Optimization of Remote Patient Monitoring in the Outpatient Setting after Lisocabtagene Maraleucel
(Liso-cel): Alarm Patterns and Hospitalization in a Multicenter Cohort
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INTRODUCTION RESULTS
= Liso-cel has a well-established safety profile that supports " Median age 70 yr; 51% HCT-CI 22; 85% LBCL [Table 1].
outpatient (OP) administration. = RPM adherence was high (73%; median 20 monitored days) [Table 1].
" Remote patient monitoring (RPM) may enhance early detection of " 61% (61 of 100) required hospitalization in the first 30 days with a median time to first admission of 5 days [Table 1 & Figure 3].
complications and reduces inpatient burden. * Median time to first alarm was 2 days (IQR 1-6) post-infusion [Table 1]; alarm patterns are shown [Figure 4].
" Real-world RPM alarm patterns, timing of complications, and = 14% (14 of 100) had no alarm triggers; 29% (25 of 86) of patients with any alarm trigger were safely managed as OP [Figure 3].
hospitalization contributors are not well characterized. = All CRS/ICANS hospitalizations occurred within 10 days (Figure 5).
" Hospitalization were associated with overlapping toxicities, including cytopenia (52%), CRS (38%), and ICANS (27%) [Table 1; Figure 5].
OBIJECTIVES Figure 3. RPM Alarm Triggers and Hospitalizations Figure 4. RPM Patterns: First Alarm Type within an Episode
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Table 1. Baseline Characteristics, RPM Metrics, and Clinical Outcomes
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" Liso-cel utilized at 4 centers  within tpe SCTCTN [Figure 1]. HEpanic or Lating 22 (22%) Count: Number of unique patients whose first alarm episode was of a specific type and occurred N
= Retrospective cohort (Apr 2023—Jul 2025) analysis of 100 OP liso- Mot Hispanic or Latine 62 (Ba%) days after infusion
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. L . . _ _ Figure 5. First Hospitalization Associated with CRS, ICANS, & Cytopenia
" Required minimum follow-up of 30-days after infusion (day 0). Medicare 41 (41%]
: : .. : Commercial Insurance 32 [32%)] Days to First Hospitalization w/ ICANS Days to First Hospitalization w/ CRS
" Variables evaluated: baseline clinicodemographics, RPM alarms, Other/ Unspecified (VA Tricare] 27 (27% g 3.
RPM adherence, alarm episodes (grouped <1 hr gaps), alarm State Area Deprivation Index (IQF)] 4.0{2.0,6.0)
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@ ____________________ |'|.'r'l"'||:-|1|:lr"!'|E grade 3B " Number -.::funlque dzys f_r-:-m I_'E"E"EEI 'nf"'ﬁ“}” [day 0] until last day of RFM; “Number CRS, ICANS, and cytopenia categories were not mutually exclusive; hospitalization may be associated with > 1 toxicity;
: P Monitored 24/7 by registered nurses (Current Health), responding of effective enraliment days minus number of inpatient hospital days where there was no RFM; © Numbear Count: Number of unique patients whose first hospitalization with the specified diagnosis occurred N days after
to continuous vital signs, intermittent BP readings, and rules-based of vital zigns transmitted vs. the number of vital signs expected; * One or more alarms grouped = L-hour transplant.
‘ m alarms. gaps; ' average alarm burden per day whers 0.3 implies 1 alarm every 3—4 days.
C Z DISCLOSURES CONCLUSIONS FUTURE DIRECTION
U g This study was SPOI{\S?red by Bristol Mver§ Squibb. .Curre.nt Health served = RPM reliably identified early complications and enabled safe OP triage. * Further analyze RPM alarm patterns across post-
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- This study was funded, in whole, by BMS. Analysis was performed by teams within " |[n the outpatient setting, RPM can help streamline post-CAR T-cell toxicity pathways.
m m or affiliated with HCA Healthcare including the Sarah Cannon Cancer Network, the monitoring requirements.
I m ‘ ’ HCA Healthcare Research Institute and Genospace. Descriptive analyses of RPM

metrics were performed by Current Health.
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