| Planning Considerations for Transitioning from Inpatient to Outpatient
Care/Academic to Community Settings

+ Establish strong relationships between clinicians at academic and community cancer
programs

» Establish clear referral pathways and protocols for the transition from inpatient to
outpatient administration

- Build on existing referral pathways (eg, for stem cell transplant or clinical trials)
+ Ensure office staff are familiar with referral process

+ Create an online resource to help prepare patients to receive initial treatment at an
academic medical center and follow-up care with a local oncologist

+ Create a patient information sheet that clearly outlines team members and their roles
and responsibilities across the different sites of care

+ Use telehealth to provide follow-up care, remote vital sign monitoring, and symptom
monitoring

+ Coordinate with local providers for patients who live further away from academic or
tertiary care centers

+ Connect patients with navigators who know how to coordinate logistics between
community cancer programs and academic medical centers, if available
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What is Shared Decision-Making?

Shared decision-making (SDM) occurs when a healthcare provider and a patient
work together to make a healthcare decision that is best for the patient. Optimal
decision-making takes into account evidence-based information about available
options; the provider’s knowledge and experience; and the patient’s values, goals,
and preferences. Patients and their families/caregivers who are engaged in an
SDM process are more likely to arrive at a treatment decision that works best for
all those involved.

The SHARE Decision-Making Approach

S your patient’s participation.

H your patient explore & compare treatment options.
your patient’s values and preferences.

R a decision with your patient.

E your patient’s decision.
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AHRQ. The SHARE Approach. https://www.ahrg.gov/health: p i ion/i html

Advantages of Bispecific Antibodies Compared to CAR T-Cell Therapy

+ Readily available, “off-the-shelf’
products
- No treatment delay for leukapher-
esis and manufacturing

+ Demonstrated activity in patient
populations including
— Patients with rel/ref DLBCL after
receiving CAR T-cell therapy

— Do not require bridging therapy — Older patients
— Administered SC or IV - Patients with multiple prior lines
« Lower rates of severe side effects of therapy

(grade 23 CRS and neurotoxicity) — Patients who are not eligible for

CAR T-cell therapies


https://www.ahrq.gov/health-literacy/professional-training/shared-decision/index.html

I Evidence Supporting CD20 X CD3 Bispecifics in DLBCL/LBCL | Team-Based Strategies for Care Coordination and Communication
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Ab, antibody; CD, cluster of differentiation; CR, complete response; CRS, cytokine release syndrome; DLBCL, diffuse large B-cell ymphoma; ® |..ISO-Ce|/ > HDT-ASCR;
FL, follicular lymphoma; IV, intravenous; LBCL, large B-cell lymphoma; NOS, not otherwise specified; ORR, overall response rate; Axi-cel CAR-T
SC, subcutaneous. APP, advanced practice provider; Axi-cel, axicabtagene ciloleucel; BP, blood pressure; CAR-T, chimeric antigen receptor T-cell therapy;
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- 4 o o = Continue therapy and I Addressing Adverse Events with Bispecific Antibodies
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