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Continuing Education

• Social Workers: The Leukemia & Lymphoma Society (LLS), provider 

number 1105, is approved as a provider for social work continuing education 

by the Association of Social Work Boards (ASWB) www.aswb.org Approved 

Continuing Education Program (ACE). Approval Period: 12/10/2017 to 

12/10/2020. LLS maintains responsibility for the program. Social workers 

should contact their regulatory board to determine course approval. Social 

workers will receive 1.25 CE clinical contact hours.

• The Leukemia & Lymphoma Society (LLS) is recognized by the New York 

State Education Department's State Board for Social Work as an approved 

provider of continuing education for licensed social workers #SW-0117. LLS 

maintains responsibility for this program. Social workers will receive 1.25 CE 

clinical contact hours for this activity.
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http://www.aswb.org/


Continuing Education cont.

• Nurses: The National Marrow Donor Program is accredited as a provider of 

continuing nursing education by the American Nurses Credentialing Center’s 

Commission on Accreditation (COA).

Up to 1.25 contact hours may be claimed for this educational activity.

• Insurance case managers: This program has been pre-approved by The 

Commission for Case Manager Certification to provide continuing education 

credit to CCM® board certified case managers. The course is approved for 

1.25 CE contact hour(s). 

Activity code: I00032893 Approval Number: 180002575
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Continuing Education cont.

• Medical technologists: The NMDP is approved as a provider of continuing 

education in the clinical laboratory sciences through the ASCLS PACE 

Program. ASCLS PACE® 1861 International Drive, Suite 200, McLean, VA 

22102.

Up to 1.0 contact hours may be claimed for program #115-032-18.

• All other health professionals will be issued a certificate of completion.
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Webinar Evaluation

• Attendees will receive an email following the webinar with 

a link to the evaluation. 

• All attendees completing the online program evaluation 

will receive a statement of continuing education or a 

certificate of attendance within 30 days. 
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Attendance and Questions

8

Utilize the chat feature to: 

• Let us know the number of additional 

attendees listening as a group at your location.

• Ask a question.

– Access the toolbar at the top of your screen. Click on 

the         icon. 

For questions, support or concerns during the webinar, 

please email: nmdpeducation@nmdp.org



Learning Objectives

After attending this webinar, participants will be able to:

1. Summarize diagnosis criteria for diffuse large B cell lymphoma (DLBCL).

2. Identify current and emerging therapies for DLBCL. 

3. Explain the health care professional’s role in monitoring for and managing 

short and long-term psychosocial effects of treatment for DLBCL.

4. Review the psychosocial impact of the treatment sequelae for patients. 

5. Describe resources for support and education for patients.
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~78,000 cases NHL / year in US

Prostate =   176K / Breast =   244K / Lung = 226K / Colon =   134K / Uter/Blad =  109K

Nearly 900,000 cases per year of the Top 5



HEMATOPOIETIC

STEM CELL

WHITE BLOOD

CELLS

RED BLOOD

CELLS

PLATELETS

Myeloid

Lymphoid

Eosinophils

Basophils

Neutrophils

B-Lymphocytes

T-Lymphocytes

NK Cells

DEFINING THE SPECTRUM OF ORIGINS OF THE

LYMPHOPROLIFERATIVE MALIGNANCIES

79 Types of 

Lymphoma

(2016 WHO)



THE DEVELOPMENT OF LYMPHOID NEOPLASM’S IS

COMPLEX AND HETEROGENEOUS

Naive B-cells

V(D)J Recombination

Plasma cells

Memory B-cells  

IgV hypermutation Ig isotype switch

Germinal Center B-cells

Germinal CenterMantle 
Bone Marrow

Immature

B-cells

B-CLL

BL - FL - DLBCL MMALL MCL

Ag



447 cases

FREQUENCY OF T- AND B- CELL NEOPLASMS IN

LYMPH NODE BIOPSIES

Follicular

Myeloma + hairy cell + lymphoblastic

Burkitt’s

AILD

Immunocytoma

Anaplastic large cell

Peripheral T cell

Small lymphocytic

Diffuse large
B cell

Mantle cell

~30% of 

cases

(~20K/yr)

~20% of 

cases

(~15k/yr)



ORGANIZING 79 TYPES OF LYMPHOMA

Aggressive Diseases Indolent Diseases

Pros Cons

Potentially curable Requires some form 

of chemotherapy

Relapsed disease 

can potentially be 

cured

Side effects of 

chemotherapy

Responds quick to 

treatment

Fast growing can 

produce symptoms 

quickly

4 to 6 months of 

treatment if cured

Relapse can be 

hard to manage

Pros Cons

Very slow growing Not curable – rare 

exceptions

Watching could be 

option

May require some 

form of lifelong 

therapy

Treatments less and 

less rely on 

chemotherapy

Can transform to 

aggressive  disease

Can be relatively 

asymptomatic even 

with disease

Treatment side 

effects



1. National Cancer Institute. SEER training module for lymphoma. Available at http://training.seer.cancer.gov/lymphoma/abstract-code-stage/morphology/.
2. Armitage J, et al. J Clin Oncol. 2008;26:4124–4130.

HISTORY OF NHL CLASSIFICATION

1956–1966 1974 1982 1994 2001–2008 - 2016
Distinction between 
Hodgkin’s vs non-

Hodgkins lymphoma

B- vs T-cell origin is 
identified

Defined 3 grades of 
lymphoma

• Low Grade

• Intermediate Grade

• High Grade

Subtypes of B- and T-
cell lymphomas  

identified

2001 : 
further refinement 

based on REAL

2008 / 2016: 
ALK+/- ALCL and
addition of 2 rare 

subtypes of  
cutaneous T-cell 

lymphomas
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Rappaport 
(morphologic based 

classification)

Lukes & Collins
(immunologic-

based classification)

Kiel
(morphologic and 

immunologic-
based classification)

NCI
(cell type and clinical 

presentation)                  

REAL
(cell origin, morphologic,

immunologic, and 
genetic criteria)

WHO
(morphologic,

immunologic, genetic, and 
clinical criteria)

• NHL classification schemes have evolved based on growing 

understanding of cancer cell characteristics1

• Subclassifications are driving more specific clinical trials and 

therapeutic approaches2

http://training.seer.cancer.gov/lymphoma/abstract-code-stage/morphology/


Owen A. O'Connor, and Kensei Tobinai Clin Cancer Res 

2014;20:5173-5181

Detailed genetic analysis will be 

the key to discriminating patient 

populations

Large vs small cells / diffuse vs follicular



AT A MOLECULAR LEVEL, 

DLBCL IS VERY HETEROGENEOUS

DLBCL

GCB

ABC

Germinal-center

B-cell–like
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Adapted from Lenz and Staudt, NEJM, 2010

DISTINCT MOLECULAR DERANGEMENTS CLUSTER BY COO



MYC-R

GCB ABC

ESSENTIALLY ALL MYC - REARRANGEMENTS

RESIDE IN THE GCB SUBTYPE



MYC-R

GCB ABC

….WHILE MYC HIGH EXPRESSORS WITHOUT

REARRANGEMENT TEND TO BE ABC

High MYC 

Protein 

Expression
MYC-R



BCL-2-R

GCB ABC

ALMOST ALL BCL-2 REARRANGEMENTS ARE OF

GCB ORIGIN



BCL-2-R

GCB ABC

…..WHILE BCL-2 HIGH EXPRESSORS CLUSTER IN ABC

High Bcl-2 

Protein 

Expression
Bcl-2 R



BCL-2-R

MYC-R

High BCL-2 

expression

High MYC    

expression

GCB ABC

Double-hit 

lymphomas

Double-

expresser    

lymphomas

HOW DOES ONE RISK STRATIFY THESE PATIENTS AND

‘TAILOR’ TREATMENT

Bcl-2 R

MYC-R
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NEARLY 70 YEARS OF LYMPHOMA TREATMENT

1949 1953 1963 1975 1978 1983 1997 1999 2002 2003 2005 2007 2009 2011 2013 20162014 2017

Era of Chemotherapy Era of Targeted Therapy

Nitrogen
Mustard

Methotrexate

Vincristine
Doxorubicin

Lenalidomide
Vorinostat

Ibrutinib
Lenalidomide

Pralatrexate
Romadepsin

Temsirolimus

Belinostat
Idelalisib

Copanlisib

*Modified from T.E. Witzig, MD  

Bendamustine

Rituximab

Radioimmunotherapy

Autologous SCT
Cis-platinum

MOPP
Etoposide R-CHOP

2-CDA Bortezomib
Brentuximab
Vedotin

CHOP
ABVD

Immune
Therapies

Nivolumab
Pembrolizumab

Venetoclax

Axicabtagene
ciloleucel

Tisagenlecleucel

CARTCell



A Misleading Statistic… Essentially all of the 

improvement in NHL is in B-cell lymphoma



1993 – 50% CHEMOTHERAPY ERA

Fisher R et al NEJM 1993

50% Overall Survival

More intense regimens 

more toxic and no 

more effective
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Years from Induction Randomization
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Coiffier et al N Engl J Med. 2002; Habermann et al J Clin Oncol 2006

2002 – 2006 THE RITUXIMAB ERA

ABOUT A 15% IMPROVEMENT OVER CHOP



TIME-TO-PROGRESSION AND OVERALL SURVIVAL OF

PATIENTS WITH DLBCL FOLLOWING R-CHOP AT

BCCA (N=1476)

Time (years)

1086420
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Sehn, L, unpublished data using BC Cancer Agency databaseMedian follow-up: 45 months (range 1-171) Sehn et al. BC Cancer Agency

Bulk of relapses in 1st

two years –

plateau ~ 65%

Continued deaths 

due to other causes 

– median age ~65



STRATEGIES TO IMPROVE R-CHOP

X-R-CHOP - M

Increase 

rituximab 

Substitute with 

different CD20 

antibody

Add novel 

agent (X)

X-R-CHOP

Intensify 

chemotherapy

DA-EPOCH-R

Add

maintenance 



…AND / OR, DEFINE THE PATIENT POPULATION

BETTER

Lenz et al. N Engl J Med 2008;359:2313–2323.

• Two major molecular 

subtypes: 

• Activated B-cell like (ABC)

• B-cell receptor driven

• Germinal center B-cell like 

(GCB)



STRATEGIES TO IMPROVE R-CHOP

X-R-CHOP - M

Increase 

rituximab 

Substitute with 

different CD20 

antibody

Add novel 

agent (X)

X-R-CHOP

Intensify 

chemotherapy

DA-EPOCH-R

Add

maintenance 



INTENSIFIED RITUXIMAB IN

HOVON STUDY

R

1:1

DLBCL

Stage II–IV

18–80 years

(N = 575) 

R-

CHOP14

R on D1

4 cycles

R2-

CHOP14

R on D1 

+ D8

4 cycles

PET-

CT

PD off 

study

R-CHOP14

R on D1

4 cycles*

R2-

CHOP14

R on D1

4 cycles*

R

1:1

12 x R 

maintenance

at 8 weeks

No R 

maintenance

PET

-CT

CR

Presented by: PJ Lugtenburg ASCO 2016.

Median follow up 52.7 

months

Study design PFS

Esc. Ritux 

R-CHOP



OR TRY A DIFFERENT (? BETTER ?) 

ANTI-CD20: RITUXIMAB VS OBINOTUZUMAB



INVESTIGATOR-ASSESSED PFS

Kaplan-Meier plot of investigator-assessed 
PFS by treatment arm

*Stratified analysis; stratification factors: IPI score, number of 
planned chemotherapy cycles

R-

CHOP, 

n=712

G-

CHOP, 

n=706

Pts with 

event,

n (%)

215 

(30.2)

201 

(28.5)

1-yr PFS, % 79.8 81.6

2-yr PFS, % 71.3 73.4

3-yr PFS, % 66.9 69.6

HR (95% CI),

p-value*

0.92 (0.76, 

1.11),

p=0.3868

Median follow-up: 29 months

No. of patients at risk

R-CHOP
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STRATEGIES TO IMPROVE R-CHOP

X-R-CHOP - M

Increase 

rituximab 

Substitute with 

different CD20 

antibody

Add novel 

agent (X)

X-R-CHOP

Intensify 

chemotherapy

DA-EPOCH-R

Add

maintenance 

X X



PHASE III STUDY OF R-CHOP VS DA-EPOCH-

R IN PATIENTS WITH UNTREATED DLBCL 

(CALGB/ALLIANCE 50303)

R-CHOP

6 cycles

DA-

EPOCH-R

6 cycles

Key eligibility 

criteria 

(N=524)

•Age ≥18 years 

•Stage II or higher 

newly diagnosed 

DLBCL (Stage I 

PMBCL)

•ECOG PS 0–2

•Fresh/frozen tumor 

biopsy (4 cores)

R
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Z

E

1:1

Bartlett, Wilson et al. ASH 2016. Abstract 469.

Study schema

Event-free 
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Median follow-up 5.0 years

HR=1.14 (0.82–1.61)

p=0.4386
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…..And, More Chemotherapy Did Not 

Improve Overall Survival Either

Bartlett, Wilson et al. ASH 2016. Abstract 469.



R-CHOP-14 VS

R-MEGACHOP-14

Lancet Oncol 2017; 18: 1076–88

More Chemotherapy Was Not Better



Lancet Oncol 2017; 18: 1076–88



TRANSPLANT VS NO TRANSPLANT

Lancet Oncol 2017; 18: 1076–88

You Can Wait and Get Your Transplant Later



STRATEGIES TO IMPROVE R-CHOP

X-R-CHOP - M

Increase 

rituximab 

Substitute with 

different CD20 

antibody

Add novel 

agent (X)

X-R-CHOP

Intensify 

chemotherapy

DA-EPOCH-R

Add

maintenance 

X X

X



PILLAR-2 STUDY DESIGN: ADJUVANT EVEROLIMUS

Witzig 2016 Ann Oncol. 2017 

Disease-free survival

R
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1:
1)

Placebo

PO daily

for 1 

year

N=370

Everolimus

10 mg PO 

daily

for 1 year

N=372

Patients

• Age ≥18 years

• Stage 2 bulky 

disease, stage 3, 

or stage 4 DLBCL

• Poor risk (IPI, 3-

5)

• First-line therapy 

with 

R-chemo (5-8 

cycles)

• PET confirmed 

CR to 

first-line R-

chemo

• ECOG PS 0-2

N=7

42

Stratification 

by R-chemo

• R-CHOP, 

n=725

• R-EPOCH, 

n=17

No Benefit to Maintenance 

Everolimus



60-80 yo

DLBCL 

and FL3B

Thieblemont C et al J Clin Oncol. 2017 Aug 1;35(22):2473-2481.



LENALIDOMIDE MAINTENANCE

Thieblemont C et al J Clin Oncol. 2017 Aug 1;35(22):2473-2481

Modest Improvement in PFS but No 

Difference in Survival 



STRATEGIES TO IMPROVE R-CHOP

X-R-CHOP - M

Increase 

rituximab 

Substitute with 

different CD20 

antibody

Add novel 

agent (X)

X-R-CHOP

Intensify 

chemotherapy

DA-EPOCH-R

Add

maintenance 

X X

X

X



PATHWAYS WITH THERAPEUTIC POTENTIAL DLBCL 

Mark Roszewski et al. Nature Reviews Clinical Oncology 2014



FROM RELAPSED SETTING TO FRONT LINE: 

X-R-CHOP

Drug Combination Phase Result

Epratuzumab ER_CHOP Phase 2 Not promising

Bortezomib Bor-CHOP Phase 3’s ALL Negative

Everolimus EverCHOP Phase 1 Not Promising 

and toxic

Ibrutinib Phoenix Phase 3 NEGATIVE 

(July 2018)

Lenalidomide ROBUST Phase 3 Last Hope

(Early 2019)



J Clin Oncol 35:3538-3546 2017



J Clin Oncol 35:3538-3546 2017

Overall Survival

BORTEZOMIB PLUS R-CHOP –

NO IMPROVEMENT IN OS



Andrew J Davies1, Josh Caddy2, Tom Maishman2, Sharon Barrans3,
Christoph Mamot4, Matthew Care5, Christopher Pocock6, Louise Stanton,2,
Debbie Hamid2, Keith Pugh2, Andrew McMillan,7, Paul Fields8, Anton
Kruger9, Andrew Jack10 and Peter W.M. Johnson1

A Prospective Randomised Trial of Targeted Therapy for 

Diffuse Large B-Cell Lymphoma (DLBCL) Based upon 

Real-Time Gene Expression Profiling.

The REMoDL-B Study of the UK NCRI and SAKK 

Lymphoma Groups

1Cancer Research UK Centre, University of Southampton, Southampton, United Kingdom 2Southampton Clinical
Trials Unit, University of Southampton, Southampton, United Kingdom 3St James Institute of Oncology, HMDS,
Leeds, United Kingdom 4, Cantonal Hospital of Aarau, Aarau, Switzerland 5University of Leeds, Leeds Institute of
Cancer and Pathology, Leeds, United Kingdom 6East Kent Hospitals, Canterbury, United Kingdom 7Nottingham City
Hospital, Nottingham, United Kingdom 8Department of Haematology, Guy's and St Thomas' Hospitals NHS Trust,
London, United Kingdom 9Royal Cornwall Hospital, Truro, United Kingdom 10HMDS, Leeds Cancer Centre, Leeds
Teaching Hospitals NHS Trust, Leeds, United Kingdom

REMoDL-B



Yang et al. Cancer Cell. 2012;21:723-737.

SYNTHETIC LETHALITY OF LENALIDOMIDE IN

ABC DLBCL



CELGENE CLINICAL EFFICACY DATA FOR ABC 

PATIENTS*

• CC-5013-DLC-001 Open label, Phase 2 study of lenalidomide versus 

single agent control in relapsed/refractory DLBCL patients

• FFPE sample subtyped by IHC (Hans algorithm)

• Fresh frozen biopsy sample subtyped by GEP (Randy Gascoyne; 

Affymetrix U133 Plus 2.0 GeneChip microarrays)

Non-GCB by IHC

(n=28)

ABC by GEP

(n=11)

Lenalidomide patients

ORR 8 (28.6%) 5 (45.5%)

CR 4 (14.3%) 3 (27.3%)

PFS median 15.1 wks 82.0 wks

OS median 32.3 wks 108.4 wks

*Czuczman et al. ASH2014 Oral Session, abstract #628



ADDITION OF LENALIDOMIDE TO R-CHOP IN UNTREATED

DLBCL IMPROVES NON-GCB OUTCOMES

Two independent studies generate similar results

Mayo Clinic MC078E* FIL REAL07**

R2-CHOP R-CHOP R2-CHOP

N 55 (51 evaluable) 87 (83 evaluable) 49

Regimen
R-CHOP21 + lenalidomide 

25mg days 1-10
R-CHOP21

R-CHOP21 + lenalidomide 

15mg days 1-14

ORR 51 (100%) 68 (83%) 45 (92%)

CR 37 (73%) 56 (67%) 42 (86%)

PFS at 24 mo 59% 52% 80%

GCB

n = 31

Non-GCB

n = 20

GCB

n = 57

Non-GCB

n = 26

GCB

n = 16

Non-GCB

n = 16

ORR 31 (100%) 20 (100%) 50 (88%) 18 (69%) 14 (88%) 14 (88%)

CR 23 (74%) 16 (80%) 43 (75%) 13 (50%) 13 (81%) 14 (88%)

PFS at 24 mo 59% 60% 64% 28% 71% 81%

OS at 24 mo 75% 83% 74% 46% 88% 94%

*Nowakowski et al. ASCO 2014 Oral Session

**Vitolo, et al. Lancet Oncol 2014;15:730-37



REAL07 PHASE II R2-CHOP21 IN ELDERLY UNTREATED

DLBCL: PFS AND OS1 PFS BY COO AND PFS BY IPI

Median follow-up of 28 months.

1. Vitolo et al. Lancet Oncol. 2014;15:730-737.



PFS AND OS IN GCB AND NON-GCB DLBCL FOR PATIENTS

TREATED WITH R-CHOP AND R2-CHOP 

*Non-GCB subtype was defined by Hans algorithm.

1.Nowakowski et al. J Clin Oncol. 2015;33:251-257. 2. Hans et al. Blood. 2004;103:275-282.

Historical R-CHOP R2-CHOP



Evolution of Cell of Origin Determination Methods

Not All Equally as Accurate

• Gene expression profiling (GEP) 

• Usually fresh tissue required

• 2-3 weeks to results, maybe difficult to standardize 

• Immunohistochemical  (IHC) method (Hans algorithm 
and others) 

• Rapid, on paraffin tissue (FFPE)

• Difficult to standardize, non-GCB contains ABC and 
“unclassified” cases

• GEP by Nonostring platform (Lymph2Cx)

• Done of paraffin (FFPE)

• Rapid (2-3 days)

15 Years of Research



GENE EXPRESSION PROFILING DEFINES DLBCL SUBTYPES

Lenz et al. N Engl J Med 2008;359:2313–2323.



Hans Method

Hans et al Blood. 2004;103(1):275-82.

IMMUNOHISTOCHEMICAL METHODS ARE EASY AND

CHEAP BUT LEAST ACCURATE



Confidential 60



ROBUST CLINICAL STUDY SCHEMA

RESULTS EXPECTED 2019

DLBCL
Select by 

GEP

ABC

6 x R-CHOP21 + Lenalidomide 15 mg x 14*

n=280

6 x R-CHOP21 + Placebo x 14*

n=280

GCB, 

unclassified Ineligible

R

*Option for 2 additional rituximab doses after completing treatment 

regimen (if considered standard of care per local practice)

 Newly diagnosed DLBCL of ABC type

 IPI ≥ 2; ECOG PS ≤ 2; Age 18–80

 Primary Endpoint = PFS

 N = 560

 90% power to detect 60% difference in PFS (control median PFS estimate = 24 mo)



STRATEGIES TO IMPROVE R-CHOP

X-R-CHOP - M

Increase 

rituximab 

Substitute with 

different CD20 

antibody

Add novel 

agent (X)

X-R-CHOP

Intensify 

chemotherapy

DA-EPOCH-R

Add

maintenance 

X X

X

X

? ROBUST ?

X



SO, WHAT’S NEW IN THE

STANDARD OF CARE IN DLBCL?

Not much has changed 

despite a lot of effort. 

Intensifying Anti-CD-20  No benefit

Intensifying Chemotherapy  No Benefit

Adding Maintenance Therapy  No Benefit

Adding ‘Targeted’ Molecules 

So far, No Benefit – Await ROBUST

R-CHOP x 6 is Standard of Care



SO WHATS NEXT?

HOW CAN WE MAKE THE NEXT

ADVANCE

• How do we identify those patients who don’t 

do well with the SOC?

• Can we more precisely target the Achilles heal 

of that disease?

• In the era of evolving immunotherapy, how do 

we leverage those advances?



Time (years)
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Tissue cytomorphology

Immunohistochemistry

CD10 BCL6 MUM1

Comparative Genomic 

Hybridization (CGH)

Gene Expression 

Profiling

The Future

Next Generation Sequencing

Single Nucleotide Polymorphisms (SNPs)

Fluorescent In-Situ 

Hybridization (FISH)

Current chromosome and genetic analysis 

techniques

GC phenotype

Non-GC phenotype



FIRST APPROVED CAR-T CELLS
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Oct. 17, 2017 – adult lymphoma Aug. 30, 2017 – ALL up to age 25

May 1, 2018 – adult lymphoma

Courtesy Ran Reshef

https://dailymed.nlm.nih.gov/dailymed/drugInfo.cfm?setid=9b70606e-b99c-4272-a0f1-b5523cce0c59
https://dailymed.nlm.nih.gov/dailymed/drugInfo.cfm?setid=9b70606e-b99c-4272-a0f1-b5523cce0c59


THE PATIENT’S JOURNEY

14-21 days

Courtesy Ran Reshef



CD19 CAR IN ADULT LYMPHOMA (tisagenlecleucel): 

PATIENTS WITH NO OPTIONS

Response, %
Best ORR

(n = 81)

3-Mo 

Response

(n = 81)

6-Mo 

Response

(n = 46)

ORR (CR + PR) 53 38 37

 CR 40 32 30

 PR 14 6 7

• Study met primary endpoint with ORR of 53% (95% CI: 

42% to 64%)

• No relationship apparent between tisagenlecleucel 

dose and 3-mo response

• Follow up beyond 6 months not published yet

Courtesy Ran Reshef



CD19 CAR IN ADULT LYMPHOMA

(tisagenlecleucel)

Pts at Risk, n Mos From Onset of Response
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Most pts

achieving CR at 

Mo 3 remained in 

CR

• 74% of pts

relapse free 

at 6 mos

Courtesy Ran Reshef



CD19 CAR in Adult Lymphoma (tisagenlecleucel) 

Summary of Risk : Benefit

• EHA 2018 Update (data cutoff December 2017)

• 165 enrolled; 111 infused

• Median follow up 13.9 mo

• Best ORR 52%; CR 40%; PR 12%

• At 12 mo:  RFS 65%  OS 49%

• Grade3/4 (Penn scale) CRS 14%

• Grade 3/4 Neurotoxicity 12%

• Prolonged cytopenias 32%

• Tocilizumab (Il-6 inhibitor) 15%

• No deaths attributed to CAR-T therapy

Courtesy Ran Reshef



HOW CAN WE MAKE THE NEXT

ADVANCE

• Need to precisely identify those patients who don’t 

achieve cure with conventional therapy

• Need to identify a targeted agent that can mitigate 

that adverse impact (ibrutinib was to be that 

promise – maybe assay not drug!)

• Utilize the most sensitive rapid-turn around tools 

possible to discriminate those patient

• Optimize new generation immunologics

(CAR-T; ADC, bispecifics, etc.)

• Be cognizant of the added toxicity, 



Some men see things as they are 

and ask, Why?

I dream of things that never were, 

and ask, Why not?
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Thank You!



Vinita Khanna, LCSW, ACHP-SW, 

OSW-C
MPH Candidate 

Licensed Clinical Social Worker

Hematology/Bone Marrow Transplantation

University of Southern California

Keck Hospital of USC/Norris Comprehensive 

Cancer Center  
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Cancer
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Cancer has profound biopsychosocial effects on patients and caregivers. 



The Interdisciplinary Team Approach
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ARTIST: Leo Cullum



Pre Transplant Psychosocial Evaluation

Key components:

• Social history 

• History of psychiatric illness 

• History of alcohol or drug abuse

• Responsibility to treatment and understanding 

• Patient’s history of compliance or non-compliance

• Ability to engage in activities of daily living

• Faith-based or cultural concerns 

• Advance directives

• Consider geriatric assessment 
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Caregiver Evaluation 

• Health status 

• Express understanding of role

• Aware of responsibilities

• Ability to care for themselves and patient 

• Health literacy 

• Special Considerations:

– Children turning into caregivers 

– Older adults caring for their loved ones 
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Pre Admission Preparation

• Patient goals and expectations

• Understanding and responsibilities 

• Preparing for an inpatient stay

• Coping within the inpatient unit

• Be The Match educational videos

• The Leukemia & Lymphoma Society  
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Chemotherapy-Related Cognitive Impairment (CRCI)

Deficits in: 

• Memory 

• Attention 

• Clarity of thought

• Executive functioning

• Information processing 

83



Mental Health Considerations

• Depression 

• Anxiety

• PTSD

• Independence vs dependence 

• Adjustment Concerns: 

– Family role changes 

– Children becoming caregivers

– Adjusting to diagnosis related care 
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Interventions 

• Psychoeducation

• Consultative services collaboration

• Gatekeeper of psychosocial needs 

• Discussion in multidisciplinary rounds

• Goals of Care Discussions 

• Life review/reminisce – Erickson  

• Empty chair theory – Gestalt 
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Our Model 

• Provided with an initial consult by MD

• Provided with a psychosocial assessment

• Discussed in hem/BMT selection committee 

• Admission preparation  

• Inpatient follow up

• Daily huddle with the interdisciplinary team 

• Preparation for Discharge 

• Clinic Follow up visit 
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Transitions to Palliative Care and End of Life 

• Family meetings / Goals of care

• Support during Decision Making 

• Options of care i.e., Home health, full 

treatment, palliative care, and/or hospice

• Advance directives, code status and POLST 

forms 
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Recommendations

• Team communication, collaboration and consistency are key

• Standardize processes of care and education provided 

• Create unique educational material for patients and families

• Virtualization! 

• Keep growing, learning, dreaming, and creating to continuously improve 
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Lauren Berger, MPH 

Senior Director, Professional 

Education & Engagement,

The Leukemia & Lymphoma Society
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OUR 
MISSION

The mission of The Leukemia & Lymphoma Society (LLS) 

is: Cure leukemia, lymphoma, Hodgkin's disease and 

myeloma, and improve the quality of life of patients and 

their families.

We fund RESEARCH to advance lifesaving treatments

We drive ADVOCACY for policies that protect patient access 

to lifesaving treatment

We provide patients and families with hope, guidance, 

education and SUPPORT



FREE HCP RESOURCES

Online & in-person webinars, symposia, rounds, 

publications CME & CE: www.LLS.org/CE

Refer patients to LLS for support

via phone, email, fax & online referral form:

http://www.lls.org/article/patient-referral-form

Research focused on finding cures:

www.LLS.org/research
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FREE PATIENT AND CAREGIVER RESOURCES

.

Webinars & videos: 

www.LLS.org/programs and www.LLS.org/educationvideos

Booklets on disease, treatment, & support: 

www.LLS.org/booklets

Lymphoma resources:  www.LLS.org/lymphoma

LLS Community online social network:  www.LLS.org/community

Blood cancer conferences:

www.LLS.org/BCC
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FREE PATIENT AND CAREGIVER RESOURCES

.

Information Specialists   

Oncology social workers, health educators & nurses with expertise in  

blood cancers assist through treatment, financial & social challenges

call: 800.955.4572 or email: infocenter@LLS.org

Financial and psychosocial support and disease information:        

www.LLS.org/support
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CLINICAL TRIAL SUPPORT CENTER (CTSC)

Call: 1-800-955-4572

visit: www.LLS.org/clinicaltrials

LLS offers help for patients and caregivers in understanding, identifying, and accessing clinical 

trials. When appropriate, patients and caregivers can work one-on-one with nurses specially trained 

in hematological malignancies to assist them throughout the entire clinical trial.

http://www.lls.org/clinicaltrials
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NMDP /Be The Match

Programs and resources for you and your patients

Stacy Stickney Ferguson, MSW, LICSW

Manager, Education and Outreach,

Patient and Health Professional Services

National Marrow Donor Program /Be The Match



HCT Quick Reference Guidelines

2018 Clinical Guidelines include:

– HCT referral guide for autologous and 
allogeneic transplant for 20+ diseases

– Recommended post-transplant 
screening, preventive practices, and 
vaccination schedules

– Clinical screening and prognostic tools for 
early detection of chronic GVHD, with 
photo atlas 

Available in mobile app, print and online:

BeTheMatchClinical.org/guidelines
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Be The Match Patient Support Center

Our services include: 
• Confidential telephone counseling and one-on-one 

support for your patients and families

• Financial grants for patients

• Support groups and telephone workshops

• Caregiver support

• Information and support in many languages

• Educational books, DVDs, newsletters and fact 
sheets

Order, view or download: BeTheMatchClinical.org/order
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Bilan, MSW, BMT Patient Navigator

Phone: 1 (888) 999-6743 

Email: patientinfo@nmdp.org

https://bethematchclinical.org/resources-and-education/materials-catalog/#/


Offered by Be The Match®

©2018 National Marrow Donor Program

Jason Carter Clinical Trials Program 
To help your patients with blood cancers, blood disorders, 
and immune systems diseases find and join clinical trials

• One-on-one support for patients & 

families to help answers questions and 

guide their clinical trials search

• Online search tool: 

JasonCarterClinicalTrialsProgram.org

• Easy-to-understand resources to 

learn about cancer treatments and 

clinical trials

100

Contact:  Scott Kerwin, RN, MN, CCRC, CCRN

Clinical Trial Patient Education Specialist

Phone:    1 (888) 814-8610

Email:      clinicaltrials@jcctp.org

https://www.jasoncarterclinicaltrialsprogram.org/?utm_source=Webinar&utm_medium=promo slide&utm_campaign=JCCTP FY18
mailto:clinicaltrials@jcctp.org


Questions

Owen A. O’Connor, MD, PhD

Vinita Khanna, LCSW, ACHP-SW, OSW-C

To ask a question, use the chat        icon 

or

General questions / technical support 

Email: nmdpeducation@nmdp.org
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Thank You for Participating

Webinar Evaluation

• Attendees will receive an email following the webinar with 

a link to the evaluation. 

• All attendees completing the online program evaluation 

will receive a statement of continuing education or a 

certificate of attendance within 30 days.
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Stay Informed
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• Free resources to support decision- making and 

education 

– BeTheMatchClinical.org/order

– LLS.org/support

• Free clinical education (CE) courses and events

– BeTheMatchClinical.org/education

– LLS.org/CE

• Subscribe to Resource Connection for Health 

Professionals

– BeTheMatchClinical.org/enews


