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Table 2. Other AEs of special interest

Background

In real-world clinical practice, one-time infusion with liso-cel demonstrated deep responses
and high rates of durability, PFS, and OS at 6 months in a broad population of patients with

R/R MCL
(N = 121)
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Effectiveness outcomes: ORR, CR rate, TTR, DOR, PFS, and OS « At 6 months, the rate of continued response was 81%, and 6-month rates of PFS and OS were 79% and 92%, respectively (Figure 3B—D)

Safety outcomes: CRS, ICANS, clinically significant infections,? cytopenia at
Day 30,¢ second primary malignancy, NRM, and deaths
-

« Fourteen (12%) patients died, with most deaths due to disease
persistence/progression (8%); the 6-month NRM rate was low (2%) (Table 3)
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R/R MCL cohort with response data available

n=118

a0Only patients with available 100-day post—liso-cel follow-up were included; baseline-only records were excluded as patient infusion status was known, but no additional
data was available. Deaths < 100 days are included when captured in follow-up.

A total of 121 patients with R/R MCL who were infused with commercial liso-cel
and had postinfusion assessment were eligible (Figure 2)

aThe most recent LDH value was obtained immediately prior to the start of lymphodepleting therapy; °Collected based on criteria from the Hematopoietic Cell
Transplantation-Comorbidity Index which identifies comorbidities relevant to transplant; “Most common comorbidities in > 5% of patients; dDetermined using the CIBMTR

variable “Disease status at CT,” which is categorized as either “Refractory” or “Relapse.”
BCL2i, B-cell lymphoma 2 inhibitor; FISH, fluorescence in situ hybridization; Gl, gastrointestinal.

> 1 clinically significant comorbidity (Table 1)

and 39% had outpatient infusion (Table 1)
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« Of the 121 patients included in the study, the median age was 71 years, and 66% had

« Bulky disease (largest nodal mass > 10 cm) was observed in 13% of patients, and 31%
had > 2 extranodal sites involved; data on TP53 mutation status was limited (Table 1)

« The median number of prior lines of therapy was 4, 72.5% received bridging therapy,

as disease persistence/progression and ICANS as a contributing cause

* Median time from infusion to onset of CRS and ICANS was 4 days and 7 days,

respectively

» The safety profile for patients infused in the outpatient setting (n = 47) was similar to

(range) duration of hospital stay of 5 days (1—32)
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safety in the overall population; any grade CRS occurred in 60% (no grade 3) and any
grade ICANS occurred in 28% (grade 3, 11%) with no grade 4 or 5 CRS or ICANS events

« Of the 47 patients infused in the outpatient setting, 28 (60%) were hospitalized, with
median (range) time to hospitalization of 5.5 days (1—51) after infusion, and median
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