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Report Objectives
STUDY OBJECTIVES
Gain perspectives of oncologists in the US Oncology Network on the management of classical Hodgkin lymphoma
(cHL) with regard to clinical and nonclinical factors impacting treatment selection
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Report Snapshot: Session Overview

A moderated roundtable
discussion with
oncologists from Rocky
Mountain Cancer Centers
was held virtually on
October 14, 2021

Disease state and data
presentations were led by
John M. Burke, MD,
from Rocky Mountain
Cancer Centers, in
conjunction with content
developed by the
Aptitude Health clinical
team

Insights were obtained on
treatment selection in
the management of
classical Hodgkin
lymphoma

Data collection was
accomplished through
use of audience
response system (ARS)
questioning and in-depth
moderated discussion
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Report Snapshot: Attendee Overview
> The group of advisors comprised 11 oncologists

− Attendees of the roundtable represented US Oncology centers in Colorado, Nevada, and
Wyoming
NUMBER OF
ATTENDEES

CITY

STATE

Rocky Mountain Cancer Centers

6

Denver

CO

Comprehensive Cancer Centers of Nevada

4

Las Vegas

NV

Rocky Mountain Cancer Centers

1

Casper

WY

INSTITUTION

WA

MT

OR

ID

NV

WY

UT

CO

CA
AZ

NM

6

Report Snapshot: Agenda

Time (MT)

Topic

6.00 PM – 6.15 PM

Introduction and ARS Questions
• Program overview
• ARS questions

6.15 PM – 7.50 PM

First-Line Treatment of Hodgkin Lymphoma
• ARS questions
• Overview of current data
• Reaction and discussion

7.50 PM – 8.00 PM

Key Takeaways and Meeting Evaluation
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Key Insights and
Discussion Summary

Discussion: First-Line Treatment of Hodgkin Lymphoma (1/2)
INSIGHTS
“I had 2 new cases in the last 2 weeks; 1 patient is 37 and 1 is 67 [years old]. So exactly as predicted, the 2 peaks
between 60 to 70 and between 20 to 35.”

Patient
demographics

“I have a couple of older [patients in their] 60s and I have a couple in the 20 to 30 [range].”
“I think if I had somebody in the 90s with heart problems and other comorbidities. I mean, severe comorbidities, I
probably will not be able to cure that person. But for the majority of patients, my goal is cure.”

“I think per NCCN guidelines, if somebody has no contraindications for ABVD, I try to give them ABVD. If
somebody is elderly, asthma, runner, wants to maintain quality of life . . . and if their PFTs are also borderline, then
I go to BV + AVD.”

Selection of frontline
therapy

“The category 1 recommendation for NCCN would be to proceed with ABVD. So that would be my recommended
treatment for [a younger] patient [with no pulmonary issues].”
"I think if we do not calculate, the patients are going to calculate it first. The internet is very savvy and if you looked
up Hodgkin's on [a] decent website it will say what is your IPS.”
“I think every case is different, but I try to use AAVD as much as I can these days, to be honest.”
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Discussion: First-Line Treatment of Hodgkin Lymphoma (2/2)
INSIGHTS
“I utilized BV-AVD for an older frailer woman for whom I am treating Hodgkin lymphoma, and we had a discussion
about [the] role of PET scans. I think in a desire to at least see how we are doing from a disease standpoint, I did
order one.”

Use of PET scans

“I do it for [the] patient's satisfaction. It is always good to see [the] response on a scan that the treatment you are
doing is working. I think it helps their mental psyche and it pushes them to finish their treatments out, and they do
not get discouraged. Especially the younger patients.”
“I PET everybody after 2 cycles, no matter what stage they are in.”

10

Discussion: First-Line Treatment of Hodgkin Lymphoma
INSIGHTS
“When you are seeing maybe a quarter [of patients who have Hodgkin lymphoma] or even less than that, you
have to look at NCCN just to readdress the issues.”
”All of us are generalists. It may not be perfect, but NCCN changes by the week. So, if you are not looking for
every disease, you are going to miss something for sure.”
”The results of ECHELON-1 just look like, especially if you take the longer-term survival, 4-year survival. It is like
90% vs about 78% to 80% with ABVD. So that actually is quite impressive.”

Perception of
available therapies
and data

”I use more ABVD. I have to say I am more familiar with that as well. I actually admit that you kind of pivot toward
treatments that you use more often.”
”I think that is an advantage, if you use brentuximab, then you do not have to get the interim PET scan. It won’t
really change your treatment, which I think is an advantage.”
”The problem [with PET-adapted therapies] is I have a problem with getting the PET scan approved by the
insurance company.”
“My concern about lung toxicity with bleomycin combined with the fact that she was frailer to begin with prompted
me to recommend BV-AVD”
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Discussion: First-Line Treatment of Hodgkin Lymphoma
INSIGHTS
“I think costs factor into it a little bit as well.”
“From a cost resource/allocation standpoint, you have to give G-CSF [with brentuximab vedotin] and you give a drug
that is far more expensive, and so it is hard to justify, at least in my mind.”
“BV-AVD is more expensive, but you are saving relapse patients from going to transplant or using immunotherapy
down the road; I do not know how that factors in the cost, but I would think in a way that might offset the initial cost of
brentuximab + AVD.”

Impact of pathways
and other
nonclinical factors

“Also, lung toxicity is very expensive for whatever small subset that it happens in.”
“In my conversations with [our] medical directors, they support the use of brentuximab vedotin in this first-line setting .
. . Medicare Advantage programs look at a little bit different, but they seem to be coming along a little bit as well.”
“We are having very hard time getting dacarbazine from Fair Share. If you’re using it recently, you will not get it at Fair
Share, it does not matter if you have new patients or not. I think I have enough to start 1 cycle, but I do not know what
do I do if I do not have it.”
“The dacarbazine shortage is an issue and it is Fair Share, so unless you were a huge user of dacarbazine, you are
not going to get it. You may get 1 or 2 doses, but that is nowhere near enough to finish even 2 cycles if you have not
even started. There is no end in sight. No forecast. They just said use alternative regimens.”
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Advisor Key Takeaways

Advisor Key Takeaways
ADVISOR

1

2

ADVISOR

>
>
>

Use interim PET scans more often and earlier
Adapting to the dacarbazine shortage
Use of brentuximab in younger patients

>
>
>

Dacarbazine shortage
There are now more options for cHL patients
BV-AVD is a good treatment option, as long as
dacarbazine is available

3

>
>

Use of interim PET scans
The dacarbazine shortage is a big deal

4

>
>
>

Impact of dacarbazine shortage
Brentuximab vedotin provides great responses
Use of brentuximab earlier and in the right patient

5

6

>
>
>

Adherence to NCCN guidelines
Use of PET-adapted treatment
Shortage of dacarbazine may lead to use of
BEACOPP

>
>

PFS differences in trials
Evaluation of long-term costs of transplantation and
using therapies to avoid that
Impact of dacarbazine shortage

>
>

7
8

>
>
>
>

ECHELON-1 shows a big advantage especially since
it avoids bleomycin toxicity
Refresh on BEACOPP and how to use it
PD-L1-inhibitors are good options for relapse disease
Use of IO earlier as salvage therapy and as an option
for transplant-ineligible patients
Impact of dacarbazine shortage
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Advisor Key Takeaways
ADVISOR

ADVISOR

>

9

>
>

Agree with others’ key takeaways
Impact of dacarbazine shortage

10

>
>

Thinking about PFS and impact on transplantation
Impact of dacarbazine shortage
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>
>
>

Hodgkin lymphoma patients will live longer with novel
treatment options, and they may not get to transplant
ECHELON-1 trial data
PET-adaptive strategies
PD-L1-inhibitors for the Hodgkin lymphoma patients
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ARS Data

Fifty-Five Percent of Advisors Manage Between 4–15
Hodgkin Lymphoma Patients
How many unique patients with HL are you currently following? (N = 9*)

44%

Percentage of advisors

44%

11%

≤3

4–6

7–15
*Two advisors did not respond.

0%

0%

16–20

≥21
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For 66% of Advisors, at Least 40% of Their Hodgkin
Lymphoma Patients Have Stage III–IV Disease
What percentage of those patients are stage III–IV? (N = 9*)

Percentage of advisors

44%

33%

22%

0%

0%

0%

0%

0%

1%–10%

11%–20%

21%–30%

*Two advisors did not respond.

31%–40%

41%–50%

≥51%
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The Majority of Advisors (63%) Equally Consider Age,
Comorbidities, IPS Score, and Risk Factors When Selecting
Primary Systemic Therapy
When selecting primary systemic therapy for advanced cHL, on which of the following do
you weigh your decision most? (N = 8*)

Percentage of advisors

63%

25%
13%
0%
Patient age

Comorbidities

IPS score

*Three advisors did not respond.

Number of unfavorable risk
factors

Each of the above are
considered equally
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ABVD ± ISRT Is the Most Commonly Used Primary Systemic
Therapy (67%), Followed by Brentuximab Vedotin + AVD
(33%)
Which of the following is your most commonly used primary systemic regimen for
advanced cHL? (N = 9*)

Percentage of advisors

67%

33%

0%
ABVD ± ISRT

ABVD followed by
escalated
BEACOPP ± ISRT

Brentuximab
vedotin + AVD

0%

0%

0%

0%

Escalated
BEACOPP

Escalated
BEACOPP followed
by ABVD with ISRT

Stanford V

Other

*Two advisors did not respond.
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More Than Half of the Advisors (60%) Have Treated at Least
1 Patient With Brentuximab Vedotin (+ AVD) in the Past Year
How many patients with HL have you treated with brentuximab vedotin (+ AVD) for frontline
therapy in the past 12 months? (N = 10*)

Percentage of advisors

60%

40%

0

1–5

0%

0%

0%

6–10

11–15

≥16

*One advisor did not respond.
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Sixty Percent of Advisors Reported That Frontline Therapy
Fails for >10% of Their cHL Patients
In approximately what percentage of your cHL patients does frontline therapy fail?
(N = 10*)

Percentage of advisors

30%

30%

30%

10%

0%

1%–10%

11%–20%

21%–30%

*One advisor did not respond.

0%

0%

0%

31%–40%

41%–50%

≥51%
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Patient Case
> A 40-year-old woman 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 2
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For a 40-Year-Old Female Patient With Stage IV, IPS 2 Hodgkin
Lymphoma, ABVD for 2 Cycles Followed by Restaging With
PET/CT Is the Most Common Systemic Therapy Approach
What systemic therapy would you recommend? (N = 10*)

Percentage of advisors

40%

30%

20%

10%

0%
ABVD for 6 cycles

ABVD for 2 cycles
followed by restaging
with PET/CT

Brentuximab vedotin
+ AVD for 6 cycles

0%

Brentuximab vedotin Escalated BEACOPP Escalated BEACOPP
for 6 cycles
for 2 cycles followed by
+ AVD for 2 cycles
restaging with PET/CT
followed by restaging
with PET/CT

*One advisor did not respond.

0%
Other
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Following ABVD for 2 Cycles and a Restaging PET/CT That
Shows Deauville 4, 45% of Advisors Would Escalate
BEACOPP for 2 Cycles and Perform Restaging
Patient Case, Continued: The 40-year-old female patient was treated with ABVD for 2
cycles. Restaging PET/CT shows Deauville 4. What do you recommend now? (N = 11)

Percentage of advisors

45%
36%

Continue ABVD for 2 more cycles Escalated BEACOPP for 2 cycles
followed by restaging
followed by restaging

9%

9%

Biopsy

Other
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On a Scale of 1–5, Where 5 Is Very High and 1 Is Very Low,
Advisors Averaged 3.45 on Knowledgeability of Their
Practices’ cHL Prescribing Pathways
On a scale of 1–5, where 5 is very high and 1 is very low, how knowledgeable are you
about your practice’s cHL prescribing pathways? (N = 11)

Percentage of advisors

45%

18%
9%

1

Average = 3.45

18%
9%

2

3

4

5
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On a Scale of 1–5, Where 5 Is Very High and 1 Is Very Low,
Advisors Averaged 2.64 on the Time Consumption to Work
Through Pathway Exceptions
On a scale of 1–5, where 5 is very high and 1 is very low, how time consuming is it to work
through pathway exceptions to prescribing your desired cHL medication for newly
diagnosed stage III/IV patient? (N = 11)
Percentage of advisors

27%

27%

27%

Average = 2.64

18%

0%
1

2

3

4

5
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Most Advisors (91%) Have Not Had to Alter Their Preferred
Treatment Choice Because of Pathways Challenges
In the last 2 years, have you ever altered your preferred treatment choice because of
pathways and/or pathways challenges for a newly diagnosed stage III/IV cHL patient?
(N = 11)

Percentage of advisors

91%

9%

Yes

No
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Forty-Five Percent of Advisors Indicated They Do Not Have a
Strong Preference Between ABVD, PET-Adaptive ABVD, and
Brentuximab Vedotin + AVD
Thinking about your newly diagnosed stage III/IV cHL patients, which of the following best
reflects your treatment preference?
(N = 11)

Percentage of advisors

45%
36%

18%

I have a strong preference for ABVD or PETadaptive ABVD

I have a strong preference for Adcetris
(brentuximab vedotin) + AVD

I don’t have a strong preference between
ABVD, PET-adaptive ABVD, and Adcetris
(brentuximab vedotin) + AVD
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