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gungen Legalon Liquidum: O.P. mit 450 mi
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blend-a-med
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Zur Therapie entzindlicher
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1,0, Saccharin-Na 0,03 und Geschmacks-
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* Kontra-Indikationen = keine
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Mondorf-les-Bains

Grand-Duché de Luxembourg

La seule station hépatique du Benelux

Conservation
Ameélioration
l Rétablissement de la Santé

\ - Indications:

Lithiase biliaire - séquelles d’hépatites -
maladies de la nutrition
(Hypercholestérolémie, Goutte)
Rhumatismes

Saison: ouvert toute |I’année

Pavillon Source Kind

Renseignements Mondorf-Etat - Téléphone 6 70 11




AR e L ST Aep
Si!tﬂ‘s I.F.'@‘lﬁ)@@ M\@lul@l@rm

a
GroBherzogtum Luxemburg

Indikationen und G Ug nindikationen
der Mondorf



ERKRANKUNGEN
DER VERDAUUNGSORGANE

LEBER

INDIKATIONEN:

Zustand nach Hepatitis epidemica.

Chronische Hepatitis mit positiven Serumlabilitédtsproben.

Viele Fdlle von Migrdne und chronischer Urtikaria.

Leberschwellung bei Fettsucht, Alkoholismus usw.

Toxische Leberschdden durch Medikamente und Gifte.

Periodisches, azetondmisches Erbrechen der Kinder.

Tropenleber. 5

Prézirrhose (im anaszitischen Stadium) mit den Zeichen der Pfortaderstauung: Hamorrhoiden,
Magenblutung durch Oesophagusvarizen usw.

GEGENINDIKATIONEN:

Lebertumoren.
LeberabszeB.

Ikterus durch Hepatitis und extrahepatischer VerschluBikterus.
Stauungsleber der Herzkranken.
Leberzirrhose mit Aszites.

GALLENWEGE

INDIKATIONEN:

Gallensteinleiden. Falle mit immer rezidivierenden Koliken sollen operativ behandelt werden.
Aber die vorsichtige Thermalkur vor der Operation bereitet die Patienten bestens auf den
Eingriff vor; nach der Operation beseitigt die Thermalkur den fast immer gleichzeitig vor-
handenen Leberschaden (Caroli: hépatite satellite).

Die leichten und die latenten Félle werden durch die Thermalkur meist beschwerdefrei.
Auch bei schweren Fillen, die eigentlich operiert werden miBten, aber durch besondere
Umstdnde (Emboliegefahr, Herzzustand) vom Chirurgen abgelehnt werden, werden durch
die Thermalkur oft schéne Erfolge erzielt.

Chronische Cholezystopathien: Banale Cholezystitis. Atonie der Gallenblase.
Cholangitis.

GEGENINDIKATIONEN:

Akute fieberhafte Erkrankungen der Gallenwege.
Choledochusstein.

Renseignements Mondort-Etat - Telephone 6 /U 11




MAGEN

INDIKATION:

Chronische hypo- oder anazide Gastritis.
GEGENINDIKATION:

Ulcus.

DICKDARM

INDIKATIONEN:

Die unkomplizierte chronische Obstipation.

Bei Dolichocolon werden durch die Mondorfer Kur in einzelnen Fdllen auffdllige Erfolge
erreicht, aber es gibt auch totale Versager. Bei diesem hartndckigen Leiden ist jedoch
immer ein Versuch gerechffertigt.

STOFFWECHSELLEIDEN

STORUNGEN DES EIWEISS-STOFFWECHSELS:

INDIKATIONEN:

Gicht und harnsaure Diathese. Mono- und polyartikuldre Gelenkgicht, Nierensteine.

Die Mondorfer Kur ist diuretisch und vermehrt die Harnsdureausscheidung, reguliert den
EiweiBstoffwechsel und mildert die Harnsdurebildung. Sie mobilisiert die in den Geweben
abgelagerte Harnsdure und man findet meistens dadurch am SchluB der Kur einen erhéhten
Harnsdurespiegel im Blut.

Hyperazotamie nicht renalen Ursprungs.
GEGENINDIKATIONEN:
Schrumpfniere und Nephritis.

STORUNGEN DES FETTSTOFFWECHSELS:

Die Hypercholesteroldmie. Sie wird in 909, der Fdlle durch die Kur herabgesetzt.

Dieser Kureffekt gewinnt erheblich an Bedeutung wenn man annimmt, daB die Arterio-
sklerose wesentlich durch eine Stérung des Fettstoffwechsels verursacht wird.



STORUNGEN DES ZUCKERSTOFFWECHSELS:

INDIKATION:

Das Frihstadium des Diabetes. itive Insuffizi
Der voll in Erscheinung getretene Diabetes ist verursacht durch eine definitive Insuffizienz

des endokrinen Pankreas und unheilbar. Die Vorstufe — Hyperglykdmie ohne Glykosurie —
wird durch die Kur in den meisten Fallen rickgéngig gemacht.

Zusammenfassend:

Gicht, Nierensteinleiden, Hypercholesteroldmie, Fettsucht und Diabetes im Frihstadium sind
gute Heilanzeigen.

RHEUMATISMUS

Alle chronischen Formen.

Arthrose der Gelenke und der Wirbelsdule.
Restschdden nach akutem Gelenkrheumatismus.
Infektarthritiden nach Abklingen des akuten Schubes.
Gicht.

Periarthritis humeroscapularis.

Ischialgien und Neuralgien.

Lumbago.

Epicondylitis.

Tendinosen und Tendovaginosen.
Acroparesthesia nocturna.

Cellulitis,

IMPRIMERIE BOURG-BOURGER

Henselgnements VIONAOIT-CE@l = reiepnuie viv s




Assemblée Générale Ordinaire
de la Société des Sciences Médicales
du Grand-Duché de Luxembourg

(11 décembre 1974)

Exposé du Président

Je déclare ouverte I'Assemblée Générale ordinaire
de la Société des Sciences Médicales.

Fait sans doute unique dans les annales de notre
Société, nous aurons assisté & deux assembléees géneé-
rales ordinaires en 1974, puisque celle de 1973, vous
vous en souvenez, avait dd étre remise & janvier der-
nier. Cette entorse & nos habitudes, et aussi aux sta-
tuts, il faut l'avouer, fut une des conséquences les
moins dramatiques de la crise dite énergétique.

Comme l'année derniére, nous avons décidé de don-
ner A cette assemblée un caractére purement adminis-
tratif. Il nous a paru bon d'accorder sans partage toute
notre sollicitude a la Société des Sciences Médicales,
a sa vie et a ses problémes. L'entreprise est peut-étre
aride, mais elle revét a nos yeux le mérite d'étre pré-
cise et nettement circonscrite. Le faisceau lumineux
ramassé de notre attention fournira un éclairage sans
dispersion. Ambition que justifient doublement les élec-
tions a l'ordre du jour . . .

Rien n'empéche cependant qu'on revienne un jour a
une tradition plus ancienne, en agrémentant ces réu-
nions statutaires par des réjouissances plus populaires,
telles que des projections de films médicaux, par
exemple, ou d’autres divertissements scientifiques.

Permettez que la toute premiére remarque de mon
bref exposé ait trait aux activités déployées par le
Conseil d’Administration sortant. Je tiens a en remer-
cier les membres pour leur travail, qui plus qu'aucun




autre mérite les qualificatifs de désinté-
ressé et d'utile. Je veux éviter de céder &
la forte tentation de prononcer tel nom ou
tel autre, la direction collégiale ne souf-
frant pas le culte de la personnalité. Vous
me pardonnerez si je viole ce principe, si-
non dans la lettre, du moins dans I'esprit,
en soulignant que les centres de gravité
ont été le secrétariat et la rédaction du
Bulletin.

Les rapports d'activité et de gestion pré-
vus a l'ordre du jour seront succincts.
Nous les considérons surtout comme une
introduction & une discussion fructueuse.
Nous serions heureux si cet échange
d’'idées que nous espérons sincérement
critique — l'adverbe concerne et notre
espoir et la critigue — pouvait s'imposer
comme la caractéristique principale de
cette assemblée de 1974. Qu’il en soit
ainsi dépend de la dynamique que I'assis-
tance saura engendrer en son sein.

Le Dr. Neuen vous exposera la situation
financiére. Le Dr. Schaack vous parlera de
notre publication. Je me limiterai cette
fois & cette partie de nos activités que
représentent nos conférences d'enseigne-
ment continu.

En voici le relevé :

— le 23 janvier 1974 : hémostase et coa-
gulopathies, Dr. Samana (Paris) ;

— le 2 février: les bradycardies et leur
traitement, Dr. J. Carlier (Liége); les
tachycardies et les rythmes ectopiques-
aspects cliniques, Dr. N. Lisin (Liége) ;
le traitement actuel des tachycardies
et des rythmes ectopiques, Dr. M. An-
driance (Liége).

— le 2 mars : physiologie et pathologie de
la puberté, Dr. J.-M. Limal (Paris). En

collaboration avec la Société de Pédia-
trie.

— le 3 mars : acquisitions récentes en pa-
thologie surrénalienne de I'enfant, Dr.
J.-M. Limal (Paris). En collaboration
avec la Société de Pédiatrie.
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— le 6 mars : intérét des dosages radio-
immunologiques dans les explorations
médicales, Professeur P. Franchimont
(Liédge). En collaboration avec le La-
boratoire des Radio-isotopes.

— le 27 mars : les bases chimiques de la
mémoire, Professeur G. Ungar (Hous-
ton). En collaboration avec la Section
des Sciences naturelles, physiques et
mathématiques de I'Institut Grand-Du-
cal.

— le 27 mars : les varices -attitude médi-

cale et chirurgicale, Dr. Cl. Elbaz (Pa-
ris) et Dr. D. Reinharez (Paris).

— le 2 avril : hyperimmunisation et mala-

dies neurologiques & virus persistants,
Professeur A. Loventhal (Bruxelles). En
collaboration avec la Société de Neu-
rologie et la Société de Pédiatrie.

— le 17 avril ; la réanimation en salle de

travail, Professeur P. Vert (Nancy) et
Dr. G. Brunel (Nancy). En collaboration
avec la Société de Gynécologie et la
Société de Pédiatrie.

— le 12 mai: I'organisation et la mise en

oeuvre des soins d’urgence, Professeur
F. Steichen (Pittsburgh).

— le 22 mai: Aphasia in Bilinguals and

Polyglots, Dr. Macdonald Critchley
(Londres). En collaboration avec la So-
ciété de Neurologie.

— le 15 juin: la rééducation psychomo-

trice, Dr. S. Masson (Paris), Dr. J.-Fr.
Espinas (Paris) et Dr. J. Cl. Carric (Pa-
ris). En collaboration avec la Société
de Neurologie et la Société de Pe-
diatrie.

— le 26 juin : moderne Richtungeq in der
Séuglingsernahrung. Allergien im Kin-
desalter, Professeur Erdmann (Mainz).
En collaboration avec la Sociét‘é de
Gynécologie et la Société de Pédiatrie.

— le 2 octobre : internistische Tumoren-

behandlung, Professeur P. G. Scheuer-
len (Homburg/Saar). Behandlung der



malignen Tumoren des Urogenital-Sys-
tems, Professeur C. E. Alken (Homburg/
Saar).

— le 5 octobre a Sarrebruck: moderne
Gesichtspunkte in der Behandlung der
koronaren Herzerkrankungen, Profes-
seur H. J. Schieffer (Homburg/Saar) et
Professeur K. Stapenhorst (Homburg/
Saar). En collaboration avec la Bezirks-
arztekammer des Saarlandes et la Be-
zirksarztekammer Trier.

— le 9 octobre : exploration hémodynami-
que et métabolique de la circulation
cérébrale. Application a [I'étude des
drogues vasoactives, Professeur L. Ar-
bus (Toulouse).

— le 6 novembre : résistances bactérien-
nes aux antibiotiques, Dr. Butzler (Bru-
xelles).

— le 17 novembre : pourquoi la gériatrie,
Professeur J.-P. Junod (Genéve).

— le 27 novembre : apports de la cholan-
gio-wirsungographie encoscopique dans
les affections des voies biliaires et du
pancréas; Colonoscopie et polypectomie
endoscopique, Professeur M. Cremer,
Dr. J.-P. Peeters, Dr. M. Deltenre, Dr.
A. Hermanus, Dr. N. Dumont (Bruxel-
les).

— le 4 décembre : les facteurs de risque
de la maladie coronarienne, leur dé-
pistage et leur traitement, Dr. W. Page
(Bruxelles).

— le 13 décembre : cent diagnostics de
radiologie osseuse du créne, Profes-
seur Aug. Wackenheim (Strasbourg).
En collaboration avec la Société de
Neurologie.

Si nous faisons le compte, il s'agissait
donc de 21 réunions, nous ayant amené
32 conférenciers : 12 Belges, 10 Frangais,
5 Allemands, 2 américains, 1 Suisse, 1 An-
glais.

La rédponse de nos membres aux invita-
tions a été trés bonne, sauf pour la réu-
nion de Sarrebruck, ce qui était dommage.

Les médecins luxembourgeois prennent
de plus en plus conscience de la nécessi-
té de tenir leurs connaissances a jour, par
un effort inlassable qui dans notre sys-
téme comporte essentiellement la lecture
et la participation a des conférences et a
des symposiums. Dans ceux-ci comme
dans celles-1a, nous constatons que le ca-
ractére «ex cathedra» a largement éte
supplanté par le souci d’'un enseignement
vivant, articulé avec les besoins de la pra-
tique quotidienne, en partie grace a la
combinaison audio-visuelle. Nous en som-
mes reconnaissants a nos éminents confé-
renciers.

Beaucoup de confréres manifestent un
véritable acharnement a rester dans la
foulée des progrés de la médecine. Le
grand public ignore généralement I'im-
mense bénéfice qui découle pour lui de
cette attitude, le profit direct qu'il tire
de ces «prestations» ne codtant qu‘un
considérable investissement de temps et
de travail de la part de ses médecins.
Dans ce contexte, pas plus que dans d'au-
tres, nous n'avons a rougir de notre pro-
fession |

Je serais incomplet, si je ne terminais
en soulignant que notre programme a lar-
gement bénéficié de la collaboration des
sociétés monospécialisées de neurologie,
de pédiatrie, de gynécologie, ainsi que de
I'intervention des Laboratoires pharmaceu-
tiques. Le style de ces derniers a été dis-
cret et élégant, en échange de la garantie
de sérieux qu’'a toujours constitué et que
devra continuer a constituer le label de
qualité de la Société des Sciences Médi-
cales.

Dr. R. Schaus, M.R.C.P.
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En diminuant la permeéabilité

des capillaires

et en augmentant la résistance

de leur paroi,

Venoruton 300

révient et réduit
‘cedéme,
la douleur

et la sensation de pesanteur,
les troubles trophiques.

Indications

Etats prévariqueux: lourdeurs et douleurs
de jambes, jambes enflées, aedémes
malléolaires.

Paresthésie d’origine vasculaire: fourmiile-

ment dans les membres la nuit et au réveil,

crampes nocturnes.

Etats variqueux: douleurs et cedémes des
varices constituées, phlébites ou
périphlébites, troubles postphlébitiques.
Troubles trophiques: ulcéres variqueux
et dermites variqueuses.

Adjuvant dans le traitement sclérosant et
I'exérése des varices.

Hémorroides et leurs complications.

Posologie

Traitement d’attaque:

600 4 900 mg par jour, soit 2-3 capsules
Venoruton 300 jusqu’a disparition des
manifestations aigués.

Traitement de consolidation:
300 & 600 mg par jour, soit 1-2 capsules
Venoruton 300.

Prendre Venoruton de préférence pendant
les repas.

Présentation
Etui de 50° capsules a 300 mg.
Emballage clinique de 250 capsules.

Formule

O- (pB-hydroxyaethyl) -rutosidea (Factor
P Zyma) (cum Natr. chlorid. et Aethylen.
glycol.) 324 mg — Glycolumpolyethyl.
pro capsula gelat. una cum aq. — Titan.
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Staging and Therapy of
Hodgkin’s Disease

M. A. DICATO M.D.

INTRODUCTION

The classification of the lymphomas ha sbeen revis-
ed over the past few years, and it seems appropriate
to give an outline of the terminology used presently (*).
Except for Burkitt's lymphoma, all the other entities are
further characterized as nodular or diffuse. Mycosis
fungoides, the Sézary syndrome and malignant cuta-
neous reticulosis are variants of the lymphomas and
are usually described separately. The lymphomas are
the sixth most common form of cancer and are the fifth
cause of death from malignancy in industrialized (*3),
40 %6 of lymphomas are of the Hodgkin type. In contrast
to well differentiated lymphoma and chronic lympho-
cytic leukemia which are B-lymphocyte disorders, in
Hodgkin's disease, the etiological agent, most likely an
oncogenic virus, acts on the T-lymphocytes ('). The
still experimental use of surface markers to distinguish
B and T-lymphocytes gives promising results and in the
near future the lymphoma classification might undergo
further modifications.

Hodgkin's disease has a unique feature of spreading
in a contiguous and predictable pattern, while the other
lymphomas are usually generalized at onset.

In Hodgkin's disease the pathologic states lympho-
cytic predominance and nodular sclerosis are of good
prognosis, mixed cellularity is fair and lymphocytic de-
pletion poor (°, %).
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present terminology

popular terminology

malignant lymphoma,
undifferentiated, Burkitt's type

Burkitt's tumor

malignant lymphoma, .
undifferentiated, pleomorphic type

malignant lymphoma,
histiocytic type

malignant lymphoma,
histiocytic-lymphocytic type

malignant lymphoma, lymphocytic
type, poorly differentiated

malignant lymphoma, lymphocytic
type, well differentiated

Reticulum cell sarcoma

Lymphosarcoma

malignant lymphoma, Hodgkin type
lymphocytic predominance
nodular sclerosis
mixed cellularity
lymphocyte depletion

Hodgkin's lymphoma

STAGING

The clinical staging currently used is
according to the Ann Arbor classification
(**) as follows :

Stage | : single lymph node region or
single localized extralympha-
tic organ or site (lg).

Stage Il : disease in two or more ana-
tomic regions on same side
of diaphragm (Il), or solitary
involvement of an extralym-
phatic organ or site of one
or more lymph node regions
on same side of diaphragm
(lle). The spleen may be in-
volved in case of localization
below the diaphragm.

Stage Il : disease in anatomic regions
on both sides of the dia-
phragm (ill), may be accom-
panied by involvement of the

16

spleen (ills), or by localized
involvement of an extralym-
phatic organ or site (lllg), or
both (llisg).

Stage IV : diffuse or disseminated in-
volvement of one or more
extralymphatic organs or tis-
sues with or without asso-
ciated lymphnode involve-
ment.

The localized involvement of an extre}-
lymphatic region has the same prognosis
as the involvement of an additional lym-
phatic region and does not changg tpe
stage in contrast to the extralymphatic in-
volvement due to dissemination which
makes the patient a stage IV and is of a
poor prognosis.

Involvement of the spleen or of non-
lymphoid tissues should be indicated by
an additional symbol : S = spleen, H =
liver, L = lung, M = marrow, P = pleura,
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O = osseous, D = skin. All stages are
further classified into A and B to indicate
the absence or presence of the following
systemic symptoms : unexplained weight
loss (of more than 10% of body weight),
unexplained fever (of more than 38°C),
night sweats.

Pruritus is not used as a systemic symp-
tom any more.

It is imperative, once the diagnosis of
Hodgkin's lymphoma is made, to stage the
patient in order to give appropriate thera-
py, stages | to IlIA being treated conven-
tionally by radiation and IlIB and IV by
chemotherapy (', '%, 3, 32).

Recommended procedures for staging
are :

Detailed history : fever, sweats, weight
loss, any of these being positive, makes
the patient a subclass B. There is a signi-
ficant correlation between the occurrence
of systemic symptoms, and disease below
the diaphragm ('7).

Additional symptoms : pruritus and alco-
hol pain.

Physical examination : with attention to
Waldeyer's ring, liver, spleen, bone tender-
ness, and obviously lymphadenopathies,
keeping in mind that right cervical invol-
vement frequently goes along with me-
diastinal nodes and left cervical lympha-
denopathy with retroperitoneal nodes (4, ).

Laboratory studies: complete blood
count in regard to anemia, leukopenia, leu-
kocytosis, eosinophilia, lymphocyte and
platelet count. Reticulocyte count, sedi-
mentation rate, Coomb’s test, iron-ironbin-
ding-capacity, liver function tests, BUN,
creatinine, calcium, uric acid, urin-analy-
sis.

Radiological studies : chest X-ray, and if
indicated tomograms; skeletal survey. Bi-
lateral lower extremity lymphangiogram.
Under certain conditions : inferior vena-
cavagram, intravenous pyelography and
upper gastro-intestinal study. The lym-
phangiogram has mostly (¢, %, %) replaced
the inferior venogram and pyelography as

these show only very marked abdominal
disease and have a high incidence of false
negatives. Depending on the strictness of
the criteria used, about 10 % of lymphan-
giograms are equivocal, the incidence of
false negatives is low, false positives are
more frequent. The therapeutic response
can be followed by repeated X-rays as the
dye of the lymphangiogram is present for
months afterwards. The lymphangiogram is
helpful in evaluating the pelvic and para-
aortic nodes, while the mesenteric nodes
as well as the splenic hilum and porta
hepatis usually do not show. Furthermore
the lymphangiogram is useful to the sur-
geon as a guide to node biopsy when an
exploratory laparotomy and splenectomy is
performed.

Scans : (useful, but not required) bone
scan, liver-spleen scan, Gallium scan.

Bone mar;ow biopsy: simple percuta-
neous procedure, if positive, the patient is
stage IVm, and obviates the need for a
staging laparotomy. On the initial work-up
the bone marrow biopsy is positive in 6 -
20% and in 75°%0 of postmortem studies
(20, 37).

Exploratory laparotomy and splenecto-
my : if management depends on the iden-
tification of abdominal disease.

Immunological testing : Tuberculin, Can-
dida, trichophyton, streptokinase, mumps
skin tests. Stage | at onset usually has
normal immunity as well as 30 - 40% of
stage Il, Il and IV at onset and untreated
("). It is logical to believe that patients
with normal immunity have a better prog-
nosis, but no study has proven it yet.

Percutaneous liver biopsy : is usually not
done as the yield is poor; if, however, a
liver scan shows a focal lesion which
seems easy to reach, this procedure can
be performed.

There is a direct correlation between
the histopathological classification and the
clinical stage and consequently also to
survival. Most cases of lymphocytic pre-
dominance initially present as stage | or
Il without systemic symptoms, most cases
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of lymphocyte depletion are usually seen
in stages Ill and 1V, usually with systemic
symptoms.

The initial presentation of Hodgkin's di-
sease is such that the question of abdo-
minal involvement is almost always raised:

Initial presentation : lymph nodes of
neck 60 - 80 %o, of axillary nodes 6 - 20 %,
mediatinal nodes 6 - 11 %o, inguinal nodes
6 - 12%, extranodal presentation 9%
(3,41,4%). 10 - 20% of patients have pru-
ritus at some time; fever (more than 38°C),
sweats and weight loss (more than 10 %)
are present in almost 40 % of patients.

Exploratory laparotomy and splenecto-
my is at the present time the best way to
establish the presence of intra-abdominal
disease, as the clinical prediction is unre-
liable. Comparing preoperative and post-
operative evaluation shows appreciable
changes in staging, and consequently also
in treatment. In one series () the liver
was scored as positive if there was hepa-
tomegaly and one abnormal liver function
test (BSP, alkaline phosphatase, SGOT),
or no liver enlargement and two abnormal
liver function tests. Of the patients thought
to have liver involvement preoperatively,
only 40°%o turned out to be positive after
laparotomy and wedge biopsy of the liver.
Histologic examination of the tissue is the
only way of assessing specific involve-
ment, as a very large number of patients
with Hodgkin's disease have non-specific
liver involvement, the significance of which
is not clear (*). This non-specific involve-
ment can produce abnormal liver function
tests.

Clinically palpable spleens are histologi-
cally positive in about 75% of the pa-
tients, non-palpable spleens are positive
in 50% of the cases. All the spleens
above 400 g are histologically positive.
When the spleen is found to be positive,
the liver is involved in 50 - 75% of the
cases, when the liver has disease, the
spleen is always positive ('¢).

In Hellman et al's series ("), 40 out of
111 patients’ staging was altered after la-
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parotomy and splenectomy, and of these
18 received less radiation, 10 received
more, 2 received radiation instead of che-
motherapy and 4 chemotherapy instead of
radiation.

The involvement of the spleen has also
prognostic implication. If spleen-positive
patients do not relapse during the first six
months of therapy, their prognosis be-
comes similar to the prognosis of those
patients without splenic involvement. 15 %o
of patients with splenic incolvement have
an early relapse (").

As stated already before, exploratory
laparotomy and splenectomy have the
most significant value in establishing the
presence or absence of disease in the
spleen and liver. Other advantages which,
however, should not be the major reason
for the procedure are restriction of the
radiotherapy field to the splenic pedicle
identified by clips at surgery, and conse-
quently elimination of radiation pneumo-
nitis and pleuritis, as well as damage to
the left kidney due to radiation (*®). Pa-
tients with peripheral depression of their
blood counts due to hypersplenism will be
improved and will be able to receive ade-
quate chemotherapy and even the average
patient will demonstrate a rise in platelets
and leukocytes which will also facilitate
chemotherapy and radiation treatment
(0, %,3, 41 |n young women oophoropexy
can be performed with moving of the ova-
ries to the midline in front or behind the
uterus and so out of the radiation fields.
Ovarian function can be preserved and
pregnancies have been reported following
this procedure and pelvic irradiation (?).
However, exploratory laparotomy and sple-
nectomy is a surgical procedure and so
has its inherent risks. The question of an
increased incidence of late overwhelming
infections (mostly hemophilus and pneu-
mococcus) is not yet settled, and the lite-
rature is contradictory concerning this
point ('°, 13,5, 4). As stated above, the
major value of the surgical procedure is to
determine the extent of disease and only
when this alters the therapeutic approach.



THERAPY

The accepted treatment for stages | -
IIA is radiation therapy and for IlIB and
IV chemotherapy (', '8, %,3).

Stage | and Il1: mantle field radiation
(being essentially the whale upper thorax
with shielding of the lungs) for supradia-
phragmatic localization. In involvement of
the left supraclavicular area the mantle
should be extended to the upper para-
aortic nodes which can be considered
functionally contiguous, and to the splenic
pedicle.

| and Il subdiaphragmatic localized di-
sease is treated with radiation to the sple-
nic pedicle and an inverted Y to include
the paraaortic, iliac and inguinal nodes.

The dose of radiotherapy should be
adequate (4000 - 4400 rads) (). With this
treatment the recurrence rate in treated
areas is less than 5%. Also about 5%
will suffer serious complications of radia-
tion therapy like pneumonitis, cardiac de-
mage, myelitis and severe bone marrow
depression (V). This, however, should not
prevent the physician from using this fre-
quently curative mode of therapy.

In some centers, total nodal irradiation
seems to give better results () than the
standard treatment, however, it seems still
premature to generalize that form of the-

rapy.

Stage IlIA : The standard mode of treat-
ment is total nodal irradiation (mantle plus
inverted Y and splenic pedicle). In sub-
diaphragmatic stage | and Il and in stage
IA the spleen should be irradiated if a
splenectomy was not performed previously.

Stages IlIB and IV : are usually treated
with chemotherapy though some treat 1lIA
with chemotherapy and others treat ns
with radiation therapy (').

The combination chemotherapy treat-
ment designed by de Vita et al. (") has
become the standard treatment for advan-
ced Hodgkin's disease. The combination

consists of nitrogen mustard, vincristine
(Oncovin), procarbazine, and prednisone
(MOPP), which are given in 4 week cycles
for a total of 24 weeks or 6 cycles, with
the following dosages: M (mustard) 6
mg/m? (to a maximum of 10 mg) i-v on day
1 and 8, O (Oncovin) 1,4 mg/m? (maximum
of 2 mg) i-v on day 1 and 8, P (procarba-
zine) 100 mg/m? (maximum 150 mg) p.o.
for 10 days starting day 3; P (prednisone)
40 mg/m? (maximum of 60 mg) p.o. for 14
days only in cycles 1 and 4.

These agents are usually given as out-
patient with weekly blood and platelet
counts. The MOPP-regimen has been su-
perior to any single agent treatment in
inducing as well as maintaining a remis-
sion ()% %). Of similar effectiveness has
been another combination regimen consis-
ting of cyclophosphamide, vinblastine,
procarbazine, prednisone, and BCNU (™).
Some authors use MOPP and bleomycin,
but this modality has not been proven to
be superior to the standard MOPP-regi-
men (', 3).

No prolongation of life has been shown
if MOPP is continued as maintenance after
the usual cycles or if BCNU is used as
maintenance after MOPP therapy. Patients
who had a remission on MOPP or any
other combination protocol and who ex-
perience a relapse can be retreated suc-
cessfully and fare as well as those on
maintenance therapy (*8).

Iin de Vita's series ('°) previously untreat-
ed patients in stage Ill and IV had an
81°% incidence of complete remission
with MOPP and an overall 5§ year survival
rate of 33%. Retreated patients have a
lower incidence of complete remission of
about 40 %.

In Nixon and Aisenberg’s series (*?) pre-
viously untreated patients had a complete
remission of 91 % and a median remission
duration of 8 months. The retreated pa-
tients had 71 %o of complete remission and
a median remission duration of 8 months
also. In both, previously untreated and
treated patients, all the relapses occurred
in the symptomatic ones (subgroup B).
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The fact that patients who relapse after
extensive radiation therapy for localized
disease, relapse in extranodal sites, sug-
gests that combined radiotherapy with che-
motherapy may prolong remission (®). This
has been done and is pursued in different
centers for stages 1B through 1B (*',2%,%),
Which modality should be used first is not
established. In one study by the Acute
Leukemia Group B (*') the hightest remis-
sion rate was obtained in patients who
had combination chemotherapy followed
by total nodal irradiation. However, the
longterm results are not yet available. This
might become the standard treatment in a
few years.

In advanced unresponsive disease, the
standard alkylating agents and the vinca
alcaloids as well as other newer agents
like BCNU (#), CCNU (*?), bleomycin
(*”), and adriamycin (°) are used with some
success.

Radiotherapy is also used as palliation
in advanced disease depending on the si-
tuation (%)

The overall response rate following mo-
dern treatment in Hodgkin’s disease has
tremendously improved over the past ten
years :

Stage IA and A : 98 % five years sur-
vival after total nodal irradiation (%4). Some
authors feel these patients to be virtually
cured (*). 1B and 1B : 78 % relapse free
survival at 2 years and 50 % survival at
5 years (*3). IlIIA and IVA : 85 % of patients
of de Vita's original series are still in re-
mission compared to 31% of 1IB and IVB
('?). The overall 5 year survival is : stage |
88 %o, stage Il 66 %o, stage 11l 40 %, stage
IV 20%%; A all stages 68%, B all stages
30% (%),

A word of caution has to be said con-
cerning the elder patient who frequently
cannot tolerate an exploratory laparotomy
and splenectomy for staging or a full cour-
se of radiation or chemotherapy, and often
is better off, depending on the situation,
with localized irradiation or with a single
chemotherapeutic agent.
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