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Abstract We analyzed the effects of the initial approach to
patients with follicular lymphoma (FL) on outcomes in order
to investigate whether the watch and wait (WW) strategy is still
an acceptable approach in the rituximab era. We retrospectively
analyzed 348 patients who were initially diagnosed with FL
between 2000 and 2012. We compared the clinical outcomes
of theWWcohort and immediate treatment cohort. Among 348
patients (median age of 57 years, range: 19–85), 101 were
initially managed with WWand 247 were immediately treated.
The median follow-up duration was 75 months (range: 7–169).
The estimated median time to treatment failure (TTF) in the
treatment following WW cohort and immediate treatment co-
hort were 92months (95%CI, 60.1–NA) and 77months (95%
CI, 65.1–107.6), respectively, which were not significantly dif-
ferent (P = 0.272) . In a multivariate analysis, clinical stage was
identified as a predictive factor of TTF (HR 1.19, 95 % CI,
1.03–1.38, P < 0.05). Neither overall survival rate nor cumula-
tive risk of transformation between the WW cohort and imme-
diate treatment cohort was significant. The results of the present
study suggested that the WW strategy is still an acceptable
approach for selected FL patients in the rituximab era.
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Introduction

In the pre-rituximab era, several studies revealed that the
watch and wait (WW) strategy was not associated with the
outcomes of patients with follicular lymphoma (FL) regard-
less of their tumor burden [1–7]. These findings confirmed
that WW may be one of the standard approaches for patients
with asymptomatic FL. However, it is currently being debated
whether WW is still acceptable in the rituximab era.

In recent years, the role of WW has been examined in more
detail in patients with FL. Two retrospective studies concluded
that theWW strategy is still an acceptable approach for selected
patients [8, 9]. Another two prospective studies reported that the
outcomes of a cohort managed with WW were poorer in those
treated with rituximab-containing therapy [10, 11]. Therefore,
in the rituximab era, there are no longer adequate grounds for
the immediate treatment of patients with FL. We herein report
the results of our retrospective study on the effects of the initial
approach to patients with FL on outcomes.

Patients and methods

Patients who were newly diagnosed with FL grades 1 to 3a in
accordance with the World Health Organization classification
[12] at the National Cancer Center Hospital between 2000 and
2012 were included irrespective of age, Ann Arbor stage,
Eastern Cooperative Oncology Group performance status,
symptoms, tumor burden, Fol l icular Lymphoma
International Prognostic Index 2 (FLIPI2) [13], and time to
start the initial treatment. In the present study, a high tumor
burden (HTB) was defined as cases with at least one of the
following items: the largest mass of more than 7 cm, more
than three nodal sites with a diameter >3 cm, significant se-
rous effusion, organ compression, and symptomatic
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splenomegaly [4]. Exclusion criteria were the presence of a
histological transforming component such as diffuse large B
cell lymphoma (DLBCL) at the time of the initial diagnosis or
patients who were enrolled in new agent clinical trials. The
decision on when to start the initial treatment was made by the
responsible physicians. Patients were managed in accordance
with good practice rules. Clinical data were collected from our
medical records, including patient baseline characteristics, ini-
tial approaches, responses after the treatment, and reasons for
starting the treatment following WW. We evaluated overall
survival (OS), time to treatment failure (TTF), and the cumu-
lative risk of transformation. Judgments on transformation
were made pathologically and/or clinically. Clinical transfor-
mation was considered, for example, when the patient exhib-
ited rapid elevations in lactate dehydrogenase, rapid growth of
the tumor, B symptoms, or hypercalcemia.

We compared the outcomes of patients who were treated
followingWWwith those who were immediately treated. The
WW cohort was defined as patients who did not received the
initial treatment in the first 3 months of the diagnosis. In the
WW cohort, the clinical features of patients who needed to be
treated after observations were also analyzed.

TTF was defined as the time from the initial diagnosis to
progression or death after the first treatment regardless of the
initial approach. Patients who continued WW during the
follow-up were not included as subjects for TTF. OS was de-
fined as the time from the initial diagnosis to death by any cause
and was analyzed using the Kaplan-Meier method. In the anal-
ysis of OS, transformation was regarded as a time-dependent
covariate. Cox’s proportional hazards model was used to assess
relationships between clinical variables and treatment failure or
death. The cumulative incidence of transformation was deter-
mined by using death as a competing risk. The cumulative risk
of transformation was estimated using the Gray method. The
relationship between clinical variables and transformation was
analyzed using the Fine-Gray proportional hazards models
[14]. Fisher’s exact test was used to compare two categorical
variables. In this study, two-sided p values less than 0.05 were
considered significant. All analyses were performed with EZR
(Easy R) version 1.32 (Saitama Medical Center, Jichi Medical
University), which is a graphical user interface for R (The R
Foundation for Statistical Computing, version 3.2.2) [15].

This study was conducted according to the provisions of
the Declaration of Helsinki. The Institutional ReviewBoard of
the National Cancer Center approved this study protocol.

Results

Patient characteristics

Between January 2000 and December 2012, 348 patients,
with a median age of 57 years (range: 19–85 years), were

newly diagnosed with FL grades 1 to 3a without the compo-
nents of DLBCL in our institution. According to the physi-
cian’s discretion, 101 patients were initially managed with
WWand 247 were immediately treated.

The baseline characteristics of patients are shown in
Table 1. No patients with B symptoms were observed in the
WWcohort. Clinical physicians preferred to immediately treat
patients with histological grade 2 or 3a, FLIPI2 high, perfor-
mance status 1 or higher, or HTB.

Treatment following WW

In the WW cohort, 45 patients (45 %) received an anti-
lymphoma treatment after a median WW duration of
16 months (range: 3–122 months). The reasons for starting
this treatment after WWare listed in Table 2, with the progres-
sion of tumors being the most common reason (58%). Sixteen
patients advanced to HTB from a low tumor burden (LTB)
during WW. Treatments following WW included rituximab
plus chemotherapy in 27 patients (60%), rituximabmonother-
apy in 11 (24 %), radiotherapy alone in 4 (9%), and
chemotherapy alone in 3 (7%) (Table 3). No patients received
rituximab maintenance therapy during the study period.

Response and TTF

By the end of the follow-up, 289 patients including 42 in the
WW cohort and 247 in the immediate cohort had completed
the initial treatment. Responses to the initial treatment were as
follows: 228 patients achieved a complete response, 54 partial
responses, two stable diseases, and five progressive diseases.
Among the patients who received the initial treatment during
the follow-up, 136 were regarded as treatment failures after
the initial treatment: 15 out of 42 (36%) in theWW cohort and
121 out of 247 (49 %) in the immediate treatment cohort. The
estimated median TTF were 92 months (95 % CI, 60.1–NA)
in theWWcohort and 77months (95%CI, 65.1–107.6) in the
immediate treatment cohort, which were not significantly
different (P = 0.272) (Fig. 1). In a multivariate analysis,
clinical stage 3 or 4 was identified as a predictive factor for
TTF (HR 1.19, 95 % CI, 1.03–1.38, P < 0.05).

OS

Nineteen (6 %) patients died with a median follow-up of
75 months (range: 7–169). The causes of their deaths in-
cluded the progression of FL in 8 patients: 5 had no ev-
idence of transformation, 2 clinically transformed FL, and
1 pathologically transformed FL; secondary malignancies
in 8: 2 with acute lymphoblastic leukemia, 2 acute mye-
loid leukemia, 1 primary unknown small cell carcinoma, 1
lung cancer, and 1 esophageal cancer; idiopathic pulmo-
nary fibrosis in 1; acute heart failure of unknown etiology
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in 1; and unknown in 1. The difference in OS rates be-
tween the WW cohort and the immediate treatment cohort
was not significant (P = 0.294) (Fig. 2a). Clinical stage
(HR 2.05, 95 % CI, 1.12–3.75, P < 0.05), age >60 years
(HR 3.87, 95 % CI, 1.52–9.85, P < 0.05), and transforma-
tion (as a time-dependent covariate) (HR 6.15, 95 % CI,
1.64–23.02, P < 0.05) were identified as risk factors for
death in the multivariate analysis.

Incidence of transformation

Nineteen patients (6 %) exhibited transformation: 3 in the WW
cohort and 16 in the immediate treatment cohort. Only three
patients were proven to have pathologically transformed FL
while the remaining patients showed clinical transformation.
The median time to events was 54 months (range: 9–166).
The cumulative risk of transformation in the two cohorts was
similar (P = 0.64) (Fig. 2b). The cumulative incidence rates of
transformation at 5 and 10 years were 4.4 % (95 % CI, 1.0–
11.8) and 4.4 % (95 % CI, 1.0–11.8) in the WW cohort and
3.6 % (95 % CI, 1.7–6.7) and 7.6 % (95 % CI, 4.2–12.1) in the
immediate treatment cohort, respectively. In the multivariate
analysis, none of the baseline characteristics or initial
approaches was significant for the risk of transformation.

Subgroup analysis by tumor burden

We performed subgroup analyses of TTF, OS, and transfor-
mation rates in all patients according to their tumor burden.
The WW cohort had 20 patients with HTB and 81 with LTB,

Table 1 Patient characteristics at
the initial diagnosis WW cohort (N = 101) Immediate treatment cohort (N = 247) P

Characteristics No. % No. %

Age (years)

Median 59 57 0.07
Range 35–85 19–85

>60 45 45 % 84 34 %

Male 52 51 % 112 45 % 0.34

Performance status

0 97 96 % 193 78 % <0.001
1 4 4 % 53 21 %

2 0 0 % 1 0 %

Histological grade

1 55 54 % 90 36 % 0.004
2 35 35 % 102 41 %

3a 11 11 % 55 22 %

Ann Arbor stage

1 24 24 % 54 22 % 0.100
2 18 18 % 22 9 %

3 18 18 % 48 19 %

4 41 41 % 123 50 %

Bone marrow involvement 32 32 % 96 39 % 0.22

B symptoms 0 0 % 12 5 % 0.02

FLIPI2

Low 58 57 % 120 49 % 0.034
Intermediate 20 20 % 51 21 %

High 8 8 % 46 19 %

Unknown 15 15 % 30 12 %

High tumor burden 20 20 % 130 53 % <0.001

WW watch and wait, FLIPI Follicular Lymphoma International Prognostic Index

Table 2 Reasons for
starting the treatment
after WW (N = 45)

Reason No. %

Progression of tumors 26 58

Development of symptoms 9 20

Organ compression 4 9

Patient request 3 7

Transformation 2 4

Other 1 2

WW watch and wait
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while the immediate treatment cohort had 130 with HTB and
117 with LTB. In both subgroups, no significant differences
were observed in the TTF, OS, or transformation rates
between the two cohorts.

Discussion

This was a retrospective analysis that focused on the influence
of the WW strategy for patients with newly diagnosed FL in
the rituximab era. We analyzed the clinical outcomes of the
whole population of FL in our institution in order to identify
patients manageable with WW in the rituximab era.

In the present study, TTF, which was defined as the time
from the initial diagnosis to progression or death after the first
treatment, was considered to be one of the reasonable end-
points, while some research on FL selected progression-free
survival (PFS) for the primary endpoint, the time from start of
the initial treatment, or WW to disease progression or death.
The difference between TTF in our study and PFS was wheth-
er WW is regarded as one of the initial treatments. Since it is
not rare for FL to regrow repeatedly after responding to pre-
vious treatments, it is necessary to use TTF in order to verify
whether the WW strategy has the potential to successfully
postpone the initial treatment of FL.

In the present study, the estimated TTF in patients treated
following WW was 92 months, which appears to be better

than those reported recently. Solal-Cligny et al. retrospectively
investigated 107 patients with LTB in the F2-study database
who were initially managed with WW. The 4-year freedom
from treatment rate was 79%, which was not inferior to that of
patients with LTB who were initially treated with a rituximab-
based regimen [8]. In a randomized phase III trial conducted
by Ardeshna et al., 379 patients with LTB were randomly
assigned to the WW arm, rituximab induction arm, or rituxi-
mab induction followed by a rituximab maintenance arm.
They reported that the time to the start of the new treatment
in the WW arm was significantly shorter than the time to the
next treatment in the other two arms [10]. Although only pa-
tients with no symptoms with LTB were evaluated in their
phase III trial, we analyzed the clinical data of patients with
FL irrespective of their symptoms and tumor burden.

It has not yet been proven that the immediate treatment of
patients after the diagnosis of FL delays the incidence of trans-
formation. No significant differences were observed in the
cumulative risk of transformation between the WW cohort
and immediate treatment cohort in the present study. A
prospective observational study that mainly evaluated the in-
cidence of histological transformation of FL has been con-
ducted; 631 patients were enrolled, the transformation rate at
5 years was the highest in patients who were initially observed
without any treatments, and immunochemotherapy improved
post-transformation prognoses [11]. This observational study
did not show definitive criteria for starting treatments or how
to follow-up patients. A prospective interventional trial needs
to be conducted in order to clarify whether the WW strategy
affects the incidence of transformation of FL.

It was also essential for us to identify the best candidates for
theWW strategy. In clinical practice, physicians typically take
account of the tumor burden, which is based on the criteria
advocated by Group d’ Etude des Lymphomes Folliculaires
[4, 16], British National Lymphoma Investigation [5], and
German Low-grade Lymphoma Study Group [17].
Rituximab plus chemotherapy is regarded as the standard
treatment strategy for patients with HTB. On the other hand,
it is acceptable to observe patients with LTB without any
treatment until progression to HTB [18]. Although the WW
cohort in the present study had more patients with LTB, no

Table 3 Initial treatments
Treatment following WW (N = 45) Immediate treatment (N = 247)

Treatment No. % No. %

Rituximab monotherapy 11 24 20 8

Rituximab + chemotherapy 27 60 169 68

Chemotherapy 3 7 7 3

Radiation therapy only 4 9 35 14

Radiation + chemotherapy ± rituximab 0 0 16 6

WW watch and wait

Immediate treatment
Treatment following WW
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Fig. 1 TTF of the treatment following WW cohort and immediate
treatment cohort
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significant differences were observed in outcomes between
the WW cohort and immediate treatment cohort. This result
suggests that the WW strategy based on the tumor burden is
acceptable in the rituximab era.

There were several limitations to this study. The number
of events may not have been sufficient for evaluation in the
analysis of OS and transformation rate. There might be var-
ious reasons why the risk of transformation was lower than
we had expected: short duration of follow-up, difficulty in
detecting the data on incidence of clinical transformation,
and small number of the patients with high FLIPI2 score.
Furthermore, the results may have been affected by the phy-
sicians’ choices in assigning patients to a cohort. In addi-
tion, the restrictions associated with a retrospective study
added further obstacles.

In conclusion, the WW strategy did not have a negative
impact on TTF, OS, or transformation in selected patients with
FL. These results suggest that this strategy is still an accept-
able approach for FL patients in the rituximab era. Further
studies, particularly a prospective cohort study including an
evaluation of optimal criteria for starting anti-lymphoma
treatments, will confirm these results.

Acknowledgments We would like to thank all participating physicians
for their support of this study.

Authors’ contribution SYand DM designed the study. DM, SM, AM,
HK, KM, SF, WM, TS, YK, and KeT provided the cases. AMM and HT
reviewed the histopathological diagnosis. SY and KiT performed the
statistical analysis. SY and DM wrote the draft of the manuscript. All
authors have read and approved the final version of the manuscript.

Compliance with ethical standards

Ethical approval All procedures performed in studies involving
human participants were in accordance with the ethical standard of the
institutional and/or national research committee and with the 1964
Helsinki declaration and its later amendments or comparable ethical
standards. For this study, formal consent is not required.

Fundings This work was supported in part by the National Cancer
Center Research and Development Fund (26-A-4) and a grant for cancer
research (Practical Research for Innovative Cancer Control) from the
Japan Agency for Medical Research and Development (AMED).

Conflict of interest Kensei Tobinai received research funding from
Zenyaku Kogyo and Chugai Pharmaceutical.

Open Access This article is distributed under the terms of the Creative
Commons At t r ibut ion 4 .0 In te rna t ional License (h t tp : / /
creativecommons.org/licenses/by/4.0/), which permits unrestricted use,
distribution, and reproduction in any medium, provided you give appro-
priate credit to the original author(s) and the source, provide a link to the
Creative Commons license, and indicate if changes were made.

References

1. Horning SJ, Rosenberg S (1984) The natural history of initially
untreated low-grade non-Hodgkin’s lymphomas. N Engl J Med
311:1471–1475. doi:10.1056/nejm198412063112303

2. Young RC, Longo DL, Glatstein E, Ihde DC, Jaffe ES, DeVita VT Jr
(1988) The treatment of indolent lymphomas: watchful waiting v
aggressive combined modality treatment. Semin Oncol 25(2 Suppl
2):11–16

3. Horning SJ (1993) Natural history of and therapy for the indolent
non-Hodgkin’s lymphomas. Semin Oncol 20(5 Suppl 5):75–88

4. Brice P, Bastion Y, Lepage E, Brousse N, Haioun C, Moreau P,
Straetmans N, Tilly H, Tabah I, Solal-Celigny P (1997)
Comparison in low-tumor-burden follicular lymphomas between
an initial no-treatment policy, prednimustine, or interferon alfa: a
randomized study from the Groupe d’Etude des Lymphomes
Folliculaires. Groupe d’Etude des Lymphomes de l’Adulte. J Clin
Oncol 15:1110–1117

5. Ardeshna KM, Smith P, Norton A, Hancock BW, Hoskin PJ,
MacLennan KA, Marcus RE, Jelliffe A, Hudson GV, Linch DC
(2003) Long-term effect of a watch and wait policy versus imme-
diate systemic treatment for asymptomatic advanced-stage non-
Hodgkin lymphoma: a randomised controlled trial. Lancet 362:
516–522. doi:10.1016/s0140-6736(03)14110-4

6. Advani R, Rosenberg SA, Horning SJ (2004) Stage I and II follicular
non-Hodgkin’s lymphoma: long-term follow-up of no initial therapy.
J Clin Oncol 22:1454–1459. doi:10.1200/JCO.2004.10.086

Time (months)

Immediate treatment
WW

Immediate treatment
WW

Time (months)

P
ro

ba
bi

lit
y

C
um

ul
at

iv
e

in
ci

de
nc

e

0 50 100 150 200
0.0

0.2

0.4

0.6

0.8

1.0

247 199 87 7 0
101 48 15 1 0

Number at risk
0 50 100 150 200

0.0

0.2

0.4

0.6

0.8

1.0

247 193 86 6
0101 47 14 1

Immediate treatment
WW

0
Number at risk

Immediate treatment
WW

Abbreviation: WW, watch and wait

(a) (b)Fig. 2 a OS of the WW cohort
and immediate treatment cohort.
b Cumulative incidence of
transformation of the WW cohort
and immediate treatment cohort

Ann Hematol (2016) 95:2017–2022 2021

http://dx.doi.org/10.1056/nejm198412063112303
http://dx.doi.org/10.1016/s0140-6736(03)14110-4
http://dx.doi.org/10.1200/JCO.2004.10.086


7. Bachy E, Brice P, Delarue R, Brousse N, Haioun C, Le Gouill S,
Delmer A, Bordessoule D, Tilly H, Corront B, Allard C, Foussard
C, Bosly A, Coiffier B, Gisselbrecht C, Solal-Celigny P, Salles G
(2010) Long-term follow-up of patients with newly diagnosed fol-
licular lymphoma in the prerituximab era: effect of response quality
on survival—a study from the groupe d’etude des lymphomes de
l’adulte. J Clin Oncol 28:822–829. doi:10.1200/JCO.2009.22.7819

8. Solal-Celigny P, Bellei M, Marcheselli L, Pesce EA, Pileri S,
McLaughlin P, Luminari S, Pro B, Montoto S, Ferreri AJ,
Deconinck E, Milpied N, Gordon LI, Federico M (2012)
Watchful waiting in low-tumor burden follicular lymphoma in the
rituximab era: results of an F2-study database. J Clin Oncol 30:
3848–3853. doi:10.1200/JCO.2010.33.4474

9. Nastoupil LJ, Sinha R, Byrtek M, Ziemiecki R, Zhou X, Taylor M,
Friedberg JW, Link BK, Cerhan JR, Dawson K, Flowers CR (2016)
Outcomes followingwatchful waiting for stage II-IV follicular lym-
phoma patients in the modern era. Br J Haematol 172:724–734.
doi:10.1111/bjh.13895

10. Ardeshna KM, Qian W, Smith P, Braganca N, Lowry L, Patrick P,
Warden J, Stevens L, Pocock CFE,Miall F, CunninghamD, Davies
J, Jack A, Stephens R, Walewski J, Ferhanoglu B, Bradstock K,
Linch DC (2014) Rituximab versus a watch-and-wait approach in
patients with advanced-stage, asymptomatic, non-bulky follicular
lymphoma: an open-label randomised phase 3 trial. Lancet Oncol
15:424–435. doi:10.1016/s1470-2045(14)70027-0

11. Link BK, Maurer MJ, Nowakowski GS, Ansell SM, Macon WR,
Syrbu SI, Slager SL, Thompson CA, Inwards DJ, Johnston PB,
Colgan JP, Witzig TE, Habermann TM, Cerhan JR (2013) Rates
and outcomes of follicular lymphoma transformation in the
immunochemotherapy era: a report from the University of Iowa/
Mayo Clinic specialized program of research excellence molecular
epidemiology resource. J Clin Oncol 31:3272–3278. doi:10.1200
/JCO.2012.48.3990

12. Jaffe ES (2009) The 2008 WHO classification of lymphomas: im-
plications for clinical practice and translational research.
Hematology Am Soc Hematol Educ Program 2009:523–531.
doi:10.1182/asheducation-2009.1.523

13. FedericoM, BelleiM,Marcheselli L, Luminari S, Lopez-Guillermo
A, Vitolo U, Pro B, Pileri S, Pulsoni A, Soubeyran P, Cortelazzo S,

Martinelli G, Martelli M, Rigacci L, Arcaini L, Di Raimondo F,
Merli F, Sabattini E, McLaughlin P, Solal-Celigny P (2008)
Follicular lymphoma international prognostic index 2: a new prog-
nostic index for follicular lymphoma developed by the international
follicular lymphoma prognostic factor project. J Clin Oncol 27:
4555–4562. doi:10.1200/JCO.2008.21.3991

14. Fine JP, Gray RJ (1999) A proportional hazards model for the
subdistribution of a competing risk. J Am Stat Assoc 94:496–509

15. Kanda Y (2013) Investigation of the freely available easy-to-use
software ‘EZR’ for medical statistics. Bone Marrow Transplant
48:452–458. doi:10.1038/bmt.2012.244

16. Solal-Celigny P, Lepage E, Brousse N, Tendler CL, Brice P, Haioun
C, Gabarre J, Pignon B, Tertian G, Bouabdallah R, Rossi JF, Doyen
C, Coiffier B (1998) Doxorubicin-containing regimen with or with-
out interferon alfa-2b for advanced follicular lymphomas: final
analysis of survival and toxicity in the Groupe d’Etude des
Lymphomes Folliculaires 86 Trial. J Clin Oncol 16:2332–2338

17. Hiddemann W, Kneba M, Dreyling M, Schmitz N,
Lengfelder E, Schmits R, Reiser M, Metzner B, Harder H,
Hegewisch-Becker S, Fischer T, Kropff M, Reis HE, Freund
M, Wormann B, Fuchs R, Planker M, Schimke J,
Eimermacher H, Trumper L, Aldaoud A, Parwaresch R,
Unterhalt M (2005) Frontline therapy with rituximab added
to the combination of cyclophosphamide, doxorubicin, vin-
cristine, and prednisone (CHOP) significantly improves the
outcome for patients with advanced-stage follicular lympho-
ma compared with therapy with CHOP alone: results of a
prospective randomized study of the German Low-Grade
Lymphoma Study Group . B lood 106 :3725–3732 .
doi:10.1182/blood-2005-01-0016

18. Ghielmini M, Vitolo U, Kimby E, Montoto S, Walewski J,
Pfreundschuh M, Federico M, Hoskin P, McNamara C, Caligaris-
Cappio F, Stilgenbauer S, Marcus R, Trneny M, Dreger P,
Montserrat E, Dreyling M (2013) ESMO guidelines consensus
conference on malignant lymphoma 2011 part 1: diffuse large B-
cell lymphoma (DLBCL), follicular lymphoma (FL) and chronic
lymphocytic leukemia (CLL). Ann Oncol 24:561–576.
doi:10.1093/annonc/mds517

2022 Ann Hematol (2016) 95:2017–2022

http://dx.doi.org/10.1200/JCO.2009.22.7819
http://dx.doi.org/10.1200/JCO.2010.33.4474
http://dx.doi.org/10.1111/bjh.13895
http://dx.doi.org/10.1016/s1470-2045(14)70027-0
http://dx.doi.org/10.1200/JCO.2012.48.3990
http://dx.doi.org/10.1200/JCO.2012.48.3990
http://dx.doi.org/10.1182/asheducation-2009.1.523
http://dx.doi.org/10.1200/JCO.2008.21.3991
http://dx.doi.org/10.1038/bmt.2012.244
http://dx.doi.org/10.1182/blood-2005-01-0016
http://dx.doi.org/10.1093/annonc/mds517

	Influence of the watch and wait strategy on clinical outcomes of patients with follicular lymphoma in the rituximab era
	Abstract
	Introduction
	Patients and methods
	Results
	Patient characteristics
	Treatment following WW
	Response and TTF
	OS
	Incidence of transformation
	Subgroup analysis by tumor burden

	Discussion
	References


