Impact of Polatuzumab vedotin as first-line therapy tfor DLBCL on subsequent
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OBJECTIVES METHODS RESULTS

. Toanalyze the impact of polatuzumab . Quantitative analysis based on an expert panel discussion about a sequence of treatments modelin . One hundred patients initiated the sequence of treatment.
vedotin regimen (Pola-R-CHP) as first DLBCL analyzed using a decision tree (figure 1)'%. . For scenario A the number of patients that progressed using R-CHOP to 2L is 30. After 2L treatments,
line (1L) therapy for Diffuse large B-cell . The modelincludes two comparisons: 24 progressed to 3L and 19 to 4L. When these patients were treated with Pola-R-CHP in 1L, 23
lymphoma (DLBCL) or high-risk DLBCL - AlILDLBCL patients treated with Pola-R-CHP as 1L vs. patients treated with R-CHOP (scenario A); and progressed to 2L, 19 to 3L and 15 to 4L (Table 2)

when compared with the R-CHOP - DLBCL patients (ABC diagnosis) treated with Pola-R-CHP as 1L vs. patients treated with R-CHOP . For scenario B, 41 patients progressed after using R-CHOP as a 1L, 34 progressed to 3L and 27/ to 4L.
regimen, using the same sequence of (scenario B). On the other hand, 16 patients progressed to 2L after using Pola-R-CHP in 1L, 13 to 3L, and 10 to 4L
treatments in a decision tree analysis. . The model uses 2-year disease progression rate and market share of the different treatments based on (Table 3).

clinical evidence and expert panel opinions, respectively (Table 1)* 1.

Figure 1. Flow diagram of the booking schedule process in the microsimulation model. Table 1. Rate of disease progression for Table 2. Number of patients progressing in scenario A. Table 3. Number of patients progressing in scenario B.
treatments used in the model.*°
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CAPTION: “5.year progression rate for ptients who underwent ASCT after patients W.Ith progression-free survival and the. possibility of a cu re, as well as the reduced necessity
l positively respond to a rescue therapy, please refer to ref. 7. for other lines of treatment that have lower efficacy and may have higher costs.
rerkine R-GemOX or -CHOP: ituxinal, cyelophosphamide, dororubicin, vincritine, and . This information could help decision makers engage in discussions based on evidence and value for
2nd Line Toa-BRor o e e paximad patients and healthcare systems, promoting more efficiency and visibility in terms of budget impact
. boplatin, and etoposide; R-DHAP: rituximab, d th , :
3rd Line CAR-T (axi-cel) or cytarabine, and  cisplatin; R-GDP: rituximab,  gemcitabine. and resource allocation.
CAR-T (Tisa-cel) or dexamethasone and cisplatin; ASCT = Autologous Stem Cell
Epcoritamab Transplant; Pola-BR: Polatuzumab vedotin, bendamustine and
4th Line ASCT = Autologous Stem Cell Transplant. rituximab; R-GemOx: Rituximab, Gemcitabine, and Oxaliplatin.
Note: Both solid and dotted lines have the same meaning.
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