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No head-to-head trials have compared the efficacy of tisagenlecleucel vs historical

treatments for adults with relapsed or refractory diffuse large B-cell lymphoma (r/r

DLBCL). This study indirectly compared the overall survival (OS) and overall response

rate (ORR) associated with tisagenlecleucel, using data from the JULIET study (Study of

Efficacy and Safety of CTL019 in Adult DLBCL Patients; #NCT02445248), vs historical

treatments assessed in the CORAL (Collaborative Trial in Relapsed Aggressive Lym-

phoma) study follow-up population. To assess treatment effects in the treated (full

analysis set [FAS]) and enrolled (intention-to-treat [ITT]) study populations, the JULIET

FAS vs the CORAL follow-up FAS and JULIET ITT vs CORAL follow-up ITT populations

were separately compared. Propensity score weighting using standardized mortality ratio

weight (SMRW) and fine stratification weight (FSW) was used to compare OS and ORR,

adjusting for baseline confounders. The results indicated that tisagenlecleucel was

associated with a lower hazard of death among the FAS (adjusted hazard ratio [95%

confidence interval], both FSW and SMRW, 0.44 [0.32, 0.59]) and ITT populations (FSW,

0.60 [0.44, 0.77]; SMRW, 0.57 [0.44, 0.73]; all, P , .001). Median OS was 12.48 months

(JULIET) vs 4.34 to 4.40 months (CORAL) for the FAS, and 8.25 (JULIET) months vs 4.04 to

4.86 (CORAL) months for the ITT populations. Tisagenlecleucel was associated with a

significantly higher ORR compared with historical treatments among the FAS (adjusted

response rate difference [95% confidence interval], both FSW and SMRW, 36% [22%,

0.48%]; P , .001) and among the ITT populations after SMRW adjustment (11% [0%,

22%]; P 5 .043). This analysis supports that improved response and OS are achieved in

patients with r/r DLBCL treated with tisagenlecleucel compared with those treated with

alternative historical treatments.

Introduction

Diffuse large B-cell lymphoma (DLBCL), the most common subtype of non-Hodgkin lymphoma,1,2 has an
annual incidence of new cases of �5.6 per 100000 in the United States.3 DLBCL is commonly first
treated with a combination of chemotherapy and the monoclonal antibody rituximab, although �30% to
40% of patients ultimately relapse or develop refractory (r/r) disease.4,5 For these patients,
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Key Points

� OS and ORR of
tisagenlecleucel were
compared with those
of historical therapy
for r/r DLBCL after
$2 therapy lines.

� Tisagenlecleucel was
associated with
significantly longer
OS and higher
response rate vs
historical therapy.
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chemoimmunotherapy followed by consolidation with high-dose ther-
apy and autologous hematopoietic cell transplantation (autoHCT) for
responders offers the best chance of cure.6 However, approxi-
mately one-half of patients are ineligible or unwilling to undergo
autoHCT,7 and outcomes after relapse post-autoHCT are poor.8,9

Before the introduction of chimeric antigen receptor T-cell (CAR-T)
therapies, adults with r/r DLBCL not receiving autoHCT had few
treatment options after second line (2L) therapy, primarily limited to
salvage chemotherapy, palliative therapy, and/or best supportive
care.5,10-16

Tisagenlecleucel is one of several CAR-T therapies that have altered
the treatment landscape for r/r DLBCL. Tisagenlecleucel binds to
the CD19 antigen on the surface of normal and cancerous B cells
to eliminate them after infusion into the patient.17-20 In 2018, the US
Food and Drug Administration approved tisagenlecleucel for adults
with r/r DLBCL after $2 lines of treatment, based on the efficacy
shown in the phase 2 single-arm JULIET study (Study of Efficacy
and Safety of CTL019 in Adult DLBCL Patients; #NCT02445248).
In JULIET, the overall response rate (ORR) among patients receiving
tisagenlecleucel was 52%, with a complete response (CR) rate of
41%. In comparison, a pooled analysis of several large studies of
salvage chemotherapy in r/r DLBCL (SCHOLAR-1 [Retrospective
Non-Hodgkin Lymphoma Research]) reported an ORR of 26%, with
just 7% of patients achieving CR.5 Thus, tisagenlecleucel provides
a new therapeutic option and improved response for patients faced
with historically dismal clinical outcomes.4,5,16,17,21-23

In the absence of head-to-head trials comparing tisagenlecleucel
with historical treatments for r/r DLBCL, an indirect treatment
comparison using individual patient data from the JULIET and
CORAL (Collaborative Trial in Relapsed Aggressive Lymphoma)
studies was conducted. CORAL was a phase 3 clinical study of 2L
therapy that randomly assigned adults with relapsed DLBCL to 1 of
2 chemotherapy regimens followed by autoHCT when feasible
(#NCT00137995).22 The CORAL investigators collected extensive
follow-up data regarding patients’ subsequent treatments (ie, third
line and above [3L1]) and long-term survival status, which represent
the efficacy of conventional 3L1 treatments (ie, historical control
treatments).

The current study indirectly compared the overall survival (OS) and
ORR associated with tisagenlecleucel and historical control treat-
ments as 3L1 therapies for adults with r/r DLBCL. To assess the
efficacy of tisagenlecleucel vs historical control treatments among
both prescribed and treated patients, the enrolled intention-to-treat
(ITT) populations and patients who ultimately received treatment (ie,
the full analysis set [FAS]) were compared separately.

Methods

Data source

This study used patient-level data from the JULIET (data-cut, Febru-
ary 20, 2020; data on file, Novartis)17 and CORAL studies.22,24

JULIET enrolled 167 patients (ie, ITT population); of these, 115
were infused with tisagenlecleucel (ie, FAS).17 CORAL enrolled
477 patients with r/r DLBCL (July 2003-June 2008) who received
2L treatment.22,24 Among them, 297 relapsed or failed to respond
to 2L treatment,9,21 and they constituted the CORAL follow-up pop-
ulation for this indirect comparison. The patient-level data from

CORAL were obtained from the Lymphoma Academic Research
Organisation (LYSARC).25

Sample selection and study populations

To assess treatment effects in the treated (FAS) and the enrolled
(ITT) study populations, separate analyses were conducted compar-
ing the following: (1) the JULIET FAS vs the CORAL follow-up FAS;
and (2) the JULIET ITT population vs the CORAL follow-up ITT pop-
ulation. To construct comparable patient populations, patients from
the CORAL follow-up population were selected based on the inclu-
sion/exclusion criteria of JULIET (Figure 1).

FAS populations. The JULIET FAS (N 5 114) included all
patients who received tisagenlecleucel in JULIET (N 5 115), after
excluding 1 patient with neuroendocrine tumor who was initially mis-
classified as DLBCL. The CORAL follow-up FAS (N 5 170)
included patients from the CORAL follow-up period selected per
JULIET criteria (Figure 1). In addition, patients were required to have
received one of the following therapies in 3L1 as an index treat-
ment: any chemotherapy, immunotherapy (rituximab/lenalidomide/
ofatumumab)-based treatment, brentuximab vedotin, ibrutinib, axi-
cabtagene ciloleucel (axi-cel), polatuzumab vedotin, allogeneic
hematopoietic cell transplant (alloHCT), or best supportive care.
Unknown treatment and autoHCT were not considered qualified
index treatments as JULIET enrolled patients who had failed, were
ineligible for, or did not consent to autoHCT.

ITT populations. The JULIET ITT population (N 5 166)
included all patients who enrolled in JULIET regardless of whether
they received tisagenlecleucel infusion. The CORAL follow-up ITT
population (N 5 205) included the CORAL FAS and patients with-
out a documented 3L1 treatment. autoHCT was not considered a
qualified index treatment of the CORAL follow-up ITT.

Study endpoints

OS. For the FAS populations, OS was defined as the time from
the date of tisagenlecleucel infusion (for JULIET) or from the date of
index treatment initiation (for the CORAL follow-up) to the date of
death due to any reason. For the ITT populations, OS was defined
as the time from the date of enrollment (JULIET) or from the
selected index date (CORAL follow-up) to the date of death due to
any reason. The index date for CORAL follow-up ITT was defined
as the date of the selected index treatment initiation, if known, or
the date of relapse from last line if the initiation date of the index
treatment was missing.

ORR. The ORR was defined as the proportion of patients with a
best overall disease response of CR or partial response. In JULIET,
response was evaluated by a central independent review committee
using the 2014 Lugano Classification,26 in which CR did not
include unconfirmed CR. In CORAL, response was measured by an
investigator using the 1999 International Working Group (IWG)
response criteria,27 in which unconfirmed CR was included under
CR. Responses for the JULIET patients were assessed among the
JULIET main cohort only; that is, patients treated or intended to
receive tisagenlecleucel from the US manufacturing facility (FAS,
N 5 98; ITT, N 5 146), per the JULIET study protocol. For both
studies, patients with unknown response or without an index treat-
ment were considered nonresponders.
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Primary analyses

Unadjusted analysis for OS and ORR. The number of prior
lines was identified as a prognostic factor that was important to bal-
ance across groups (supplemental Table 1). Thus, for CORAL
follow-up patients with multiple treatments that qualified as potential
index treatments, the index treatment line that was more common in
JULIET was selected as the index treatment in CORAL follow-up.
Not all patients in the CORAL follow-up ITT population received a
qualified index treatment; in cases of missing index treatments, the
selection was performed on potential index dates. When the
selected index treatment initiation date was unknown, the date of
last treatment failure was used as the index date.

After the selection of index treatments/date, the median OS with
corresponding 95% confidence interval (CI) and unadjusted hazard
ratios (HRs) with corresponding 95% CIs, comparing tisagenlecleu-
cel vs historical control treatments, were reported. Kaplan-Meier
curves of OS were generated. The ORR was compared as the dif-
ference in response rate between tisagenlecleucel and historical
control treatments, with 95% CIs estimated.

Adjusted analysis for OS and ORR. The selection of the
index treatment of CORAL follow-up patients with multiple index-
qualifying treatments was conducted similarly to the unadjusted
analyses. A generalized linear model with logit link was used to

Aged �18 years on potential index date
N = 297

With non-missing potential index date
N = 267

Histologically confirmed DLBCL or transformed lymphoma*
N = 267

Histologically confirmed disease after �2 lines of chemotherapy, including
rituximab, and previous autoHCT was allowed†

N = 264

ECOG performance status of 0 or 1 within a month before or on the potential index date‡

N = 258

Exclude patients with CNS involvement on the potential index date‡

N = 252

Exclude patients who previously received alloHCT before the potential index date
N = 252

Exclude patients with primary mediastinal large B-cell lymphoma
N = 252

Patients with a potential index treatment
of 3L+ (excluding autoHCT 

and unknown treatment)
N = 170

ITT population
Patients eligible for a potential index

treatment of 3L+ (excluding autoHCT)
N = 205§

FAS
adjusted analyses

N = 145

FAS
unadjusted analyses

N = 170

Figure 1. Sample selection for the CORAL follow-up FAS and ITT populations. *All patients in CORAL follow-up were assumed to have histologically confirmed

DLBCL or transformed lymphoma based on the CORAL studies.9,21 †CORAL patients were randomly assigned to receive rituximab-based 2L treatment, although 3 patients

did not ultimately receive rituximab in 2L and were excluded in this step. ‡A large proportion of patients in CORAL follow-up did not have an Eastern Cooperative Oncology

Group (ECOG) or central nervous system (CNS) assessment; those with a missing/unknown ECOG status or CNS assessment were included in the analyses to preserve

the sample size. §The ITT population had N 5 205 in both the adjusted and unadjusted analyses.
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estimate the propensity score per-patient per-line to be enrolled/
treated in JULIET based on the confounders. The therapy line
with the highest propensity score was selected as the index
treatment.

After the selection of the index treatment/date, propensity score
weighting based on both standardized mortality ratio weight
(SMRW) and fine stratification weight (FSW) was used to minimize
confounding and obtain an unbiased HR. The bootstrapping
approach was used to estimate the 95% CI for HRs. Kaplan-Meier
curves were generated for OS after propensity score weighting.

Potential confounders for the adjusted analyses were identified
based on a systematic literature search (data on file, Novartis) and
ranked by clinical experts as “not important,” “less important,” or
“very important” (supplemental Table 1). Only confounders deemed
as less important or very important with $80% nonmissing values
for both JULIET and CORAL follow-up patients were used in the
adjusted analyses. Patients with missing values for the selected con-
founders were excluded from the adjusted analyses.

Comparison of baseline characteristics. Continuous base-
line characteristics were summarized by using mean, standard devi-
ation, and median. Binary and categorical baseline characteristics
were summarized by count and proportion. In the unadjusted analy-
ses, statistical comparisons were performed between tisagenlecleu-
cel vs historical control treatments by using Student t tests for
means, Wilcoxon rank sum tests for medians, and x2 tests for cate-
gorical variables (unless the frequency was ,5, and then Fisher’s
exact tests were used). In the adjusted analyses, standardized mean
differences were estimated comparing tisagenlecleucel and histori-
cal control treatments using SMRW and FSW.

Sensitivity analyses

Three sensitivity analyses were performed to assess the robustness
of the results. In sensitivity analysis I, the first available index treat-
ment/date was selected for CORAL follow-up patients with multiple
qualifying index treatments/dates. In sensitivity analysis II, all relevant
confounders considered "very important" or "less important" were
used in the adjusted analyses regardless of the missing data per-
centage. In sensitivity analysis III, CORAL follow-up patients were
required to have received first-line rituximab.

Software

All analyses were conducted by using SAS 9.4 software (SAS Insti-
tute Inc., Cary, NC) and R software version 3.6.3 (R Foundation for
Statistical Computing, Vienna, Austria). Statistical significance was
considered at a level of .05 (a 5 0.05).

Results

JULIET FAS vs CORAL follow-up FAS

Sample selection and study populations. For the unad-
justed analyses, the JULIET FAS (N 5 114) comprised all patients
who received tisagenlecleucel infusion. In the CORAL follow-up
FAS, 170 of 297 patients who had failed 2L treatment met the sam-
ple selection criteria and had a qualified index treatment in 3L1
(Figure 1).

The adjusted analyses adjusted for age at initial diagnosis, Ann
Arbor disease stage, extranodal site involvement, status of disease
(ie, relapsed after last line, refractory to all lines, refractory to last
line but not all lines), time to 2L start after diagnosis, prior hemato-
poietic cell transplant (HCT), and number of relapses. Due to

Table 1. Index treatment selected for the CORAL follow-up population

Index treatment of CORAL follow-up FAS*

Unadjusted analyses Adjusted analyses

CORAL follow-up (N 5 170) CORAL follow-up (N 5 145)

Any chemotherapy (monotherapy or combination) 151 (88.82%) 136 (93.79%)

Immunotherapy 49 (28.82%) 44 (30.34%)

Rituximab-based treatment 48 (28.24%) 43 (29.66%)

Ofatumumab-based treatment 1 (0.59%) 1 (0.69%)

Lenalidomide-based treatment 1 (0.59%) 1 (0.69%)

alloHCT 19 (11.18%) 16 (11.03%)

Best supportive care 7 (4.12%) 6 (4.14%)

Index treatment of CORAL follow-up ITT*

Unadjusted analyses Adjusted analyses

CORAL follow-up (N 5 205) CORAL follow-up (N 5 205)

Without documented 3L1 index treatments 21 (10.24%) 21 (10.24%)

With documented 3L1 treatments

Any chemotherapy (monotherapy or combination) 140 (76.09%) 143 (77.72%)

Immunotherapy 45 (24.46%) 45 (24.46%)

Rituximab-based treatment 44 (23.91%) 44 (23.91%)

Ofatumumab-based treatment 1 (0.54%) 1 (0.54%)

Lenalidomide-based treatment 1 (0.54%) 1 (0.54%)

alloHCT 19 (10.33%) 19 (10.33%)

Best supportive care 7 (3.80%) 6 (3.26%)

*Some patients received .1 treatment in the same line of therapy; therefore, the categories are not mutually exclusive. Brentuximab vedotin, ibrutinib, axi-cel, and polatuzumab vedotin
were also considered as potential index treatments; however, no patients received these therapies.
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Table 2. Patient characteristics for the JULIET FAS and CORAL follow-up FAS, unadjusted analyses

Characteristic JULIET (N 5 114) CORAL Follow-up (N 5 170) P

Confounders

Age at initial diagnosis .119

#60 y 82 (71.9%) 137 (80.6%)

.60 y 32 (28.1%) 33 (19.4%)

Mean 6 SD, y 51.1 6 12.9 50.1 6 11.2 .527

Ann Arbor disease stage .161

I or II 26 (22.8%) 45 (31.5%)

III or IV 88 (77.2%) 98 (68.5%)

Extranodal site involvement .001*

0-1 64 (56.1%) 111 (76.6%)

$2 extranodal organs 50 (43.9%) 34 (23.4%)

Status of disease .359

Relapsed after last line 51 (44.7%) 89 (52.4%)

Refractory to all lines 22 (19.3%) 24 (14.1%)

Refractory to last line but not to all lines 41 (36.0%) 57 (33.5%)

Time to 2L start after diagnosis .417

,12 mo 62 (55.9%) 82 (48.2%)

$12 and #24 mo 27 (24.3%) 45 (26.5%)

.24 mo 22 (19.8%) 43 (25.3%)

Serum LDH level .411

Normal (LDH #ULN) 46 (40.4%) 48 (34.5%)

Elevated (LDH .ULN) 68 (59.6%) 91 (65.5%)

ECOG performance status —

0-1 114 (100.0%) 33 (100.0%)

Prior HCT† .678

Yes 56 (49.1%) 78 (45.9%)

No 58 (50.9%) 92 (54.1%)

No. of relapses excluding refractory‡

Mean 6 SD 1.4 6 1.0 1.5 6 0.9 .703

Median (minimum, maximum) 1.0 (0.0, 4.0) 2.0 (0.0, 5.0) .583

Other baseline variables

Age

Mean 6 SD, y 53.7 (13.1) 53.0 (11.3) .629

Sex .659

Female 44 (38.6%) 60 (35.3%)

Male 70 (61.4%) 110 (64.7%)

Ann Arbor disease stage at diagnosis .106

I or II 33 (30.3%) 69 (40.6%)

III or IV 76 (69.7%) 101 (59.4%)

IPI§ .012

,2 risk factors 30 (26.3%) 14 (12.3%)

$2 risk factors 84 (73.7%) 100 (87.7%)

No. of prior lines of therapies

Mean 6 SD 2.8 6 1.0 2.3 6 0.7 ,.001*

Median (minimum, maximum) 3.0 (1.0, 6.0) 2.0 (2.0, 6.0) ,.001*

Unless otherwise indicated, numbers and percentages were only summarized among non-missing observations. –, p not calculated; ECOG, Eastern Cooperative Oncology Group; IPI,
International Prognostic Index; LDH, lactate dehydrogenase; SD, standard deviation; ULN, upper limit of normal.
*P , .05.
†Prior HCT only included prior autoHCT because records with prior alloHCT were excluded.
‡The number of relapses was defined as the total number of lines before the index treatment where patient had a CR or partial response and relapsed later.
§The IPI includes the following risk factors: age .60 years, elevated LDH, stage III or IV disease, ECOG performance status $2, and $2 extranodal sites.
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missing data on selected confounders, 145 patients were included
in the CORAL follow-up FAS for comparison with 111 patients in
the JULIET FAS for the adjusted analyses.

Index treatment. In the unadjusted and adjusted analyses, the
most common index treatment line in both the JULIET FAS and the
CORAL follow-up FAS was 3L (unadjusted, 43.9% and 80.6%,
respectively; adjusted, 45.0% and 81.4%), followed by fourth line
(4L) (unadjusted, 31.6% and 12.9%; adjusted, 30.6% and 13.1%)
(supplemental Table 2). The proportion of patients with 3L was
much higher in CORAL follow-up FAS than in JULIET FAS. The
most common index treatment among the CORAL follow-up FAS
was chemotherapy in the unadjusted and adjusted analyses (88.8%
and 93.8%), followed by immunotherapy (28.8% and 30.3%),
alloHCT (11.2% and 11.0%), and best supportive care (4.1% in
both) (Table 1). All patients in the JULIET FAS received tisagenle-
cleucel infusion as the index treatment.

Baseline characteristics. The unadjusted baseline character-
istics for the JULIET FAS and CORAL follow-up FAS are presented
in Table 2. Most baseline characteristics were balanced bet-
ween groups.

The propensity score–weighted baseline characteristics for the
JULIET FAS and CORAL follow-up FAS are presented in supple-
mental Table 3. The JULIET FAS and CORAL follow-up FAS were
well balanced across variables used to estimate the propensity
score in both the FSW and SMRW approaches, reflected by all
standardized mean differences ,0.1. For the variables not included
in the propensity score adjustment, few residual differences
remained.

Comparison of efficacy. OS. Tisagenlecleucel was associated
with a significantly lower hazard of death, by 46% in the unadjusted
analyses (HR [95% CI], 0.54 [0.41, 0.73]) and 56% in the adjusted
analyses, with either FSW or SMRW (both HR [95% CI], 0.44
[0.32, 0.59]; all, P , .001) compared with historical control treat-
ment (Table 3). The adjusted OS rate at 12 months was 50% for

the JULIET FAS vs 19% for the CORAL follow-up FAS; at 48
months, the adjusted OS rates were 38% and 9%, respectively,
regardless of adjustment approach (Figure 2).

ORR. Tisagenlecleucel was associated with a significantly higher
ORR, with a response rate of 55% compared with 31% for histori-
cal control treatment (difference, 25% [95% CI, 12%, 37%]) in the
unadjusted analyses (Table 3). In the adjusted analyses, using either
FSW or SMRW, tisagenlecleucel had a significantly higher ORR,
with a response rate of 57% vs 21% for historical control treatment
(difference, 36% [95% CI: FSW, 22%, 48%; SMRW, 23%, 48%];
all, P , .001).

Sensitivity analyses. The findings from the 3 sensitivity analy-
ses were consistent with the results of the primary analysis. Tisagen-
lecleucel was associated with significantly lower hazards of death
than historical control treatment, using both FSW and SMRW, in
each case (supplemental Table 4).

JULIET ITT vs CORAL follow-up ITT populations

Sample selection and study populations. For the unad-
justed analyses, 205 of 297 patients who failed 2L treatment in
CORAL met the selection criteria for the CORAL follow-up ITT pop-
ulation (Figure 1). The JULIET ITT population included all patients
enrolled in JULIET (N 5 166).

For the adjusted analyses, confounders with ,20% of missing data,
including age at initial diagnosis, status of disease, time to 2L start
after diagnosis, prior HCT, and number of relapses, were consid-
ered. Due to missing data for selected confounders, 205 patients in
the CORAL follow-up ITT were compared with 163 patients in the
JULIET ITT in the adjusted analyses (Figure 1).

Index treatment. For the unadjusted and adjusted analyses, the
most common index treatment line in both the JULIET ITT and
CORAL follow-up ITT populations was 3L (unadjusted, 43.4% and
76.6%, respectively; adjusted, 44.2% and 77.6%), followed by 4L

Table 3. Comparison of OS and ORR for the JULIET FAS vs CORAL follow-up FAS

Method

N Median (95% CI) OS, mo HR (JULIET vs CORAL follow-up)

JULIET CORAL follow-up JULIET CORAL follow-up Estimate (95% CI) P

Unadjusted analyses 114 170 11.07 (6.64, 23.85) 5.36 (4.34, 6.37) 0.54 (0.41, 0.73) ,.001*

Adjusted analyses†

FSW 111 145 12.48 (6.64, 28.68) 4.40 (3.48, 5.45) 0.44 (0.32, 0.59) ,.001*

SMRW 111 145 12.48 (6.64, 28.68) 4.34 (3.48, 5.39) 0.44 (0.32, 0.59) ,.001*

N ORR (%)

Response rate difference

(JULIET main cohort vs CORAL follow-up)

JULIET main cohort CORAL follow-up JULIET main cohort CORAL follow-up Estimate (95% CI) P

Unadjusted analyses 98 170 55% 31% 0.25 (0.12, 0.37) ,.001*

Adjusted analyses†

FSW 95 145 57% 21% 0.36 (0.22, 0.48) ,.001*

SMRW 95 145 57% 21% 0.36 (0.23, 0.48) ,.001*

*P , .05.
†Age at initial diagnosis, Ann Arbor disease stage, extranodal site involvement, status of disease, time to 2L start after diagnosis, prior HCT, and number of relapses were included in

the adjusted analyses.
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(unadjusted, 31.3% and 15.6%; adjusted: 30.7% and 16.1%) (sup-
plemental Table 2). The proportion of patients with 3L was much
higher in CORAL follow-up ITT than in JULIET ITT. In the CORAL
follow-up ITT population, 10.2% had no index treatment (Table 1).
Among patients in the CORAL follow-up ITT population with docu-
mented 3L1 treatments, the majority received chemotherapy mono-
therapy or combination therapy as the index treatment (adjusted,
76.1%; unadjusted, 77.7%). In the JULIET ITT population, 31.3%
(52 of 166) and 31.9% (52 of 163) did not receive tisagenlecleucel
infusion as the index treatment in the unadjusted and adjus-
ted analyses.

Baseline characteristics. Some significant differences were
observed between the unadjusted baseline characteristics of the
JULIET ITT and CORAL follow-up ITT populations (Table 4).

The adjusted baseline characteristics for the JULIET ITT and
CORAL follow-up ITT populations post–propensity score weight-
ing are presented in supplemental Table 5. For variables included
in the propensity score model, the weighted means were largely
balanced after SMRW and FSW (the absolute values of the stan-
dardized mean difference were ,0.1 or slightly .0.1). For varia-
bles not included in the model, some variables such as the
proportion with $2 International Prognostic Index risk factors
remained unbalanced.

Comparison of efficacy. OS. Compared with the analyzed
historical control treatments, tisagenlecleucel was associated
with a significantly lower hazard of death, by 35% (HR [95% CI],
0.65 [0.51, 0.83]) in the unadjusted comparison, and by 40%
and 43% with FSW (HR [95% CI], 0.60 [0.44, 0.77]) and
SMRW (HR [95% CI], 0.57 [0.44, 0.73]; all, P , .001) in the
adjusted comparison, respectively (Table 5). Using FSW or
SMRW, the OS rates at 12 and 48 months were 42% and 30%
for the JULIET ITT population, respectively (Figure 3). The OS
rates at 12 and 48 months for the CORAL follow-up ITT popula-
tion were 22% and 14%, respectively, with FSW and 22% and
13% with SMRW.

ORR. The ORR was comparable between tisagenlecleucel (37%)
and historical control (30%) treatments in the unadjusted analysis,
with a response rate difference of 7% (95% CI, [–3%, 17%];
P 5 .191) (Table 5). However, tisagenlecleucel was associated
with a significantly higher ORR (38%) compared with historical con-
trol treatment (27%) in the adjusted analyses with SMRW (differ-
ence of 11% [95% CI, 0%, 22%]; P 5 .043). In the adjusted
analyses with FSW, the ORR associated with tisagenlecleucel
(38%) was numerically but not significantly higher than that of
historical control treatments (29%), with a difference of 9% (95%
CI, 21%, 20%; P 5 .097).
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OS rate (95% CI), adjusted analyses
with fine stratification weight

JULIET CORAL follow-up

0

145

111

67

66

33

51

27

46

24

41

21

35

19

31

Month 12

Month 24

Month 36

Month 48

50.01 (40.21, 59.04)

42.00 (32.48, 51.21)

37.55 (28.22, 46.83)

37.55 (28.22, 46.83)

19.11 (12.64, 26.60)

15.68 (9.68, 23.00)

11.16 (6.53, 17.17)

8.66 (4.99, 13.58)

OS rate (95% CI), adjusted
analyses with SMWR

JULIET CORAL follow-up

Month 12

Month 24

Month 36

Month 48

50.01 (40.21, 59.04)

42.00 (32.48, 51.21)

37.55 (28.22, 46.83)

37.55 (28.22, 46.83)

18.92 (12.61, 26.22)

15.45 (9.64, 22.51)

11.13 (6.62, 16.94)

8.90 (5.16, 13.89)

13

10

12

1

10

0

5

0

2

0

0

0

0

0

0

0

0

0

0

0

6 12 18 24 30 36 42 48

Months
54 60 66 72 78 84 90 96

0 6 12 18 24 30 36 42 48

Months
54 60 66 72 78 84 90 96

Number at risk

JULIET

CORAL
follow-up

JULIET

CORAL
follow-up

0

145

111

67

66

33

51

27

46

24

41

21

35

19

31

13

10

12

1

10

0

5

0

2

0

0

0

0

0

0

0

0

0

0

0

6 12 18 24 30 36 42 48

Months
54 60 66 72 78 84 90 96

0 6 12 18 24 30 36 42 48

Months
54 60 66 72 78 84 90 96

Number at risk

0.25

0.50

0.75

1.00
A

Ov
er

all
 su

rv
iva

l p
ro

ba
bil

ity

0.00

0.25

0.50

0.75

1.00

Ov
er

all
 su

rv
iva

l p
ro

ba
bil

ity

HR (95% CI): 0.44 (0.32, 0.59)
HR p-value <.001*

B

JULIET
CORAL follow-up

JULIET
CORAL follow-up

Figure 2. OS of the JULIET FAS vs CORAL follow-up FAS populations. Adjusted analyses using FSW (A) and SMWR (B). *P , .05.
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Table 4. Patient characteristics for the JULIET ITT and CORAL follow-up ITT populations, unadjusted analyses

Characteristic JULIET (N 5 166) CORAL follow-up (N 5 205) P

Confounders

Age at initial diagnosis .001*

#60 y 107 (64.5%) 166 (81.0%)

.60 y 59 (35.5%) 39 (19.0%)

Mean 6 SD, y 53.3 6 12.7 49.9 6 11.4 .007*

Ann Arbor disease stage .028*

I or II 35 (21.1%) 49 (32.7%)

III or IV 131 (78.9%) 101 (67.3%)

Extranodal site involvement ,.001*

0-1 94 (56.6%) 116 (76.3%)

$2 extranodal organs 72 (43.4%) 36 (23.7%)

Status of disease .318

Relapsed after last line 68 (41.0%) 100 (48.8%)

Refractory to all lines 30 (18.1%) 31 (15.1%)

Refractory to last line but not to all lines 68 (41.0%) 74 (36.1%)

Time to 2L start after diagnosis .112

,12 mo 94 (57.7%) 99 (48.3%)

$12 and #24 mo 41 (25.2%) 54 (26.3%)

.24 mo 28 (17.2%) 52 (25.4%)

Serum LDH level 1.000

Normal (LDH # ULN) 59 (35.5%) 50 (35.2%)

Elevated (LDH . ULN) 107 (64.5%) 92 (64.8%)

ECOG performance status —

0-1 166 (100.0%) 31 (100.0%)

Prior HCT† .554

Yes 74 (44.6%) 84 (41.0%)

No 92 (55.4%) 121 (59.0%)

No. of relapses excluding refractory‡

Mean 6 SD 1.4 6 0.9 1.4 6 0.9 .636

Median (minimum, maximum) 1.0 (0.0, 4.0) 2.0 (0.0, 5.0) .528

Other baseline variables

Age, y

Mean 6 SD, y 55.8 6 12.9 52.7 6 11.5 .016*

Sex .965

Female 62 (37.3%) 75 (36.6%)

Male 104 (62.7%) 130 (63.4%)

Ann Arbor disease stage at diagnosis .033*

I or II 42 (26.4%) 77 (37.6%)

III or IV 117 (73.6%) 128 (62.4%)

IPI§ .172

,2 risk factors 33 (19.9%) 15 (12.9%)

$2 risk factors 133 (80.1%) 101 (87.1%)

No. of prior lines of therapies

Mean 6 SD 2.9 6 1.2 2.3 6 0.7 ,.001*

Median (minimum, maximum) 3.0 (1.0, 8.0) 2.0 (2.0, 6.0) ,.001*

Unless otherwise indicated, numbers and percentages were only summarized among non-missing observations. –, p not calculated; ECOG, Eastern Cooperative Oncology Group; IPI,
International Prognostic Index; LDH, lactate dehydrogenase; SD, standard deviation; ULN, upper limit of normal.
*P , .05.
†Prior HCT only included prior autoHCT because records with prior alloHCT were excluded.
‡The number of relapses was defined as the total number of lines before the index treatment in which the patient had a CR or partial response and relapsed later.
§The IPI includes the following risk factors: age .60 years, elevated LDH, stage III or IV disease, ECOG performance status $2, and $2 extranodal sites.
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Sensitivity analyses. The findings from the 3 sensitivity analy-
ses were consistent with the primary analysis results. After adjusting
for confounders, tisagenlecleucel was associated with significantly
lower hazards of death than historical control treatment, using both
FSW and SMRW, in each case (supplemental Table 6).

Discussion

With tisagenlecleucel as a novel therapy for r/r DLBCL, it is valuable
to understand its comparative effectiveness vs conventional thera-
pies to guide patient access and treatment selection. In the absence

0.00

0.25

0.50

0.75

1.00
A

Ov
er

all
 su

rv
iva

l p
ro

ba
bil

ity

0.00

0.25

0.50

0.75

1.00

Ov
er

all
 su

rv
iva

l p
ro

ba
bil

ity

0

205

163

92

80

49

55

42

47

32

42

29

38

26

33

20

17

18

3

15

0

8

0

5

0

4

0

2

0

2

0

1

0

0

0

6 12 18 24 30 36 42 48

Months
54 60 66 72 78 84 90 96

0 6 12 18 24 30 36 42 48

Months
54 60 66 72 78 84 90 96

Number at risk

JULIET

CORAL
follow-up

OS rate (95% CI), adjusted analyses
with fine stratification weight

JULIET CORAL follow-up

Month 12

Month 24

Month 36

Month 48

42.20 (33.92, 50.24)

34.32 (26.44, 42.32)

29.92 (22.32, 37.89)

29.92 (22.32, 37.89)

21.76 (15.74, 28.41)

17.60 (12.05, 24.02)

15.53 (10.33, 21.71)

14.26 (9.18, 20.42)

0

205

163

92

80

49

55

42

47

32

42

29

38

26

33

20

17

18

3

15

0

8

0

5

0

4

0

2

0

2

0

1

0

0

0

6 12 18 24 30 36 42 48

Months
54 60 66 72 78 84 90 96

0 6 12 18 24 30 36 42 48

Months
54 60 66 72 78 84 90 96

Number at risk

JULIET

CORAL
follow-up

OS rate (95% CI), adjusted analyses
with SMWR

JULIET CORAL follow-up

Month 12

Month 24

Month 36

Month 48

42.20 (33.92, 50.24)

34.32 (26.44, 42.32)

29.92 (22.32, 37.89)

29.92 (22.32, 37.89)

21.46 (15.72, 27.79)

16.41 (11.45, 22.15)

15.06 (10.24, 20.74)

13.39 (8.81, 18.95)

HR (95% CI): 0.60 (0.44, 0.77)
HR p-value <.001*

HR (95% CI): 0.57 (0.44, 0.73)
HR p-value <.001*

B

JULIET

CORAL follow-up
JULIET

CORAL follow-up

Figure 3. OS for the JULIET ITT vs CORAL follow-up ITT populations. Adjusted analyses using FSW (A) and SMWR (B). *P , .05.

Table 5. Comparison of OS and ORR for the JULIET ITT vs CORAL follow-up ITT populations

Method

N Median (95% CI) OS, mo HR (JULIET vs CORAL Follow up)

JULIET CORAL follow-up JULIET CORAL follow-up Estimate (95% CI) P

OS

Unadjusted analyses 166 205 8.25 (5.82, 11.70) 5.13 (3.88, 6.21) 0.65 (0.51, 0.83) ,.001*

Adjusted analyses†

FSW 163 205 8.25 (5.82, 12.42) 4.86 (3.52, 6.08) 0.60 (0.44, 0.77) ,.001*

SMRW 163 205 8.25 (5.82, 12.42) 4.04 (3.25, 5.75) 0.57 (0.44, 0.73) ,.001*

Method

N ORR, (%)

Response rate difference

(JULIET Main Cohort vs CORAL Follow-up)

JULIET main cohort CORAL follow-up JULIET main cohort CORAL follow-up Estimate (95% CI) P

ORR

Unadjusted analyses 146 205 37% 30% 0.07 (–0.03, 0.17) .191

Adjusted analyses†

FSW 143 205 38% 29% 0.09 (–0.01, 0.20) .097

SMRW 143 205 38% 27% 0.11 (0.00, 0.22) .043*

*P , .05.
†Age at initial diagnosis, status of disease, time to 2L start after diagnosis, prior HCT, and number of relapses were included in the adjusted analysis.
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of head-to-head trials, this study used patient-level data from JULIET
and the CORAL follow-up period to indirectly compare the treat-
ment effects of tisagenlecleucel and historical control treatments on
OS and ORR. The results indicated that tisagenlecleucel as a 3L1
treatment was associated with a significantly lower hazard of death
compared with historical control treatment, by 40% to 56%, in the
adjusted main analyses of both the FAS and ITT populations. Fur-
thermore, tisagenlecleucel was associated with a significantly higher
ORR compared with historical control treatments among the FAS
populations, with and without adjustment for differences in con-
founders (by 25% and 36%, respectively), as well as a significantly
higher ORR after SMRW adjustment in the ITT population (by
11%).

The aforementioned findings were consistent across the 3 sensitivity
analyses, attesting to their robustness. In sensitivity analysis I, the
first qualified index treatment was selected for CORAL follow-up
patients, with .90% of patients assigned 3L as the index treatment.
This comparison was conservative against tisagenlecleucel given
CORAL follow-up patients who would be assigned a 4L and above
(4L1) index treatment may have been assigned a 3L index treat-
ment, and OS would be longer among patients assigned 3L vs
4L1. Nevertheless, the results confirmed that tisagenlecleucel was
associated with significant clinical benefits compared with historical
control treatment. In sensitivity analysis II, which included all relevant
confounders regardless of missing percentage, tisagenlecleucel
was associated with a significantly longer OS compared with histori-
cal control treatment in both the FAS and ITT populations. In sensi-
tivity analysis III, in which CORAL follow-up patients who received
first-line rituximab were selected for a more conservative match to
the JULIET FAS and ITT populations, the differences in OS between
tisagenlecleucel and historical control treatment remained signifi-
cant. An additional comparison was performed between CORAL
follow-up patients and the 68 JULIET patients who were determined
to be evaluable for efficacy by the US Food and Drug Administra-
tion. The results were very similar to what was observed in the main
analysis when including the entire FAS population (supplemental
Table 7).

To our knowledge, only one other study has compared a CAR-T cell
therapy vs historical control treatment as 3L1 treatment of r/r
DLBCL using patient-level data. Specifically, Neelapu et al28 com-
pared the 2-year clinical outcomes with conventional chemotherapy
vs with axi-cel using data from the SCHOLAR-1 and ZUMA-1
(Study Evaluating the Safety and Efficacy of KTE-C19 in Adult Par-
ticipants With Refractory Aggressive Non-Hodgkin Lymphoma)
studies, respectively, using propensity scoring to create similar
patient populations. The study reported that axi-cel was associated
with a higher ORR and CR rate vs conventional chemotherapy
(ORR and CR, 83% and 54% in ZUMA-1 vs 34% and 12% in
SCHOLAR-1, respectively). The 2-year OS was reported to be
54% in ZUMA-1 and 20% in SCHOLAR-1, with a 73% reduction
in the hazard of death comparing axi-cel with conventional chemo-
therapy. Neelapu et al did not include tisagenlecleucel in the
comparison.

There are very few tisagenlecleucel-focused studies with which to
compare the current findings. In a European Medicines Agency
(EMA) assessment report, a matching adjusted indirect comparison
using individual patient-level data (with an earlier data-cut of JULIET
vs the present data) and pooled aggregate CORAL follow-up

data9,21 indirectly compared OS and ORR between tisagenlecleu-
cel and historical control treatment. The EMA assessment reached
similar conclusions as the current study; tisagenlecleucel was asso-
ciated with a significantly longer OS compared with historical con-
trol treatments (HR [95% CI]: JULIET FAS, 0.41 [0.31, 0.54];
JULIET ITT, 0.53 [0.42, 0.68]). The current analyses validate the
results of the EMA assessment using a more robust statistical
approach and more complete and current data. The EMA assess-
ment included patients who would not meet JULIET inclusion and
exclusion criteria; conversely, the current study identified compara-
ble CORAL follow-up patients based on JULIET criteria. In addition,
the current study adjusted for more confounders deemed important
by medical experts, enabling a more robust estimate of treatment
effect. Specifically, the EMA study adjusted for sex, International
Prognostic Index, autoHCT as the most recent therapy, and relapse
after autoHCT; our study further adjusted for age at initial diagnosis,
Ann Arbor disease stage, extranodal site involvement, status of dis-
ease, time to 2L start after diagnosis, prior HCT, and number of
relapses. Finally, our study suggests a greater clinical benefit with
respect to ORR (a difference of 36% in the FAS and 11% in the
ITT population with SMRW adjustment) compared with the results
of the EMA assessment (a difference of 12.2% and 25%, respec-
tively). The larger difference in the current study could be due to the
use of a more comparable patient population permitted by patient-
level data from CORAL follow-up.

The current study compared the treatment efficacy of tisagenlecleu-
cel vs historical control treatment in both the FAS and ITT popula-
tions. However, JULIET was conducted early in the clinical use of
tisagenlecleucel; since that time, the manufacturing capacity, pro-
cesses, and logistical management of tisagenlecleucel have been
optimized in commercial real-world environments.29 These optimiza-
tions would enable that a higher proportion of eligible populations
receive tisagenlecleucel earlier in the disease course, potentially
increasing the benefit. Thus, the therapy effect among the ITT popu-
lation observed in early clinical trials of CAR-T therapies may be
underestimated. Future studies using real-world evidence of the effi-
cacy of tisagenlecleucel and historical control treatments will be
valuable to validate the current findings.

The findings of the current study should also be considered in light
of several limitations. First, the distribution of index treatment lines
was not exactly matched between groups, even after line selection,
with JULIET patients being more heavily treated than CORAL
follow-up patients. The majority of CORAL follow-up patients had
3L as the index line (.75%), in which the proportion was only 43%
to 45% in JULIET (for both the FAS and ITT populations). The distri-
bution of index lines did not change much for CORAL patients even
with adjustment (supplemental Table 2); however, adjustment per-
mitted a better balance on baseline characteristics between trials. In
addition, the ITT population of the CORAL follow-up study included
35 patients who did not have a documented 3L treatment. Because
the JULIET ITT population included patients who did not receive
tisagenlecleucel and received other treatments, and outside a clini-
cal trial, their treatments might also be undocumented, these 35
patients were included in the analyses.

Second, lymphoma management has evolved since the conduct of
CORAL, which may explain why there were fewer later lines (4L1)
observed in the CORAL follow-up patients and, as such, less oppor-
tunity for improvement on outcomes. A difference in the type of
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subsequent treatment was also observed. The most commonly
used subsequent treatment was chemotherapy among the CORAL
follow-up patients, whereas immunotherapies, biologic agents, and
chemotherapies were commonly used in the JULIET populations. In
addition, imaging techniques have evolved between the conduct of
CORAL and JULIET; thus, the extranodal involvement variable may
not be fully comparable between JULIET and CORAL follow-up.

Third, certain confounders, such as double/triple gene hits (MYC/
BCL2/BCL6), MYC-IG rearrangement, and bulky disease were con-
sidered important but were unavailable in the CORAL follow-up
data for adjustment (supplemental Table 1). Similarly, certain poten-
tially important confounders such as serum lactate dehydrogenase
level and Eastern Cooperative Oncology Group performance status
could not be adjusted because missingness was .20% in the
CORAL follow-up data.

Fourth, there were differing definitions of clinical response (CORAL
used the 1999 IWG response criteria,27 whereas JULIET used the
2007 revised IWG response criteria30) and differing response assess-
ment timing between trials; thus, comparisons of OS are more relevant
than comparisons of response. Finally, information on progression-free
survival was not available in the CORAL follow-up patient-level data,
and therefore such comparisons were not feasible.

In summary, this study used patient-level data from JULIET and
CORAL follow-up to indirectly compare OS and ORR associated
with tisagenlecleucel and historical control treatments for r/r DLBCL
after 2L1 of therapy. The benefit of tisagenlecleucel was confirmed
by its significantly higher ORRs and significantly longer OS com-
pared with historical control treatment among both the treated and
ITT populations.

Acknowledgments

Shelley Batts, an employee of Analysis Group, Inc., provided
drafts and editorial assistance to the authors during preparation

of the manuscript. Support for this assistance was provided by
Novartis, Inc.
Funding support for this article was provided by Novartis

Pharmaceuticals.

Authorship

Contribution: All authors participated in designing and performing
the research; analytic tools were contributed by H.Y., X.C., and
C.Y.; data collection was performed by J.Z., E.S., M.J., M.M.-P., A.A.,
E.D., R.T.M., C.T., and G.S.; H.Y., X.C., and C.Y. performed the sta-
tistical analysis; and all authors analyzed and interpreted the data
and wrote/reviewed the manuscript.

Conflict-of-interest disclosure: H.Y., X.C., and C.Y. are employ-
ees of Analysis Group, Inc., which has received consulting fees
from Novartis Pharmaceuticals for the conduct of this research.
J.Z., E.S., M.J., M.M.-P., A.A., and E.D. are employees of Novartis
Pharmaceuticals and hold stock/options. C.T. reports honoraria
from Janssen, Beigene, AbbVie, and Novartis; and research fund-
ing from Janssen, Beigene, and AbbVie. G.S. reports honoraria
from Bayer, AbbVie, Epizyme, MorphoSys, and Regeneron; and is
a consultant to AbbVie, Beigene, BMS/Celgene, Debiopharm, Epi-
zyme, Genentech/Roche, Genmab, Incyte, Janssen, Kite/Gilead,
Loxo, Miltenyi, MorphoSys, Novartis, Rapt, Regeneron, Takeda,
VelosBio, and Allogene. R.T.M. is an advisor or consultant for Allo-
Vir, Artiva, CRISPR Therapeutics, CytoDyn, Incyte, and Novartis;
reports honoraria from Bristol Myers Squibb/Celgene, Incyte, Intel-
lia, and Kite; research support from BMS, AlloVir, and Novartis;
participation in a data and safety monitoring board for Athersys
and Novartis; and holds a patent with Athersys.

ORCID profiles: H.Y., 0000-0003-2741-8418; C.T., 0000-
0002-9759-5017; G.S., 0000-0002-9541-8666.

Correspondence: Gilles Salles, Memorial Sloan-Kettering
Cancer Center, 1275 York Avenue, New York, NY 10065;
e-mail: sallesg@mskcc.org.

References

1. American Cancer Society. Types of B-cell lymphoma. https://www.cancer.org/cancer/non-hodgkin-lymphoma/about/b-cell-lymphoma.html.
Accessed 22 June 2021.

2. World Health Organization. Diffuse large B-cell lymphoma. http://www.who.int/selection_medicines/committees/expert/20/applications/
DiffuseLargeBCellLymphoma.pdf. Accessed 4 April 2020.

3. National Cancer Institute. Cancer Stat Facts: NHL—diffuse large B-cell lymphoma (DLBCL). https://seer.cancer.gov/statfacts/html/dlbcl.html.
Accessed 24 February 2021.

4. Friedberg JW. Relapsed/refractory diffuse large B-cell lymphoma. Hematology (Am Soc Hematol Educ Program). 2011;2011(1):498–505.

5. Crump M, Neelapu SS, Farooq U, et al. Outcomes in refractory diffuse large B-cell lymphoma: results from the international SCHOLAR-1 study
[published correction appears in Blood. 2018;131(5):587-588]. Blood. 2017;130(16):1800–1808.

6. Philip T, Guglielmi C, Hagenbeek A, et al. Autologous bone marrow transplantation as compared with salvage chemotherapy in relapses of
chemotherapy-sensitive non-Hodgkin’s lymphoma. N Engl J Med. 1995;333(23):1540–1545.

7. Gonz�alez-Barca E, Boumendil A, Blaise D, et al. Outcome in patients with diffuse large B-cell lymphoma who relapse after autologous stem cell
transplantation and receive active therapy. A retrospective analysis of the Lymphoma Working Party of the European Society for Blood and Marrow
Transplantation (EBMT). Bone Marrow Transplant. 2020;55(2):393–399.

8. Nagle SJ, Woo K, Schuster SJ, et al. Outcomes of patients with relapsed/refractory diffuse large B-cell lymphoma with progression of lymphoma
after autologous stem cell transplantation in the rituximab era. Am J Hematol. 2013;88(10):890–894.

9. Van Den Neste E, Schmitz N, Mounier N, et al. Outcomes of diffuse large B-cell lymphoma patients relapsing after autologous stem cell transplanta-
tion: an analysis of patients included in the CORAL study. Bone Marrow Transplant. 2017;52(2):216–221.

2546 MAZIARZ et al 26 APRIL 2022 • VOLUME 6, NUMBER 8

D
ow

nloaded from
 http://ashpublications.net/bloodadvances/article-pdf/6/8/2536/1891342/advancesadv2021006280.pdf by guest on 21 M

ay 2024

https://orcid.org/0000-0003-2741-8418
https://orcid.org/0000-0002-9759-5017
https://orcid.org/0000-0002-9759-5017
https://orcid.org/0000-0002-9541-8666
mailto:sallesg@mskcc.org
https://www.cancer.org/cancer/non-hodgkin-lymphoma/about/b-cell-lymphoma.html
http://www.who.int/selection_medicines/committees/expert/20/applications/DiffuseLargeBCellLymphoma.pdf
http://www.who.int/selection_medicines/committees/expert/20/applications/DiffuseLargeBCellLymphoma.pdf
https://seer.cancer.gov/statfacts/html/dlbcl.html


10. Al-Hamadani M, Habermann TM, Cerhan JR, Macon WR, Maurer MJ, Go RS. Non-Hodgkin lymphoma subtype distribution, geodemographic
patterns, and survival in the US: a longitudinal analysis of the National Cancer Data Base from 1998 to 2011. Am J Hematol. 2015;90(9):
790–795.

11. Rodriguez-Abreu D, Bordoni A, Zucca E. Epidemiology of hematological malignancies. Ann Oncol. 2007;18(suppl 1):i3–i8.

12. Teras LR, DeSantis CE, Cerhan JR, Morton LM, Jemal A, Flowers CR. 2016 US lymphoid malignancy statistics by World Health Organization
subtypes. CA Cancer J Clin. 2016;66(6):443–459.

13. Coiffier B, Sarkozy C. Diffuse large B-cell lymphoma: R-CHOP failure—what to do? Hematology (Am Soc Hematol Educ Program). 2016;2016(1):
366–378.

14. Chaganti S, Illidge T, Barrington S, et al; British Committee for Standards in Haematology. Guidelines for the management of diffuse large B-cell
lymphoma. Br J Haematol. 2016;174(1):43–56.

15. Tilly H, Gomes da Silva M, Vitolo U, et al; ESMO Guidelines Committee. Diffuse large B-cell lymphoma (DLBCL): ESMO Clinical Practice Guide-
lines for diagnosis, treatment and follow-up. Ann Oncol. 2015;26(suppl 5):v116–v125.

16. Crump M, Kuruvilla J, Couban S, et al. Randomized comparison of gemcitabine, dexamethasone, and cisplatin versus dexamethasone, cytarabine,
and cisplatin chemotherapy before autologous stem-cell transplantation for relapsed and refractory aggressive lymphomas: NCIC-CTG LY.12.
J Clin Oncol. 2014;32(31):3490–3496.

17. Schuster SJ, Bishop MR, Tam CS, et al; JULIET Investigators. Tisagenlecleucel in adult relapsed or refractory diffuse large B-cell lymphoma. N Engl
J Med. 2019;380(1):45–56.

18. Abramson JS, Palomba ML, Gordon LI, et al. Lisocabtagene maraleucel for patients with relapsed or refractory large B-cell lymphomas (TRAN-
SCEND NHL 001): a multicentre seamless design study. Lancet. 2020;396(10254):839–852.

19. Locke FL, Ghobadi A, Jacobson CA, et al. Long-term safety and activity of axicabtagene ciloleucel in refractory large B-cell lymphoma (ZUMA-1): a
single-arm, multicentre, phase 1-2 trial. Lancet Oncol. 2019;20(1):31–42.

20. Neelapu SS, Locke FL, Bartlett NL, et al. Axicabtagene ciloleucel CAR T-cell therapy in refractory large B-cell lymphoma. N Engl J Med. 2017;
377(26):2531–2544.

21. Van Den Neste E, Schmitz N, Mounier N, et al. Outcome of patients with relapsed diffuse large B-cell lymphoma who fail second-line salvage regi-
mens in the International CORAL study. Bone Marrow Transplant. 2016;51(1):51–57.

22. Gisselbrecht C, Glass B, Mounier N, et al. Salvage regimens with autologous transplantation for relapsed large B-cell lymphoma in the rituximab
era. J Clin Oncol. 2010;28(27):4184–4190.

23. Crump M. Management of relapsed diffuse large B-cell lymphoma. Hematol Oncol Clin North Am. 2016;30(6):1195–1213.

24. Gisselbrecht C, Schmitz N, Mounier N, et al. Rituximab maintenance therapy after autologous stem-cell transplantation in patients with relapsed
CD20(1) diffuse large B-cell lymphoma: final analysis of the collaborative trial in relapsed aggressive lymphoma. J Clin Oncol. 2012;30(36):
4462–4469.

25. LYSARC. Operational structure for clinical lymphoma research. https://lymphoma-research-experts.org/lysarc/. Accessed 30 June 2021.

26. Cheson BD, Fisher RI, Barrington SF, et al; United Kingdom National Cancer Research Institute. Recommendations for initial evaluation, staging,
and response assessment of Hodgkin and non-Hodgkin lymphoma: the Lugano classification. J Clin Oncol. 2014;32(27):3059–3068.

27. Cheson BD, Horning SJ, Coiffier B, et al; NCI Sponsored International Working Group. Report of an international workshop to standardize
response criteria for non-Hodgkin’s lymphomas. J Clin Oncol. 1999;17(4):1244.

28. Neelapu SS, Locke FL, Bartlett NL, et al. Comparison of 2-year outcomes with CAR T cells (ZUMA-1) vs salvage chemotherapy in refractory large
B-cell lymphoma. Blood Adv. 2021;5(20):4149–4155.

29. Rodrigues M, Duran E, Eschgfaeller B, Kuzan D, Habucky K. Optimizing commercial manufacturing of tisagenlecleucel for patients in the US: a
4-year experiential journey. Paper presented at the ASH Annual Meeting. 11-14 December 2021. Atlanta, GA, or virtual.

30. Cheson BD, Pfistner B, Juweid ME, et al; International Harmonization Project on Lymphoma. Revised response criteria for malignant lymphoma.
J Clin Oncol. 2007;25(5):579–586.

26 APRIL 2022 • VOLUME 6, NUMBER 8 TISAGENLECLEUCEL VS HISTORICAL THERAPY IN DLBCL 2547

D
ow

nloaded from
 http://ashpublications.net/bloodadvances/article-pdf/6/8/2536/1891342/advancesadv2021006280.pdf by guest on 21 M

ay 2024

https://lymphoma-research-experts.org/lysarc/

	TF1
	TF2
	TF3
	TF4
	TF5
	TF6
	TF7
	TF8
	TF9
	TF10
	TF11
	TF12
	TF13
	TF14
	TF15

