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C. Main Section
C.1 Overall Goal & Objectives:
Overall Goal:

This project has the overall goal of improving the care of patients with lymphoma
treated by community oncologists (CO) by implementing an educationat program embedded
in a community extended multidisciplinary case conferences {MCC) or tumor board
meetings (EXTEND Program).

Proposed mechanism of improvement in care: The improvement in care of patients
treated by CO will be manifested by an increase in adherence to evidenced-based guidelines
or expert panel recommended treatments. The expectation is that the increase in
adherence by CO will lead to comparable clinical cutcomes of their patients to those treated
by university-based oncologists (UO). The proposed educational program will empower CO
with knowledge, skills, as well as confidence, to clinically handle patients with lymphoma, to
monitor and prevent treatment toxicities, and to enhance their abilities in deciding what
treatment options to consider for treatment failure or when patients are best referred for
further advanced treatments (example, hematopoietic cell transplantation or clinical trials).

Key Objectives:

This proposal will compare among CO {who are part of the Nebraska Lymphoma
Study Group - NLSG} either participating or not participating in the EXTEND program and U0
in the following specific aims:

Primary aim: To compare the adherence rates of oncologisis to evidence-based
guidelines or expert panel recommended lymphoma treatment plans.

Hypothesis: Adherence to best practice lymphoma treatment will be similar between UO aned
CO participating in the EXTEND Program and higher compared to CO not participating in the
EXTEND Program.

Secondary aims:

1) To compare patient clinical outcomes after lymphoma treatment including: a)
treatment response at restaging, b) 6 month severe medical service utilization (emergency
room (ER) visits, and/or hospitalizations), ¢) &6 month progression-free survival {PFS), and d)
6 month overall survival {OS).

Hypotheses: Clinical cutcomes in the four identified areas will be simifar between U0 and CO
participating in the EXTEND Program and better compared to CO not participating in
EXTEND program.

2} To evaluate the satisfaction of CO participating in the EXTEND program over time
(Weeks 1,12, 24, 36, and 48) in the following areas: a) Conference Satisfaction (adequacy of
expertise, quality of information obtained, quality of discussion, level of professionalism,
and cordiality of environment}; b} Parsonal Benefits (knowledge acquisition, confidence in
treating patients, confidence in treating relapsed disease, confidence in handling
complications, confidence in determining when to refer); ¢} Service Benefits {diagnostic
evaluations, consultations); d) Technical satisfaction {format, frequency of meetings, time
allotted for meeting, clarity of broadcast }; and d} overall satisfaction.

How are the intended key objectives intended to address the established need for this
initiative: The EXTEND program is a modification of the well-established MCC or tumor
board. Since 2009 the Division of Oncology & Hematology at the University of Nebraska
Medical Center {UNMC) had an ongoing weekly lymphoma specialized MCC. This forum will
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be extended to CO as a means to educate CO through clinical discussions of the diagnosis,
treatment, and follow-up of patients seen in the community. The expectation is that the
MCC will provide an environment that provides guidance in the treatment of patients seen
in the community which will lead to increased adherence to evidence-based guidelines or
expert panel recommended lymphoma treatment plans. The sustained interaction between
UO and CO will increase the appreciation of different specialists’ perspectives on specific
types of lymphoma, diagnostic testing, treatment options and treatment toxicities. These
were target areas identified by the national assessments as areas that can be improved by
education. ' It will also assist in the ma nagement decisions for specific patients with
complex pathology and comorbidities. By extending to our partner CO throughout the state
of Nebraska our weekly lymphoma MCC, we are given the unigque opportunity to evaluate
how extending MCC to the community may improve lymphoma care in the region. When
effective, this can serve as a model of cooperation between academic and community
oncologists that can be replicated to other cancers where treatments are complex and
rapidly changing. Additionally, the proposed initiative allows us to address the identified
gaps between actual clinical practice and the low utilization of recommended treatments, as
established by the reports on hematologic malignancies accompanying this request for
propasal.

€.2 Technical Approach
C.2.A Current assessment of need in target area

C.2.A.1 Quantitative Baseline Data

Figure 1 shows the survival plot of lymphoma patients from the NLSG database
according to treatment provider (UQ versus CO) and patients’ residence (rural versus
urban) that we published in 2009. @ our study showed that there was no statistically
significant difference in the survival probability of lymphoma patients from rural or urban
areas that were treated by UO, and urban patients treated by CO (top 3 survival plot).
Patients from rural areas treated by CO had a statistically significant worst survival rate
(lowest survival plot). In the multivariate analyses, adjusting for type of lymphoma and
number of prognostic factors (age = 60, Karnofsky performance score < 80, Ann Arbor stage
i1 or IV, presence of B symptoms, efevated LDH, tumor bulk = 5.0-cm, at least one nodal
involvement, at least cn extra-nodal involvement), the risk of death among urban and rural
patients treated by UO and urban patients treated by CO were not statistically different,
However, rural patients treated by CO had a statistically significant higher risk of death
when compared with rural patients treated by UO [hazard risk {(HR) 1.26 (95% CI 1.06-1.49),
p=0.01]. We also observed that urban patients treated by UO were more likely to receive
radiation as part of treatment (32%) compared to urban patients treated by CO (27%), rural
patients treated by U0 (24%), and CO (27%), this difference was no longer noted after
stratifying for type of lymphoma. The number of chemotherapy cycles patients received was
also not different across groups. However, the use of hematopoietic cell transplantation
{HCT), a commoen treatment for relapsed lymphoma and shown to be curative for diffuse
large cell and Hodgkin lymphoma, was significantly higher in patients treated by UO {urban
=19% and rural =16%) compared to patients treated by CO (urban = 11% and rural = 10%, p
< 0.01), Additionally, the use of rituximab in diffuse large cell lymphoma from the year 2000
onward was significantly higher in patients treated by UO (urban = 64% and rural = 73%)
compared to patients treated by CO {urban = 40% and rural 51%). These findings indicate
that some patients treated in the community are less likely to receive optimal treatments

2]Page



which may explain why their survival outcomes are inferior to those treated by UO. The
above findings are compatible with the national assessments and literature
accompanying this RFP

In a separate study by our group of patients with hematologic malighancies
(lymphoma, leukemia and multiple myeloma), it was shown that rural patients with
lymphoma had a significantly higher risk of death (HR of 1.17,95% Ci of 1.02 - 1.35,p =
0.02) after autologous HCT. No differences in outcomes were noted among patients with
leukemia treated with HLA-identical sibling HCT {related allogeneic HCT). ® It is important to
note that autologous HCT patients are transferred back to the care of referring CO soon
after HCT, while allogeneic {related or unrelated) HCT patients usually have more rigorous
follow-up from both CO and their university-based transplant physicians. In another study
we conducted on 6140 patients with leukemia who received unrelated HCT using a US wide
sample from the Center for International Blood and Marrow Research, survival rates of
patients from rural areas were comparable to patients from urban areas, also likely as a
result of the intense follow-up from hoth CO and their university-based transplant
physicians. @ Both studies on transplant patients suggest that differences in outcomes
between rural and urban patients are less pronounced when UQ have a role in their
treatment or follow-up care. In fact, in a recent prospective study we completed that
evaluated the follow-up care of patients with hematological malignancies after treatment
from UO, no significant differences in severe medical service utilization between patients
seeking follow-up care from UQ alone or from both UO and CO were noted.™

Our extensive population based studies on hematological malignancies clearly
supports the premise that collaborations between UO and CO are essential in reducing, if
not eliminating, the disparities in the clinical outcomes between rural and urban patients
with hematologic malignancies in Nebraska.

C.2.A.2 Primary audience(s) targeted for intervention / who will benefit.

UNMC has an excellent international reputation in the diagnosis and treatment of
lymphoma and is situated in a predominantly rural state. The NLSG was formed in 1982
as a scientific collaboration between U0 at UNMC and CO throughout Nebraska and its
surrounding states. To date, the NLSG has collected clinical information on over 5400
previously untreated lymphoma patients, 60% of whom are from rural areas. Data from
the NLSG was the source for the data discussed in the previous section. There are
currently 10 (9 community-based and 1 university-based) participating NLSG sites with 22
practicing medical CO outside of Omaha, the largest city in the state of Nebraska, and 5
UO who are world-renowned experts in lymphoma. The 22 oncologists represent
approximately 80% of practicing CO in Nebraska outside Omaha. Community oncology
practice can be in the form of solo practice or group practice. The typical CO who
participates in the NLSG has a solo or small group practice of 2 to 4. We have surveyed
members of the NLSG and identified 10 CQ, representing 5 sites who will receive the
intervention. There will be 12 CO from 4 sites who will not participate in the EXTEND
program and act as control group. Participating sites are also encouraged to have their
medical team {mid-levels and nurses) attend the MCC. The participants of the EXTEND
Program are expected to benefit from the intervention through acquisition of knowledge
and skills which are translated to clinical behaviors (adherence to evidence-based
guidelines or expert-panel recommendations) and improvement in clinical outcomes of
patients with lymphoma.
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C.2.B Intervention Design and Methods

C.2.B.1 The Intervention that will be implemented and tested is the EXTEND
Program. It consists of a weekly one hour MCC focused on the discussion of lymphoma
patients seen and treated by the CO participating in the EXTEND Program. The MCC will
be held at UNMC and be broadcast live via the web. Participants from the community will
be able to see and hear the UNMC experts, as well as be seen and heard at UNMC
through a HIPAA compliant network. The expertise available during the conferences will
include: three recognized lymphoma experts, a hematopathologist with expertise in
lymphoma, a radiation oncologist, and a diagnostic radiologist. The EXTEND Program also
consists of: 1) providing a Consultation Hotline to lymphoma experts for CO who need to
seek advice on cases that need immediate treatment and cannot wait for the weekly
MCC; and 2) postings of educational and informational materials, including discussion
summaries, follow-up reports and toxicity data discussed during the MCC on the study
website that can be accessed privately by the participating CO. Therefore, the
intervention consists of: 1) Clinical Presentation: clinical features of the patients are
presented, followed by pathological examinations and diagnostic tests; 2) Consensus
Formation: diagnosis is confirmed, then followed by discussions of possible applicable
treatment options from evidence-based guidelines or expert recommendations, potential
complications and common toxicities of treatment options are provided based on literature
and experience of clinical experts; and 3} Treatment Planning: choice of treatment plan{s) is
reached. The choice of treatment plan(s) is what we will refer to as the equivalent of
formation of the ‘behavioral intention’. In the theory of planned behavior, intention
formation (treatment plan in our study) is the most immediate antecedent to a behavior
{adherence in our study) and represent the convergence of the cognitive, motivational, and
affective internal processes associated with a given behavior., This behavioral model has
supplied the theoretical model for more than 600 empirical studies of behavior prediction
and change in the past 20 years, including those geared towards physicians. ) Table 1
below shows the summary of the intervention.

Table 1: Community Extended Multidisciplinary Case Conference Description (EXTEND
Program.

A. Frequency Weekly 1 hour case conferences hosted by UNMC using
videoconferencing equipments of the Nebraska Statewide Telehealth
Network to NLSG sites participating in the EXTEND Program,

Expected to deliver 42 sessions a year or 80% of the 52 weeks in a year

B. Time frame: | |Mplementation of the EXTEND Program will last for 15 months of the
24 months study period

C. Experts / Experts: 3 lymphoma experts from UNMC, 1 hematopathologist, 1

Audience: radiation oncologist and 1 diagnostic radiologist are committed to the

EXTEND Program - one of the lymphoma experts will act as facilitator
on rotating basis

Virtual audience: CO from NLSG sites who have agreed to participate in
the EXTEND Program will attend remotely; any mid-levels or nurses are
also invited to attend and have access to the MCC broadcast

Audience at UNMC: Physicians-in-training as well as nurses, mid-level
practitioners and rotating students in Oncology
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D. Usual
Format:

Cases to be discussed will include patients seen by CO participating in
the EXTEND Program.
1. Attending CO will present the salient features of the patients
including demographics, brief history, comorbidities, previous
treatments, and significant findings on physical examination
2. The Hematopathologist will project low and high-resolution H/E
slides. This is broadcast live and is seen by the CO attending. Diagnostic
impression is given,
3. The assigned Facilitator will read or show pertinent radiological
findings and read out clinical impression.
4, The Facilitator asks for any questions, discussion ensues,
5. Attending CO gives their clinical impressions and treatment plan,
6. Lymphoma experts give their impressions and recommended
treatment options, Discussion ensues and agreement on a treatment
plan is established. It is anticipated that not all patients will have
treatments specified by existing NCCN guidelines. This is where
treatment plans developed through collaborative discussion among the
physicians involved in the MCC will be of particular value.
7. Facilitater summarizes the agreed upon treatment

An average of 5 cases can be discussed during the 1 hour
conference, depending on the complexity of the case. Based on weekly
reporting of cases to the NLSG, it is very unlikely that there would be
more than 5 lymphoma cases per week. However, up to 6 patients has
been discussed within an hour in the existing Lymphoma MCC at UNMC.

E. Alternative

In cases where treatment plans are time sensitive (i.e. when patients
need to be started on some treatment soon rather than wait for a

Consults
conference, the ‘Consultation Hotline’ (see item G below) will be
utilized.
F. Other At least once a month, the following will be incorporated during the
Conference conferences:
Topics 1. Discussion of comman complications of common treatments and

remedies.

2. Follow-up on patients previously treated on certain protocols that
are unusual, not standard, clinical trials, or modified due to toxicities.
3. Mortality discussions.

G. Augmenters
/ Boosters

1. Proceedings of every MCC will be summarized and posted on the
group’s website for retrieval at any time by participants and authorized
users, Patients will be de-identified.

2. A printed summary of the cases and the planned treatment approach
will be distributed within 2 days after the MCC for reference, and also
posted on the secure website

3. A’Consultation Hotline’ to one of the lymphoma experts will be
provided on a rotating basis to CO who have agreed to participate in
the EXTEND Program in cases where immediate treatment
recommendations are sought or when any unexpected complications
result from treatment protocols being implemented. CO not
participating in the EXTEND Program will not have access to this, but it
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is possible these physicians will contact any of the experts for the usual

collegial referrals. The current data abstraction of NLSG captures this
referral.

H. Incentives Free confirmatory diagnosis using immunostains and/or molecular
diagnostic tests.

Free consultations with experts are provided.

CME credits are awarded to attendees.

Participating sites will receive an administrative stipend to cover
increased cost associated with data collection.

C.2.B.2 Efficacy of multidisciplinary case conference: The increasing complexity of
cancer care from the period of diagnosis, to treatment, and survivorship follow-up requires
thorough evaluation to implement well-balanced therapeutic options in terms of clinical and
personal cost and benefits, and to avoid overtreatment with its consequential adverse
effects and toxicities'”® The multidisciplinary team approach is postulated to be one way
to attain this well-balanced patient-centered approach and guarantee quality of care. In
some European countries, the use of multidisciplinary team approach has become a
national health priority for promoting quality cancer care. ® Multidisciplinary case
conferences, a forum meant to systematically incorporate multidisciplinary team
approach, are commonly conducted in academic and larger non-academic medical
centers to help plan treatment of patients, especially where complex pathology, multiple
treatment options and frequent treatment complications exist. In cancer, these
- conferences are usually broken into disease entities {Breast, Gastrointestinal,
Hematological, Lung, etc.) and involve several specialties (Oncologist, Pathologist,
Radiologist, Radiation Oncologist, and Surgeons). These conferences are also traditionally
used as an educational forum for teaching medical students and trainees. Didactic
materials are often presented in the context of specific cases. Medical experts present at
the conference provide inputs on cases primarily managed by other physicians.
Multidisciplinary discussions of cases have been shown to provide optimal treatment
outcomes for patients. "**? Some of the compelling studies on multidisciplinary team
approach in cancer management have shown that it is able to: 1) change initial physician
treatment decisions (13); 2} improve overall patient survival (14); 3) enhance
communication and coordination between primary care and hospital-based specialists
“5’; 4) enhance recruitment of patients to more novel treatments in clinical trials
recruitment; "® and 5) improve staff well-being. *” On the other hand, a recent study
evaluating the role of tumor boards on the quality of cancer care in the US Veterans
Affairs health system showed little association. 18 Critics of the study pointed that only
1/3 of the tumors boards were specialized. The intervention in our study is designed to
be specialized {lymphoma), intensive {(weekly), and comprehensive {diagnosis, treatment
and follow-up).

C.2.B.3 Why physician-targeted intervention: Studies have shown that physician
targeted interventions meant to increase knowledge of evidence-based recommended
screening procedures and treatments result in improve adherence and clinical
outcomes™®?* successful implementation of adherence to evidence-based treatments
improve guality of care by decreasing variation and expediting the application of effective
advances to everyday practice. %*?”) Different approaches used and tested to facilitate or
improve adherence among physicians range from low to high intensity interventions.
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These approaches include: educational outreach such as the use of academic detailing,
tailored reminder letters and phone calls *®); use of computer generated reminders 2%,
and use of computerized decision support systems. (3032) Giving financial incentives to
physicians, as well as patients, have also been shown to improve adherence to evidence-
based recommended screening and diagnostic procedures, as well as treatments. 334
CO see a wide variety of cancers, thus are not as sub-specialized in one cancer type as
those who practice in the academic setting. For example, CO does not see as high a
volume of lymphoma patients as lymphoma experts at UNMC. Patient volume, an index
of experience, is also shown to be associated with outcomes. 3%

C.2.C Evaluation Designs

Overall study design: This is a prospective quasi-experimental study to test if the
EXTEND Program administered to a group of CO will improve treatment adherence and
outcomes of lymphoma patients. Oncologists will be grouped as follows: group 1 - U0
who are recognized lymphoma experts; group 2 - EXTEND Program CO group — group of
CO willing to participate in the EXTEND Program and serve as intervention group; and
group 3 — non-EXTEND CO group — CO not participating in the EXTEND program and serve
as the comparison CO group.

C.2.C.1 Metrics to determine if intervention is effective in addressing gaps
identified. The outcome of primary interest will be adherence to best practices in
lymphoma treatment (Primary Aim) and will be compared across the 3 groups of
oncologists. This cutcome will determine if the gaps identified in the national and
regional needs assessment was addressed in the intervention group. Secondary outcomes
will include: treatment response, severe medical service utilization, progression-free and
overall survival {Secondary Aim 1). Analyses will focus on comparing the primary and
secondary outcomes according to physician groups adjusting for prognostic clinical
factors. Analyses for secondary aim 2 (patient satisfaction) will be descriptive; describing
the change in satisfaction among EXTEND participating CO over time.

Primary outcome — Adherence: The choice of adherence as the primary outcome
was made because it is the central modifiable behavior that has been shown to account for
favorable outcomes. Adherence is defined as percentage of patients receiving treatments in
accordance to best practices, i.e. in accordance with National Comprehensive Cancer
Network (NCCN) guidelines or expert recommendations {when no guidelines exist). 7
Treatments administered to patients will be obtained from medical records as per usual
practice by the NLSG. Each case reported to the NLSG and deemed eligible in the study
within the 15 month implementation period will be blinded for any patient, physician and
institution identifiers, be randomly assigned, and reviewed by 1 of 3 lymphoma experts.
Cases will then be labeled if adherent. In instances when no NCCN guidelines applies to a
particular case, the blinded case will be reviewed by 2 lymphoma experts to assess whether
the treatment provided is something they would recommend the patient {expert
recommendation). Concordance between the 2 experts will constitute an adherent
treatment. A 3" expert will be called to review the case when opiniens differ between the
first 2 lymphoma experts. All lymphoma treatments follow protocols that account for dose
modification, treatment delays or discontinuation when toxicities occur. These
madifications are considered to be following the protocol. Patients started on adherent
protocols who need to be switched to another protocol will still be considered adherent
since it is within the realm of ‘best practice’ to change treatment due to unpredictable
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clinical circumstances (i.e, tolerance, toxicities). Establishing inter-rater reliability is
presented in the statistical section.

Secondary outcomes. All secondary outcomes will be collected individually for a
period of 6 months from the time of treatment initiation using medical records.

Treatment response will be ascertained from radiographic tests performed during
re-staging and will be disease appropriate: CT scans, PET scans, MRI. Response to therapy
will be classified as complete response (CR}, partial response (PR}, no response {NR) or
stable disease {SD), progressive disease (PD), early death, or not evaluable. Response to
therapy will be determined after 2 cycles of therapy according to the standard revised
response criteria for malignant lymphoma by Cheson. ¢V Respanses will be dichotomized
into positive {CR or PR} versus negative (all other categories). Individual rates of each
response will be computed according to physician group.

Severe medical service utilization is defined as visits to emergency room (ER) or
hospitalizations for any medical or surgical conditions related to the patient’s lymphoma or
treatments received. Each event will be counted and expressed as continuous data
according to physician groups.

Progression-free survival will be defined as time to disease progression or death
from any cause, while overall survival will be defined as time to death from any cause.
Progression will be ascertained according to the criteria set by Cheson. 2]

Data on treatment response, progression and survival are already routinely collected
by the NLSG on a biannual basis. We will add the collection of data on severe medical
service utilization for 6 months from the time of treatment. Funds are requested from this
application for the additional data submission requirement,

Participant satisfaction: As stated in the Secondary aim 2, we will evaluate the
following parameters using a survey questionnaire to be administered electronically
quarterly from start of the intervention implementation: a) Conference Satisfaction
(adequacy of expertise, quality of information obtained, quality of discussion, level of
professionalism, cordiality of atmosphere); b} Personal Benefits {(knowledge acquisition,
confidence in treating patients, confidence in treating relapsed disease, confidence in
handling complications, confidence in determining when to refer); ¢) Service Benefits
(diagnostic evaluations, consultations); d) Technical satisfaction (format, frequency of
meetings, time allotted for meeting, clarity of broadcast }; and d) overall satisfaction. We
will utilize a Likert scale grading in the evaluation of all these parameters, The Center for
Continuing Education at UNMC will administer these evaluations.

Statistical Approach: Descriptive statistics will be computed for all variables to
ensure data quality and to evaluate the assumptions of the statistical tests. Variable
distributions will be described. Patient-, disease-, and treatment-related characteristics will
be compared across physician groups. To address the study aims, the following analyses will
be performed. All tests will be two-sided.

Statistical analysis for primary aim: Compare the adherence rates across physician
groups.

In univariate analyses, the adherence rates will be compared between 1) U0 vs. non-
EXTEND CO group and 2} EXTEND CO group versus non-EXTEND CO group using t-tests. |n
this study design, correlation is induced by patients nested within physician. While the
assumptions of normality and homogeneity of variance are only partially satisfied in the
correlated data setting, simulation studies have demonstrated that the t-test is robust to
moderate violations of the assumption of normality and homogeneity of variances. Donner

8|Page



and Klar {1996) state that the independent samples t-test can be applied to cluster-specific
event rates. “*%! The level of significance for these comparisons is an alpha of 0.025.

In multivariate analyses, the method of Generalized Estimating Equations {GEE) will
be used to compare adherence rates among the 3 groups {UQ, intervention CO group,
standard CO group). “® The GEE methodology will allow us to account for correlation among
patients seen by the same physician. Two indicator variables to denote physician group (UO
and CO groups) will be included as categorical variables in the model, with non-EXTEND CO
group as the reference group. Patient’s place of residence, rural vs. urban, will also be
included to examine the association with adherence. An interaction term for physician
group and patient’s area of residence will also be examined. A p-value < 0.05 will be
deemed significant for these analyses. The RUCA designation for rural or urban location will
be used to classify patients. A dichotomized classification will allow us better power to
detect any statistical difference. Since adherence is a binary outcome, a logit link function
will be used. The selection and rule out criteria will be used to specify the working
correlation structure. ! However, if the working correlation is misspecified, the GEE
estimators of the variance are generally consistent estimators. 4%

A propensity score, based on the patient’s probability of receiving the non-
randomized treatment condition (UO, EXTEND and non-EXTEND CO groups) will be included
as a covariate in the GEE model. By adjusting for propensity score, treatment allocation is
independent of measured covariates and allows us to approximate a randomized controlled
trial. “ Since there are three groups, the multiple propensity score method using a
multinomial logistic regression will be used to calculate the propensity score. The covariates
to be used in the multinomial logistic regression model to derive the propensity score will
include age, sex, level of education, median household income, disease severity based on
their IPl or Hasenclever scores, comorbidity score and distance of residence to UNMC.
Interaction terms between physician group and place of residence will be forced and tested
for statistical significance. Furthermore, an analysis restricted to patients in the
intervention CO group will be conducted using a GEE model to examine the association of
physician attendance at the case conference with adherence.

The following analyses will be performed using descriptive statistics since there
are not enough physicians to perform multivariate analyses: 1) Adherence rates over time
will be tested by physician group; 2) Individual process variable rates over time within the
EXTEND-CO group; 3) Adherence rates by physicians within the EXTEND CO group will be
described according to the following process variables. Additionally, physician
characteristics (years from graduation from medical school and oncology training, Board
certification, distance of practice from patient’s residence and UNMC, number of lymphoma
patients treated) will be described.

Statistical analysis for secondary Aim 1: Compare the clinical outcomes after
lymphoma treatment including: a) treatment response, b) 6-month treatment-specific
complications, ¢} 6-month medical service utilization {(non-scheduled consults, emergency
room visits, hospitalizations), and d) 6-month progression-free and overall survival.

Treatment response [positive {CR or PR) versus negative (all other categories)],
presence or absence of treatment-specific complications and 6-month serious medical
service utilization will be analyzed using GEE with physician group, place of residence and
propensity score as covariates similar to primary aim. The 6-month serious medical service
utilization will be analyzed using a log link function. Here, the hypothesis is that patients
treated by non-EXTEND CO group will have more ER visits and hospitalizations. Six-month
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progression-free survival and overall survival will be descriptively summarized using the
method of Kaplan and Meier. 50 |n multivariate analysis, a Cox proportional hazards
regression model will be used with physician group, place of residence, type of lymphoma,
and propensity score as covariates. In the Cox models, the assumption of proportionality
will be tested using a time dependent covariate. ®In all of the secondary outcomes, an
interaction term between physician group and place of residence will be forced and tested
for statistical significance. Subset analyses of predominant histology (follicular and diffuse
large cell lymphoma) will be performed if numbers are adequate.

Inter-rater reliability: Prior to intervention, the 3 lymphoma experts will convene to
review NCCN guidelines. All experts will rate 10 randomly selected cases from sample NLSG
records to determine adherence or non-adherence to NCCN guidelines. A 90 % agreement
{Cohen’s Kappa) will be considered acceptable. 2 If this criterion is not met, discussions on
sources of variation will be discussed. Additional records will be reviewed until the desired
agreement is achieved.

C.2.C.2 Change expected: The expected result is that groups 1 will have higher
adherence rates and clinical outcomes than group 3 {80% vs. 60%), while group 2 will
have a 20% higher adherence rate than group 3 {80% vs. 60%). It is also expected that
clinical outcomes will be better for group 2 compared to group 3 patients.

The sample size justification is based on comparison of the primary outcome,
adherence, between 1} UO vs. non-EXTEND CO group and 2} EXTEND CO group vs. non-
EXTEND CO group. Expected accrual based on projected 15 month period with a 5% non-
consent rate is 100 patients for group 1 and 75 patients for groups 2 and 3. A Bonferroni
adjusted alpha of 0.025 is used to account for multiple comparisons and an intracluster
correlation of 0.20 is used to account for the correlation induced by patients clustered
within physician. The hypothesis is that adherence rates among non-EXTEND CO group will
be 60% compared to 80% for both UO and EXTEND CO group. Given these assumptions, we
have 80% to detect 20% difference in adherence rates. A review of adherence to the use of
standard CHOP-R in diffuse large cell tymphoma in the NLSG showed that UO have an
adherence rate of 87%, while CO have an adherence rate of 60%. Thus the assumptions
used in our sample size justifications are reasonable.

C.2.C.3 Covariates and process variables used to determine if target audience was
fully engaged in intervention: Table 2 summarizes the variables to be collected according to
their use in the analysis. The rural-urban designation based on ZIP codes will be assigned
using the Rural Urban Commuting Area Codes (RUCA). (53)

Table 2. Variables to be collected

Variables Source Domains

A. Sacio- Patient or s Age, Sex, ZIP codes, for {rural and urban
demographic Patients’ records | designation)® Race / ethnicity, Level of education,
characteristics Marital status, Household income

of patients and | Provider s Years from graduation from medical school and
treating Database ” oncology training, Board certification, Distance of
oncologist practice from Patient’s residence and UNMC

B. Disease and Medical Records, | *  All clinical and laboratory data needed to
Treatment Pathology compute the International Prognostic Index {IPI) or
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Covariates Reports, the Hasenclever Prognostic Index ©
Ancillary Reports | ¢«  WHO Classification of Lymphoma; Number of
prior treatments given; Charlson Comorbidity Index

C. Process Case conference | ¢ Number of conferences held;

activity variables | proceedings e Number of cases discussed;

to be used to e Attendance of participating CO;

determine if e Number of incorrect initial diagnoses;

target audience ¢ Number of times agreement/disagreement in
was fully treatment plan is made without discussions;
engaged in * Number of times agreement/disagreement in
intervention

treatment plan is made after discussions;

» Number of times ‘Consultation Hotline’ is used;
» Number of times patients are transferred to UO
for further treatment or enrolled in clinical trials;

¢ Number of times conference case summaries
and recorded conference proceedings are accessed
online; Number of technical difficuities (audio and
visual)

? Rural or urban designation will be based on the Rural Urban Commuting Codes (RUCA):
® Database source includes UNMC Health Professions Tracking Center, American Board of
Internal Medicine, American Board of Family Medicine; “ The IP1 and the Hasenclever
Prognostic Index are the two standard indices widely used in non-Hodgkin and Hodgkin
lymphoma, respectively. ¥+

C.2.C.4 Dissemination Plans: Results of the study will be disseminated through
publications in leading scientific journals. Prior to this, abstracts will be submitted to annual
meetings of the American Society of Clinical Oncology (ASCO) or the American Society of
Hematology (ASH). Lay versions of the results will be sent out to local and national news
agencies {print, radio, and TV}. A written summary report will also be sent out to all CO in
the NLSG as well as all NCCN member sites,

C.2.C.5 Sustainability Assessment: The key determinant to sustaining the EXTEND
Program is proof of efficacy. Thus, this proposal Is designed towards showing this goal. We
have also incorporated process variables to evaluate how UQ benefits from hosting a
community extended case conference {referrals, enrolment in clinical trials). From the
perspective of the CO, proof that outcomes are improved, as well as adequate satisfaction
should allow for this activity to be sustained. However, an important determinant to
sustainability is also the cost associated with running the program. While not part of the
study, we will evaluate cost per case discussed and explore options how these services can
be reimbursed by insurance companies. Example, incorporating the patient in the discussion
can technically be considered as a consult,

C.3 Detailed Work plan and Deliverables Schedule: The first 2 months of the study timeline
will involve finalizations of the IRB approval, building of the program website and database,
and visiting the 5 NLSG sites participating in the EXTEND Program. All NLSG sites are part of
the Nebraska Statewide Telehealth Network and have access to live broadcast of
conferences held at UNMC — Omaha campus. All the 10 physicians participating in the
EXTEND program will also be given a personal Ipad so they can access the conferences
wherever they are, The EXTEND Program will be implemented for a total of 15 months. We
are expecting to deliver 52, 1-hour MCC for a period of 15 months, Data abstraction will be
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performed from the 1% quarter of year 1 to the end of year 2. Detailed case and data
processing procedures are summarized in Table 3 below. We expect that data on primary
outcome (adherence) will be available as soon as the EXTEND Program ends in the 1%
quarter of year 2, Analysis will follow soon and be the subject of an abstract to be submitted
for presentation at ASH or ASCO. The participant satisfaction will be collected every 3
months during the 15 months accrual period. They will be set-up electronically so no further
data entry is needed. A 2" abstract will be focused on the results of the participant
satisfaction tool. 6™ month follow-up on all secondary outcomes will be collected until the
last quarter of year 2. Soon after, the data on secondary outcomes will be analyzed. Results
of the analysis of the secondary outcomes will be the subject of a 3" abstract. While written
manuscripts are not part of the timeline, we are committed to publish the resulis of the

study in year 3 after the study has ended. Major activities and deliverables are summarized
in Table 4. '
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Table 3: Case / Data Work Flow

Steps

Description

1. Case
Registration

Cases will be registered centrally through a secured website. A unigue
identifier will be assigned after registration. Informed consent from
patient is checked at this time.

2. Clinical A brief medical history or copy of medical records, ancitlary and diagnostic

Summary procedure reports are sent to the NLSG Central site at UNMC by fax or
mail or by internet. Documents are matched with unique identifier.

3. Tissue / Tissue specimens are sent to the NLSG Central Site using provided tissue

Radiological sample kits. Actual available radiographs or electronic copies of these

materials radiographs are also sent using overnight express mail. Tissues and

processing radiographs will be matched with clinical information by the Program

Coordinator. Tissues will be sent to the UNMC pathology department for
24 hour processing.

4, Case list

Study Pl examines the list of cases and creates a list for distribution by

formation email to all MCC attendees. Study Pl prepares each week’s list for
distribution every Friday in time for the Monday conference. Weekly
cutoff for cases to be discussed will be every Wednesday at 5PM. This
allows adeqguate time for tissue procassing.

5. Data The NLSG has existing policies regarding data transmission. All procedures

Processing followed are in accordance with existing federal and state regulations and

are covered by existing IRB approvals. Medical records will be requested
from NLSG sites every 6 months. Trained data entry personnel will enter
all data and the Data Manager will merge the NLSG files with the created
study files using SAS for analysis.

Table 4. Study Timeline of Detailed Major Activities and Deliverables

Major Activities

Year 1 Year 2

Quarter =2

2 |3 4 1 2 3 4

Finalize IRB approval

Train and visit participating CO / Coordinators

Build database for new data f website

P -

Implement EXTEND Program X

Patient accrual

Administer Participant Satisfaction Tool X

Data abstractions and outcome follow-up

>
Pl e
> X
x| X
===

>
>

Analysis of Primary Outcome *

>
>

Analysis of Participant Satisfaction Tool X | X

Analysis of Secondary Qutcomes

>

Abstract Submission on Primary cutcome X

? Collection of data for primary aim (adherence) will end by the second quarter of year.
Data collection for ali secondary aims (67 month outcomes) will end by year 2 and be ready
for analysis soon after. Data will be constantly cleaned as data are reported throughout the

study period.
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D. Organizational Detail

Study Personnsl Organization Chart

Fausle Loberiza, Jr., MDD, M8,
Principal Investigator

2 Members Advisory Team . Continuing Medical
{TBD) Education
l l
Multidiscipiinary Team Communtty Dota Mebraska
Lymphoma Experts Onealogists Prageam Coordinator B’J::: :;::;m Statewide
Julie Yosa, MD. -1 Pariicipating |~ —t Kim Klinetobe, : Telohealth
James Amiitags, MD. Conrdinator PhO Network
es fanlitags, in EXTEND Mattin Bast as. etwo
Phikips Sermean, #.0 Program BS Max Thacker
Hematopathology = BS
Timolty Gromnar, M.[r
Radiology: Data Mana
h ; gerf IT ypporl
Jennifer Qlivelo, MB. ; s
Radlatlon Oncology: Creg McFaddan, M 5.
Charles Enke, M '

Team Members:

Fausto Loberiza MD, MS, Principal Investigator and Team Leader — Dr. Loberiza is Professor
in the Section of Oncology/Hematology, Department of Internal Medicine at the UNMC. In
this project, Dr. Loberiza will have the following roles;

a) Manage and sustain the organization of the project, b) Hold weekly meetings with
study personnel {(Program Coordinator, Data and Tissue Coordinator, Data /IT
Manager, and IT support person) to discuss, trouble shoot problems related to study
implementation, enrolment procedure, data collection, IT related issues, tissue
processing and handling of all medical records and radiographic tests.,

b) Manitor the day to day activities related to all aspects of study conduct,

c} Hold monthly meetings with multidisciplinary team and quarterly meetings with
Advisory Board to report progress of studies, as well as discuss ways to improve study
implementation. Use these meetings to solicit ideas to problem sclve or correct study
deficiencies,

d} Obtain updated IRB approvals as it relates to additional information required of study,

e) Actas main contact person for all inquiries related to study; maintain in close contact
with participating community oncologists and their respective data coordinators. Be
responsible for updating the Standard Operating Procedures of the NLSG as it relates
to this study,

f} Work with T support person and Program Coordinator to create study website,

g) Work with data manager regarding formats and coding of new variables to be
collected as part of the study, as well as discuss design of study specific database /
dataset,

h) Work with Program Coordinator regarding weekly case list for discussion in the case
conference,

i)  Work with lymphoma experts to make sure formats of case conference are done in a

consistent mannet,
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j)  Abstract outcomes data related to severe medical service utilization and treatment-
related complications from medical records,

k) Supervise IT support person regarding audio and video requirements during weekly
case conferences; making sure recorded videos are posted on time,

[} Create summary reports of weekly case conferences and making sure they are posted
on time on the study website,

m) Create Consultation Hotline schedule for lymphoma experts with the help of the
Program Coordinator,

n} Work with Biostatistician regarding all aspects of study analysis,

0) Lead team in study presentations, dissemination, and publications,

p) Be responsible for yearly progress reports, as well as final report, and

q) Be responsible for the ethical and responsible conduct of implementing, analyzing,
and publishing results of the study.

Dr. Julie Vose will take on project leadership if Dr. Loberiza becomes unable to maintain his
responsibilities. She will also be responsibie for creating the weekly case list with the help of
NLSG clinical research coordinator when Dr. Loberiza is on vacation.

Multidisciplinary Team of Experts:

Lymphoma Experts: Julie M. Vose, MD, James O. Armitage, MD, and Philip J. Bierman, MD.
Hematopathologist: Timothy Greiner, MD

Radiation Oncologist: Charles A. Enke, MD

Radiologist; Jennifer M. Oliveto, MD

This team will act as the university-based multidisciplinary team members who will act as
resource people during the MCC. Lymphoma experts will rotate as facilitator of the MCC and
provide consultations on a rotating basis. They will also update the group of current clinical
trials, and provide insights of treatment toxicities and complications, They will review
summary sheets of treatment plans prior to posting to study website. Hematopathologist will
examine all tissue samples and provide pathological diagnosis using all immunostains and
processes needed. Other expert members of the team will act as consultants during the MCC
and will be sought for their expertise in arriving at diagnosis and planning of outcomes.

Biostatistician: Jane L. Meza, Ph.D

Dr. Meza is Director of the Center for Collaboration on Research, Design and Analysis at
UNMC. She is also the Co-Director of the Biostatistics Shared resource of the Eppley Cancer
Center. She will work closely with Dr. Loberiza to make sure that data collected are coded and
collected properly. She will meet with Dr. Loberiza as often as needed and be present during
quarterly meetings with the Advisory Team in reviewing procedures and challenges the team
may experience in the execution of the study plan.

Advisory Panel: To be determined.

Two members with expertise in technology-based intervention and health outcomes /
disparity research will be identified to serve as a scientific advisory board that can be
consulted for ideas as we proceed in the proposed project. The panel is also expected to
review progress of the study and provide insights in trouble shooting siudy related problems.

15|Page



Center for Continuing Education:

Lois Colburn: Under the direction of Ms. Colburn, the Center will be responsibie for the
monitoring and evaluation of the educational components of the EXTEND Program, as well its
accreditation. While it reports under Dr. Loberiza, it will be an independent entity and will
supervise the evaluation of the program implementation. Ms. Colburn will also be an active
member of the implementation and evaluation team.

Study Implementation and Data Collection Personnel

Martin A. Bast, BS ~ Project Coordinator — Mr, Bast currently serves as the clinical research
coordinator of NLSG and has been in-charge of all its data collection activities since it started
in 1985, He has also over the years developed knowledge and skills in dealing with the
technical aspects of lymphoma. He coordinates with other coordinators from 9 other sites
who are members of the NLSG making sure all data source documents, and biannual follow-
ups are sent to the NLSG site in time. He will continue to do this work as part of this study. He
will coordinate the list of cases to be discussed in the MCC on a weekly basis, Mr. Bast will
help in the creation of the summary of all MCC and be responsible for posting it on the study
website. Mr. Bast will report to Dr. Loberiza on a bi-weekly basis activities related to this
project.

Kim Klinetobe, BS — Data Coordinator — Ms. Klinetobe has over 8 years of experience as data
coordinator and will be responsible for all activities related to obtaining data of patients
discussed in the MCC, including data abstraction, follow-up and processing. She will also be
responsible for handling all radiological films or disc copies for MCC presentation.

Shelley Lewis, BS — Tissue coordinator — Ms. Lewis will be responsible for all activities related
to the handling of tissue specimens of cases discussed in the MCC. She will work closely with
Dr. Greiner.

Greg McFadden - Data Manager / IT Support — Mr. McFadden will be responsible for the
creation of study specific database, website and data processing for analysis.

Max Thacker, BS — IT Head Nebraska Statewide Telehealth Network. — Mr. Thacker is in
charge of the telehealth network and will assist in the setting of all networks to be used in the
broadcast of the MCC, He will also be responsible for all technical enhancements of the MCC
broadcasts.,
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| UMIVERSITY OF NEBRASKA MEDICAL CENTER urmec.edu

February 22, 2014

Dr. Fausto Loberiza

Division of Hematology/Oncology
Department of Internal Medicine
University of Nebraska Medical Center
987680 Nebraska Medical Center
Omaha, NE 68198-7680

Re: "Community Extended Case Conference to Improve Lymphoma Care"

Dear Fausto,

I enthusiastically support your application and invitation to serve as co-investigator, T will
participate in all of your planned multidisciplinary case conferences and serve as a lymphoma
expert. Based on my review of your application, I think you have planned for an innovative
study that will be appreciated by community oncologists and more importantly, can improve the
care and outcomes of lymphoma patients in general. I will also take over your leadership
responsibilities as study PI when called to do so. I will participate in reviewing cases for
relevant clinical outcomes and attend all discussions regarding study implementation and data
interpretation. As the Chief of the Division of Hematology/Oncology at the University of
Nebraska Medical Center (UNMC) and the Medical Director for Oncology Services at the
Nebraska Medical Center, I will assure that adequate support through the division resources be
made available to you as needed to support this project.

I feel your background in health services and population-based research is ideal to support the
EXTEND Program. Since we practice in a state that is predominantly rural, your planned study
should benefit a wide range of patients with lymphoma. T also view it as a way to guarantee
patients the highest standard of care.

I wish you success in moving forward with the project.
Sincerely,
Cuta Vo
Julie M., Vose, M.D.
Neumann M. and Mildred E. Harris Professor

Chief, Division of Hematology/Oncology
Professor of Medicine

987680 Nebraska Medical Center / Omaha, NE 68198-7680 N BIVERSITYI%B,
Phone: 492-559-3848 / Fax: 402-559-6520 e .
Medical Center
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February 24, 2014

Dr. Fausto Loberiza

Division of Hematology/Oncology
Department of Internal Medicine
University of Nebraska Medical Center
987680 Nebraska Medical Center
Omaha NE 68198-7680

Phone: 402-559-5166

Fax: 402-559-6520

Dear Fausto,

It is with great enthusiasm that I support your grant application entitled: "Community
Extended Case Conference to Improve Lymphoma Care”, Your proposal to set-up a
multidisciplinary case conference dedicated to planning of treatment for patients with
lymphoma that are seen by community oncologists in the state of Nebraska, outstandingly
complements our efforts at The Nebraska Lymphoma Study Group. As you may know, this

is the kind of project I envisioned the NLSG would get involved in when I helped founded

it over 25 years ago, The EXTEND program you have envisioned can potentially change how
we best interact with our colleagues in the community. I am particularly excited by it's
potential to improve lymphoma outcomes,

You have assembled a pool of investigators who have an outstanding track record in the
clinical care of cancer patients and health services research, I have no doubt that the
program will flourish under your leadership and the support that will be made available to
you at UNMC. As member of the lymphoma expert team in your application, I will
participate in the case conferences and assist in abstracting critical adherence data and
clinical outcomes from patients records. I will also participate in discussions related to
study implementation and data analyses.

I am excited to work with you on this project and wish you the best in all your endeavors.
Sincerely,

K et j%{ "p/) %
¥
Jahes O, Armitage, M3,

Professor of Medicks

987680 Nebraska Medical Center / Omaha, NE 68198-7680 N B‘"VERS”Yl%a‘
Phone: 402-559-3848 / Fax: 402-559-6520 e 1
Medical Center
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February 24, 2014

Dr. Fausto Loberiza

Division of Hematology/Oncology
Department of Internal Medicine
University of Nebraska Medical Center
987680 Nebraska Medical Center
Omaha NE 68198-7680

Phone: 402-559-5166

Fax: 402-559-6520

Dear Fausto,

I am pleased to participate as co-investigator in your grant application entitled:
“Community Extended Case Conference to Improve Lymphoma Care”. As a
member of the lymphoma expert team you have organized, I will participate in the
discussion of cases during the conferences and help extract information from patients
records related to your proposed study outcomes. I will also attend meetings tackling
issues related to the implementation of your study design and give advice as I see fit.
1 also look forward to giving my inputs when data are ready for interpretation.

I believe the use of our current multidisciplinary case conferences have helped improve
the care of lymphoma patients we see at the university, and I am delighted to see how this
translates in to the community. In my opinion, the project you proposed is significant and
has the potential to be applied in all types of malignancies. It can represent a new way on
how us in the university can help the most in assuring equal outcomes for cancer patients
regardless of where they live.

1 am sure your enthusiasm and leadership would bring success to this project and I ook
forward to more interactions with you and the team you have assembled.
Sincerely,

s

Philip Bierman, MD
Professor of Medicine

987680 Nebraska Medical Center / Omaha, NE 68198-7680 N bWVERS'TY%
Phone: 402-559-5520 / Fax: 402-559-6520 e !
Medical Center
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Timothy C. Greiner, M.D,
Department of Pathology and Microbiology
983135 Nebraska Medical Center

Omaha, NE 68198-3135

Telephone: 402/559-8707 Fax: 402/559-6018
Email; tgreiner@unme.edu

PATHOLOGY AND MICROBIOLOGY
February 24, 2014

Dr. Fausto Loberiza

Section of Hematology/Oncology
Department of Internal Medicine
University of Nebraska Medical Center
987680 Nebraska Medical Center
Omaha NE 68198-7680

Phone: 402-559-5166

Fax: 402-559-6520

Dear Fausto,

1 am delighted to be a co-investigator in your study entitled: "Community Extended Case

Conference to Improve Lymphoma Care". Specifically, I am happy to be hematopathologist in-charge of
performing confirmatory tests on cases submitted to us as part of the study. As Chief of Hematopathology at
UNMC, I assure you that tissues submitted to us will be handled as priority and with due care so they can be
presented during our scheduled multidisciplinary case conference on time. I will be happy to attend the
scheduled conferences and give my clinical impression of the case based on best evidence available. As you
know, the role of the pathologist in the multidisciplinary case conference is essential as proper treatment starts
from correct diagnosis, I will perform my role with due diligence. I also look forward to extensive discussion
with other members of the excellent team you have assembled.

Thank you for the opportunity to be a part of a project that I know will contribute to the improvement of
outcomes of patients with lymphoma.

Sincerely,

Timothy C. Greiner, M.D.
Director of Hematopathology
Professor of Pathology and Microbiology

983135 Nebraska Medical Center / Omaha, NE 68198-3135 N B"VERS'T*RFa
Phone: 402-559-8707 / Fax: 402-559-6018 e _
Medical Center
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February 24, 2014

Dr. Fausto Loberiza

Division of Hematology/Oncology
Department of Internal Medicine
University of Nebraska Medical Center
987680 Nebraska Medical Center
Omaha NE 68198-7680

Phone: 402-559-5166

Fax: 402-559-6520

Dear Fausto,

I am writing this letter in support of your application entitled: "Community Extended Case
Conference to Improve Lymphoma Care”. T am delighted to be part of your investigative

team and act as project Biostatistician. Based on discussions and planning of your

proposal, I believe we have put forward a sound scientific study that in my opinion can

have a significant impact on the health, As Director of the Center for Collaboration of

Research Design and Analysis, you have my utmost commitment that the facilities and

resources we have shall be made available to you in all aspects of your study implementation,
data acquisition and data analysis. I also look forward to attending any team meetings you

will schedule as we discuss approaches to different study issues that may ensue as we implement
the study design, especially those that pertain to data analysis,

Thank you inviting me to be a part of your team and I know that this will be a productive
partnership,

Sincerely,

[t

Jane Meza, Ph.D

Professor

Director of Center for Collaboration of Research and Design and Analysis
Interim Chair, Department of Biostatistics

084375 Nebraska Medical Center / Omaha, NE 68198-4375 N bW'VERSWI%a'
Phone: 402-559-4112 / Fax: 402-559-7259 e '
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February 23, 2014

Dr. Fausto Loberiza

Section of Hematology/Oncology
Department of Internal Medicine
University of Nebraska Medical Center
587680 Nebraska Medical Center
Omaha NE 68198-7680

Phone: 402-559-5166

Fax: 402-559-6520

Re: “Community Extended Case Conference to Improve Lymphoma Care”

Dear Fausto,

I am delighted to be a co-investigator in your NIH proposed study. Specifically, [ am happy to participate
in the multidisciplinary case conferences and act as the team radiation oncologist, As you know, I have
participated in a similar role during the weekly Lymphoma Multidisciplinary Team Conference here at
UNMC and I believe that the discussions related to the diagnosis and treatment plan of these cases
significantly impact the patient's outcomes. I am truly excited to be part of the team and look forward to
supporting and enhancing this conference in expanded venues. As Chairman of the Department of
Radiation Oncology, I would also endorse your project to other faculty and trainees which would allow
them to learn from this process. I commend your efforts in organizing the team and reinforcing the role of
the team approach in securing better outcomes for our patients,

Thank you for letting me be part of the team and I look forward to our further discussions.

Sincerely,

Charles A. Enke, M.D,
Professor & Chairman

Department of Radiation Oncology
UNMC

987521 Nebraska Medical Center / Omaha, NE 68198-7521 N B*'VERS”Y%
Phone: 402-552-3844 / Fax: 402-552-3926 e '
Medical Center
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DEPARTMENT OF RADIOLOGY
February 22, 2014

Dr. Fausto Loberiza

Division of Hematology/Oncology
Department of Internal Medicine
University of Nebraska Medical Center
987680 Nebraska Medical Center
Omaha, NE 68198-7680

Re: "Community Extended Case Conference to Improve Lymphoma Care"

Dear Fausto,

[ am delighted to be a co-investigator in your proposal referenced above. Specifically, I

will be part of your multidisciplinary team of experts in your planned case conferences and act
as the team's expert radiologist, In this role, I will review all clinical and radiographs submitted
to us from patients seen in the community and give my independent clinical impression of the
case presented so it may help in the planning of appropriate treatment of the patient. I believe
my clinical training and extensive experience with reading CT, MRI and other radiological
modalities will help in this project. 1 also have the expertise of many colleagues in the
Department of Radiology at UNMC available and who we can seek opinions when needed.

I look forward to interacting with you and the team as we move forward.

Sincerely,

Jenmifer M, Ofivelo, Ml
Assistant Professer of Radiology

981045 Nebraska Medical Center / Omaha, NE 68198-1045 N B“VERS”Y%
Phone: 492-559-1010 / Fax: 402-559-1011 e .
Medical Center





