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Table 1. Patient characteristics Figure 5. Grade > 3 cytopenias with liso-cel and axi-cel from 30 + From 30 days after CAR T cell therapy infusion until start of next LOT,

days after infusion until next LOT or end of follow-up? numerically lower rates of grade > 3 anemia and thrombocytopenia were
reported for liso-cel versus axi-cel recipients, whereas rates of neutropenia
and leukopenia were similar (Figure 5)

» Use of bridging therapy was more common in patients receiving liso-cel than
those receiving axi-cel (74.0% vs 58.5%)

* Immunotherapy was the most commonly used bridging therapy overall, while
radiation therapy was more common with liso-cel and chemotherapy was

Introduction

« Use of CD19-directed CAR T cell therapies has transformed treatment of
patients with large B-cell lymphoma (LBCL)"2

Characteristic

Liso-cel Axi-cel
(n = 100) (n = 65)

Liso-cel (n = 100) | Axi-cel (n = 65)

Median (range) age, y 67 (23—84) 63 (28—80) : . . : : L : .. .
. Outpatient (OP) administration has the potential to improve access, reduce o . e - s more common with axi-cel (Table 2) Thg prloac;rt(;;ns 021‘3p?(’f/1ents with infections were also similar for liso-cel versus
health care resource utilization (HCRU), and lower costs; however, direct iz, [0 (51.0) (53.8) Thrombocvt , we b 043 axi-cel (19.0% V? 1%) , S ,
real-world data on safety, HCRU, and effectiveness of liso-cel and axi-cel Practice type? at infusion, n (%) Figure 3. CRS with liso-cel and axi-cel rombocytopenia el e ’ f\lovlver gro%)[t(lon %f %a’;yents recglv;ZgSl:/s)o-ce(ljvegsuigli(l(-cel :‘jda 17;”3
R evel,<7¢g n=5;53%vsn=9; 14.8%),and<8 g n=14; 14.7%
remain limited . . Community 26 (26.0) 13 (20.0) vs n = 15; 24.6%) after CAR T cell therapy infusion (Figure 6)
* Here, we report results of a retrospective study evaluating real-world HCRU, . 100 - P < 0.001 T , , _
clinical outcomes, and safety of lisocabtagene maraleucel (liso-cel), an Academic 72 (72.0) 48 (73.8) _ ' 0 - Similarly, fewer patients in the l‘SO'Ce_l group had > 1 plat.elet count of
autologous, CD19-directed, 4-1BB CAR T cell product, and axicabtagene T 2 (2.0) 4(6.2) 90 - 81 5 Anemia 8.0% 16.9% P=0.11 : 2(;,0;)(2/?& afte1rOC,?IZ 'I;(yc)ell therapy infusion than the axi-cel group
ciloleucel (axi-cel) in the OP setting for R/R LBCL 80 - ' N=/5 7.4% Vs N=1U; 10.77%
Median (range) length of follow-up, months 7.8 (0.03—45.4) 11.0 (0.1—-81.2) ) * For patients who were hospitalized within all 3 time points (3, 30, and 90 days
e S o Z 70 after infusion), the median length of stay for liso-cel and axi-cel was 8.0 and
Methods - » O 60 - Neutropenia 30.0% 33.8% P=0.88 12.0 days, respectively (Figure 7)
DLBCL, not otherwise specified (NOS) 89 (89.0) 51 (78.5) ‘é’_ « Overall, liso-cel recipients experienced a significantly (P < 0.05) lower
Study design HGBCL with double-/triple-hit 4 (4.0) 9 (13.8) :“_) 20 proppr’Fion of hospitalizations, shorter stays, and lower proportion of ICU
Figure 1. Data sources and inclusion/exclusion criteria Sl el Beael e 2 (2.0) 2 (3.1) 40 - 36.0 eukopents oo O oo admissions
30 - =0 48 - . . . . .
=\> Other 5 (5.0) 3 (4.6) Table 4. OS in patients treated with liso-cel or axi-cel
DATA SOURCES ‘@\. STUDY PERIOD 1 of ortains. (6 20 - P=0.035 , | | , | | |
Cell of origin®, n (%) o 60 40 20 0 20 40 60 06 extimates Liso-cel Axi-cel
US Flatiron Health electronic Germinal center B cell 41 (41.0) 30 (46.2) 2.0 4.6 Frequency, % (n = 100) (n = 65)
health record database (FHRD) Apr]l 1, 2022, to June 30, 2025 N inal B cell/ : d B cell 35 (35.0 18 (27.7 0 - ! aP values are by grade.
ongerminal center B cell/activated B ce (35.0) (27.7) Any-grade CRS Grade > 3 CRS® LOT, line of therapy. Survival probabilities at time point, % (SE)
. Index date (of CAR T cell therapy infusion) was on or before April 30, 2025, Missing 24 (24.0) 17 (26.2) . . .
INDEX PERIOD: to allow for > 2 months of follow-up before data cutoff on June 30, 20252 ECOG PS at CAR T cell th i fusi Y Flgure 6. Frequency of hemogIObln and platelet events by time 6 months 90.4 (3.5) 86.1 (4.6)
. cell therapy infusion, n (%) m Liso-cel m Axi-cel since CAR T cell therapy infusion o onth 8.7 (4.9 9 (6.9
INCLUSION CRITERIA® EXCLUSION CRITERIA 01 72 (72.0) 41 (63.1) months 7 (4.2) -2 (6.2)
. > 18 years of age « Lack of relevant unstructured documents in aNo grade 4 events of CRS were observed in patients treated with liso-cel or axi-cel. Hb < 7 g/dL? Hb < 8 g/dLb Platelet < 20 k/uL | |Platelet < 10 k/pL
3?5”9°S§30¥it§o'§fL.Zi§ ?E)ruétSlg(edCIé;[:(ngii tHhaZ ';"\'/RC?eii;rs;/ier‘{Vmar LBCL of the O 2/3-4 6(6.0) /0 10 (15.4) /0 100 » Early results show that OS at 9 months was 86.7% for liso-cel and 72.2% for
9- , . 1CD-10: , , ’ ; ; , . o : . . .. :
C85x, C86x, L88x, LI6x) as confirmed via Ifmstru)c/tured data Missing 22 (22.0) 14 (21.5) A Sl?mflgarchl{); lc;)w<e:)por(c))1portlon of liso-cel versus axi-cel recipients had axi-cel (Table 4)
Evidence of LBCL with an initial diagnosis Received off-specification CAR T cell therapy Received transplant before CAR T cell therapy any-grade ( ’ )
date on or after January 1, 2011 . . 0 . . . e .
Evidence of treatment with CAR T cell infusion, n (%) Fioure 4. ICANS with liso-cel and axi-cel 80 Table 5. PFS in patients treated with liso-cel or axi-cel
therapy for LBCL on or after January 1, 2011 Allogeneic 1(1.0) 0 (0.0) g :
Evidence of treatment with axi-cel or . Liso-cel Axi-cel
liso-cel for R/R LBCL Autologous 8 (8.0) 6 (9.2) PFS estimates (n = 100) (n = 65)
Received first CAR T cell therapy infusion .
with commercial liso-cel or axi-cel in an OP No evidence of transplant 91 (91.0) 28 (89.2) 100 - X 60 : e . o
o during th q od - Survival probabilities at time point, % (SE)
setting during the study perio Elevated LDH at CAR T cell therapy infusion, n (%) 00 §
e gL e Tollow o e, Paants drapie from the car enor o v chanies i the Harron ncoyor heh sior Yes 24 (24.0) 1 (16.9) S 6 months 72004) 61.9 (6.4)
are dropped from the Flatiron network, patients from those sites are no longer eligible for inclusion) or updated documentation 80 - ()
leading to patients no longer qualifying based on the inclusion/exclusion criteria; *For the HCRU analysis, only patients with > 3 No 47 (47.0) 19 (29.2) u“_ 40 9 months 66.1 (60) 57.9 (66)
months of elec’gromc heal.th regord actmty after.mdex d.ape were included. . o . . N 70 -
ICD-9, International Classification of Diseases, Ninth Revision; ICD-10, International Classification of Diseases, Tenth Revision Missin 29 (29 O) 35 (53 8) =
: : : : : - ' ' c 60 - P <0.001  Early results show that PFS at 9 months was 66.1% for liso-cel and 57.9% for
» This was a retrospective observational study using the Flatiron Health Presence of bulky diseasec at CAR T cell therapy d el (Table 5 ' '
oncology-specific electronic health record database that included patients infusion, n (%) g 50 - 44.6 20 axi-cel (Table 3)
diagnosed with R/R LBCL (Figure 1) Yes 68 (68.0) 43 (66.2) ' 40 -
* Primary objectives were to describe CAR T cell therapy—related AEs (cytokine P=0.045 :
.. : . No/Unknown 32 (32.0 22 (33.8
release syndrome [CRS], cytopenia, infections, and immune effector cell— ' _ ( .) . _ ( . ) 30 1 I ConCIUS]OnS
associated.neurotpxicity Syndrome [|CAN.S]) , AE management, .and HCRU . cé;igfg chhciacﬂci?)rclcfdnetet')rgtﬁulgi?wtc;yoaﬁ’aNcic.lli-t(ije?szlagfr}?lEgSegévr;?terwraf?rw]éfigéainsdcr?gilp;r:é ?Léiﬁ*ﬁ; rrmT:)l;|loti]tSzEle(|sC)]..al ﬁﬁ%@acdﬁnﬁlfsgfﬂgglcancer 20 - 14.0 20.0 0 e Patients treated with liso-cel demonstrated more favorable HCRU
among patients with R/R LBCL treated with liso-cel or axi-cel in an OP setting s are considered s community practice. "Cell of rigi desgnaton determined per the Hans algoritm. Presence of uly ' 1-1516-30 231 1-1516-30 231 1-1516-30 231  1-1516-30 = 31 outcomes compared with those treated with axi-cel, including fewer
e : + i i itive; IP, inpatient. 10 - e . : . ..
- Secondary objectives were to describe OS and PFS EBV, Epstein Barr virus positive; IF, inpatient 0 2.0 Days from CAR T cell therapy infusion to first cytopenia event hospitalizations and shorter inpatient stays after infusion
* Descriptive statistics were u§ed to analyze AE?‘ and HCRU - Baseline and disease characteristics between patients treated with liso-cel 0 | 2 B Liso-cel [ Axi-cel » Liso-cel was associated with a lower incidence of all-grade CRS and ICANS
« KM landmark survival analysis was used to estimate OS and PFS and axi-cel were broadly similar (Table 1) Any-grade ICANS Grade > 3 ICANS compared with axi-cel, suggesting a more manageable safety profile
- Median (range) age was 67 years (23—84) and 63 years (28—80), and the oAt loast 1 Hp ab result after CAR T cell therapy infusion < & 3/dL. from CAR T cell therapy infusion Untl next line or nd of follovi-u, » Treatment with liso-cel required significantly fewer interventions for
R It proportion with ECOG PS < 2 was 78.0% and 78.5%, respectively m Liso-cel m Axi-cel b, hemoglobin. immune-related AEs (eg, tocilizumab, corticosteroids) than axi-cel,
eSulLs + The proportion of patients with elevated LDH and DLBCL NOS was greater for . e e . . o indicating reduced treatment burden
Patients liso-cel versus axi-cel (LDH: 24.0% vs 16.9%; DLBCL NOS: 89.0% vs 78.5%) 0 grade 5 events of ICANS vere observed in patients treated with lso-cel. Figure 7. HCRU after CAR T cell therapy infusion » Early results suggest that PF5 at 9 months was comparable between
] o « A greater proportion of patients treated with liso-cel versus axi-cel received o . _ _ . 100 - T Liso-cel m Axi-cel N [ ey N Axi-cel ICU Hso-cel and ax1-§el, m.d1c.atmg s1m1lzi\r efficacy in disease control
Figure 2. Cohort attrition treatment in non-NCl—designated community centers (26.0% vs 20.0%) « A significantly lower proportion of liso-cel versus axi-cel recipients had hospitalization hospitalization N\ Liso-ce N\ Axi-ce e The data collec’qyely 1nd1cat§ tha.t liso-cel offers a more favorable safety
any-grade ICANS (P < 0.001) 90 - and resource utilization profile without compromising efficacy compared
Included in the FHRD CX‘R? 1?19t7 ted dataset for LBCL : Ao o with axi-cel
nctudaed in the cell—treate ataset 1or
Table 2. Bridging therapy Table 3. Inmune-related AE treatment management? 80 - P=0.04 76.7 e These findings support the feasibility of OP administration of CAR T cell
N = 1551 P=0.07 0.0 therapy as a treatment option for the management of R/R LBCL,
Had evidence of treatment with liso-cel or axi-cel for DLBCL; > 18 years of age at initial diagnosis of LBCL n =100 n =65 [ A | 70 1 65.0 61.6 alleviating the hospital-based burden of patients who receive CAR T cell
0 Liso-ce Xi-ce .
Immunotherapy, n (% o _ thera
n = 1548 Py 1 (%) (n=100) | (n=65) ® 60 | P=00 o
ST : Polatuzumab + BR, single-agent polatuzumab, >
vidence of primary DLBCL of the CNS ) - ) ; ) (@) 50.0
bispecific antibodies, or other (eg, brentuximab 34 (34.0) 15 (23.1) » S 50 - .
= vedotin, rituximab) Tocilizumab only, n (%) 11 (11.0) 11 (16.9) 3 References
Did not receive out of specification CAR T cell therapy Chemotherapy based, n (%) T . : - (120 21 (323 :’—: 40 A T o SK. ot al. Am ) Hematol 2025-100-236. 243
. . ocilizumab + steroid, n . . - Ihruvengadam Lk, et al. Am J Hemato ; 10U:£50—240.
CHOP = rituximab, EPOCH = rituximab, GemOx + 18 (18.0) 12 (20.0) (%) (12.0) (32.3) 27 4 2. Perales M-A, et al. Transplant Cell Ther 2022;28:546—559.
n =470 n=1034 rituximab, ICE + rituximab . 30 14/ _ _ P=0.1 3. Hansen DK, et al. Cancers 2023:15:5746.
d lv (d h h ) P =0.005 P=0.04
Patients receiving liso-cel in R/R LBCL Patients receiving axi-cel in R/R LBCL Targeted small molecules, n (%) Steroid only (dexamethasone or other), n (%) 3 (3.0) 9 (13.8) o b 0007 o 4. Perez A, et al. Front Immunol 15:1412002.
- B : 5. Hans CP, et al. Blood 2004;103:275—282.
I 0]0) n =65 Ibrutinib, lenalidomide + rituximab, venetoclax 6 (6.0) 0 Anakinra/Siltuximab + steroid, n (%) 0 1(1.5) 10.0 15.\\9 15'\2 § 6. c;‘:on BS, Zt al,ojocﬁn Oncol 2014:32:3059—3068.
Patients receiving liso-cel in Patients receiving axi-cel in ’ ? | 10 - ',ﬁ \ \\ 6.8 \
OP? setting OP2 setting Steroid, n (%) 0 4 (6.2) 14 \\ 14 \ 4.1‘ % % %
30P designation was based on how CAR T cell therapy infusion was coded. Radiation therapy, n (%) 19 (19.0) 7 (10.8) Tocilizumab + anakinra/siltuximab + SteI"Old, n (%) 2 (20) 5 (7-7) 0 - 3 S N\ ACkﬂOWledgmentS
. . . o . . rentment for r cords with adrmi o o o i star . 3 days 30 days 90 days Until next LOT or
* A t(j)t:laol3f 1504 padt]en.ts v‘[/]tE'R/R LZBCL were identified; 470 received liso-cel Other, n (%) 8 (8.0) 5(7.7) l,-TnSth tﬁeg;y IocrAdNaStgofcziéu:fefoeflcoowc.iag;,th acmin date or start date from CART cell therapy infusion nfil start date of the next Study ti int end of follow-up « We would like to thank the patients, caregivers, investigators, and study personnel
an received axi-cel (Figure 2) No evidence of bridging therapy, n (%) 26 (26.0) 27 (41.5) udy time poin +This study was funded by Bristol Myers Squibb

The analysis included 165 patients treated in the OP setting, of whom,
100 of 470 (21.3%) received liso-cel and 65 of 1034 (6.3%) received axi-cel

» Overall, significantly fewer liso-cel versus axi-cel recipients required any
pharmacologic AE management (P < 0.001)

BR, bendamustine rituximab; EPOCH, etoposide, prednisone, vincristine, cyclophosphamide, and hydroxydaunorubicin;
GemOx, gemcitabine and oxaliplatin.

aFor the HCRU analysis, only patients with a follow-up of > 90 days were included (liso-cel [n = 73], axi-cel [n = 60]). Patients who
died within 90 days were also included.

e All authors contributed to and approved the presentation; writing and editorial assistance were provided
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