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Diffuse Large B Cell Lymphoma

Most common of adult lymphoma
Aggressive course and diffuse growth pattern

Pleomorphism and multiple mitoses

Centroblastic variant Anaplastic variant Immunoblastic variant
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the connection between
pathological routines and

clinical prognostic parametres.

Aims of the Study

®

whether pathological routines
have any relevance within
themselves.

the literature that Ki67 is a
poor prognostic factor in
terms of NCCN-IPI score and
immunophenotyping.




Material & Method
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January 2014 — February 2022 - Age

Age 17 -92 - State ( PET / CT Reports )
Excisional biopsy - Performance Status
Reports including: BCL2 posivity, Ki67 expression - Extranodal Sites

rates and immunophenotype markers - LDH Value




Proliferation index: Ki67 Immunohistochemical BCL2

protein
= A nuclear protein found in cell

phases other than GO = Anti-apoptotic expression
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MAKR OSKOPIK BULGULAR: Bivigii 2,751.7x1.2 em, kigiigi 1,1z 1x0,2 em dlgiide 2 adet yumusak
elashk kavamda deoku. Bilviik delunun keat vii=i gri-pembe renkli. balik et lnvamindadir 1-7. (Bilyiik
dobm): TEVESY , 8. (Kigik delu): 1P1ESY.

MiKR OSKOPIK BULGULAR: Ginderilen biyopsi éreklerinde dogal lenf nodu gatis
izlenmemektedir. Fibroadipdz dokularda, yver yver exilme artefaltiun gézlendigi difii= paternli abple
lenfoid infillrasyven mecvubor. Abpik lenfositler orta boyo tlu, yvuvarlak nivvell, veakiiler kromabnli, inice
tek va da daha kiigilk birkag nilkleolliil, dar sitoplazmabidir. Miobk fipiirler ver ver arhs gdstermelktedir.
Zeminde nekrobivez ve fokal nekroz odaklan 17enmektedir. Abpidk lenfozitler immiinhistolimyaszal olarak
CD20 (+), CD3 (=), CD10 (+), Bels (+), Bel (+), MUMI (-), CD30 (-), HHV S (-)tr. C-mye ile > %%

orta sddette nilkleer bovanma 1denmizhr. COR21 ve CLES 1le infiltrasyon z2mininde dendritik ag
organimasyony saptanmamshr. CD3 infiltrasyvona eslik eden reakbf T lenfostlerde poatftr. Kib6]

proli feratif indeks heterojenite gdztermekte olup ver yver %e60-63"e ulazsmaktadir.

PATOLOJE TANI:

ma g alsiller lenf nodu; Eksizyvonel bivop si: G emminal merkez B hilore imm infenotipl agresif
lerfom a infiltrasyorm.

EPIKRIZ: Histopatolojik ve immiinhistokimyasal ézellikler 6n planda difiz bityitk B Hicreli
lerfom a, germinal merkez berzeri (GCE like) fenotip lehinde diisiindiirm ektedir. Olginya ait
irziinal lenf nodu fru-cut livops dmedsnde de berzer immiinfenotipik Gzellikler gisteren ancak
histopatolojik olarak indolan m orfolojide atipik lerfoid infiltrasyon izlenmigtir. PET
gorintileme bul gular da gz driine abinarak iki Wyvops me3 birlikte deZerlendirildi ainde
gimcel eksizyon m atervalinde izlenen agresiflenfoma, folikiiler lenfomatmn fransformasyorm
olabilir. Immiinhi stokimvyasal c-mveile atipik hicrelerin cofunda (> %90, orta siddette riikleer
boyvatin a saptanmishr. Acresif B hilcreli lenfoma (Double/Triple hif) ayiric: tatus: agsndan
Bel2 Bel§, c-mye gen rearrangem erlennin FISH 1le degerlendirilmesi Gnerilir.



case number- patholc patient name age gender CD10 BCL6 MUM1  BCL2 C-myc  CD5 CD30 location phenotyp ki67
2866-19 55 M focal+ postive 30% positive zyf/orta positive lymph node GCB %40-45
2296-19 FER negative negative zyf+ positive negative negative seyrek hii Tonsil ABC %40-50
1810-19 74 F negative >%30 positive positive >%30 negative negative brain/frontal ABC %80-90
379-19 76 F positive positive negative positive %70-80 negative negative lymph node GCB %70-75
33038-18 65 F positive positive negative kismi+  %20-30 negative seyrek hillymph node GCB %75-85
32606-18 66 F negative seyrek bopositive zyf + 30% kismi+  lymph node ABC %70-80
31284-18 66 M negative positive positive negative >%40 negative negative lymph node ABC >%95
28779-18 66 F positive fokal/zayr Zyf+ zyf+ positive positive postive lymph node GCB

26826-18 62 M zyf positive  positive positive 40% positive negative lymph node ABC %70-75
25951-18 am postive fokal/zayr positive positive zyf + lymph node ABC

24933-18 66 M negative fokal/zayr positive seyrek + negative positive lymph node ABC

24703-18 52 M negative negative positive positive 60% fokal+  fokal+  lymph node ABC %80-90
23004-18 7O M negative negative positive zyfforta+ %20-30+ negative positive Tonsil ABC %70-75
21707-18 52 F zyfforta + negative positive positive <%40 negative zyf + Mediasten TRUCUT GCB %80-90
15161-18 92 F zyf+ syrek zyf+ orta+ positive %40+ positive negative lymph node GCB %75-85
15796-18 55 M positive positive positive positive <%40 negative negative lymph node PUNCH GCB %70-80
14369-18 69 M negative positive positive positive <%40 negative negative Tonsil ABC %50-60
13810-18 70 F negative positive positive negative <%40 negative stomach ABC %90-95
13712-18 42 M positive positive negative negative >%40 negative negative lymph node GCB 98
12631-18 76 F positive positive negative negative %40 + negatif Retroperitoneal kitle  GCB %70-80
11899-18 76 F negative <%30+  positive positive >%40 negatif  negatif lymph node ABC %90-95
13019-18 40 M negative positive positive zyf+ <%40 zyf + negatif  lynph node ABC %90-95
12311-18 45 M fokal+ positive positive positive >%40 positive negative lymph node ABC %85-90
8362-18 72 F negative seyrek bo positive negative <%40 negative kismi+  Lung ABC %40-45




* |NCCN-IPI score ~
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Results

41 -59 = 21

60-74 = 18

{ Female = 33 }

41-59 = 17

41-59 = 17




Results

17% 18%

28% 37%

B <40 W41-59 60-74 > /5




BCL2 relation with immunophenotype

Asymptotic
Significance(2- Exact Sig. (2- | Exact Sig. (1- Point
Value df sided) sided) sided) Probability
d BCLZ (+) = 26 Pearson Chi-Square 6,782 1 0,009 0,011 0,008
Continuity Correction 5,702 1 0,017
Likelihood Ratio 6,816 1 0,009 0,017 0,008
BCL2 (_) =20 Fisher's Exact Test 0,017 0,008
Linear-by-Linear Associatior] 6,716 1 0,01 0,011 0,008 0,006
N of Valid Cases 102
/ /'
BCL2 (+)=45| 7 /
/
/ /
v /
BCL2 (-) = 11 /

Those with BCL2 negativity are more

common in the GCB group as an

immunophenotype




Ki 67 Range

140-60 % | 1 61-80% | 81-89% | (E90%

e F/M=09/13 e F/M=14/36 e F/M=1/5 e F/M=9/19
e BCL2(+)/(-)=20/2 e BCL2(+)/(-)=35/11 e BCL2(+)/(-)=5/1 e BCL2(+)/(-)=11/1
e GCB/ABC = 11/11 e GCB/ABC = 20/26 e GCB/ABC =1/5 e GCB/ABC = 14/14

— 22

28

40-60 % W 61-80 %

81-89 % > 90 %
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BCL2 relation with Ki67

ki67
Mann-Whitney U 577,000
Wilcoxon W 3133,000
Z -3,875
Asymp. Sig. (2 failed) <0.001

It was observed that Ki67
expression rate was higher in

which the antiapoptotic protein
BCL2 was negative (p<0.001)




BCL2 relation with Ki67

Gender Range

No significant difference in BCL2

50 or Ki6/ expression,

0 | I | | | I ¥ immunophenotype or NCCN-IPI
I [ ol 1l I 1 score was found between

NGRS genders and age ranges.
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Kie7 > %90

Asymptotic
Significance(2- | Exact Sig. (2- | Exact Sig. (1- Point
Value df sided) sided) sided) Probability
Pearson Chi-Square 6,304 0,012 0,021 0,015
Continuity Correction 4,582 0,032
Likelihood Ratio 6,817 0,009 0,021 0,015
Fisher's Exact Test 0,021 0,015
Linear-by-Linear Association 6,242 0,01 0,021 0,015 0,014
N of Valid Cases 102
Asymptotic
Significance(2- | Exact Sig. (2- | Exact Sig. (1- Point
Value df sided) sided) sided) Probability
Pearson Chi-Square 13,382 0 0,001 0,001
Continuity Correction 10,613 0,001
Likelihood Ratio 12,455 0 0,001 0,001
Fisher's Exact Test 0,001 0,001
Linear-by-Linear Association 13,251 0 0,001 0,001 0,001
N of Valid Cases 102

There was no correlation
with the NCCN-IPI score
in those with Ki67
expression rate above 90,
but it was detected at

higher rate in the BCL2
negative group and with
the GCB phenotype

(p=0.001; p= 0.021).




The difference between NCCN-IPI score and Bcl2, Ki67 and phenotype were found to be

statistically insignificant

NCCN-IPI SCORE kie67 BCL2
Mann-Whitney U 914,500 1248,000 995,500
Wilcoxon W 1410,500 2329,000 1556,500
Z -1,466 -0,274 -1,108
Asymp. Sig. (2 failed) 0,143 0,784 0,268




Limitations

Single-centered study
Accessing the clinical data of the patient list

that organized from biopsy reports

Not assesing the patients according to

response of the therapy




Discussion
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Conclusion

Pathologically, BCL2, Ki67 expression rates and neoplastic cell origin (GCB/ABC) and clinically NCCN-IPI

score alone were not sufficient to determine the clinical prognosis of DLBCL..

Currently availabe prognostic markers are immunohistochemical and in situ hybridization evaluation

pathologically and clinical data.
However, according to these data there is no change in treatment.

Molecular profiling of the tumor with NGS which allows us to make a more accurate prediction of

prognosis and detecting the resistance of the current treatment.
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