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The Future of Blood Cancer Care

Breakthroughs in treatment and patient-centered care — Dr. Berg
The intersection of medical innovation, mental health, and quality of life - Dr. Mayo
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Dr. Tobias Berg

Dr. Tobias Berg is an Associate Professor, Department
of Oncology at McMaster University, and a
Hematologist at Hamilton Health Sciences, in
Hamilton, Ontario.
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Dr. Samantha Mayo

Professor Samantha Mayo RN, PhD, FAAN is an
Associate Professor in the Lawrence Bloomberg Faculty
of Nursing, University of Toronto. She also holds the RBC
Chair in Nursing Oncology, Research & Education at the
Princess Margaret Cancer Centre, where she co-leads
the Oncology Nursing Research Centre of Excellence.
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Breakthroughs in treatment and
patient-centered care




What is our blood?
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Cellular components of the blood
are formed in the bone marrow

Bone Anatomy

Spongy bone Blood vessels in
(contains red bone marrow
marrow)

Blood stem
cell

Red blood cells

®

, ‘ G White blood cells
¥\ | _

Platelets

¥
- e

200,000,000,000 red cells per day
10,000,000,000 white cells per day
400,000,000,000 platelets per day
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Passegué E. et.al. PNAS 2003;100:11842-11849



HSC

Multipotent
progenitor

Lineage-
restricted
precursor

Mature
functional
cells

Acute Myeloid Leukemia

Most common acute
leukemia in the adult
population

Median age about 68
years

Rare disease, but
unfortunately very
deadly: less than 30 %
of patients survive long-
term
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Cytogenetics
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AML is not one disease
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Even one type of blood cancer
Is many different diseases
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For many years there has been
only one treatment in AML

Cytarabine for 7 days
7 + 3 y y

Daunorubicin for 3 days

1973:

Cytarabine &

Daunorubicin
1977: Bone
MAarrow 2000: Mylotarg 2010: Mylotarg
transplantation approved from market

| | |
1970 1980 2010




A stellar phase in AML

Midostaurin Enasidenib Ivosidenib
FLT3-ITD IDH2 IDH1
l l 2018 l
] |
I |
A
2017 f ! -t !
Viyxeos Mylotarg Giltentinib Venetoclax
Glasdegib
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Targeted therapies
improving the treatment

Veneéoclax
10+ Median follow-up, 20.5 mo (range, <0.1-30.7) \ BIM

3§ 097 Hazard ratio, 0.66 (95% Cl, 0.52-0.85) BCL-2

S 08- P<0.001

A 0.7- MCL-1 ).{.

T 064 Azacitidine plus venetoclax LRl

g BIM @ M‘fochondrion

8 0.5+ release "

S 04 Inactwe Ollgomenzed

2> ’ BAX/BAK % BAX/BAK

5 03 Cyto c release

-‘é’ 0.2+ Azacitidine plus placebo |

& 014

0.0 T T T T T T T T T T 1 gt
0 3 6 9 12 15 18 21 24 27 30 33 Venstoclax ssnsitivity
Months
No. at Rick The NEW ENGLAND
o.at Ris
Azacitidine plus 286 219 198 168 143 117 101 54 23 5 3 0 ]O URNAL of MEDICINE

VenetOC|aX ESTAELISHED IN 1812 AUGUST 13, 2020 VOL, 383 NO., 7
placebo Azacitidine and Venetoclax in Previously Untreated

Acute Myeloid Leukemia

LEUKEMIA & C.D. DiNardo, BA.J:Jnas. V. Pullarkat, M. Thirman, ).5. Garcia, A.H. Wei, M. Konopleva, H. Déhner, A. Letai, P. Fenaux,
L"r"f-":-"HGM; E. Koller, V. Have |'| g, B. Leber, . Esteve, ]. Wang, V. Pejsa, R. Héjek, K. Porkka, A. lllés, D. Lavie, R.M. Lemoli,
’ - K. Yamamoto, 5.-S. Yoon, J.-H. Jang, S5.-P. Yeh, M. Turgut, W.J. Hong, Y. Zhou, ). Potluri, and KW. Pratz
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Targeted therapies
improving the treatment

B Owerall Survival

1.0
0.9+
0.8+

Median "c:-l-m'.'-up. 15.1 mo (range, 0.2-34.1)
Hazard ratio for death, 044 (95% CI, 0.27-0.73)
Twa-sided P=0.001

-
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Cold Spring Harbor Symposia on Quantitative Biology
04+—T"""T"T T T T T T T T T T T 76:299-311
0 2 4 & B 1012 14 16 18 20 22 24 36 28 30 32 34 36 even
Months
Mo. at Risk
Ivasidenib+ 725853423833 292421191513 7 4 4 2 2 1 ORIGINAL ARTICLE
azacitidine
Placeko T4 53 32923211511 9 9 6 54 3 3 O . . .
azacitidine Ivosidenib and Azacitidine in IDH1-Mutated
Acute Myeloid Leukemia
Pau Montesinos, M.D., Ph.D., Christian Recher, M.O., Ph.D., Susana Vives, M.D.,
Ewa Zarzycka, M.D., Jianx ang Wang, M.D., G ambattista Bertani, M.DO.,
Michael Heuser, M.D., Redrigo T. Calade, M.D., Ph.D., Andre C. Schuh, M.D.,
Su-Peng Yeh, M.D., Scott R. Daigle, M.5_, Jianan Hui, Ph.D., Shuchi 5. Pandya, M.D.,
LEUKEMIA & Diego &, Gianolio, Ph.D., Stephane de Botton, M.O., Ph.D., and Hartmut Déhner, b4.0.
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Our Research Approach

4 In vitro
<y Screening
Primary Patient .
Material . Functional
Live Cell Banking for - & g Metabolic
hematological malignancies A ; B e
HHS McMaster Cancer Profiling
Research Stem Cell Bank
50 - 60 patients per year . .
Total > 100 AML samples Multiomic
Profiling
, o
Fum.:tlonal human and s b bb‘ e ee In vivo
murine model systems G - o= = Miac Modeling

P Sl
0 —
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67/ year-old patient AML

Normal karyotype

NPM1 type A
FLT3-ITD+ What should

we do?
e |nduction with 7+3+ Midostaurin

* Disease persistence (PR)

e Received Azacitidine + Venetoclax
e CRwith persistent MRD




A cure for many...

Stem Cell Transplantation

« o= s Transplant
Stem Cell AT N Stem Cells
Mobilization iR} "~ ®e® .. Immune Cells

e 2-4 weeks wait until
new blood cells are made

Most effective treatment
for AML

Shiomchik -~ Nat Rev Immunol, 2007
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Who can be a donor?

 Matched related donor = Siblings
 Matched unrelated donors
 Haploidentical donors = Other siblings, kids, parents

Number of Allogeneic HCTs in the US by Donor Type

-+-RD (HLA matched) ==RD (1 HLA mismatched)

=-=RD (22 HLA mismatched) ===RD (HLA mismatched, grade unknown)
-+URD (HLA matched) -=-URD (HLA mismatched)

--URD (HLA match unknown) URD (Cord blood)

4000

3000 .—“f::—(*
—r i ——
1000

I I M AP PP

Number of Transplants

LEUKEMIA &
‘ LYMPHOMA
SOCIETY OF

CANADA

Abbreviations — RD: Related donor; URD: Unrelated donor; HLA: Human leukocyte antigen 4




Who can get a transplant?

No strict age limit...

“Biological Age less
than 75...”

Because:
Comorbidities
are important!




How many patients with
AML get a transplant?

75%
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- Age group

g — 18-39

S 50% — 40-59
“There needs to be funding because people are dying when e

we can save them.” o == 60-69
- L

Laura Hillier, 2016 3 - 10k
From CBC Global News §
o
o
25%
—
OWO ‘#__,\_—_///f
2010 2012 2014 2016 2018 2020 2022
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Transplant has become
better over time

A Full cohort B AlloSCT C Chemo only
100- Median OS (years) 1001 = Median OS (years) 100+ Median OS (years)
2010-2014: 1.4 (95% CI:1.3-1.6) 2010-2014: 2.4 (95% Cl: 1.9-4.04) _ 2010-2014: 1.2 (95% CI: 0.99-1.4)
2015-2018: 2.1 (95% CI: 1.7-2.9) 2015-2018: 7.1 (95% ClI: 4.5-NR) 2015-2018: 1.3 (95% ClI: 1.04-1.6)
- 2019-2022: 2.5 (95% CI: 1.8-3.6) 2019-2022: NR (95% CI: 4.9-NR) ' 2019-2022: 0.99 (95% Cl: 0.74-1.2)
g 75 751
3 : Hb:"“\-.__
8 '.
o 50 | " 501
Q 1 : 1 : . '
('_G : : 1 ! ::
2 ) 1=t ' i -
%) : Vo | ot
O : 1 1 O_ 1 0 1 ::
0 1 2 3 4 5 0 1 2 3 4 5 0 1 2 3 4 5
Years following diagnosis
Diagnosis year — 2010-2014 — 2015-2018 — 2019-2022 Salter et al, submitted

More and better Better transplant Better supportive
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Problems after transplant

( ) iﬁ = ( N Died at or beyond 100 days post-transplant*
{ 7 /
Al 7 e 2% 0

N @ FR 1% \goru
AN\ A~ '

] Aa" Stem Cells ! .

Immune Cells .
Donor Patient
with AML

Problems after allogeneic
stem cell transplantation
 Relapse

« GVHD

® Pnmary Disease 1% = Graft Rejection
NEED: GVHD ®  minfection
" Organ Failure Malignancy Subsequent to HCT
Strategies that favor GVL over S o = Other
= Unknown

GVHD!

LEUKEMIA &
‘ LYMPHOMA

SOCIETY OF

CANADA




Patients screened
(N = 142)
_ . . . Not ‘randomly assigned ) (n = 59)
= Sorafenib Maintenance After Allogeneic D oo eesigumen et
oo . . . | No CHR (n=10)
= Hematopoietic Stem Cell Transplantation for No FLT3HTD mutation n=5)
i . . . Other reasons (n =20)
Withd | of infi d =%
- Acute Myeloid Leukemia With FLT3-Internal S e s
¢ Tandem Duplication Mutation (SORMAIN) | M
% Andreas Burchert, MD'; Gesine Bug, MD?; Lea V. Fritz, MSc!; Jiirgen Finke, MD*; Matthias Stelljes, MD*; Christoph Rbllig, MD, MSc®; assigned
Ellen Wollmer, MD'; Ralph Wasch, MD*; Martin Bornhduser, MD®; Tobias Berg, MD?; Fabian Lang, MD?; Gerhard Ehninger, MD*; (n=83)
Hubert Serve, MD*; Robert Zeiser, MD*; Eva-Maria Wagner, MD%; Nicolaus Kroger, MD”; Christine Wolschke, MD™;
Michael Schleuning, MD®; Katharina S. Gotze, MD®; Christoph Schmid, MD'% Martina Crysandt, MD'; Eva EBeling, MD*;
Dominik Wolf, MD'?; Ying Wang, MD'; Alexandra Bohm, MD'*; Christian Thiede, MD®; Torsten Haferlach, MD'¢; Christian Michel, MD*;
Wolfgang Bethge, MD'*; Thomas Wlndisch, MD?; Christian Brandts, MD?; Susanne Harnisch, DiplHumanbiol®; RandorlViasaianedlto Randomiviasaianedto
Michael Wittenberg, PhD'¢; Heinz-Gert Hoeffkes, MD'"; Susanne Rospleszcz, PhD'®; Alexander Burchardt, MD'%; soyafenig pIZcebog
Andreas Neubauer, MD'; Markus Brugger, DiplHumanbiol, MSc*®; Konstantin Strauch, PhD**!; Carmen Schade-Brittinger'®; and (n = 43) (n = 40)
Stephan K. Metzelder, MD*
Withdrew IC (n=3) Withdrew IC
No therapy (n=1) (n = 1; no therapy)
Analyzed Analyzed
as|ITT as ITT
(n =43) (n = 40)
Analyzed PP Analyzed PP
(n = 40) (n=39)
‘ LEUKEMIAE Burchert et al, 2020
LYMPHOMA
SOCIETY OF
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A Censored + B Censored +
Log-rank P=.013 Log-rank P=.0855
100 HR, 0.39 (95% ClI, 0.18 to 0.85) Sorafenib 100 HR, 0.516 (95% Cl, 0.239 to 1.112) Sorafenib
Placebo Placebo
80 l - I_‘-LI_‘_I—O-O-..-.H § 80 |
— .é
SHCE . 5 60 -
£ e e ©
0 5
o 40 1 24-month RFS n*-_- 40 H 24-month OS
Sorafenib: 85.0% (95% ClI, 70% to 93%) Sorafenib: 90.5% (95% ClI, 77% to 96%)
20 4 Placebo: 53.3% (95% Cl, 36% to 68%) g 20 4 Placebo: 66.2% (95% ClI, 49% to 79%)
Log-rank P=.002 Log-rank P=.007
HR, 0.256 (95% CI, 0.10 to 0.65) HR, 0.241 (95% CI, 0.08 to 0.74)
I 1 1 1 | 1 1 1 | 1
0 10 20 30 40 50 0 20 40 60 80 100
Time (months) Time (months)
No. at risk: No. at risk:
Placebo 40 24 19 17 14 0 Placebo 40 25 19 9 3 0
Sorafenib 43 35 31 25 18 0 Sorafenib 43 38 28 12 7 0

Burchert et al, 2020
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Patient was started on
Sorafenib Maintenance

Ongoing molecular CR

* Mild hypertension
* Hand-Foot syndrome
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Can we find out early if
something starts to go wrong?

MRD = Minimal Residual Disease

CANADA




Can we find out early if
something starts to go wrong?

MRD = Minimal Measurable Residual Disease

MRD [ Methods of MRD detection ]
level B N
/ ' ,‘v L Light microscopic
& ] gt evaluation
Morphological \. : " ‘
disease 102 (220 7g 9
l
= \1er Multicolor flow
A cytometry MRD monitoring to assess:
Measurable residual 0 1O _ S, e % response to treatment
disease i gt 4T Foa e o % risk of relapse
ALy 7
Next generation
------------------------------------ 106 ﬂ" ‘W \
Non-quantifiable . Muc,w{’jjf.\. SRR
measurable residual
disease 3 MRD not quantifiable or
""""""""""""""""""" -10 non-detectable with current methods
Non-detectable
disease
107 CURE
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Can we find out early if
something starts to go wrong?

Early Mixed Donor Chimerism is a Strong Negative Prognostic
Indicator in Allogeneic Stem Cell Transplant for AML and MDS

Michael Radford ', Alejandro Garcia-Horton', Rohail Badami®, Elaine Jin®,
Nida Usmani®, Daria Grafodatskaya™°, Elizabeth McCready ", Dina Khalaf’,

£\ I . Irwin Walker”, Brian Leber”, Kylie Lepic’, Gregory Pond'’, Tobias Berg'-"*
( ( § ( : A B
/’ﬁ/ \~j\\ ﬁ /v—o/ e 0\\ Day 30 Mixed vs Fin‘ualeie Whole Blood Chimerism i 0 i e o
5 i § 2 o <1 Q' e 0 S O Sirats Mand Chamesnsi == Cormglels Chimerne
A A FA TR
1 e % » X
! 3 Stem Cells . ' \_L‘_,-_ - b . ™ S
Immune Cells _ K e =
Donor Patient "l 3
with AML j 5
] AiNARERE N
Chimerism Analysis: p<0.000% | p=tens
* Investigate how many cells are derived from : ‘
donor? A I v T I ]
» Complete Chimerism: all cells from donor e ———
* Mixed Chimerism: significant fraction of residual { _ i_
recipient cells T
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What do we do if we find
something?

“Ordering a diagnostic test is like
picking your nose in public. You must
first consider what you will do if you
find something.”

Catherine D. DeAngelis, MD, MPH
Pediatrician and Editor-in-chief of : _
the Journal of the American Medical ' From Wikipedia, th fres encyclopedia

Association (JAMA)
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Maintenance treatment

Gilteritinib as Post Transplant Maintenance — BMT-CTN 1506 MORPHO Study

=

=

©

o

o

L

=

w

-

o

No. at risk:

MRD-
MRD+

=

—

=

©

o

[=)

L
=

w

L

oc
No. at risk:
Gilteritinib

Placebo

89
91

—— MRD- —— MRD+
.8
6
No. of Events/
4 4 Total No. of Events
MRD- 34/176
2 MRD+ 69/180
’ HR, 0.427 (0.283 to 0.644)
P <.001
0 T T T T 1 T 1
0 12 24 36 48 60 72
Time (months)
176 147 137 111 43 1
180 122 108 88 49 2
RFS MRD+
‘| —
—— Gilteritinib —— Placebo
.8
.6
No. of Events/
4 4 Total No. of Events
Gilteritinib 26/89
2 Placebo 43/91
: HR, 0.515 (0.316 to 0.838)
P =.0065
'0 T T T T T T 1
0 12 24 36 48 60 72

Time (months)

68 59 48 25 1 0
54 49 40 24 1 0

0S (probability)

No. at risk:
MRD-
MRD+

D

RFS (probability)

No. at risk:
Gilteritinib
Placebo

—— MRD- —— MRD+
.8 4
.6
No. of Events/
4 Total No. of Events
MRD- 31/176
2 | MRD+ 55/180
’ HR, 0.514 (0.331 to 0.798)
P=.0025
0 T 1 T T 1 T 1
0 12 24 36 48 60 72
Time (months)
176 154 139 117 47 2 0
180 139 123 98 53 4 0

RFS MRD-
1 =
—— Gilteritinib —— Placebo
.8 W
.6
No. of Events/
.4 4 Total No. of Events
Gilteritinib 19/89
2 4 Placebo 15/87
’ HR, 1.213 (0.616 to 2.387)
P=.5750
0 T T T T T T 1
0 12 24 36 48 60 12
Time (months)
89 75 70 57 22 1 0
87 72 67 54 21 0 0

https://www.cambridgebutterfly.com/the-
famous-blue-morpho/

Levis et al, 2024



Donor lymphocyte infusion

Q
AR

¢ " 7

"

Immune Cells _
Donor Patient

with AML



Can we use immune cells
without the risk for GVHD?




CAR T has been made possible by
a deep understanding of the
Immune system...

Tumor cell

T cell receptor signaling

: O Target antigen
7l ) = CD80/86 S\
Peptide

Signal 1 Signal 2

T cell

CART cell

‘ o Archivum Immunologiae et Therapiae Experimentalis (2020) 68:34
SOCIETY OF https://doi.org/10.1007/s00005-020-00599-x

CANADA
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INFUSE

Infuse the patient
with the enhanced
T cells

...ahd gene therapy

Collect patient’s white .
blood cells Anti-cancer T cells are
isolated and activated

1 COLLECT 2 ISOLATE T CELLS

by adding the CAR gene
(chimeric antigen receptor)

) 3 ENHANCE
/ T cells are then enhanced
A

o EXPAND i N

( “,4 The anti-cancer T cells . /

T are grown and = .
1 expanded . y

-4 p— | | ‘ K j(
- Xr - /[ J—

3

https://biocanrx.com/research/made-canada-car-t-platform



Remarkably successful...

Emily Whitehead was diagnosed Incredibly, the T-cell
with acute lymphoblastic leukemia therapy worked, and
(ALL) in May 2010 when she was Emily has remained
five years old. cancer-free.

https://emilywhiteheadfoundation.org/our-journey/

LEUKEMIAE
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... but not free of side effects

Nature Medicine volume 24, pages 705-706 (2018)

https://vimeo.com/54668275



Which diseases can we treat
with CAR-T cell therapy

* Bcell ALL tisagenlecleucel 2018
* Bcell ymphoma axicabtagene ciloleucel 2019
* Multiple Myeloma ciltacabtagene autoleucel 2024

Maybe also AML? In the future ...

LEUKEMIA &
‘ LYMPHOMA
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The future of blood cancer
treatmentis now

* Targeted therapies are selected based on genetic mutations
and drug sensitivity testing

* Use of MRD testing to decide about treatment and employ
Intervening strategies

* Engineering of more and more sophisticated cellular therapies
to improve outcomes of even very difficult-to-treat leukemias
and lymphomas




The Intersection of Medical Innovation,
Mental Health and Quality of Life




)¢

Mental Health in the Era of Medical
Innovation



Quality of Life

* QoL is more than “being alive” — it’s about how we live

* New therapies may reduce physical side effects — but
can still have physical impacts, such as:
* Disrupt sleep, appetite, concentration
* Require long-term monitoring or lifestyle change

* Emotional and social dimensions of QolL:
* Impact on work, identity, relationships, finances
* Family caregiver stress

LEUKEMIA &
‘ LYMPHOMA
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During the first year after CAR T-Cell therapy, Quality of
Life improves or remains similar to pre-CAR T-Cell
therapy levels

A. D
w
o 54
-E 54
V- 52 i 52
o8 £3
2= Bl e = e = e = = = g & 50
C L &=
=T 48 (LA 48
T el
5 £ 46 - g2
— =
i 44 <= 44
2 1
£ 42 4z
40 5 40 =
Baszeline S0 Days 180 Days 360 Days Baseline 30 Days 180 Days 360 Days
s CAR T-cell patiants 4430 44 .85 45.63 45,95 . AR, T-call patienls 49,51 49,32 2993 4575
= == = Pgpulation Morm 50 50 a0 a0 - = e Population Morm a0 a0 50 50
Timepoint Timepaint
—p— AR, T-cell patients = = = Population Norm . AR T-c2ll patients = == == Population Norm

“Qualitative methods are needed to understand patient experience”

LEUKEMIA &
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Hoogland, A. |., Barata, A., Li, X,, Irizarry-Arroyo, N., Jain, M. D., ... Jim, H. S. L. (2024). Prospective Assessment of Quality of Life and Patient-Reported Toxicities Over
the First Year After Chimeric Antigen Receptor T-Cell Therapy. Transplantation and cellular therapy, 30(12), 1219.e1-1219.e11.




An Interpretive Description of Quality of Life After Treatment of
Relapsed & Refractory B-Cell Lymphoma

Samantha Mayo'? Jeus Cabaluna® Stacey Morrison! Shanelle Racine! Medha Surajpal® Anca Prica? John Kuruvillal?
1 Princess Margaret Cancer Centre, Toronto, Canada; 2 University of Toronto, Toronto, Canada; 3 University Health Network, Toronto, Canada

“I have no immune system still, and | am very, very
vulnerable to getting sick. And my kids are very,
very cautious and concermed becausse they know
if | gat sick, it will take forever to get better again,

and | am wiped out forever, for a long time.”
Participant #46

“From not mowving and being so weak |
fost muscle mass, | could hardly walk. |
had to start with my walker again. I'm still
not back to where | was before that
again, but I'm getting there. Not that I'll
ever be back to 100%, but it is what it is.”

é

LEUKEMIA &
LYMPHOMA
SOCIETY OF
CANADA

"I do see less of certain people. My world
got a little bit smaller when | got sick
bacause I kind of shut myself off, and |
stopped working like the year before that,
so my life did change quite a bit.”

Participant #57

» Altered social participation
» Valuing meaningful relationships

“When you have times like this, you really
seo the true colours of peopls. Thare warse
those that really stepped up and showed
their support better than others. If you got
a flaky friend, or iresponsible, forget it.”

Participant #69

“I don’t drive anymore. | can’t go
work., I'm not confident - | may fall and
I don’t want that to happen. I'm
frustrated bocause of that, but | have
to accept [it]. And basides that, | have
threa daughters and they wouldn’t .

allow me to get a car for sure.”
Participant #66

- Navigating changing roles

Participant #70
« Coping with persistent
limitations “| do worry, but I'm not going to think about it
every single minute of the day. It's something

& barriers to participation
Finding purposeful activities

"I'm not playing ball yet, but I'm abls to coach
third base and keep score...l could just say,
‘well, I'm not going to go out.” But no, I don’t

do that. And now I'm participating in the
game. We're all older guys. I'm the oldest on
the team, but | got to be the happiest.”
Participant #58

+ Physical vulnerability

that | know that | went through, and it can
happen again. And when it does, and if it does,
it's something we can deal with.”
Participant #50

« Managing fears & waorries
+ Adjusting to change & finding
reasons to be positive

“I'va got a huge adjustment to a whole new
way of life. | call it a grieving process. it's
not that I'm in tears every day, but right
now I've got the garage down to about
three boxes of hand tools. And every one
I'd pick up it's like, do | say goodbye or do |
keep? But I'm very positive that I will find a
way of life that will be satisfying.”

Participant #75

« Adapting to lingering
cognitive deficits

“I will read an article, but I'm not going to remember it
after | put it away. In the past | would retain
information, and now [ have to take notes. Work went
out the window - | was an English literature teacher - |
would not be able to stand up in a class and remembear
guotes like | used to. I'd have to look everything up.™
Participant #55

Mayo, S., Cabaluna, J., Morrison, S., Racine, S., Surajpal, M., Prica, A. & Kuruvilla, J. (2025). “An Interpretive Description of Quality of Life After Treatment of Relapsed and Refractory

B-Cell Lymphoma” Poster presentation at the 2025 Canadian Association of Psychosocial Oncology Conference, Toronto, Canada. April 23-25, 2025.




Cancer-Related Cognitive Impairment

Decreased short-term memory
Difficulty finding the right words
Trouble paying attention or
concentrating

Feeling disorganized

Taking longer to do tasks
Feeling “foggy”
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Everyday Impacts of Cognitive Difficulties

: Everyday impacts of cognitive
l dysfunction after allogeneic stem cell

transplantation
I
Changing the experience Provoking emotional Prompting adaptation of
of everyday tasks responses mitigation strategies
/" Positive Mind-set and
Routines Frustration and Self-talk
Overwhelm

Finding Specific
Isolation Strategies that Work
through Trial and Error

Decision-Making

Social interactions

Acceptance
Leaning on Others

“The way | best described it was it’s like a pencil. You can still write with a pencil, but it just wasn’t quite as
sharp. So, I was able to get the things done, but just not with the precision that | was used to.” (ID:3)
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Mayo, S. J., Wozniczka, |., Edwards, B., Rourke, S. B., Howell, D., Metcalfe, K. A., Taghavi Haghayegh, A., & Lipton, J. H. (2022). A Qualitative Study of the
Everyday Impacts of Cognitive Difficulties After Stem Cell Transplantation. Oncology nursing forum, 49(4), 315-325.




s — Neurocognitive outcomes after treatment with autologous stem cell transplantation or CAR-T

Margaret cell therapy for relapsed or refractory b-cell ymphoma

Cancer Centre S J Mayo', K Edelstein’, L J Bernstein', S Morrison', S Racine!, M Surajpal’, A Haghayegh', E Atenafu3, A Prica2, and J Kuruvilla2
RESEARCH “'UHN 1 Department of Supportive Care, 2 Division of Medical Oncology & Hematology, 3 Department of Biostatistics
Pnncess Margaret Cancer Centre, University Health Network, Toronto, Canada

Table 1. Frequency of neurocognitive impairment Table 2. Self-reported cognitive function
Neurocognitive Battery Test n (%) Impaired EORTC QLQ-C30 CF Score

HVLT-R Trial 1 6 (9.8%) Mean £ SD 79.0+22.1

HVLT-R Total Recall (Immediate) 15 (24.6%) Range 0_100

HVLT-R Delayed Recall 16 (26.2%) Clinically Important Score

(< 75)

HVLT-R Retention 6 (9.8%)

HVLT-R Recognition Discrimination Index 6 (9.8%) . ,
Impairment rates across domains

Oral Trail-Making Test A 8 (13.1%) ranged from about 10% (attention
Oral Trail-Making Test B 3 (5.4%) span), 25% (verbal memory), 13%
COWAT 7 (11.5% (processing speed), and 5% to 12%

(executive functioning).
Overall Impaired 21 (34.4%)

SOCIETY OF Mayo, S.J., Edelstein, K., Bernstein, L., Morrison, S., Racine, S., Surajpal, M., Taghavi Haghayegh, A., Atenafu, E. G., Prica, A., & Kuruvilla J. (2024). Neurocognitive
CANADA . . . .
outcomes after treatment with autologous stem cell transplantation or CAR-T cell therapy for relapsed or refractory B-cell lymphoma. Supportive Care in Cancer, 32
(Suppl 1): S194
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Co-designing New Models of Care
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Abstract

Cancer-related cognitive impairment (CRCI) is commonly experienced by ind C O P l N G

throughout the discase and treatment tryectory. CRCT can have o substantial inf

patients and their families. To mitigate the impact, oncology providers must ki

and carcgivers. The objective of this review is 1o provide oncology clinicians § W I T H

with noncentral nervous system cancers, with o particular focus on current

management H E
Cancer-Related Brain Fog B RAI N

Information for cancer patients and caregivers about
cancer-related brain fog
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Understanding the patient and caregiver
experience over time

Our current studies are examining the
experience of people impacted by:

* Non-Hodgkin Lymphoma

* Relapsed Refractory B-Cell Lymphoma

* Relapsed Refractory Acute Leukemia

* Critical Illness and Hematological Malignancy
* Transplant as an Adolescent/Young Adult

* Caregiving in the setting of Blood Cancers

* Findings will support tailored and effective
approaches for meeting their needs
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Goal: Support for the Whole Self

* Greater integration of psychosocial and supportive care
Into cancer care

* Better understanding of the impacts of new treatments
on quality of life and how these impacts differ among
people

* Health systems that advocate for equitable access to
care, trials, and mental health resources




Caregiver Well-being
and Supports




Closing thoughts

* Novel treatments may be associated with a range of
psychosocial and functional challenges that may
Impact quality of life over the long-term.

* Quality of life may be optimized through tailored
approaches to address factors that impact overall
health and well-being.

* There is a need for real-world data to inform the design
of health services that comprise the right interventions,
provided at the right time, to the right people.
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