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Welcome and Introductions
• GO2 for Lung Cancer

• Moderator: Joelle Fathi, DNP, ARNP. Chief Healthcare Delivery Officer

• Andrew Ciupek, PhD, Associate Director, Clinical Research

• Holly Sands, M.Ed, Senior Instructional Designer

• Dana-Farber Cancer Institute

• Jacob Sands, MD, Thoracic Medical Oncologist, Associate Chair of the Lowe Center for Thoracic Oncology at Dana-Farber 

Cancer Institute

• Stephanie McDonald, MSN, FNP-BC, AOCNP, Nurse Practitioner, Thoracic Oncology Program

• Eileen, Small Cell Lung Cancer Patient

• Leila Rostamnjad, PHARMD, BCOP: Thoracic Clinical Pharmacy Specialist

• Kara Stocks, PA-C: Medical Oncology – Inpatient Implementation

• Michelle Dupille, RN, BSN, OCN: Thoracic Oncology Nurse Navigator
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Note: This meeting is being recorded 3Lowe Center for 
Thoracic Oncology

Revolutionizing Small Cell Lung Cancer 
Treatment: Coordinated and Team-Based 
Implementation of T-Cell Engager Therapy
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• Eileen's journey
• Eileen shares her personal experience from diagnosis 

to starting T-Cell Engager Therapy
• Insights into her current symptoms and treatment 

response

Behind Every Breakthrough Treatment –
Eileen’s Story
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Presenter: Jacob Sands
 Overview of T-Cell Engager Therapy

 Mechanism of action

 Current clinical indications

 Recent advancements and research findings

Treatment Efficacy: Overview of T-Cell Engager Therapy
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Tarlatamab

• Bi-specific T-cell engager 
binds tumor cells (DLL-3) 
and T-cells (CD3)

Marie-Anne Damiette Smit, et al. ASCO Poster 
2019

Ahn MJ et al. N Engl J Med. 2023;Oct 20. 
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DeLLphi-301 Study Design
• Phase 2, open-label study (NCT05060016)

Primary Endpoint: ORR per RECIST 1.1 by BICR
Secondary Endpoints Included: DOR, DCR, PFS per RECIST 1.1 by BICR, OS, TEAEs, tarlatamab serum concentrations

Data cutoff was January 12, 2024 for all efficacy and safety outcomes, except for OS. For OS, the data cutoff was May 16, 2024 to obtain mature OS data with a median follow-up of 20.7 months.
*Once 30 patients per dose level had the opportunity to confirm an objective response after the first post-treatment scan or ≥ 13 weeks of follow-up, whichever occurred first. 
BICR, blinded independent central review; DCR, disease control rate; DOR, duration of response; ECOG PS, Eastern Cooperative Oncology Group performance status; ITT, intention-to-treat; ORR, objective response rate; OS, overall survival; 
PFS, progression-free survival; Q2W, every 2 weeks; R, randomization; RECIST, Response Evaluation Criteria in Solid Tumors; SCLC, small cell lung cancer; TEAE, treatment-emergent adverse event. 

Dose 
Selection*

Part 1: 
Dose Evaluation

Part 2: 
Dose Expansion

Key Inclusion Criteria

• SCLC 
• Previous treatment with 

≥ 2 lines (including 
platinum-doublet) 

• ECOG PS 0–1
• Measurable disease 
• Treated and stable brain 

metastases allowed

Part 3: 
Reduced Inpatient 
Monitoring Period

R
1:1

Tarlatamab 100 mg
(n = 88)

1 mg on Day 1, followed by 100 mg
on Days 8, 15, and Q2W thereafter

Tarlatamab 10 mg
(n = 12)

Same dosing as in Part 1

Tarlatamab 10 mg
(n = 88)

1 mg on Day 1, followed by 10 mg
on Days 8, 15, and Q2W thereafter Tarlatamab 10 mg

(n = 34)
Same dosing as in Part 1

ITT analysis set
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Jacob Sands  |  Tarlatamab Sustained Clinical Benefit and Safety in Previously Treated SCLC: DeLLphi-301 Phase 2 Extended Follow-Up

Baseline Characteristics

Data cutoff, January 12, 2024. Median follow-up was 16.6 months. *No patients of American Indian, Alaska Native, Native Hawaiian, or other Pacific Islander race were enrolled. †Two patients were treated with one prior line of therapy. ‡Platinum 
sensitivity was calculated as end of first-line platinum therapy to date of first progression. DLL3, delta-like ligand 3; ECOG, Eastern Cooperative Oncology Group; PD-(L)1, programmed cell death (ligand) 1 protein.

Parts 1 + 2
Tarlatamab 10 mg

(n = 100)

Part 3
Tarlatamab 10 mg

(n = 34)
Median age, years (range) 64 (35–82) 66 (49–80)

Male, % 72 71

Asian/Black or African American/White,* % 41 / 0 / 58 6 / 3 / 91

Patients who ever smoked/patients who never smoked, % 92 / 8 97 / 3

ECOG performance status: 0/1, % 26 / 74 29 / 71

Prior lines of therapy, median (range) 2 (1–6)† 2 (2–6)

2 prior lines of therapy, % 65 65

≥ 3 prior lines of therapy, % 33 35

Prior anti–PD-(L)1 treatment, % 74 82

< 90 days to progression after first-line platinum therapy,‡ % 28 21

Brain/liver metastases, % 23 / 39 12 / 35

DLL3 expression (> 0%), n/N evaluable (%) 80 / 83 (96) 15 / 16 (94)DO N
OT SHARE
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Tarlatamab Anti-Cancer Activity

Data cutoff, January 12, 2024. Median follow-up was 16.6 months. The efficacy analysis set consists of patients in Parts 1 and 2 (N = 100). One patient did not receive tarlatamab 10 mg but was included in the ITT analysis. Part 3 was a safety 
substudy and was not included in this response analysis. *Patients who were not evaluable or did not have post-baseline scans were considered non-responders for the response analysis.
CI, confidence interval; ITT, intention-to-treat; ORR, objective response rate; SCLC, small cell lung cancer.

Outcome

Part 1 + 2
Tarlatamab 10 mg

(N = 100)

Objective response rate, n (%)
(95% CI for %)

40 (40)
(30.3–50.3)

Complete response 3 (3)

Partial response 37 (37)

Stable disease 30 (30)

Progressive disease 20 (20)

Not evaluable / no post-baseline scan* 10 (10)

Disease control rate, n (%)
(95% CI for %)

70 (70)
(60.0–78.8)

Tarlatamab 10 mg demonstrated anti-cancer activity in heavily pretreated SCLC, with an ORR of 40%DO N
OT SHARE



• Median time to response was 1.4 months (IQR, 1.3–1.4)
• Median DOR was 9.7 months (95% CI, 6.9‒NE) with 17/40 (43%) of responses ongoing at data cutoff

Jacob Sands  |  Tarlatamab Sustained Clinical Benefit and Safety in Previously Treated SCLC: DeLLphi-301 Phase 2 Extended Follow-up

Duration of Response and Time on Treatment

Data cutoff was January 12, 2024. Median follow up for DOR was 15.1 months. The efficacy analysis set consists of patients in Parts 1 and 2 (N = 100). One patient did not receive tarlatamab 10 mg but was included in the ITT analysis. Part 3 was a 
safety sub-study and was not included in this response analysis. BOR, best overall response; CR, complete response; DOR, duration of response; ITT, intention-to-treat; IQR, interquartile range; NE, not estimable; PR, partial response.

Tarlatamab 10 mg responders (n = 40)

0 6 12 18 24
Duration of Treatment (Months)

Death
Ongoing treatment
Disease progression
Patients with a BOR of PR
Patients with a BOR of CR
First response (PR or CR)
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Sustained Disease Control*

Data cutoff, January 12, 2024. The efficacy analysis set consists of patients in Parts 1 and 2 
(N = 100). One patient did not receive tarlatamab 10 mg but was included in the ITT analysis. 
Part 3 was a safety substudy and was not included in this response analysis. 
*Sustained disease control was defined as disease control (CR, PR, or SD) with time on 
treatment ≥ 52 weeks.
†Seven patients did not have a postbaseline scan.
BOR, best overall response; CR, complete response; ITT, intention-to-treat; NE, not 
evaluable; PD, progressive disease; PR, partial response; SD, stable disease.
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30% Reduction

26 patients (26%; 3 CR, 20 PR, 3 SD) had 
sustained disease control* ≥ 52 weeks

• Tumor shrinkage was seen in 72% of 
patients

• The median duration of disease control 
was 6.9 months (95% CI, 5.4–8.6)

Tarlatamab 10 mg (N = 100†)

DO N
OT SHARE



Jacob Sands  |  Tarlatamab Sustained Clinical Benefit and Safety in Previously Treated SCLC: DeLLphi-301 Phase 2 Extended Follow-Up

Progression-Free Survival

Data cutoff, January 12, 2024. Median follow-up for PFS was 16.4 months. The efficacy analysis set consists of patients in Parts 1 and 2 (N = 100). One patient did not receive tarlatamab 10 mg but was included in the ITT analysis. Part 3 was a safety 
substudy and was not included in this response analysis. ITT, intention-to-treat; PFS, progression-free survival.

• Median PFS was 4.3 months (95% CI, 2.9‒5.6)

100 53 34 23 18 13 4 1 0Tarlatamab 10 mg

Tarlatamab 10 mg (N = 100)

Number of Patients at Risk:
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6-month PFS: 39.2% 
12-month PFS: 24.0% 
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Overall Survival

6-month* OS: 73.4% 12-month† OS: 57.0% 18-month‡ OS: 46.0%

Number of Patients at Risk:
100 84 67 62 52 46 36 18 3 0Tarlatamab 10 mg
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Median follow-up for OS was 20.7 months. Data cutoff, May 16, 2024. The efficacy analysis set consists of patients in Parts 1 and 2 (N = 100). One patient did not receive tarlatamab 10 mg but was included in ITT analysis. Part 3 was a safety 
substudy and was not included in this response analysis. *95% CI, 63.2–81.2. †95% CI, 46.3–66.3. ‡95% CI, 35.6–55.8. Progression-free interval after first line platinum treatment is defined as days from the last first line platinum treatment to disease 
progression or start of second line treatment, whichever is earlier. ITT, intention-to-treat; NE, not estimable; OS, overall survival.

Median OS was 15.2 months (95% CI, 10.8–NE)

Tarlatamab 10 mg (N = 100)
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Overall Survival

Median follow-up for OS was 20.7 months. Data cutoff, May 16, 2024. The efficacy analysis set consists of patients in Parts 1 and 2 (N = 100). One patient did not receive tarlatamab 10 mg but was included in ITT analysis. Part 3 was a safety 
substudy and was not included in this response analysis. *95% CI, 63.2–81.2. †95% CI, 46.3–66.3. ‡95% CI, 35.6–55.8. Progression-free interval after first line platinum treatment is defined as days from the last first line platinum treatment to disease 
progression or start of second line treatment, whichever is earlier. ITT, intention-to-treat; NE, not estimable; OS, overall survival.

6-month* OS: 73.4% 12-month† OS: 57.0% 18-month‡ OS: 46.0%

Number of Patients at Risk:

39 31 26 25 21 18 13 7 0
55 48 39 35 29 26 21 9 2 0

< 90 days
≥ 90 days
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OS was similar regardless of progression-free interval after 1L platinum treatment (< 90 d vs ≥ 90 d)

Progression-free Interval after 1L Platinum ≥ 90 days
Progression-free Interval after 1L Platinum < 90 days 
Tarlatamab 10 mg (N = 100)

100 84 67 62 52 46 36 18 3 0Tarlatamab 10 mg
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DeLLphi-301 Conclusions
• With extended follow-up, tarlatamab 10 mg Q2W demonstrated durable response and 

impressive survival outcomes

• Median DOR was 9.7 months

• Median OS was 15.2 months with a Kaplan-Meier estimate for OS at 18 months of 46% 

• Tarlatamab demonstrated long-term tolerability with no new safety concerns

• The phase 3 DeLLphi-304 study (NCT05740566) comparing the efficacy and safety of 
tarlatamab (10 mg Q2W) with standard-of-care chemotherapy is currently in progress4

Tarlatamab demonstrated durable response and unprecedented survival outcomes with long-term 
tolerability in patients with previously treated SCLC

DOR, duration of response; OS, overall survival; Q2W, every 2 weeks; SCLC, small cell lung cancer.
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Presenter: Stephanie McDonald, NP Thoracic Oncology
 Common side effects of T-Cell Engager Therapy

 Safety considerations and monitoring strategies

 Planning for side effect management

 Patient education and support initiatives

Managing Side Effects and Safety 
Considerations
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Common and Adverse Events
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Dosing and Administration
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• CRS primarily occurred after the first or second dose in cycle 1, with most events of grade 1 or 2 

Jacob Sands  |  Tarlatamab Sustained Clinical Benefit and Safety in Previously Treated SCLC: DeLLphi-301 Phase 2 Extended Follow-Up

CRS Incidence and Timing

*ICANS includes associated neurologic events based on a broad search using 61 selected preferred terms from MedDRA version 26.0. †A CRS event is considered a recurrent event if it occurred at a subsequent dose after the first CRS event during cycle 1. 
‡Based on Kaplan-Meier estimates. TEAE data are reported. §Based on 22 events. CI, confidence interval; CRS, cytokine release syndrome; ICANS, immune effector cell–associated neurotoxicity syndrome; MedDRA, Medical Dictionary for Regulatory Activities.
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CRS Grading and Management 

Lee DW et al. Biol Blood Marrow Transplant. 2019;25(4):625-638.DO N
OT SHARE



Immune Effector Cell Associated Neurotoxicity Syndrome (ICANS)

Signs and symptoms
• Trouble speaking, memory loss, or 

personality changes
• confusion, feeling disoriented, slow 

thinking, or not being able to think 
clearly

• Weakness or numbness of the arms or 
legs

• Problems with walking, or loss of balance 
or coordination

• Shaking (tremors)
• Headache
• Numbness or tingling of the hands or feet
• Trouble sleeping
• Fainting or loss of consciousness
• Feeling like you have no energy
• Seizure

Ahn MJ et al. N Engl J Med. 2023;389(22):2063-2075.
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Tarlatamab: ICANS Onset and Duration 

Ahn MJ et al. N Engl J Med. 2023;389(22):2063-2075.

Sands JM et al. medRxiv. October 16, 2024. Accessed October 31, 2024. 
https://www.medrxiv.org/content/10.1101/2024.10.11.24315056v1

ICANS* occurred 
infrequently, 
primarily with 
early onset (< 6 
months) and all 
events of grade 1 
or 2
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ICANS Grading and Management 

Sands JM et al. medRxiv. October 16, 2024. Accessed October 31, 2024. 
https://www.medrxiv.org/content/10.1101/2024.10.11.24315056v1

ICE Assessment Tool

Lee DW et al. Biol Blood Marrow Transplant. 2019;25(4):625-638.
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Important to make sure any
patient that needs
tocilizumab gets it. 

Wallet card provided to 
patients with contact
information in case they end
up in ER anywhere

To Consider…
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Presenter: Leila Rostamnjad, Pharm.D, BCOP

 Operational consideration 

o Site of Care

o Transition of care

o Patient access

o Development of standardized monitoring and management 

o Staff education

o Patient/Care giver education

o Financial toxicity

Review of Best Practices in operationalizing Tarlatamab 
from Pharmacy perspective
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Implementation 
Challenge

Monitoring

Drug Cost

Insurance 
authorizations

Pharmacy & 
Therapeutics 

committee

Outpatient 
Administration

Inpatient 
administration
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Drug on-boarding

• Pharmacy & Therapeutics committee presentation
• Beacon Plan built review 
• Drug preparation and compounding workflow
• Development of standardized institutional toxicity management guidelines
• Development of infusion pharmacy and nursing 
• Development of educational materials for patient and caregivers
• Patient education prior to drug administration

Pharmacist Responsibilities
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• Institution Protocol Development
• CRS and ICANS grading definitions
• CRS and ICANS monitoring
• CRS and ICANS management

• Supportive Care Medication Availability
• CRS treatment may require tocilizumab 
• Institutions should have at least 2 tocilizumab doses available at all times

Development of Toxicity Management and Prevention

Shimabukuro-Vornhagen A, et al. JITC. 2018;6(56).
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Infusion Pharmacy and Nursing Education
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Patient and Caregiver Education
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• Educate patients and caregivers about potentially life-threatening side effects of tarlatamab such as: 
• Cytokine release syndrome (CRS) 
• Immune effector cell-associated neurotoxicity syndrome (ICANS)

• Educate caregivers regarding their essential role in the first 10 days of tarlatamab treatment.
• Monitoring vital signs multiple times a day
• Recognizing signs of neurotoxicity. 

• Reinforce the importance of adhering to the treatment plan, attending all appointments, and following the 
guidelines for monitoring and reporting side effects. 

Patient and Caregiver Education
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• Identify key stakeholders among medical staff
• Core care team – who will be prescribing and/or following up with patients to 

prevent and manage complications on a scheduled basis? 
• Oncologists, advanced practice providers, clinical pharmacists, clinical nurse 

coordinators/care coordinators 
• Dispensing pharmacists, technicians (inpatient and ambulatory/infusion) 
• Bedside nurses (inpatient, infusion, critical care) 
• Scheduling team
• Inpatient care staff and after-hours care teams
• Emergency, critical care, neurology providers 

• Recognize opportunities for formal education for medical staff

Education of Medical Staff

Atembina L, et al. Blood. 2021;138(1):4033. Donnellan WB, et al. J Clin Oncol. 2024;42(16_suppl). Rodriguez-Otero P, et al. Lancet 
Oncol. 2024;25:205-216. Sievers S, et al. Front Oncol. 2020;10:885
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Dosing and Administration and Monitoring
Drug Dose Dose Units Route Schedule Cycle Length

Tarlatamab 1 mg IV C1D1 28 days

10 mg IV C1D8 , C1D15 28 days

10 mg IV C2D1 , C2D15 and beyond 28 days

Drug Dose Dose 
Units

Schedule Monitoring

Tarlatamab 1 mg C1D1 22-24 hours (inpatient admission) 
from start of infusion10 mg C1D8 

10 mg C1D15* 6-8 hours post infusion 

10 mg C2D1 , C2D15*

10 mg C3 D1, C3D15* 3-4 hours post infusion
 10 mg C4D1,C4D15*

10 mg C5D1,C5D15 and beyond 2 hours post infusion

*Extended monitoring if patient experiences Grade ≥2 CRS, ICANS or neurological toxicity 
during prior treatments
• Reginal campus Administration: C3 and beyond
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Overview of Phases of Care

OUTPATIENT    
Patient Identified as a 

candidate for Tarlatamab 
therapy by oncologist

INPATIENT   
Patient admitted for dose per 

manufacturer guidance for 
closer monitoring and 

interventions if needed for 
CRS, neurologic toxicity

OUTPATIENT     
Patient is discharged back to 

primary oncologist for 
subsequent Tarlatamab 

doses and follow-up

INPATIENT           
If a subsequent dose is 

delayed or a serious 
complication arises, patient 
maybe readmitted for drug 

administration and/or 
elevated level of cares
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• Attainment of patient consent, baseline labs before admission
• Collaboration to ensure insurance authorization for inpatient admission 

and subsequent outpatient doses to prevent delays in care 
• Communication of standardized post-discharge processes
• What does follow-up (including in-person, telephone, and/or telehealth 

visits) entail? 
• Which discharge prophylactic medications if any are required? 
• What is the appropriate contact information for toxicity assessment 

(including after-hours triaging)?
• Patient/caregiver education and drug card

Pre-Admission
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• Monitoring standardization
• Important for transitions between inpatient care settings AND inpatient/outpatient 

settings
• Nursing flow sheet for CRS/ICANS monitoring

• Handoff between sites of care
• Doses administered
• Premedications prior to previous dose
• CRS/ICANS grading with treatments administered if needed

Monitoring Standardization & Handoff

DO N
OT SHARE



• Assess institutional capabilities for after-hours coverage
• Weekend or overnight staffing coverage (triaging, assessment, treatment, 

referral) 
• Specialists (e.g., neurologists) readily accessible at core team’s or 

partner institution?
• Local institutions for emergency assessment/treatment?
• Telehealth visits if patient is stable on therapy
• Patient eligibility for home health services
• Share patient resources, such as local and/or virtual patient support 

groups

Community/Rural Considerations 
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• Recommend institution-driven practice guidelines/protocols to 
standardize toxicity management 

• Collaborate with available institutions and medical staff teams to provide 
knowledgeable, comprehensive care for patients, especially to optimize 
transitions of care

• Approach financial challenges and unique operational requirements from 
a variety of angles

• Consider clinical characteristics, socioeconomic factors, and 
accessibility when selecting patient

In Summary: 

DO N
OT SHARE



Presenter: Kara Stocks, PA-C

 Institutional policy development
 Hospital and inpatient implementation challenges
 Logistical hurdles and coordination
 Identifying champions for program leadership
 Strategies for gaining hospital administrative approval (Laura House)
 Identifying workforce and training for successful implementation

Inpatient Program Implementation Process
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Institutional Policy Development

• DFCI/BWH Inpatient Cancer center is a large academic medical 
center, therefore many policies and procedures are already in 
place for both inpatient clinical trials and standard of care drugs

• Majority of inpatient oncology trials have fallen on the hematology 
malignancy teams, we were able to use their teams as a resource 
for policy development 
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Hospital and Inpatient Implementation 
Challenges
• Prep work: assuring there was adequate education once drug 

became standard of care, transitioning from clinical trial to 
standard of care

• Education: educating nursing (day and night shift), attendings, 
RCs (PAs/NP/residents), nocturnist pool, pharmacy

• Rescue drug stock: ensuring adequate hospital supply of toci
• Drug timing: Initially timed drug administration for evening so that 

CRS most likely to occur during day shift, however this lead to 
patients waiting for drug and also waiting to be dischargedDO N
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Logistical Hurdles 

• BWH/DFCI has dedicated research floor which had planned to 
take Tarlatamab patients however census constraints lead to the 
need for admission to any floor, and therefore a need for more 
widespread education

• Admission capability in a large academic medical center, ensuring 
subsequent admissions can be booked appropriately

• Providers not always comfortable making decision about toci, 
therefore someone from the outpatient teams always needing to 
be available for guidanceDO N
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Identifying Champions In Program Leadership

• Nurse Director of Inpatient Oncology Research Program
• Inpatient Clinical Research PA
• Inpatient Chief Solid Tumor PA Program
• Collaboration with the outpatient team
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Identifying workforce and training for 
successful implementation
• Dr. Sands presented to RCs, hospitalist group, and nocturnists 

prior to drug roll out
• RCs provided with summary and guidelines for CRS/ICANS 

management
• Collaboration between ambulatory and inpatient service regarding 

discharge education. This has helped to streamline education on 
discharge and identify outpatient needs (additional inpatient 
cycle, level of outpatient monitoring)
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• Content: 

• Case studies of T-Cell Engager Therapy in practice

• Focus on CRS (Cytokine Release Syndrome) and ICANS (Immune Effector Cell-
Associated Neurotoxicity Syndrome)

• Multidisciplinary collaboration on care pathways

• Lessons learned and discussion on improvements

Real-World Application and Case Studies
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Case Study #1
Cytokine Release Syndrome
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Case Presentation

• 63-year-old female former smoker diagnosed with extensive stage SCLC in 
11/2023

• 11/2023: Started on etoposide/carboplatin + atezolizumab 
• 05/2024: Developed disease progression
• 06/2024: Started on 2nd-line lurbinectedin
• 09/2024: Developed disease progression
• 10/2024: Initiated 3rd-line tarlatamab

• Bispecific T-cell Engager (BiTE therapy)
• 22-24 hour observation for first 2 treatments due to risk of CRS

DO N
OT SHARE



Case Presentation ( Cont.)

• Patient gets C1D1 of tarlatamab 1 mg inpatient hospital
• During initial observation receives standard 8 hours of IVF 

and monitoring, vital signs are unremarkable
• At 18 hours, patient develops fever of 100.7
• No infectious symptoms
• Vital signs are WNL

What would you do 4 hours later if fever persists?
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CRS Grading and Management 

Lee DW et al. Biol Blood Marrow Transplant. 2019;25(4):625-638.DO N
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Case Presentation (Cont.)
• Fever resolved in 24 hours; no other symptoms developed

• Infectious work up was unremarkable

• Patient is sent home with instructions to evaluate for SOB/hypoxia, tachycardia, hypotension, or worsening 
fever and should call and come to be seen if any of those develop.

o Discuss the importance of the ONN role post hospital discharge.

• Patient now comes in 7 days later for C1D8 of tarlatamab at step-up dose of 10 mg IV

o What dose would you give the patient: the 10 mg or the 1 mg?
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Conclusions
• Understand CRS grading and treatment
• Be sure inpatient team also understands this 

and has good line of communication with 
outpatient team

• CRS with tarlatamab is rarely more than grade 
2, usually can be managed and resolved in a 
matter of days.

• Wallet Card DO N
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Case Study #2
Immune Effector Cell Associated Neurotoxicity 

Syndrome (ICANS)
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Case Presentation
• 59-year-old female with history of hypothyroidism, anxiety, 

hypertension, and 45 pack-year smoking history diagnosed with 
ES-SCLC

• Course complicated by CNS involvement s/p WBRT

• Started tarlatamab with uncomplicated inpatient stay, but now 
presents for C2D1 tarlatamab with new symptoms including 
dizziness, forgetfulness, slow thinking, and generalized muscle 
weakness causing balance issuesDO N
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Case Presentation (Cont.)
59-year-old female with ES-SCLC presents for C2D1 tarlatamab 
with dizziness, forgetfulness, slow thinking, and generalized 
weakness causing balance issues

• Hemodynamically stable
• Lab work unremarkable
• ICE Score completed: 8/10 (month, counting backward)
• No Change in LOC
• Grade 1 ICANS

How should we best manage her care?DO N
OT SHARE



ICANS Grading and Management 

Sands JM et al. medRxiv. October 16, 2024. Accessed October 31, 2024. 
https://www.medrxiv.org/content/10.1101/2024.10.11.24315056v1

ICE Assessment Tool

Lee DW et al. Biol Blood Marrow Transplant. 2019;25(4):625-638.

DO N
OT SHARE



Conclusions
• Education is key for early identification and symptom 

reporting from both patient and caregivers
• Be sure to understand ICANS grading and management
• Key is communication with medical team – multi-

disciplinary approach 
• ICANS with tarlatamab is rarely more than grade 2, usually 

can be managed and resolved within 1-2 weeks
• Wallet card – provided to patients with contact information

in case they end up in ER anywhereDO N
OT SHARE



Q&A Session
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Presenter: Dr. Jacob Sands

Content: 

• Summary of key takeaways from the session

• Future directions in research and treatment advancements

Summary and Future Directions
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Helpful Resources

Adverse Events Management 
Publication

Bispecific Agents in Solid Tumors
Nurse Resource Guide

https://pmc.ncbi.nlm.nih.gov/articles/PMC117
75405/pdf/CNCR-131-0.pdf https://aonn.site/zDfjaYVx
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https://pmc.ncbi.nlm.nih.gov/articles/PMC11775405/pdf/CNCR-131-0.pdf
https://pmc.ncbi.nlm.nih.gov/articles/PMC11775405/pdf/CNCR-131-0.pdf


GO2 for Lung Cancer: SCLC 
Patient Educational Materials and 
Support

• No-cost SCLC materials:
• Comprehensive SCLC handbook “Navigating 

Small Cell Lung Cancer: 360o of HOPE”
• Full library of SCLC booklets and one-pagers 

covering topics across the continuum

• SCLC Explained - Animated video resource
• SCLC - blog posts
• SCLC Survivor stories
• Support programs and services 

Visit our online store 
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https://store.go2.org/product/navigating-small-cell-lung-cancer-360-of-hope/
https://store.go2.org/product/navigating-small-cell-lung-cancer-360-of-hope/
https://store.go2.org/?wpf_count=100&wpf_fbv=1&wpf_filter_cat_list_2=80
https://www.youtube.com/watch?v=nD6wm5XpAWI&t=5s
https://go2.org/blog/category/science-and-research/small-cell-lung-cancer/
https://go2.org/blog/category/spotlights/sclc/
https://store.go2.org/product/support-programs-and-services/


Evaluation Survey Webinar Recording and Related 
SCLC Materials

https://www.surveymonkey.com/r/SCLCwebinareval

Webinar Evaluation and Recording 
and Materials

https://gkc.go2.org/courses/revolution
izing-SCLC-treatment
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Thank you for joining us today.
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