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RESULTS

INTRODUCTION

Table 1: Baseline sociodemographic characteristics of hospitalizations with mantle cell Table 2: Outcomes of hospitalization for mantle cell lymphoma with and without
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* lllness severity, baseline mortality risk, and

comorbidity burden were adjusted using all patient m

refined-diagnosis-related groups (APR-DRG) metrics,
Charlson comorbidity index (CCl), and the Johns
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Incidence of Afib was correlated with older age, greater comorbidities, congestive cardiac failure, and chronic renal disease.
Afib incidence significantly increased mortality and the incidence of acute heart failure, ischemic strokes, and
Hopkins frailty clusters. thromboembolism during hospitalization for mantle cell ymphoma.
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