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•  Nodular	
  sclerosing	
  HL	
  
•  Most	
  common	
  subtype	
  
•  Composed	
  of	
  large	
  tumor	
  nodules	
  
•  Nodules	
  show	
  sca;ered	
  lacunar	
  classical	
  Reed	
  Sternberg	
  (RS)	
  cells	
  that	
  

are	
  reac@ve	
  
•  Mixed-­‐cellularity	
  subtype	
  

•  Common	
  subtype	
  
•  Composed	
  of	
  numerous	
  classic	
  RS	
  cells	
  with	
  inflammatory	
  cells	
  
•  Frequently	
  associated	
  with	
  EBV	
  infec@on	
  
•  Can	
  be	
  confused	
  with	
  “cellular”	
  phase	
  of	
  nodular	
  sclerosing	
  CHL.	
  

•  Lymphocyte-­‐rich	
  
•  Rare	
  subtype	
  
•  Has	
  most	
  favorable	
  prognosis	
  

•  Lymphocyte-­‐depleted	
  
•  Rare	
  subtype	
  
•  Composed	
  of	
  large	
  numbers	
  of	
  pleomorphic	
  RS	
  cells	
  with	
  intermixed	
  with	
  

reac@ve	
  lymphocytes,	
  which	
  can	
  be	
  confused	
  with	
  DLBCL	
  

Subtypes	
  of	
  Hodgkin	
  Lymphoma	
  (HL)	
  



•  Stage	
  I	
  
•  Involvement	
  of	
  single	
  lymph	
  node	
  region	
  
•  Typically,	
  cervical	
  or	
  single	
  extralympha@c	
  site	
  

•  Stage	
  II	
  
•  Involvement	
  of	
  two	
  or	
  more	
  lymph	
  node	
  regions	
  on	
  same	
  side	
  of	
  diaphragm	
  
•  Or	
  one	
  lymph	
  node	
  region	
  and	
  a	
  con@guous	
  extralympha@c	
  site	
  (IIe)	
  

•  Stage	
  III	
  
•  Involvement	
  of	
  lymph	
  node	
  regions	
  on	
  both	
  sides	
  of	
  the	
  diaphragm	
  
•  Can	
  include	
  spleen	
  (IIIs)	
  and/or	
  limited	
  con@guous	
  extralympha@c	
  organ	
  sites	
  

(IIIe,	
  IIIes)	
  
•  Stage	
  IV	
  

•  Disseminated	
  involvement	
  of	
  one	
  or	
  more	
  extralympha@c	
  organs	
  
	
  

Staging	
  of	
  Hodgkin	
  Lymphoma	
  (HL)	
  



Classic	
  HL	
  -­‐	
  RS	
  Cell	
  Variants	
  

Classic	
  RS	
  Cell	
   Lacunar	
  Cells	
   Mummified	
  Cell	
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Treatment	
  of	
  Hodgkin	
  Lymphoma	
  (1)	
  
•  Depends	
  on	
  the	
  pa@ent’s	
  age,	
  performance	
  status,	
  stage	
  of	
  disease,	
  and	
  choice	
  
	
  
First	
  Line	
  Therapy	
  
	
  
•  ABVD	
  -­‐	
  Adriamycin,	
  bleomycin,	
  vinblas@ne,	
  and	
  dacarbzine	
  

•  Standard	
  treatment	
  of	
  HL	
  in	
  the	
  US	
  
•  Takes	
  between	
  6-­‐8	
  months	
  

•  MOPP	
  –	
  [Nitrogen]	
  Mustard,	
  Oncovin,	
  Prednisone	
  and	
  Procarbazine	
  
•  Administered	
  in	
  four	
  week	
  cycles,	
  ocen	
  for	
  6	
  cycles.	
  	
  	
  
•  Not	
  o%en	
  used,	
  but	
  a	
  reasonable	
  op1on	
  for	
  those	
  with	
  relapse	
  or	
  other	
  

complica1ons.	
  
	
  

•  Stanford	
  V	
  regimen	
  -­‐	
  typically	
  takes	
  half	
  as	
  long	
  as	
  ABVD,	
  but	
  more	
  intense	
  
chemotherapy	
  schedule,	
  and	
  incorporates	
  radia@on.	
  

•  BEACOPP	
  -­‐	
  treatment	
  for	
  	
  stages	
  >	
  II,	
  mainly	
  used	
  in	
  Europe	
  
•  Approximately	
  10-­‐15%	
  higher	
  with	
  standard	
  ABVD	
  in	
  advanced	
  stages.	
  
•  More	
  expensive	
  due	
  to	
  use	
  of	
  G-­‐CSF,	
  more	
  intense	
  and	
  more	
  toxic	
  
	
  

•  Rituximab	
  is	
  not	
  rou@nely	
  used	
  due	
  to	
  lack	
  of	
  CD20	
  surface	
  expression	
  on	
  RS	
  cells	
  



Second	
  Line	
  Therapy	
  
	
  
•  ICE:	
  Ifosfamide	
  (Ifex),	
  carbopla@n	
  (Parapla@n),	
  and	
  etoposide	
  

•  Given	
  every	
  2	
  or	
  3	
  weeks	
  for	
  2-­‐4	
  cycles.	
  
	
  

•  ESHAP	
  or	
  DHAP:	
  Etoposide,	
  methylprednisolone	
  (Solu-­‐Medrol),	
  high-­‐dose	
  cytarabine,	
  
(Cytosar-­‐U),	
  cispla@n	
  (Pla@nol);	
  

•  	
  OR,	
  dexamethasone,	
  high-­‐dose	
  cytarabine,	
  and	
  cispla@n.	
  
•  	
  ESHAP	
  or	
  DHAP	
  regimens	
  are	
  given	
  every	
  3	
  weeks	
  for	
  2	
  to	
  3	
  months.	
  

	
  
•  GVD,	
  Gem-­‐Ox,	
  or	
  GDP:	
  Gemcitabine	
  (Gemzar),	
  vinorelbine	
  (Navelbine),	
  doxorubicin;	
  

OR	
  gemcitabine	
  and	
  oxalipla@n	
  (Eloxa@n);	
  
•  OR	
  gemcitabine,	
  dexamethasone,	
  and	
  cispla@n.	
  
•  Gemcitabine-­‐based	
  regimens	
  are	
  either	
  given	
  2	
  weeks	
  in	
  a	
  row,	
  followed	
  by	
  an	
  

off-­‐week,	
  or	
  every	
  other	
  week.	
  
	
  
•  Brentuximab	
  vedo>n	
  (Adcetris):	
  Brentuximab	
  vedo@n	
  (Adcetris)	
  is	
  an	
  an@body-­‐drug	
  

conjugate	
  –	
  an@-­‐CD30	
  coupled	
  to	
  monomethyl	
  aurista@n	
  A	
  
•  Brentuximab	
  vedo@n	
  is	
  usually	
  given	
  every	
  3	
  weeks	
  for	
  up	
  to	
  16	
  cycles,	
  although	
  

some@mes	
  it	
  is	
  given	
  every	
  4	
  weeks.	
  

Treatment	
  of	
  Hodgkin	
  Lymphoma	
  (2)	
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Cardiac manifestations of human immunodeficiency virus infection. HIV-PH, HIV-associated pulmonary hypertension, HIV-
DCM, HIV-associated dilated cardiomyopathy.
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Primary cardiovascular diagnosis of all human immunodeficiency virus patients (%) presenting with de novo heart disease at a 
tertiary cardiac service in South Africa (n = 518). CAD, coronary artery disease; CVD, cardiovascular disease. Source: Sliwa et 
al.9
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Algorithm for the prevention of cardiovascular diseases. CVD, cardiovascular disease; cART, combination antiretroviral therapy; 
SBP, systolic blood pressure; DBP, diastolic blood pressure; CKD, chronic kidneys disease; TC, total cholesterol; LDL, low-
density lipoprotein. Source: European AIDS Clinical Society.
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