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STUDY OBJECTIVES

To gain advisors’ perspectives on the following

> The integration of CAR T therapy within the community 

> CAR T therapy within the setting of acute lymphoblastic leukemia (ALL), diffuse 

large B-cell lymphoma (DLBCL), and multiple myeloma (MM)
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REPORT SNAPSHOT

> A moderated roundtable discussion focusing on CAR T-cell therapy was held on 

August 25, 2019, in Washington, DC 

> Disease state and data presentations were developed in conjunction with an 

expert from MD Anderson Cancer Center

> The group of advisors comprised 10 community oncologists 

> Insights on CAR T-cell therapy in the following disease states were obtained: ALL, 

DLBCL, and MM

> Data collection was accomplished through use of audience response system 

questioning and moderated discussion 
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Physician Demographics 



PARTICIPANT DEMOGRAPHICS (N = 9)
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What percentage of the patients that you 

see have hematologic malignancies?

How many patients with ALL do you see 

per year?
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Most of the advisors indicated that 21%–50% of their patients have hematologic malignancies. A little 

less than half of the advisors generally see between 1 and 5 ALL patients per year.



PARTICIPANT DEMOGRAPHICS (N = 9)
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How many patients with DLBCL do you see 

per year?
How many patients with MM do you see 

per year?

All advisors treat DLBCL and MM. A majority of the advisors see over 6 DLBCL patients per year and all 

of the advisors see over 6 MM patients per year.
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PARTICIPANT DEMOGRAPHICS (N = 9)
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How many patients have you treated with or referred 

for CAR T-cell therapy since its approval in 2017?

Of the total number of patients you “referred” for CAR 

T therapy, what percentage were re-infused with the 

actual cellular product?

Experience with CAR T-cell therapy was greater than expected among community oncologists. Many 

have treated with or referred at least 1 patient for this therapy. More than half of the advisors indicated at 

least 26% of their referred patients were re-infused with the actual cellular product. 
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Key Insights 



TOPLINE TAKEAWAYS 
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Physician experience with CAR T-cell therapy varies; most of the advisors have either treated or 

referred patients. It was also interesting to note that patient awareness of CAR T-cell therapy was 

relatively low. Most advisors said that they tend to refer their patients to the same site for CAR T-cell 

therapy; however, the majority of the advisors do not know which CAR T-cell therapy their patient will 

be receiving. Most of the advisors do not have access to CAR T-cell therapy in their 

practice/institution. Cost and disease progression were cited as the biggest barriers to the broader 

use of CAR T-cell therapy.

Advisors were impressed with the data on CAR T-cell therapy in MM and see CAR T-cell therapy 

being a treatment option for MM more than in DLBCL or ALL. They believe that CAR T-cell therapy 

will replace transplant in MM provided it is cost-effective. Advisors think that the successful 

applicability of CAR T-cell therapy in DLBCL will require a multidisciplinary team approach. Advisors 

are uncertain of the future of CAR T-cell therapy and are concerned with the side effects associated 

with it in ALL. 

CAR T in ALL, DLBCL, and MM 

CAR T-Cell Therapy Overview



CAR T-CELL THERAPY OVERVIEW
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Topic Insights and Data

Experience

Experience varies with CAR T-cell therapy among advisors, but most have referred at least 1 patient for therapy

• 77% of advisors indicated via ARS that they have treated or referred at least 1 patient 

– In discussion, 2 advisors said that they personally have treated patients with CAR T-cell therapy while the rest have referred 

patients to be treated with CAR T-cell therapy 

• More than half of the advisors (55%) indicated at least 26% of their referred patients were re-infused with the actual cellular product

• Most of the advisors (67%) tend to choose a site repeatedly when referring patients out for CAR T therapy

– For 22%, the location may vary and another 22% indicated that they have not referred anyone for CAR T as of now     

• A majority of the advisors (75%) indicated that when referring patients, they do not know beforehand which CAR T-cell therapy their 

patient will receive 

Patient 

Awareness

Patients awareness about CAR T-cell therapy was low

• Surprisingly, a majority of the advisors (78%) indicated that less than 10% of their hematologic patients proactively ask about CAR T 

therapy

– In discussion, advisors indicated that most patients have not heard of CAR T-cell therapy. In their opinion, CAR T-cell therapy has 

not been advertised to the extent immunotherapy has been promoted 

Access and 

Barriers 

Most of the advisors do not have access to CAR T-cell therapy at their practice/institution

• 67% of the advisors do not have access to either tisagenlecleucel or axicabtagene ciloleucel

• 22% have access to axicabtagene ciloleucel and 11% have access to tisagenlecleucel at their practice/institution

Advisors noted cost of CAR T-cell therapy to be the biggest barrier to its broader use

• 78% of the advisors said cost and 56% of the advisors said patient progression before receiving CAR T as the barriers to the broader 

use of CAR T-cell therapy  

Advisors cited various reasons as barriers to their referral of patients for CAR T-cell therapy

• A few advisors (30%) consider lack of proper communication from the academic site as the biggest barrier

– 20% cited making and arranging appointments at the CAR T site to be very cumbersome 

– 20% cited insurance declines 

– 10% saw location of CAR T center being too far away as a barrier 



CAR T-CELL THERAPY OVERVIEW – QUOTES
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“Most patients have not heard of this. I think there's 

not much TV commercial. One patient asked about 

immunotherapy but they never ask about CAR T cell.” 

“I referred and then during the course of the referral, 

they progressed or they didn't get it and or they 

weren't felt to be candidates for CAR T cell.” 

“The patient goes there and I never hear back either 

from the physician, like what was the decision made 

and why the patient is not a candidate for CAR T.”



CAR T-CELL THERAPY IN ALL, DLBCL, AND MM
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Topic Insights and Data

ALL

• Most advisors indicated that they treat very few ALL patients per year 

• Advisors were surprised to learn that complications with CAR T-cell therapy are significantly higher in ALL than other diseases 

– CRS and neurotoxicity were noted to be a concern with CAR T-cell therapy in ALL 

• A few advisors stated that they would default to CAR T-cell therapy as a resource when all other treatment options have failed 

in ALL 

DLBCL

• Advisors indicated that they could see themselves treating their refractory DLBCL patients with CAR T-cell therapy 

• Advisors believe that the applicability of CAR T-cell therapy in DLBCL will require a multidisciplinary team approach, which may

be established in only specialized centers 

• A few advisors stated that they would also default to CAR T-cell therapy as a resource when all other treatment options have 

failed in DLBCL  

MM

• Advisors were impressed with data on CAR T-cell therapy for MM

• Advisors consider CAR T-cell therapy to be an effective and tolerable therapeutic option in MM 

– They believe that CAR T-cell therapy will perhaps replace transplant provided it was cost-effective 

• For a few advisors, CAR T-cell therapy would be last treatment option in MM 



CAR T-CELL THERAPY IN ALL, DLBCL, AND MM – QUOTES
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“I didn’t realize that the best results really were in multiple 

myeloma and that the complications are significantly higher 

in ALL.” 

“For lymphomas, you are going to need a team approach 

so that team approach is not going to be available across 

the country, only at specialized centers.”

“ALL and diffuse large B cell lymphoma and myeloma, this 

will be the last option if they don't have better option, then I 

refer them for CAR T cell therapy.” 

“The myeloma data was impressive, 100% response, MRD 

negativity, duration response – pretty good.”

“If the cost is similar to transplant, maybe it [CAR T-cell 

therapy in MM] can replace transplant.” 

“In my practice, mainly for refractory patients with 

lymphoma and then it will be interesting to see in the future 

is this going to replace myeloma transplants, which we 

already have this feeling that with the drugs being so good, 

that may eventually we will get rid of it.” 



STRATEGIC CONSIDERATIONS

> A complex team infrastructure is needed to manage potential toxicities associated with CAR T 

therapy. These may include stem cell transplant teams, ICU, immunology, pharmacy, neurology, 

and nursing units, all of whom need to be specially trained in order to administer CAR T therapy, 

recognize serious side effects, and manage the patient appropriately following therapy

− To support integration of CAR T therapy in the broader oncology community, consider developing and 

implementing educational in-services for dedicated CAR T team members, focused on side effect detection 

and management, to ensure rapid identification and initiation of appropriate measures to address life-

threatening toxicities 

> Although experience with CAR T-cell therapy was greater than expected among community 

oncologists, it is still limited 

− Increasing the community oncologists understanding of the benefits, risks, administration logistics, or 

potential barriers to each therapy could impact referral patterns to sites offering one therapy over another

− Additionally, providing resources to assist community oncologists with appropriate patient selection for CAR 

T-cell therapy could increase usage
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Key Takeaways



KEY TAKEAWAYS
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Dr 1

• Best results in MM 

• Higher complication rate in ALL 

• Not sure where CAR T is going to fit among stem cell transplant and 

antibody therapies 

Dr 6

• Give CAR T if possible

• Costs a lot

• Toxicity is a concern 

Dr 2

• CRS and neurotoxicties can be serious. Need experienced team 

• Options available in ALL, MM, DLBCL

• 3 different platforms 

Dr 7

• CRS is much lower in DLBCL and MM

• Patients do much better with low tumor burden 

• May be able to give CAR T as outpatient 

Dr 3

• It’s a complicated process and will continue to stay in academic 

centers 

• Need education to make timely referral 

Dr 8

• Excellent summary 

• Cost neutral state 

• MRD negativity 

Dr 4

• CAR T in MM – 100% response rate, MRD negative (impressive)

• CAR T instead of transplant in MM

• SLAMF7-specific CAR T cells for MM is promising 

Dr 9

• CAR T therapy is team approach with multidisciplinary team due to 

toxicity 

• Insurance approval for CAR T-cell therapy 

Dr 5

• Last therapy for ALL, DLBCL, and MM

• Toxicity management of CAR T-cell therapy 



ARS Data 



WHEN YOU REFER PATIENTS TO ANOTHER CENTER, DO 
YOU ALWAYS CHOOSE THE SAME CENTER? (N = 10)
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WHAT PROPORTION OF YOUR PATIENTS WITH 
HEMATOLOGIC MALIGNANCIES PROACTIVELY ASK YOU 
ABOUT CAR T-CELL THERAPY? (N = 9)
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WHAT DO YOU CONSIDER THE BIGGEST BARRIER TO A 
BROADER USE OF CAR T-CELL THERAPY? (SELECT ALL 
THAT APPLY)
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WHAT HAS BEEN THE BIGGEST BARRIER TO YOU 
REFERRING PATIENTS FOR CAR T-CELL THERAPY? (N = 10)
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WHICH OF THE FOLLOWING TREATMENTS ARE YOU 
CURRENTLY ABLE TO ACCESS FOR YOUR PATIENTS AT YOUR 
INSTITUTION/PRACTICE? (SELECT ALL THAT APPLY) (N = 9)
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WHEN REFERRING PATIENTS FOR CAR T, DO YOU KNOW 
BEFOREHAND WHICH CAR T-CELL THERAPY YOUR PATIENT 
WILL RECEIVE? (N = 8)
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CAN BRIDGING CHEMOTHERAPY BE ADMINISTERED WHILE 
THE PATIENT AWAITS PRODUCTION OF THEIR CAR T-CELL 
PRODUCT? (N = 8)
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