Supplementary material

Table S1.- Participant profile.
	Variable 
	N=81

	Position, n (%)
- Consultant
- Head of Department
- Intern/Resident/Fellow (heme-onc)
- Transplant Physician
- Other: Physician
- Study Coordinator
	
47 (58)
21 (26)
9 (11)
2 (3)
1 (1)
1 (1)

	Country, n (%)
- Spain
- United Kingdom 
- Italy
- Germany
- Belgium
- France
- Poland
- Switzerland
- Czech Republic
- Israel
- Luxembourg
- Netherlands
- Portugal
	
21 (26)
15 (19)
14 (17)
8 (10)
5 (6)
5 (6)
4 (5)
3 (4)
2 (3)
1 (1)
1 (1)
1 (1)
1 (1)

	Type of center, n (%)
- CART-infusing center
- Referral center
	
77 (95)
4 (5)

	Patients treated with CAR T-cells, n (%)
- 1-25
- 26-50
- 51-100
- 101-150
- Over 150
- Missing
- Not applicable (referral site)
	
27 (35)
14 (18)
12 (16)
10 (13)
11 (14)
3 (4)
4

	Patients with MCL treated with CAR T-cells, n (%)
- 0
- 1-9
- 10-20
- 21-30
- Over 30
- Missing
- Not applicable (referral site)
	
6 (8)
48 (62)
15 (19)
2 (3)
3 (4)
3 (4)
4



Table S2.- Full results of the online survey.
	Your profession
	 
	N = 81

	
	Consultant
	47 (58%)

	
	Head of Department
	21 (25.9%)

	
	Intern/Resident/Fellow (hem-onc)
	9 (11.1%)

	
	Other: hematologist, in lead of cellular immunotherapy program (CAR T & stem cell transplantation)
	1 (1.2%)

	
	Other: Physicians
	1 (1.2%)

	
	Other: Transplant Physician
	1 (1.2%)

	
	Study Coordinator
	1 (1.2%)

	Country
	 
	N = 81

	
	Spain
	21 (25.9%)

	
	United Kingdom
	15 (18.5%)

	
	Italy
	14 (17.3%)

	
	Germany
	8 (9.9%)

	
	Belgium
	5 (6.2%)

	
	France
	5 (6.2%)

	
	Poland
	4 (4.9%)

	
	Switzerland
	3 (3.7%)

	
	Czech Republic
	2 (2.4%)

	
	Israel
	1 (1.2%)

	
	Luxembourg
	1 (1.2%)

	
	Netherlands
	1 (1.2%)

	
	Portugal
	1 (1.2%)

	Do you work in a referral or in an infusing center?
	 
	N = 81

	
	I work in a CART-infusing center
	77 (95.1%)

	
	I work in a referral center
	4 (4.9%)

	If you work in an infusing center, how many patients have you treated with CAR T-cells, in any indication? 
	 
	N = 77

	
	[1-25]
	27 (35.1%)

	
	26-50
	14 (18.2%)

	
	51-100
	12 (15.6%)

	
	101-150
	10 (13%)

	
	>150
	11 (14.3%)

	
	missing
	3 (3.9%)

	
	not applicable (referral site)
	4

	If you work in an infusing center, how many patients with mantle cell lymphoma have you treated with CAR T-cells? 
	 
	N = 77

	
	0
	6 (7.8%)

	
	[1-9]
	48 (62.3%)

	
	[10-20]
	15 (19.5%)

	
	21-30
	2 (2.6%)

	
	>30
	3 (3.9%)

	
	missing
	3 (3.9%)

	
	not applicable (referral site)
	4

	If you work in a referral site, when do you get in contact with your infusing center to discuss a potential candidate? 
	
	N = 4

	
	In case of disease progression after two or more lines of systemic therapy, including a BTK inhibitor (per EMA label %)
	1 (25%)

	
	When the patient has disease progression after first line of therapy and has initiated treatment with a BTKi, if adverse prognostic factors (high-risk patients %); for low-risk patients I wait for the patient to progress to a BTKi before referral
	2 (50%)

	
	When the patient has disease progression after first line of therapy and has initiated treatment with a BTKi
	1 (25%)

	
	not applicable (infusing site)
	77

	Some patients have a very aggressive disease after progression to a BTKi. Do you always consider CART as the best treatment option after progression to chemotherapy and a BTKi? 
	
	N = 81

	
	In patients with rapid disease progression, I favor clinical trials or other off-the-shelf treatment options, as an alternative to CART
	7 (8.6%)

	
	In patients with rapid disease progression, I favor salvage chemotherapy and an allogeneic stem cell transplant
	1 (1.2%)

	
	We do not use BTKi before CAR T cell therapy
	1 (1.2%)

	
	Yes, very rarely do I consider other treatment options before CART
	72 (88.9%)

	For the holding and/or bridging planning of MCL patients who will move forward to CART: 
	 
	N = 81

	
	I don't follow any specific guidelines, I manage each patient according to their individual profile 
	60 (74.1%)

	
	I follow the ZUMA-2 clinical trial guidelines 
	9 (11.1%)

	
	I follow national (local %) guidelines
	12 (14.8%)

	Is your holding and/or bridging treatment different according to the presence of high-risk factors (TP53 mutation, blastoid morphology, high Ki-67? %)?
	
	N = 81

	
	Yes, patients with adverse prognostic factors receive a different holding/bridging to low-risk patients 
	55 (67.9%)

	
	No, I do not consider this when planning holding/bridging therapy 
	26 (32.1%)

	Per EMA label, patients require disease progression after BTKi therapy to be CART candidates. What do you do with the BTKi prior to leukapheresis?
	 
	N = 81

	
	I do not stop ibrutinib prior to apheresis, I maintain it through the holding and bridging period. 
	24 (29.6%)

	
	I always switch to another BTKi (e.g. pirtobrutinib). I do not stop the novel BTKi before apheresis for the washout period.
	3 (3.7%)

	
	I always switch to another BTKi (e.g. pirtobrutinib). I stop the novel BTKi before apheresis for the washout period.
	2 (2.5%)

	
	I stop ibrutinib a few days before apheresis, to complete washout. After apheresis, I resume it.
	41 (50.6%)

	
	None of these previous answers
	11 (13.6%)

	Do you consider venetoclax as a drug of choice in the management of holding and/or bridging therapy?
	
	N = 81

	
	I don't use it due to increased hematological toxicity. 
	6 (7.4%)

	
	I don't use it due to other reasons 
	29 (35.8%)

	
	I don't use it because it requires a ramp-up until reaching optimal dose.
	3 (3.7%)

	
	Yes, in combination with a BTKi (Ibrutinib or other )
	31 (38.3%)

	
	Yes, in combination with other agents
	9 (11.1%)

	
	Yes, in monotherapy
	3 (3.7%)

	If you use venetoclax during holding treatment (pre-apheresis %), do you stop it before apheresis to complete the recommended washout period (>5 days %)?
	 
	N = 81

	
	I do not use venetoclax prior to apheresis 
	43 (53.1%)

	
	No, I maintain it through apheresis
	3 (3.7%)

	
	Yes
	25 (30.9%)

	
	Yes, but with a shorter washout (< 5 days)
	10 (12.3%)

	If you use venetoclax during holding and/or bridging treatment, do you usually complete the ramp-up to the full dose?
	 
	N = 81

	
	No, due to hematological toxicity
	11 (13.6%)

	
	No, for other reasons
	33 (40.7%)

	
	Yes
	37 (45.7%)

	What is your holding/bridging treatment of choice for MCL patients with high-risk features (TP53 mutation, blastoid morphology, high ki-67 %)?
	
	N = 81

	
	Maintain Ibrutinib  |Maintain ibrutinib and add chemotherapy
	2 (2.5%)

	
	Stop the BTKi and use only chemotherapy  
	9 (11.1%)

	
	Maintain Ibrutinib  
	3 (3.7%)

	
	Stop the BTKi and use only chemotherapy  |Other: R-Lenalidomide, Bortezomib, Temsirolimus
	2 (2.5%)

	
	Maintain Ibrutinib  |Change ibrutinib to another BTKi (e.g. pirtobrutinib )
	1 (1.2%)

	
	Add venetoclax to ibrutinib/pirtobrutinib
	19 (23.5%)

	
	Add venetoclax to ibrutinib/pirtobrutinib|Triple combination: venetoclax + BTKi + chemotherapy
	1 (1.2%)

	
	Change BTKi (e.g. pirtobrutinib) and add chemotherapy
	4 (4.9%)

	
	Change BTKi (e.g. pirtobrutinib) and add chemotherapy|Triple combination: venetoclax + BTKi + chemotherapy
	1 (1.2%)

	
	Change ibrutinib to another BTKi (e.g. pirtobrutinib )
	9 (11.1%)

	
	Change ibrutinib to another BTKi (e.g. pirtobrutinib)|Add venetoclax to ibrutinib/pirtobrutinib
	4 (4.9%)

	
	Change ibrutinib to another BTKi (e.g. pirtobrutinib)|Change BTKi (e.g. pirtobrutinib ) and add chemotherapy
	2 (2.5%)

	
	Change ibrutinib to another BTKi (e.g. pirtobrutinib)|Maintain ibrutinib and add chemotherapy
	2 (2.5%)

	
	Change ibrutinib to another BTKi (e.g. pirtobrutinib)|Other: R-Lenalidomide, Bortezomib, Temsirolimus
	3 (3.7%)

	
	Maintain ibrutinib and add chemotherapy
	6 (7.4%)

	
	Maintain ibrutinib and add chemotherapy|Add venetoclax to ibrutinib/pirtobrutinib
	5 (6.2%)

	
	Maintain ibrutinib and add chemotherapy|Change BTKi (e.g. pirtobrutinib ) and add chemotherapy
	1 (1.2%)

	
	Maintain ibrutinib and add chemotherapy|Triple combination: venetoclax + BTKi + chemotherapy
	1 (1.2%)

	
	Other: R-Lenalidomide, Bortezomib, Temsirolimus
	4 (4.9%)

	
	Triple combination: venetoclax + BTKi + chemotherapy
	2 (2.5%)

	What is your holding/bridging treatment of choice for MCL patients without high-risk features (TP53 mutation, blastoid morphology, high ki-67 %)?
	 
	N = 81

	
	Maintain Ibrutinib 
	17 (21%)

	
	Stop the BTKi and use only chemotherapy  |Other: R-Lenalidomide, Bortezomib, Temsirolimus
	1 (1.2%)

	
	Maintain Ibrutinib |Change ibrutinib to another BTKi (e.g. pirtobrutinib )
	5 (6.2%)

	
	Change ibrutinib to another BTKi (e.g. pirtobrutinib )|Stop the BTKi and use only chemotherapy  
	2 (2.5%)

	
	Stop the BTKi and use only chemotherapy  
	11 (13.6%)

	
	Maintain Ibrutinib |Other: R-Lenalidomide, Bortezomib, Temsirolimus
	2 (2.5%)

	
	Maintain Ibrutinib |Maintain ibrutinib and add chemotherapy
	3 (3.7%)

	
	Add venetoclax to ibrutinib/pirtobrutinib
	13 (16%)

	
	Change BTKi (e.g. pirtobrutinib) and add chemotherapy
	1 (1.2%)

	
	Maintain Ibrutinib |Stop the BTKi and use only chemotherapy  
	2 (2.5%)

	
	Maintain Ibrutinib |Add venetoclax to ibrutinib/pirtobrutinib
	2 (2.5%)

	
	Add venetoclax to ibrutinib/pirtobrutinib|Stop the BTKi and use only chemotherapy  
	1 (1.2%)

	
	Change BTKi (e.g. pirtobrutinib) and add chemotherapy|Triple combination: venetoclax + BTKi + chemotherapy
	1 (1.2%)

	
	Change ibrutinib to another BTKi (e.g. pirtobrutinib )
	8 (9.9%)

	
	Change ibrutinib to another BTKi (e.g. pirtobrutinib )|Change BTKi (e.g. pirtobrutinib ) and add chemotherapy
	1 (1.2%)

	
	Change ibrutinib to another BTKi (e.g. pirtobrutinib )|Maintain ibrutinib and add chemotherapy
	3 (3.7%)

	
	Maintain ibrutinib and add chemotherapy
	3 (3.7%)

	
	Other: R-Lenalidomide, Bortezomib, Temsirolimus
	4 (4.9%)

	
	Maintain ibrutinib and add chemotherapy|Stop the BTKi and use only chemotherapy  
	1 (1.2%)

	If you use chemotherapy in the holding/bridging therapy, which is your regimen of choice?
	 
	N= 81

	
	Cyclophosphamide-based chemotherapy (CHOP, CVP, cyclophosphamide-prednisone %)
	9 (11.1%)

	
	I do not use a chemotherapy in holding/bridging therapy
	6 (7.4%)

	
	Other
	3 (3.7%)

	
	Other: Ara-C based
	1 (1.2%)

	
	Other: cytarabine
	1 (1.2%)

	
	Other: DHAP or R-high dose cytarabine, in patients in whom disease is progressing rapidly or not responding to venetoclax+BTKi
	1 (1.2%)

	
	Other: R-GEMOX or R-BENDAMUSTINE or Cyclophosphamide-based chemotherapy
	1 (1.2%)

	
	R-BAC
	26 (32.1%)

	
	R-Bendamustine
	6 (7.4%)

	
	R-GEMOX
	23 (28.4%)

	
	VR-CAP
	4 (4.9%)

	Considering the published data on the negative impact of bendamustine exposure pre-apheresis for CART outcomes, what is your current practice regarding this agent? 
	 
	N = 81

	
	I use it sometimes in the first line, prior to BTKi. I avoid it in the relapsed setting and as holding therapy (pre-apheresis )
	43 (53.1%)

	
	The published data has not changed my practice, I use bendamustine if needed for disease control
	3 (3.7%)

	
	With the current evidence, I never use it
	35 (43.2%)

	Do you consider the option of radiotherapy for holding/bridging in MCL?
	 
	N = 81

	
	Yes, it's my first choice, if feasible
	26 (32.1%)

	
	Sometimes, but I usually prefer a systemic regimen
	50 (61.7%)

	
	I never consider radiotherapy, I prefer a systemic treatment
	5 (6.2%)

	Currently, there are trials exploring the combination of ibrutinib with CAR T-cells in MCL (e.g. TARMAC %). What is your approach to BTKi during CAR T-cell infusion?
	 
	N = 81

	
	Maintain through the CART infusion, until the patient achieves a complete or partial response
	6 (7.4%)

	
	Maintain through the CART infusion, until 3-6 months after infusion (irrespective of the response )
	1 (1.2%)

	
	Maintain through the CART infusion, until 3-6 months after infusion in high-risk patients (irrespective of the response )
	1 (1.2%)

	
	Maintain through the CART infusion, until the patient achieves an MRD negative assessment
	3 (3.7%)

	
	Stop 1-2 days prior to LDC (lymphodepleting chemotherapy )
	56 (69.1%)

	
	Stop 1-2 days prior to the CART infusion (maintain during LDC )
	14 (17.3%)

	If you use venetoclax during holding/bridging therapy (monotherapy or in combination %), when do you stop this agent?
	 
	N = 81

	
	Maintain it during LDC and stop it 4-5 days prior to CART infusion
	7 (8.6%)

	
	Stop it 4-5 days prior to LDC 
	73 (90.1%)

	
	Maintain it through CART infusion, until achieving a response (CR or PR)
	1 (1.2%)






Table S3.- List of survey participants. 
	PI Name
	Center

	Michele Malagola
	USD Trapianti di Midollo, Adulti*

	Christoph Schmid
	Klinikum Augsburg

	Olivier Hermine
	Hospital Necker Adults

	Ron Ram
	Tel Aviv Sourasky Medical Center

	Jakob Passweg
	University Hospital | Basel

	Jane Apperley
	Imperial College Hammersmith London

	Montserrat Rovira
	Hospital Clínic Barcelona

	Philippe Lewalle
	Institut Jules Bordet

	Massimiliano Gambella
	IRCCS Ospedale Policlinico San Martino

	Emma Nicholson
	Royal Marsden Hospital*

	Urban Novak
	University Hospital Bern

	Ben Carpenter
	University College London Hospital

	Alessandro Busca
	S.S.C.V.D Trapianto di Cellule Staminali

	Xavier Poire
	Cliniques Universitaires St. Luc*

	Adrián Alegre Amor
	Hospital de la Princesa Madrid

	Concepción Herrera Arroyo
	Hospital Reina Sofia

	Mercedes Colorado
	Hospital U. Marqués de Valdecilla

	Andrew Clark
	Glasgow Royal Infirmary

	Toby Eyre & Katerina Panopoulou
	Oxford Radcliffe

	Friedrich Stolzel
	University Medical Center Schleswig-Holstein, Campus Kiel

	Thomas Schroeder
	University Hospital | Essen

	Yves Chalandon
	Departement d'Oncologie, Service d'Hematologie

	Matthew Collin
	RVI Newcastle

	David Beauvais
	CHU de Lille

	Carlos Solano Vercet
	Hospital Clínico de Valencia

	G. Teixeira
	Inst. Portugues Oncologia

	Hopcyn Jones
	Cardiff University Hospital of Wales & Swansea

	Riccardo Saccardi
	Azienda Ospedaliera Universitaria Careggi

	Simona Sica
	Universita Cattolica S. Cuore*

	Andres Sanchez Salinas
	Hospital Universitario Virgen de la Arrixaca

	Edgar Jost
	University Hospital Aachen

	Chiara de Philippis
	Istituto Clinico Humanitas

	Javier de la Serna
	Hospital Universitario 12 de Octubre

	Caroline Besley
	University Hospitals Bristol and Weston NHSFT

	María Carmen Albo López
	Hospital Alvaro Cunqueiro - Complejo Hospitalario Universitario de Vigo

	Cristina Diaz de Heredia
	Hospital Vall d'Hebrón (Pediatria)

	Sebastian Giebel
	Department of Bone Marrow Transplantation and Oncohematology

	Muhammad Saif
	Clatterbridge Cancer Centre Liverpool

	Marion Subklewe
	Klinikum Grosshadern

	Peter Dreger
	University of Heidelberg

	Jaroslaw Dybko
	Department of Hematology and Transplantology of Lower Silesian Center of Oncology

	Matthias Klammer
	St. George's Hospital London

	Tom van Meerten
	University Medical Center Groningen (UMCG)

	Gerald Wulf
	Universitaetsklinikum Goettingen

	Ludek Raida
	Olomouc University Hospital

	Massimo Martino
	Grande Ospedale Metropolitano Bianchi Melacrino Morelli - Centro Unico Trapianti A. Neri

	Izaskun Zeberio
	Hospital Universitario Donostia

	Nicola Mordini
	Az. Ospedaliera S. Croce e Carle

	Anna Torrent
	ICO-Hospital Universitari Germans Trias i Pujol

	Anabelle Chinea
	Hospital Ramon y Cajal

	Paolo Corradini
	University of Milano

	Fabio Benedetti
	Azienda Ospedaliera Universitaria Integrata Verona

	Soledad González Muniz
	Hospital Universitario Central de Asturias

	A. Schmidt
	CHRU

	Cristina Castilla-Llorente
	Gustave Roussy Cancer Campus

	Helene Labussiere Wallet
	Centre Hospitalier Lyon Sud

	Maurizio Musso
	Ospedale La Maddalena - Dpt. Oncologico

	Deborah Richardson
	Southampton General Hospital

	Jennifer Byrne
	Nottingham City Hospital

	Pavel Jindra
	Charles University Hospital

	Leyre Bento
	Hospital Universitario Son Espases*

	Frederic Baron
	University of Liege

	Lucia López Corral
	Hospital Clínico de Salamanca

	Lidia Gil
	Poznan University of Medical Sciences

	Alberto Mussetti
	Institut Catala d'Oncologia - Hospital Duran i Reynals

	Victoria Potter
	Kings College Hospital London

	Jose Antonio Pérez-Simón
	Hospital Universitario Virgen del Rocío

	Harpreet Kaur
	Sheffield Royal Hallamshire

	Eva Wagner-Drouet
	University Medical Center Mainz

	Jan Zaucha
	University Clinical Centre in Gdansk

	Mi Kwon
	Hospital Gregorio Marañón

	Marco Ladetto
	H SS. Antonio e Biagio

	Sebastien Anguille
	Antwerp University Hospital (UZA)

	Sigrid De Wilde
	Centre Hospitalier de Luxembourg

	Pascual Fernández Abellán
	Hospital General Universitario Dr Balmis

	Gainza Eukene González
	Hospital de Galdakao


*Centers with 2 participants 
Abbreviation: PI, principal investigator in EBMT 
NOTE: Invitations to this survey were sent out to 205 EBMT centers, identified as those with reported CAR-T experience in adult patients with R/R mantle cell lymphoma.

