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Natalie Grover, MD, is an assistant professor in the
a= Division of Hematology/Oncology. Her primary clinical
| interest is management of lymphoma. Her research
= Interests include novel treatment strategies in lymphoma,
-_— particularly immunotherapy, and she Is currently involved
[ in the clinical trials of chimeric antigen receptor Tcell
e (CAR-T) therapy for patients with lymphoma.
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4 Natalie Grover, MD, is an assistant professor in the
= Division of Hematology/Oncology.

[~

L

=

—

1]

e

i

(==

=

(=

=

=
9

4 Natalie Grover, MD, is an assistant professor in the
= Division of Hematology/Oncology.

(==

1]

E 3 Her primary clinical interest is management of

L = lymphoma.

e

L

==

=S

s

=

=

10



UNC Lineberger

Cancer Network

Presented on Ju

28, 2C

OUR PRESENTER

Natalie Grover, MD, is an assistant professor in the
Division of Hematology/Oncology.

Her primary clinical interest is management of
lymphoma.

Her research interests include novel treatment
strategies in lymphoma, particularly immunotherapy.
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OUR PRESENTER
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Natalie Grover, MD, is an assistant professor in the
Division of Hematology/Oncology.

Her primary clinical interest is management of
lymphoma.

Her research interests include novel treatment
strategies in lymphoma, particularly immunotherapy.

She is currently involved in the clinical trials of chimeric
antigen receptor T-cell (CAR-T) therapy for patients with
lymphoma.
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What one word comes to mind when you think about Lymphoma?

Nobody has responded yet

Hang tight! Responses are coming in

This activity has been planned and implemented under the sole supervision
of the Course Director, Willlam A. Wood, MD, MPH, In association with the
UNC Office of Continuing Professional Development (CPD). The course
director and CPD staff have no relevant financial relationships with ineligible
companies as defined by the ACCME.

The University of North Carolina at Chapel Hill is accredited with distinction
as a provider of nursing continuing professional development by the
American Nurses Credentialing Center's Commission on Accreditation.

A potential conflict of interest occurs when an individual has an opportunity
to affect educational content about health-care products or services of a
commercial interest with which he/she has a financial relationship. The
speakers and planners of this learning activity have not disclosed any
relevant financial relationships with any commercial interests pertaining to
this activity.

DISCLOSURES

The presenter has no relevant financial relationships with ineligible
companies as defined by the ACCME.
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What one word comes to mind when you think about Lymphoma?

Nobody has responded yet.

Hang tight! Responses are coming in.

15
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Lymphoma Management in North Carolina: Updates for
2023

Natalie Grover, MD
Assistant Professor of Medicine
Division of Hematology, Lymphoma Program
Clinical Director of Cellular Therapy Program

June 28th, 2023
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Case Example : Gigllb k. |
289 @’: .
* 28 yo F presents with enlarged neck nodes R4 ST

* Excisional biopsy consistent with classical Hodgkin
lymphoma

* PET/CT with multistation hypermetabolic
lymphadenopathy along neck, chest, and retroperitoneum
with FDG uptake significantly greater than liver as well as
pulmonary nodules suspicious for lymphomatous

involvement
17 Webpathology.com L:IL;W%\*H\T, LJ‘
17
™ |
L =}
o — How would you treat this patient?
0 0 I
0 0 l
0 0 l
0 0 '
0 0 l
I!. Start the presentation to see live content. For screen share software, share the entire screen. Get help at pollev.com/app .!l
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Standard of Care for Advanced Stage Hodgkin Lymphoma Rapidly Changing!

e Standard of Care had been ABVD x 6

* Had been using PET adapted therapy frequently — start with
ABVD x 2
* If interim PET/CT Deauville 1-3 -> drop bleomycin
* If interim PET/CT Deauville 4-5 (but responding) -> escalated BEACOPP
* Advantages
* Most patients respond and really nice to be able to drop bleomycin after 2
cycles
* Drawbacks
* Rely on expertise/assessment of nuclear medicine
* Don’t love escalating to BEACOPP (adds more toxicity!!)

MPREHENSIVE

AUNC &
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What about novel agents?

* Brentuximab vedotin (anti-CD30 antibody drug conjugate)
and PD-1 inhibitors (nivolumab, pembrolizumab) very
effective in relapsed/refractory HL

* Can these agents be incorporated in frontline therapy to
improve patient outcomes?

2 BUNC

20
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Brentuximab Vedotin as Frontline Therapy

* Phase 3 randomized control
trial

Brentuximab Vedotin with Chemotherapy * N= 1334 patients
for Stage III or IV Hodgkin’s Lymphoma

I ORIGINAL ARTICLE l

* Advanced stage HL

* Median age 36 (up to age
83)

* BV-AVD vs ABVD for 6 cycles
Connors et al, NEJM

2017
g 21 BUNC | cncercenren e
21
A e Surers a¢
= 8. \ | Table 3 Swmmary of Responses in the Intention to- Treat Population.
3 e < : —— — o ABVD Diflerence
é N— P : : Meature IN=66t) 70) M\('l'
§ v T
I T T s oin
1. —
1 Ty ]
Sy :
!, 2
2-Year PFS:
BV-AVD: 82.1%
ABVD: 77.2%
Connors et al,
X NEJM, 2017 DUNC | e conmesenave

22
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BV-AVD Has Higher Rates of Toxicity

* Higher rates of febrile neutropenia — need to use GCSF
* 24% in BV-AVD arm compared to 9% in ABVD

* More neuropathy
« BV-AVD 67% vs ABVD 43%

- lﬁUNC LINEBERGER COMPREHENSIVE
= CANCER CENTER

23

2022 Update: BV-AVD has Overall Survival Benefit over ABVD

6 year OS for BV-AVD - 93.9%
6 year OS for ABVD - 89.4%

Overall Survival with Brentuximab Vedotin
in Stage III or IV Hodgkin's Lymphoma

of Cove
¥
s
£

Ansell et al,
NEJM, 2022

o ﬁ UNC LINEBERGER COMPREHENSIVE
= CANCER CENTER
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But wait, there’s more — update for 2023

X SWOG
S$1826 Study Design -

N-AVD x 6 cycles

Nivolumab 2‘0!“01,15‘ 70 ot
Doxorubicin, Vinblastine, Dacarbazine days 1,15 [IRERAS
2G-CSF optional

Newdy diagnosed

Stage IIl-IV
Hodgkin

tymphoma

Bv-AVD x 6 cycles

Bv 1.2mg/kg days 1,15
Doxorubicin, Vinblastine, Dacarbazine days 1,15> [EEICE=E
G-CSF required

MN-Z00z»a
&

Stratification;
+ Age (12-17/18-60160)
+ IPS (034.7)

+ EOT RT intended (v/N)

Primary endpoint: PFS
Assume 84% 2-year :"FSIO-' BV-AVD, 90% 2-year PFS In N-AVD, 1 Herrera et
vents v
al, ASCO

analysis @ &
a3 ASCO o A NeaVD s L ASCO 2023

;7 UNC LINEBERGER COMPREHENSIVE
25 M, CANCER CENTER
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Nivo-AVD had Improved PFS Compared to Bv-AVD

i ] % SWOG
N-AVD improves PFS compared to Bv-AVD -E==-==

100%

94%
.
At da s i NavD 1-year PFS

Ao A s _ma s gl avn

HR 0.48 | 86% N-AVD 94%
Bv-AVD 86%

80%

&

40

20"

0% T

-+—
0
BV-AVD

N-AVD “ ool oz

o ASCO' R S AT —

3t Rk

ASCO

P ﬁUNC LINEBERGER COMPREHENSIVE
= CANCER CENTER
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Toxicity Comparison

* Nivo-AVD had less peripheral neuropathy (29% vs 55%)
compared to BV-AVD

* Similar rates of febrile neutropenia (5% nivo vs 7% BV)
despite only 54% N-AVD arm got GCSF compared to 95% BV-
AVD arm

* Most common immune-related adverse event — thyroid
dysfunction — 10% in nivo-AVD arm (compared to 1% for BV-
AVD)

* No increased infectious toxicity in Nivo-AVD arm

7 § QUNC

27

How do we treat advanced stage Hodgkin lymphoma in 2023? -

~=
CHANGE
AHEAD

* Caveat: Follow up is still short!!

* If trends continue, | expect my preference may soon
nivo-AVD for most patients -> improved PFS and
favorable toxicity compared to Bv-AVD

* Also included pediatric patients! A more standardized
approach for adults and peds?

* In the interim (until NCCN guidelines/FDA approval
catch up for insurance authorization), treating most
patients with Bv-AVD given overall survival benefit
over ABVD

28
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* Can we incorporate both BV and nivolumab and potentially
use imaging techniques and/or biomarkers to de-escalate
treatment in advanced stage Hodgkin lymphoma?

* Incorporating novel agents into early stage Hodgkin
lymphoma

* Cooperative group adult and peds clinical trial randomizing patients to
BV/Nivo vs standard of care after interim PET scan

29

* 28 yo F presents with enlarged neck nodes

* Excisional biopsy consistent with classical Hodgkin
lymphoma

* PET/CT with multistation hypermetabolic
lymphadenopathy along neck, chest, and retroperitoneum
with FDG uptake significantly greater than liver as well as

pulmonary nodules suspicious for lymphomatous
involvement

30
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.S How would you treat this patient?
0% '
0% |
0% l
0% '
0% |
ﬂ. Start the presentation to see live content. For screen share software, share the entire screen. Get help at poliev.com/app .I'ﬁ‘

Case Example

* 65 year old female presented with right upper quadrant
pain and weight loss and found to have diffuse mesenteric,
retroperitoneal, mediastinal, and hilar lymphadenopathy.
Biopsy consistent with diffuse large B cell lymphoma and
FISH negative for MYC rearrangement. Labs significant for
elevated LDH above upper limit of normal.

32



UNC Lineberger Presented on Ju

Cancer Network

28, 2C

=
=] |
i HOW would you treat this patient?
MOP
0% 0 '
0% 0 l
0% 0 |
I!- Start the presentation to see live content. For screen share software, share the entire screen. Get help at poliev.com/app -!I
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Polatuzumab Vedotin — FDA Approved in 2019 for relapsed/refractory DLBCL

Ant-CD79b
targets to B-cell
malignancies

MMAE .
Microtubule disrupter

Variable chain linker
cleavable by
lysosomal proteases

Apoptosss (col death)

ADC in circulation

-
2 LHI.UNC CANCER CENTER

LINEBERGER COMPREHENSIVE
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http://noveltargets.com/wp-content/uploads/2017/01/Polatuzumab-vedotin-MOA_Page_02.png

UNC Lineberger Presented on Ju
Cancer Network 28, 2C

Polatuzumab with R-CHP vs R-CHOP

* Phase 3 double blind placebo K ot s R R
controlled trial ol TN -

* Inclusion criteria: intermediate and § ol T
high risk DLBCL by IPI (IPI 2 or higher) s 5 Hop

* 879 patients randomized 5 L

* 2 year PFS 76.7% vs 70.2% = 2 s

* No difference in overall survival at 2 S kB B @ %
yearS - Months

* Similar toxicity profile RGHOP 4 9 a0 % 1 3 N

* FDA approved for 1% line April, 2023

Tilly et al, NEJM 2022

ri‘——‘—# LWP J(’\ LINEBERGER COMPREHENSIVE
L3 \_~ | CANCER CENTER
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So should we use it?

* Improved PFS (although small)

* Similar toxicity profile ? q.ﬁ ? ?
* Higher cost : ’z I) 2e
* Requires growth factor support

* Some subgroups may benefit more?

* | have incorporated this into my standard of care for frontline
advanced stage DLBCL

%L ( LINEBERGER COMPREHENSIVE
IR, *l_/ CANCER CENTER
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Case Example

* 65 year old female presented with right upper quadrant
pain and weight loss and found to have diffuse mesenteric,
retroperitoneal, mediastinal, and hilar lymphadenopathy.
Biopsy consistent with diffuse large B cell lymphoma and
FISH negative for MYC rearrangement. Labs significant for
elevated LDH above upper limit of normal.

[ | m
a2 =]
e HOW would you treat this patient?
0 0 l
0 0 l
0 0 l
ﬁ. Start the presentation to see live content. For screen share software, share the entire screen. Get help at pollev.com/app .ﬁ'
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Case Example

* Our patient is treated with Pola-RCHP x 6 cycles. She
initially gets into a complete remission but 4 months after
completing therapy, she presents with worsening
abdominal pain and nausea and is found to have diffuse
FDG avid lymphadenopathy consistent with relapsed

.
disease?
IVE
= il
2 a
S How would you treat this patient?
0 0 I
0 0 l
0 0 l
0 0 '
0 0 l
L Start the presentation to see live content. For screen share software, share the entire screen. Get help at pollev.com/apy o
; pol P
(= |

40
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Prior Standard of Care for R/R DLBCL

* High dose chemotherapy

followed by ASCT in e 1]
responding patients T a0 4b P= 0001
(Parma trial) g gy, '

* All patients got 2 cycles £ 60 L“f—‘.._
of DHAP and if PR or CR @ 8011 e e RIS
randomized to ASCT or 4 & 8 L‘H
more cycles of DHAP € 32: ey ___COMUENtiONG| tRAMEN

« 5 year EFS 46% for Z 10 S
transplant arm vs 12% 0 . , . . . .
for DHAP arm 0 15 30 45 60 75 90

Morths after Randomization

Philip T et al. N Engl J Med 1995;333:1540-1545.

Ea L P ('_‘( LINEBERGER COMPREHENSIVE
1’@”\' \_~ | CANCER CENTER
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Limitations of Autologous Stem Cell Transplant

* Many patients not transplant eligible due to
comorbidities or age

* Many patients not transplant eligible because
don’t respond to salvage therapy (about half)

* In patients who are initially chemorefractory, is
more chemotherapy really the right option?

ER COMPREHENSIVE
NTER

/\LN( LINEBERG
LU \_~ | CANCEI
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Chimeric Antigen Receptor T Cells CART (4]

1) Leukapheresis

2) T cells isolated, activated, and ©
transduced with CAR encoding © o
viral vector otherapy Infusior

3) CAR-T cells can recognize T cel sl or -
specific antigen on cancer cells S

4) CAR-T cells expanded with o®
growth factors -> QC process o®

5) Lymphodepletion " <

T cell

chemotherapy & el

6) CAR-T cell infusion Ganatra et al - JACC 2019)
: BUNC | cncrammem e

43

Chimeric Antigen Receptor T Cells

* 3 CAR-T cell products approved for patients with
relapsed/refractory DLBCL
* Axi-cel
* Liso-cel
* Tisa-cel

* Complete response rates 40-60% with durable remissions
seen in patients in complete response

* Can these therapies be moved to earlier lines of therapy
and potentially replace transplant?

m (‘L ~ | LINEBERGER COMPREHENSIVE
o LI [ J | CANCER CENTER
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Second Line CAR-T Cell Trials

* Randomized trials comparing 2" line CAR-T to ASCT
* DLBCL or high grade B cell lymphoma

* Primary refractory or relapse within 12 months of finishing
1L therapy

* Candidates for ASCT

o~ N/ L R COMPREHENSIVE
‘\v,« ELJ N é\\// c NTER

45

Zuma-7 (Axi-cel)

* Randomized trial comparing CD19 CAR-T to standard
of care salvage to transplant

* DLBCL refractory or relapsed within 12 months of
initial therapy

* Reported improved PFS in 2021 and led to FDA
approval of axi-cel in 2" line for DLBCL

46



UNC Lineberger
Cancer Network

Presented on Ju
28, 2C

Axi-cel showed PFS benefit over standard of care
A Progression-frea Survival
100- Median Progression-  Stratified Hazard ssion-free
i froe Survival (95% CI)  Ratio (95% CI)  Survival Estimate
I¥r 2¥r 5¥r o 4¥r
B0~ months percent
n :
£ Axi-cel  14.7 (5.4-43.5) sioagoen M 46 M @
4 Standard Cara 37 (29-5.3) 0S10F-06T % 2 %
5 60
5
& 50
e — .
- - - i :
2 “H_'_H'H""_‘—--"‘H—.—I-—I& Axicel
§
& -
204 Standard care
164
—T—T T T T T T T T T T T T T T T T T T T T T T T T
0 2 4 & 8 10 12 14 16 18 20 22 24 26 28 30 32 34 36 35 40 42 44 46 48 SO 52 54 56
Months
Mo. at Risk
Asi-cel 150 166 112 100 99 94 91 ¥ 33 81 79 77 77 73 73 7L 68 7 63 S4 52 45 32 2 2 7 7 3 o
Standardcare 179 94 61 47 43 35 33 32 31 31 31 31 31 30 30 30 30 29 20 25 23 1r 10 10 % 4 4 0O
1 . = LINEBERGER COMPREHENSIVE
& Westin et al NEJM 2023 @[J] JC CANCER CENTER
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Axi-cel showed overall survival benefit over standard of care!
Median Overall  Stratified Hazard  Stratified
Survival (955 €1)  Ratio (85% €1}  PValue  Overall Survival Estimate
e ¥ M AYr
160
imonths percent
90+ . Axicel  NR (28 6-NE) 76 60 56 55
7 1
40, SN Standard Care 311 (17.0-ng) 077 03038 0m g
F 70
E 5 Agi-cel
£ 4 D R TC NI E
£ s
g o
E e Standard care
104
204
10
0 T T T T T T T T T T T T T T T T T T T T T T T T T T T T 1
0 2 4 6 3% 1012 14 16 15 20 22 24 26 28 30 32 34 36 38 40 42 44 46 48 50 52 54 56 58 60 62
Months
No. at Risk
duxivcol 180 177 170 161 157 147 136 125 117 116 114 111 108 105 105 100 100 100 100 100 96 &0 67 54 41 29 20 14 4 2 1 0
Standard care 179 176 163 149 134 121 111 106 101 98 91 89 88 &7 &7 85 %3 &1 79 7673 63 51 41 31 19 14 7 4 1 ©
= LINEBERGER COMPREHENSIVE
\
“ 8 @UNC CANCER CENTER
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Other 2" Line CAR-T Cell Products

* Liso-cel (Transform trial) — similar results — also improvement
over salvage/transplant although data hasn’t matured
enough so overall survival difference not reported — also FDA
approved in 2022 for 2"d line CAR-T

* Tisa-cel (Belinda) — negative study — no difference between
CAR-T and standard of care

“© ¥ BUNC &

49

Should we change management based on results?

* Yes, for primary refractory or early relapsed patients

* Benefit seen even with high cross-over/standard of care CAR-
T cell use, suggesting benefit of treating earlier with CAR-T

* Low number of patients received ASCT (even in SOC arm -
more received CAR-T than ASCT)

50
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* 82 year old male with a history of high grade B cell ymphoma
with MYC and BCL2 rearrangement (double hit lymphoma)
treated with R-mini-CHOP 18 months ago presents to clinic.

* Initially in a complete response post chemotherapy but presented
with new axillary and inguinal lymphadenopathy with biopsy
concerning for relapsed disease.

* Tolerated chemotherapy fairly well

* Lives with his wife and can generally do his daily activities on his
own although has had more fatigue with recent diagnosis and
daughter has been coming daily to check on him and help.

* Generally walks at home but uses wheelchair to get to clinic due
to longer distance to travel.

BUNC v

[ T
a8 o
. How would you treat this patient?
0 0 l
(i 0 '
0 0 l
0 0 l
0 0 l
—I. Start the presentation to see live content. For screen share software, share the entire screen. Get help at pollev.com/app .IT'
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* Phase 2 study of 2" line CAR-T (liso-cel) for patients with
first relapse DLBCL who were not candidates for transplant
based on the following criteria:

*Age>=70

*ECOG PS 2

* DLCO <=60%

* LVEF < 50%

*Cr Cl < 60 mL/min

* AST/ALT > 2 ULN

* Could have relapsed > 1 year post initial therapy

BUNC v

53

* 61 patients treated

* Median age 74 years old

* 26% had ECOG PS 2

* Overall response rate 80%, complete response — 54%

* Patients in CR -> median duration of response — 21.7 months
* Cytokine release syndrome — 38% (grade 3 in 1 patient)

* Neurologic events — 31% (grade 3 in 3 patients)

* Led to FDA approval of liso-cel in 2" line for patients who
are not transplant candidates (even for later relapses)

54
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Case Example

* Our 65 yo patient is treated with Pola-RCHP x 6 cycles. She
initially gets into a complete remission but 4 months after
completing therapy, she presents with worsening
abdominal pain and nausea and is found to have diffuse
FDG avid lymphadenopathy consistent with relapsed

.
disease?
IVE
= il
2 a
S How would you treat this patient?
0 0 I
0 0 l
0 0 l
0 0 '
0 0 l
L Start the presentation to see live content. For screen share software, share the entire screen. Get help at poliev.com/opp o
(= |
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* 82 year old male with a history of high grade B cell ymphoma
with MYC and BCL2 rearrangement (double hit lymphoma)
treated with R-mini-CHOP 18 months ago presents to clinic.

* Initially in a complete response post chemotherapy but presented
with new axillary and inguinal lymphadenopathy with biopsy
concerning for relapsed disease.

* Tolerated chemotherapy fairly well

* Lives with his wife and can generally do his daily activities on his
own although has had more fatigue with recent diagnosis and
daughter has been coming daily to check on him and help.

* Generally walks at home but uses wheelchair to get to clinic due
to longer distance to travel.

BUNC v

[ T
a8 o
. How would you treat this patient?
0 0 l
(i 0 '
0 0 l
0 0 l
0 0 l
—I. Start the presentation to see live content. For screen share software, share the entire screen. Get help at pollev.com/app .IT'
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Algorithm for Second-line Therapy of LBCL

<1 year: ~75% Time from 1L therapy >1 year: ~25%

Eligible for CAR T-cell? Eligible for ASCT?
Yes Mo Mo Yes
~70% ~30% ~50% ~50%
4 v
2L CAR T-cell (axi-cel or liso-cel) 2 or 3L+ therapy options 2L Salvage +/- ASCT
: » Investigaticnal agent/regimen :
[ Lo— » Immunochemotherapy IR

» CAR T-cell (if not given in 2L)
# Polatuzumab vedotin + BR
~30-40% = Selinexor ~40-50%
» Tafasitamab + lenalidomide
» Loncastuximab tesirine
= Best supportive care or XRT

r v
Projected Cure Cure
(~20% of all 2L LBCL) (~5% of all 2L LBCL)

Westin and Sehn, Blood 2022 @.UNC LINEBERGER COMPREHENSIVE

CANCER CENTER

= ]
a2 =]
e What new drugs have been approved in lymphoma in 2022 and 2023?
0% 0 l
0% 0 l
Epcornita
0% 0 |
o |
0% 0 '
no. [ |
I!- Start the presentation to see live content. For screen share software, share the entire screen. Get help at pollev.com/app -!I

60



UNC Lineberger Presented on Ju
Cancer Network 28, 2C

Mosunetuzumab — Bispecific Antibody

* Approved for relapsed/refractory
& follicular lymphoma after 2 or
more lines of therapy

* 90 patients treated - ORR 80%,
CR rate 60%

* 18 month EFS 70.2% in complete
responders

* CRS in 44% - mostly grade % and
during dose 1 or 3 (step up dose)

* Fixed duration therapy

V D k Z ,L 2 2 _ N | LINEBERGER COMPREHENSIVE
'an de Donk and Zweegman, Lancet 2023 AUNC

61 CANCER CENTER

~
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Epcoritamab

* Another CD3xCD20 T-cell engaging bi-specific antibody
* FDA approved for DLBCL — 3™ line - 2023

* Subcutaneous administration

* 157 patients - ORR 63%, CR rate 39%

* Median DOR - 12 months; not reached for CR patients
* CRS - 49.7% - mostly grade 1 or 2; 2.5% grade 3

* Neurotoxicity (ICANS) — 6.4%

* Continuous therapy

2 Thieblemont et al, JCO 2023  ITUUNC dzaa™ "
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* Another CD3xCD20 T-cell engaging bi-specific antibody

* FDA approved for DLBCL — 3" line - 2023

* IV administration

* Pre-treated with obinutuzumab 1 week prior (mitigate CRS)

* 155 patients treated - CR rate 39% (CR rate 35% for prior
CAR-T)

» 78% of complete responses ongoing at 12 months
* CRS - 63% - mostly grade 1 or 2; 4% grade 3

* Neurotoxicity (ICANS) — 8%; grade 3 or higher — 3%
* Fixed duration — 12 cycles total

Dickinson et al, NEJM 2022  TIUNC &
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* Need longer follow up to determine duration of response with
bispecifics

* CAR-T - 1 time treatment vs multiple infusions/injections with
bispecifics

* Less CRS and neurotoxicity with bispecifics but still can see
significant infections (like with CAR-T)

* Can bispecific antibodies be given in community? Education
around toxicities or subsequent doses where low risk

* No lymphodepletion with bispecifics

* My approach: Currently mostly going to CAR-T first and saving
bispecifics for post CAR-T relapse
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e What new drugs have been approved in lymphoma in 2022 and 2023?
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Summary — Biggest Practice Changes for Lymphoma Care This Year

* Incorporation of novel agents in frontline treatment of
Hodgkin lymphoma (BV-AVD and now Nivo-AVD coming
soon!)

* Incorporation of polatuzumab in frontline therapy for DLBCL

* Overall survival benefit with 2" line CAR-T -> early referrals
to CAR-T treatment center key! More patients may be CAR-T
cell candidates than you expect!

* Bispecifics finally FDA approved for lymphoma
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Thank youl!
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«iz— Questions/Comments?

Nobody has responded yet.

Hang tight! Responses are coming in.

I! Start the presentation to see live content. For screen share software, share the entire screen. Get help at pollev.com/app -J
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THANK YOU!

University Cancer
Research Fund
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UNC Lineberger Cancer Network

The Telehealth Team

Tim Poe, Direcer
Veneranda Obure, Tz su
Jon Powell, Pnp, conti

Lauren Lowe, it

jport Specialist Andrew Dodgson, DPT, Continuing Education Specialist
n Specialst Nadja Brown, inein sminisratie §
Oliver Marth, renongy Suport ecrician Patrick Muscarella, rng

)
portTechician
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UPCOMING LIVE WEBINARS

[ .
ePROs Monitoring
{inThoracic Surgery and Oncology Patients
Gita Mody, MD

ﬁgﬂﬂllﬂ

Overview of Clinical Trials for the APP
Clarissa Urhan, PA-C

i Whcice
] .
N Therapeutic Approaches

for SoftTissue Sarcomas: 2023 Update
Mark Woodcock, MD

Complete details on upcoming Live Webinars:
learn.unclcn.org/live-webinars

July 12
12:00 PM

July 19
4:00 PM

July 26
12:00 PM
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SELF-PACED, ONLINE COURSES

;%I%uﬁllllﬂ

Babvet..
Oncologic Emergencies, A Deeper Dive: Neutropenic

Fever, Tumor Lysis Syndrome, and Cord Compression
Laura Blanchard, mMpap, pA-
e

' AR
Ly — .

Partnership for Native American Cancer Prevention
Francine C. Gachupin, php, MPH

Wmm

B,
. Where the Rubber Meets the Road: Community-Inclusive

Interventions to Achieve Equity in Cancer Care
Samuel Cykert, mp Christina Yongue, MPH, MCHES

Complete details on our Seif-Paced, Online Courses:
learn.unclcn.org/spoc
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THANKYOU FOR PARTICIPATING!

UNC Lineberger Cancer Network

Email: unclen@unc.edu
Call: (919) 445-1000
Send us an email to sign up for our monthly e-newsletter.
Check us out at unclcn.org

n facebook.com/unccn O @unc_cn
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