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Gain advisors’ perspectives on 
existing and emerging treatments 
for cHL in the first and second 
line along with the factors that 
guide treatment choices

MEETING OBJECTIVES

Report Objectives
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Report Snapshot: Session Overview
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A moderated roundtable 
discussion was held 
virtually on May 9, 
2024, with community 
oncologists from 10 
states and 12 locations

Disease state and data 
presentation was led by 
Sarah Rutherford, MD, from 
Weill Cornell Medicine in 
New York, NY, together with 
content developed in 
conjunction with the Aptitude 
Health clinical team

Insights were obtained 
on physicians’ 
preferred initial therapy 
choices for cHL and 
barriers associated 
with treatment

Data collection was 
accomplished through 
audience response 
system (ARS) 
questions and in-depth 
moderated discussion 



Report Snapshot: Attendee Overview

> The group of advisors was composed of 12 community oncologists from 10 states 
across the US
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Institution City State

Chesapeake Oncology Hematology Associates Annapolis MD

Rocky Mountain Oncology Casper WY

Van Elslander Cancer Center Grosse Pointe Woods MI

Rowan Medicine Voorhees NJ

Georgia Cancer Specialists Macon GA

Kaiser Permanente Riverside CA

Ochsner Christus Health Center Lake Charles LA

Mid Florida Cancer Centers Orange City FL

Texas Oncology Dallas TX

Cleveland Clinic Akron OH

Florida Cancer Specialists & Research Institute Delray Beach FL

Regional Cancer Care Associates Riverdale NJ

One advisor did not answer any ARS questions or give their key takeaways.
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Report Snapshot: Attendee Demographics (1/2)
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Half the advisors 
had 7–15 patients 

with cHL come in for 
consultation in the 

past year

*One advisor did not respond;
†Two advisors did not respond.

In the past 12 months, how many patients with cHL 
came to you for a consultation? (n = 10*)

In which of the following age groups is your typical 
patient with cHL? (n = 9†)

More than half the 
patients with cHL 

seen by these 
physicians are in 

their 20s
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Report Snapshot: Attendee Demographics (2/2)
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Nearly three-quarters 
of advisors indicated 

that ≥31% of their 
patients have stage 

III–IV disease

What percentage of your patients with cHL have 
stage III–IV disease? (N = 11)



Report Snapshot: Agenda
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Time Topic

6.30 PM – 6.45 PM Introduction

6.45 PM – 8.15 PM First-Line Treatment of cHL

8.15 PM – 8.30 PM Key Takeaways and Meeting Evaluation



INSIGHTS FROM DISCUSSION
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“[I] recently I saw a 45-year-old piano teacher. I did not want to give him BV because . . . he had some risk factors 
in the sense that he was obese and had hypertension. And then he did piano teaching as a side job, I would say, 
after school teaching kids, and I was like what if he developed neuropathy? I don’t want to later on think that I 
hampered his job. . . . So, that’s where I use the RATHL regimen on him.”

“Somebody who’s livelihood is dependent on their hands, that really is a concern and would sway me. Going to 
the other way now, with nivolumab, and once that’s approved, you don’t have to worry about—the neuropathy 
becomes a non-starter in that regard.”

“I’ve been around a long time. I’ve seen a lot of Bleo toxicity, but I’ve seen a lot of people do well with Bleo, even 
with the toxicity, recover. I wasn’t that scared. The modified PFS, I’ve been encouraged by the fact that one of the 
modifications was if you failed, you ended up with a transplant.”

“The ABVD and the BV-AVD, I’ve been using a little bit more just because I’ve had younger patients where I felt, 
with minimal comorbidities, they could handle it.”

“We absolutely try not to use it [immune checkpoint inhibitors in patients with autoimmune disease]. Anyone with 
autoimmune disease, in fact, if we look at the warning label for these immunotherapies, I can remember for 
pembrolizumab, which is Keytruda. It is clear that you should avoid this in patients who have autoimmune disease, 
so we try not to use it.”

“This has become the standard of care for solid tumors [immune checkpoint inhibitors]. Look at melanomas and 
renal, the whole gamut of, whether it be nivolumab or pembrolizumab, or any of the immune agent. Long-term 
consequences of second malignancies and organ failure and cardiomyopathy and all that stuff is very, very rare.” 

Factors influencing 
first-line treatment

Discussion: Management and Treatment Options for HL (1/4)



INSIGHTS FROM DISCUSSION
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Discussion: Management and Treatment Options for HL (2/4)

“Based on the data that you’ve shown, I think it’s very impressive for patients 60 and above, and these are the 
patients you probably would be having issues pushing to transform anyway. So I think this regimen is very exciting.”

“Yeah, if it [nivolumab + AVD] comes into more mainstream, then most definitely, this will probably, as you’ve said, 
be the current standard-of-care in all comers with significant benefit and not having as much to worry about the 
toxicity profile.”

“I probably would use it in all comers, because I’m still afraid of Bleo in the younger population, ‘cause I did have a 
couple of pneumonitis and that’s not easy to see and not easy to treat as well.”

“I think this regimen is probably going to be standard of care. I have used it in one patient, and the reason I ended 
up using is, number 1, it just came off fresh of ASCO but, more importantly, this was a young patient who is a 
classical pianist, probably not like collaborative competition level, but that’s what she does for a living, and that’s 
what we ended up doing. Took some effort to get it approved.”

“Definitely, the PFS, especially in the elderly population, stands out the most, just because they’re obviously the 
population with the most comorbidities. They come in with having had diabetes for many years and have 
neuropathy, or they have lung disease. You start getting very limited in what you’re able to do.”

“Seeing the PFS in the elderly population definitely sticks out much more with me. Obviously, from safety profile, it 
definitely looks much better than BV-AVD, but I think for the most part the PFS in elderly.”

Impressions of 
SWOG S1826 
clinical data



INSIGHTS FROM DISCUSSION
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Discussion: Management and Treatment Options for HL (3/4)

“I usually reduce brentuximab based on PI, I’ll have to reduce based on neuropathy. Actually, neuropathy can be 
very painful for the patient as well as for the physicians, because it doesn’t go away for years, for a long time, and 
they complain. It affects their quality of life. That can be very troublesome.”

“I think BV is the major driver. . . . So I think vinblastine has much less neurotoxicity, and so I don’t think it drives 
that at all. But I think clearly the BV does significantly. But I think you need to monitor closely and make sure you 
don’t look for motor neuropathy, ‘cause if you’re looking for motor neuropathy, it’s too late. You really got to get to 
the sensory, and you got to stop soon and delay, and then let them recover.”

Radiation in patients with stage III/IV cHL

“I haven’t [used radiation in advanced stage patients with cHL]. There’s been a lot of controversy about that. Post-
treatment residual mass, bulky disease to begin with, extrapolation from the stage II big mediastinal disease. I 
don’t think it’s the same thing. The big mediastinal disease, that’s still obviously an issue of radiation, but non-
mediastinal big disease, I think there has been a lot of data and it doesn’t really support using post-chemo 
radiation, in my opinion. And if it continued, you probably should box it and find out what it is.”

“I’ve sent patients, but the radiation people don’t really want to do it, especially in young people, when they can 
get secondary malignancies in the future. I’ve sent them, but they never got radiation.”

Other considerations 
in first-line treatment



INSIGHTS FROM DISCUSSION

“I have not used N-AVD yet. More experience with ABVD and occasionally brentuximab vedotin AVD. It depends 
on the clinical scenario. The neuropathy thing is something I do worry about long-term. I do like the fact that I can 
de-escalate the bleomycin. Obviously want to maximize efficacy as much as possible, but neuropathy being a 
long-term thing, even though BV-AVD is standard of care, the neuropathy thing makes me leery about it, 
especially for younger patients in the long term because it is a life-impairing thing.”

PN vs bleomycin 
toxicity

Discussion: Management and Treatment Options for HL (4/4)

“I did a ton of ABVD and rarely had to give growth factor. There’s a Q-T interval, so 2-week interval. You can’t give 
Neulasta [pegfilgrastim]. You’re already backing up to the next dose. So all you can do is maybe give Neupogen 
[filgrastim] to rescue, and maybe make you feel better a couple of doses later, but then what did you do? So I 
agree with you. And then always, always, always was maybe you’ll make the Bleo toxicity occur. So that was 
always in the background.”

“I’ve been doing the same, actually, exactly the way you have; once every other cycle, just to have growth factor 
support. I felt that would keep the patient stabilized from that perspective, for the most part. I felt like that was a 
sweet spot, and then we’d rescue with Neupogen if ever needed.”

“I think that’s what the S-1826 data shows, is that even though the patients were neutropenic, they weren’t getting 
sick. My practice would be, and I haven’t even had to encounter this yet, but if someone actually had a neutropenic 
fever, then I might consider adding G-CSF in there. I did have someone with really severe mucositis on N-AVD 
who wasn’t getting growth factor, and I did add it in for them. But as we learn more about S-1826, we’ll see.”

“In my opinion, it’s Nivo-AVD versus A-AVD where we have to use growth factor; probably cost is going to be the 
same, or it may be more with A-AVD.”

Use of G-CSF



Advisor Key Takeaways



Advisor Key Takeaways (1/2)
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ADVISOR ADVISOR

1

> I will use growth factor probably every other cycle
> With brentuximab regimen, PET scan is not a good way to 

dose because it was not used in that ECHELON trial
> Nivo-AVD is really good regimen for older patients and 

probably the younger ones. The side effect profile is very 
manageable, and I believe in my other colleagues. I have 
used it (immunotherapy), even with autoimmune disease 
patients. I coordinate with other specialists, 
rheumatologists, dermatologists. It’s a great regimen

3

> I did learn a few things there. I think as far as de-escalation 
of G-CSF support, I do that, but if you see the data, 
patients who have more than 40% incidents of febrile 
neutropenia, I tend to give, at least, in the first 1 or 2 
cycles, definitely G-CSF, especially with BV

> With BV, you have to be a little bit careful. As far as the 
nivolumab-based regimen, I’m excited. I’m hoping that the 
nonclinical issues get resolved and we should be able to 
use that

2

> The SWOG data with the Nivo-AVD is really compelling, as 
someone who practices in South Florida and the majority 
of his practice are elderly, it’s compelling to see this data, 
and I definitely plan on incorporating it within my practice

> It was reassuring here in reference to growth factor 
support, Sarah, what you do in practice. It’s similar to what 
I do, and then it was always a question mark for myself if I 
should do it more often, less often, or just keep it going

> The comorbidities and toxicities associated with the data. It 
was good to hear the data again, the SWOG data, that was 
presented today. Overall, good review

4

> You need to probably adjust this to your patient and decide 
what’s best. Each of them is potentially curative options 
that we have, whether it be the RATHL approach or 
whether it be ABVD, now the nivolumab

> The neutropenia and neuropathy takeaway is that you’ve 
got to manage this, and you’ve got to be comfortable with 
the management

> I think immunotherapy adding to this base is, I think it’s 
going to be very important and be probably the 
predominant treatment, but you’ve got others, and you can 
do the others and still probably get cured

> We may be able to eventually give no chemotherapy to older 
patients over the age of 70, and maybe nivolumab AVD are 
the only drugs maybe where we could go with and eliminate



ADVISOR ADVISOR

5

> I really also echo the neutropenia management, the every
other G-CSF

> The Nivo-AVD, I agree, is very compelling data, and I think, 
in spite of the pushbacks, I think they will definitely push
forward for this and really try to use this as a frontline agent

> I think what you pointed out about grade 3 neuropathy with 
BV getting better over time, is encouraging

9

> I’m impressed by the 1-year OS or the PFS benefit of Nivo 
+ AVD versus BV + AVD. I think once it gets approved—
I’ve used it in a couple of patients and I will be using more

> Knowing that in elderly patients it’s much better tolerated 
as compared to BV-AVD, which in my personal experience 
has been the same

> Use neutropenic prophylaxis in patients every other cycle. 
That is one thing which I’m going to also use in my practice

6
> I was impressed with the PFS of Nivo-AVD and its low 

toxicity profile and its benefit in older patients, so I’ll 
definitely be using it more. 

10
> I think this will be the new standard of care, especially 

because of familiarity with the drug and less toxicity profile
> I like the idea with growth factors with every other cycle of. 

I think I’m going to start using that

7

> I feel like Nivo-AVD is going to be the new standard of care 
once gets FDA approved. Very impressed with the PFS, 
especially in the elderly population, but in all comers too

> I do like your approach to G-CSF, like other people said
> I’ll probably use Nivo-AVD a lot more, at least, try to push for 

it more from the insurance companies until it gets approved

11

> I won’t be a broken record rehashing what everyone said in 
terms of N-AVD eventually being the new standard of care

> It was a nice storyline you presented with the initial 
presentation of RATHL and de-escalating bleomycin and then 
talking about the difference between ABVD and BV-AVD, 
and then this new story of N-AVD coming into the realm

8
> The SWOG-1826 data . . . I’m aware of the data, but it doesn’t come to the front of my mind when I have a new patient. I’m so used to 

using A-AVD first line. So after this presentation today I’ll definitely keep it as an option, or at least, consider it and decide what to do
> Data in the older population, where the difference was 93% to 64% was really impressive. I don’t think I’ve seen it before, so it will probably 

be my preferred regimen for older folks
> Use of growth factor support, I never tried it every other week or every other cycle, so I’ll say I would consider

Advisor Key Takeaways (2/2)*

16*One advisor did not provide key takeaways.



Audience Response System 
(ARS) Data



For 64% of Advisors, BV + AVD Is Their Primary Systemic 
Regimen for Advanced cHL

18

In the past 12 months, which of the following was your most used primary 
systemic regimen for advanced HL? (N = 11)
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Disease Stage and Number of Unfavorable Risk Factors Are 
the Most Important Factors Contributing to Advisors’ First-Line 
Treatment Decisions

19

What is the most important contributing factor to your first-line treatment choice? (n = 10*)
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*One advisor did not respond.



Nivolumab + AVD Was Used as First-Line Therapy in Patients 
With cHL by 45% of Advisors in the Past Year

20

How many patients with cHL have you treated with nivolumab + AVD for frontline 
therapy in the past 12 months? (N = 11)
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All Advisors Had Some Level of Familiarity With the Data 
From the Phase III SWOG S1826 Trial

21

On a scale of 1–5, how familiar are you with the phase III SWOG S1826 clinical 
trial (nivolumab + AVD vs BV + AVD)? (n = 9*)
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*Two advisors did not respond.



Half the Advisors Found the PFS for Nivolumab + AVD to Be 
the Most Compelling Result From the SWOG S1826 Trial, 
While 30% Identified the OS and EFS Data as Most Compelling

22

What findings from the SWOG 1826 trial do you find most compelling? (n = 10*)
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The SWOG S1826 Study Has Impacted Most Advisors’ 
Treatment Decisions

23

On a scale of 1–5, where 5 is Very high impact and 1 is Very low impact, how much has 
the phase III SWOG S1826 clinical trial (nivolumab + AVD vs BV + AVD) impacted your 

treatment decisions in frontline therapy? (n = 9*)
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*Two advisors did not respond.



When Using BV + AVD, Advisors Are Most Concerned With PN 
and Hematologic Toxicities

24

When considering or using BV + AVD, which safety and tolerability aspects of the 
regimen are of greatest concern to you? (Select all that apply.) (n = 10*)
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Over 20% of Their Patients Treated With BV + AVD Exhibit 
Grade ≥3 PN Requiring Treatment Discontinuation, According 
to Most Physicians

25

What percentage of the patients with stage III–IV cHL whom you treat with BV exhibit PN (grade 
≥3) requiring discontinuation of treatment before completing the maximum 12 doses? (N = 11)
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More Than Half the Advisors Had Not Experienced Barriers 
When Using Nivolumab in cHL, and 45% Reported Insurance 
Approval Barriers

26

What are the most significant barriers you have faced when using nivolumab in the 
treatment of cHL? (Select all that apply.) (N = 11)
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45% of Advisors Prefer Nivolumab + AVD for a 30-Year-Old, Fit 
Patient With Advanced cHL

27

Which of the following is your preferred primary systemic regimen for a 30-year-old 
patient with advanced cHL with no comorbidities (IPS 3)? (N = 11)
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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 the 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. 
The diagnosis is cHL, stage IV disease, IPS 2

28



45% of Advisors Would Use Nivolumab + AVD for 6 Cycles Followed 
by PET/CT Restaging in a Patient With Stage IV cHL and IPS 2, and 
45% Would Use BV + AVD for 6 Cycles Followed by PET/CT Restaging

29

What systemic therapy would you recommend? (N = 11)
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27% of Advisors Would Use Nivolumab + AVD in a Patient Who 
Remains Positive After Restaging (showing Deauville 4) Upon PN 
Diagnosis During BV + AVD Treatment

30

The 40-year-old female patient experiences symptoms of PN (grade 2) after 2 cycles of BV + 
AVD treatment. Restaging PET/CT shows Deauville 4. What do you recommend now? (N = 11)
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