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Summary
Human immunodefi ciency virus (HIV) infection is associ-
ated with an increased incidence of non-Hodgkin lympho-
ma (NHL) and Hodgkin lymphoma (HL). Th roughout the 
HAART era, autologous stem cell transplantation (ASCT) 
has been reported as a feasible, safe, and useful approach 
to either rescue or consolidate HIV-related lymphoma 
patients. However, the number of published comparative 
studies according to the HIV status is limited. Th e aim of 
the study was to estimate the early safety and effi  cacy of 
high-dose chemotherapy followed by autologous hemato-
poietic cell transplantation in HIV-related lymphoma.
Since the Jan 2016 seven patients with HIV-related lym-
phoma who have undergone ASCT were included in the 
prospective singe centre study (study group – HIV group, 
n=7). Th e data of the non-HIV-infected patients with lym-
phoma who have undergone ASCT at the same period of 
time (control group, n=28) were collected to compare the 
effi  cacy and safety of the procedure (ratio 1:4). Median 
follow up time was 12 (1-20) months in study group and 
8 (1-20) months in control group. Th e primary endpoint 
was overall survival (OS) at 12 months aft er ASCT. Sec-
ondary end points were hematopoietic recovery and organ 

toxicity, progression free survival (PFS) and relapse rate 
at 12 months aft er ASCT. Here we report the early results 
of a single institution (EBMT center CIC725) matched 
case-control study. Th is was an observation trial designed 
to prospectively evaluate the safety and eff ectiveness of 
ASCT for patients with HIV-related lymphoma. 

One-year overall survival in patients with HIV-related lym-
phoma was 100%, the probability of PFS – 85,7%, relapse 
rate – 14,3% and did not diff er from the control group. 
Th ere were not found statistical signifi cant diff erences be-
tween two groups in hematopoietic recovery and toxicity 
rate. Preliminary data provide further evidence that HIV 
status does not aff ect the outcome of ASCT for lymphoma, 
and therefore HIV status alone should no longer exclude 
these patients from transplant clinical trials.
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Introduction
Infection with human immunodefi ciency virus (HIV) is as-
sociated with a signifi cantly increased risk of cancer, includ-
ing Hodgkin lymphoma (HL) and non-Hodgkin lymphoma 
(NHL) even when patients are treated successfully with con-
temporary antiretroviral therapy [1, 2]. AIDS related malig-
nancies remain a leading cause of mortality [3]. Before the in-
troduction of highly active anti-retroviral therapy (HAART), 
HIV-infected patients were not candidates for standard, 
combination chemotherapeutic regimens because of the sig-
nifi cant risk of opportunistic infection and poor malignancy 
response rates [4]. Th erapy outcome in patients with HIV-re-
lated malignancies have improved since the improvement of 
HAART availability [5-8]. In the HAART era, treatment of 
HIV-related lymphomas with standard doses of chemother-
apy became possible for HIV positive patients [9-14].

Th e role of autologous hematopoietic stem cell transplanta-
tion (ASCT) in the care of patients with HIV-related lym-
phoma, however, remains unclear. In the non-HIV setting, 
patients with relapsed refractory NHL and HL have benefi ts 
from treatment with high-dose chemotherapy and ASCT 
[15, 16]. Early pivotal studies come from Europe and the 
United States demonstrated safety and effi  cacy the use of 
ASCT in the care of patients with high-risk, relapsed refrac-
tory HIV-related lymphoma [17, 18]. Th ese initial experi-
ences were encouraging and spurred other investigators to 
study the use of ASCT for patients with lymphoma and HIV. 
Th e summary of the studies of high-dose chemotherapy 
followed by autologous hematopoietic cell transplantation 
in HIV-related lymphoma adapted from the Serrano et al. 
[19] is outlined in Table 1. Th e limitation of these studies 
is their retrospective nature with a large variety in patient 
population, status of the disease, conditioning regimen and 
HAART strategy. Th at is why the role of high-dose chemo-
therapy followed by ASCT in lymphoma patients with HIV 
is still a subject of controversy. 

Th ere is an urgent need for prospective comparative matched 
case-controlled studies to prove the safety and effi  cacy of 
ASCT in HIV-related lymphoma and their number is lim-
ited. Th ere are three studies have been published that in one 
way or another meet the criteria prospective, comparative, 
matched case-controlled studies [26, 27, 28]. 

Here we report the early results of a single institution, EBMT 
center CIC725, matched case-control study. Th is was an ob-
servational trial designed to prospectively evaluate the safe-
ty and eff ectiveness of ASCT for patients with HIV-related 
lymphoma.

Patients and methods

Study design
Between January 2016 and October 2017, an observation-
al study was conducted at Raisa Gorbacheva Memorial 
Research Institute of Children Oncology, Hematology and 
Transplantation, Th e First State I. Pavlov Medical University 
of St. Petersburg (CIC725). Seven patients with HIV-related 

NHL or HL were enrolled in a trial. An approval for the tri-
al was issued by the University Institutional Review Board. 
All the patients signed an approved informed consent, in 
accordance with the Declaration of Helsinki. Th e data on 
twenty-eight non-HIV-infected lymphoma patients who 
underwent ASCT at the same time period (control group, 
n=28) were also collected to compare the effi  cacy and safe-
ty of the procedure (1:4). Th e patients were matched for age 
at ASCT, disease status at ASCT, number of prior regimens 
of chemotherapy, time from lymphoma diagnosis to ASCT, 
conditioning regimen and tumor histology.

Eligibility criteria
Th e indications for ASCT included NHL or HL if they met 
standard transplant criteria. HIV positive patients were re-
quired to exhibit a viral load of <50,000 copies/ml, being free 
of overt opportunistic infections at the time of ASCT, and 
receiving HAART for more than 6 months.

Stem cell mobilization and conditioning regimen
For stem cell mobilization, the patients received cyclophos-
phamide (CY) at 4000 mg/m2 with hydration, and Mesna 
(15 mg/kg) before and 3, 6, and 9 hours aft er CY for uro-
protection, or an alternative salvage chemotherapy to 
which the lymphoma was responding. Granulocyte colony-
stimulating factor (G-CSF) was administered at a dose of
10 μg/kg/day starting 2 days aft er the chemotherapy.
Leukapheresis was performed since the white blood count 
(WBC) reached ≥0.5×109/L, a maximum of 3 harvests, un-
til an intended number of 2×106 CD34+ cells/kg has been 
collected. In cases of poor stem cell mobilization (failed 
leukapheresis), bone marrow (BM) served as a source of 
hematopoietic stem cells (HSC) using a standard surgical 
procedure. Patients who met trial eligibility criteria under-
went ASCT following a preparative regimen that consisted of 
modifi ed BEAM to BeEAM treatment where the carmustine
300 mg/m2 (day -6) was replaced by Bendamustine 160 mg/
m2/day at day -7, day -6. Etoposide 100 mg/m2 daily (days 
-5 to -2), cytarabine200 mg/m2 twice daily (days -5 to -2), 
and melphalan 140 mg/m2 (day -1) [29]. Patients underwent 
ASCT on day 0 and received growth factor, transfusion, and 
antimicrobial supportive care as per the respective institu-
tional standards.

Autologous peripheral stem cells were thawed in a 37°C 
water bath and infused through the patient’s central venous 
catheter on transplantation day 0.

Clinical endpoints
Th is study was designed to assess the safety and tolerability 
of intensive chemotherapy and ASCT for the treatment of 
HIV-related NHL and HL. Th e primary end point for the 
trial was one-year OS aft er ASCT. Th e secondary endpoints 
were as follows:  hematopoietic recovery and organ toxicity, 
transplant-related mortality (TRM), progression free surviv-
al (PFS), the cumulative incidence of relapse/progressionat 
12 months aft er ASCT.

Th e patients underwent daily routine post-transplant blood 
tests from day 0 through the period of neutrophil recovery, 
and as per the respective institutional standards. Th e time 
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to hematopoietic recovery was defi ned as the fi rst of day of 
>500 neutrophils/μL following nadir and time to platelet 
count >20,000/μL at the fi rst of day with no platelet transfu-
sions for 2 preceding days. Post-AHCT toxicities were grad-
ed using the Common Terminology Criteria for Adverse 
Events, version 4. Microbiologically documented infections 
were classifi ed by clinical site, date of onset, and severity of 
the disease. Th e disease status was assessed in the patients 
before ASCT, at day +100 or earlier if signs of the disease 
re-appeared, and 1 year aft er ASCT. Responses of lymphoma 
to therapy were assessed using the Cheson criteria for deter-
mination of complete remission (CR), and CR+ partial re-
mission (PR) rates at day +100 [30]. Th e data of tests for HIV 
status (CD4+ cells, viral load) were collected from the HIV 
Department where the patients were assigned and observed. 

Statistical analysis
Survival estimates were calculated based on the Kaplan-Mei-
er method. Diff erences between survival curves were assessed 
by the log-rank test. Potential baseline diff erences between 
the two groups were examined using the Mann-Whitney test 
for continuous variables or Fisher’s exact test for categorical 
variables. Patients who were alive at the time of analysis were 
censored at the last contact date. Overall survival was de-
fi ned as the interval from day 0 ASCT to the death from any 
cause. Transplant-related mortality was defi ned as death oc-
curring in a patient from causes other than relapse/progres-
sion. Progression free survival was defi ned as the interval 
from day 0 ASCT to death, disease relapse, or progression.
Th e cumulative incidence of relapse/progressionwas defi ned 
as relapse or progressionoccurring in a patient the interval 
from day 0 ASCT to 12 months.

Table 1. Summary of reported studies autologous HSCT for non-Hodgkin’s and Hodgkin’s lymphoma
in HIV-infected patients

Krishnan 
et al. [20], 
2005

Spitzer
et al. [21], 
2008

Balsalobre 
et al. [22], 
2009

Serrano
et al. [23], 
2010

Re et al. 
[24],
2009

Gabarre
et al. [25], 
2004

Alvarnas
et al. [26], 
2016

Patients, total n 20 20 68 33 27 14 40

Non-Hodgkin’s
lymphoma

18 15 50 23 19 8 25

Hodgkin’s lymphoma 2 5 18 10 8 6 15

Disease Status at 
ASCT, Relapse/
Refractory 

0 0 8 0 0 3 1

CD34+ cells collected 
(×106/kg), median

10.60 4.62 4.50 3.30 5.90 5.80 3.90

Days to neutrophil 
engraftment, median

10 11 11 12 10 12 28

Days to platelet
engraftment, median

NR 13 14 20 12 11 18

HAART interruptions 
during HSCT, %

55 NR 23 39 23 7 32

Median follow-up 
time, months

32 6 32 61 44 36 24.8 

Non-relapse-related 
mortality at 1st year, %

5 5 7,5 15 0 0  5.2

Relapse of lymphoma 
after HSCT, %

10 45 29 21 22 57 12.5

Event-free
survival, %

85   49.5 56.5 53 75 20 NR

Overall survival, % 85 74 61 61 75 30 82

CD4+ cells, 6-12 
months after HSCT, 
median (range)

175 
(25–1064)

207
(53–574)

163
(8–1159)

200 
(90–1346)

190 
(88–545)

209 
(22–530)

280
(29-1148)

Note: HAART, highly active antiretroviral therapy; HSCT, hematopoietic stem cell transplant; NR, not records.
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Results

Patient characteristics
A consecutive case-series of 7 HIV-group patients and 28 
matched control group treated with ASCT between January 
2016 and October 2017 were included. Patient, disease, and 

treatment characteristics for both groups are provided in Ta-
ble 2. Both groups were comparable for all clinical and trans-
plantation characteristics except for the higher proportion 
of male sex (p=0.03) in HIV-group, misbalance in type of 
lymphoma: presence of non-Hodgkin T-cell lymphoma and 
prevalence of Hodgkin lymphoma in control group.

Table 2. Patients under study, clinical features, and treatment characteristics

Clinical and laboratory parameters HIV group
cohort

Control group cohort P values

n n  

Patients 7 28  

Median age, years range 41 (32-59) 31 (19-59) NS

Male sex 7 16 0.03

Non-Hodgkin lymphoma 3 8 0.46

         Diffuse large B-cell/plasmablastic 2 4

         Burkitt/Burkitt-like 1 1

         Peripheral T-cell 0 3

Hodgkin lymphoma 4 20 0.46

         Mixed cellularity 1 2  

         Nodular sclerosis 3 18  

Stage at diagnosis 

         II 2 9 0.85

         III 2 7 0.84

         IV 3 4 0.09

Bone marrow involvement 1 2 0.54

Treatment before ASCT 

         Median no. of treatment lines (range) 3 (2-6) 3 (1-5) NS

         Patients undergoing rituximab treatment 2 4 0.36

         Radiotherapy 2 11 0.59

Disease status at ASCT   

         CR/PR 7 25 0.36

         Relapse 0 3 0.36

ASCT conditioning regimen 

         BeEAM 6 15 0.12

         BeEAM/variants 0 10 0.06

         BeEAM+Rituximab 1 3 0.78

Median CD34+ infused cells 10^6/kg (range) 3,4 (2,6-6,0) 3,5 (1,7-6,87) NS

Time from diagnosis to ASCT (months) 17 (9-113) 17,5 (8-67) NS

Median months of follow-up from ASCT (range) 12 (1-20) 8 (1-20) NS

ASCT, autologous stem cell transplantation; NHL, non-Hodgkin lymphoma; CP, complete remission; PR, partial remission; NS, 
non-signifi cant diference.
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One patient was diagnosed with HIV infection concomitant 
with the lymphoma diagnosis and started on antiretroviral 
therapy together with chemo. Meanwhile, six patients in 
HIV group had a long history of HIV infection before the 
lymphoma was diagnosed. Median time from the registra-
tion of HIV-positive status to lymphoma diagnosis was 1734 
days (57.8 months). HIV status in study group at the moment 
of transplantation was as follows: HIV viral load was unde-
tectable (100%); the median number of CD4+ cells was 265 
cells/mcl; all the subjects received HAART. Neither patient 
had any planned or needed interruptions in their HAART 
during ASCT. All individual patient and HAART regimen 
have been consulted with the HIV specialist and changed the 
regimen before ASCT taking into account drug-drug inter-
actions. Only in two patients before ASCT the modifi cation 
of the scheme HAART was required. 

Six patients in HIV group received peripheral blood stem 
cell graft s, and BM was transfused in one case. Th e median 
transplanted HSC dose was 3.9×106 CD34+ cells/kg (range, 
1.6-11.0). A median of 2 apheresis collections was performed 
(range, 1-3). A median of 3.4×106 CD34+ cells/kg (range, 
2.6-6.0×106/kg) was transfused to the patients.

Figure 1. Time to hematopoietic recovery for neutrophils (1a), and platelets (1b) from day 0 of ASCT in HIV group 
versus control patients

1a Time to neutrophils recovery

time from day 0 ASCT, days

Log-Rank p=0,83
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1b Time to platelet recovery
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Engraftment
Th e median time to achievement of an absolute neutrophil 
count (ANC) of ≥0.5×109/L was similar for both groups: 14 
days (range, 11-30 days) in HIV-infected group and 16 days 
(range, 10-30 days) in control group (Fig. 1a). Th e median 
time to achievement of an unsupported platelet count of
≥20×109/L was 15 days (range, 11-30 days) in HIV-infect-
ed group and 14 days (range, 11-30 days) in control group
(Fig. 1b).

Toxicities
No fatal regimen-related toxicity occurred. Neither patient 
developed grade III or IV nausea or vomiting. Th ree patients 
developed oropharyngeal mucositis (3 cases – grade I-II, 
no one grade III). Tree patients experienced febrile neutro-
penia. Tree patients had a documented bacteremia within 
100 days post-ASCT (1 coagulase-negative staphylococcus, 
2 Klebsiella pneumoniae). Comparative characteristics of 
non-hematologic toxicities (≤100 days post-ASCT) are listed 
in Table 3.

Feature HIV-infected group (n=7) Control group (n=28) P value

CTCAE Toxicities
n (%) Grade max n (%) Grade max p=

enteropathy 3 (42,8) 3 7 (25) 3 0,875

nephrotoxicity 1 (14,2) 3 3 (10,7) 1 101

hepatotoxicity 4 (57) 4 10 (35,7) 2 1.01

mucositis 3 (42,8) 2 10 (35,7) 3 0.12

Stomatitis/pharyngitis 3 (42,8) 2 8 (28,5) 3 0.46

Febrile neutropenia 3 (42,8) - 15 (53,6) - 0.61

Documented infection 3 (42,8) - 10 (35,7) - 0.72

Metabolic 7 (100) 2 20 (71,4) 2 0.10

Headache/other pain 3 (42,8) 2 7 (25) 3 0.10

Table 3. Comparative characteristics of non-hematologic toxicities in the patients
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Outcomes 
With a median follow-up of 12 months (range, 1.2-20.7 
months) in HIV group and 8 (1-20) months in control 
group, 2 patients died in control group; one of them died 
within 1 year of transplant. Relapse of the underlying disease 
was a cause of death in both cases. Th ere were no registered 
events classifi ed as transplant-related mortality. Th e overall 
one-year survival (n=35) was 97.1%. Overall survival at 1 
year was 100% in HIV group, 96.4% – control group, and 
were not signifi cantly diff erent between the groups (Fig. 2a). 

At the time of transplant, 4 (57%) patients in HIV group and 
17 (60.7%) patients in control group were in CR, three pa-

tients (42.8%) in HIV group and 8 (28.5%) patients in con-
trol group were in PR, whereas three (10.7%) patient in con-
trol group had active diseaseat the moment of ASCT aft er 
achieving a PR to salvage therapy. During the fi rst year aft er 
ASCT, 1 (3.6%) patient in control group had relapse of the 
disease and died on day +73 and 1 patient (14.2%) in HIV 
group with HL where the anticancer immunotherapy was 
initiated. Th e probability of 1-year PFS for all patients was 
88.6%, in HIV group – 85.7% and 89.3% for control group 
(p=0.98) (Fig. 2b). Th e cumulative incidence of relapse/pro-
gression at 1 year was 11.4%. Th e cumulative incidence of re-
lapse/progression was 14,3% in HIV group and did not diff er 
from the control group 10.7% (p=0.98).

 

Figure 2. Overall survival (2a), and progression-free survival (2b) at the term of 1 year in HIV group versus control 
patients
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Discussion
Wide application of eff ective anti-HIV therapy allowed pa-
tients with HIV-related lymphoma to benefi t from standard 
chemotherapeutic regimens [9-14]. Clinical outcomes aft er 
treatment of these patients, including OS and PFS of treat-
ment these patients similar comparable with those of non–
HIV-infected individuals both in NHL and HL cases [7, 11, 
13, 14, 31]. 

In the early 90’s clinical studies established ASCT as the 
standard of care for managing patients with chemother-
apy-sensitive, relapsed/refractory NHL and HL [15-16, 32]. 
HIV infection historically has been considered as a con-
traindication to ASCT. With the improvement of supportive 
care, and the accumulation of experience in ASCT, as well as 
long-term results of the use of HAART there was an oppor-
tunity to extend implementation of high-dose chemotherapy 
followed by ASCT to HIV-infected patients. Series of the 
studies has been reported ASCT as a feasible, safe, and useful 
approach to either rescue or consolidate HIV-related lym-
phoma patients [19, 20-26].

Alvarnas JC et al. highlighted that published ASCT studies 
were largely limited to centers with signifi cant HIV-related 
expertise. Th is has prevented full acceptance of ASCT as 
the standard of care for patients with relapsed and resistant 
HIV-related lymphoma [26]. We cannot disagree with the 

statement of Dr. Alvarnas. Our transplant activity confi rms 
the fact that ASCT for patients with lymphoma and HIV re-
main largely limited to centers with signifi cant HIV-specifi c 
expertise [33].

Today we need prospective comparative matched case-con-
trolled studies in order to confi rm safety and effi  cacy of 
ASCT in HIV-related lymphoma. Th ree studies that in one 
way or another meet these criteria were published. One 
study is a single-institution one, from the City of Hope – the 
United States center that pioneered the use of hematopoietic 
stem cell transplantation for HIV positive patients [27]. Two 
other comparative trials represent a registry-based studies 
from the EBMT and CIBMTR databases [26, 28]. Table 4 
presents a summary of trials with appropriate comparative 
analyses of HIV-infected patients and matched cohorts from 
non–HIV-infected patients who underwent ASCT for treat-
ment of NHL and HL. Th e well-designed single center and 
multicenter studies have shown that HIV status does not af-
fect the outcome of ASCT performed for NHL and HL. Such 
a conclusion is based on a total group of 122 HIV-infected 
individuals with lymphoma observed in the three studies.  

Th is study and early-stage data confi rm some previously 
published statements that high-dose chemotherapy with 
ASCT is a safe and eff ective procedure in patients with high-
risk, relapsed refractory HIV-related lymphoma. Th e issues 
of ASCT safety in this category of patients become actual 
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Table 4. Summary of trials with comparative analysis of HIV-infected patients versus matched cohort
of non–HIV-infected patients who underwent ASCT for treatment of non-Hodgkin’s and Hodgkin’s lymphomas

Krishnan et al. [27], 2010 Diez-Martin et al. [28], 2009 Alvarnas et al. [26], 2016

Study design   A single institution,
retrospective, matched 
case-control study

A registry-based   ,
retrospective, individual-
matched, case-controlled 
study

A prospective phase 2
multicenter trial (#NCT01141712), 
comparison with CIBMTR
comparison data set

HIV control HIV control HIV control

Patients, total n 29 29 53 53 40 151

Non-Hodgkin’s lymphoma 29 29 35 35 25 –

Hodgkin’s lymphoma 0 0 18 18 15 –

Disease Status at ASCT, 
Relapse or Refractory 

7 6 5 5 1 –

ASCT Conditioning
Regimen, BEAM

0 3 3 6 40 –

TBI based 4 4 50 43 0 –

Other (*BCNU/VP16/CY) 25   * 22* 0 4 0 –

Median follow-up time, 
months

62.4
(0.7–123.3)

48.4
(4.4–101.6)

30 (3-81) 29.5 (3-98) 24.8 (2.8-27.7) –

Days to neutrophil
engraftment

10 (5–19) 11 (9–35) 11 (8-36) 11 (7-19) 28 –

Non–relapse-related
mortality at 1st year, %

11 (4–28%) 4 (1–25) – – 5.2 (0.9-15.2) –

p=0.18 – p =0.9

Progression free survival 
at 1-2.5 year, %

76 (62–85%) 56 (45–66%) 61 (47-75%) 56 (41-71%) 82.4
(66.6-91.2%)

69.5
(61.1-76.4%)

p=0.33 (2 years) p = NS (2.5 years) p=0.06 (1 year)

Overall survival
at 1-2.5 year, %

75 (61–85%) 75 (60–85%) 61.5 (47-76%) 70 (57-84%) 87.3
(72.1-94.5%)

87.7
(80.9-92.2%)

p=0.93 (2 years) p = NS (2.5 years) p=0.33 (1 year)

given that HSCT is a platform for development and appli-
cation of gene therapy, both with classic and more advanced 
genome editing techniques aimed to eradicate HIV infection 
[34-37]. In the last few years with a development of the ge-
nome editing technology based on autologous hematopoi-
etic stem cell transplantation is becoming one of the most 
promising methods of HIV one shot therapy procedure. 
Hematopoietic stem cells are one of the most popular and 
promising target for gene therapy protocols for the treatment 
of numerous disease and conditions, due to their tissue-spe-
cifi c homing, ability for diff erentiation and production of 
various blood cells, as well as broad clinical experience with 
their transplantation [38, 39].

Th ere is no doubt that further research in this fi eld and every 
new patient treated with ASCT procedure is of great value, 
and multicenter prospective comparative matched case-con-
trolled studies are required. Our pilot study involved a mod-
est number of patients observed for limited terms. However, 
it contributes to the solution of an urgent problem. Our pre-
liminary data provide further evidence that HIV status does 
not aff ect the outcome of ASCT for lymphoma. Patients with 
HIV-related lymphoma should be considered candidates for 
ASCT if they meet standard transplant criteria.
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Аутологичная трансплантация гемопоэтических ство-
ловых клеток у пациентов с ВИЧ-ассоциированными 
лимфомами: результаты одноцентрового (CIC725) 
сравнительного исследования «случай-контроль»

Резюме
Пациенты, инфицированные вирусом иммуноде-
фицита человека (ВИЧ) находятся в группе повы-
шенного риска развития неходжскинских лимфом и 
лимфомы Ходжкина.  При внедрении высокоактив-
ной антиретровирусной терапии (ВААРТ) проде-
монстрировано, что аутологичная трансплантация 
стволовых клеток (ауто-ТГСК) является приемле-
мым, безопасный и эффективным методом лече-
ния пациентов с лимфомами на фоне ВИЧ. Однако 
количество сравнительных исследований влияния 
статуса ВИЧ на результаты ауто-ТГСК ограничено. 
Мы представляем исследование, целью которого 
является оценить безопасность и эффективность 
высокодозной химиотерапии с ауто-ТГСК у пациен-
тов с лимфомами на фоне ВИЧ. С января 2016 года 
выполнены ауто-ТГСК семи пациентам с ВИЧ-ассо-
циированными лимфомами. Для проведения срав-
нительного анализа, в исследование включены 28 
пациентов с лимфомами без ВИЧ инфекции, кото-
рым выполнена ауто-ТГСК в тот же период времени 
(группа контроля, в соотношении 1:4).  Проводилась 
сравнительная оценка общей 1-годичной выживае-
мости, восстановления кроветворения, токсично-

сти, выживаемости без прогрессирования и куму-
лятивной частоты рецидивов/прогрессирования в 
течение одного года после ауто-ТГСК. Общая вы-
живаемость в течение одного года после ауто-ТГСК 
у пациентов с ВИЧ-ассоциированными лимфомами 
составила 100%, выживаемость без прогрессирова-
ния – 85,7%, частота рецидивов – 14,3% и не отли-
чалась от группы сравнения. При анализе токсич-
ности и скорости восстановления кроветворения 
значимых различий в группах сравнения не обнару-
жено. Предварительные данные подтверждают, что 
ВИЧ статус не влияет на результаты ауто-ТГСК для 
лечения лимфом, и поэтому наличие ВИЧ-инфек-
ции само по себе, не должно влиять на принятие ре-
шения о проведении высокодозной химиотерапии 
с аутологичной трансплантацией гемопоэтических 
стволовых клеток. 
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