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• New immunotherapies have been introduced over recent years that 

have improved the outlook for relapsed and refractory (r/r) diffuse large 

B-cell lymphoma (DLBCL). Two classes of these new treatments include 

chimeric antigen receptor T-cell (CAR-T) therapies and the T-cell 

engaging bispecific antibodies (BsAbs).

• Axicabtagene ciloleucel (axi-cel), a CAR-T, was granted approval for 

treatment of r/r DLBCL in patients with at least two prior systemic 

therapies in 2017, making it the first FDA-approved CAR-T therapy for 

this indication. [1] Since 2022, it is further approved for the treatment 

of r/r DLBCL after first-line chemoimmunotherapy. [2]

• Glofitamab, a CD3xCD20 BsAb, received accelerated FDA approval in 

2023 for patients with R/R DLBCL not otherwise specified or large B-cell 

lymphoma (LBCL) arising from follicular lymphoma and at least two 

prior systemic therapies. [3]

• The objective of this study was to compare the cost-effectiveness of axi-

cel versus glofitamab in third line (3L) DLBCL in the United States. 

Model overview

• We developed a novel treatment sequencing model that simulates first 

line, second line, and third line treatment in DLBCL. 

• This model was used to assess the cost-effectiveness of axi-cel versus 

glofitamab in third line therapy. 

• We also assessed the cost impact of a 3L treatment, followed by a 

subsequent treatment with the respective other therapy upon 

progression.

Progression-free and overall survival inputs

• For both axi-cel and glofitamab treatments, mixture cure models (MCM) 

were used in a naïve comparison to extrapolate 3L progression-free 

survival from ZUMA-1 [4] and NCT03075696 [5] (Figure 1).

• Considerable uncertainty surrounds the durability of response for 

glofitamab in NCT03075696. Therefore, the glofitamab modeled cure 

fraction was assumed to be 10% and was chosen such that the 

predicted overall survival data best fit the overall survival data from 

NCT03075696.

• A scenario analysis using a standard parametric model and no cure 

assumption for the glofitamab patients was explored.

• Survival after progression in 3L was modeled using the OS data of the 

ZUMA-1 study; it was assumed that this data was representative of 3L 

post-progression patients across all treatments in the DLBCL setting.

Health-related quality of life (HRQoL) and cost inputs

• To estimate quality-adjusted life years (QALYs), we used health state 

utilities derived from the literature. 

• Baseline sex- and age-matched utilities were adjusted by applying utility 

decrements for pre-progression (on and off treatment, by treatment), 

post-progression, and death health states.

• A United States (US) payer perspective was used to estimate costs. 

Treatment information and costs were sourced from the available 

literature and Micromedex and inflated to 2023 US prices. 

• Costs and utilities were discounted at 3.0% annually, with reference to 

the time of initiation of 1L treatment, according to US modeling

guidelines. [6]

MODEL INPUT VALUE SOURCE

Axi-cel drug acquisition costs, incl. chemotherapy and leukapheresis $ 470,017 [7], [8]

Axi-cel drug administration & safety management costs $ 74,069 [8]

Glofitamab drug acquisition costs (cycle 1 / cycle 2+), per cycle* $ 20,549 / $ 30,657 [7]

Glofitamab drug administration costs (cycle 1 / cycle 2+), per cycle* $ 6,098 / $ 1,201 [7]

Glofitamab safety management costs‡ $ 23,569 [9]

HCRU, pre-progression / post-progression, per month $ 2,253 / $ 2,463 [10], [11]

HCRU, in remission (in % of pre-progression costs), per month 50% Assumption

Palliative care costs (one-time costs) $ 19,696 [12]

Table 1. Key cost inputs and sources

Figure 1. Kaplan Meier curves and extrapolated progression-free survival 
for axi-cel and glofitamab in third line

Axi-cel Glofitamab Incremental

Life years 5.45 2.64 2.81

Quality-adjusted life years (QALY) 4.15 1.87 2.28

Costs $ 545,685 $ 272,311 $ 273,374

• Treatment costs $ 447,146 $ 210,427 $ 236,719

• Administration & safety management $ 75,374 $ 39,736 $ 35,638

• Post-progression & palliative care $ 23,165 $ 22,148 $ 1,017

ICER (axi-cel vs. glofitamab) $ 119,901

Table 2. Cost-effectiveness results (discounted) for axi-cel versus 
glofitamab in the base case, 2023 USD

ICER = Incremental cost-effectiveness ratio, QALY = Quality-adjusted life years.

HCRU = Healthcare resource use.
* In line with the label, it was assumed that treatment continued until progression or up to a maximum of 12 cycles.
‡ Safety management costs are assumed to incur in cycle 1 and are applied as one-off costs.

• In the base case analysis, the axi-cel arm of the model had discounted 

costs of $545,685 compared to the glofitamab arm’s $272,311 (Table 2). 

The cost of treating with glofitamab varied as some patients with fast 

progression had lower treatment costs while patients with longer 

response received the full 12 cycles of treatment at a high cost. 

• Due to the higher projected overall survival and duration of progression-

free disease in the axi-cel arm, QALYs were also higher for axi-cel

compared to glofitamab (4.15 versus 1.87). 

• The incremental cost effectiveness ratio (ICER) for axi-cel versus 

glofitamab was $119,901 per QALY, indicating that axi-cel would be 

considered cost-effective in the US payer setting. 

• The 2-year PFS in the model was estimated as 38% for axi-cel and 19% 

for glofitamab (Figure 2) with a median PFS of 0.51 and 0.41 years for 

axi-cel and glofitamab, respectively.

• In a scenario analysis with a standard parametric model for glofitamab, 

the ICER for axi-cel decreased to $103,891 suggesting that the relative 

durability of treatment response is a key model driver.

Figure 2. Modeled extrapolated survival of axi-cel and glofitamab

Budget impact analysis

• To estimate the cost impact of different 3L and subsequent 4L treatment 

strategies, average treatment costs per patient treated in 3L with either 

agent were extracted from the cost-effectiveness model. 

• The analysis assumed that patients progressing beyond third line would 

incur costs for a fourth line treatment with the therapy not received in 3L.

• Included costs were drug acquisition and administration costs, adverse 

event costs, and healthcare resource use while in a pre-progression health 

state. 

• Analysis results suggest that a treatment sequence with axi-cel first, 

followed by glofitamab, leads to overall cost savings (Figure 3). 

• Despite lower average costs per patients starting treatment with 

glofitamab, the higher proportion of patients progressing from glofitamab, 

and requiring subsequent treatment makes a glofitamab first treatment 

sequence more costly compared to axi-cel in 3L with glofitamab as 

subsequent therapy.

CONCLUSIONS

• Based on extrapolation of the pivotal trial data, this simulation suggests 

that axi-cel is cost-effective compared to glofitamab in a 3L DLBCL setting 

at the commonly-cited $150,000 per QALY willingness-to-pay threshold 

for the US. 

• Findings were driven by the projected survival and progression-free 

survival benefits of axi-cel, leading to QALY gains. 

• Future research is needed to confirm these findings in larger samples with 

longer follow-up.
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Figure 3. Budget impact of treatment sequences with axi-cel or glofitamab
as 3L treatment. 

PFS = Progression-free survival

OS = Overall survival, PFS = Progression-free survival
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