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Introduction Table 1. Characteristics of 31 patients who received 59 cycles of Figure 1. Hospitalizations and clinic visits caused by logistical issues related to

blinatumomab. blinatumomab administration.

" B-cell acute lymphoblastic leukemia (B-ALL) is the
most common subtype of childhood acute Patient Demographic n (%) Hospitalizations and Clinic Visits Caused by Logistical Issues
lymphoblastic leukemia’. Age at time of initial blinatumomab treatment D Hospitalizations Clinic Visits

" Blinatumomab, a CD19xCDg3 bispecific T-cell :; 2; ng?j) o 15.0%
engager, has become standard therapy for many 10-17 : 25'8 0

. . . . 2 - ( . ) & 80.0%
pedlatrlc patients with B-ALL-=. > 18 2 (6.5) = - 56 2% 50.0%

" Blinatumomab significantly improves disease-free Distance from home address to treatment facility (miles) %
survival in these patients, in combination with <10 3(9.7) g
Chemotherapy3 10-30 13 (41 9) g 50.0% 100.0% 100.0%

. . _ . 31-60 8 (25.8 S 85.0%

" Blinatumomab is administered via a 23-day 61-100 3((9 ?)) 2 “”
continuous intravenous (1V) infusion and thus | S 30.0%

"t . . > 100 4 (13) = 50.0%
presents logistical challenges for patients, families, Ethnicity g 20.0% 43.8%
and care teams*-. Non-Hispanic 29 (93.5) e
" Here we describe the experience of blinatumomab Hispanic 2 (6.5) -
adm|n|Strat|On in pedlatrlc patlents W|th B_ALL Insurance status Line breaks or leaks Pump malfunctions or alarms Medication bag rupture Port dressing changes Port malfunction
Private 18 (58.1)
Medicaid 10 (32.3)
Methods Undetermined 3 (9.7) Conclusions
- : - - - - Received blinatumomab on COG study or off stud . . . . .

" This retrospective review includec all,patuentg with B- COG Study g g 15 (48.4) " While safe, well-tolerated, and highly effective therapy for children with B-
ALL treated at Helen DeVos Children's Hospital Commercial 16 (51.6) ALL, continuous IV blinatumomab requires numerous unplanned
(HDVCH) with continuous |V blinatumomab between C . ey C . . T

entral line hospitalizations and clinic visits due to logistical complications.
January 1, 2018-December 31, 2024. Single lumen port 47 (79.7)
. . ' B B i

" Data was extracted from electronic medical records, Double lumen port 7(11.9) Blinatumomab therapy frequently necessitates months ot IVIG treatment.
de-identified, and managed using a Research PICC 3 (5.1) " These results support further investigations into alternative methods of
Electronic Data Capture (REDCap) database. PEI:';“‘"EG o 2(34) blinatumomab delivery and the impact of blinatumomab on immune

" Distance from the patient's home address to the Vea TR 22 (7.0 function in pediatric patients with B-ALL.
treatment facility was calculated using Google Maps. NG 9 (29_6)
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