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ABSTRACT

Ouring the last 5 years in the Polish Children's LeukemiaJLymphoma Study Group (7 centers) 241 children with
Hodgkin's Disease and 14 children with Large Celi Anaplastic Lymphoma were treated.

In 5 ot them we had problems with differential diagnosis.

Immunohistochemical tests :
- C030 positive, CD15 positive, LCA negative allowed us to change the diagnosis trom Large Celi Anaplastic

Lymphoma to Hodgkin's Oisease (one chiid) and
- C030 positive, CD15 negative trom Hodgkin's Oisease to Large Celi Anaplastic Lymphoma (tour children).

Ali children achieved remission after changing the protocol ot chemotherapy.

INTROOUCTION

Large celi anaplastic Iymphoma • LCAL
appears in children in 8-12% ot Non-Hodgkin's
Lymphomas-NHL: ( Murphy 1994). The clinical
symptoms characteristic tor Hodgkin's
Oisease-HO as well as tor LCAL and normaI
histopathological examination could cause a
problem in differential diagnosis.
We present here observations made in the

Polish Children's LeukemialLymphoma Study
Group - PCLLSG.

MATERIALS AND METHOOS

In the years 1993-1997 in seven centers ot the
PCLLSG 241 children with HD and 14 with
LCAL were treated. We sent questionnairs to
all centers applying to children who had
caused problems in differential diagnosis
between HO and LCAL. We asked about initial
symptoms, diagnosis and treatment. We also
asked about results of immunohistochemical
tests and final diagnosis. We were interested in
the interval between the initial and final
diagnosis.
The histopathological diagnosis was based

on the microscopic examination of Iymph
nodes (mediastinal tumor or peripheral Iymph
nodes). In the years 1993-1995 we had no
technical possibilities to pertorm
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immunohistochemical tests in all centers.
Therefore properly prepared material was sent
to the selected centers. It concerned all
doubtful cases (in the routine investigation ­
HE ( Hematoxlin-Eozin)). At present, in all
cases ot Iymphomas immunohistochemical
tests are pertormed simultaneounsly with
routine histopathological examinations.
However, in children with the diagnosis ot
neoplasms we could not wait for the results ot
immunohistochemical tests. Theretore, we
began the treatment typical tor HO or LCAL.
Children with HD underwent chemotherapy
MVPP (mechlorethamine, vinblastine,
procarbasine, prednisone) and B-OOPA
(bleomycine, dacarbasine, oncovin,
prednisone, adriamycyne) combined with
involved field radiotherapy (Balwierz 1994). Ali
patients with LCAL were treated according to
LCAL-93 protocol based on NHL-BFM 90
protocol (Reiter 1994).

Immunohistochemical tests, C015, CD30 and
LCA, were pertormed, according to the
instructions of producers (Novocastra, Oako,
Biker).

RESULTS

In the five-year period mentioned above we
found in the PCLLSG 5 children in whom we
had difficulties with diagnosis. Lack of
remission after initial therapy and the results ot
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immunohistochemical tests obtained later
made us change the diagnosis and the
therapy: The detailed data is shown in tab.1.
After initial therapy only partial remission was

achieved in two children (with initial diagnosis
ot HO) probably after administration ot
corticosteroids. In two patients lack ot
remission and in one case progression ot the
disease were observed.

In all but one child second chemotherapy
according to LCAL-93 protocol was performed.
In a patient with the tinal diagnosis ot -HO the
treatment consisted ot cycles MVPP/B-OOPA
and radiotherapy.

Ali children achieved remission after changing
the protocol ot chemotherapy. Two ot them
have remained in the tirst remission 12 and 27
months. Relapse was observed in three
children. One ot them died because ot the
progression ot the disease. Two children are
still in the second remission, one after
autologous bone marrow transplantation.

DISCUSSION

In all the discussed children mediastinal
tumor was observed. In 60% ot cases it
appears in HD together with enlargment of
peripheral Iymph nodes. In 4-6% a mediastinal
tumor is diagnosed as an isolated symptom
(Armata, 1995). But mediastinal tumor is also
typical tor LCAL (Rubie, 1994). Likewise
constitutional symptoms : such as tever and
loss ot weight can be similar (Pilerii, 1995).
Histopathological examination should be
decisive. However also in such cases
difficulties can appear. Large cells with large
nucleus and large nucleous characteristic for
LCAL can resemble Hodgkin's cells and
Reed-Sternberg cells. Fibrosis can also appear
in LCAL and HO-nodular sclerosis.
It is therefore sometimes impossible even for

an experienced oncologist and pathologist to
make a differential diagnosis between LCAL
and HD based only on clinical symptoms and
routine histopathological examination.
Finding out an antigen Ki-1 (C030) by Stein

in 1985 made it possible to diagnose the type
of large celi Iymphoma (Stein, 1985;
Goldbrunner, 1996). Therefore it is necessary
to use modern immunohistochemical methods
as supplement to basic methods in
histopathological examinations. These
examinations should be performed in all
neoplasms in children according to the
recommendation of the International Society ot
Pediatric Oncology (Societe Internationale
d'Oncologie Pediatrique - SIOP)
C030 positive and C015 negative reactions

allow us to diagnose LCAL (Stein, 1985).
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Oifferentiation between both discussed
neoplasms is very important because ot
different protocols of chemotherapy. Clinical
observations, sensitivity to chemotherapy and
the dynamics ot the disease are often helptul in
the diagnosis.

Cases presented by us indicate how
important immunohistochemical examinations
are in coexistance with clinical observations.
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