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STUDY OBJECTIVES

> To gain advisors’ perspectives on the following

− Drivers toward treatment decisions in the management of classical Hodgkin lymphoma (cHL)

− Perceptions of various therapeutics and understanding of the current treatment data 

− Evolution of the treatment landscape 
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REPORT SNAPSHOT 
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> A moderated roundtable discussion focusing on treatment of cHL was held online on 
October 12, 2020

> Disease state and data presentations were developed in conjunction with speaker Dr 
Radhakrishnan Ramchandren from the University of Tennessee Medical Center 

> The group of advisors comprised 13 community (n = 10) and academic (n = 3) 
oncologists from the following states
− California, Florida, Maryland, Massachusetts, New Jersey, New Mexico, New York, and Texas

> Insights on the following therapies were obtained: 
brentuximab vedotin, nivolumab, pembrolizumab, 
chemotherapy, and transplantation

> Data collection was accomplished through use of 
audience response system (ARS) questioning and in-
depth moderated discussion 



Key Insights
INSIGHTS INTO cHL



TOPLINE TAKEAWAYS 
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• The advisors are experienced in treating cHL patients with early stage and advanced disease, and 
they always try to achieve a cure with first-line therapy

• When deciding on a treatment regimen for their patients with advanced cHL, the majority of
advisors take several factors into consideration equally (patient age, comorbidities, International 
Prognostic Score [IPS], and number of unfavorable risk factors), whereas a minority prioritize 
either IPS or number of unfavorable risk factors

• Advisors showed nearly a 2:1 preference for AVD (doxorubicin, vinblastine, and dacarbazine) + 
brentuximab vedotin vs ABVD (doxorubicin, bleomycin, vinblastine, and dacarbazine) ± involved-
site radiation therapy (ISRT)

• Most advisors have experience with brentuximab vedotin in the frontline setting and view it 
favorably, particularly when comparing its safety profile with that of bleomycin

• Advisors appeared comfortable with PET-adapted therapy, but slightly less than half chose this 
option when responding to a frontline case study of a patient with advanced cHL 

• Only a minority of advisors chose escalated BEACOPP in a case study of a patient with advanced 
disease showing Deauville 4 upon restaging 

Management of First-Line Therapy



TOPLINE TAKEAWAYS 
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• Cure is still a goal of advisors for patients with relapsed/refractory (R/R) cHL, but they do 
acknowledge that the chance of cure declines in this setting

• All advisors are experienced in treating R/R patients with brentuximab, and the majority have 
experience with at least 1 of the 2 checkpoint inhibitors used to treat cHL

• Advisors reported or chose (in a case study) use of brentuximab either as monotherapy or in 
combination with bendamustine or nivolumab. They appeared comfortable using brentuximab-
based regimens prior to transplant as well as maintenance brentuximab posttransplant

• Advisors had a favorable opinion about the safety profile of checkpoint inhibitors in cHL
• Advisors suggested that pembrolizumab approval in cHL would have a limited impact on their 

brentuximab use, likely restricted to patients who are transplant ineligible
• Advisors preferred to reserve both nivolumab and pembrolizumab for later lines of therapy in R/R 

patients, and they spoke favorably about both the efficacy and safety of these checkpoint inhibitors 
in that setting

• In response to posttransplant relapse, advisors chose nivolumab over pembrolizumab at a rate of 3:2 

Management of Relapsed Disease



MANAGEMENT OF FIRST-LINE THERAPY (1/3)
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Topic Insights and Data
Practice and 
patient 
characteristics

Advisors are experienced in treating cHL patients with both early stage and advanced disease
• The majority of advisors frequently treat patients with cHL, with 45% currently following 7–15 such patients 

and 18% following 16–20 such patients
• Advisors reported that the proportion of their cHL patients with advanced disease ranges from 21%–30% 

(36% of advisors) to more than half (27% of advisors)
Treatment of 
frontline cHL

The majority of advisors take several factors under consideration equally (patient age, comorbidities, 
IPS, and number of unfavorable risk factors) when making therapy decisions. However, cure of all-
stage disease is the goal of frontline therapy
• The majority of advisors (55%) reported that they consider several factors equally (patient age, 

comorbidities, IPS, and number of unfavorable risk factors) when deciding on a treatment regimen for 
advanced cHL; of the remaining advisors, 27% judge number of unfavorable risk factors to be more 
important, and 18% judge IPS to be more important

• Several advisors stated that the goal for their cHL patients is always a cure, even for those with stage III/IV 
disease. One advisor mentioned curing an otherwise healthy 82-year-old woman with advanced cHL. 
However, others clarified that, while a cure may remain the goal, certain circumstances can lower the 
expectations for that outcome, such as relapsed disease

• Advisors reported using PET-adapted therapy for early stage disease. Two advisors mentioned following 
NCCN guidelines, but others use this approach more loosely, with 1 advisor saying it does not have a large 
impact on their decision-making



MANAGEMENT OF FIRST-LINE THERAPY (2/3)
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Topic Insights and Data
Treatment of 
frontline cHL 
(continued)

Currently, AVD + brentuximab vedotin is the preferred choice among the majority of advisors in the 
frontline setting for cHL therapy
• The 2 regimens used most by advisors in the frontline setting for advanced disease are AVD + 

brentuximab vedotin (62%) and ABVD ± ISRT (38%)
• Most advisors have experience with brentuximab in the frontline setting, with 70% disclosing they have 

treated 1–5 patients with this agent in the last year, and 20% stating they have used it in 6–10 patients
• One advisor said they routinely use AVD + brentuximab, but they do use ABVD for patients with favorable 

early stage disease and patients with neuropathy
• Advisors reported preferring AVD + brentuximab over ABVD primarily because of the pulmonary toxicity 

associated with bleomycin, but superior efficacy of AVD + brentuximab was also mentioned
• Several advisors spoke favorably about the safety profile of brentuximab, although 1 advisor (who routinely 

uses brentuximab over bleomycin) said that brentuximab toxicity can be debilitating

The vast majority of advisors (82%) reported that frontline therapy fails in 11%–20% of cHL patients



MANAGEMENT OF FIRST-LINE THERAPY (3/3)
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Topic Insights and Data
45-year-old 
patient with 
stage IV cHL

Advisors were evenly split on their decision of whether to use PET-adapted therapy in the front line to treat 
this patient with advanced cHL
• The most frequently chosen regimen was 6 cycles of AVD + brentuximab vedotin (46% of advisors)
• The same proportion of advisors (46%) chose 2 cycles of treatment followed by PET/CT restaging, with 

23% choosing AVD + brentuximab and 23% choosing ABVD

After 2 cycles of ABVD and Deauville 4 on PET/CT restaging, advisors primarily chose to treat this patient for 
2 more cycles and then restage the disease (82% of advisors)
• The majority of advisors stated they would continue with 2 more cycles of ABVD (64%) or switch to 2 

cycles of escalated BEACOPP (18%)
• One of the advisors who switches to escalated BEACOPP said it has only been necessary to do so twice 

in the last 3 years; they reported that neuropathy is a tolerability issue with BEACOPP
• During the discussion, 1 advisor mentioned that a PET-positive result triggers them to obtain a biopsy and 

(if still positive) refer the patient for transplant



QUOTES – MANAGEMENT OF FIRST-LINE THERAPY 

“I tend not to use bleomycin. I find it pretty toxic.” 

“[For first-line advanced Hodgkin lymphoma], traditionally we 
had to use ABVD . . . We’ve started to shift a little bit towards 
using more advanced therapies now, [but] . . . I think still in 
my practice, ABVD is the most commonly utilized regimen.”

“Fortunately, early stage Hodgkin's disease is a pleasure to 
treat in general . . . None of the patients I've seen have had 
any B symptoms at all . . . Most of them had been in good 
health and I think the real issue is not achieving the cure for 
most of them, but minimizing long-term toxicities for them.” “I think generally speaking, the cost is associated with the 

drug [brentuximab], but I think the solution . . . is more to 
address the rising drug costs in our country than [to] change 
prescriptions to agents that are maybe less effective or are 
more toxic.” 

“[Compared with ABVD, the brentuximab regimen is] better 
tolerated; more efficacious. It seems like in terms of 
response rate [and] survival, the data is better, so I tend to 
use that in stage III/IV patients.”

“[ECHELON-1 has] very compelling data. I think it’s hard to 
not consider [it] changing practice . . .”

“Once you get a bleomycin pulmonary toxicity, you’ll never 
forget in your life, and you automatically go to brentuximab.” 

“When brentuximab came out, I think I was a little hesitant to 
make that change, and I started using it more in the 
unfavorable patients, and over time I've gotten used to using 
it, and it’s become more [frequently used] as opposed to 
ABVD.”
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MANAGEMENT OF RELAPSED DISEASE (1/3)
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Topic Insights and Data
Treatment of 
R/R cHL

The chance of cure declines in the relapsed/refractory setting but can remain a goal
• Multiple advisors declared that cure remains a goal for relapsed/refractory (R/R) patients, although the 

chance of cure declines. One advisor clarified that in older patients, they look for disease control, response, 
and tolerability rather than cure

Brentuximab 
vedotin use

Advisors uniformly have experience using brentuximab vedotin in the R/R setting in the last year
• Nearly all advisors (92%) reported having treated 1–5 patients with R/R disease with brentuximab; the 

remaining 8% have treated 6–10 patients
• Although multiple advisors reported using brentuximab + bendamustine, 1 still uses ICE (ifosfamide, 

carboplatin, and etoposide) because it is inexpensive, they have had good experiences with it, and they are 
not convinced by the data that brentuximab + bendamustine is superior

• One advisor reported using brentuximab or pembrolizumab for those patients with R/R cHL who do not 
want to endure any toxic therapies. The advisor was enthusiastic about the combination brentuximab data 
(with both bendamustine and nivolumab), but thus far has only used brentuximab as monotherapy



MANAGEMENT OF RELAPSED DISEASE (2/3)
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Topic Insights and Data
Checkpoint 
inhibitor use

A majority of advisors have experience using checkpoint inhibitors in the R/R setting in the last year, 
and many see the safety profile of these as a key advantage
• More than two-thirds (69%) have used nivolumab in the R/R setting (all in 1–5 patients)
• Approximately half (46%) have used pembrolizumab in the R/R setting (all in 1–5 patients)
• All advisors who mentioned the safety profile of checkpoint inhibitors spoke favorably about it. One was 

particularly impressed with checkpoint inhibitors in patients with neuropathy, and another declared that they 
plan to move pembrolizumab up in their treatment algorithm (from fourth line), because of its favorable 
safety profile relative to brentuximab and because of its ability to provide better quality of life for patients

– Two of 3 advisors who discussed potential pembrolizumab approval did not think it would impact their 
use of brentuximab; the third thought it would impact their use of brentuximab only in transplant-
ineligible patients

– Another advisor suggested that brentuximab + nivolumab might be used for transplant-ineligible patients

Advisors prefer to reserve checkpoint inhibitors for later lines of therapy, including posttransplant relapse
• One called pembrolizumab their “golden ticket,” praising it for remarkable responses and being well 

tolerated, particularly in patients with neuropathy
• Another advisor, who has used nivolumab posttransplant, declared that nivolumab has good tolerability and 

produces good responses, but no cures. They view nivolumab as interchangeable with pembrolizumab
• Another reported that pembrolizumab used as salvage therapy produces approximately 20% complete 

responses, progression-free survival of 9 to 11 months, and low immune-mediated toxicities



MANAGEMENT OF RELAPSED DISEASE (3/3)
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Topic Insights and Data
45-year-old 
patient with 
refractory 
cHL

After 2 more cycles of ABVD and refractory disease upon restaging, the majority of advisors (62%) chose to 
treat this patient with a brentuximab-based regimen
• Most of these advisors (46%) chose monotherapy, whereas 16% chose to pair brentuximab with either 

bendamustine (8%) or nivolumab (8%); the remaining 38% chose ICE chemotherapy
• One advisor pointed out that patients receiving brentuximab + bendamustine as salvage therapy can 

mobilize stem cells easily and go to transplant
• Another said they used to use ICE prior to transplant, but have started using brentuximab + bendamustine 

After treatment with DHAP (cisplatin, cytarabine, and dexamethasone) and Deauville 2 upon restaging, 
advisors unanimously chose to treat this patient with autologous transplant ± radiation therapy
• Two-thirds of these advisors (67%) also chose to follow the transplant with brentuximab vedotin

After the patient relapsed 18 months after transplant, nearly all advisors chose to treat this patient with a 
checkpoint inhibitor
• More advisors chose nivolumab (54%) compared with pembrolizumab (38%)
• The remaining 8% chose ICE chemotherapy 



QUOTES – MANAGEMENT OF RELAPSED DISEASE
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“My interpretation of the KEYNOTE-204 trial is that probably 
most of the brentuximab patients had much higher rates of 
discontinuation after 4, 6, 8 cycles and . . . a high proportion of 
[patients getting PD-1 inhibitors] manage to stay on therapy for 
longer.”

“We have [relapsed/refractory] patients who do not want to go 
through a very aggressive treatment, and then I discuss with 
them about further chemotherapy options . . . In this younger 
population . . . usually my go-to had been ESHAP, but now I 
have been using brentuximab and I have also used Keytruda 
for some patients who absolutely didn’t want . . . to go through 
any toxic treatment.”

“The response rate [with nivolumab posttransplant] is quite 
high, but very few patients would achieve a complete response 
and a small proportion of patients would have a long-term 
durable response. I have yet to see a patient who belongs in 
the tail of that curve who’s apparently cured as some of the 
publications would suggest, but [I’ve seen] quite good 
responses and good tolerability.”

“If I have a patient who is not ready for transplant or having 
insurance issues, doesn’t want to do aggressive treatment . . . 
I would definitely consider . . . this combination of Opdivo-
brentuximab.”

“I think it’s encouraging that some of the newer therapies may 
allow somebody who doesn’t want to go to a transplant, who is 
old and has comorbidities . . . that maybe there are other 
options out there.”

“We have been using brentuximab maintenance with some 
debates about whether the data applies to patients who have 
used brentuximab prior to transplant.” 

“From my experience . . . these agents [nivolumab and 
pembrolizumab] are considered interchangeable . . . if we’ve 
been using Nivo so far, I think we will continue to use it.”

“For [those patients who] don’t get combination therapy in the 
second line, I’ve used some pembrolizumab more as a 
salvage. The CRs are probably around 20% . . . I think I’m 
seeing about 9 to 11 months of PFS . . . and the immune-
mediated adverse events are relatively low.”

“It’s challenging for me to think about PD-1 inhibitors as a 
curative strategy in Hodgkin.”



ARS Data – Introductory ARS 
Questions



HOW MANY UNIQUE PATIENTS WITH HL ARE YOU 
CURRENTLY FOLLOWING? (N = 11*)
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WHAT PERCENTAGE OF THOSE PATIENTS ARE STAGE III–IV? 
(N = 11*)
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WHEN SELECTING PRIMARY SYSTEMIC THERAPY FOR 
ADVANCED cHL, ON WHICH OF THE FOLLOWING DO YOU 
WEIGH YOUR DECISION MOST? (N = 11*)
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WHICH OF THE FOLLOWING IS YOUR MOST COMMONLY 
USED PRIMARY SYSTEMIC REGIMEN FOR ADVANCED cHL? 
(N = 13)
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HOW MANY PATIENTS WITH HL HAVE YOU TREATED WITH 
BRENTUXIMAB VEDOTIN (+ AVD) FOR FRONTLINE THERAPY 
IN THE PAST YEAR? (N = 10*)
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FOR APPROXIMATELY WHAT PERCENTAGE OF YOUR cHL 
PATIENTS DOES FRONTLINE THERAPY FAIL? (N = 11*)
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ARS Data – Management of 
First-Line Therapy



PATIENT CASE

> A 45-year-old male presents with the following: left hip pain, history of drenching 
night sweats, pruritic rash, and significant weight loss (15% in past 4 months). 
CBC shows leukocytosis. Osteolytic involvement in the left hemipelvis was evident 
on X-ray. CT showed left pelvic acetabular involvement with large soft tissue mass. 
Diagnosis of cHL, stage IV disease, IPS 4
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WHAT SYSTEMIC THERAPY WOULD YOU RECOMMEND? 
(N = 13)

26

8

23

46

23

0 0 0
0

5

10

15

20

25

30

35

40

45

50

ABVD for 6 cycles ABVD for 2 cycles
followed by restaging

with PET/CT

Brentuximab vedotin
+ AVD for 6 cycles

Brentuximab vedotin
+ AVD for 2 cycles

followed by restaging
with PET/CT

Escalated BEACOPP
for 6 cycles

Escalated BEACOPP
for 2 cycles followed

by restaging with
PET/CT

Other

Pe
rc

en
ta

ge
 o

f p
hy

si
ci

an
s



PATIENT CASE (CONTINUED)

> The 45-year-old male patient was treated with ABVD for 2 cycles. Restaging 
PET/CT shows Deauville 4
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WHAT DO YOU RECOMMEND NOW? (N = 11*)
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ARS Data – Management of 
Relapsed Disease



HOW MANY PATIENTS WITH R/R cHL HAVE YOU TREATED 
WITH BRENTUXIMAB VEDOTIN IN THE PAST YEAR? (N = 12*)

30

0

92

8

0 0
0

10

20

30

40

50

60

70

80

90

100

0 1–5 6–10 11–15 >15

Pe
rc

en
ta

ge
 o

f p
hy

si
ci

an
s

*One advisor did not respond.



HOW MANY PATIENTS WITH R/R cHL HAVE YOU TREATED 
WITH NIVOLUMAB IN THE PAST YEAR? (N = 13)
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HOW MANY PATIENTS WITH R/R cHL HAVE YOU TREATED 
WITH PEMBROLIZUMAB IN THE PAST YEAR? (N = 13)
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PATIENT CASE (CONTINUED)

> The 45-year-old male was continued on ABVD for an additional 2 cycles (4 total). 
PET/CT restaging again shows Deauville 4. Biopsy is positive for refractory 
disease
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AT THIS POINT, YOU WOULD RECOMMEND: (N = 13)
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PATIENT CASE (CONTINUED)

> At this point, the male patient has been treated with 4 cycles of ABVD, shown to be 
refractory via biopsy, and given DHAP. He is restaged via PET/CT. Deauville score 
is now 2
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WHAT WOULD YOU RECOMMEND NOW? (N = 12)
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PATIENT CASE (CONTINUED)

> The patient underwent HDT/ASCT followed by brentuximab vedotin for 1 year with 
no signs of relapse. Six months later, he relapses with stage IV disease
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WHAT WOULD YOU RECOMMEND NOW? (N = 13)
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Advisor Key Takeaways



ADVISOR KEY TAKEAWAYS

40

Dr 1 
• Need to use risk-adapted therapy to decide between ABVD and 

AVD + brentuximab
• Unconvinced that brentuximab + bendamustine is superior to ICE

Dr 8
• Use of response-based approach in 1L early stage cHL
• Potential role of brentuximab + nivolumab or bendamustine
• Role of AVD + brentuximab in 1L advanced cHL

Dr 2 
• Role of PET-adapted therapy in 1L setting
• Pembrolizumab vs brentuximab trial

Dr 9 
• Use of brentuximab in 1L advanced and unfavorable early cHL
• Role of immunotherapy prior to brentuximab in R/R setting

Dr 3
• Need for more data to determine best salvage regimen for cHL
• Importance of trying to cure cHL in the 1L setting, including through 

the use of upfront brentuximab

Dr 10
• Role of ABVD in advanced cHL
• Preference for PD-1 inhibitor over brentuximab in R/R setting
• Role of legislators in alleviating cost of cancer treatment 

Dr 4 
• Role of brentuximab in 1L cHL
• Importance of PET-adapted therapy in 1L setting

Dr 11 
• Importance of risk-adapted therapy
• Overdue use of PD-1 inhibitors in cHL

Dr 5
• Surprisingly high response rate of immunotherapy in R/R cHL
• Potential role of somatic mutations as predictive factors in cHL

Dr 12 
• Variety of uses of brentuximab in R/R setting
• Use of brentuximab in early advanced cHL

Dr 6 
• Role of PET-adapted therapy in 1L setting
• Importance of pembrolizumab vs brentuximab trial

Dr 13 
• Importance of AETHERA data of maintenance brentuximab
• Importance of pembrolizumab vs brentuximab data

Dr 7
• Role of brentuximab in 1L advanced and R/R cHL
• Changing paradigm toward AVD + brentuximab instead of ABVD
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