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Are things getting better?





Source: CDC, data pulled 12 Apr 2021



Source: CDC, data pulled 12 Apr 2021



Source: CDC, data pulled 12 Apr 2021



Source: CDC, data pulled 12 Apr 2021











Are lymphoma patients at higher risk of getting 
sick/dying from COVID19?



Probably. 



Dai M et al. Cancer Discovery, 2020. 



*

Jee J et al, JCO. 2020.

Risk Factors for Severe/Critical 
COVID19 Infection



Outcomes of COVID-19 in patients with CLL: a multicenter international experience

Mato AR et al. Outcomes of COVID-19 in patients with CLL: a multicenter international experience, Blood, 2020, Figure 2.

Copyright © 2021 American Society of Hematology 



https://www.ashresearchcollaborative.org/s/covid-19-registry/data-summaries; accessed 12 Apr 2021



https://www.ashresearchcollaborative.org/s/covid-19-registry/data-summaries; accessed 12 Apr 2021



Are lymphoma/CLL patients less likely to respond 
to a vaccine? 



Probably. 



https://www.hematology.org/covid-19/ash-astct-covid-19-and-vaccines; accessed 12 Apr 2021



*
Herishanu Y et al. Blood, 2021. 



*
Herishanu Y et al. Blood, 2021. 



So…when should patients get vaccinated? 



Very patient-dependent. 



https://www.hematology.org/covid-19/ash-astct-covid-19-and-vaccines; accessed 12 Apr 2021

“If plans to proceed with the SARS-CoV-2 vaccine are made, vaccination is recommended at 

least two to four weeks prior to the planned immunosuppressive therapy, transplant, or 

splenectomy. If the patient is receiving or has received immunosuppressive therapy, 

consider vaccination six months after the patient has been taken off therapy to increase 

the likelihood of developing immunity.”

“Whether or not an immunocompromised patient is known to have been previously infected with 

SARS-CoV-2 should not affect the decision of whether to vaccinate. Although some immunity is 

anticipated from experiencing a COVID-19 clinical infection, this immunity may be insufficient or 

wane, especially in immunocompromised hosts.”

“Although measuring titers may eventually be helpful to assess response, more information is 

needed. Giving more inoculations or higher doses of an approved SARS-CoV-2 vaccine is not 

recommended at this time.”

Vaccine Timing and Considerations 



https://www.hematology.org/covid-19/ash-astct-covid-19-vaccination-for-hct-and-car-t-cell-recipients; accessed 12 Apr 2021

“Despite varied approaches to local allocation of vaccines among states and U.S. territories, 

HCT and CAR T cell recipients should be amongst the first patients to receive 

vaccination, when available, although data on vaccine safety and efficacy are not yet available 

within the HCT or CAR T cell recipient populations and the vaccine immune response is likely to 

be blunted compared to healthy individuals. However, despite the lack of data, the high level of 

protection afforded to those vaccinated in the clinical trials and overall safety of the vaccine in 

clinical trials and post-EUA experience, the American Society of Transplantation and 

Cellular Therapy (ASTCT) and the American Society of Hematology (ASH) strongly 

support early access to vaccines for these vulnerable patients, along with their 

caregivers, family, and household contacts when and if vaccine supply permits.”

Vaccine Timing and Considerations 

https://higherlogicdownload.s3.amazonaws.com/ASBMT/a1e2ac9a-36d2-4e23-945c-45118b667268/UploadedImages/Advocacy_Files/Advocacy_Statements/Other_Letters_to_CMS/ASTCT_Vaccine_Allocation_Letter_to_CDC_2021-_Final.pdf


https://www.hematology.org/covid-19/ash-astct-covid-19-vaccination-for-hct-and-car-t-cell-recipients; accessed 12 Apr 2021

“Based on prior antigen-based vaccine trials in allogeneic HCT recipients, initiating vaccination 

series three months versus six months after transplantation did not affect induction of 

immunogenicity.”

“Based on the current evidence of high efficacy and safety in the general patient 

population, including individuals with underlying conditions, the current mRNA SARS-

CoV-2 vaccines could be offered as early as three months to HCT and CAR T cell 

recipients to prevent infection and severe disease…At this time, no preference of vaccine 

formulation is recommended, and patients are encouraged to receive whichever 

formulation is available.”

Vaccine Timing and Considerations 



NCCN Advisory Committee

https://www.nccn.org/docs/default-source/covid-19/2021_covid-19_vaccination_guidance_v2-0.pdf

https://www.nccn.org/docs/default-source/covid-19/2021_covid-19_vaccination_guidance_v2-0.pdf


“Additionally, studies in allogeneic HCT recipients receiving influenza vaccination prior to 

transplantation had poor immunogenic responses. At this time, transplant candidates 

should not be offered the COVID-19 vaccine prior to transplantation or CAR T cell 

therapy unless in the context of a research protocol.”

“Vaccinating stem cell donors prior to stem cell harvesting has not been shown to benefit 

HCT recipients in prior studies. It is also difficult and not feasible in cases of unrelated 

donors. Stem cell donors should not be offered the COVID-19 vaccine for the sole purpose 

of benefiting the HCT recipient unless under a research protocol. However, if the donor has 

been vaccinated, it may be desirable to wait at least two weeks after the second vaccine 

dose before stem cell donation (if possible) as it may provide some protective effect to the 

recipient.”

https://www.hematology.org/covid-19/ash-astct-covid-19-vaccination-for-hct-and-car-t-cell-recipients; accessed 12 Apr 2021

Vaccine Timing and Considerations 



https://www.hematology.org/covid-19/ash-astct-covid-19-vaccination-for-hct-and-car-t-cell-recipients; accessed 12 Apr 2021

“As the role of serologic testing postvaccination in HCT and CAR T cell recipients is not clear, 

we do not recommend routine testing with serology unless done under a research protocol.”

“On the other hand, if serologic testing is desired by the patient or health care providers, we 

recommend testing for SARS-COV-2 antibodies against the spike protein anytime between 30 

and 90 days after the second dose of the vaccine…we do not recommended testing for 

SARS-CoV-2 antibodies within four weeks of IVIG infusion due to possible false-positive 

results.”

Vaccine Timing and Considerations 



https://lymphoma.org/wp-content/uploads/2021/04/Proceedings-of-the-COVID-19-Vaccine-Panel_LRF-White-Paper_April-

2021.pdf

https://lymphoma.org/wp-content/uploads/2021/04/Proceedings-of-the-COVID-19-Vaccine-Panel_LRF-White


What about monoclonal antibodies?



https://www.hematology.org/covid-19/ash-astct-covid-19-vaccination-for-hct-and-car-t-cell-recipients; accessed 12 Apr 2021

“Efficacy of mRNA vaccines in HCT and CAR T cell recipients is unknown as clinical trials did 

not include these patient populations. However, if SARS-CoV-2 infection is acquired after 

receiving the COVID-19 vaccine, these patients are still eligible for monoclonal antibodies 

under EUA guidance or convalescent plasma as part of treatment of COVID-19.”

“Immunocompromised patients less likely to be protected by vaccination and at higher risk for 

progression to severe disease would in theory be a target population for early administration of 

passive antibody therapies or CCP.”

“Recent concern has arisen due to evidence for resistance of several increasingly prevalent 

SARS-CoV-2 viral variants to the available monoclonal antibodies. The EUAs for these antibodies 

have been amended to reflect this new information. Polyclonal antibodies contained in CCP or 

generated by vaccine are less effective against variants carrying the E484K spike mutation but 

still show some activity. There is concern that variants are arising and being selected for in 

immunocompromised patients being treated with CCP or antibody therapies.”

https://www.hematology.org/covid-19/covid-19-and-convalescent-plasma; accessed 12 Apr 2021



Should care be different right now?



Therapy

• Most patients should get/continue treatment

• Patients with indolent (slow growing) lymphomas 
might decide with their doctors to delay treatment or 
stop maintenance therapy 



https://hematology.org/covid-19/covid-19-and-hodgkin-lymphoma

Therapy: HL

https://hematology.org/covid-19/covid-19-and-hodgkin-lymphoma


https://hematology.org/covid-19/covid-19-and-hodgkin-lymphoma

Should patients with Hodgkin lymphoma receive a vaccine for SARS-CoV-2?

In general, it is considered safe and appropriate for patients with Hodgkin lymphoma to be vaccinated against SARS-CoV2. Specific to SARS-CoV-2, data 

regarding the safety and efficacy of vaccines in immunocompromised patients are not yet available. As a general statement, we recommend that patients 

with Hodgkin lymphoma receive a SARS-CoV-2 vaccine although they may not mount a robust immune response.

https://hematology.org/covid-19/covid-19-and-hodgkin-lymphoma


Are you changing your approach to initial therapy?

R-CHOP continues to be the standard of care for diffuse, large B-cell lymphoma, with DA-EPOCH-R indicated only 

for double-hit and primary mediastinal B-cell lymphomas. Whereas DA-EPOCH-R targets myelosuppression with dose 

escalation until there is neutropenia and/or thrombocytopenia, it is of necessity a more toxic regimen, and in most institutions

requires hospitalization. Centers with the capacity to deliver this therapy on an outpatient basis are encouraging that 

approach. Others are weighing benefits and risks for the individual patient with double-hit or primary mediastinal B-cell. R-

CHOP (or R-CHOP-14) +/- consolidative radiotherapy for some PMBCL patients is an alternative to DA-EPOCH-R but with 

the additional long-term risks associated with irradiation of the mediastinum.

For those who are at high risk for CNS involvement (CNS-IPI >5, testicular, renal/kidney involvement), high-dose 

methotrexate is recommended, the timing of which must be individualized. The optimal number of cycles is also unknown, but 

at least two are recommended. For patients receiving DA-EPOCH-R, high-dose methotrexate is not easily integrated into the 

program, and IT methotrexate is an alternative.

For limited stage disease, R-CHOP X 4 rather than combined modality therapy is recommended to reduce the number of 

hospital visits.

For those who tolerate the first dose of rituximab given intravenously, subcutaneous administration is an option going forward 

that reduces time spent in the clinic.

https://hematology.org/covid-19/covid-19-and-aggressive-lymphoma

Therapy: Agressive NHL

https://hematology.org/covid-19/covid-19-and-hodgkin-lymphoma


Therapy: Indolent NHL

https://hematology.org/covid-19/covid-19-and-indolent-lymphomas

https://hematology.org/covid-19/covid-19-and-hodgkin-lymphoma


Therapy: Indolent NHL

https://hematology.org/covid-19/covid-19-and-indolent-lymphomas

https://hematology.org/covid-19/covid-19-and-hodgkin-lymphoma


Transplant/CAR-T

• Most patients should be able to receive autologous 
therapies (at least for lymphomas)

• Things may be more complicated for allogenic 
transplants, especially for MUDs



Radiation

Blood. 2020; 135(21): 1829-1832

https://ashpublications.org/blood/article/doi/10.1182/blood.2020006028/454357/ILROG-Emergency-Guidelines-for-Radiation-Therapy


COVID19 Patient Registries



VTE and COVID19

https://www.hematology.org/covid-19/covid-19-and-vte-anticoagulation



VTE and COVID19

https://www.hematology.org/covid-19/covid-19-and-vte-anticoagulation

For both ICU and non-ICU levels of care: The ASH guideline panel suggests using 

prophylactic-intensity over intermediate-intensity or therapeutic-intensity anticoagulation in 

patients with COVID-19–related illness who do not have suspected or confirmed VTE 

(conditional recommendation based on very low certainty in the evidence about effects).

Post discharge?

“Patients hospitalized for acute medical illness are at increased risk for VTE for up to 90 days 

after discharge. A symptomatic VTE incidence of between 0-0.6% at 30-42 days post–COVID-19 

discharge has been reported in observations studies of patients with COVID-19. Whether post-

discharge thromboprophylaxis is warranted is being investigated in clinical trials and enrollment 

is encouraged. “



How have clinical trials been affected?



Are trials still happening? 

• In most cases, yes

• Unfortunately, cancer doesn’t read the news

• “Non-Critical” studies may still be on hold



How might studies be different? 



Likely some of this will be here to stay…

• Increased use of telemedicine

• Increased allowances for local labs or treatments to reduce 
travel

• Increased allowances for drugs to go directly to patients 

• Remote study start ups and monitoring? 


