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Abstract Standardized treatments for indolent B cell
lymphoma primarily consisting of follicular lymphoma
(FL) and for mantle cell lymphoma (MCL) have yet to be
established. Here the Hokuriku Hematology Oncology
Study Group conducted a multicenter prospective study to
investigate the efficacy and safety of a combination regi-
men of rituximab, cladribine, mitoxantrone, and dexam-
ethasone (R-CMD) in indolent B cell lymphoma and MCL.
A total of 33 CD20-positive patients who received care
between January 2008 and August 2011 were investigated.
These patients’ illnesses were FL (n = 21), nodal marginal
zone B cell lymphoma (NMZB, n = 3), MCL (n = 3),
splenic marginal zone B cell lymphoma (n = 2), hairy cell
leukemia (n = 1), Waldenstrom macroglobulinemia (WM,
n = 1), and lymphoplasmacytic lymphoma (LPL, n = 2).
Patients received four 21-day cycles of rituximab 375 mg/
m® (day 1), cladribine 0.10 mg/kg (days 1-3), mitox-
antrone 8 mg/m” (day 1), and dexamethasone 8 mg/body
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(days 1-3), with four additional rituximab doses at 4-week
intervals. Of the 33 patients, 26 achieved complete
response/unconfirmed complete response, and six achieved
a partial response (4 with FL, 1 with NMZB, 1 with WM).
One had progressive disease (FL), and four relapsed after
remission (1 with FL, 2 with MCL, 1 with LPL). R-CMD
therapy was relatively convenient and effective in indolent
B cell lymphoma and MCL. Nonetheless, to suppress the
number and function of both B cells and T cells, compre-
hensive infection prevention and follow-up are necessary
in the future.

Keywords Indolent B cell lymphoma - Mantle cell
lymphoma - R-CMD - Toxicity

Introduction

Standardized treatments have yet to be established for
indolent B cell lymphoma, which predominantly consists
of follicular lymphoma (FL). Although a temporary effect
is observed with the conventional CHOP (cyclophos-
phamide, hydroxydaunorubicin, vincristine, and pred-
nisolone) regimen, this regimen does not achieve curein
indolent B cell lymphoma, and rather, indolent B cell
lymphoma is known to have a worse long-term prognosis
than aggressive lymphoma. In addition, standardized
treatments have yet to be established for mantle cell
lymphoma (MCL), a disease with poor prognosis that
most commonly affects the elderly. Purine nucleoside
derivatives such as fludarabine and cladribine block the
adenosine metabolic pathway where adenosine deaminase
is involved, and are known to be effective in indolent B
cell lymphoma due to their treatment effects on cells in
the quiescent state. The FMD regimen (fludarabine,
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mitoxantrone, and dexamethasone) [1-4] has been studied
relatively frequently in recent years and has been shown
to result in favorable treatment outcomes in indolent B
cell lymphoma. However, currently in Japan, there is
limited health insurance coverage for fludarabine injec-
tions, and using them for treating lymphoma is problem-
atic at the present time. Because the mechanism of action
and effects of fludarabine and cladribine are considered to
be nearly equivalent, the CMD regimen, which is the
FMD regimen but with fludarabine changed to cladribine,
is considered to have nearly equivalent treatment effects
as FMD. For this reason, the effects of CMD [5] and
treatments that are similar to CMD [6-9] have been
studied. Furthermore, rituximab is known to have a long
blood half-life in in vivo kinetics, and its effects are
sustained for a long time; thus, by adding rituximab to
CMD (R-CMD), an enhancement in treatment effect can
be anticipated. In a pilot study in our department, we
confirmed the treatment effect and safety in patients who
received R-CMD therapy. We therefore considered that it
is necessary to verify its efficacy and safety in a phase II
trial. Here, we report the results from this multicenter
prospective clinical study.

Patients and methods
Patients

Adult (=20 years old) patients with initial or recurrent (up
to first recurrence) indolent B cell lymphoma [FL, MALT
lymphoma, nodal and splenic marginal zone B cell lym-
phomas (NMZB, SMZB), lymphoplasmacytic lymphoma
(LPL) ~ Waldenstrom macroglobulinemia (WM), hairy
cell leukemia (HCL), etc.] or MCL, who were pathologi-
cally diagnosed with Ann Arbor stages II-IV and con-
firmed to be CD20 positive with pathology or flow
cytometry, were selected. Exclusion criteria were as fol-
lows: CD20 negative, severe infection, prior history of
receiving similar chemotherapy for treating malignant
lymphoma, HIV positive, HTLV1 positive, HBV-Ag pos-
itive, high titer of HBc-Ab, scheduled to undergo autolo-
gous or allogeneic hematopoietic stem cell transplantation
and determined as unsuitable for the study by a physician.
A total of 33 patients who received care between January
2008 and August 2011 at one of the four centers were
enrolled. The disease types were as follows: FL (n = 21),
NMZB (n =3), MCL (n =3), SMZB (n =2), HCL
(n=1), WM (n=1), and LPL (n = 2). There were 17
men and 16 women, with a median age of 65 years (range
45-81 years). Nine patients had previously undergone
treatment (Table 1). In addition, all patients enrolled in the
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Table 1 Patient characteristics

No. (%)

Patients 33
Sex

Male 17 (52)

Female 16 (48)
Age, years

Median 65

Range 45-81
Histopathology

Follicular lymphoma 21 (64)

Nodal marginal zone lymphoma 309

Mantle cell lymphoma 39

Splenic marginal zone lymphoma 2 (6)

Hairy cell leukemia 1(3)

Waldenstrom macroglobulinemia 1(3)

Lymphoplasmacytic lymphoma 2 (6)

Prior therapy 9 (27)
Stage

1 0 (0)

2 8(24)

3 10 (30)

4 15 (46)
B symptoms 2 (6)

B symptoms: fever, weight loss, night sweats; prior therapy:
R-CHOP, rituximab, splenectomy, plasma exchange, prednisolone,
VP16, auto-peripheral blood stem cell transplantation

Stage I was not included

study gave written consent themselves. This study was
approved by the IRB of each center.

Methods

Patients received four 21-day cycles of rituximab 375 mg/
m? (day 1), cladribine 0.10 mg/kg (days 1-3), mitox-
antrone 8 mg/m> (day 1), and dexamethasone 8 mg/body

Table 2 R-CMD regimen

Drugs Dose Day 1 Day 2 Day 3
Rituximab 375 mg/m> !

Cladribine 0.10 mg/kg 1 l l
Mitoxantrone 8 mg/m? |

Dexamethasone 8 mg/body 1 l l

R-CMD, rituximab plus cladribine, mitoxantrone, and dexametha-
sone; R-CMD regimen: four 3-week R-CMD regimen + four 4-week
rituximab monotherapy regimen
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(days 1-3) and additionally received four times of ritux-
imab at 4-week intervals (Table 2). For prophylaxis, sul-
famethoxazole/trimethoprim combination was given at a
dose of 800 mg of sulfamethoxazole/day twice a week to
prevent pneumocystis infection, and an antifungal agent
was given from the start of the treatment to 2 months after
its completion to prevent mycosis. Preventative adminis-
tration of common antibiotics was not specified. Vaccina-
tions for influenza and other diseases were avoided from
the start of the treatment to 3 months after its completion.

The complete response (CR) rate and adverse events
were determined in accordance with the standardized
response criteria for non-Hodgkin’s lymphoma from an
international workshop report by Cheson et al. [10] and
CTCAGvV4.0 (UMIN trial ID: 1341), respectively. The
primary end point was the CR rate, and the secondary end
points were the frequency of adverse events, overall sur-
vival (OS), and overall response rate (ORR). Patients were
followed until death or 10 years after treatment comple-
tion, whichever occurred first. OS curves were estimated
using the Kaplan—-Meier method.

Results
Response

A complete response/unconfirmed complete response (CR/
CRu) was achieved in 26 out of 33 patients (79 %), and a
partial response (PR) was achieved in six patients (18 %).
The ORR was 97 %, with one patient whose condition
progressed (3 %). Moreover, excluding patients with MCL,
24 patients (80 %) had CR, five patients (17 %) had PR,
and one patient (3 %) had disease progression. There were
only three patients with MCL, and two of these patients
achieved CR/Cru, whereas the remaining one patient
achieved PR (Table 3). In newly diagnosed patients alone,
CR/CRu, PR, and progressive disease (PD) were observed
in 83, 16, and 0 %, respectively. In addition, recurrence

Table 3 Response

All Non-MCL MCL
N=33 N =30 N=3
CR/Cru (%) 26 (79) 24 (80) 2 (67)
PR (%) 6 (18) 5(17) 1(33)
SD (%) 0 (0) 0 (0) 0 (0)
PD (%) 13) 13) 0 (0)
ORR (%) 32 (97) 29 (97) 3 (100)

CR complete response, CRu unconfirmed CR, PR partial response, SD
stable disease, PD progressive disease, ORR overall response rate,
which includes CR + CRu + PR, All All enrolled patients, MCL
mantle cell lymphoma

was observed in one patient with FL, two patients with
MCL, and one patient with LPL. CR/CRu was 67 %, PR
was 22 %, and PD was 11 % in patients with previous
treatment history.

Disease-free survival and OS

At the present time, recurrence has been observed in 12 %
of the patients (1 patient with FL, 2 patients with MCL, and
1 patient with LPL). No other recurrences have been
observed, and the maximum disease-free survival thus far
has been 5 years and 4 months. With a median follow-up
of 4 years, the cumulative survival rate was 84 % with four
deaths at the 73-month time point (Fig. 1). These deaths
were due to progression in lymphoma combined with
pancreatic cancer that developed later (n = 1), metastatic
liver cancer (n = 1), cirrhosis type C (n = 1), or pneu-
mocystis pneumonia (n = 1).

Toxicity

Grade 3 or greater hematological toxicity was observed in
30 out of 33 patients. Specifically, >grade 3 leukope-
nia,neutropenia,lymphopenia, and thrombocytopenia were
observed in 73, 76, 71, and 6 % of the patients, respec-
tively. None of the patients exhibited >grade 3 anemia
(Table 4). Advanced neutropenia and lymphopenia were
observed, but all cases were transient. Non-hematological
toxicity included grade 2 constipation in 27 % and alopecia
in 6 % of the patients. Additionally, five patients (15 %)
developed an infection (one patient each with sep-
sis + herpes labialis, pyothorax + bacterial fasciitis, uri-
nary tract infection, herpes zoster, and pneumocystis
pneumonia). Although the patient with pneumocystis
pneumonia died without showing any improvements, other
infections did not become serious and improved with
treatment. However, treatment continuation was deter-
mined to be difficult in the patients who developed
pyothorax + bacterial fasciitis and urinary tract infection,

Kaplan-Meier survival curve
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Table 4 Adverse events

Grade 1 Grade 2 Grade 3 Grade 4
N (%) N (%) N (%) N (%)
Hematological
Leukopenia 13 8 (24) 19 (58) 5 (15)
Neutropenia 1(3) 6 (18) 15 (46) 10 (30)
Lymphopenia 1(4) 5 (18) 16 (57) 4 (14)
Anemia 16 (49) 8 (24) 0 (0) 0 (0)
Thrombocytopenia 8 (24) 309 2 (6) 0 (0)

Non-hematological

Constipation 10 30) 9 (27) 0 0
Alopecia 9 (27) 2 (6) - -
Infections 2 (6) 1(3) 12 0
Infusion-related reaction 0 103 0 0
Rash 0 2 (6) 0 0
Other 2 (6)

Other non-hematological toxicities included two patients with hand
stiffness

One patient died due to pneumocystis pneumonia (grade 5)

Two patients discontinued treatment due to adverse events (one
patient with pyothorax + necrotizing bacterial fasciitis and one
patient with urinary tract infection)

and these patients subsequently discontinued the regimen.
Although pancreatic cancer developed in one patient after
the completion of treatment, secondary cancers such as
myelodysplastic syndrome or leukemia have not been
confirmed at the present time.

Discussion

Due to the slow disease progression of indolent B cell
lymphomas, which primarily consist of FL, it is rare for
sudden exacerbations to occur after its onset. Nonetheless,
standardized treatments have yet to be established for this
disease. Although temporary effects of the conventional
CHOP regimen are observed in indolent B cell lymphoma,
this particular therapy does not achieve cure, and the long-
term prognosis is known to be rather worse than that of
aggressive lymphoma. In addition, standardized treatments
for MCL, a disease with poor prognosis that most com-
monly affects the elderly, have yet to be established as
well. With the recent introduction of bendamustine and
ibritumomab tiuxetan, an improvement in survival and
prognosis is anticipated; however, it is unknown whether or
not either of these drugs alone can achieve a complete cure
in a monotherapy regimen [11-13]. Rummel et al. [14]
conducted a phase III multicenter randomized controlled
trial to compare the efficacy of the bendamustine plus
rituximab (RB) regimen versus the R-CHOP regimen in
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patients with indolent B cell lymphoma and MCL and
reported that the RB regimen may be more beneficial. In
this trial, progression-free survival (PFS) was significantly
better in the RB group compared to the R-CHOP group in
the overall study population inclusive of all disease types
(p < 0.0001). In the analysis by disease type, the authors
found that PFS was significantly longer in FL, MCL, and
primary WM, but a significant difference was not observed
in marginal-cell lymphoma. There was no significant dif-
ference in ORR (93 % in the RB group and 91 % in the
R-CHOP group); however, the CR rate was 40 % in the RB
group and 30 % in the R-CHOP group, indicating a supe-
riority of the RB regimen (p = 0.021). OS was not sig-
nificantly different between the two groups. Sinha et al.
conducted a phase I trial of the combined regimen with
bortezomib and R-CHOP in previously untreated patients
with indolent B cell lymphoma [15] and found favorable
outcomes with an ORR of 100 %, CR of 68 %, and 3-year
PFES of 89.5 %. Furthermore, Fowler et al. [16] reported the
results a phase II trial of the combination regimen of
bortezomib, bendamustine, and rituximab (VERTICAL
trial) in 73 patients with relapsed or refractory FL and
concluded that ORR was 88 %, CR was 53 %, and the
median PFS was 14.9 months. Leonard et al. [17] evalu-
ated the combination regimen of lenalidomide and ritux-
imab in recurrent and refractory FL. (CALGB trial) and
reported that the ORR was 75 % with a CR of 32 % and
event-free survival of 24 months.

In the present study, 26 out of 33 patients achieved
complete remission (CR rate, 79 %). At the present time,
with the exception of the recurrence that occurred in 12 %
of the patients (1 with FL, 2 with MCL, and 1 with LPL)
and PD in 3 % of the patients (1 with FL), recurrence has
not been observed for a maximum of 5 years and 4 months.
The cumulative survival rate at the 73-month time point
was 84 %, indicating results that are comparable to similar
regimens that have been reported previously (Table 5) [1,
18-22]. Therefore, we consider that R-CMD therapy is a
relatively convenient and effective treatment method for
indolent B cell lymphoma. In addition, although >grade 3
leukopenia, neutropenia, and lymphopenia were observed
at high frequencies, all cases were transient and none of
them worsened. Serious non-hematological toxicities were
rare in patients who received treatment for the first time,
and alopecia, which is highly common in R-CHOP, was
also rarely observed. In addition, although a combination
regimen with multiple drugs that include cladribine is
known to cause adverse events at high frequencies in
recurrent and refractory lymphomas, toxicity is considered
to be within the tolerable range in newly diagnosed
patients. Nonetheless, thorough infection prevention is
necessary to suppress the number and function of both B
cells and T cells.
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Table 5 Similar clinical trials

Study n Regimen ORR (%) CR (%) Response time OS (years)
Apostolia et al. [1] (untreated indolent NHL maintenance therapy+) 73 FND 97 79 41 % (FFS) 84 (5)
Velasquez et al. [18] (untreated indolent NHL) 78 FM 94 44 38 % (PFS) 88 (4)
McLaughlin et al. [19] (untreated SLL or follicular lymphoma) 149 FND-R 100 92 77 % (FFS) 95 (3)
Bordonaro et al. [20] (newly diagnosed indolent NHL) 18 FND 94 72 52 % (PFS) 67 (2)
Montoto et al. [21] (untreated follicular lymphoma) 120 FCM 94 83 58 % (PFS) 89 %
Tomasz et al. [22] (relapse or refractory indolent NHL) 28 FPD-R 89 63 74 % (TTP) 92 (3)
This study, 2013 (untreated or first relapse indolent NHL) 33 R-CMD 97 78 - 84 (4)

ORR overall response rate; CR complete response; PFS progression-free survival; OS overall survival; FFS failure-free survival; TTP time to
tumor progression; FND fludarabine, mitoxantrone, and dexamethasone; FM fludarabine and mitoxantrone; FND-R FND plus rituximab; FCM
fludarabine, cyclophosphamide, and mitoxantrone; FPD-R pixantrone, fludarabine, and dexamethasone plus rituximab; R-CMD rituximab plus
cladribine, mitoxantrone, and dexamethasone; SLL small lymphocytic lymphoma; NHL non-Hodgkin lymphoma

Conclusion

R-CMD therapy, a regimen with rituximab added to the
FMD regimen in which fludarabine is switched to
cladribine, showed effects that were comparable to FMD
and a favorable complete remission induction rate. How-
ever, the observation time is still short, and further follow-
up is necessary in the future to assess long-term prognosis.

Compliance with ethical standards

Conflict of interest None.

Ethical standard All procedures performed in studies involving
human participants were in accordance with the ethical standards of
the institutional and/or national research committee and with the 1964
Helsinki declaration and its later amendments or comparable ethical
standards. All patients enrolled in the study gave written consent
themselves.

Open Access This article is distributed under the terms of the
Creative Commons Attribution 4.0 International License (http://crea
tivecommons.org/licenses/by/4.0/), which permits unrestricted use,
distribution, and reproduction in any medium, provided you give
appropriate credit to the original author(s) and the source, provide a
link to the Creative Commons license, and indicate if changes were
made.

References

1. Tsimberidou AM, McLaughlin P, Younes A, Rodriguez MA,
Hagemeister FB, Sarris A, et al. Fludarabine, mitoxantrone,
dexamethasone (FND) compared with an alternating triple ther-
apy (ATT) regimen in patients with stage IV indolent lymphoma.
Blood. 2002;100:4351-7.

2. Keating MJ, McLaughlin P, Cabanillas F. Low-grade non-
Hodgkin’s lymphoma-development of a new effective combina-
tion regimen (fludarabine, mitoxantrone and dexamethasone;
FND). Eur J Cancer Care. 1997;6(4 Suppl):21-6.

3. McLaughlin P, Hagemeister FB, Romaguera JE, Sarris AH, Pate
O, Younes A, et al. Fludarabine, mitoxantrone, and dexametha-
sone: an effective new regimen for indolent lymphoma. J Clin
Oncol. 1996;14:1262-8.

4. Tsimberidou AM, Younes A, Romaguera J, Hagemeister FB,
Rodriguez MA, Feng L, et al. Immunosuppression and infectious
complications in patients with stage IV indolent lymphoma
treated with a fludarabine, mitoxantrone, and dexamethasone
regimen. Cancer. 2005;104:345-53.

5. Robak T, Gora-Tybor J, Urbanska-Rys$ H, Krykowski E. Combina-
tion regimen of 2-chlorodeoxyadenosine (cladribine), mitoxantrone
and dexamethasone (CMD) in the treatment of refractory and
recurrent low grade non-Hodgkin’s lymphoma. Leuk Lymphoma.
1999;32:359-63.

6. Flinn IW, Byrd JC, Morrison C, Jamison J, Diehl LF, Murphy T,
et al. Fludarabine and cyclophosphamide with filgrastim support
in patients with previously untreated indolent lymphoid malig-
nancies. Blood. 2000;96:71-5.

7. Rummel MJ, Chow KU, Karakas T, Jiger E, Mezger J, von
Griinhagen U, et al. Reduced-dose cladribine (2-CdA) plus
mitoxantrone is effective in the treatment of mantle-cell and low-
grade non-Hodgkin’s lymphoma. Eur J Cancer. 2002;38:1739-46.

8. Robak T, Smolewski P, Urbanska-Rys H, Gora-Tybor J, Blonski
JZ, Kasznicki M. Rituximab followed by cladribine in the treat-
ment of heavily pretreated patients with indolent lymphoid
malignancies. Leuk Lymphoma. 2004;45:937—44.

9. Robak T, Lech-Maranda E, Janus A, Blonski J, Wierzbowska A,
Gora-Tybor J. Cladribine combined with cyclophosphamide and
mitoxantrone is an active salvage therapy in advanced non-
Hodgkin’s lymphoma. Leuk Lymphoma. 2007;48:1092—-101.

10. Cheson BD, Horning SJ, Coiffier B, Shipp MA, Fisher RI,
Connors JM, et al. Report of an international workshop to stan-
dardize response criteria for non-Hodgkin’s lymphomas. NCI
Sponsored International Working Group. J Clin Oncol. 1999;17:
1244-53.

11. Friedberg JW, Cohen P, Chen L, Robinson KS, Forero-Torres A,
La Casce AS, et al. Bendamustine in patients with rituximab-
refractory indolent and transformed non-Hodgkin’s lymphoma:
results from a phase II multicenter, single-agent study. J Clin
Oncol. 2008;26:204—10.

12. Ibatici A, Pica GM, Nati S, Vitolo U, Botto B, Ciochetto C, et al.
Safety and efficacy of °Yttrium-Ibritumomab-Tiuxetan for
untreated follicular lymphoma patients. An Italian cooperative
study. Br J Haematol. 2014;164:710-6.

13. Tobinai K, Watanabe T, Ogura M, Morishima Y, Hotta T, Ishi-
zawa K, et al. Japanese phase II study of °°Y-ibritumomab
tiuxetan in patients with relapsed or refractory indolent B-cell
lymphoma. Cancer Sci. 2009;100:158-64.

14. Rummel MIJ, Niederle N, Maschmeyer G, Banat GA, von
Griinhagen U, Losem C, et al. Bendamustine plus rituximab
versus CHOP plus rituximab as first-line treatment for patients

@ Springer


http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/

232 Page 6 of 6

Med Oncol (2015) 32:232

16.

17.

18.

19.

with indolent and mantle-cell lymphomas: an open-label, multi-
centre, randomised, phase 3 non-inferiority trial. Lancet.
2013;381:1203-10.

. Sinha R, Kaufman JL, Khoury HJ Jr, King N, Shenoy PJ, Lewis

C, et al. A phase 1 dose escalation study of bortezomib combined
with rituximab, cyclophosphamide, doxorubicin, modified vin-
cristine, and prednisone for untreated follicular lymphoma and
other low-grade B-cell lymphomas. Cancer. 2012;118:3538-48.
Fowler N, Kahl BS, Lee P, Matous JV, Cashen AF, Jacobs SA,
et al. Bortezomib, bendamustine, and rituximab in patients with
relapsed or refractory follicular lymphoma: the phase II VER-
TICAL study. J Clin Oncol. 2011;29:3389-95.

Leonard J, Jung S, Johnson J, Bartlett N, Blum K, Cheson B, et al
(2012) CALGB 50401: a randomized trial of lenalidomide alone
versus lenalidomide plus rituximab in patients with recurrent
follicular lymphoma. In: ASCO meeting abstracts, vol 30, 15
Suppl., p 8000.

Velasquez WS, Lew D, Grogan TM, Spiridonidis CH, Balcerzak
SP, Dakhil SR, et al. Combination of fludarabine and mitox-
antrone in untreated stages III and IV low-grade lymphoma:
S9501. J Clin Oncol. 2003;21:1996-2003.

McLaughlin P, Rodriguez MA, Hagemeister FB, McLaughlin P,
Rodriguez MA, Hagemeister FB, et al Stage IV indolent

@ Springer

20.

21.

22.

lymphoma: a randomized study of concurrent vs. sequential use
of FND chemotherapy (fludarabine, mitoxantrone, dexametha-
sone) and rituximab monoclonal antibody therapy, with inter-
feron maintenance. In: Proceedings of American Society of
Clinical Oncology, 2003, vol 102, p 564, abstract 2269.
Bordonaro R, Petralia G, Restuccia N, Todaro AM, Serraino D,
Giuffrida D, et al. Fludarabine, mitoxantrone and dexamethasone
as front-line therapy in elderly patients affected by newly-diag-
nosed, low-grade non-Hodgkin’s lymphomas with unfavorable
prognostic factors: results of a phase II study. Leuk Lymphoma.
2004,45:93-100.

Montoto S, Moreno C, Domingo-Doménech E, Estany C, Oriol
A, Altés A, et al. High clinical and molecular response rates with
fludarabine, cyclophosphamide and mitoxantrone in previously
untreated patients with advanced stage follicular lymphoma.
Haematologica. 2008;93:207-14.

Srokowski TP, Liebmann JE, Modiano MR, Cohen GI, Pro B,
Romaguera JE, et al. Pixantrone dimaleate in combination with
fludarabine, dexamethasone, and rituximab in patients with
relapsed or refractory indolent non-Hodgkin lymphoma: phase 1
study with a dose-expansion cohort. Cancer. 2011;117:5067-73.



	Prospective clinical study of R-CMD therapy for indolent B cell lymphoma and mantle cell lymphoma from the Hokuriku Hematology Oncology Study Group
	Abstract
	Introduction
	Patients and methods
	Patients

	Methods
	Results
	Response
	Disease-free survival and OS
	Toxicity

	Discussion
	Conclusion
	Open Access
	References




