Editorial

Immunotyping malignant lymphomas

A boon to diagnosis

As the case report by Linden et al in this issue
shows, recent advances in immunotyping have
given us much insight into the immunobiology
of lymphomas. With the benefit of widely avail-
able monoclonal antibodies, it is now possible to
identify the cell of origin of a lymphoid tumor
precisely in the maturation sequence of B and T
cells, from stem cell to mature cell. For example,
Linden et al were able to take a tumor of uncer-
tain histologic type and state with certainty that
it was a B-cell large-cell lymphoma derived from
late-secretory, preplasma cells.

Although most immunotyping studies have not
yet yielded statistically.significant results useful
for prognoses, these studies are beginning to find
broad clinical utility and practical application.
What statisticians and group studies have so far
failed to measure are the many cases in which
immunology has influenced clinical decision mak-
ing, thereby benefitting patients.

Among these cases are large-cell lymphomas
with sclerosis, as Linden et al describe, and cases
of sinusoidal, large-cell lymphoma,2 which had
frequently been called carcinomas because of ma-
lignant cell “nesting.” Clearly, these patients ben-
efit from improved diagnostic insight by receiv-
ing more appropriate therapy. Patients previ-
ously referred to as having “undifferentiated”
malignancies also benefit. Whereas the diagnosis
of undifferentiated malignancy was once com-
mon in hospital practice, it 1s now becoming rarer
because of 1mmunotypmg We now commonly
overcome the price previously paid for diagnostic
uncertainty: vague messages to the patient and
ill-defined treatment plans. Because of immuno-
typing, fewer non-Hodgkin’s lymphomas are now
confused with Hodgkin’s lymphomas. In such
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instances, by detecting monoclonality (immuno-
globulin restriction or the presence of a single
T-cell subset), we give more appropriate therapy
and may eliminate the need for laparotomy.* Ih
another instance, we now recognize that periph-
eral T-cell lymphomas frequently show aberrant
myelocytopoiesis, and we no longer confuse them
with granulocytic sarcomas.>® In patients with
pseudolymphoma, immunotyping obviates over-
treatment because detailed analys1s reveals the
nonmalignant nature of the lesion.” We now rec-
ognize the peripheral T-cell phenotype as an
aggressive subtype of large-cell lymphoma prone
to relapse. These peripheral T-cell lymphomas
may require different treatment strategies.®?
Similarly, lymphoblasnc lymphomas of remarka-
bly different immunotypes have been detected,
including some with pre-B or pre-pre-B pheno-
types, suggesting that treatment of lymphoblastic
phenotypes may need to vary, as with acute lym-
phocytic leukemia phenotypes.'®!! Thus, com-
plex phenotypes are now seen to dellneate many
subtypes of lymphoma.

On the other hand, the detailed i 1mmunotypes
are also revealing the close immunologic relat-
edness of certain entities previously believed to
be unrelated, for example, small lymphocytic
lymphoma, mantle-zone lymphoma, and inter-
mediate lymphoma, all of which frequently coex-
press pan-B B; and pan-T leu 1. Detailed im-
munotypes have also revealed the relationship of
transformed mallgnant lymphomas to their more
indolent predecessors.'®

‘Preliminary data on the reproduc1b111ty of im-
munohistochemical results are emerging. A re-
cent double-blind, interinstitutional comparative
study (Grogan TM and Tubbs RR, unpublished)
indicates that immunotyping greatly improves
the capability to diagnose lymphoma subtypes,
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with 93% immunotypic agreement vs. 55% to
58% for histologic diagnoses.'*'® Indeed, some
subtypes readily delineated by immunotyping
cannot be reproducibly diagnosed by histology,
even by experts.”®!” In one study on nodular
mixed lymphoma, seven experts agreed on the
diagnosis of nodular mixed lymphoma in only
one of 39 cases.'” Clearly, these limits on histo-
logic reproducibility pose major restraints on
group study. The long-term debate over whether
nodular mixed lymphoma is curable cannot be
resolved because experts cannot agree on the
histologic diagnosis, thus casting doubt on the
treatment results. Even the basic histologic ex-
ercise of distinguishing low-grade from high-
grade lymphoma has a high diagnostic error
rate.'® Immunotyping promises to reduce it.'®
We believe that immunophenotyping studies
have not yet detected prognostic significance,
largely because few cases have been studied with
immunologic completeness. The most recent im-
munologically complete studies suggest immu-
notyping is useful. Most studies of peripheral T-
cell lymphoma now suggest an aggressive course
distinguishable from other large-cell lymphomas
(LCLs) or diffuse, mixed lymphomas.® Lympho-
blastic cases with pre-B and pre-pre-B phenotypes
have a different clinical profile from other forms
of lymphoblastic lymphoma.'®!'! CALLA expres-
sion in myeloma has been associated with poor
prognosis.'® Interestingly, the present case report
by Linden et al shows mature plasma cell-like
features to be prognostically relevant; plasma-cell
malignancies with immature B-cell features also
have proved to be prognostically relevant.'® The
poor prognosis in the case described by Linden
et al may also relate to the expression of immu-
noglobulin (Ig). In two studies, SIg* LCLs have
poor five-year survival (15%) relative to SIg™
LCLs (63%).">%* Clearly, surface markers are
beginning to identify high-risk, poor-prognosis
patients who may benefit from different treat-
ment strategies. Improved treatment is only a
prospect unless preceded by diagnostic insight.
We are learning that there is more to tumor
immunology than the tumor’s phenotype. Recent
evidence suggests that the immunotype of the
host response may be pivotal.?' Future immuno-
typing, then, should include not only a tumor
phenotype but also a host-response profile. Be-
cause of an interest in this level of information,
we now use 45 monoclonals for all lymphoma
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and leukemia cases to fully characterize the tu-
mor as well as the response to it.

We anticipate the day when a single biopsy can
generate a histologic report, a tumor phenotype,
a host response profile, a printout of this pheno-
type compared to others, and a statement of the
usual clinical profile and past treatment history
of patients with similar profiles. This prospect is
momentarily beyond our reach, but technologi-
cally within our grasp. Furthermore, this revo-
lution is not restricted to lymphoma; one day all
tissue biopsies will benefit from this degree of
“chemical proof.” As prospective patients, we all
welcome that day.

THOMAS M. GROGAN, M.D.
CATHERINE M. SPIER, M.D.
THOMAS P, MILLER, M.D.
Departments of Pathology
University of Arizona

College of Medicine

1501 North Campbell Ave.
Tucson, AZ 85724

References

1. Linden MD, Tubbs RR, Weick JK. Large-cell lymphoma
with diffuse sclerosis: a B-cell neoplasm of late-secretory,
preplasma cells: Cleve Clin Q 1986; 53:319-322.

2. Osborne BM, Butler JJ, Mackay B. Sinusoidal large cell
(“histiocytic”) lymphoma. Cancer 1980; 46:2484-2491.

3. Gatter KC, Alcock C, Heryet A, et al. The differential
diagnosis of routinely processed anaplastic tumors using
monoclonal antibodies. Am J Clin Pathol 1984; 82:33-43.

4. Bloomfield CD, Gajl-Peczalska K], Frizzera G, LeBien
TW.  The clinical utility of cell surface markers in malignant
lymphoma. {In] Ford R], Hagemeister FB, eds. New Perspec-
tives in Human Lymphomas. New York, Raven Press, 1984,
pp 263-276. .

5. Auger M], Nash JRG, Mackie MJ. Marrow involvement with
T -cell lymphoma initially presenting as abnormal myelo-
poiesis. ] Clin Pathol 1986; 39:134-137.

6. Whitcomb CC, Sternheim WL, Borowitz MJ, Davila E, Byrne
GE. T-cell lymphoma mimicking granulocytic sarcoma. Am
J Clin Pathol 1985; 84:760-763.

7. Wirt DP, Grogan TM, Jolley CS, et al. The immunoarchi-
tecture of cutaneous pseudolymphoma. Hum Pathol 1985;
16:492-510.

8. Grogan TM, Fielder K, Rangel G, et al. Peripheral T-cell
lymphoma: aggressive disease with heterogeneous immuno-
types. Am J Clin Pathol 1985; 83:279-288.

9. Brisbane JU, Berman LD, Neuman RS. Peripheral T-cell
lymphoma: a clinicopathologic study of nine cases. Am | Clin
Pathol 1983; 79:285-293.

10. Weiss LM, Bindl JM, Picozzi VJ, Link MP, Warnke
RA. Lymphoblastic lymphoma: an immunophenotype study
of 26 cases wtih comparison to T cell acute lymphoblastic
Jeukemia. Blood 1986; 67:474-478.

11. Grogan T, Spier C, Wirt DP, etal. Immunologic complexity
of lymphoblastic lymphoma. Diagn Immunol 1986; 4:81-88.

12. Spier CM, Grogan TM, Fielder K, Richter L, Rangel

Downloaded from www.ccjm.org on August 18, 2025. For personal use only. All other uses require permission.


http://www.ccjm.org/

Fall 1986

13.

14.

15.

16.

C. Immunophenotypic profiles in “well differentiated” lym-
phoproliferative disorders with emphasis on small lymphocytic
lymphoma. Hum Pathol (in press).

Erickson DJ, Cousar JB, Flexner JM, Collins RD.
Transformation of follicular center cell (FCC) lymphomas
(Lukes-Collins classification): progression of small cleaved-cell
(SCC) type to transformed cell type (abst.). Lab Invest 1981;
44:16A.

Jones SE, Butler JJ, Byrne GE Jr, Coltman CA, Moon
TE. Histopathologic review of lymphoma cases from the
Southwest Oncology Group. Cancer 1977; 39:1071-1076.
Vélez-Garcia E, Durant J, Gams R, Bartolucci A.  Results of
a uniform histopathologic review system of lymphoma cases:
a ten-year study from the Southeastern Cancer Study Group.
Cancer 1983; 52:675-679.

Grogan TM, Hicks MJ, Jolley CS, Rangel CS, Jones
SE. Identification of two major B cell forms of nodular
mixed lymphoma. Lab Invest 1984; 51:504-514.

17.

18.

19.

20.

21.

Cleveland Clinic Quarterly 317

Melter GE, Nathwani BN, Burke JS, et al. Morphological
subclassification of follicular lymphoma: variability of diag-
noses among hematopathologists, a collaborative study be-
tween the repository center and pathology panel for lym-
phoma clinical studies. J Clin Oncol 1985; 3:25-38.

Durie BGM, Grogan TM. CALLA-positive myeloma: an
aggressive subtype with poor survival. Blood 1985; 66:229—
232,

Horning SJ, Doggett RS, Warnke RA, Dorfman RF, Cox RS,
Levy R. Clinical relevance of immunologic phenotype in
diffuse large cell lymphoma. Blood 1984; 63:1209-1215.
Warnke R, Miller R, Grogan T, Pederson M, Dilley J, Levy
R. Immunologic phenotypes in 30 patients with diffuse
large-cell lymphoma. N Engl ] Med 1980; 303:293-300.
Dvoretsky P, Wood GS, Levy R, Warnke RA.  T-lymphocyte
subsets in follicular lymphomas compared with those in non-
neoplastic lymph nodes and tonsils. Hum Pathol 1982;
13:618-625.

Downloaded from www.ccjm.org on August 18, 2025. For personal use only. All other uses require permission.


http://www.ccjm.org/

