First-Line Brentuximab Vedotin Plus Chemotherapy Improves Overall Survival In Patients
With Stage lIl/IV Classical Hodgkin Lymphoma: An Updated Analysis Of ECHELON-1
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* The OS benefit with A+AVD was preserved in a multivariable
analysis when simultaneously adjusting for baseline demographic
and disease factors (HR 0.53; 95% CI: 0.34, 0.83)

» Age, non-white race, ECOG performance status score, and PET2
status were identified as the covariates with greatest evidence of
association with overall survival

« Adriver of higher mortality rate in the ABVD arm was due to
second malignancies

o Only 1 patient in the A+AVD arm died from a second malignancy vs 11
patients in the ABVD arm

Table 2: Cause of deaths

« Among patients with second malignancies:

o Two patients on each arm received transplant

o Three patients on the ABVD arm received prior radiation (none with A+AVD)
* Pregnancy and PN data were consistent with prior reports*

> More female patients reported pregnancies in the A+AVD than the ABVD
arm (49 vs 28)

Results

+ Baseline demographics and disease characteristics were well balanced
between groups (Table 1) and have been previously described

Background

» For the last decade, standard frontline treatments (i.e., ABVD)
have set a high bar for survival for patients with advanced cHL'
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o Safety outcomes including:
— Second malignancies
— Outcomes of pregnancy among patients and their partners
— PN resolution and improvement rates

o In the A+AVD arm, 19 patients had prior disease progression; 18 received
subsequent therapy

> In the ABVD arm, 28 patients had prior disease progression, 25 received a
subsequent therapy (of which 13 received brentuximab vedotin)

A+AVD 664 638 626 612 598 584 572 557 538 517 494 461 350 209 97 27 4 O
ABVD670 634 614 604 587 567 545 527 505 479 454 411 308 191 84 11 1 0

“Immunotherapy was based predominantly on anti-PD-1 agents. are for personal use only and may not be reproduced without permission

. . . from the author of this poster, David J. Straus, strausd@MSKCC.ORG.
« Fewer second malignancies were reported in the A+AVD vs ABVD P @ [=]

arm, consistent with prior reports® (Figure 5)

» OS benefit was generally consistent across subgroups (Figure 3)
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