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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: 100032893 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 recelve a statement of continuing education or a
certificate of attendance within 30 days.
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Attendance and Questions
\@wm > ﬁn e | =

F

: Whiteboard
. | B Chat X
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 a |C0n send to: | Host -
EE;E.:iq__:_i,.:; _:l:,. :-;FE Send to menu first, type | Send |

For questions, support or concerns during the webinar,
please email: nmdpeducation@nmdp.org
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Learning Objectives

After attending this webinar, participants will be able to:

1.

2.
3.

Summarize diagnosis criteria for diffuse large B cell ymphoma (DLBCL).
|dentify current and emerging therapies for DLBCL.

Explain the health care professional’s role in monitoring for and managing
short and long-term psychosocial effects of treatment for DLBCL.

Review the psychosocial impact of the treatment sequelae for patients.

Describe resources for support and education for patients.
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Estimated New Cancer Cases®*in the US in 2016

Prostate = 176K / Breast =

244K [ Lung = 226K / Colon = 134K /Uter/Blad = 109K

Nearly 900,000 cases per year of the Top 5

Prostate 21%

Lung & bronchus 14%

Colon & rectum 8%

Urinary bladder 7%

Melanoma of skin 6%

Non-Hodgkin 5%
lymphoma

Kidney & renal pelvis 5%
Oral cavity & pharynx 4%
Leukemia 4%

Liver & intrahepatic 3%
bile duct

All other sites 22%

Males Females
841,390 843,820

29%  Breast

13% Lung & bronchus
8% Colon & rectum
7%  Uterine corpus
6%  Thyroid

4%  Non-Hodgkin
lymphoma

3% Melanoma of skin

3% Leukemia

3% Pancreas

3% Kidney & renal pelvis
21%  All other sites

~78,000 cases NHL / year in US

*Excludes basal cell and squamous cell skin cancers and in situ carcinoma excepturinary bladder.



DEFINING THE SPECTRUM OF ORIGINS OF THE
LYMPHOPROLIFERATIVE MALIGNANCIES

¥ Eosinophils

P‘“ I—| Myeloid |—> Basophils
4 Neutrophils

WHITE BLOOD

CELLS
B-Lymphocytes

Marrfw — L‘ Lymphoid |—>T-Lymphocytes

RED BLOOD NK Cells

CELLS l
PLATELETS
79 Types of
HEMATOPOIETIC Lymphoma

STEM CELL (2016 WHO)



THE DEVELOPMENT OF LYMPHOID NEOPLASM’S IS
COMPLEX AND HETEROGENEOUS

|V(D).J Recombination I | IgV hypermutation I| Ig isotype switch I

Naive B-cells Germinal Center B-cells Memory B-cells

S
S

B-CLL

Plasma cells

Mantle Germinal Center

Bone Marrow @

ALL MCL BL -FL-DLBCL MM



FREQUENCY OF T- AND B- CELL NEOPLASMS IN
LYMPH NODE BIOPSIES

Follicular

~20% of
cases

Myeloma + hairy cell + lymphoblastic
(~15Kk/yr)

Burkitt’s

Mantle cell
AILD
~30% of
cases Immunocytoma

~20K/
Diffuse large ( yr)

B cell Anaplastic large cell

Peripheral T cell
Small lymphocytic

447 cases



ORGANIZING 79 TYPES OF LYMPHOMA

Aggressive Diseases

Pros

Cons

Indolent Diseases

Potentially curable

Requires some form
of chemotherapy

Pros

Cons

Relapsed disease
can potentially be
cured

Side effects of
chemotherapy

Very slow growing

Not curable —rare
exceptions

Responds quick to
treatment

Fast growing can
produce symptoms
quickly

Watching could be
option

May require some
form of lifelong
therapy

4 to 6 months of
treatment if cured

Relapse can be
hard to manage

Treatments less and
less rely on
chemotherapy

Can transform to
aggressive disease

Can be relatively
asymptomatic even
with disease

Treatment side
effects




HISTORY OF NHL CLASSIFICATION

 NHL classification schemes have evolved based on growing

understanding of cancer cell characteristics?

» Subclassifications are driving more specific clinical trials and
therapeutic a

roaches?

-
Lukes & Collins

(immunologic-
based classification)

Rappaport

(morphologic based

Classification
system

classification)

1956-1966

Distinction between
Hodgkin’s vs non-

Hodgkins Ixmghoma

Evolution of
subtypes

Kiel
(morphologic and
immunologic-
based classification

1974

B- vs T-cell origin is
identified

NCI

(cell type and clinical
presentation)

1982

Defined 3 grades of
lymphoma

* Low Grade
* Intermediate Grade
* High Grade

REAL

(cell origin, morphologic,

immunologic, and
genetic criteria)

1994

Subtypes of B- and T-
cell ymphomas
identified

WHO

(morphologic,
immunologic, genetic, and
clinical criteria

2001-2008 - 2016

2001 :
further refinement
based on REAL

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

subtypes of
cutaneous T-cell
lymphomas

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.



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

LR ASIF RS TR Y GC phenot
e L2 RS e ) phenotype
% AL ,g'*lf-‘a @ ek 'z I T bt
e P e O gy AT LR
1Y %3 go - P 2 g & %

"‘L.ﬁ,_ ’,‘ : . » - ,;:‘.._;;:i.’f"’
e e T

S5 9P Ve g
P AL

‘5. Non-GC phenotype :“ ! _

Immunohistochemistry
Tissue cytomorphology

Large vs small cells / diffuse vs follicular '

Germinal-center Tvoe 3 Activated v
B-cell like yp B-cell like

Current chromosome and genetic analysis techniques 1

Genes

CGH FISH
T T Detailed genetic qnaly&s WI|! be
b v 4 the key to discriminating patient

The future:
Next-generation sequencing
Single-nucleotide polymorphisms

opulations

Owen A. O'Connor, and Kensei Tobinai Clin Cancer Res
2014;20:5173-5181

© 2014 American Association for Cancer Research
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AT A MOLECULAR LEVEL,
DLBCL I1s VERY HETEROGENEOQOUS

Large cellsin
diffuse pattern

Germinal-center
B-cell-like

Genes




DISTINCT MOLECULAR DERANGEMENTS CLUSTER BY COO

Malignant transformation Malignant transformation
— BCL2translocation —] Apoptosis | |~ BCL2 amplificaion
Apoptosis
miR-17-92 | mTOR — NF-kappaB —
amplification __| activation i |
— PTEN deletion In.terleukln‘—6 and * STAT3
interleukin-10
— ING1 deletion Cenomic > (2 |RF4 Essential
i
> . —» regulator
| MDM2 gain or instability | 19qgainor __ < n%tworky
amplification amplification

— Trisomy 3 — > + FOXP1

— P53 mutation

—  MYC translocation — INK4A-ARF deletion _I Senescence

» Genomic instability

Aberrant switch

— * AID /
translocations
— MYCamplification
Germinal
center > Plasmablast Plasma cell
B-cell

Adapted from Lenz and Staudt, NEJM, 2010



ESSENTIALLY ALL MYC - REARRANGEMENTS
RESIDE IN THE GCB SUBTYPE

/ GCB ABC \




....\WHILE MYC HIGH EXPRESSORS WITHOUT
REARRANGEMENT TEND TO BE ABC

/ GCB ABC \

High MYC

MYC-R Protein
EXxpression




ALMOST ALL BCL-2 REARRANGEMENTS ARE OF
GCB ORIGIN

/ GCB ABC \




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

GCB ABC

High Bcl-2
Protein

Expression




How DOES ONE RISK STRATIFY THESE PATIENTS AND
“TAILOR’ TREATMENT

GCB ABC\

expresser
lvmphomas

Double-hit
lymphomas

High BCL-2
expression

| High MYC
\ expressiQu /




NEARLY 70 YEARS OF LYMPHOMA TREATMENT

Autologous SCT Bendamustine :
Cis-platinum Hemsiroli Nivolumab
- EmsIirolimus Pembrolizumab
o Radioimmunotherapy | Pralatrexate |
Vincristine Romadepsin .
Doxorubicin Rituximab . Ibrutinib Venetoclax
Lenalidomide Lenalidomide
Vorinostat Copanlisib
Methotrexatd ~ _
B Etoposidp R-CHP BrentuximaBelinostat CART Cell
MOPPABVD 2-CB | Bortezom|b Vedotin | Idelalisilp| Axicabtagene
ciloleucel
Nitroge Tisagenlecleucel
Mustard l l
* \/ Y Yy v Y Yy Y Y Y \AJ >
19491953 1963 1975 1978 1983 1997 1999 2002 2003 2005 2007 2009 201 20132014 2016 2017
Immune
Era of Chemotherapy “ Era of Targeted Therapy Therapies

*Modified from T.E. Witzig, MD



Trends in Five-year Relative Cancer Survival Rates (%), 1975-2011

Site 1975-1977 1987-1989  2005-2011
All sites 49 55 69
Breast (female) 75 84 91
Colorectum 50 60 66
Leukemia 34 43 62
Lung & bronchus 12 13 18
Melanoma of the skin 82 88 93
Non-Hodgkin lymphoma 47 o1 72
Ovary 36 38 46
Pancreas 3 4 8
Prostate 68 83 99
Urinary bladder 72 79 79

A Misleading Statistic... Essentially all of the
Improvement in NHL i1s in B-cell lymphoma

B-year relative survival rates based on patients diagnosedinthe SEER 9 areas from 1875-1977, 1987-1989, and 2005-2011, all followed through
2012

Source: Surveillance, Epidemiology, and End Results (SEER) Program, Mational Cancer Institute, 2015,




1993 - 50% CHEMOTHERAPY ERA

Percentage of Treatment Group

PATIENTS 3-YEAR
AT Risk DEATHS ESTIMATE
100 — CHOP 225 88  54%
----m-BACOD 223 93 52%

%~ —ProMACE-CytaBOM 233 97 50%
"\ -~ MACOP-B 218 93 50%
~ P =090

o
o
1

60

=
;
;
]
A
i
b

N
o
1

0 T T T T T =
0 2 4 6

Years after Randomization

Figure 2. Overall Survival in the Treatment Groups.
The three-year estimate is of overall survival.

50% QOverall Survival

More intense regimens
more toxic and no
more effective

Fisher R et al NEJM 1993



2002 — 2006 THE RITUXIMAB ERA
ABOUT A 15% IMPROVEMENT OVER CHOP

1.0
0.8
>
= 06 - R-CHOP _
S Failure-Free
2 04 S val
Qo2 | HR=0.64 CHOP urviva
p=0.003
0.0
05 10 15 20 25 30 35 40 45 5.0
1.0
508 ¥ R-CHOP
5os — Overall
S04 CHOP Survival
o .| HR=0.72
p=0.05

00 05 10 15 20 25 3.0 35 40 45 50

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



TIME-TO-PROGRESSION AND OVERALL SURVIVAL OF
PATIENTS WITH DLBCL FOLLOWING R-CHOP AT
BCCA (N=1476)

Continued deaths
due to other causes

Bulk of relapses in 1t

1.0 two years — 1.0 :
9. lateau ~ 65% 9. — median age ~65
- 8. 8
.g 7 = 7
>
g 6 4 L 'S .6 |
D 5. ! S .5
o I N
h — 4.
o 4 [ =
S 3. I = 3]
QO I >
e 2] : O -2
= ) | 1.
0.0 I 0.0 - | | |
i} 2 4 6 8 10 0 2 4 6 8 10
Time (years) Time (years)

Median follow-up: 45 months (range 1-171) Sehn et al. BC Cancer Agency



STRATEGIES TO IMPROVE R-CHOP

Increase Substitute with
rituximab different CD20
antibody

Add
maintenance

S ——

7N

Add nt0\>/(e| Intensify
;%egH(O?D chemotherapy
R- DA-EPOCH-R




...AND / OR, DEFINE THE PATIENT POPULATION
BETTER

Probability of Progression-

1 . Gene

——
el
)

Subgroup of Diffuse Large-B-Cell Lymphoma

free Survival (%)

e T E——
0.25 0.50 1.00 200 4,00

Relative Lovel of Expression (X median value)

1.0+
! Germinal-center B-cell-like
0.8
0.6
0.4
Activated B-cell-like
029 pc0.001
00 [ [ [ [ 1
0 1 2 3 4 5

« Two major molecular
subtypes:

Activated B-cell like (ABC)

Probability of Overall

Survival (%)

B-cell receptor driven
Germinal center B-cell like

1.0-
Germinal-center B-cell-like
0.8

0.6

0.4 Activated B-cell-like

027 po001

00 I I I I ]
0 1 2 3 4 5

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



STRATEGIES TO IMPROVE R-CHOP

Increase Substitute with
rituximab different CD20
\ antibody

\ —

X-R-CHOP - M




INTENSIFIED RITUXIMAB IN D
‘VUN ¢
HOVON STuDY

Study design

R-
R-CHOP14 0
1312§Sﬁ5|v CHOP14 R on D1 No R 2
eo0years o 21 4 cycles* maintenance g _
4 cycles 5 Esc. Ritux
3 50 R-CHOP
2
¥
3J
£
3
O 251
R2-
CHOP14 R2 12x R e 25 59
on R on D1 i — 0 ! | | 1 |
+ D8 4 cycles* Elb & BEIENS 0 12 24 3 48 60
4 cycles Time since randomisation (months)
R-CHOP éé?k 233 220 203 13 65
RACHOP 288 2 m 199 2 5

Presented by: PJ Lugtenburg ASCO 2016.



OR TRY A DIFFERENT (? BETTER ?)
ANTI-CD20: RITUXIMAB VS OBINOTUZUMAB

VOLUME 35 - NUMBER 31 - NOVEMBER 1, 2017

JOURNAL OF CLINICAL ONCOLOGY ORIGINAL REPORT

Obinutuzumab or Rituximab Plus Cyclophosphamide,
Doxorubicin, Vincristine, and Prednisone in Previously
Untreated Diffuse Large B-Cell Lymphoma

Umberto Vitolo, Marek Trnény, David Belada, John M. Burke, Angelo Michele Carella, Neil Chua, Pau
Abrisqueta, Judit Demeter, lan Flinn, Xiaonan Hong, Won Seog Kim, Antonio Pinto, Yuan-Kai Shi, Yoichi
Tatsumi, Mikkel Z. Oestergaard, Michael Wenger, Giinter Fingerle-Rowson, Olivier Catalan, Tina Nielsen,
Maurizio Martelli, and Laurie H. Sehn



INVESTIGATOR-ASSESSED PES

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

1.0 _
0.8
J Clin Oncol EO'G il
35:3529- E
3537. 2017 £0.4 ]
024 __ R-cHoP (n=712)
, | T e-eHoP=70e)
r 1 1 1 1 1 1T 11

12 18 24 30 36 42 48 54 60
Time (months)

0 6

No. of patients at risk

RCHOP 715 616 527 488 413 227 142 96 41 6
G-CHOP 706 622 540 502 425 240 158 102 39 2

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

R- G-
CHOP. | CHOP.
n=712 | n=706
E\t/z ;’]‘;'th 215 | 201
o (30.2) | (28.5)
1yrPFS, % | 79.8 | 81.6
2.yrPFS, % | 713 | 734
3.yr PFS, % | 66.9 | 69.6
HR (95% Cl), 0'9121(%76’
p-value® p=0.3868

Median follow-up: 29 months I




STRATEGIES TO IMPROVE R-CHOP

In se Substgutgrwith
ritufNoab differ%DZO
@)

an y

/

™\

Intensify
chemotherapy
DA-EPOCH-R




PHASE |lll STUuDY OF R-CHOP vs DA-EPOCH-
R IN PATIENTS WITH UNTREATED DLBCL
(CALGB/ALLIANCE 50303)

Study schema

Key eligibility
criteria
(N=524)

*Age =18 years

 Stage Il or higher

newly diagnosed

DLBCL (Stage |

PMBCL)
*ECOG PS 0-2

* Fresh/frozen tumor

biopsy (4 cores)

R-CHOP
6 cycles

|

DA-
EPOCH-R

6 cycles

Probability event free

0.0

0.8

0.6

0.4

0.2

Event-free

~,

Median follow-up 5.0 years

__ R-CHOP HR=1.14 (0.82-1.61)
p=0.4386

+ DA-EPOCH-R

0 1 2 3 4 5

Years from Study Entry

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



.....And, More Chemotherapy Did Not
Improve Overall Survival Either

oy
O
©
L
O
e
ol
©
=
>
—_
=3
w

Median follow-up 5.0 y

HR=1.18 (0.79-1.77)

—— R-CHOP p=042
——— DA-EPOCH-R

Years from Study Ent

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



R-CHOP-14 vs
R-MEGACHOP-14

Failure-free survival (%)

Number at risk
(numbers censored)
R-CHOP-14
R-MegaCHOP=14

More Chemotheragx Was Not Betterl

50
25+
0 | | | | |
0 12 24 16 48 60
203 154(0) 135(1) 122(10) 109(22) 96(35)
196 142(2) 127(2) 120(8) 113(14) 95(30)

Owerall survival (%)

100+

]
wr
|

W
[
]

]
wn
1

— R-CHOP-14
---- R-MegaCHOP-14

203
196

12 24 36 48 60

186(1)
172(2)

168 (3)
154(3)

150(13)
43(11)

134(27)
131(22)

117(44)
107 (43)

Lancet Oncol 2017; 18: 1076—88



Rituximab-dose-dense chemotherapy with or without
high-dose chemotherapy plus autologous stem-cell
transplantation in high-risk diffuse large B-cell lymphoma
(DLCLO4): final results of a multicentre, open-label,
randomised, controlled, phase 3 study

Annalisa Chiappella*, Maurizio Martelli¥, Emanuele Angelucci, Ercole Brusamolinot, Andrea Evangelista, Angelo Michele Carella,
Caterina Stelitano, Giuseppe Rossi, Monica Balzarotti, Francesco Merli, Gianluca Gaidano, Vincenzo Pavone, Luigi Rigacci, Francesco Zaja,
Alfonso D'Arco, Nicola Cascavilla, Eleonora Russo, Alessia Castellino, Manuel Gotti, Angela Giovanna Congiu, Maria Giuseppina Cabras,
Alessandra Tucci, Claudio Aqostinelli, Giovannino Ciccone, Stefano A Pileri, Umberto Vitolo

Lancet Oncol 2017; 18: 1076-88



TRANSPLANT VS NO TRANSPLANT

You Can Wait and Get Your TransEIant Laterl

Failure-free survival {%)

Number at risk
(numbers censored)
Transplantation

No transplantation

100+

757

504

254

o
b e e e

199
200

156 (1)
140(1)

| | | |
24 36 48 60

141(1)
121(3)

133(8)
109 (10)

124 (16)
98(20)

104 (35)
87(30)

Overall survival (%)

100 P — Transplantation
e . -=-- Notransplantation
e - )
75
50
25
0 , | | ] |
o 12 2 36 48 60

199
200

178 (1)
180(2)

161(1)
161(5)

150 (8)
143(16)

139(17)
126(32)

115(40)
109(47)

Lancet Oncol 2017; 18: 1076—-88



STRATEGIES TO IMPROVE R-CHOP

In se Substgutgrwith
ritufNoab differ%DZO
@)

an y

/

Add
maintenance

\(—

INtQNSHY
chemoerapy
DA-EPORH-R




PILLAR-2 STuDY DESIGN: ADJUVANT EVEROLIMUS

Stratification

by R-chemo Disease-free survival
+ R-CHOP,
n=725
« R-EPOCH 5 2-year DFS rates (95% Cl)
n=17 Everolimus 5 ] v Everolimus, 77.8% (727,821)
10 mg PO F + Placebo, 77.0% (72.4,81.1)
Patients ’ ‘ daily g o
* Age 218 years = for 1 year =
+ Stage 2 bulky = N=372 o o
disease, stage 3, a &
or stage4DEBCL 5 £ il Censoring Times HR, 0.92(95% C1, 0.69-1.22)
* Poor risk (IPI, 3- "ﬁ ‘ % —— Everolimus (n/N=85/372) Log- rank P=0.276
5) = g ]~ Placebo (VN =101370)
* First-line therapy g Placebo :
with = PO daily E o
R-chemo (5-8 o’ a '
for 1 O 0 6 1 8 % % % £ £ 5% &0 & 71
cycles) ear
* PET confirmed y_ Time (months)
CRto N=7 N=370
ot ) 42 No. of patients sfill at risk
first-line R Beoimis 572 278 253 20 28 167 1% 19 6 N 0 7 0
chemo

ECOG PS 0-2 Placebo 370 207 276 262 234 187 151 124 69 63 14 10 0

No Benefit to Maintenance
Everolimus

Witzig 2016 Ann Oncol. 2017



REMARC Study Design

Induction Maintenance: 24 months

z ] )
g Lenalidomide

R-CHOP N /

6 or 8 cycles - g \ 25 mg/day* for 21/28 days
(m]

60-80 yo E Placebo

DLBCL

and FL

‘”””?B' *CRHHHHIHHHHHHIHH

|

Registration 1 Registration 2 *10 mg lenalidomide for patients with CrCl <30 cc/min.

@ * Response evaluation @

Available from: https://clinicaltrials.gov NCT01122472

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




. ENALIDOMIDE MAINTENANCE

1.0 + Censored 1.0 4 + Censored
' Log-rank P=.0135 ' Log-rank P=.2640
HR. 0.708 (95% Cl, 0.537 to 0.933) HR, 1.218 (95% Cl, 0.861 to 1.721)
0.8 - 0.8
£ z
re) = i
s 06- .g 0.6
Q Q
o o)
‘5_ b
— 04- 2 04-
w %)
B o
0.2 - 0.2 4
—— Lenalidomide —— Lenalidomide
Placebo Placebo
I I I I I I I I I I 1 | I | | 1 I I | | I | I | | 1 I I
0 6 12 18 24 30 36 42 48 54 60 66 72 78 0 6 1218 24 30 36 42 48 54 60 66 72 78 84 90
No. at risk: Time (months) No. at risk: Time (months)
Lenalidomide 323 291 265 250 214 172137 97 70 42 23 6 1 0 Lenalidomide 323 312 292 285 271250217 188152112 79 50 27 12 1 0
Placebo 327 290 259 250 213 173 137 94 62 42 19 8 1 0 Placebo 327 319 308 299 285 272 240 209 164 117 83 58 34 12 3 0

Modest Improvement in PFS but No
Difference in Survival

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




STRATEGIES TO IMPROVE R-CHOP
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PATHWAYS WITH THERAPEUTIC POTENTIAL DLBCL

I— Lenalidomide

Chronic active Constitutive Autocrine
BCR signalling MYDS88 signalling cytokine signalling
IFN-B IL-6/1L-10
Or 0O
HEHEUR H  } | | 1 1 INBHUBHENRYE 11 EY BRUSUBHENRLOUUELEUB S UUE .MY088: 3 HUBUE Hul
CD79B | TIR domain> | bitors
| mutation i
N D79A/B, : VoY
'SYK ITAM ~_MYD88 _J_ JAK1
' ‘mutation | = -
I - ﬂ[‘_ \ . AK-4
SYK inhibitors | I BTK RAK- :
PI3K @A F o '
| inhibitors ALT O : : Ruxolitinib
I 2 l— x M L ' !
Akt/mTOR Sotrastau_nn NF-xB 45 ™ Interferon :_ X E
pathway : . pathway oAl pathway @ :
Akt 5 ; : :
inhibitors ; —p . L
! I LN ] !
= | e | i
! :

Everolimus
Temsirolimus

L----l

=

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)




VOLUME 35 - NUMBER 31 - NOVEMBER 1, 2017

JOURNAL OF CLINICAL ONCOLOGY ORIGINAL REPORT

Randomized Phase II Study of R-CHOP With or Without
Bortezomib in Previously Untreated Patients With
Non-Germinal Center B-Cell-Like Diffuse Large

B-Cell Lymphoma' e,

John P. Leonard, Kathryn S. Kolibaba, James A Reeves, Anil Tulpule, lan W. Flinn, Tatjana Kolevska, Robert
Robles, Christopher R. Flowers, Robert Collins, Nicholas ]. DiBella, Steven W. Papish, Parameswaran Venugopal,
Andrew Horodner, Amir Tabatabai, Julio Hajdenberg, Jaehong Park, Rachel Neuwirth, George Mulligan, Kaveri
Suryanarayan, Dixie-Lee Esseltine, and Sven de Vos

J Clin Oncol 35:3538-3546 2017



BORTEZOMIB PLUS R-CHOP -
NO IMPROVEMENT IN OS

B Overall Survival
1.{]'*""4--1-|__‘___*___—t#
[],Q T M"‘u demie i = =
e g
— 0.8- |
£ 07 eerennn
i |
m G-E_
S 05+
5 04- R-CHOP (n = 91) VR-CHOP (n =92)
£2 034 Events n(%) 14 {15) 11112
0.9 - 2-year OS5 rate (%) 8B4 93.0
' HR (90% Cl) 0.75 (90% CI, 0.38 to 1.45) R-CHOP
0.9 Pvalue P-.763 - = = VR-CHOP
] I ) 1 1 ] ] i I 1 1 1 I I I
0 5 10 15 20 258 30 35 40 45 60 655 60 € 70 75
Time to Event (months)
Mao. at rigk:
RCHOP 91 82 B0 75 73 64 47 35 28 20 6 3 0
VR-CHOP 92 88 85 8 8 68 49 38 33 23 13 4 1

J Clin Oncol 35:3538-3546 2017



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

UNIVERSITY OF
& | REMoDL-B | Southampton

Andrew J Davies!, Josh Caddy?, Tom Maishman?, Sharon Barrans?,
Christoph Mamot?, Matthew Care®, Christopher Pocock®, Louise Stanton,?,

Debbie Hamid?, Keith Pugh?, Andrew McMillan,’, Paul Fields8, Anton
Kruger®, Andrew Jack!® and Peter W.M. Johnson?

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 University of Leeds, Leeds Institute of
Cancer and Pathology, Leeds, United Kingdom ®East 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 °Royal Cornwall Hospital, Truro, United Kingdom °HMDS, Leeds Cancer Centre, Leeds
Teaching Hospitals NHS Trust, Leeds, United Kingdom
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SYNTHETIC LETHALITY OF LENALIDOMIDE IN
ABC DLBCL

Chronic active Constitutive Autocrine
BCR signaling MYD88 signaling interferon signaling
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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)

'Z‘,;’gldesABC+ Non-GCB by IHC ABC by GEP - ’
aSsifiey (n:28) (n:]_]_) ROBUST
) , , Uses GEp
Lenalidomide patients
ORR 8 (28.6%) 5 (45.5%)
I'-'-'-'-'-'-'-'q_
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 OuUTCOMES

Mayo Clinic MCO78E*

FIL REALO7**

R2-CHOP R-CHOP R2-CHOP

N 55 (51 evaluable) 87 (83 evaluable) 49
Regimen R-CHZOSIjn2g1d+aI;Snﬂifgmide R-CHOP21 R-CH%I:nZglJaI;Sni{ifAcr)mide
ORR 51 (100%) 68 (83%) 45 (92%)
CR 37 (73%) 56 (67%) 42 (86%)
PFS at 24 mo 59% 52% 80%

GCB Non-GCB GCB Non-GCB GCB Non-GCB

n=31 n =20 n=57 n=26 n=16 n=16
ORR 31 (100%) 20 (100%) 50 (88%) 18 (69%) 14 (88%) 14 (88%)
CR 23 (74%) 43 (75%) 13 (50%) 13 (81%) 14 (88%)
PFS at 24 mo 59% 64% 28% 71% 81%
OS at 24 mo 75% 74% 46% 88% 94%

Two indegendent studies generate similar results I

*Nowakowski et al. ASCO 2014 Oral Session
**\/itolo, et al. Lancet Oncol 2014;15:730-37




REALQO7 PHASE Il R2-CHOP21 IN ELDERLY UNTREATED
DLBCL: PFS AND OS® PFS BY COO AND PFS BY IPI
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=
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o
-2 : 0
2 25 All patients 80%
=
e
o
0 [ T T T | T | |
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Time, months
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49 45 41 34 25 15 =] ] 4
100 —
=
T 75
E 11 L J
=
@»
5]
= 50 —
S 2-Year PFS
2 GCB 71%
L o5 |
2 Non-GCB 81%
o _ — GCB
P=0.705 Non.GCB
Y I I I \ I I [ I [
0 6 12 18 24 30 36 42 48
Time, months
Number at risk
GCB 16 14 12 11 8 5] 3 3
Non-GCB 16 15 15 12 10 5 3 3 1

Overall Survival, %

Progression-Free Survival, %

100 —
_‘_I_L"I_I.I.I_I.I_I_I.I.I.I.I.I.I.I_I.-_- L luuil 1L
75 —
2-Year OS
50 — -
All patients 92%
25 —
o T T T T T T T T
o} 6 12 18 24 30 36 42 48
Time, months
Numkber at risk
49 47 43 39 28 17 11 7 5
100 ——l_l_LI
I L1l Ll
75 _'I
I 1L ]
2-Year PFS
50 -
LI risk 89%
IH/H risk T4%
25 P=0.503
—— Low-intermediate (LI) risk
High-intermediate risk or high (IH/H) risk
0 I 1 | I I ] [ | |
0 6 12 18 24 30 36 42 48
Time, months
Number at risk
LI 20 19 18 15 10 6 2 2 2
HI/H 29 26 23 19 15 =] 7 4 4

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

Historical R-CHOP

100 5 PFS 12 months 24 months
= GCB 73% 64%
ol Non-GCB 39% 28%
= 80 P <0.001
%]
® 60 —
o
L
= 40 —
(o]
2
o 20
[=)] - GCB
= Non-GCB
o 0 T T T T T
0 ] 12 18 24 30
Time, months
Number_at risk
GCB 59 49 43 39 34 28
Non-GCB 28 17 1 8 6 3
1
100 —
= 80 — M
T
=
)
= 40 —
g 0s 12 months 24 months
C>) 20 - GCB 90% T4%
Non-GCB 61% 46% — GCB
0 P <0001 Non-GCB
T T T T
0 6 12 18 24 30
Time, months
Number at risk
GCB 59 57 53 47 39 37
Non-GCB 28 23 17 14 11 5

*Non-GCB subtype was defined by Hans algorithm.
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CLINIC

Y

R2-CHOP

o 100z
—— I_"I.II__L
o |-
= 80 —
=
0’3) L-\_I_I.I_I_‘
© 60 | L 1L 1
L?_f PFS 12 months 24 months
é 40 - | GCB 64% 59%
g Non-GCB 2% 60%
2 20 P =0.083 _
8) GCB
= Non-GCB
o 0
I I I I I
0 5] 12 18 24 30
Time, months
Number atrisk
GCB 33 26 18 13 1 6
Non-GCB 22 20 14 10 5 4

100 ¢ L
= 80 — —‘_\_I_um_l. b wia w
3
= 60 — 0s 12 months 24 months
1% GCB 88% 75%
= 407 "Non-GCB 95% 83%
5 20 — P=0.61
— GCB
Non-GCB
0 | | | | I
0 6 12 18 24 30
Time, months
Number_at risk
GCB 33 30 27 18 13 7
Non-GCB 22 21 18 13 6 6

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



Evolution of Cell of Origin Determination Methods
Not All Equally as Accurate

15 Years of Research |

* 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)



GENE EXPRESSION PROFILING DEFINES DLBCL SUBTYPES

Probability of Progression-

free Survival (%)

el

Subgroup of Diffuse Large-B-Cell Lymphoma

L EEEES——S
2.00 4.00

0.25 0.50

1.0
0.3 Germinal-center B-cell-like
0.6+
0.4+
Activated B-cell-like

029 p<0.001
0.0 T

0 1 2 3 4 5

1.00

Probability of Overall

Survival (%)

1.0

0.8+

0.6

0.4+

0.2+

P<0.001

Germinal-center B-cell-like

Activated B-cell-like

0.0

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



IMMUNOHISTOCHEMICAL METHODS ARE EASY AND
CHEAP BUT LEAST ACCURATE

Hans Method

+ Non-GC {27 cases)
co1o +
— +<lﬂllﬂ'l<

GCB (22 cases)

Mon-GC (61 cases)

P<.001

GCB (n=64)

%

4. a GCB case that is positive for CD10 and bcl-6 but negative for MUM1.
"#.44,1'_” +i-++1H Non-GCB (n=88) (B) Immunoperoxidase stains of a non-GCB case that is negative for CD10 but shows
rare bel-6* cells and is positive for MUM1. Original magnification, < 100.

Overall Survival (%)
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FONDAZIONE

L NANOSTRING TECHNOLOGY PREDICTS SURVIVAL IN DLBCL
v TREATED WITH R-CHOP

e SaMiples from patients with de novo DLBCL (n = 67) ———>
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1. Scott et al. Blood. 2014;123:1214-1217. 2. Scott D et al. J Clin Oncol 2015; 33: 2848-56.
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ROBUST CLINICAL STUDY SCHEMA
RESULTS EXPECTED 2019

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

n=280

\_ J

e R

6 X R-CHOP21 + Placebo x 14*

n=280

Select by . J

*Option for 2 additional rituximab doses after completing treatment
regimen (if considered standard of care per local practice)

GEP

GCB,
unclassified

> Ineligible

Newly diagnosed DLBCL of ABC type

IPl1=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
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S0, 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 I1s 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 iImmunotherapy, how do
we leverage those advances-



HETEROGENEITY OF OUTCOMES
IN DLBCL

- ACBvs GCB
« Protein expression
« MYC and BCL2

RCHOP * Chromosomal
sufficient alterations
4 6 8

1 | < « Clinical factors
~ RCHOP I % + IPI (R-IPI)
insufficient = . GEP

o
e
=

Time to progression

« MYC, BCL2, BCL6
e Somatic mutations
10 « MYDS88, EZH2
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Current chromosome and genetic analysis
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FIRST APPROVED CAR-T CELLS

axicabtagene ciloleucel . NDC 0078-0846-19
I e | tisagenlecleucel EZEE" vy

0 KYM R I Q I_ITM Cultured, genetically modified

For autologous use only

FOR AUTOLOGOUS & INTRAVENOUS USE ONLY

ONLY No U.S. standard of potency

Target Total Volume 10mL-50mL per bag Dispense with Medication Guide
Dosage: See prescribing information.

Contains 2 x 10° to 2.5 x 10° CAR-positive viable T cells

Cryopreserved in: 31.25% (v/v) of Plasma-Lyte A, 31.25% (v/v) of 5% Dextrose/0.45%
sodium chloride, 20% (v/v) of 25% HSA, 10% (v/v) of 10% Dextran 40 (LMD)/5% Dextrose
and 7.5% (v/v) DMSO )

Store at < -120°C; vapor phase of liquid nitrogen g?)rg%ijo\TRNDggoo

Properly identify intended recipient and product s iy

Dose: One sterile bag for infusion.

Contents: Maximum of 2 x 10° autologous anti-CD19 CAR T cells in
approximately 68 mL suspension containing 5% DMSO USP !

Gently mix the contents of DO NOTFILTER Do not use leukocyte depleting filter EIN:W&Z:}:N 1270:§3456

i i Do not irradiat xpiry: 01-JAN-
the bag while thawing DO NOT IRRADIATE Mitelgeted for nfoct Baloh: 12345678
See package insert for full mfd. byF:,INovar;Iij (F;l;ggnaaceuticals Corporation

: ; i i orris Plains, PP Material No. 8123456 For Novartis use only
prescribing information and Manufactured W'm gentamicin U.S. License # 1244 KYMRIAH.com FP Material No. 7123455 ,
instructions for administration Not evaluated for infectious 1-844-4KYMRIAH (1-844-450-6742)  ppmy 2 el

' e

Sl ari] Sk Wy VaoE binss substances b NOVARTIS 5004685 © Novartis ke ||| IIIMININII Code | Code
of liquid nitrogen =-150°C Preservative free A —
Manufacturer: Kite Pharma, Inc., El Segundo, CA 90245 ——
Phone: 1-844-454-KITE U.S. Lic. #2064 AS-00732

Oct. 17, 2017 — adult lymphoma Aug. 30, 2017 — ALL up to age 25
May 1, 2018 — adult lymphoma

Gb CoLuMBIA UNIVERSITY
= — < MepicaL CENTER

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
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CD19 CAR IN ADULT LYMPHOMA (tisagenlecleucel):
PATIENTS WITH NO OPTIONS

Best ORR 3-Mo 6-Mo
Response, % (n = 81) Response Response
- (n = 81) (n = 46)
ORR (CR + PR) 53 38 37
" CR 40 32 30

« 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)

Duration of Response

© Most pts

&  100- LY

i achieving CR at
9 80- Mo 3 remained In
g B—H |k

2 . 74% of pts
S 40- relapse free
= at 6 mos

@

< 20-

o |

ol 0- Median DoR: NR

0123456 7 8 9 101112
Pts at Risk, n Mos From Onset of Response
43 36 2518 16 13 9 9 5 2 2 1 O

Gb CorLuMBIA UNIVERSITY
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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 (ll-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 ag they are
and ask, Phy?

3 dream of things that neber were,
and ask, Phy not?
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Physicians Research Study Coordinators
Owen A. O’Connor, M.D., Ph.D. Hager Elgedawe, BS
Jennifer Amengual, M.D. Freddy Loffredo, MS
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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

Cancer has profound biopsychosocial effects on patients and caregivers.

NATIONAL
MARROW N .
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The Interdisciplinary Team Approach

eTe

Patient

e®

LEUKEMIA &
BE 2% THE MATCH' -3 ‘ LYMPHOMA
j BEg SOCIETY

“I'm right there in the room, and no
one even acknowledges me.”

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

Teaching

Assessing ' Learning

P— LEUKEMIA &
LY BE 29 THE MATCH' -9 ‘ LYMPHOMA
PROGRAM"® SOCIETY\




Caregiver Evaluation

* Health status

* EXxpress 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

LEUKEMIA &
WA BE 23 THE MATCH' 30 ‘ LYMPHOMA
SOCIETY®

PROGRAM®




« 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
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Mental Health Considerations

Depression

Anxiety

PTSD

Independence vs dependence

Adjustment Concerns:
— Family role changes
— Children becoming caregivers
— Adjusting to diagnosis related care

Wl BE 25 THE MATCH’
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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

« Dalily huddle with the interdisciplinary team
« Preparation for Discharge

* Clinic Follow up visit

NATIONAL

Ny BE 2 THE MATCH' 36

PROGRAM

&

1§

-
=
gt
-
-~
-

=AM THE
PATIENT
P EXPELEACE

A

LEUKEMIA &
LYMPHOMA
SOCIETY®



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

Wl BE 28 THE MATCH’ 87

&

LEUKEMIA &
LYMPHOMA
SOCIETY’



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

LEUKEMIA &
BEATING CANCER IS N OUR BLODD. ‘ LYMPHOMA




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
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FREE HCP RESOURCES

LEUKEMIA &
‘LYMPHDM,&

. . . . SOCIETY
Online & in-person webinars, symposia, rounds,

publications CME & CE: www.LLS.org/CE as a Treatment Oplion for Blood Cancer Paticis

A 5-Hour CMEICPEC E On-Demand Video Presentation

Undergtanding CAR T-cell Therapy

Refer patients to LLS for support
via phone, email, fax & online referral form:
http://www.llIs.org/article/patient-referral-form

% ' 4
Research focused on finding cures: - w
www.LLS.org/research 2

LEUKEMIA &
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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

Lymphomaresources: www.LLS.org/lymphoma

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

Blood Cancer Conference
Blood cancer conferences:

A Free Educational Conference for Patients,

WWW. L L S ] O rq /B CC ?arl'eg{vers and Healthcare Professi naé
A | LEUKEMIA &
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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)

EDUCATE

UNDERSTAND

CONDUCT A

PATIENT CTSC
SEARCH FOR
ABOUT DISCUSSES SPECIALIST OVERCOME PATIENT
PATIENT AND CLINICAL CLINICAL APPROPRIATE BESULTS CONNECTS
PURPOSE TRIALS ASSESSMENT TRIALS

OBSTACLES

ENROLLS*
WITH HCP

WITH SITE

*The majority of eligible patients enter into clinical trials.

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.

Call: 1-800-955-4572
visit: www.LLS.org/clinicaltrials

BEATING CANGER IS IN OUR BLOOD.
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http://www.lls.org/clinicaltrials

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
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HCT Quick Reference Guidelines

2018 HCT Quick Reference Guidelnes 2018 Clinical Guidelines include:

u o

— 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 _ pEm—
sheets Bilan, MSW, BMT Patient Navigator

Phone: 1 (888) 999-6743
Email: patientinfo@nmdp.org

Order, view or download: BeTheMatchClinical.org/order
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https://bethematchclinical.org/resources-and-education/materials-catalog/#/

Jason Carter Clinical Trials Program

To help your patients with blood cancers, blood disorders,
and immune systems diseases find and join clinical trials

JASON CARTER

* One-on-one support for patients &
far.nllles tO help anSV_VerS queSt|OnS and Empowering patients. Offering hope.
guide their clinical trials search “

* Online search tool:

JasonCarterClinicalTrialsProgram.orqg  Contact: Scott Kerwin, RN, MN, CCRC, CCRN
Clinical Trial Patient Education Specialist

- Easy-to-understand resources to Phone: 1 (888) 814-8610
learn about cancer treatments and Email:  clinicaltrials@jcctp.org
clinical trials
JASON CARTER BE (, THE MATCH’

CLINICAL TRIALS PROGRAM 100

Offered by Be The Match®
©2018 National Marrow Donor Program


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

an" N e bl 2 B |
\__ Pages &udio \_ Particpants Chat Annotsts QA J

| Viewing: Whiteboard |r

@ Chat

To ask a question, use the chat E 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 recelve a statement of continuing education or a
certificate of attendance within 30 days.
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Stay Informed

* 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
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