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Methods
Study design

Table 1. Patient characteristics.

Overall ‘No progression’

‘Progression’

Figure 4. Unadjusted incremental PPPM cost of disease progression with SCT or CAR-T.
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« PPPM cost and 4-year cumulative all-cause costs were compared between cohorts. All costs were adjusted to 2021
US dollars based on the 2021 Consumer Price Index for health services.

Statistical analysis
The cost of disease progression « Descriptive statistics were used to describe unadjusted PPPM and 4-year cumulative costs.

. . » Generalized linear models (gamma distribution with log link) were performed to adjust for baseline characteristics and
per patlent per month was five evaluate adjusted mean costs.5

The cost for patients receiving SCT and/or CAR-T after disease progression following 1L R-CHOP was approximately
five times greater than the cost for patients without progression (Figures 3 and 4).

Months from index Months from index

Cost was based on data from patients who had enrollment in the month and survived the month; *patients who received both SCT and CAR-T were included in
both subgroups.

Table 2. Incremental PPPM cost associated with disease progression. CAR-T, chimeric antigen receptor T-cell therapy; DLBCL, diffuse large B-cell ymphoma; SCT, stem cell transplant.
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treatment landscape in 1L DLBCL. Cost ($)

Patients who survived for at least six months following the index date (n=4,099)

Cost analyses of 1L treatment options should incorporate up-to-date estimates of the cost of disease progression, including
costs associated with SCT and CAR-T.

Mean cost (SD) was reported; *Patients who received CAR-T were grouped with patients who received SCT; Covariate list: age, sex, US geographic region,
urban/rural status, marital status, census tract median income, census tract % of college education, Ann Arbor stage, CCl, and baseline total cost of care 1 year
before index date (as a proxy for non-CCIl comorbidities and/or access to care).

CAR-T, chimeric antigen receptor T-cell therapy; CCI, Charlson Comorbidity Index; PPPM, per patient per month; SD, standard deviation; SCT, stem cell transplant.

*R-CHOP or R-CHOP-like therapies were defined as regimens including rituximab and cyclophosphamide; TPatients who died within 2 years were included.
1L, frontline; DLBCL, diffuse large B-cell ymphoma; HMO, health maintenance organization; R-CHOP, rituximab plus cyclophosphamide, doxorubicin, vincristine, and
prednisone; SEER, surveillance, epidemiology, and end results.

Previous studies estimating the cost of disease progression following R-CHOP are outdated,*% and
do not account for current therapies for relapsed/refractory (R/R) DLBCL that are associated with
considerable treatment costs, such as chimeric antigen receptor T-cell therapy (CAR-T).

Future analyses including younger patients are required to determine the cost of disease progression among this patient
population, which may be higher than the cost of progression presented in the current analysis.
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The primary objectives of this study were to estimate the incremental and cumulative costs for patients
with DLBCL who experienced disease progression after 1L R-CHOP therapy vs those who did not, and
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