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HH HH NATL NATL

NODAL XNODAL NODAL XNODAL

N=44 N=29 N=7780 N=4258

MALIGNANT LYMPHOMA, NOS 9.09% 1.34% 3.71% 4.86%

MALIGNANT LYMPHOMA, NON-HODGKINS, NOS 22.73% 20.69% 7.66% 8.15%

SMALL LYMPHOCYTIC MALIGNANT LYMPHOMA, NOS 2.27% 6.16%

LYMPHOCYTIC, INTERMEDIATE DIFFERENTTIATION, DUFFUSE MALIGNANT 4.55% 4.72%

LARGE CELL, DIFFUSE MALIGNANT LYMPHOMA, NOS 20.45% 24.14% 34.38% 38.61%

FOLLICULAR MALIGNANT LYMPHOMA, NOS 20.45% 8.25% 3.12%

MIXED SMALL CLEAVED AND LARGE CELL, FOLLICULAR LYMPHOMA 9.09% 5.45%

SMALL CLEAVED CELL, FOLLICULAR LYMPHOMA 6.50%

LARGE CELL, FOLLICULAR MALIGNATN LYMPHOMA, NOS 3.71%

MONOCYTOID B-CELL LYMPOHMA 4.55% 27.59% 4.15% 14.70%

MYCOSIS FUNGOIDES 6.82% 6.62%

OTHER SPECIFIED TYPES 17.24% 15.30% 23.93%

HISTOLOGY %  – NHL NODAL AND EXTRANODAL 2003

HARTFORD HOSPITAL  V. TEACHING HOSPITALS, ALL STATES

NCDB
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Stage of 
Disease

ENTER 0.0 yr 1.0 yr 2.0 yr 3.0 yr 4.0 yr 5.0 yr 95% CI

OVERALL 86 100.0 76.7 69.8 61.6 58.1 55.8 45.4 - 66.2



Stage of 
Disease

ENTER 0.0 yr 1.0 yr 2.0 yr 3.0 yr 4.0 yr 5.0 yr 95% CI

OVERALL 47397 100.0 79.5 72.4 68.0 64.3 60.9 60.4 - 61.3



Summation

Non-Hodgkin’s Lymphoma

Non-Hodgkin’s Lymphoma (NHL) consists of a diverse group malignant tumors of lymphoid tissues.  

They are characterized by a clonal expansion of lymphocytes (B-cells, T-cells, natural killer cells) or 

their precursors.  The cause of NHL can in some cases be linked to bacteria or viruses (HIV, Epstein-

Barr virus, herpes virus 8, Human T-lymphocytotrophic virus type 1), but in the majority of cases no 

specific cause can be identified.  It is clear that certain genes and genetic mutations play an important 

role in the development and growth of malignant lymphocytes, the exact mechanism by which they do 

so has, in most cases, not been elucidated.



In 2012, 70,130 new diagnoses of NHL will be made – 38,160 male and 31,970 female.

Approximately 50% of patients diagnosed with NHL are over the age of 65.  With aging of our

population, the number of new diagnoses of NHL is expected to increase significantly.   In 2012,

18,940 people will die from this disease.

There are more than 30 subtypes of Non-Hodgkin’s Lymphoma.  Eighty percent of NHLs are

derived from B-lymphocytes and 20% arise from T-lymphocytes.  NHL usually arises in the

lymph nodes but can also develop in extranodal sites (stomach, small intestine, skin, brain).

While the behavior of NHL might vary depending on the site of origin, the most important

determinant of prognosis is the histologic subtype of NHL.   For this purpose, NHLs can be

separated into 2 basic categories:  indolent and aggressive. 



Diffuse large B-cell lymphoma (DLBCL) is an aggressive lymphoma and is the most common

histologic subtype accounting for approximately 30% of all NHL cases.  In the United States,

the incidence of DLBCL is 7 cases per 100,000 persons per year.  Incidence varies by ethnicity

with Caucasian Americans having higher rates than Blacks, Asians, or American Indians (in

descending order).  Like most other NHLs, there is a male predominance (55% male) and

incidence increases with age (median age 64 years). Familial aggregation of patients with

DLBCL has been reported, but is not common.

Patients with DLBCL typically present with a rapidly growing painless mass, most commonly

enlargement of lymph nodes in the neck, chest, or abdomen.  Approximately 60% of patients

will be diagnosed with advanced disease (stage III or IV); while 40% have more localized

disease.  Disease can occur in an extranodal location 40% of the time.  The most common sites

of involvement in these cases are the gastrointestinal tract, sinuses, testes, bone, and central

nervous system.



As with all NHL, the diagnosis of DLBCL is made by biopsy of the affected tissue – most often a

lymph node.  It is crucial that enough tissue be obtained for the performance of specialized

tested (flow cytometry, molecular and cytogenetic analysis) that are essential to the diagnosis

of DLBCL.

Therapeutic outcomes of therapy for NHL have improved significantly since the advent of

rituximab (Rituxan) in 1997.  Rituxan is a synthetic monoclonal antibody that binds specifically

to CD20, a glycoprotein that is found on B-lymphocytes.  The binding of Rituxan to CD20

initiates a chain of events that end ends in cell death.  Rituxan has significant activity against

B-cell lymphomas when used as a single agent.  When incorporated into traditional

chemotherapeutic regimens, Rituxan has enhanced response rates, duration of response, and 

overall survival in both indolent and aggressive B-cell lymphomas. 



The Hartford Hospital experience with NHL (patients diagnosed in 2003-2004) is depicted in the tables 

and graphs provided.  With some minor exceptions, Hartford Hospital’s data are very similar to those 

reported nationwide.  By convention, the Cancer Registry data divide cases of NHL into nodal and 

extranodal subgroups.   That is, lymphomas that originate in lymph nodes and those that arise in the 

lymphatic tissue found in various organs.  Compared to nodal NHL, extranodal NHL tends to present at 

an earlier stage and, in some cases is associated with bacterial or viral infection (e.g., H. pylori and 

lymphoma of the stomach).  However, it is important to note that stage for stage and histologic 

subtype for histologic subtype; prognosis and survival are similar regardless of the sight of 

presentation.

Demographics:  Hartford Hospital’s patients with NHL are more likely to be older than age 70 than 

those at similar institutions in the United States.   Hartford’s patients are somewhat more likely to be 

female and less likely to be black than national averages would predict. 



Stage of disease at diagnosis:  The distributions of stages of NHL are similar to national 

averages for both nodal and extranodal subgroups.  (As mentioned above, in general, extranodal 

NHL presents at an earlier stage than nodal NHL).

Histologic subtypes.  These data should interpreted with the understanding that, since 2003, 

the system used to classify NHL has changed significantly.  For example, “monocytoid B-cell 

NHL” is now called “marginal zone lymphoma”; lymphoma of “intermediate differentiation” is 

now called “mantle cell lymphoma.  Nevertheless, as is the case today, large cell NHL and 

follicular NHL comprise the most common histologic subtypes both at Hartford and nationwide.  

Of note is that the relative frequency of large cell NHL at Hartford (20% nodal and 24% 

extranodal) is significantly lower than that reported nationally (34% and 38%, respectively).  It 

is likely that a portion of the cases designated NHL “NOS” were actually large cell lymphomas. 



Survival:  At Hartford Hospital, the five-year overall survival of patients with all types of NHL is 

55.8% whereas nationally five-year survival is 60.9%.  It is important to note that survival is 

highly dependent on histologic subtype and that there are imbalances in subtypes between 

Hartford’s and national findings.  In addition, the survival data include deaths from all causes 

and is not adjusted for age.  As mentioned previously, patients diagnosed with NHL at Hartford 

Hospital were significantly older than average, thus accounting for at least some of the 

difference in survival between Hartford’s and experience nationwide.  Our general perspective 

is that our survival data are quite comparable to national data.

When patients with the subtype diffuse large cell B-cell lymphoma are singled out, 5 - year 

survival is very similar to that reported nationally.

Submitted by:

W. Jeffrey Baker, M.D.

Medicine/Hematology-Medical Oncology



2011 Caseload Summary

BREAST 647

PROSTATE 518

LUNG/BRONCHUS-NON SM CELL 252

KIDNEY AND RENAL PELVIS 138

BLADDER 136

COLON 133

PANCREAS 101

NON-HODGKIN'S LYMPHOMA 91

CORPUS UTERI 81

THYROID 77

RECTUM & RECTOSIGMOID 73

BRAIN 71

LEUKEMIA 67

MELANOMA OF SKIN 66

LIVER 58

Top 15 primary sites Total caseload = 3,055

Analytic = 2,731

Non-Analytic = 324

Staging

In-Situ                 263

I                          619

II                         655

III                        361

IV                        352

N/A or    

Unknown             481

Gender

Male                  1507

Female              1548 


