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Figure 3: PFS per investigator at 5 years in patients with (A) Stage III disease 
at enrollment and (B) Stage IV disease at enrollment
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Figure 5: PFS by PET2 status at 5 years
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Table 2: PN resolution and improvement over time
Patients with PN, n (%) 2 years2 3 years3 4 years4 5 years
A+AVD 
n=443

Complete resolutiona or improvementb 295 (67) 345 (78) 365 (83) 375 (85)
Complete resolutiona 191 (43) 272 (62) 300 (68) 316 (71)
Improvementb 104 (24) 73 (17) 65 (15) 59 (13)
Ongoing at last follow-upc NA NA NA 127 (29)

ABVD 
n=286

Complete resolutiona or improvementb 214 (75) 236 (83) 240 (84) 245 (86)
Complete resolutiona 174 (61) 209 (73) 217 (76) 227 (79)
Improvementb 40 (14) 27 (9) 23 (8) 18 (6)
Ongoing at last follow-upc NA NA NA 59 (21)

aResolution was defined as event outcome of “resolved” or “resolved with sequelae”. bImprovement was defined as “improved by  
≥1 grade from worst grade as of the latest assessment”. cOngoing event at EOT is defined as an event with an end date after the EOT 
date, and the event end date is “not missing”, or the last follow-up date is on or after the EOT date and the event end date is missing. 
Median follow-up 236.9 weeks (range 0–344).

•	 Most ongoing cases of PN were grade 1 or 2 (Figure 7).
•	 A total of 125 live births were reported among study participants and their partners.
•	 There was no observable impact of study treatment on ongoing pregnancies or live births 

(Figure 8).
•	 Secondary malignancies were reported in 48 patients.
•	 Nineteen occurred in the A+AVD arm:

	◦ Nine hematologic malignancies.
•	 Two cases of acute myeloid leukemia (patients aged 38 and 29 years).

	◦ Ten solid tumors.
•	 Twenty-nine occurred in the ABVD arm:

	◦ Fifteen hematologic malignancies. 
•	 One case of myelodysplastic syndrome (patient aged 71 years).
•	 One case of acute myeloid leukemia (patient aged 74 years).

	◦ Fourteen solid tumors.

Figure 6: Patients with complete resolution or improvement of PN over time2–4
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Table 1: Key baseline patient characteristics2 

Characteristic A+AVD
n=664

ABVD
n=670

Total
N=1334

Male sex, n (%) 378 (57) 398 (59) 776 (58)
Median age, years (range) 35 (18–82) 37 (18–83) 36 (18–83)

Age <60 years, n (%) 580 (87) 568 (85) 1148 (86)
Age ≥60 years, n (%) 84 (13) 102 (15) 186 (14)

International Prognostic Score, n (%)
0–1 142 (21) 141 (21) 283 (21)
2–3 355 (53) 357 (53) 712 (53)
4–7 167 (25) 172 (26) 339 (25)

PET2 status, n (%)
Positive 47 (7) 58 (9) 105 (8)
Negative 588 (89) 578 (86) 1166 (87)
Unknown/unavailable 29 (4) 34 (5) 63 (5)

•	 PN was monitored for resolution and improvement; events were investigator assessed  
and reported.
	◦ Improvement was defined as a decrease of at least 1 grade from worst grade with no higher  

grade thereafter.
•	 The incidence and outcomes of pregnancies among participants and their partners was assessed. 

Results
•	 Median age of patients was 36 years, and 58% of patients were aged <40 years (Table 1).2

•	 Median follow-up time was 60.9 months (95% CI: 60.8–61.0).

•	 At 5 years follow-up, PFS per investigator remained significantly higher for A+AVD at 82.2%  
vs 75.3% with ABVD (Figure 2). 

•	 	OS was a prespecified key secondary endpoint; the prespecified number of events required 
to trigger an OS analysis has not been reached.

•	 	At 5 years, patients had significantly higher PFS per investigator with A+AVD versus ABVD, 
regardless of disease stage at enrollment (Figure 3).

•	 The PFS improvement with A+AVD was robust and durable versus ABVD, and was independent 
of disease stage, patient age, and baseline risk (Figure 4).

•	 Among PET2– patients, the PFS rate at 5 years was higher in the A+AVD arm than in the ABVD 
arm (Figure 5).

•	 Among PET2+ patients, the PFS rate at 5 years was numerically higher in the A+AVD arm than 
in the ABVD arm (Figure 5).

•	 At the primary analysis, 443 and 286 patients in A+AVD and ABVD arms, respectively, had 
experienced PN.

•	 After 5 years, most cases of PN had either completely resolved or improved (Figure 6 and 
Table 2).

•	 Median time to complete resolution of PN events that were ongoing at EOT was 34 weeks 
(range 0–262) in the A+AVD arm and 16 weeks (range 0–267) in the ABVD arm; median time 
to improvement was 49 weeks (range 8–270) and 12 weeks (range 2–70), respectively.

Figure 2: PFS per investigator at 5 years follow-upa

0 6

664 620

A+AVD

5-year PFS 82.2% 
(95% CI: 79.0–85.0)

ABVD

5-year PFS 75.3% 
(95% CI: 71.7–78.5)

112
Events

158
0.68

HR
(95% CI)

(0.53–0.87)
0.0017

Log-rank
test P value

670
A+AVD
ABVD 613

12

562
521

18

535
500

24

518
478

30

505
456

36

492
432

42

474
423

48

446
397

54

414
360

60

333
292

66

201
179

72

102
73

78

38
22

90

0
0

84

2
4

1.0

0.8

0.6

0.4

0.2

0.0

Pr
ob

ab
ili

ty
 o

f P
FS

Time from randomization (months)

Number of patients at risk

aData cut-off: September 14, 2020.

Background
•	 Historically, nearly all relapses in patients with cHL occurred within the first 5 years.1

•	 In the primary analysis of the phase 3 ECHELON-1 study (NCT01712490), treatment with 
A+AVD was superior to treatment with ABVD for patients with previously untreated Stage III  
or IV cHL.2

	◦ 2-year modified PFS per IRF: A+AVD=82.1%, ABVD=77.2%; HR=0.77 (95% CI: 0.60–0.98; P=0.04).
•	 Analyses after 3- and 4-years follow-up reported durable PFS per investigator with A+AVD 

versus ABVD in the ITT population that was consistent across most key patient subgroups, 
irrespective of interim PET scan status, disease stage, or baseline disease IPS.3,4

•	 We report updated efficacy and safety results for patients in the ECHELON-1 study after a 
median follow-up of 5 years, with safety data focusing on PN, secondary malignancies,  
and fertility.5

	◦ These are exploratory analyses and P values are unadjusted/descriptive.

Methods
•	 ECHELON-1 (NCT01712490) is an open-label, randomized, 2-arm, multicenter, phase 3 study 

(Figure 1). 
•	 Adults with advanced untreated cHL were randomized 1:1 to receive 6 cycles of A+AVD or 

ABVD by IV infusion on days 1 and 15. 

Primary endpoint
•	 Modified PFS per IRF.

Key secondary endpoints
•	 OS, rate of PET2-negativity, safety.

Long-term follow-up assessments
•	 PFS per investigator in the ITT population was assessed at a median follow-up of approximately 

5 years.
•	 Patients are followed for survival until death or for a minimum of 10 years after enrollment of the 

last patient.
•	 Post-treatment follow-up for secondary malignancies and other safety events was performed 

Q3M until 36 months after EOT, then Q6M.

Study assessments
•	 CT and PET scans were conducted at screening and after completion of cycle 2.
•	 PET2 status was assessed using the Deauville criteria with central review.

	◦ PET2– was defined as a Deauville score of 1, 2, or 3.
	◦ Deauville score of 4 or 5 was considered PET2+.

•	 Initially, CT scans were performed Q3M for the first year of follow-up and then Q6M.
	◦ The study protocol was amended (July 16, 2018) approximately 15 months after the primary analysis to 

remove the requirement for CT scans during the extended monitoring period.
•	 Safety was assessed using the Medical Dictionary for Regulatory Activities version 19.0 and 

National Cancer Institute Common Terminology Criteria for Adverse Events version 4.03.

Figure 1: Study design
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aPer protocol: During post-treatment follow‑up, patients are to be followed for survival and disease status Q3M for 36 months and then Q6M 
until death/study closure. Investigators are requested to document response assessed from any scans performed either as standard of care 
or based on clinical judgement before initiation of any subsequent anticancer therapy for cHL. Investigators are also requested to document 
best response to any subsequent salvage anticancer therapies and any multimodality therapy that includes brentuximab vedotin as a 
component of the regimen.
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Conclusions
•	 At 5 years, A+AVD continues to demonstrate a robust and durable treatment benefit independent 

of disease stage, risk factor score, and PET2 status, without requiring change of therapy based 
on interim PET assessment and without exposure to bleomycin.

•	 The sustained PFS benefit with A+AVD is coupled with:
	◦ A manageable long-term safety profile.
	◦ A high rate of resolution and improvement of PN, with symptoms of PN resolving or improving over time.
	◦ A low rate of secondary malignancies.
	◦ No observed impact on the rate of successful pregnancies compared with ABVD.

•	 As most relapses in cHL occur within 5 years of frontline treatment, these long‑term PFS data suggest 
that more patients may have been potentially cured of their disease with A+AVD versus ABVD.

•	 A+AVD should be considered as a preferred treatment option for all patients with previously 
untreated Stage III or IV cHL.

Figure 7: Patients with ongoing PN by grade at last follow-up
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Figure 8: (A) Number of patients or their partners reporting a pregnancy and 
(B) Ongoing pregnancies or live births in female patients
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Figure 4: PFS subgroup analysis


