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Abstract 

We present feasibility, toxicity and efficacy results of an intensified six-cycle ChlVPP/ABVVP regimen in advanced Hodgkin lymphoma 
(HL). From February 2004 to August 2007, 82 consecutive eligible patients were enrolled. According to the Hasenclever index, 64 
patients (78%) were considered at low risk, 15 (18%) at intermediate and 3 (4%) at high risk. The most relevant toxicity was 
haematological: grade 3–4 neutropenia occurred in 32% of patients, grade 3–4 anaemia in 26% of patients. Severe infections and febrile 
neutropenia were observed in 8% of patients. With a median follow-up of 35 months (range 12–55), the three-year freedom from 
treatment failure (FFTF) and overall survival (OS) were 75% (95% CI 65%–86%) and 94% (95% CI 87%–99%), respectively. The 
intensified ChlVPP/ABVVP regimen in advanced HL is effective, does not seem to differ from standard regimens in terms of FFTF and 
OS and showed a favourable toxicity profile. 

Key words: ChlVPP/ABVVP, intensified regimen, Hodgkin lymphoma 

Published: 08/09/2010            Received: 23/04/2010 
 
ecancer 2010, 4:184 DOI: 10.3332/ecancer.2010.184
 
Copyright:  © the authors; licensee ecancermedicalscience. This is an Open Access article distributed under the terms of the Creative 
Commons Attribution License (http://creativecommons.org/licenses/by/2.0), which permits unrestricted use, distribution, and reproduction 
in any medium, provided the original work is properly cited. 
 
Competing Interests: The authors have declared that no competing interests exist. 

 

ecancermedicalscience 
 

1 

Re
se

ar
ch

 A
rt

ic
le

Correspondence to E Cocorocchio  Email: emilia.cocorocchio@ieo.it

http://dx.doi.org/10.3332/ecancer.2010.184
http://creativecommons.org/licenses/by/2.0
mailto:emilia.cocorocchio@ieo.it
seema.yadav



ecancer 2010, 4:184 
 

 

Introduction 

Adriamycin, bleomycin, vinblastine and dacarbazine (ABVD) 
chemotherapy (CT), in combination with radiotherapy (RT) 
when necessary, is considered the treatment of choice in 
advanced HL [1–4]. However, about one third of patients with 
complete remission (CR) will subsequently relapse [5,6]. In 
recent years, intensified CT schedules have been investigated 
and there are indications for an improvement in treatment 
results [7–10]. Nonetheless, long-term toxicities should be 
considered. 

In 2003, Diehl et al [7] reported their experience with increased-
dose BEACOPP, showing a possible benefit in terms of overall 
response rate (ORR), event-free survival (EFS) and overall 
survival (OS). More recently, Federico et al [10] published a 
randomised study comparing ABVD versus BEACOPP versus 
COPPEBVCAD-CEC: a better failure-free survival (FFS) and 
progression-free survival (PFS) with the BEACOPP regimen 
was found but without any advantage in OS and a high 
incidence of grade 3–4 toxicity. 

In 2004, we reported our experience with the hybrid 
combination regimen ChlVPP/ABVVP  in advanced HL [4]: 
cycles were repeated every 4 weeks, for a maximum of eight 
administrations. Clinical results demonstrated a relevant clinical 
activity in terms of ORR (96%), 5-year EFS (71%) and OS 
(79%). Considering that grade 3–4 neutropenia precluded the 
correct delivery of CT in 67% of patients, we decided to intensify 
the schedule introducing pegylated filgrastim (pegfilgrastim). 

From February 2004 to August 2007, 82 consecutive patients 
were included, with the aim to investigate feasibility, toxicity and 
efficacy of an intensified ChlVPP/ABVVP regimen. 

 

Materials and methods 

Eligibility 

All patients had histologically confirmed and newly diagnosed 
HL. Eligible patients had stage IIA with at least one of the 
following risk factors: bulky disease (defined as mediastinal 
mass ≥ 1/3 maximum transverse thorax diameter or any lesion ≥ 
5 cm), extra-nodal involvement, erythrocyte sedimentation rate 
(ESR) ≥ 50, ≥ 3 lymph node regions involved or stage IIB , III 
and IV, with adequate renal and liver functions (serum 
creatinine level <2.5 mg/dl, total bilirubin level <1.5 mg/dl, 

AST/ALT level <2.5 times upper limit of normal). At time of 
treatment, absolute neutrophils count (ANC) should have been 
≥1.5 x 109/l, platelets (PLT) ≥ 150 x 109/l and haemoglobin (HB) 
≥ 9 g/dl. 

Patients were excluded if they had received prior CT or RT, in 
case of any other malignancy or history of prior malignancy 
(except non-melanoma skin tumours or in situ cervical 
carcinoma), uncontrolled chronic disease, HIV infection, 
psychiatric illness or pregnancy. 

The study was approved by the institutional review board, and 
written informed consent was obtained from all patients. 
 

Study design 

Patients underwent full staging, including a full patient history 
and physical examination, computed tomography (CT) scans of 
the chest, abdomen and pelvis, 18F-fluorodeoxyglucose PET 
(18FDG-PET) scanning, complete blood count (CBC), ESR, a 
biochemical profile and a bone marrow trephine biopsy.  

Treatment schedule was the following: day 1: vinblastine 6 
mg/m2 intravenously; day 1 to 7: chlorambucil 6 mg/m2/d orally, 
procarbazine 80 mg/m2/d orally, prednisone 50 mg/d orally; day 
8: doxorubicin 30 mg/m2, bleomicin 7.5 mg/ m2, vincristine 1 mg, 
intravenously; day 8 to 10:  etoposide 100 mg/ m2/d 
intravenously; day 11: Pegfilgrastim was administered at the 
dose of 6 mg subcutaneous on day 11. Cycles were repeated 
every 21 days if ANC ≥ 1.0 x 109/l and PLT ≥ 100 x 109/l. On 
day 1 of each cycle, each patient had a physical examination, a 
CBC and blood biochemistry evaluation; on day 8 and 15 only a 
CBC. Antibiotic profilaxis was not given routinely. Consolidation 
RT was delivered to the site of bulky disease in patients with a 
CR.  

As the period between pegfilgrastim administration and the 
subsequent CT cycle was <14 days , to establish the optimal 
interval, an evaluation of pegfilgrastim serum concentration was 
performed for the first group of 11 patients [11]. On the first day 
of each cycle, the pegfilgrastim serum concentration was 
evaluated using Quantikine® (human G-CSF Immunoassay), an 
enzyme-linked immunosorbent assay (ELISA test) specific for 
filgrastim. A standard curve was prepared with an upper 
concentration  of pegfilgrastim of 4 ng/ml  and a lower 
concentration of 0.062 ng/ml (Figure 1). Pegfilgrastim 
concentration was reported on x-axis and optical density on y-
axis. Sample concentrations were calculated by measuring the
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Figure 1:  Pegfilgrastin serum concentration in 34 samples evaluated on day 1 of the cycle.

optical density of the serum and extrapolating from the standard 
curve, using PC software connected to the spectrophotometer. 

Primary end points were the safety profile of the schedule in 
terms of toxicity, treatment intervals between cycles, evaluation 
of relative dose-intensity (RDI)—defined as the rapport between 
the administered dose/m2/week and the expected 
dose/m2/week. Secondary end points were FFTF and OS. 
 

Toxicity assessment 

Adverse events were assessed according to the Common 
Toxicities Criteria of the National Cancer Institute (NCI, version 
3.0) [12]. 
 

Response assessment 

Response evaluation was performed after three and six cycles 
of CT by a physical examination, CT scan of the neck, chest, 
abdomen and pelvis and an 18FDG-PET. A bone marrow biopsy 
was performed at the end of the CT program if positive for 
disease localization at baseline.  

During follow-up, clinical evaluation by physical examination 
and biochemistry was performed every three months for up to 
two years, than every six months for up to five years, and 
thereafter annually until disease progression or death. 
Radiological evaluation was performed by CT scan every six 
months for up to five years, annually thereafter for up to 10 
years. 

 Statistics 

The FFTF was calculated from the date of the first cycle to the 
date of disease progression after CR, or to the date of last 
follow-up in the case of prolonged CR. If a patient failed to 
achieve a CR, FFTF was set to zero. OS was defined as the 
time interval from the date of first cycle to the date of death or to 
the date of last follow-up if death did not occur. Survival curves 
were plotted using the Kaplan–Meier method. The log-rank test 
was used to assess survival differences between groups. The 
Kruskal–Wallis test was used to compare RDI medians. All 
analyses were carried out with the SAS software (SAS Institute, 
Cary, NC). All tests were two sided. 
 
Results 

Patient characteristics 

From February 2004 to August 2007, 82 consecutive patients 
were included in the analysis. Their characteristics are listed in 
Table 1. Median age was 34 years (range 15–68 years), 42 out 
of 82 were male. Histology included 77 classical and 5 
lymphocyte predominant HL (94% and 6%, respectively). 
According to the Hasenclever index [13], 64 out of 82 patients 
(78%) were considered at low risk, 15 (18%) at intermediate 
and 3 (4%) at high risk. 

All patients received six cycles of CT. Involved field RT was 
performed in 26 patients, with bulky disease at diagnosis and 
with CR, with a median dose of 35.5 Gy  (range: 25–37 Gy).  
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Table 1: Patient characteristics and disease status. 

Toxicity 

Haematological and non-haematological toxicities are reported 
in Table 2.  

76 out of 82 patients were evaluated for toxicity: grade 3–4 
neutropenia occurred in 24 out of 76 patients (32%), grade 3–4 
anaemia in 20 patients (26%). Transfusional support was 
required in 23 patients with a median of 2 (range 2–8) red cell 
units per patient. After the first 14 patients, darbopoietin (500 
mcg sc q 3 weeks) was introduced when the haemoglobin level 
fell to <10 g/dl, reducing the rate of transfused patients from 
57% to 24%. Febrile neutropenia and grade 3–4 infections were 
observed in six patients (8%). 

Two patients experienced asymptomatic pulmonary embolism 
after the third and fourth cycle, respectively, while one patient 
developed a cavernous sinus thrombosis after the second cycle. 

All three had received darbopoietin while in two of them, oral 
contraceptives given to preserve fertility were probably 
contributory.  

10 patients (12%) delayed treatment (nine patients one cycle, 
one patient two cycles) with a median delay time of one week 
(range one—six weeks). Delays were due to symptomatic 
neurotoxicity (one case), infectious status (seven cases; 
varicella zoster infection, flu syndrome, pneumonia and febrile 
neutropenia), thrombocytopenia (one case), gastrointestinal 
disorder (one case), cavernous sinus thrombosis (one case).   

A dose reduction of at least 20% of one drug occurred in 31 
patients: 13 patients reduced the dose for 1 drug, 12 patients for 
2 drugs and 6 patients for > 2 drugs of the schedule. Dose 
reduction was performed starting from the second cycle in eight 
patients, from the third cycle in eight patients, from the fourth 
and fifth cycle in the remaining 15 patients. The planned dose of  
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Table 2: Haematological and non-haematological  toxicity. 

doxorubicin and etoposide was reduced in three and nine 
patients, respectively; three patients reduced both, due to 
previous haematological or gastrointestinal toxicity. Vinca 
alkaloids dose reduction was mainly due to neurological toxicity. 
The RDI for each drug is reported in Table 3. The median RDI 
for all drugs was 96.95%. When these data were compared with 
those obtained from the previous experience with standard 
ChlVPP/ABVVP [4], the RDI resulted improved mainly for 
myelotoxic drugs, such as doxorubicin and etoposide.  

Pegfilgrastim 

Pegfilgrastim serum concentration was evaluated in 34 samples 
(11 patients). The median level of pegfilgrastim serum 

concentration at day 11 was 0.27 ng/ml (range 0.07–0.59 
ng/ml), well below the lowest filgrastim serum level 
concentration that can stimulate granulopoiesis (2 ng/ml), 
according to the biomathematical model that describes the 
concentration–effect relationship by an E-function [11] (Figure 
1). 

Outcome 

All patients were evaluable for response with an ORR of 99%. 
At the end of treatment, 73 out of 82 patients obtained a CR 
(89%), 8 patients a partial remission (PR) (10%) with 
histological confirmation of disease persistence available for 1, 
and 1 patient a progressive disease (PD) (1%).  
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Table 3: Comparison of relative dose intensity within standard and intensified ChlVPP/ABVVP. 

 

 

Figure 2a: Freedom from treatment failure (FFTF). 

Ten out of 73 CRs relapsed, with a median time to relapse of 9 
months (range 4–38). Autologous stem cell transplantation 
(ASCT) was performed in 17 out of 19 failures, achieving a 
second CR in 12 patients. The remaining five patients 
underwent allogenic stem cell transplantion (AlloSCT), obtaining 
a CR in one case. ASCT was not performed in two patients 
because of elderly age in the first and sub-optimal performance 
status and rapid disease progression in the latter.  

Five out of 82 patients died: four due to PD, one due to toxicity 
related to salvage CT. With a median follow-up of 35 months 
(range: 12–55) FFTF, and OS at 3 years were 75% (95% CI 

65%–86%) (Figure 2a), and 94% (95% CI 87%–99%) (Figure 
2b), respectively. When patient outcome was compared to risk 
profile, the low-risk group had a statistically significant 
advantage in terms of FFTF and OS compared to the 
intermediate risk group (p<0.001 and 0.002) (Figures 3a  and 
b). 

Discussion 

Our experience confirmed the safety and feasibility of the 
intensified ChlVPP/ABVVP regimen. A single injection of 
pegfilgrastim allowed optimal drug delivery, adequate dose 
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Figure 2b: Overall survival (OS). 

 

 

Figure 3a: Freedom from treatment failure (FFTF) according to risk profile.

intensity and a reduction in overall treatment duration if 
compared with our previously published four-week schedule [4].  

The most relevant toxicity was haematological with grade 3–4 
neutropenia in 32% of patients. Nonetheless, neutrophil 
recovery and the low rate of grade 3–4 infections make this 
schedule more favourable in terms of toxicity profile when 
compared to the standard ChlVPP/ABVVP or the 

standard/increased BEACOPP (Table 4). Symptomatic anaemia 
requiring transfusional support was one of the most relevant 
toxicities observed in the first 14 patients. Darbopoietin 
effectively reduced transfusional support, demonstrating the 
efficacy of this strategy [14]. However, thromboembolic events 
occurred in three patients: all had received darbopoietin, two 
patients also combined with oral contraceptives. It is well known
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Table 4: Grade 3–4 toxicity and outcome from other trials. 

 

 

Figure 3b: Overall survival according to risk profile. 

that the use of darbopoietin and hormonal contraception are 
associated with a 1.5-fold and a 2.0-fold increased risk of 
thrombosis, respectively [15,16]. The concomitant 
administration of CT, darbopoietin and oral contraceptives 
should be reserved to selected cases and probably requires 
adequate prophylaxis. 

 In our previous experience [4], a four-week schedule without 
pegfilgrastim, haematological toxicity and consequent CT 
delays occurred in 67% of patients, influencing the RDI of the 
schedule. The use of pegfilgrastim allowed a RDI > 80% for 
each of the drugs included in the regimen. When compared to 

the ChlVPP/ABVVP regimen [4], the RDI was significantly 
increased for doxorubicn (90.7% vs 96%, p <0.01) and 
etoposide (68.6% vs 98%, p:<0.01) without increasing toxicity .  

Second malignancies, MDS and secondary leukaemias 
represent the leading cause of excess mortality in Hodgkin 

disease survivors, correlated with the total CT dose and for RT 
with the total dose and fields involved [17–18]. The use of 
alkylating agents and etoposide is associated with an increased 
risk of short onset acute leukaemias, while solid tumours have 
emerged as the most significant late onset secondary 

malignancies [17–19]. The risk of solid tumours reported for 
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patients who received sub-total or total nodal irradiation 
compared with involved field RT is 1.84-fold higher [17–19]. 
Although the median follow-up is still short, patients who 
underwent our intensified ChlVPP/ABVVP regimen did not 
develop MDS, secondary leukaemias or secondary solid 
tumours.  

Clinical results in terms of FFTF (75%) and OS (94%) 
demonstrate the efficacy of the schedule. The use of 18FDG-
PET in the routine management of HL patients introduced more 
stringent criteria for response evaluation [20], thus the CR rate 
in our previous experience (95%) [4] was probably 
overestimated. 18FDG-PET scan restaging at the end of 
treatment modified the management of these patients:  18FDG-
PET positive patients underwent intensified CT with ASC 
support, while a negative 18FDG-PET identified patients who 
were probably cured by therapy. Relapse rate was different in 
the two groups (14% vs 24%), with an odds ratio of 2.0 (95% CI 
0.8%–4.9%). This may explain the improvement in terms of OS 
in this cohort of patients versus the previous one (94% vs 79%). 

Our results are slightly better than those reported for ABVD. 
When compared to standard BEACOPP [7], FFTF and OS are 
similar for patients with a low Hasenclever index, while the small 
number of patients with intermediate and high-risk index 
precludes any conclusion.    Results of intensified BEACOPP 
seems to be better in terms of FFTF, also at 10 years, but not of 
OS [21].  The toxicity profile and late events make this schedule 
not always  suitable for older patients or patients with co-
morbidities.  

The ASCT is an effective salvage programme [22], and an 
intensified ChlVPP/ABVVP regimen does not preclude stem cell 
mobilization since all patients taking part in the procedure 
successfully collected peripheral blood stem cells.   

In conclusion, intensified ChlVPP/ABVVP demonstrated a 
favourable profile in terms of acute and long-term toxicity, and 
seems to be–-in terms of FFTF and OS—as effective as other 
standard regimens. Patients relapsing after intensified 
ChlVPP/ABVVP regimen can be cured with the ASCT. 

 

 

 

 

 

 

 

 

 

 

 

 9 www.ecancermedicalscience.com 

Re
se

ar
ch

 A
rt

ic
le



ecancer 2010, 4:184 
 

References 

1. Bonadonna G, Zucali R, Monfardini S, De Lena M and 
Uslenghi C (1975) Combination chemotherapy of 
Hodgkin's disease with adriamycin, bleomycin, 
vinblastine and imidazole carboximide versus MOPP 
Cancer  36 252–259 PMID 54209 doi: 10.1002/1097-
0142(197507)36:1<252::AID-CNCR2820360128>3.0.CO;2-
7 

2. Connors JM, Klimo P, Adams G, Burns BF, Cooper I, 
Meyer RM, O'Reilly SE, Pater J, Quirt I, Sadura A, Shustik 
C, Skillings J, Sutcliffe S, Verma S, Yoshida S and Zee B 
(1997) Treatment of advanced Hodgkin’s disease with 
chemotherapy comparison of MOPP/ABV hybrid 
regimen with alternating courses of MOPP and ABVD: 
a report from the National Cancer Institute of Canada 
clinical trials group J Clin Oncol  15 1638–45 Erratum 
(1997) J Clin Oncol  15 2762 PMID 9193364 

3. Canellos GP, Anderson JR, Propert KJ, Nissen N, Cooper 
MR, Henderson ES, Green MR, Gottlieb A and Peterson 
BA (1992) Chemotherapy of advanced Hodgkin’s 
disease with MOPP, ABVD, or MOPP alternating with 
ABVD N Engl J Med 327 478–84 PMID 1383821 

4. Martinelli G, Cocorocchio E, Peccatori F, Zucca E, Saletti 
PC, Calabrese L, Pastano R, Pruneri G, Mazzetta C, 
Ghielmini M and Cavalli F (2004) ChlVPP/ABVVP, a first 
line 'hybrid' combination chemotherapy for advanced 
Hodgkin's lymphoma: a retrospective analysis Br J 
Haematol 125 584–589 PMID 15147373 doi: 10.1111/j. 
1365-2141.2004.04962.x 

5. Josting A, Franklin J, May M, Koch P, Beykirch MK, Heinz 
J, Rudolph C, Diehl V and Engert A (2002) New 
prognostic score based on treatment outcome of 
patients with relapsed Hodgkin’s lymphoma registered 
in the database of the German Hodgkin’s Lymphoma 
Study Group J Clin Oncol 20 221–30 PMID 11773173 doi: 
10.1200/JCO.20.1.221 

6. Bonfante V, Santoro A, Viviani S, Devizzi L, Balzarotti M, 
Soncini F, Zanini M, Valagussa P and Bonadonna G (1997) 
Outcome of patients with Hodgkin’s disease failing 
after primary MOPP-ABVD J Clin Oncol 15:528–34. PMID 
9053474 

7. Diehl V, Franklin J, Pfreundschuh M, Lathan B, Paulus U, 
Hasenclever D, Tesch H, Herrmann R, Dörken B, Müller-
Hermelink HK, Dühmke E and Loeffler M (2003) German 
Hodgkin's Lymphoma Study Group.l. Standard and 
Increased-Dose BEACOPP Chemotherapy Compared 
with COPP-ABVD for Advanced Hodgkin's Disease N 
Engl J Med 348 (12) 2386  PMID 12802024 

8. Gobbi PG, Levis A, Chisesi T, Broglia C, Vitolo U, Stelitano 
C, Pavone V, Cavanna L, Santini G, Merli F, Liberati M, 
Baldini L, Deliliers GL, Angelucci E, Bordonaro R and 

Federico M (Dec 20, 2005) Intergruppo Italiano Linfomi. 
ABVD versus modified Stanford V versus 
MOPPEBVCAD with optional and limited radiotherapy 
in intermediate- and advanced-stage Hodgkin's 
lymphoma: final results of a multicenter randomized 
trial by the Intergruppo Italiano Linfomi. J Clin Oncol 
23(36):9198–207 PMID 16172458 doi: 10.1200/JCO.2005. 
02.907 

9. Engert A, Bredenfeld H, Döhner H, Ho AD, Schmitz N, 
Berger D, Bacon P, Skacel T, Easton V and Diehl V (2006) 
Pegfilgrastim support for full delivery of BEACOPP-14 
chemotherapy for patients with high-risk Hodgkin's 
lymphoma: results of a phase II study Haematologica 
91(4):546–9 PMID 16585019 

10. Federico M, Luminari S, Iannitto E, Polimeno G, 
Marcheselli L, Montanini A, La Sala A, Merli F, Stelitano C, 
Pozzi S, Scalone R, Di Renzo N, Musto P, Baldini L, 
Cervetti G, Angrilli F, Mazza P, Brugiatelli M and Gobbi PG 
(Feb 10, 2009) HD2000 Gruppo Italiano per lo Studio dei 
Linfomi Trial. ABVD Compared With BEACOPP 
Compared With CEC for the Initial Treatment of 
Patients With Advanced Hodgkin's Lymphoma: Results 
From the HD2000 Gruppo Italiano per lo Studio dei 
Linfomi Trial J Clin Oncol 27(5):805–11 PMID 19124807 
doi: 10.1200/JCO.2008.17.0910 

11. Yang B, Hill RL and Hollifield AM et al (December 6–9, 
2003) Pegfilgrastim Serum Concentrations on the 
Twelfth Day after Dosing Are Unlikely To Stimulate 
Granulopoiesis: A Retrospective Analysis of 6 Clinical 
Trials in a Variety of Cancer Population American 
Society of Hematology 45th Annual Meeting  Meeting Proc 
ASH, Volume 102 Issue 11 

12. Cancer Therapy Evaluation Program, Common 
Terminology Criteria for Adverse Events, Version 3.0, 
DCTD, NCI, NIH, DHHS, March 31, 2003 (available on 
http://ctep.cancer.gov) 

13. Hasenclever D and Diehl V (1998) A prognostic score for 
advanced Hodgkin's disease. International Prognostic 
Factors Project on Advanced Hodgkin's Disease N Engl 
J Med 339 (21)1506–14 PMID 9819449 doi: 10.1056/ 
NEJM199811193392104 

14. Kasper C, Terhaar A, Fosså A, Welt A, Seeber S and 
Nowrousian MR (1997) Recombinant human 
erythropoietin in the treatment of cancer-related 
anaemia Eur J Haematol 58 (4) 251–6 PMID 9186536 

15. Bennet CL, Silver SM, Djulbegovic B Samaras AT, Blau 
CA, Gleason KJ, Barnato SE, Elverman KM, Courtney DM, 
McKoy JM, Edwards BJ, Tigue CC, Raisch DW, Yarnold 
PR, Dorr DA, Kuzel TM, Tallman MS, Trifilio SM, West DP, 
Lai SY and Henke M (Feb 27, 2008) Venous 
Thromboembolism and Mortality Associated With 
Recombinant Erythropoietin and Darbepoetin 
Administration for the Treatment of Cancer-Associated 

 10 www.ecancermedicalscience.com 

Re
se

ar
ch

 A
rt

ic
le

http://www.ncbi.nlm.nih.gov/pubmed/54209
http://dx.doi.org/10.1002/1097-0142(197507)36:1%3C252::AID-CNCR2820360128%3E3.0.CO;2-7
http://dx.doi.org/10.1002/1097-0142(197507)36:1%3C252::AID-CNCR2820360128%3E3.0.CO;2-7
http://dx.doi.org/10.1002/1097-0142(197507)36:1%3C252::AID-CNCR2820360128%3E3.0.CO;2-7
http://www.ncbi.nlm.nih.gov/pubmed/9193364
http://www.ncbi.nlm.nih.gov/pubmed/1383821
http://www.ncbi.nlm.nih.gov/pubmed/15147373
http://dx.doi.org/10.1111/j.1365-2141.2004.04962.x
http://dx.doi.org/10.1111/j.1365-2141.2004.04962.x
http://www.ncbi.nlm.nih.gov/pubmed/11773173
http://dx.doi.org/10.1200/JCO.20.1.221
http://dx.doi.org/10.1200/JCO.20.1.221
http://www.ncbi.nlm.nih.gov/pubmed/9053474
http://www.ncbi.nlm.nih.gov/pubmed/9053474
http://www.ncbi.nlm.nih.gov/pubmed/12802024
http://www.ncbi.nlm.nih.gov/pubmed/16172458
http://dx.doi.org/10.1200/JCO.2005.02.907
http://dx.doi.org/10.1200/JCO.2005.02.907
http://www.ncbi.nlm.nih.gov/pubmed/16585019
http://www.ncbi.nlm.nih.gov/pubmed/19124807
http://dx.doi.org/10.1200/JCO.2008.17.0910
http://www.ncbi.nlm.nih.gov/pubmed/9819449
http://dx.doi.org/10.1056/NEJM199811193392104
http://dx.doi.org/10.1056/NEJM199811193392104
http://www.ncbi.nlm.nih.gov/pubmed/9186536


ecancer 2010, 4:184 
 

Anemia JAMA 299 (8) 914–24 doi: 10.1001/jama.299. 
8.914 

16. Sandset PM, Høibraaten E, Eilertsen AL and Dahm A 
(2009) Mechanism of thrombosis related to hormone 
therapy Thromb Res 123 Suppl 2 S70–3 

17. Ng AK, Bernardo MVP, Weller E, Backstrand K, Silver B, 
Marcus KC, Tarbell NJ, Stevenson MA, Friedberg JW and 
Mauch PM (2002) Second malignancy after Hodgkin 
disease treated with radiation therapy with or without 
chemotherapy: long-term risks and risk factors Blood 
100 (6) 1989–1996  doi: 10.1182/blood-2002-02-0634 

18. Biti G, Cellai E, Magrini SM, Papi MG, Ponticelli P and 
Boddi V (Apr 30, 1994) Second solid tumors and 
leukaemia after treatment for Hodgkin's disease: an 
analysis of 1121 patients from a single institution Int J 
Radiat Oncol Biol Phys 29 (1) 25–31 PMID 8175441 

19. Henry-Amar M (1992) Second cancer after the treatment 
for Hodgkin's disease: a report from the International 
Database on Hodgkin's Disease Ann Oncol 3 (suppl 4) 
117–128 PMID 1450072 

20. Kobe C, Dietlein M, Franklin J, Markova J, Lohri A, 
Amthauer H, Klutmann S, Knapp WH, Zijlstra JM, Bockisch 
A, Weckesser M, Lorenz R, Schreckenberger M, Bares R, 
Eich HT, Mueller RP, Fuchs M, Borchmann P, Schicha H, 
Diehl V and Engert A  (2008) Positron emission

tomography has a high negative predictive value for 
progression or early relapse for patients with residual 
disease after first-line chemotherapy in advanced-
stage Hodgkin lymphoma Blood 112 (10) 3989–94 PMID 
18757777 doi: 10.1182/blood-2008-06-155820 

21. Engert A, Diehl V, Franklin J, Lohri A, Dörken B, Ludwig 
WD, Koch P, Hänel M, Pfreundschuh M, Wilhelm M, 
Trümper L, Aulitzky WE, Bentz M, Rummel M, Sezer O, 
Müller-Hermelink HK, Hasenclever D and Löffler M (Sep 
20, 2009) Escalated-dose BEACOPP in the treatment of 
patients with advanced-stage Hodgkin's lymphoma: 10 
years of follow-up of the GHSG HD9 study  J Clin Oncol 
27 (27) 4548–54 Epub 2009 Aug 24 PMID 19704068 doi: 
10.1200/JCO.2008.19.8820 

22. Sirohi B, Cunningham D, Powles R, Murphy F, Arkenau T, 
Norman A, Oates J, Wotherspoon A and Horwich A (2008) 
Long-term outcome of autologous stem-cell 
transplantation in relapsed or refractory Hodgkin's 
lymphoma Ann Oncol 19 (7) 1312–9 PMID 18356139 doi: 
10.1093/annonc/mdn052 

 

Conflicting Interest: 

The authors indicated no potential conflicts of interest. 

 

 11 www.ecancermedicalscience.com 

Re
se

ar
ch

 A
rt

ic
le

http://dx.doi.org/10.1001/jama.299.8.914
http://dx.doi.org/10.1001/jama.299.8.914
http://dx.doi.org/10.1182/blood-2002-02-0634
http://www.ncbi.nlm.nih.gov/pubmed/8175441
http://www.ncbi.nlm.nih.gov/pubmed/1450072
http://www.ncbi.nlm.nih.gov/pubmed/18757777
http://www.ncbi.nlm.nih.gov/pubmed/18757777
http://dx.doi.org/10.1182/blood-2008-06-155820
http://www.ncbi.nlm.nih.gov/pubmed/19704068
http://dx.doi.org/10.1200/JCO.2008.19.8820
http://dx.doi.org/10.1200/JCO.2008.19.8820
http://www.ncbi.nlm.nih.gov/pubmed/18356139
http://dx.doi.org/10.1093/annonc/mdn052
http://dx.doi.org/10.1093/annonc/mdn052

