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Executive Summary

Bispecific antibodies are rapidly transforming the
treatment landscape for hematologic malignancies,
offering highly effective, off-the-shelf immunotherapy
options that are increasingly being delivered in outpa-
tient oncology settings. As their use expands, oncology
practices must establish the operational infrastruc-
ture necessary to safely manage treatment initiation,
toxicity monitoring, multidisciplinary coordination, and
patient support outside the hospital.

To better understand current implementation practices,
NCODA surveyed 126 multidisciplinary oncology profes-
sionals representing predominantly community-based
practices with experience delivering bispecific therapies
for hematologic malignancies in the outpatient setting.
The survey explored operational readiness, patient
selection, staffing, toxicity management, workflow
integration, and barriers to successful implementation.

Results demonstrate that outpatient bispecific ther-
apy has become well established across many prac-
tices, with most respondents reporting experience
administering maintenance dosing and more than half
delivering step-up dosing in the outpatient setting.

While practices have successfully expanded access,
respondents identified several operational priorities
that continue to influence program success, including
standardized clinical protocols, multidisciplinary com-
munication, patient and caregiver education, after-
hours support, and coordinated approaches to cytokine
release syndrome (CRS) and immune effector cell-asso-
ciated neurotoxicity syndrome (ICANS) management.

The survey also highlights that successful outpatient
programs extend beyond clinical expertise alone.
Respondents emphasized the importance of clearly
defined team roles, strong physician and operational
leadership, standardized workflows, and ongoing quality
improvement to support safe and consistent care delivery.

This white paper summarizes the survey findings and pres-
ents practical considerations for practices implementing
or expanding outpatient bispecific therapy programs. By
highlighting common operational challenges and shar-
ing strategies adopted by experienced centers, it aims

to support the continued evolution of safe, efficient, and
patient-centered outpatient bispecific care.

Clinical Background & Current State

of Outpatient BTCE Care

A bispecific T-cell engager (BTCE) is an agent that binds
CD3 on T cells and a tumor-associated target. This con-
tact directs T-cell activity toward malignant cells! The
T-cell-engaging mechanism shapes the adverse event
profile and the resources needed for treatment.2 BTCEs
have shown meaningful activity in relapsed or refractory
multiple myeloma and B-cell ymphomas. Approved
agents target B-cell maturation antigen (BCMA) or G
protein-coupled receptor class C group 5 member D
(GPRC5D) in myeloma. Other agents target CD20 in
lymphoma.*” The landscape continues to expand as
new agents and combination regimens enter prac-

tice and move into earlier treatment settings.8™

BTCEs require a distinct approach to treatment initia-
tion. In early cycles of treatment, and primarily during
step-up dosing, BTCEs can cause cytokine release

syndrome (CRS) through rapid T-cell activation and the
release of pro-inflammatory cytokines into the blood-
stream.™? CRS most often presents with fever and flu-like
symptoms, such as myalgia. More severe cases may
involve hypotension, coagulopathy, capillary leak, or pul-
monary edema. ™ Neurologic adverse events, including
immune effector cell-associated neurotoxicity syndrome
(ICANS), have also been reported with BTCEs. ICANS
often occurs after CRS but may develop independently. It
is an immune-mediated toxicity that affects the central
nervous system following the activation of T cells and
otherimmune effector cells*™> Common manifestations
include tremor, impaired attention, dysgraphia, and
expressive aphasia.”® These events require prompt assess-
ment because symptoms may evolve after a patient
leaves the infusion center.




The American Society for Transplantation and Cellular
Therapy (ASTCT) grading framework provides a common
language for severity and supports timely treatment
decisions.”™®Consistent use depends on staff training and
clear escalation pathways.

Because BTCEs can cause serious immune-mediated
adverse events, step-up dosing is an important strat-
egy for mitigating risk during treatment initiation. This
approach, incorporated into the dosing regimens of
currently FDA-approved BTCEs, including teclistamalb,
talquetamab, elranatamalb, linvoseltamab, epcori-
tamab, glofitamalb, and mosunetuzumalb,® 07720 begins
with one or more lower doses before the target dose is
reached. This gradual dose escalation allows for progres-
sive immune activation and may reduce the incidence
and severity of CRS and ICANS.

However, step-up dosing schedules, dose levels, obser-
vation requirements, and criteria for treatment inter-
ruption are product specific. Consequently, practices
cannot rely on a single class-wide protocol and should
develop treatment pathways that align with the current
prescribing information for each agent. Step-up dosing
is typically completed during the first treatment cycle,
although some therapies also require repeat step-up
dosing after prolonged treatment interruptions to allow
for gradual immune reactivation.®'072° The timing of
CRS varies across agents and dosing schedules. In many
regimens, CRS incidence increases as patients progress
toward the full treatment dose, then declines with sub-
sequent administrations.? These differences directly
influence monitoring strategies and observation periods
during treatment initiation. From an operational per-
spective, step-up dosing creates important scheduling
and resource considerations. Treatment appointments
must be coordinated around the period of highest CRS
risk while ensuring adequate observation capacity and
access to urgent or inpatient care if needed.15 Chair
availability, staffing, laboratory testing, and weekend
or holiday coverage may all influence when therapy can
begin. Delays in treatment can alter the dosing schedule
or necessitate repeat step-up dosing, further increasing
operational complexity.?"?2 Before each administra-
tion, the care team should verify prior doses, treatment
interruptions, and recent toxicities. Standardized com-
munication is particularly important when step-up
dosing is initiated at one site, and maintenance therapy
is continued at another, helping ensure continuity of care

and consistent adherence to product-specific monitoring
recommendations.

Early clinical implementation of BTCEs frequently relied
on inpatient admission during step-up dosing. Continuous
observation and rapid access to rescue therapies or
escalation of care made the inpatient setting the most
practical approach during initial adoption. Although hos-
pitalization remains appropriate for selected therapies
and higher-risk patients, reliance on inpatient initiation
may be constrained by limited bed availability, schedul-
ing challenges, and additional travel or logistical burden
for patients.?' As institutional experience has increased
and toxicity management has become more standard-
ized, many centers have transitioned selected patients
to outpatient step-up dosing. Real-world experience
with teclistamalb and prospective evidence with epcor-
itamab demonstrate that outpatient initiation can be
implemented safely within structured clinical programs,
although monitoring requirements and recommenda-
tions continue to differ across agents and indications.?>2+

Transitioning BTCE administration to the outpatient set-
ting shifts, rather than reduces, the operational demands
of care delivery. Successful programs require stan-
dardized eligibility criteria, product-specific treatment
pathways, and multidisciplinary workflows that support
consistent monitoring throughout treatment initiation.
Electronic health record (EHR) order sets should incorpo-
rate premedications, laboratory requirements, toxicity
grading, and management algorithms that are readily
accessible to the care team. Clinical decision support
tools may further facilitate adverse event recognition,
documentation, and treatment escalation.?22526 Equally
important is comprehensive education for physicians,
advanced practice providers, pharmacists, nurses, and
other clinical staff to ensure familiarity with product-spe-
cific administration requirements and prompt recogni-
tion and management of CRS and ICANS.?? Outpatient
programs should also establish 24-hour clinical coverage
and predefined pathways for emergency evaluation and
hospital admission before the first dose is administered.

Throughout treatment with BTCEs, serious and oppor-
tunistic infections can occur. Hypogammaglobulinemia
and prolonged cytopenia may increase this risk. ® These
complications require continued laboratory surveil-
lance and infection-prevention planning. Practices also
need a clear process for holding therapy and restarting
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treatment. Supportive care must be coordinated across
settings. A program must balance standardized path-
ways with clinical judgment as these needs differ by
agent and by patient.’®

Patient selection for outpatient BTCE therapy extends
beyond traditional clinical factors such as disease status
and performance status. Geographic distance from

the treatment center, transportation reliability, care-
giver availability, and the patient's ability to recognize
and report symptoms all influence whether outpatient
initiation is appropriate?2252 Patients and caregivers
should receive clear education regarding expected
toxicities, symptom reporting, and after-hours communi-
cation. Coordination with local emergency departments
is equally important so that treating teams can rapidly
communicate treatment history and recommended
management when urgent evaluation is required. In par-
allel, practices must address the financial and operational
infrastructure needed to sustain these programs. Drug
acquisition, reimbursement, billing, and staffing models

may influence the feasibility of outpatient BTCE delivery,
particularly in community oncology settings with more
limited resources.? Differences in staffing models, clinic
hours, health system infrastructure, geographic access,
and relationships with affiliated hospitals all influence
how care is delivered and how rapidly patients can be
evaluated if complications arise.

Although published studies have demonstrated that
outpatient BTCE administration can be implemented
safely in appropriately selected patients, published guid-
ance describing operational implementation in routine
oncology practice remains limited. As more practices
adopt outpatient BTCE programs, understanding cur-
rent approaches to implementation, including patient
selection, multidisciplinary coordination, toxicity man-
agement, and operational workflows, may help inform
best practices and identify opportunities for standard-
ization. To explore these real-world experiences, NCODA
surveyed 126 multidisciplinary oncology professionals
involved in outpatient bispecific therapy delivery.

National Survey Findings: Real-World
Outpatient BTCE Implementation

KEY TAKEAWAY: The survey captured a
diverse cross-section of oncology practices
with real-world experience implementing
outpatient BTCE programs across multiple
hematologic malignancies and varying
levels of operational maturity.

Survey Population and Outpatient
BTCE Experience

To better understand how oncology practices are imple-
menting outpatient BTCE therapy, NCODA surveyed 126
multidisciplinary oncology professionals involved in the
delivery of bispecific therapies across community oncol-
ogy practices, academic medical centers, integrated
health systems, and hospital-based programs. The survey
examined operational readiness, multidisciplinary coor-
dination, patient selection, toxicity management, and
barriers to outpatient implementation.

The survey findings provide important context for under-
standing how outpatient BTCE programs are being

implemented across diverse oncology settings. Figure 1
summarizes the characteristics of participating practices
and the maturity of their outpatient programs.

Practice Characteristics and
Program Maturity

The survey reflects broad real-world experience with
outpatient BTCE implementation across multiple oncol-
ogy practice settings. Community oncology practices
represented the majority of respondents, with additional
perspectives from academic medical centers, integrated
health systems, and hospital-based programs. The multi-
disciplinary composition of respondents, including phar-
macists, physicians, advanced practice providers, infusion
nurses, practice administrators, and care coordinators,
reflects the collaborative nature of outpatient BTCE care
and provides perspectives from the broad range of pro-
fessionals involved in implementation.

Respondents also reported experience administering
bispecific therapies across multiple hematologic malig-
nancies, with the greatest concentration of treated




FIGURE 1. Survey Respondent and Program Characteristics

Survey respondents represented a diverse range of oncology practice settings,
multidisciplinary roles, levels of outpatient BTCE implementation, and annual patient
volumes, providing a broad perspective on current real-world operational experience.
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The respondent population was predominantly community-based and included practices with meaningful experience
delivering maintenance dosing, step-up dosing, and post-dose monitoring in the outpatient setting.
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patients in multiple myeloma and diffuse large B-cell lym-
phoma (DLBCL). More than half indicated that multiple
myeloma accounted for at least 26% of their outpatient
bispecific-treated population, including nearly one-third
reporting that it represented more than half of treated
patients. DLBCL was also well represented, while experi-
ence with follicular lymphoma, other non-Hodgkin lym-
phomas, chronic lymphocytic leukemia (CLL), and other
hematologic malignancies reflected the expanding role
of outpatient bispecific therapy across disease settings.

Survey responses further demonstrated considerable
variation in program maturity. Maintenance dosing
was administered in the outpatient setting by 79.4% of
respondents, while 57.9% reported outpatient step-up
dosing and 41.3% reported outpatient post-dose mon-
itoring following inpatient administration. At the same

time, 17.5% indicated that outpatient implementation
remained in progress, and 8.7% reported that bispecific
therapy was still delivered exclusively in the inpatient
setting. Annual outpatient treatment volumes also varied
substantially, ranging from programs treating fewer than
10 patients annually to nearly one-fifth of respondents
managing more than 50 patients each year.

Collectively, these findings demonstrate that outpatient
BTCE delivery has expanded across diverse oncology
practice settings with varying levels of operational expe-
rience and program maturity. This broad representation
provides an important foundation for interpreting the
operational strategies, implementation challenges, and
best practices identified throughout the remainder of this
white paper.

Operational Foundations for Outpatient

BTCE Programs

KEY TAKEAWAY: Successful outpatient

BTCE programs are built on multidisciplinary
leadership, standardized clinical workflows,
operational infrastructure, and continuous
quality improvement. Survey findings suggest
that these elements evolve together as
practices gain experience delivering
bispecific therapies.

Multidisciplinary Leadership Drives
Implementation

Survey findings demonstrate that outpatient BTCE imple-
mentation is a multidisciplinary effort requiring coordi-
nated leadership across clinical and operational teams.
Although hematologists/oncologists most frequently
served as implementation champions (42.9% of respond-
ing sites), leadership extended well beyond physicians.
Pharmacy directed implementation at 17.5% of sites,
while multidisciplinary steering committees, nursing lead-
ership, and practice administration also played import-
ant roles in establishing outpatient programs. Successful
implementation is rarely owned by a single discipline but
instead depends on shared governance among physi-
cians, pharmacists, nurses, advanced practice providers,
administrators, and care coordinators.

Respondents consistently described multidisciplinary
collaboration as essential for developing treatment
pathways, allocating operational resources, defining
team responsibilities, and establishing the organizational
infrastructure required to support outpatient BTCE pro-
grams. As patient volumes increase and additional BTCEs
become available, coordinated leadership provides the
structure needed to maintain consistency while allowing
programs to adapt to evolving clinical experience.

Infrastructure and Resource Planning
Enable Safe Outpatient Care

Survey responses also highlight the importance of oper-
ational infrastructure in supporting outpatient treat-
ment. More than half of respondents reported access
to rapid inpatient admission when needed (59.5%) and
after-hours clinical triage support (61.1%), while approx-
imately halfindicated availability of standardized
monitoring documentation (57.1%), staff for extended
monitoring (49.2%), dedicated infusion chair capacity
(46.0%), dedicated observation space (45.2%), and
on-site emergency response resources (46.8%). These
findings demonstrate that outpatient BTCE programs
rely on multiple complementary resources rather than a
single operational capability.




Despite these resources, implementation challenges
remained common. When asked to identify the greatest
team-related barriers, respondents most frequently cited
coordination between departments (28.6%), after-hours
coverage (23.8%), and training gaps (21.4%), whereas
staffing availability (11.9%) and role clarity (6.4%) were
selected less often. Open-ended responses further
emphasized the importance of communication between
outpatient oncology teams, emergency departments,
inpatient services, and affiliated hospitals to ensure
patients experiencing CRS or other treatment-related
toxicities receive timely and appropriate care.

These operational findings reinforce that successful
outpatient implementation extends beyond the infusion
center and depends on reliable coordination across the
broader healthcare system.

Standardization Supports
Consistent Care

Survey respondents consistently identified standardized
clinical workflows as a defining characteristic of oper-
ational readiness. Institutions described implementing
protocols addressing treatment scheduling, laboratory
monitoring, premedication requirements, toxicity assess-
ment, observation periods, documentation, and escala-
tion procedures. Standardized electronic health record
order sets and treatment pathways were viewed as
important tools for reducing practice variation, improving
documentation consistency, and reinforcing adherence to
product-specific prescribing information.

Importantly, respondents also indicated that protocol
development remains an iterative process. As outpa-
tient programs mature and clinical experience expands,
practices continue refining institutional pathways to
incorporate emerging evidence, lessons learned through
implementation, and the unique administration require-
ments of newly approved BTCEs. These results suggest
that protocol standardization should be viewed as a
continuous quality improvement initiative rather than a
one-time implementation milestone.

Comprehensive Staff Education Supports
Program Readiness

Education emerged as another core component of
operational readiness. Survey respondents most fre-
quently identified ICANS recognition and management

(69.1%) and CRS recognition and management (66.7%)
as the highest educational priorities for multidisciplinary
teams. Additional educational needs included patient
and caregiver education (41.3%), post-dose observation
procedures (35.7%), documentation workflows (27.8%),
emergency escalation procedures (28.6%), after-hours
triage (28.6%), and product-specific monitoring require-
ments (20.6%).

Respondents emphasized that education should extend
beyond the oncology team to include emergency
department clinicians, hospitalists, inpatient nursing
teams, and other healthcare professionals who may
participate in the care of patients receiving BTCE ther-
apy. Several respondents identified communication and
coordination between the outpatient oncology team and
emergency departments, inpatient services, and aoffili-
ated hospitals as important implementation challenges,
underscoring the need for institution-wide education,
standardized communication pathways, and clearly
defined escalation processes.

Operational Readiness Continues to
Evolve

Survey findings consistently reflected organizations at
different stages of implementation, ranging from centers
actively developing outpatient BTCE programs to prac-
tices treating more than 50 patients annually. This varia-
tion in program maturity was also evident operationally.
Although step-up dosing delays were uncommon for
many organizations, approximately one-third of respon-
dents reported that operational or scheduling constraints
delayed treatment in 10-25% of cases, illustrating that
resource limitations continue to influence care delivery
even in experienced programs.

Collectively, these findings demonstrate that operational
readiness is not a single implementation milestone but an
ongoing process of refinement. As outpatient BTCE pro-
grams mature, institutions continue to strengthen multi-
disciplinary communication, expand education, optimize
workflows, and adapt protocols in response to increasing
patient volumes, new therapeutic indications, and evolv-
ing clinical evidence. Sustainable outpatient programs
are therefore distinguished not only by their initial infra-
structure, but by their ability to continuously improve the
systems that support safe, consistent, and efficient care.
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The operational framework described in this section
establishes the foundation for outpatient BTCE delivery.
However, even the most mature infrastructure depends on
selecting appropriate patients for outpatient treatment.

The following section examines how practices evaluate
patient eligibility and determine readiness for outpatient
BTCE administration.

FIGURE 2. Top Operational Challenges to Outpatient BTCE Implementation

Survey respondents most frequently
identified coordination across
departments, after-hours coverage,
and staff education as the

greatest operational challenges to
outpatient BTCE implementation.
Qualitative responses further
emphasized communication and
standardized workflows as critical
determinants of program success.
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Patient Selection and Readiness for
Outpatient BTCE Therapy

KEY TAKEAWAY: Successful outpatient BTCE
programs distinguish between patients who
are clinically eligible for therapy and those

who are logistically prepared to safely initiate
treatment outside the hospital. Survey findings
demonstrate that patient selection requires
coordinated evaluation of clinical risk, caregiver
support, logistical readiness, and patient
engagement before treatment begins.

Patient Selection Extends Beyond
Clinical Eligibility

Survey findings consistently demonstrated that practices
view patient selection as a comprehensive readiness
assessment that integrates clinical, functional, social,

and logistical considerations rather than relying solely on
disease characteristics. Respondents described evaluat-
ing traditional clinical factors alongside caregiver support,

transportation, geographic proximity, communication
reliability, and patient engagement before determining
whether outpatient treatment was appropriate. These
findings reinforce that outpatient eligibility depends not
only on a patient's ability to receive BTCE therapy but
also on the infrastructure available to support treatment
initiation and early toxicity monitoring.

While published evidence supports outpatient admin-
istration in appropriately selected patients, survey
responses suggest that successful implementation relies
on standardized institutional processes for assessing
readiness before the first dose is administered.

Clinical Assessment Remains
the Foundation

Respondents identified disease burden, performance
status, anticipated treatment tolerance, infection risk,
and prior treatment-related toxicities as central clinical




considerations during patient selection. Although these
factors help estimate the likelihood of treatment-related
complications, respondents emphasized that clinical
eligibility alone is insufficient when determining outpa-
tient suitability.

Because the timing and incidence of CRS and ICANS
differ across BTCE products, practices reported
individualizing patient selection according to prod-
uct-specific monitoring requirements and institutional
experience rather than applying a single standard-
ized eligibility algorithm.

In addition to clinical risk, respondents described
evaluating a patient's ability to understand treatment
expectations, recognize evolving symptoms, comply with
scheduled monitoring visits, and communicate promptly
with the oncology team should adverse events occur.

Caregiver Support and Logistical
Readiness Influence Outpatient Success

Survey responses consistently highlighted caregiver avail-
ability and logistical readiness as essential components

of outpatient treatment planning. Respondents empha-
sized that reliable transportation, geographic proximity to
the treatment center, and the ability to rapidly return for
urgent evaluation were critical determinants of whether
outpatient initiation was appropriate.

These considerations were viewed as particularly
important during step-up dosing, when CRS and other
immune-mediated toxicities are most likely to occur.
Several respondents noted that outpatient treatment
should only proceed when patients have dependable sup-
port systems capable of recognizing early symptoms and
facilitating timely commmunication with the treating team.

Collectively, these findings suggest that many practices
evaluate operational readiness with the same level of
importance as clinical eligibility when determining
outpatient candidacy.

Multidisciplinary Assessment Supports
Safe Outpatient Care

Determining outpatient readiness was described as a
shared clinical decision involving multiple members of

the care team. Physicians, advanced practice providers,
pharmacists, infusion nurses, nurse navigators, schedulers,

financial counselors, and administrative personnel each
contributed to assessing whether patients were prepared
for outpatient treatment.

This collaborative approach allowed practices to iden-
tify potential barriers before therapy began, coordi-
nate supportive services, and establish individualized
monitoring plans tailored to each patient's clinical and
logistical circumstances.

Taken together, the survey findings indicate that
outpatient readiness extends well beyond traditional
measures of clinical fitness. Successful programs inte-
grate clinical assessment with caregiver engagement,
logistical planning, structured education, and multi-
disciplinary decision-making to ensure that patients
are prepared to safely initiate BTCE therapy outside
the hospital. These patient-centered readiness assess-
ments complement the operational infrastructure
described in the previous section and establish the
foundation for effective toxicity monitoring and man-
agement throughout treatment initiation.

Education Begins Before Treatment Starts

Survey findings demonstrated that patient and care-
giver preparation begins before the first dose is admin-
istered. Respondents described structured education
addressing treatment expectations, expected toxicities,
symptom recognition, observation requirements,
after-hours communication, emergency department
instructions, and when immediate medical evaluation
should be sought as an essential component of
outpatient readiness.

Education was viewed as an ongoing process that
continued throughout step-up dosing, reinforcing
key safety messages as patients progressed through
treatment. Respondents also emphasized that
caregivers play an active role in recognizing early
symptoms and facilitating rapid communication with
the oncology team. Patient and caregiver education
is one of the most important educational priorities for
outpatient BTCE programes.

Operationalizing Outpatient Bispecific Therapy: Practical Considerations for Safe and Sustainable Implementation



Safety Infrastructure and Toxicity Management

KEY TAKEAWAY: Safe outpatient BTCE
administration depends on standardized
monitoring protocols, coordinated communi-
cation pathways, and rapid access to escalation
of care. Survey findings demonstrate that
successful programs rely on multidisciplinary
systems designed to recognize and manage
CRS, ICANS, and other treatment-related
complications throughout treatment initiation.

Standardized Monitoring Supports Early
Toxicity Recognition

Survey findings demonstrated that practices have
implemented structured monitoring systems to sup-
port early recognition of CRS, ICANS, and other treat-
ment-related toxicities during the highest-risk period
following BTCE administration. Respondents reported
using standardized observation periods, laboratory
monitoring, toxicity documentation, and product-spe-
cific monitoring protocols to promote consistent patient
assessment following treatment administration.
Although monitoring practices varied across institutions
and BTCE products, respondents consistently empha-
sized the importance of standardized workflows that
facilitate early recognition of CRS and ICANS.

These insights align with current clinical recommenda-
tions that monitoring strategies should reflect the pre-
scribing information for each BTCE rather than a single
class-wide approach. As institutional experience has
expanded, many practices have continued to refine mon-
itoring protocols based on product-specific experience
and operational lessons learned.

Rapid Escalation Pathways Are Essential

Survey responses highlighted the importance of clearly
defined escalation pathways that provide rapid access to
oncology providers, emergency evaluation, and inpatient
admission when clinically indicated.

Consistent with findings described in the Operational
Foundations section, most organizations reported access
to after-hours clinical triage (61.1%) and rapid inpatient
admission pathways (59.5%). These resources were

frequently identified as critical components of safe out-
patient implementation, allowing practices to respond
quickly when patients required additional evaluation or
escalation of care. Conversely, respondents identified
after-hours coverage and coordination between depart-
ments among the most common operational challenges,
highlighting opportunities for continued improvement in
communication across care settings.

Communication Across Care Settings

Effective toxicity management depended on coor-
dinated communication across outpatient oncology,
emergency medicine, inpatient services, pharmacy, and
affiliated hospitals. Respondents described using struc-
tured communication pathways to facilitate rapid recog-
nition and management of BTCE-related toxicities when
patients transitioned between care settings.

Several qualitative responses emphasized that patients
frequently present to providers who may be less familiar
with BTCE-associated toxicities. As a result, practices
described implementing standardized communication
tools, treatment summaries, emergency contact infor-
mation, and institution-specific management pathways
to improve coordination during urgent evaluations.
These findings reinforce that successful toxicity manage-
ment depends on integrated communication across the
broader healthcare system rather than within the oncol-
ogy clinic alone.

Safety Systems Continue Beyond
Step-Up Dosing

Although the highest risk for CRS and ICANS occurs during
treatment initiation, safety infrastructure must support
patients throughout the continuum of therapy. Ongoing
laboratory surveillance, infection monitoring, assessment
for delayed toxicities, management of treatment inter-
ruptions, repeat step-up dosing when indicated, and
coordination following hospitalization or emergency eval-
uation remain important components of outpatient care.

The survey results demonstrate that safety infrastructure
is not limited to the first treatment cycle but represents
alongitudinal component of outpatient BTCE care that
evolves with the patient's treatment journey.
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Practical Considerations for Outpatient

BTCE Implementation

KEY TAKEAWAY: Survey findings identified
several operational characteristics shared by
successful outpatient BTCE programs.

Although implementation approaches varied
across organizations, common themes emerged
that may help practices establish, expand, and
sustain safe outpatient BTCE delivery.

Multidisciplinary Leadership

Successful outpatient BTCE implementation extends
beyond physician leadership. Across participating orga-
nizations, collaborative governance models engaged
physicians, pharmacists, advanced practice providers,
nursing leaders, administrators, and care coordinators
throughout program planning and implementation.
Clearly defined roles, shared accountability, and coordi-
nated decision-making supported the development of
consistent clinical workflows while allowing organizations
to adapt to evolving operational needs.

Adaptable Standardized Workflows

Standardized clinical workflows emerged as a defining
characteristic of more mature outpatient BTCE programs.
Respondents emphasized the value of product-specific
treatment pathways, electronic health record order
sets, toxicity management algorithms, documentation
templates, and operational protocols. At the same time,
implementation strategies must remain adaptable as
new BTCEs become available, product-specific recom-
mendations evolve, and institutional experience grows.
Standardized processes are most effective when viewed
as living frameworks that are refined through continuous
quality improvement.

Education Across the Care Continuum

Education was consistently identified as a critical com-
ponent of successful outpatient implementation. In
addition to preparing physicians, pharmacists, nurses,
and advanced practice providers, practices emphasized
the importance of educating emergency department
clinicians, hospital-based teams, and other healthcare

professionals who may participate in the management of
BTCE-related toxicities. Structured education for patients
and caregivers before treatment initiation was likewise
viewed as essential for promoting timely symptom rec-
ognition, effective communication, and adherence to
monitoring recommendations.

Safety Infrastructure

Safe outpatient BTCE delivery depends on coordinated
systems that support patients throughout treatment
initiation and beyond. Practices consistently highlighted
the importance of after-hours clinical support, predefined
escalation pathways, commmunication across care set-
tings, and timely access to inpatient evaluation when
clinically indicated. These operational elements enable
teams to respond efficiently to treatment-related toxici-
ties while maintaining continuity of care across outpatient
and inpatient settings.

Continuous Quality Improvement

Outpatient BTCE implementation is best viewed as an
iterative process rather than a fixed operational model.
As patient volumes increase and new therapies enter clin-
ical practice, organizations continue refining institutional
protocols, evaluating workflow efficiency, addressing
operational barriers, expanding education, and incorpo-
rating lessons learned into routine care. This commitment
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FIGURE 4.

Six Principles for Successful
Outpatient BTCE Programs

This implementation framework
synthesizes survey findings and
published evidence into six
operational principles that
support the safe, coordinated,
and sustainable delivery of
outpatient BTCE therapy across
diverse oncology practice settings.

practice, organizations continue
refining institutional protocols,
evaluating workflow efficiency,
addressing operational barriers,
expanding education, and incorpo-
rating lessons learned into routine
care. This commitment to contin-
uous quality improvement allows
programs to remain responsive to
emerging evidence while maintain-
ing safe, efficient, and consistent
care delivery.

Collectively, these observations
reveal that successful outpatient
BTCE implementation depends

on more than clinical expertise
alone. Practices with established
outpatient programs consistently
described multidisciplinary leader-
ship, adaptable standardized work-
flows, comprehensive education,
robust safety infrastructure, and
continuous quality improvement as
foundational elements supporting
safe and sustainable care. As the use
of BTCEs continues to expand across
hematologic malignancies, these
practical considerations can be
synthesized into six core operational
principles that provide a flexible
framework for organizations seeking
to establish or expand outpatient
BTCE programs.

Safe, Coordinated, & Sustainable Outpatient BTCE Delivery

Physician champion
Pharmacy leadership
Nursing leadership

Administrative
support

Governance
structure

Standard operating
procedures

Defined team
responsibilities

Shared
workflows

Cross-setting
communication

Care transitions and
handoffs

Physician/APP/
pharmacy/nursing

Navigation/financial
support

DESIRED
PROGRAM
OUTCOMES

Staff education

CRS/ICANS
recognition

Product-specific
protocols

Documentation

Observation
workflows

Ordersets/
checklists

CRS/ICANS
escalation

Tocilizumab
availability

After-hours triage
ED communication

Rapid
admission pathway

Product -specific
observation

Safe outpatient administration

Performance status

Caregiver
availability

Travel distance
Transportation
Disease burden
Infection risk

Readiness
assessment

Measure program
outcomes

Review treatment
delays

Update protocols
Ongoing education
Simulation exercises

Incorporate
lessons learned

- Timely treatment initiation

- Consistent toxicity management

- Reduced avoidable hospital utilization
- Improved patient experience

- Expanded access to BTCE therapy
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Conclusion

Bispecific T-cell engagers have transformed the treat-
ment landscape for hematologic malignancies while
introducing new operational considerations for out-
patient oncology practices. Findings from this national
survey demonstrate that outpatient BTCE delivery has
become an established model of care across diverse
practice settings, supported by multidisciplinary col-
laboration, standardized workflows, thoughtful patient
selection, robust safety infrastructure, and a commit-
ment to continuous quality improvement.

As BTCE use continues to expand into additional dis-
ease settings and earlier lines of therapy, sharing real-
world implementation experience will remain essential
for supporting safe, efficient, and patient-centered
care. Although operational approaches will continue

to evolve, the principles identified in this white paper
provide a practical, adaptable foundation that prac-
tices can use to strengthen existing programs and guide
future implementation efforts.
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