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Improved survival for dose-intensive chemotherapy in 
primary mediastinal B-cell lymphoma: a systematic 
review and meta-analysis of 4,068 patients

Abstract

Primary mediastinal B-cell lymphoma (PMBCL) is a distinct clinicopathologic entity. Currently, there is a paucity of random-
ized prospective data to inform on optimal front-line chemoimmunotherapy (CIT) and use of consolidative mediastinal 
radiation (RT). To assess if distinct CIT approaches are associated with disparate survival outcomes, we performed a sys-
tematic review and meta-analysis comparing dose-intensive (DI-CIT) versus standard CIT for the front-line treatment of 
PMBCL. Standard approach (S-CIT) was defined as R-CHOP-21/CHOP-21, with or without RT. DI-CIT were defined as regimens 
with increased frequency, dose, and/or number of systemic agents. We reviewed data on 4,068 patients (2,517 DI-CIT; 1,551 
S-CIT) with a new diagnosis of PMBCL. Overall survival for DI-CIT patients was 88% (95% CI: 85-90) compared to 80% for 
the S-CIT cohort (95% CI: 74-85). Meta-regression revealed an 8% overall survival (OS) benefit for the DI-CIT group (P<0.01). 
Survival benefit was maintained when analyzing rituximab only regimens; OS was 91% (95% CI: 89-93) for the rituximab-DI-CIT 
arm compared to 86% (95% CI: 82-89) for the R-CHOP-21 arm (P=0.03). Importantly, 55% (95% CI: 43-65) of the S-CIT group 
received RT compared to 22% (95% CI: 15-31) of DI-CIT patients (meta-regression P<0.01). To our knowledge, this is the 
largest meta-analysis reporting efficacy outcomes for the front-line treatment of PMBCL. DI-CIT demonstrates a survival 
benefit, with significantly less radiation exposure, curtailing long-term toxicities associated with radiotherapy. As we await 
results of randomized prospective trials, our study supports the use of dose-intensive chemoimmunotherapy for the treat-
ment of PMBCL.

Introduction

Primary mediastinal B-cell lymphoma (PMBCL) is recognized 
as a distinct diagnostic entity based on unique clinical and 
biological features.1 It has significant overlap with classical 
Hodgkin lymphoma (cHL) as both diseases are putatively 
derived from a thymic B cell.  PMBCL predominantly affects 
adolescents and young adults (AYA), with a predilection 
for females, and fortunately is highly curable with modern 
therapeutic approaches. However, based on its localization 
to the mediastinum, consolidation radiation therapy has 
historically been a critical component of treatment and 
continues to be used in a high proportion of patients. 

The use of mediastinal radiation in this predominantly fe-
male AYA population is problematic given its well-recognized 
association with an increased risk of secondary malignancy, 
particularly breast cancer.2 Curative strategies that obviate 
the need for radiation in PMBCL are, therefore, needed and 
the question of which strategies may be able to reliably 
omit RT is under investigation. To this point, retrospec-
tive studies in PMBCL demonstrate improved outcomes 
for dose-intensive chemoimmunotherapeutic approaches 
compared to R-CHOP-21.3 Improved sensitivity of PMBCL 
to higher intensity therapeutics could potentially be ex-
plained by its young age distribution and/or tumor biology 
that closely resembles cHL, a disease known to benefit 
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from increased therapeutic intensity.4 These hypothetical 
concepts have led to the investigation of dose-intensive 
chemoimmunotherapy (DI-CIT) for PMBCL, but currently 
there is a paucity of prospective randomized trials show-
ing superiority of these treatment regimens compared to 
R-CHOP-21.5 Thus, our study goal was to analyze all pub-
lished first-line treatment data for PMBCL with either DI-
CIT or standard approach chemoimmunotherapy (S-CIT), 
to evaluate  differences in survival outcomes and reliance 
on mediastinal radiation. 

Methods

We performed a comprehensive systematic review on the 
front-line treatment of PMBCL. Studies included in our 
meta-analysis were prospective or retrospective published 
datasets that reported treatment outcomes (progres-
sion-free survival, PFS; overall survival, OS) for specific 
CIT regimens for children and adults diagnosed with PM-
BCL. Standard chemoimmunotherapy (S-CIT) was defined 
as R-CHOP-21 or CHOP-21, with or without RT. DI-CIT 
approaches were defined as regimens that increase the 
frequency, dose or number of systemic agents in com-
parison to R-CHOP-21. Case reports, small case series (<5 
PMBCL patients) and unpublished conference abstracts 
were excluded. 
We searched MEDLINE, Embase, and Cochrane CENTRAL 
via Ovid and Web of Science for all published literature on 
this topic on February 8, 2022. Please refer to the Online 
Supplementary Appendix for complete search strategies. 
This study followed the Preferred Reporting Items for 
Systematic Reviews and Meta-analyses (PRISMA) report-
ing guideline and the PRISMA extension statement.6 Two 
independent authors screened all studies to compile a 
final list of included publications, from which data were 
extracted. Patient number, trial type, treatment, consolida-
tive mediastinal RT, PFS, and OS data were collected from 
each study and divided according to individual CIT regimens 
for comparison. The primary outcome of our study was to 
assess OS for DI-CIT compared to S-CIT. Key secondary 
outcomes included comparing these two treatment cohort’s 
PFS and use of consolidative mediastinal radiation. We 
also analyzed all endpoints for cohorts of patients treated 
with dose adjusted-EPOCH-R (da-EPOCH-R) compared to 
R-CHOP-21 and rituximab-DI-CIT compared to R-CHOP-21 
(R-S-CIT). 
Individual patient demographic and clinical characteristics 
were collected from each publication, then grouped for 
studies that reported characteristics for specific DI-CIT 
and S-CIT regimens. Data for pediatric-only studies are 
reported separately as reported clinical characteristics 
differed. Clinical characteristics that were not reported for 
the subpopulation of PMBCL within the published series 
could not be evaluated in this analysis. 

Selected characteristics of the included studies were 
summarized as percentages. The significance of the dif-
ference in means or proportions between two groups was 
evaluated using the t test or χ2 test. Meta-analysis was 
conducted separately for the selected outcomes of the 
study. Heterogeneity of proportions/risks across studies 
was tested using Cochran’s Q-statistic. The I2-statistic 
was also used as an indicator of the percentage of varia-
tion among the studies due to true heterogeneity rather 
than chance, with 25% indicating low heterogeneity, 50% 
moderate heterogeneity, and 75% high heterogeneity.7 The 
fixed effect or random effects approach was followed 
using the inverse variance method depending on whether 
the study heterogeneity hypothesis was significant or not, 
and a large or small value of the I2-statistic was obtained. 
For the random effects approach, heterogeneity variance 
was estimated using the DerSimonian-Laird approach.8 

Meta-regression analysis (Online Supplementary Table S1) 
was used to evaluate the significance of the difference in 
outcome (proportion) between DI-CIT and S-CIT (as well 
as for subgroup analysis), adjusted for years of follow-up. 
The meta-analysis was conducted using the METAPROP and 
METAREG functions in the package META in R for Windows.9

Results

Overall, the literature search identified 2,112 studies (Figure 
1), which resulted in the inclusion of 52 publications:3,10-60 
11 prospective and 41 retrospective studies. This identified 
4,068 PMBCL adult and pediatric patients who were treat-
ed with first-line dose-intensive (n=2,517) and standard 
(n=1,551) chemoimmunotherapy. 
Reported demographic and clinical characteristics varied in 
each publication; Table 1 summarizes the most commonly 
reported patients’ characteristics. In the DI-CIT cohort (24 
evaluable studies), median age of patients was 32.8 years 
(60.5% female). Most patients were classified as stage I or 
II disease (67.7%) with a majority reported to have a bulky 
mediastinal mass (>10 cm or 1/3 of the thoracic diameter; 
72.7%). Lactate dehydrogenase (LDH) was elevated in 77.7% 
and 35.6% had extranodal involvement. In the S-CIT cohort 
(19 evaluable studies), median age was 33.8 years (56.3% 
female). Again, the majority of patients had stage I/II dis-
ease (70.7%) with bulky mediastinal involvement (62.7%). 
LDH was elevated in 71.5% of this cohort, with 35.3% of 
patients reported to have extranodal involvement. The test 
for difference in means (or proportions) of selected char-
acteristics between D-CIT and S-CIT was significant for 
the median age, gender, B symptoms, bulky disease, and 
elevated LDH. Clinical characteristics reported in publica-
tions that did not report separate patients’ characteristics 
for different treatment regimens, as well as pediatric only 
studies are reported in Online Supplementary Tables S2 
and S3. Table 2 summarizes the CIT regimens that were 
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included. In the DI-CIT cohort, the majority of patients 
received da-EPOCH-R (n=670), VACOP/MACOP-B +/- rit-
uximab (n=458), and “2nd/3rd generation chemotherapy” 
(VACOP/MACOP-B, ProMACE, CytaBOM, n=375). There were 

329 pediatric patients included in the DI-CIT cohort who 
received a variety of intensive pediatric regimens (IPR). In 
the S-CIT cohort, 1,095 patients received R-CHOP-21 and 
456 were treated with CHOP-21. In the DI-CIT group, 60.5% 

Figure 1. PRISMA diagram depicting the identification, 
screening and inclusion/exclusion of studies.

DI-CIT N (%) S-CIT N (%) P*

Median age in years 
(range), N=1,860 32.8 (9-82) Median age in years 

(range), N=1,307 33.8 (11-88) <0.01

Female, N=1,838 1,112 (60.5) Female, N=1,251 704 (56.3) 0.02
Stage, N=1,773

I - II
III-IV

1,201 (67.7)
572 (32.3)

Stage, N=1,244
I - II
III-IV

879 (70.7)
365 (29.3)

0.10

B symptoms, N=1,526 628 (41.2) B symptoms, N=1,089 377 (34.6) <0.01

Bulky disease, N=1,832 1,331 (72.7) Bulky disease, N=1,242 779 (62.7) <0.01

LDH > ULN, N=1,441 1,119 (77.7) LDH > ULN, N=1,159 829 (71.5) <0.01

Pleural effusion, N=913 320 (35.0) Pleural effusion, N=270 89 (33.0) 0.58

Pericardial effusion, N=824 224 (27.2) Pericardial effusion, N=245 56 (22.9) 0.20

Table 1. Clinical characteristics of dose-intensive versus standard chemoimmunotherapy cohorts.

Clinical characteristics for patients that were treated with dose-intensive chemoimmunotherapy (DI-CIT) compared to standard approach 
chemoimmunotherapy (S-CIT). Clinical characteristics for publications that were not divided by specific CIT regimen and pediatric only stud-
ies are reported separately in the Online Supplementary Appendix. *P-value from t test or χ2 test. N: number; LDH: lactate dehydrogenase; 
ULN: Upper Limit of Normal.
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(n=1,522) received rituximab-containing regimens compared 
to 70.6% (n=1,095) of the S-CIT cohort. 
Median follow up was 56 months for both the DI-CIT and 
S-CIT cohorts. The test for homogeneity of proportions 
across DI-CIT and S-CIT studies (Figures 2, 3) was signifi-
cant (P<0.01), depicting heterogeneity across the studies, 
thus the random effect model was employed. The lone 
exception was the analysis of rituximab-DI-CIT, which 
was found to have no significant heterogeneity (P=0.38), 
so the fixed effect model was used. Primary outcome 
data  revealed a pooled overall survival of 88% (95% CI: 
85-90) for the dose-intensive treatments, compared to 
80% (95% CI: 74-85) for the S-CIT group (Table 3, Figure 
2). Meta-regression analysis revealed an 8% survival ben-
efit for the DI-CIT group (P<0.01). Key secondary outcome 
analysis (Table 3, Online Supplementary Figure S1) found a 
preserved survival advantage for rituximab-DI-CIT (pooled 
OS 91%, 95% CI: 89-93) compared to R-CHOP-21 (pooled 

OS 86%, 95% CI: 82-89). Meta-regression revealed a 4% 
survival benefit for patients treated with ritximab-DI-CIT 
(P=0.03). Pooled PFS was 83% (95% CI: 79-86) for the DI-
CIT group, compared to 72% (95% CI: 65-79) for patients 
treated with S-CIT (Table 3, Online Supplementary Figure 
S3). Meta-regression predicted a 13% higher proportion of 
PFS for the DI-CIT group (P<0.01). Finally, consolidative me-
diastinal radiation (Table 3, Figure 3) was administered to 
22% (95% CI: 15-31) of patients treated with dose-intensive 
regimens, compared to 55% (95% CI: 43-65) of R-CHOP-21/
CHOP-21. Meta-regression analysis reported patients in the 
DI-CIT arm had a 24% reduced rate of receiving mediastinal 
radiation (P<0.01).
Investigation of da-EPOCH-R compared to R-CHOP-21 
found a pooled OS of 90% (95% CI: 88-93) compared to 
86% (95% CI: 82-89) and a PFS of 83% (95% CI: 78-87) 
and 77% (95% CI: 72-82), respectively (Table 3, Online 
Supplementary Figures S2, S4). Meta-regression analysis 
of these endpoints did not show a statistically significant 
difference when follow-up time was held constant. Con-
solidative mediastinal radiation was administered to 13% 
(95% CI: 7-21) of the da-EPOCH-R patients, compared to 
57% (95% CI: 43-70) of the R-CHOP-21 arm (Table 3, On-
line Supplementary Figure S5). Meta-regression estimated 
a 42% reduction in consolidative RT for patients treated 
with da-EPOCH-R (P<0.01). 

Discussion

Primary mediastinal B-cell lymphoma is a rare, aggressive 
B-cell lymphoma. While cure rates are high with chemo-
immunotherapy, controversy remains regarding the optimal 
management and in particular the benefit of dose-intensity 
versus standard R-CHOP-21. Early retrospective studies led 
by Italian investigators demonstrated improved respons-
es and outcomes with dose intensive approaches such 
as MACOP-B and VACOP-B when compared to CHOP-21.56 
Subsequent single-arm prospective20 and retrospective3,24 
experiences reproduced excellent results with a variety 
of DI-CIT regimens. Despite this, obtaining prospective 
randomized data has been a challenge due to the rarity 
of the disease. Identifying the optimal approach is critical 
given that the disease typically affects the AYA population, 
and primary refractory or relapsed cases are challenging 
to cure.61 Another important therapeutic consideration is 
the use of consolidative mediastinal radiation. This was 
historically a standard part of front-line treatment for PM-
BCL and continues to be used with significant frequency, 
particularly following R-CHOP-21. It is now well established 
from childhood cohort studies that mediastinal radiation 
use in the pediatric and AYA population significantly in-
creases risk of secondary tumors62 and cardiac disease.63,64 
Specifically, the risk of breast cancer beyond ten years 
of receiving mediastinal radiation in a similar population 

DI-CIT N=2,517

Rituximab-DI-CIT 1,522

da-EPOCH-R 670

VACOP/MACOP-B +/-R 458

2nd/3rd gen. chemo 375

IPR 329

R-CHOP-14/R-CHOEP-14 199

R-ACVBP 180

Front-line auto-SCT 141

GMALL 78

R-CHOP/R-ICE 49

R-HCVAD 38

S-CIT N=1,551

R-CHOP-21 1,095

CHOP-21 456

Table 2. Characteristics of dose-intensive versus standard ap-
proach chemoimmunotherapy.

Chemoimmunotherapy regimens included in both cohorts. DI-CIT: 
dose-intensive chemoimmunotherapy; S-CIT: standard approach 
chemoimmunotherapy; a-EPOCH-R: dose-adjusted etoposide, pred-
nisone, vincristine, cyclophosphamide, doxorubicin, rituximab; VACOP-B: 
etoposide, doxorubicin, cyclophosphamide, vincristine, prednisone, 
bleomycin; MACOP-B: methotrexate, doxorubicin, cyclophosphamide, 
vincristine, prednisone, bleomycin; R-CHOP: rituximab, cyclophospha-
mide, doxorubicin, vincristine, prednisone; R-CHOEP: rituximab, cy-
clophosphamide, doxorubicin, vincristine, etoposide, prednisone; 
R-ACVBP: rituximab, doxorubicin, cyclophosphamide, vindesine, bleo-
mycin, prednisone; GMALL: German multicenter ALL protocol; R-ICE: 
rituximab, ifosfamide, carboplatin, etoposide; HCVAD: hyper-cyclo-
phosphamide, vincristine, doxorubicin, dexamethasone; 2nd/3rd gen. 
chemo: second-/third generation chemotherapy (MACOP-B, VACOP-B, 
ProMACE, CytaBOM); IPR: intensive pediatric regimens; auto-SCT: au-
tologous stem cell transplantation.
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is notably high, with a reported incidence of 35% among 
childhood Hodgkin lymphoma survivors.2 Therefore, using 
strategies that achieve high cure rates and at the same 
time obviate the need for mediastinal radiation with its 
associated toxicities is a key priority for advancing PMBCL 
therapeutics. Consequently, the goal of our systematic 
review and meta-analysis was to analyze all available pub-
lished data comparing S-CIT versus DI-CIT to inform on 
the optimal approach in treating newly diagnosed PMBCL. 
Survival and progression-free outcomes appear to favor 
dose-intensive therapy upon analysis of 4,068 patients 
with newly diagnosed PMBCL. Pooled overall survival was 
superior for DI-CIT (88% [95% CI: 85-90]) compared to S-CIT 
(80% [95% CI: 74-85]) with meta-regression demonstrating 
an 8% OS benefit for the DI-CIT group (P<0.01). Notably, this 
survival advantage held when comparing rituximab-DI-CIT 
(91%, 95% CI: 89-93) to R-CHOP-21 (86%, 95% CI: 82-89; 
P=0.03) hypothesizing that the intensity of the underlying 
chemotherapy backbone is vital to achieve the best possible 
treatment outcome in patients with PMBCL. Pooled PFS 
was also significantly higher for the DI-CIT group (83% vs. 
72%; meta-regression 13% PFS benefit, P<0.01). Importantly, 
there was a much lower rate of reliance on consolidative 
mediastinal radiation in the DI-CIT arm; only 22% received 
RT, compared to 55% in the S-CIT arm. We would hypoth-
esize that less radiation exposure will curtail incidence of 
secondary malignancy and ischemic heart disease; how-
ever, this study was unable to statistically answer this 
important question, as included evidence did not follow 
patients long enough (median follow-up: 56 months) to 
reliably analyze chronic toxicity. We also acknowledge that 

our study was not designed to assess the differences in 
toxicity between the two cohorts. DI-CIT has been report-
ed to increase acute toxicity, such as febrile neutropenia, 
infection, mucositis and peripheral neuropathy compared 
to R-CHOP-21.3,65 The comparative risk of chronic toxicity 
such as secondary malignancy or cardiotoxicity of DI-CIT 
and S-CIT +/- RT remains an important unknown that will 
require further dedicated investigation. 
Secondary outcome analysis found numerically higher OS 
(90% vs. 86%) and PFS (83% vs. 77%) for patients treat-
ed with da-EPOCH-R (n=670) compared to R-CHOP-21 
(n=1,095), although these endpoints did not meet statistical 
significance on meta-regression analysis. Dose-adjusted 
EPOCH-R allowed for only 13% of patients to require consol-
idative RT, a 42% reduction (meta-regression P<0.01) when 
compared to R-CHOP-21 treatment protocols. Despite the 
lack of statistical survival benefit, the favorable numerical 
survival and infrequent radiation use would suggest a strong 
net benefit for da-EPOCH-R compared to R-CHOP-21. 
These results support the aforementioned retrospective3,24 
and single arm prospective20,66 landmark studies of DI-CIT, 
and highlight the vital concept that dose-intensive treat-
ment is associated with less disease progression and death 
from PMBCL. Our results also align with recently presented 
conference abstracts reporting excellent outcomes for 
DI-CIT in PMBCL.67,68 Additionally, our study highlights that 
patients treated with S-CIT had less bulky disease (62.7% 
vs. 72.7%; P<0.01), lower rates of B-symptoms (34.6% vs. 
41.2%; P<0.01) and lower median LDH levels (71.5% vs. 77.7%; 
P<0.01), suggesting a more favorable patient population 
who nevertheless had inferior outcomes compared to 

Treatment cohort Overall survival, % (95% CI) Meta-regression P

DI-CIT, N=2,234 88 (85-90)  < 0.01S-CIT, N=1,440 80 (74-85)
da-EPOCH-R, N=636 90 (88-93)  < 0.25R-CHOP21, N=1,032 86 (82-89)
R-DI-CIT, N=1,279 91 (89-93) 0.03R-S-CIT, N=1,032 86 (82-89)

Progression-free survival, % (95% CI)
DI-CIT, N=1,501 83 (79-86) < 0.01S-CIT, N=1,200 72 (65-79)
da-EPOCH-R, N=276 83 (78-87) 0.18R-CHOP21, N=957 77 (72-82)

Consolidative radiation, % (95% CI)
DI-CIT, N=2,050 22 (15-31) <0.01S-CIT, N=1,202 55 (43-65)
da-EPOCH-R, N=670 13 (7-21) <0.01R-CHOP21, N=894 57 (43-70)

Table 3. Primary and secondary outcomes.

Primary and secondary outcome data for different treatment cohorts. Meta-regression analysis was performed for each endpoint, compared 
dose-intensive chemoimmunotherapy (DI-CIT) versus standard approach chemoimmunotherapy (S-CIT), da-EPOCH-R versus R-CHOP21 and 
rituximab-containing DI-CIT versus S-CIT only. da-EPOCH-R: dose-adjusted etoposide, prednisone, vincristine, cyclophosphamide, doxorubi-
cin, rituximab; R-CHOP: rituximab, cyclophosphamide, doxorubicin, vincristine, prednisone.
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the DI-CIT group. Finally, the standard CIT group received 
more rituximab containing regimens (70.6% vs. 60.5%), 
which further strengthens the survival advantage seen in 
the DI-CIT cohort.
Our study’s principal limitation is that it is a meta-anal-
ysis and not a prospective randomized comparative trial, 
which would be the ideal setting to answer the question 
of benefit of DI-CIT over S-CIT in PMBCL. Currently, the 
IELSG-37 trial is prospectively evaluating the role of con-
solidative radiation in PMBCL and additionally assessing 
the impact of different induction regimens on outcome 
in PMBCL. In line with  our findings, an early report from 
IELSG-37, demonstrated inferior outcomes with R-CHOP-21 
compared to dose-dense/dose-intensive regimens.69 A 
more recent update of the trial demonstrated patients 
in complete remission by FDG-PET imaging at the end 
of therapy had no difference in OS when randomized to 
observation versus radiotherapy.70 We look forward to the 
final published analysis with a focus on survival outcomes 
stratified by chemoimmunotherapy regimen. Another in-
herent limitation to meta-analysis is the heterogeneity of 
the data included, which was highlighted in our study with 
the Cochran’s Q and I2 statistics. The practical impact of 
heterogeneity statistics depends on the size and direction 
of treatment effect.7 Given our large sample size, similar 
heterogeneity and direction of both treatment outcomes, 
and large statistically significant survival and radiation 
benefit for the DI-CIT treatment protocols, we perceive 
these results to be impactful regardless of the heteroge-
neity statistic. Available evidence of treatment for PMBCL 

is by definition heterogeneous; to develop a sizeable data-
set in a rare disease clinicians must collect data across a 
lengthy timeline, wherein medical advances change stan-
dard of care practice. Two concrete examples in PMBCL 
would be the widespread implementation of rituximab in 
B-cell lymphomas, as well as the use of PET/CT scans for 
disease responsiveness. Many of our included datasets 
report outcomes before and after the application of these 
tools; excluding these studies would have impacted the 
size and strength of this analysis. Finally, data used for this 
analysis are summarized published information, which is 
less reliable than individual patient’s statistics from each 
publication dataset.   
In conclusion, to our knowledge this study is the largest 
systematic review and meta-analysis looking to combine 
the aforementioned published data to evaluate if dose-in-
tensive CIT improves outcomes in PMBCL. As we await 
prospective randomized data (clinicaltrials.gov identifiers 
NCT01599559 and NCT04759586) our findings suggest that 
dose-intensive CIT alone should be the preferred approach 
in the management of patients with newly diagnosed PM- 
BCL as it is associated with higher survival outcomes and 
significantly less reliance on mediastinal radiation. 

Disclosures
KD served on the advisory board/consulting for AstraZeneca, 
Beigene, AbbVie, Daiichi Sankyo, ADC Therapeutics, Incyte, 
Morphosys, Genmab, Cellectar, and has received research 
funding from Kymera, ONO, Genentech, Merck. MRC, LSW, 
CSD, YL and KM have no conflicts of interest to disclose. 

Figure 4. Graphical representation of the pooled primary and secondary outcomes for patients treated with dose-intensive 
chemoimmunotherapy (DI-CIT) compared to standard approach chemoimmunotherapy (S-CIT).



Haematologica | 109 Marzo 2024

854

ARTICLE - Intensive chemotherapy improves survival in PMBCL  M. Cook et al.

Contributions
MRC and KD designed the study concept and methodology. 
CSD carried out the systematic review using pre-specified 
keywords and template publications (supplied by MRC and 
KD) to be included in the analysis. MRC and LSW reviewed 
the systematic literature search, applying inclusion/exclusion 
criteria, and extracting data from included publications. YL 
and KM performed all the statistical analysis. All authors 
contributed to writing the manuscript and/or editing. 

Acknowledgments
We would like to acknowledge and thank all of the patients 
and investigators who contributed to the data that were 
used for this meta-analysis. 

Funding 
We did not receive any support from individuals not listed 
as authors, organizations, grants, corporations and/or any 
other outside source for this project or the creation of this 
manuscript. This research received no specific grant or 
financial support from any funding agency in the public, 
commercial or not-for-profit sectors.

Data-sharing statement
For original data, please refer to the references that were 
included within the meta-analysis. For our extracted con-
glomerate datasets please contact Michael.Cook@pen-
nmedicine.upenn.edu 

References

	 1.	Alaggio R, Amador C, Anagnostopoulos I, et al. The 5th edition 
of the World Health Organization Classification of 
Haematolymphoid Tumours: Lymphoid Neoplasms. Leukemia. 
2022;36(7):1720-1748. 

	 2.	Moskowitz CS, Chou JF, Wolden SL, et al. Breast cancer after 
chest radiation therapy for childhood cancer. J Clin Oncol. 
2014;32(21):2217-2223. 

	 3.	Camus V, Rossi C, Sesques P, et al. Outcomes after first-line 
immunochemotherapy for primary mediastinal B-cell 
lymphoma: a LYSA study. Blood Adv. 2021;5(19):3862-3872.

	 4.	von Tresckow B, Plütschow A, Fuchs M, et al. Dose-
intensification in early unfavorable Hodgkin’s lymphoma: final 
analysis of the German Hodgkin Study Group HD14 trial. J Clin 
Oncol. 2012;30(9):907-913. 

	 5.	Cook MR, Dunleavy K. Optimizing outcomes in primary 
mediastinal B-cell lymphoma: is R-CHOP enough? Blood Adv. 
2021;5(19):3873-3875. 

	 6.	Page MJ, McKenzie JE, Bossuyt PM, et al. The PRISMA 2020 
statement: an updated guideline for reporting systematic 
reviews. BMJ. 2021;372:n71. 

	 7.	Higgins JP, Thompson SG, Deeks JJ, Altman DG. Measuring 
inconsistency in meta-analyses. BMJ. 2003;327(7414):557-560. 

	 8.	DerSimonian R, Laird N. Meta-analysis in clinical trials. Control 
Clin Trials. 1986;7(3):177-188. 

	 9.	Foundation TR. R: a language and environment for statistical 
computing. Vienna, Austria: R Foundation for Statistical 
Computing.  https://www.r-project.org/ Accessed September 
28, 2014.

	 10.	Ahn HK, Kim SJ, Yun J, et al. Improved treatment outcome of 
primary mediastinal large B-cell lymphoma after introduction of 
rituximab in Korean patients. Int J Hematol. 2010;91(3):456-463. 

	 11.	Aoki T, Izutsu K, Suzuki R, et al. Prognostic significance of 
pleural or pericardial effusion and the implication of optimal 
treatment in primary mediastinal large B-cell lymphoma: a 
multicenter retrospective study in Japan. Haematologica. 
2014;99(12):1817-1825. 

	 12.	Avigdor A, Sirotkin T, Kedmi M, et al. The impact of R-VACOP-B 
and interim FDG-PET/CT on outcome in primary mediastinal 
large B cell lymphoma. Ann Hematol. 2014;93(8):1297-1304. 

	 13.	Bertini M, Orsucci L, Vitolo U, et al. Stage II large B-cell 
lymphoma with sclerosis treated with MACOP-B. Ann Oncol. 
1991;2(10):733-737.

	 14.	Burke GAA, Minard-Colin V, Aupérin A, et al. Dose-adjusted 
etoposide, doxorubicin, and cyclophosphamide with vincristine 
and prednisone plus rituximab therapy in children and 
adolescents with primary mediastinal B-cell lymphoma: a 
multicenter phase II trial. J Clin Oncol. 2021;39(33):3716-3724. 

	 15.	Burkhardt B, Oschlies I, Klapper W, et al. Non-Hodgkin’s 
lymphoma in adolescents: experiences in 378 adolescent NHL 
patients treated according to pediatric NHL-BFM protocols. 
Leukemia. 2011;25(1):153-160. 

	 16.	Casadei B, Argnani L, Morigi A, et al. Treatment and outcomes 
of primary mediastinal B cell lymphoma: a three-decade 
monocentric experience with 151 patients. Ann Hematol. 
2021;100(9):2261-2268. 

	 17.	Chan EHL, Koh LP, Lee J, et al. Real world experience of 
R-CHOP with or without consolidative radiotherapy vs DA-
EPOCH-R in the first-line treatment of primary mediastinal 
B-cell lymphoma. Cancer Med. 2019;8(10):4626-4632.

	 18.	Al Shemmari S, Sankaranarayanan SP, Krishnan Y. Primary 
mediastinal large B-cell lymphoma: clinical features, prognostic 
factors and survival with RCHOP in Arab patients in the PET 
scan era. Lung India. 2014;31(3):228-231.

	 19.	Dourthe ME, Phulpin A, Auperin A, et al. Rituximab in addition 
to LMB-based chemotherapy regimen in children and 
adolescents with primary mediastinal large B-cell lymphoma: 
results of the French LMB2001 prospective study. 
Haematologica. 2022;107(9):2173-2182. 

	 20.	Dunleavy K, Pittaluga S, Maeda LS, et al. Dose-adjusted EPOCH-
rituximab therapy in primary mediastinal B-cell lymphoma. N 
Engl J Med. 2013;368(15):1408-1416.

	 21.	Fietz T, Knauf WU, Hänel M, et al. Treatment of primary 
mediastinal large B cell lymphoma with an alternating 
chemotherapy regimen based on high-dose methotrexate. Ann 
Hematol. 2009;88(5):433-439.

	 22.	Ganesan P, Ganesan TS, Atreya H, et al. DA-EPOCH-R in 
aggressive CD 20 positive B cell lymphomas: real-world 
experience. Indian J Hematol Blood Transfus.  
2018;34(3):454-459. 

	 23.	Gerrard M, Waxman IM, Sposto R, et al. Outcome and 
pathologic classification of children and adolescents with 
mediastinal large B-cell lymphoma treated with FAB/LMB96 
mature B-NHL therapy. Blood. 2013;121(2):278-285. 

	 24.	Giulino-Roth L, O’Donohue T, Chen Z, et al. Outcomes of adults 



Haematologica | 109 Marzo 2024

855

ARTICLE - Intensive chemotherapy improves survival in PMBCL  M. Cook et al.

and children with primary mediastinal B-cell lymphoma treated 
with dose-adjusted EPOCH-R. Br J Haematol.  
2017;179(5):739-747. 

	 25.	Gleeson M, Hawkes EA, Cunningham D, et al. Rituximab, 
cyclophosphamide, doxorubicin, vincristine and prednisolone 
(R-CHOP) in the management of primary mediastinal B-cell 
lymphoma: a subgroup analysis of the UK NCRI R-CHOP 14 
versus 21 trial. Br J Haematol. 2016;175(4):668-672. 

	 26.	Goldschmidt N, Kleinstern G, Orevi M, et al. Favorable outcome 
of primary mediastinal large B-cell lymphoma patients treated 
with sequential RCHOP-RICE regimen without radiotherapy. 
Cancer Chemother Pharmacol. 2016;77(5):1053-1060. 

	 27.	Hayden AR, Tonseth P, Lee DG, et al. Outcome of primary 
mediastinal large B-cell lymphoma using R-CHOP: impact of a 
PET-adapted approach. Blood. 2020;136(24):2803-2811. 

	 28.	Hüttmann A, Rekowski J, Müller SP, et al. Six versus eight doses 
of rituximab in patients with aggressive B cell lymphoma 
receiving six cycles of CHOP: results from the “Positron 
Emission Tomography-Guided Therapy of Aggressive Non-
Hodgkin Lymphomas” (PETAL) trial. Ann Hematol. 
2019;98(4):897-907. 

	 29.	Jain H, Kapoor A, Sengar M, et al. Outcomes of patients with 
primary mediastinal B-cell lymphoma treated with dose 
adjusted R-EPOCH regimen: a single centre experience. Indian J 
Hematol Blood Transfus. 2021;37(3):379-385. 

	 30.	Knörr F, Zimmermann M, Attarbaschi A, et al. Dose-adjusted 
EPOCH-rituximab or intensified B-NHL therapy for pediatric 
primary mediastinal large B-cell lymphoma. Haematologica. 
2021;106(12):3232-3235. 

	 31.	Lisenko K, Dingeldein G, Cremer M, et al. Addition of rituximab 
to CHOP-like chemotherapy in first line treatment of primary 
mediastinal B-cell lymphoma. BMC Cancer. 2017;17(1):359. 

	 32.	Liu X, Deng T, Guo X, et al. A retrospective analysis of outcomes 
for primary mediastinal large B-cell lymphoma treated with 
RCHOP followed by radiotherapy or front-line autologous stem 
cell transplantation. Hematology. 2017;22(5):258-264. 

	 33.	Lones MA, Perkins SL, Sposto R, et al. Large-cell lymphoma 
arising in the mediastinum in children and adolescents is 
associated with an excellent outcome: a Children’s Cancer 
Group report. J Clin Oncol. 2000;18(22):3845-3853. 

	 34.	Malenda A, Kołkowska-Leśniak A, Puła B, et al. Outcomes of 
treatment with dose-adjusted EPOCH-R or R-CHOP in primary 
mediastinal large B-cell lymphoma. Eur J Haematol. 
2020;104(1):59-66. 

	 35.	Maschan A, Myakova N, Aleinikova O, et al. Rituximab and 
reduced-intensity chemotherapy in children and adolescents 
with mature B-cell lymphoma: interim results for 231 patients 
enrolled in the second Russian-Belorussian multicentre study 
B-NHL-2010M. Br J Haematol. 2019;186(3):477-483. 

	 36.	Matsuda S, Suzuki R, Takahashi T, et al. Dose-adjusted EPOCH 
with or without rituximab for aggressive lymphoma patients: 
real world data. Int J Hematol. 2020;112(6):807-816. 

	 37.	Mazzarotto R, Boso C, Vianello F, et al. Primary mediastinal 
large B-cell lymphoma: results of intensive chemotherapy 
regimens (MACOP-B/VACOP-B) plus involved field radiotherapy 
on 53 patients. A single institution experience. Int J Radiat 
Oncol Biol Phys. 2007;68(3):823-829. 

	 38.	Melani C, Advani R, Roschewski M, et al. End-of-treatment and 
serial PET imaging in primary mediastinal B-cell lymphoma 
following dose-adjusted EPOCH-R: a paradigm shift in clinical 
decision making. Haematologica. 2018;103(8):1337-1344. 

	 39.	Messmer M, Tsai HL, Varadhan R, et al. R-CHOP without 
radiation in frontline management of primary mediastinal B-cell 

lymphoma. Leuk Lymphoma. 2019;60(5):1261-1265. 
	 40.	Morgenstern Y, Aumann S, Goldschmidt N, et al. Dose-adjusted 

EPOCH-R is not superior to sequential R-CHOP/R-ICE as a 
frontline treatment for newly diagnosed primary mediastinal 
B-cell lymphoma: results of a bi-center retrospective study. 
Cancer Med. 2021;10(24):8866-8875. 

	 41.	Nagle SJ, Chong EA, Chekol S, et al. The role of FDG-PET 
imaging as a prognostic marker of outcome in primary 
mediastinal B-cell lymphoma. Cancer Med. 2015;4(1):7-15. 

	 42.	Novoselac AV, Kunamneni RK, McMasters M, Radevic MR, Levine 
RL. Primary mediastinal large B-cell lymphoma: a retrospective 
analysis of rituximab and CHOP chemotherapy. Community 
Oncol. 2007;11(4):673-677.

	 43.	Pillon M, Carraro E, Mussolin L, et al. Primary mediastinal large 
B-cell lymphoma: outcome of a series of pediatric patients 
treated with high-dose methotrexate and cytarabine plus 
anti-CD20. Pediatr Blood Cancer. 2018;65(2). 

	 44.	Pinnix CC, Dabaja B, Ahmed MA, et al. Single-institution 
experience in the treatment of primary mediastinal B cell 
lymphoma treated with immunochemotherapy in the setting of 
response assessment by 18fluorodeoxyglucose positron 
emission tomography. Int J Radiat Oncol Biol Phys. 
2015;92(1):113-121. 

	 45.	Pohlen M, Gerth HU, Liersch R, et al. Efficacy and toxicity of a 
rituximab and methotrexate based regimen (GMALL B-ALL/NHL 
2002 protocol) in Burkitt’s and primary mediastinal large B-cell 
lymphoma. Am J Hematol. 2011;86(12):E61-64.

	46.	Savage KJ, Al-Rajhi N, Voss N, et al. Favorable outcome of 
primary mediastinal large B-cell lymphoma in a single 
institution: the British Columbia experience. Ann Oncol. 
2006;17(1):123-130. 

	 47.	Seidemann K, Tiemann M, Lauterbach I, et al. Primary 
mediastinal large B-cell lymphoma with sclerosis in pediatric 
and adolescent patients: treatment and results from three 
therapeutic studies of the Berlin-Frankfurt-Münster Group. J 
Clin Oncol. 2003;21(9):1782-1789. 

	 48.	Shah NN, Szabo A, Huntington SF, et al. R-CHOP versus dose-
adjusted R-EPOCH in frontline management of primary 
mediastinal B-cell lymphoma: a multi-centre analysis. Br J 
Haematol. 2018;180(4):534-544. 

	 49.	Siracusano L, Balzarotti M, Magagnoli M, et al. Primary 
mediastinal B-cell lymphoma with sclerosis: report of 11 cases 
treated with intensified-CHOP plus radiotherapy. Am J Hematol. 
2005;78(4):312-313. 

	 50.	Soumerai JD, Hellmann MD, Feng Y, et al. Treatment of primary 
mediastinal B-cell lymphoma with rituximab, 
cyclophosphamide, doxorubicin, vincristine and prednisone is 
associated with a high rate of primary refractory disease. Leuk 
Lymphoma. 2014;55(3):538-543. 

	 51.	Todeschini G, Secchi S, Morra E, et al. Primary mediastinal large 
B-cell lymphoma (PMLBCL): long-term results from a 
retrospective multicentre Italian experience in 138 patients 
treated with CHOP or MACOP-B/VACOP-B. Br J Cancer. 
2004;90(2):372-376. 

	 52.	Vassilakopoulos TP, Pangalis GA, Katsigiannis A, et al. Rituximab, 
cyclophosphamide, doxorubicin, vincristine, and prednisone 
with or without radiotherapy in primary mediastinal large B-cell 
lymphoma: the emerging standard of care. Oncologist. 
2012;17(2):239-249. 

	 53.	Wästerlid T, Hasselblom S, Joelsson J, et al. Real-world data on 
treatment and outcomes of patients with primary mediastinal 
large B-cell lymphoma: a Swedish lymphoma register study. 
Blood Cancer J. 2021;11(5):100. 



Haematologica | 109 Marzo 2024

856

ARTICLE - Intensive chemotherapy improves survival in PMBCL  M. Cook et al.

	 54.	Wehde N, Borte G, Liebmann A, et al. Primary mediastinal large 
B cell lymphoma: frontline treatment with an alternating 
chemotherapy regimen based on high dose methotrexate-a 
single institution experience. JAMA. 2017;31(1):8.

	 55.	Xu LM, Fang H, Wang WH, et al. Prognostic significance of 
rituximab and radiotherapy for patients with primary 
mediastinal large B-cell lymphoma receiving doxorubicin-
containing chemotherapy. Leuk Lymphoma.  
2013;54(8):1684-1690. 

	 56.	Zinzani PL, Martelli M, Bertini M, et al. Induction chemotherapy 
strategies for primary mediastinal large B-cell lymphoma with 
sclerosis: a retrospective multinational study on 426 previously 
untreated patients. Haematologica. 2002;87(12):1258-1264.

	 57.	Zinzani PL, Stefoni V, Finolezzi E, et al. Rituximab combined 
with MACOP-B or VACOP-B and radiation therapy in primary 
mediastinal large B-cell lymphoma: a retrospective study. Clin 
Lymphoma Myeloma. 2009;9(5):381-385. 

	 58.	Binkley MS, Hiniker SM, Wu S, et al. A single-institution 
retrospective analysis of outcomes for stage I-II primary 
mediastinal large B-cell lymphoma treated with 
immunochemotherapy with or without radiotherapy. Leuk 
Lymphoma. 2016;57(3):604-608.

	 59.	Hamlin PA, Portlock CS, Straus DJ, et al. Primary mediastinal 
large B-cell lymphoma: optimal therapy and prognostic factor 
analysis in 141 consecutive patients treated at Memorial Sloan 
Kettering from 1980 to 1999. Br J Haematol.  
2005;130(5):691-699. 

	 60.	Juan MT, Sheu LF, Chang JY, Hwang WS. Primary non-Hodgkin’s 
lymphoma of the mediastinum: a clinicopathological report of 
six cases. Zhonghua Yi Xue Za Zhi (Taipei). 1995;55(4):325-330.

	 61.	Sehn LH, Antin JH, Shulman LN, et al. Primary diffuse large 
B-cell lymphoma of the mediastinum: outcome following 
high-dose chemotherapy and autologous hematopoietic cell 
transplantation. Blood. 1998;91(2):717-723. 

	 62.	Giulino-Roth L, Pei Q, Buxton A, et al. Subsequent malignant 
neoplasms among children with Hodgkin lymphoma: a report 
from the Children’s Oncology Group. Blood.  
2021;137(11):1449-1456. 

	 63.	Hancock SL, Donaldson SS, Hoppe RT. Cardiac disease following 

treatment of Hodgkin’s disease in children and adolescents. J 
Clin Oncol. 1993;11(7):1208-1215. 

	 64.	Galper SL, Yu JB, Mauch PM, et al. Clinically significant cardiac 
disease in patients with Hodgkin lymphoma treated with 
mediastinal irradiation. Blood. 2011;117(2):412-418. 

	 65.	Bartlett NL, Wilson WH, Jung S-H, et al. Dose-adjusted 
EPOCH-R compared with R-CHOP as frontline therapy for 
diffuse large B-cell lymphoma: clinical outcomes of the phase 
III Intergroup Trial Alliance/CALGB 50303. J Clin Oncol. 
2019;37(21):1790-1799. 

	66.	Rieger M, Österborg A, Pettengell R, et al. Primary mediastinal 
B-cell lymphoma treated with CHOP-like chemotherapy with or 
without rituximab: results of the Mabthera International Trial 
Group study. Ann Oncol. 2011;22(3):664-670. 

	 67.	Santarsieri AB, Hopkins R, Lewis D, et al. R-DA-EPOCH 
treatment is highly effective therapy for primary mediastinal 
large B-cell lymphoma: a real-world multi-centre retrospective 
evaluation. In: 627. Aggressive Lymphomas: Clinical and 
Epidemiological: Poster III. 64th ASH Annual Meeting and 
Exposition; December 12, 2022; New Orleans, LA, USA.  https://
ash.confex.com/ash/2022/webprogram/Paper166181.html. 
Accessed February 2, 2023.

	68.	Sibon DG, Molina C, Vamus T, et al. Outcome of patients with 
primary mediastinal large B-cell lymphoma after R-CHOP21, 
R-CHOP14 and R-ACVBP: a pooled analysis of clinical trials from 
Lysa. In: 627. Aggressive Lymphomas: Clinical and 
Epidemiological: Rare Populations. 64th ASH Annual Meeting 
and Exposition;  December 11, 2022; New Orleans, LA, USA.  
https://ash.confex.com/ash/2022/webprogram/Paper166228.
html. Accessed February 2, 2023.

	 69.	Martelli M, Zucca E, Botto B, Kryachok I. Impact of different 
induction regimens on the outcome of primary mediastinal B 
cell lymphoma in the prospective IELSG 37 trial. Hematol Oncol. 
2021;39(S2):90-92.

	 70.	Martelli MC, Ceriani L, Zucca, E, Kryachok I. Omission of 
radiotherapy in primary mediastinal B cell lymphoma patients 
following complete metabolic response to standard 
immunochemotherapy: results of the IELSG37 randomised trial 
(NCT01599559). Hemasphere. 2023;7:e2454568.




