant associated anaplastic large cell lymphoma, (BIA-ALCL)

(1) for local residual disease Dose: 24-36Gy, Fractions: 15-20fx

III、Radiation Technique :
Intensity-modulated radiation therapy (IMRT) technique can be used including Arc therapy or Tomotherapy, and combined 
with image-guide radiation therapy.
Radiation therapy planning: Simultaneously integrated boost (SIB) technique; Complete phase I radiotherapy followed by 
phase II boost
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